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ABSTRACT 
 

One of the most fundamental social processes regularly explored in nursing practice and 

education is the concept of care and caring. This study suggests that the more deeply we 

understand the experience of caring in our own lives, the more we realize its centrality as a 

human condition activated through human relations. Understanding care involves attentiveness 

to the social and historical conditions of life that demands sensitivity to the ways in which pre-

professional experiences impact values, interests, processes, needs, and desires and how these 

tenets are performed in the nurse’s practice.  

This research involved a three-year collection of the life stories of Indigenous nurses who 

work in a rural First Nations community by exploring the relationship between their lived 

experience and the way in which meaning of these experience(s) are understood and practiced in 

nursing. Utilizing Polkinghorne’s narrative analysis and Ricoeur’s concept of mimesis, this study 

focuses on the process of the reflective/pre-narrative, emplotment and narrative reconfiguration 

as a way to better understand narrative structure and meaning of experiences. Riessman’s 

dialogic/performative narrative analysis is utilized to examine how Indigenous nurses’ identity is 

constructed through their performance and relationship within larger social constructs such as 

individual, community, and professional groups. Specifically this analysis emphasizes narratives 

are understood and shaped through these interactions.  

Acknowledging pre-professional experiences of care attends to the ethical implications of 

particular, proximal and partial relations in which Indigenous nurses are typically involved. 

Knowledge of caring from an Indigenous philosophical and epistemological worldview may 

enable nurses and other health professionals to more fully understand the nature of care and 

caring behaviors, patterns and processes that shape a caring practice. 
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PROLOGUE 

I came to understand that notions of caring was a natural way of being in the world, 

always being aware that my experiences may affect the lives of another, recognizing there is 

value in both the creation and meaning of that relationship. Caring for the most part, is bound to 

renewal, understanding and transformational growth within relationships. The assertion reflects, 

in essence, a social caring ethic: a practice of how we think and act after critical reflection, and 

reasoned argumentation, that the beliefs and values of human dignity, human rights, and justice 

(or fairness) are woven into the cultural fabric of daily life. As such, this social caring ethic is 

caring as emancipatory practice.  

When I first became a nursing instructor at First Nations University of Canada, I had 

taken with me many pedagogical concepts that stressed the classroom was the place of learning 

and hope, often positioned as a neutral and transparent process removed from the juncture of 

power, history and social contexts. I discovered instead, that the systemic and institutional 

mechanisms of dominance and power remain prominent in both healthcare and in the academy. 

As I became painfully aware of the fundamental processes of how educators, institutions and 

even students contribute to these structures and practices; I began to rethink possibilities that 

could offer a different language, ways of thinking and teaching that could potentially overcome 

these limited worldviews.  

Knowing that nursing and education are anchored in a rather mechanical and limited 

worldview, I was confronted by my own participation in maintaining the ideological 

assumptions embedded in my language and the schooling experiences that I had helped to 

structure. The following story addresses my awakening to Indigenous nursing students’ reality 

within mainstream health care.
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Muted Stories 

I taught an entry-level class on community health care issues. I always felt comfortable 

with stories in the classroom and as I listened to many students’ stories, I came to realize that 

story telling was a way to grasp the power of sharing experiences and to understand the unique 

reality of an individual’s life. Stories in the classroom were often so personal and intimate that 

they often pulled forth unexpected responses from both the students and me. I made time to 

listen.   

Sadie was a young mother of four small children. She relocated from an isolated northern 

community to attend nursing education in Prince Albert. She began describing her experience as 

a new young mother, recently given birth to her youngest child. Sadie describes her experience 

with an attending nurse at the local hospital. Soon after her delivery, a nurse approached her to 

discuss “birth control” options. Sadie describes the conversation to be less about information and 

more about judgment. She explained her discomfort with the assumptions that she should 

consider various choices of birth control. Sadie also remarked on the nurse’s assumption that 

many Indigenous women lacked the required skills to care for so many children.  

…I decided I did not want to be like that nurse. I don’t think it was right to 

assume I was stupid or that I didn’t know what I was doing. I was so angry at her 

I told her to never come back into my room…(Sadie, n.d.). 

Listening to this story brought forth new stories of other experiences and from this point 

our class began to do something different…we put away our books, I turned off the computer 

and we began to talk… 

As a group, we began to seek out other seemingly commonplace experiences that shaped 

personal and professional identity. We spoke about the difficulty of starting classes at eight in 
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the morning, the lack of day care, catching a bus, and of missing family. We brought pictures to 

the classroom that provided starting points for other discussions…life on the trap line with 

grandparents, berry picking and learning how to dance. As students began to share stories, I 

became aware of what nursing care may look like, how we could talk to each other, how we 

could work together, and how we might learn to ask questions. I came to understand that the 

everyday life and culture of everyday talk was political. As I listen to the compelling discourse 

of those muted experiences in my classroom, I also became aware of the political implications 

that the storytelling experience itself was an important source of information about human 

communication and the performance of everyday life.  

I considered the influence of the socially constructed images of Indigenous students and 

White nurses and the power of these interactions. I also came to wonder if anything could 

change in how we interact with each other and if this relationship could alter how we cared for 

and talked to patients? I wanted to know what brought Indigenous students to nursing? What had 

their experiences been? How did they unpack these experiences and make deliberate decisions in 

how to care for others? Throughout the class, our conversations grew to include other 

experiences of family, kinship, motherhood and relationships. I became aware that these 

personal stories not only encourage the listener; but also empowered the storyteller. This process 

humanized time.  

I began to recall my own caring experiences at this time, as I understood my relationships 

with others did not simply happen. I knew my experiences of care were, for the most part, 

shaped within my relationships long before I came to the nursing profession. Rooted within 

these particular relationships is a world where connection and meaning making had generated 

my caring consciousness. I also came to understand that caring was widely accepted as the 
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essence of nursing, had rarely been expressed through the particularities of living through a life. 

How do these experiences influence my capacity and actions to care? What can I take from these 

experiences that can give meaning to my current practice? I learnt that turning my attention to 

the small and somewhat mundane stories of relationship, I could imagine how roles and identity 

could change over time. I envisioned how identity as linked to an individual’s life story and that 

telling stories had the capacity to change both the teller and listener: a concept that could 

produce emancipatory outcomes. Knowing the importance of how our relationship grew out of 

our shared stories provides the backdrop for understanding how narratives or story-telling builds 

respect and cohesiveness within relationships. 

I sensed that through these classroom stories, social relations profoundly shape human 

lives, and that even non-human relationships, those with place, land, and community are also 

critical to forming and understanding Indigenous frameworks of life and care. I came to realize 

that to critique settler colonialism in health and education; I also needed to account for my own 

position in maintaining this ideology.  

I continue to carry this small story with me.  
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CHAPTER ONE  

INTRODUCTION 

Often what counts in the moral life is not continual adherence to principles and rules, but 
reliable character, moral good sense, and emotional responsiveness. 

 
(Beauchamp & Childress, 1994, p. 462) 

 

Narrative Beginnings 

The starting point of any story can be defined by moments in time. The short story 

recounted in the Prologue is embedded within a much larger and longer story describing how 

relationships are at the core of caring consciousness. This story provides a backdrop for 

understanding caring as awareness, giving, sharing, and honoring voice and individuality. Lastly, 

it emphasizes how close, particular relationships with concrete others provide the structure 

within which people understand and shape caring disposition.  

I bring a long-standing interest in Indigenous nurses’ stories, and the meanings 

associated with experiences of care, to this narrative study. In addition, I have 25 years of 

psychiatric/mental health nursing experience, providing services to primarily Indigenous1 

populations in rural and northern Saskatchewan. This professional experience was further 

expanded by a master’s study that explored self-care concepts of rural women which contributed 

                                                      
1The capitalized term “Indigenous” has been chosen to indicate or reference the original 

peoples of Canada. The term “Aboriginal” is avoided because sometimes it is received by 

Indigenous peoples as offensive which stems from its use as an epithet. Additionally, the United 

Nations (2010) identified that no universally accepted international definition of Indigenous 

people exists.  
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to an understanding of what it means to be caring as a nurse-educator, clinician and researcher. 

These, and other life experiences, have shaped my perspective of care. Polkinghorne (1995) 

suggests the understanding and assignment of meaning to events is often retrospective - 

“memory is always selective and plays tricks on us” (Trahar, 2009, para. 4). Social psychologist 

Jerome Bruner (1990) explains: 

Narrative deals in human or human-like intention and action and the vicissitudes 

and consequences that mark their course. It strives to put its timeless miracles into 

the particulars of experience along that course, and to locate the experience in 

time and place (p. 13)…The experience reveals a strong rhetorical strand, as if to 

justify why it was necessary (not causally, but morally, socially, psychologically) 

that life had gone a particular way and landed the person at a particular place in 

the present. (p. 121) 

This personal journey has created a desire to listen and improve my understanding of 

Indigenous nurses’ experiences of care. This shift toward developing a deeper appreciation of 

Indigenous worldviews and nurses’ personal standpoints entails a willingness to move out of the 

familiar and to encounter “the strange”, or what Kerdeman (1998) calls pre-understandings. 

Schwandt (1999) argues: 

…understanding requires an openness to experience, a willingness to engage in a 

dialogue with that which challenges our self-understanding. To be in a dialogue 

requires that we listen to the Other and simultaneously risk confusion and 

uncertainty both about ourselves and the other person we seek to understand. (p. 

459) 
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Caring in nursing has historically followed the perspectives of Western moral 

philosophers to determine the parameters of care in practice. As a result, nursing ethics are 

taught along the lines of morality, with an emphasis on rules, rights, duties and general 

obligations. These principles are universalistic, masculine and non-contextual.  

Reconsidering care from an ethical viewpoint appropriates the work of feminist scholars 

such as Carol Gilligan’s A Different Voice, Nel Nodding’s A Feminine Approach to Caring, and 

Sara Ruddick’s maternal thinking, as a way to understand how everyday aspects of 

responsiveness, relationships and context form care philosophy. This provokes questions about 

how pre-professional experiences could influence and shape caring in nursing.  

Nursing practice is not only about nursing actions, it is also about ongoing reflective 

activities that refine and enhance nursing knowledge (Kohlen, 2015; McCormack & Manley, 

2004; McLean & Breen, 2009; McLean, Breen & Fournier, 2010). Chinn and Kramer (2004) 

promote reflectivity as a necessity for creating vision to advance nursing knowledge and the 

nursing profession. Kohlen (2015) suggests that nurses come to understand their caring, in part, 

due to “a much more experiential and multidimensional instant in which thought and action 

become, even if only momentarily, united…as the moment at which social actors experience the 

real vitality of their lives, when essence and appearance genuinely coincide” (p. 163). 

This ability to care is influenced by multiple factors, suggesting that nurses need to 

understand the definition of caring, how to be caring, and the impact their caring has on others. 

Thus, by attending to the stories that Indigenous nurses’ recount about how their lives had 

changed and how their experiences brought them to understanding their individual concept of 

caring, is a topic worth studying.  

Background 
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Indigenous Nursing. Nursing is regarded first and foremost as a caring, compassionate 

and nurturing profession (Beck, 2000; Ben & Becker, 2010; Dombeck, 2003; Law & Arthur, 

2003; MacIntosh, 2003; Mackintosh, 2006; Soffer, 2014; Yeo, 2014). Historically, career choice 

in nursing has been associated with a vocational calling to perform a virtuous role (Gordon & 

Nelson, 2005). Price (2011) suggests that understanding decisional influences to enter the 

nursing profession is based on autonomy, respect and quality of life. However, many of these 

influences involve complex social positioning and historical stereotyping.  

For example, intersectionality describes how one category of identity, such as culture, 

constructs meaning through its relationship to another, such as gender. As a result, this 

intersection of various categories uncovers how privilege, culture and oppression intersect in 

complicated ways, thereby exposing the diverse experiences within a specific group. In this way, 

the concept of health, care and caring in practice must include cultural identity that embraces 

how diversity within both the academic and clinical sites, intersect. Therefore cultural identity is 

not only pertinent to recruit and retain Indigenous students, it is also a significant contribution to 

healing and practices of care.  

Although Indigenous nursing in Canada is not considered a speciality, in 2006 the 

Aboriginal Nurses Association of Canada (ANAC) initiated discussions with other national 

organizations to advance Indigenous health nursing. ANAC (2006a) called for recognizing the 

importance of social determinants of health, cultural safety and Indigenous knowledge in 

nursing. However, the Canadian Nurses Association (CNA) argued “Aboriginal nursing referred 

to education programs that addressed the needs of Aboriginal students…not to a speciality in 

Aboriginal nursing” (CNA, 2014, p. 1). Regardless, nursing needs to include ways “nursing care 
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and interventions are provided is informed by Indigenous knowledge, values and beliefs” (CNA, 

2014, p. 6).  

Bourque Bearskin (2011) is critical of the established cultural competencies in nursing as 

“they force a view of culture from the dominant worldview and do little to recognize that nurses 

must move out of their individual comfort zones to accept and engage in new learning 

opportunities with individuals from other cultural spaces” (p. 552). Therefore, particular 

attention to caring from an Indigenous nurse’s perspective requires educational programs and 

practice that “embodies characteristics of health, relationship, holism and knowledge” (Lowe & 

Struthers, 2001, p. 281), including an “Indigenous oneness” (p. 283) that addresses relationships 

as the core of nursing practice (Wood, 2012).  

Furthermore, Canadian researchers suggest various barriers to recruiting and retaining 

Indigenous students (Gregory, Zieber, Barksky, & Daniels, 2008; Smith, McAllister, Tedford- 

Gold, & Sullivan-Ben, 2011). Smith et al., (2011) suggests the cause of low enrolment and high 

attrition rates by Indigenous students, is due primarily to social and identity issues of fitting in 

and belonging. These issues, along with various organizational and transitional concerns are 

often ignored by mainstream nursing schools.  

Although ANAC, CNA and the Canadian Association of Schools of Nursing (CASN) 

calls for culture to be incorporated into all domains of nursing, there is little evidence suggesting 

Indigenous worldviews, concepts and culture are practiced within health care in Canada2.  

                                                      
2 Recognizing the need for culturally safe education, the Aboriginal Nurses Association 

of Canada (A.N.A.C.), the Canadian Nurses Association (CNA), and the Canadian Association 
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Understanding the differences in cultural beliefs between nurses and patients continues to be 

problematic (Health Canada, 2011; Jones, 2010). Indigenous nurses’ perspectives may indeed 

provide new understandings in the way nursing is taught and how care is practiced by 

considering the impact of early socialization and identity on career choice.   

Indigenous and Western Worldviews. Cultural and Indigenous worldviews are 

particularly important in Canadian nursing as many Indigenous nurses are reaching retirement 

which may lead to a critical gap in culturally informed health care providers (ANAC, n.d.). The 

lack of culturally safe practices in the health care system presents barriers to Indigenous clients 

seeking help, as “they may only seek treatment in later stages of illness or there may be a lack of 

adherence to care plans as the holistic nature of their care is not taken into consideration” 

(ANAC, n.d.). Also caring may be carried out unethically such as care that is paternalistic or 

authoritarian (Paley, 2002a; Soffer, 2014; Yeo, 2014) or materialistic or patronizing (Bowden, 

2000). Although many nursing practice sites and educational programs are currently addressing 

these inequities, there is little evidence that culturally safe programs and initiatives are effective 

(Brascoupe & Waters, 2009; Kirmayer, Fung, Rousseau, Lo, Menzies, et al., 2012).  

Cultural safety is focuses on power imbalances and inequitable social relationships in 

health care. These issues include interrelated problems of culturalism3, racialization and a 

                                                      
of Schools of Nursing (CASN) collaborated to address issues of recruitment, retention and 

student success of Indigenous students. 

3 Culturalism refers to the process of viewing people through the lens of culture, 

narrowly defined as shared values, beliefs, and practices and often conflated with ethnicity 
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commitment to social justice which are central to nursing’s mandate (Browne et al., 2009; Hart 

& Lavallee, 2015; Leyland et al., 2016; Loppie, Reading, & de Leeuw, 2014; Reimer-Kirkham 

& Brown, 2006).  

Cultural safety also recognizes the importance of diversity in nursing practice and 

organizational structures by examining the relationships between health care professionals and 

Indigenous people along with the contribution of Indigenous knowledge in the practices of 

nursing (ANAC, 2009). Considering that a cultural worldview shapes individuals’ experiences, 

perceptions and decisions, ANAC (2009) suggests the these processes should include the 

“embodiment of meaning in psychological and social interactions; the development of 

interpersonal attachments; the performance of religious practices; common sense interpretations; 

and the cultivation of collective and individual identities” (p. 20). In this way, culture can be 

thought of as a process through which ordinary activities and conditions take on an emotional 

tone and moral meaning.  

According to Gray and Thomas (2005) the dominant philosophical underpinning of 

culture in nursing is grounded in an essentialist perspective. From this point of view, the concept 

of culture includes race, identity, and social class, which are objective terms defining 

differences. The caution with this philosophy is that it categorizes people into distinct groups 

and does not allow critical self-reflection. An alternate view of culture arising from a critical 

constructivist perspective suggests culture can be socially constructed from within a historical 

context, reflecting the values and assumptions of the society in which the process occurs 

                                                      
which operates as the primary explanation for why certain people or groups experience various 

health, social or economic problems.  
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(Bourque Bearskin, 2011). Within this framework, various concepts and their meanings serve a 

variety of overt and covert political, sociological, and economic determinations forcing nurses to 

expand their understanding of culture and cultural competence to ensure culturally safe nursing 

practices and relationships. 

In this perspective, the term culture extends well beyond presumed cultural norms—from 

a world-view, lifestyle, or learned belief and value system that guides behavior and creates 

shared meanings within a group of people (Racher & Annis, 2007) to an approach that sees 

culture as complex and fluid. Browne and Varcoe (2006) suggest culture is best understood as 

being enacted relationally through history, experience, gender and social position. Therefore, 

rethinking culture as a lived experience and understood as a sociopolitical construct is rooted in 

early learning and socialization (Gray & Thomas, 2006).  

Understanding cultural worldviews establishes authentic caring as “the difference 

between traditional Aboriginal and Western thought is the difference in the perception of one's 

relationship with the universe and the Creator” (Hamilton & Sinclair, 1991, p. 20). Considering 

this, Indigenous nurses may be better equipped with cultural knowledge and experiences that are 

similar to those of the client and therefore may guide patients and communities to attain or 

maintain wellness. Indigenous nurses’ perspectives can also foster a different understanding of 

the role of culture and experience for others in nursing practice. As Lisa Bourque Bearskin 

(2011) states: “As a Cree/Metis nurse from a First Nations community, I can recall many 

practice situations in which looking into the faces of others seemed especially difficult for 

nurses. The challenge lies in such factors as ‘being the other’…” (p. 1).  

To address these key philosophical, ethical and practical issues, I need to lay hold of the 

ontological, epistemological and theoretical frameworks to undertake Indigenous-focused 



INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

13 

nursing research. To do this, I confront assumptions about the nature of reality, knowledge, 

truth, power, language and subjectivity that are often highlighted in qualitative research. 

Although this study emphasizes the components of the research process, it will also inquire into 

how nurses interpret other nurse’s experience of care.   

Central to the concept of caring and culture, is the concept of identity, and the 

responsibility to pass specific cultural knowledge onto others. This process is not straightforward 

and is further complicated by various ethical and cultural protocols. For example, recognizing 

the complexity of what constitutes Indigenousness, Peroff as cited in Weaver (2001) states:  

Indian-ness means different things to different people … Indian-ness is something 

only experienced by people who are Indians. It is how Indians think about 

themselves and is internal, intangible, and metaphysical. From this perspective, 

studying Indian-ness is like trying to study the innermost mysteries of the mind 

itself. (p. 487) 

Blackstock (2016) argues that cultural perspectives that decenter power in relational 

practice and aim to shift focus away from learning about cultural differences towards an 

understanding of how our assumptions, biases, and our particular situation constitute certain 

perspectives, can be better informed by Indigenous ways of being and knowing. Therefore, 

understanding Indigenous knowledge that is sacred to specific Indigenous people, has meaning 

and relevance in how nurses practice within a particular community. In this way, the focus is on 

Indigenous “ways of being, knowing and acting when situated at the intersection of nursing and 

the hierarchy of Western nursing knowledge” (Bourque Bearskin, et al., 2016). As Desjarlais 

(2011) askes:  
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The intent of all research is to provide a deeper understanding for ‘self’ of the 

‘other’, is it not? Are Western, nursing, and Indigenous ways of doing research 

truly different, or are there numerous common elements which provide a parallel 

structure for doing and writing research or for gaining a deeper and truer 

understanding of self and the other? (p. 6)  

Indigenous nurse’s experiences of care involves more than developing an understanding 

of historical, socio-political, economic, and geographical contexts within which nursing is 

practiced. A decolonized process to care and caring, suggest nurses need to engage in and 

question the processes of how colonialism has occurred and, continues to occur at various 

institutional and societal levels (Smith, 2012). The attitudes and behaviors of health care 

providers are one of many factors that contribute to health disparities. These implicit attitudes 

often exist outside of conscious awareness, and are therefore difficult to acknowledge and 

control (Hall, et al., 2015). 

Recently, attention to address Eurocentric discourses has been the work of the Truth and 

Reconciliation Commission of Canada.4 These insights may transform and create an ontology 

that is explicit in the discourse around racism and the well-being of Indigenous people in Canada 

(Allan & Smylie, 2015; Hart & Lavallee, 2015; Loppie, Reading, & de Leeuw, 2014), relational 

practice, and cultural safety (ANAC, 2015); and the social determinants of health (CASN, 2013; 

Greenwood, de Leeuw, Lindsay, & Reading, 2015). Considering this, Indigenous research is 

fundamentally relational; grounded in an epistemology acknowledging the interconnectedness of 

                                                      
4 Final report by the Truth and Reconciliation Commission of Canada can be found at  

http://www.trc.ca  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the physical, mental, emotional, and spiritual aspects of all things…the earth, the stars, the 

universe. This epistemology is fluid, nonlinear, and relational; incorporating both the physical 

and the nonphysical realms as reality (Kovach, 2005).  

Therefore, it is also important to situate myself within this research revealing the “self is 

a central aspect of the study and its incumbent relationships” (Bourque Bearskin, et al., 2016, p. 

21). The process of subjective experience makes visible the complex methods that are associated 

with values and beliefs about human interaction that are inherent to the culturally specific 

experiences of the participants, the community and the researcher. To do this, I explore this 

concept in relation to the ideals and perspectives of early life-experiences from Indigenous 

nursing scholars such as Lisa Bourque Bearskin, Joyce Desjarlais, Madeline Dion Stout and 

Evelyn Voyageur.  

Indigenous Nurse’s Pre-Professional Concepts of Care. For Indigenous nurses, the 

discourse around any meaningful understanding about ontology may be entrenched in early 

experiences of care. For example, Joyce Desjarlais (2011) reflects in her PhD dissertation on 

how a nurse’s present caring is often reconciled with their experiences of the past.  

I think about this reality from time to time, about what draws people to a certain 

profession. It would be interesting to study how many nurses come from 

dysfunctional families, to explore why we feel the need to “help” others. (p. 104) 

Whether we come to nursing because of a sense of duty or because of our natural ethical 

motive to care, understanding how these relationships are embedded in the history and values of 

Indigenous people, bring something new to the literature on care. Moral discourses, particularly 

nursing’s concepts of universality and fairness in terms of impartiality (McGibbon, Fhumuluni, 

Didham, Barton & Sochan, 2014), continues to form the base of nursing literature. These 
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philosophical underpinnings maintain the Eurocentric premise of determining how nurses know, 

understand or feel the pain of others. How do we unpack these processes and transform ideology 

through a critical decolonial lens? Nurse-scholar Madeline Dion Stout (TRC, 2015) reflecting 

on her specific experiences of resilience and colonization, writes:  

Colonization, healing, and resilience reveal themselves to me. As Survivors, we 

ride waves of vulnerability for a lifetime and for generations. We were subjected 

to real risk factors including hunger, loneliness, ridicule, physical and sexual 

abuse, untimely and unseemly death. As we struggle to throw off the shackles of 

colonization we lean heavily toward healing, and resilience becomes our best 

friend. (p. 177) 

As previously noted, Lisa Bourque Bearskin’s (2011) reveals other more ominous issues 

pertinent to understanding caring in nursing: “nurses find it difficult to uphold their moral 

integrity through genuine engagement with those who hold cultural beliefs that differ from their 

own” (p.1). Yet, through an Indigenous worldview, relational connectedness becomes the 

cornerstone of nursing care: “This complete and unlimited dependence of each of us upon the 

others is the central and crucial fact of personal existence. Individual independence is an 

illusion; and the independent individual, the isolated self, is a nonentity” (Macmurray, 1961, p. 

211).  

Central to the this study is that Indigenous knowledge is fundamental to the ways that 

Indigenous nurses have undertaken nursing practice, regardless of the systemic and historical 

barriers they faced in providing care for others. Identity as an Indigenous person, is integral to 

their identities as Indigenous nurses (Bourque Bearskin, et al., 2016). Of significance, is the 

particular and subjective description of how nurses developed their nursing approaches, and the 
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relevance of how caring-for-the-other is integrated into practice as a pathway to reducing 

disparities.  

For Indigenous nurses, these pre-professional experiences shape their ongoing concepts 

of caring, connecting, living and being in relationship with others. Madeline Dion Stout in The 

Survivor’s Speak,5 discusses her early knowledge and understanding of love and connection that 

allowed her to survive experiences of the residential schools: 

There was a sense of separation and the sense of, of not connecting to your own, 

you know, the people who would mean the most to you, your family members, 

and your community members, a complete separation. And if it wasn’t that we 

were taught by my mother to always love one another no matter how big the 

transgressions we committed against each other, that we would always, always 

love one another, and I think that’s, that’s what we carry today, not what 

residential school taught us, but there’s still a deep disconnect there, you know, 

that separation, but be together, separate but be together. So, there’s this, there’s 

this, these conflicting messages I think that I still carry. (p. 91) 

Evelyne Voyageur (in Bourque, 2014),6 relates how her concept of identity and the 

notion of self is rooted in family and are further defined by stories of resilience and personhood. 

Such themes, including adolescent identity, culture and traditional practices are important 

                                                      
5The survivors speak: A report of the truth and reconciliation commission of Canada. 

Retrieved from www.trc.ca  

6 See Bourque, L. (2014). Mâmawoh kamâtowin: Coming Together To Help Each Other: 

Honouring Indigenous Nursing Knowledge. PhD Dissertation. University of Alberta: Edmonton.  
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elements supported and maintained by family expectations and relationships. Exposure to early 

positive connections encourage critical self-examination (Vleioras & Bosma, 2005) and reflect 

the relational worldview of Indigenous Peoples within kinship-based societies (Thayer-Bacon, 

2003). Voyageur (2013) reintegrates these early experiences as necessary to her to understanding 

caring for others as a practicing nurse.  

However becoming a nurse is comprised of a sense of duty and responsibility to protect 

those who are the most vulnerable. These immediate and proximal obligations as care-givers 

often blind nurses to larger social responsibilities. However, these moral claims rise out of 

special relationships—family, friends, children, and so on. As Voyageur (2013) relates:  

Maybe I wanted to know more because of the experiences I had when I was as 

child. When I was small the nurses came to our villages to treat us and no 

explanation was given whatsoever to our parents about what they were doing. 

They would just grab us and poke us. They didn’t tell us anything. Mom began to 

hide us when she knew the nurse was coming. She said, ‘We don’t know what 

they’re putting in you—they don’t tell us! For all you know they might be killing 

us all.’ So she would begin to hide us. I guess that was on my mind when I went 

on in my education” (p. 97) 

Since the range of people vulnerable to our actions or choices extends beyond those to 

whom we have made specific commitments (promises, vows, contracts), or those within our 

proximate empathetic circle7, nurses must recognize a much more extensive network of 

                                                      
7 See information on empathetic circle in: Noddings, N. (2002). Starting at home: Caring 

and social policy. Berkeley: University of California Press. 
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obligations and moral claims. Is our nursing care and practice morally on a par with the care we 

render to family and friends? This question widens the international, intergenerational, and 

interpersonal responsibilities on caring, as well as nursing duties toward non-human and natural 

environments. This concept resonates an unfailing common sense…one that opens up new 

perspectives on issues central to public policy and critical to nursing philosophy, social science 

as well as to government recommendations. 

Indigenous Culture and Identity. As there are multiple “Indigenous Nations” or 

“Indigenous persons”, ethnicity is difficult to conceptualize. However, being Indigenous in 

Canada may impact individual, social and cultural capital and actions within various fields of 

sociality. Utilizing Bourdieuan (1998) sense of field, social spaces are shaped and dictated by the 

relationships between those involved in the field. Individuals must continually navigate their 

concepts of identity in accordance to the protocols particular of that space. This is important, as 

it recognizes that the nurses’ identities are fluid and dependent on their relationship to others 

within different fields. 

In many ways, I have assumed Indigenous identity is self-defined and created. I run into 

trouble when self-definitions clash with community definitions and acceptance clashes with 

rejection. How can Indigenous nurse’s identity and positionality come to be understood by non-

Indigenous people? Is understanding possible only between shared subjectivities? I may very 

well understand our shared professional field, but can I really understand how their private 

world impacts this practice? 

Although distinct historical differences exist between race and ethnicity (Cokley, 2007), 

conceptualizing race, ethnicity, and culture is better acknowledged by their dynamic and fluid 

nature (Phinney & Ong, 2007). Indigenous identity is affected by the colonization experiences of 
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their particular lifeworld(s). Therefore recognizing how time and land conceptualizes Indigenous 

identity (Ilisaqsivik, 2010a, 2010b; Wilson, 2003), is further understood through the nurses 

relationship with the community (Truth and Reconciliation Commission of Canada, 2015). 

However place is conceptualized as being both geographically and emotionally centered 

(Wilson, 2009), and therefore cannot be limited to only individuals. Place involves feelings of 

belonging, shared group values, along with differentiating oneself from others. It is “formed and 

shaped through a process of mutual constitution with others and within various social and 

cultural contexts” (Schouls, 2003, p. 425). Davide Benjoe8 relates his experience of teaching—

and understanding of Indigenous identity requires both the intent and opportunity to self-reflect:  

As a classroom teacher I identify with his (Speaking of Cajete, 2015)9 translation 

to belonging. I know that for myself identity and culture are never removed from 

what we do as members of our families, communities, and overall nations. It's 

something I do in my classrooms all the time, because my argument has always 

been, how can we ask students to learn about others when they haven't been given 

the time to express and learn about themselves. (Personal communication, 

January 30, 2017)  

Therefore place and culture is revealed through triangulation with identity. As a result, 

cultural symbols continue to be of central importance to the identity of the Cree (Healey, Noah, 

                                                      
8 David Benjoe is an Indigenous instructor at First Nations University of Canada 

9 Cajete, G. (2015). Indigenous Community: Rekindling the Teachings of the Seventh 

Fire. Living Justice Press, St. Paul Minn. 
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& Mearns, 2016; Victor, et al., 2016). Even though the “imposed definitions of identity and the 

attitudes they have fostered towards who really ‘counts’ as Aboriginal are tools of colonization, 

which has had profound effects on the health and well-being of Aboriginal people” (Bourassa & 

Peach, 2009, p. 1), culture underpins almost every aspect of life. 

For example, Harris (2013) explains, cultural identity is an evolving integration of “self 

and the other…through participating in activities that give meaning to who we are” (p. 20). 

Weaver (2001) describes three facets of Indigenous identity: self-identification, community 

identification; and external identification. However Indigenous identity is complex and 

“measures of acculturation is typically determined by the dominant society” (p. 6). Yet, the 

literature on how Indigenous individuals and collectives might promote cultural connectedness 

and secure identity development is scarce (Rata, Lui & Hutchings, 2014).  

These are the complex relationships that exist between the social processes of creating, 

assigning, maintaining, and shifting identities that are part of the nurse’s collective and 

individual identity. What might be more important is that individual agency does not determine 

identity. Rather, identities define us in social terms and discourses and may be better understood 

through the exploration of how it is formed and objectified—how identity becomes named. 

Thus, as identity is constructed and deconstructed through social interactions, the nurse’s 

roles come with attached meanings and expectations. Social identity is “contingent, dependent 

on the actor’s interaction with others and place within an institutional context” (Barnett, 1999, p. 

9). Therefore the larger socialized identity is often attributed by the social structures and 

constraints, containing both personal and group identities for Indigenous nurses.  

The subsets of social identity: personal and group identities, racial and ethnic identities, 

symbolic, situational, and pan-ethnic identities, and institutional identities, are the consequence 
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and the lived experiences associated with creating identity through a historic lens. However, it is 

important to separate the process of self-exploring with that of Indigenizing. For example St-

Denis argues this process is contingent upon a shift in understanding the process of identity-

making:  

I believe participating in ceremony without reframing one’s worldview is simply 

exploring. The process of [I]ndigenizing begins when one is connecting to the 

Creator during ceremony and adopting Indigenous ways of knowing, being and 

doing. (St-Denis & Walsh, 2015, p. 9) 

Although the scholarship connecting cultural affiliation to Indigenous nurses’ identity is 

abundant (see: Lisa Bourgue Bearskin; Joyce Desjarlais; Madeline Dion Stout; Evelyn Voyageur 

to name a few), the mechanics of this process need to be studied. The link between cultural 

affiliation and identity may be better understood through core questions of distinctiveness. 

Indeed this is a complex issue as there is little agreement on what constitutes Indigenous 

identity, how to measure it and who truly has it (Weaver, 2001).  

The Gaps in the Literature 

Impact of Pre-Professional Experiences in Nursing Care. Indigenous nurses’ 

individuality and experiential distinctiveness of pre-professional caring experiences have been 

overlooked within the nursing profession. Research on the role and nature of the individual life-

world experience in nursing has not been well documented (Arbon, 2004; Watson, 2011). 

Although many authors have presented arguments about how life experience is important in the 

professional development of nurses (Casey, et al., 2011; Newton & McKenna, 2007; Porter, 

Morphet, Missen, & Raymond, 2013; Sharif & Masoumi, 2005), the nursing literature has 

generally focused on the role of clinical experiences rather than other forms of personal or pre-
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professional experience (Arbon, 2004). As a result, the influence of non-clinical caring 

experience on nursing practice is relatively absent in the nursing literature. Specifically, 

understanding the pre-professional experiences of Indigenous nurses may contribute to caring 

and practice.  

The uniqueness of how Indigenous nurses relate to others and enact their practice is 

linked to their personal understandings of who they are and what is important to them. 

Illuminating how the identities of Indigenous nurses have evolved may help navigate through the 

contextual and systemic forces that shaped moral and ethical situations in nursing practice. 

Indigenous nurses “are at odds with the moral core of their practice because of their inability to 

reconcile their own moral action with institutional policies” (Bourque Bearskin, 2011, p. 554). 

What is an Indigenous Ethic of Care? The term ethic is not evident within Indigenous 

cultures as there is no separation or disassociation between people and culture (Ellerby, 

McKenzie, McKay, Gariepy, Kaufert, 2000; Garvey, Towney, McPhee, Little, & Kerridge, 

2004). Values and ethics are woven together through the very fabric constituting an Indigenous 

worldview where all participants within living systems manifest consciousness and 

responsibility. In general terms, Indigenous societies do not differentiate ethics of care from the 

values, narratives, or contexts defining and structuring holistic dimensions of life. The 

knowledge(s) and practices of Indigenous cultures relevant to care ethics are a long tradition of 

“species activities of maintaining and sustaining the world” (Boulton & Brannelly, 2015, p. 70). 

It includes relationships with the past and responsibilities for the future, and the collective 

interdependence as an expectation of societal obligation that structures and governs relationships 

and responsibilities. 
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However, conceptualizing an ethic of care within an Indigenous worldview can be 

understood by acknowledging the many cultural voices of experiences. Any theory of caring in 

Indigenous societies needs to commit to a decolonized and anti-racist critique by imagining what 

human relations might potentially emerge when the concepts are sanctioned and prioritized by 

institutions and political structures (Hardy, 2015). In this way, modes of relationality may 

constitute forms of resistance to, as well as healing from, colonization (Gaztambid-Fernandez, 

2012). Tronto (2013) argue that power, sanctioned to maintain the status of particular peoples at 

the expense of others, is largely unacknowledged. Power sustained through care and support is 

likely to ensure others are not provided with what they need in order to flourish as “those who 

have benefited from the past injustices have a great incentive to forget that fact” (p. 127). 

Understanding how power is entrenched in cultural values and practices is essential when 

providing care (Pottinger, Pervolaris, Howes, 2007), particularly when considering the autonomy 

and human rights of the persons receiving care. As culture provides a meaningful backdrop for 

interpreting the context of an individual’s belief and value system (Maddalena, 2009), 

understanding a particular worldview is necessary for nurses to recognise the interests, emotions 

and biases that are part of their own perspectives (Fox, 2005). Therefore, building meaningful 

relationships with people from a different culture may increase the likelihood that patients will 

receive comprehensive and compassionate care.  

Relationships within Indigenous societies are complex and contradictory and require 

rethinking of concepts about individual autonomy and rational consciousness. Establishing 

relationships with Indigenous peoples presents particular ethical issues as social and health 

inequities are directly and indirectly associated with social, economic, cultural and political 

inequities and not of any inherent Indigenous trait (Adelson, 2005). In this context, nursing from 



INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

25 

an Indigenous point of view, is faced with the challenge and opportunity to actively reconsider 

modes for human interaction, “recasting the difference that difference makes” (Gaztambid-

Fernandez, 2012, p. 42). 

Moral Identity and Care in Practice. Theoretical and empirical studies have concluded 

a person’s moral identity is a predictor of commitment to moral action (Damon & Gregory, 

1997; Edgar, 2011; Hardy & Gustavo, 2011), however little is known about moral identity in the 

context of care in Indigenous nursing practice. Edgar (2011) argues integrity can be viewed as “a 

competence or capacity for reflection and discernment in the midst of the conflicting demands 

between professional and personal values, roles, and ethical systems” (p. 95). In particular, 

moral identity is an ongoing process that arises through social contexts and is the degree to 

which being a moral person is important to that person (Hardy & Gustavo, 2011).  

However, other issues and factors beyond moral reasoning may provide a useful 

predicator of moral action (Blasi, 1980). When a person’s identity is centered on morality, the 

desire to live in a manner consistent with one’s sense of self can serve as a key to moral action. 

The bridge between moral identity and caring practice come into sharp focus when considering 

cultural, social and institutional experiences that have been embedded in colonizing 

perspectives.  

The concept of self “is not a static thing nor a substance, but a configuring thing of 

personal events into historical unity which includes not only what one has been, but also 

anticipations of what one will be” (Polkinghorne, 1988, p. 150). These are associated with 

individual life experiences that shape social and professional identity.  
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Blumer’s (1969)10 seminal work on symbolic interactionism provides a basis to further 

consider how the nature of society, including its social structure, forms and patterns, and the 

ways in which it develops and transforms, provides a situational approach to understanding the 

self within society. Blasi (1980) also postulated moral judgments might reliably predict moral 

behavior when filtered through responsibility judgments based on one’s identity. From this 

perspective, the social construction of one’s identity is viewed as being created through the 

interpretations and definitions of the actors (Blumer, 1969). Blumer’s conception focuses on 

three core principles. People act towards each other on the basis of the meanings they have for 

them. The meanings are derived through social interaction, and are managed and transformed 

through an interpretive process to make sense of their social worlds.  

Theorizing identity as a framework for understanding intergroup relations (Reicher, 

Spears, & Haslam, 2010; Turner, 1999) seeks to explain how social behavior is structured by  

people’s sense of themselves as individuals (as ‘I’ and ‘me’) and as members of social groups 

(as ‘us’ and ‘we’). This approach to identity considers that the self is always acting in a social 

context in which other selves exist (Stryker, 2000). In other words, what nurses do as individuals 

(i.e. care) depends on the society within which they live. From this perspective, nurses practice 

and act in situations where there is little organization or structure.  

Specifically, moral identity and practice are seen as patterns of behavior between people 

(nurses-nurse, nurse-community, nurse-researcher), self and society and that over time, 

relationships constitute larger inter-individual patterns that constitute social structure. Patterns, 

                                                      
10 Blumer’s (1969) seminal work, Symbolic Interactionism: Perspective and Method, 

figures prominently in major discussions on identity and meaning. 
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relationships and the meaning applied to them are the basis to further understand how pre-

professional experiences of care impact a nurse’s moral and ethical practice. 

Goals of the Study and Research Questions 

Being alongside Indigenous nurses has helped me (re)-think about the complexity of 

daily lives and as a result my attention has shifted from singular issues of practice to the 

unfolding intricate lives and multiple layers of life in which nurses’ care for others. Knowledge 

of caring from diverse, historical, philosophical and epistemological worldviews may enable 

nurses and other health professionals understand other notions of care and caring behavioral 

patterns and processes. It is also essential for Indigenous nurses to understand how their unique 

and distinguishing perspectives differ from other health disciplines. Collectively, pre-

professional experiences form the basis of this study. 

The purpose of this work is to explore how care and caring experiences of Indigenous 

nurses’ has shaped their nursing practice. This work is intended to provide source data for a 

critical perspective on caring in nursing and develop a thicker account of how caring is 

practiced. It is proposed that a feminist ethic of care and a masculine/moral standpoint are 

compatible perspectives to create a caring disposition and caring practice. One of the most 

fundamental social processes which is regularly ignored by impartialist/masculine theories is the 

gendered ascription of distinctive social roles and concerns about different racial and social 

groups. This recognition involves attentiveness to the social conditions in which gender and race 

impact the values, experiences, interests, and processes that the values include and exclude from 

their scope. Given this focus, racial, historical and gendered acknowledgement requires equal (if 

not more) attention to the ethical implications of the particular and individual relations in which 

Indigenous nurses practice. 
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As traditional oral communities frequently embody knowledge in narrative form, (Norton 

& Early, 2011) the collection of life stories of Indigenous nurses adds to the scholarship on care 

and caring in nursing, particularly when self-understanding and self-identity is dependent upon 

personal and social relationships. Understanding that nurses’ moral and ethical identities are 

narrative, dialogical, relational and contextual highlights the importance of reflection and inner 

dialogue in the performance of ethical nursing practice. A deeper understanding of the central 

role of caring experiences in one’s life, leads to a further realization of its centrality as a human 

condition within human relations (Mayeroff, 1971).  

One of the most important philosophical questions posed within nursing education is 

“what guides practice?” However, a more significant question is: How have pre-professional 

experiences shaped a caring practice? The intent of this study is to describe how Indigenous 

nurses’ unique pre-professional positions, experiences and perspectives affect their caring 

actions.  

The research questions that will guide this study are:  

1. How do Indigenous nurses’ describe and form meaning of their pre-professional lived 

experiences?  

2. How have the experiences guided caring in their nursing practice? 

By extension, notions of care further the socio-political experiences and identify places 

of struggle and emancipation when considering particularities. Indigenous nurses who support, 

influence and promote health in their First Nations communities have something critical to say, 

particularly when their narratives have been absent from the nursing literature. They also bring 

nursing knowledge and practice of care that is intertwined within private (pre-professional) and 

public (professional) experiences. 
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Conceptual Framework  

The conceptual frameworks supporting this research are Indigenous worldviews, 

Indigenous knowledge, and social constructionism. The frameworks reflect my understanding 

and conception of how knowledge is created and transforms nursing practice as they share the 

notion that knowledge is negotiated and generated in contextual relationships. The following 

section contains a brief review of each framework and how the perspectives inform the present 

research.  

Indigenous Worldviews. There are many commonalities in the definitions of Indigenous 

worldviews (Gill, 2002; Pesut, 2010; Rice, 2005). McKenzie and Morrissette (2003) explain that 

Indigenous worldviews emerged as a result of close relationships with the environment and 

outlined metaphysical beliefs that shape this relationship:  

All things exist according to the principle of survival; the act of survival pulses 

with the natural energy and cycles of the earth; this energy is part of some grand 

design; all things have a role to perform to ensure balance and harmony and the 

overall well-being of life; all things are an extension of the grand design, and, as 

such, contain the same essence as the source from which it flows; and this 

essence is understood as “spirit,” which links all things to each other and to 

Creation. (p. 259)  

Simpson (2000) suggests seven principles embedded in Indigenous worldviews. First, 

knowledge is holistic, cyclic, and dependent upon relationships and connections to living and 

non-living beings and entities. Second, there are many truths, and they are dependent upon 

individual experiences. Third, everything is alive. Fourth, all things are equal. Fifth, the land is 
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sacred. Sixth, the relationship between people and the spiritual world is important. Seventh, 

human beings are least important in the world.  

The aforementioned principles emphasize Indigenous people’s focus is a relational 

worldview (Graham, 2002), highlighting spirit, spirituality and a sense of community and 

respectful individualism (Hart, 2010). In this way, familial relations, and a commitment to the 

community, are united through a relational perspective (Weaver, 2001). This relationship is 

dependent on cooperation and coexistence with the forces of nature, providing for the unity and 

coherence of people, nature, land and time (Pattel, 2007). Individualism is expressed through 

recognizing the needs of the community as opposed to acting on self-interest (Gross, 2003). This 

relational worldview is necessary to understand any discussions on Indigenous peoples’ 

knowledge.  

Indigenous Knowledge. Indigenous knowledge is comprised of a complex set of 

technologies developed and sustained by Indigenous societies. Often oral and symbolic, this 

knowledge “is transmitted through the structure of Indigenous languages and passed on to the 

next generation through modeling, practice, and animation, rather than through the written 

word” (Battiste, 2002, p. 2). De La Torre (2004) defined Indigenous knowledge as the 

established knowledge of Indigenous nations, their worldviews, and customs and traditions that 

direct them.  

Castellano (2000) has written about sources of Indigenous knowledge, which include 

traditional, empirical, and revealed knowledge. Traditional knowledge is characterized as 

knowledge passed down inter-generationally and typically includes creation stories, genealogies, 

ancestral rights, and teaching stories of a nation’s values and beliefs. Empirical knowledge is 

knowledge gained through observation, and revealed knowledge is spiritual in nature and can be 
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received through dreams, visions, and intuition. In addition to the three types of knowledge, 

Castellano writes, “Aboriginal knowledge is said to be personal, oral, experiential, holistic, and 

conveyed in narrative or metaphorical language” (2000, p. 25), and  rejects notions of universal 

truths and prescriptive ways of knowing.  

In comparison to Western scientific notions of knowledge and the acquisition of 

objective truth, these are diverse ways of creating or obtaining knowledge, provide multiple 

ways of knowing and are valued and honored in many Indigenous cultures. As a result, many 

acknowledge the importance of place relationships within Indigenous knowledge (Alfred, 2009; 

Goin & Mill, 2014; Weber-Pillwax, 1999). For example, Wilson (2001) highlights the idea that 

knowledge is relational; it is created in relationship with other entities, including other humans, 

the animal and plant world, the ancestral or spirit world and the cosmos. Since knowledge is 

created through relationships with other beings, it cannot be owned, but only shared.  

This concept of sharing demonstrates the close connection between Indigenous 

knowledge and worldviews. Castellano (2000) described the characteristics of Indigenous 

knowledge as personal, oral, experiential and holistic. These concepts are conveyed through 

narrative or metaphorical language. Maurial (1999) identified three characteristics of Indigenous 

knowledge: Local, holistic and oral. While these are useful definitions for shaping and 

understanding Indigenous knowledge, Battiste and Henderson’s (2000) suggest attempting to 

define Indigenous knowledge is inappropriate because it tends to compare different knowledge 

perspectives and applicable methodologies do not exist to make the comparisons. Instead of 

trying to define Indigenous knowledge, the process of understanding and exploring various 

concepts would entail the inquirer to be open to accepting different realities. 
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Social Constructionism. Gergen (1985) writes “social constructionism is principally 

concerned with elucidating the processes by which people come to describe, explain, or 

otherwise account for the world in which they live” (p. 3). More recently, Burr (2015) articulates 

that social constructionism insists individuals take a “critical stance towards our taken-for-

granted ways of understanding the world and ourselves” (p. 2) and to critically examine the idea 

that knowledge is based upon objective, unbiased observations.  

These are inherent characteristics to the process that includes challenging, questioning, 

and rejecting the notion of objective and universal truth. Instead, social constructionism argues 

knowledge is socially, culturally and contextually based and created through relationships. This 

perspective highlights the subjective creation of knowledge and reality and, therefore, 

complements Indigenous frameworks to inform various aspects of the research process. First, the 

frameworks are ideally suited to the research questions exploring the pre-professional 

experiences of care that are particular to Indigenous nurses and to understand how the 

experiences shape their nursing practice. The frameworks acknowledge multiple ways of 

knowing and conceptualizing care by exploring the diverse perspectives and experiences of each 

study participant. Furthermore, the concepts support the inter-relationship process of the 

narrative project.  

Rational for Polkinghorne’s Narrative Analysis 

Nursing research demonstrates a long history of using narratives to explore clinical 

experiences of patients and practitioners (Diers, 2004; Hall, 2011; Halloway & Freshwater, 

2007) and to explore identity, meaning making and care in nursing. Understanding experience 

through stories, narratives provide contextual detail and person-revealing characteristics that are 

unique and particular. As narratives are an everyday means of communicating experience, there 
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is a place for storytelling in nearly all cultures “Thus narrative is a culturally congruent way to 

ascertain and understand experiences” (Hall & Powell, 2011, p.1). 

From this perspective, narratives can provide insight into how care and caring is 

developed through self-understanding and the integrative function that identity may serve for 

ongoing development during adulthood. As patterns of identity development during adolescence 

and young adulthood have been well documented by researchers (Kroger, Martinussen, & 

Marcia, 2010) and across a number of cultural contexts (Marcia, Waterman, Matteson, Archer, 

& Orlofsky, 2011) there is a new interest in how early experiences have been associated with 

identity changes during adulthood (Fadjukoff & Kroger, 2016). During adolescence and early 

adulthood, individuals gain the cognitive capacity needed for reflecting on and evaluating life 

experiences, values and commitments that may further define the self and guide individuals to 

action (Ferrari & Vuletic, 2010; Habermas & Bluck, 2000; McAdams, 2006; Taylor, 1989). 

Narratives that focus on pre-professional experiences may shed light on how care is practiced in 

adulthood. In particular, transitions from adolescence into adulthood occur during the identity 

stage of the lifespan where the emerging psychosocial identity is a critical developmental task 

(Erikson, 1968). 

Donald Polkinghorne’s narrative analysis provides the methodological and conceptual 

framework to understand how stories can be used to comprehend how nurses adapt to change 

along with the processes that contribute to resilience. The telling of personal experience can 

shape a nurse’s identity and can enhance self-concept. Polkinghorne (1988) claims “we achieve 

our personal identities and self-concept through the use of narrative configuration and make our 

existence into a whole by understanding it as an expression of a single, unfolding story” (p. 150).  
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The conversational method is significant to studies with Indigenous people as it is a 

method of gathering knowledge based on oral story telling traditionally congruent with an 

Indigenous paradigm (Kovach, 2010) as each narrative “involves a dialogic participation that 

holds a deep purpose of sharing story as a means to assist others. It is relational at its core” (p. 

40). As a result, narratives become the foundation of this study and provide a broader and more 

complex understanding that includes clinical and other forms of experience, offering a “more 

adequate perspective on the interplay between experiencing, meaning-making and nurses’ 

practice than confining the spectrum of influence to only practice settings” (Arbon, 2004, p. 

152). 

Significance of Research 

Despite the recognized influence of early socialization experiences on care or ethics of 

care, most of the nursing research in this area has predominantly focused on professional 

socialization after entry into nursing education. However, organizational and occupational 

literature argues for research approaches that illuminate and appreciate the context of early 

socialization to becoming a nurse (Betz & Hackett, 2006; Hackett, 2005; McIlveen & Patton, 

2006).  

Reliance on quantitative measures and an overemphasis on psychometric testing in career 

choice has given little recognition to the “unique phenomenology and context of the individual 

being tested” (McIlveen & Patton, 2006, p. 19). Other factors such as experiences related to the 

nurse’s gender, culture, race, and place have seldom been considered as influencing factors for 

nurse’s caring for others. Narrative offers insights into the unique phenomena by ensuring 

diversity of individual and contextual factors are acknowledged.  

This study has the potential to make several contributions to nursing philosophy and to 



INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

35 

interdisciplinary studies on care. First, this research can create an enhanced awareness of cultural 

influences on the performance and understanding of caring among members of the nursing 

profession. Second, the findings of this study may provide educators and practitioners with 

knowledge and awareness related to culture, place, history and experience which may lay the 

foundation for future development of place-specific and culturally sensitive evaluations of caring 

practices in nursing. This research may also provide ways institutions and facilities may support 

Indigenous communities to create, maintain and enhance community nursing programs by 

further developing the concept of understanding meaning of experiences of care (Schwartz-

Barcott, Patterson, Lusardi, & Farmer, 2002). 

This study may also add to the body of knowledge addressing the political and cultural 

contextual issues of Indigenous nurses’ experiences in education and practice. For example, 

Dion Stout (2012) reported that the nursing profession is not well informed about Indigenous 

people’s histories, or their suffering as individuals, families, and communities living under 

poverties and policies that render them invisible and unpresentable. Therefore, Indigenous 

nurses’ narratives may assist future nursing students to learn about the multiplicity of meanings 

associated with experience and focus on concepts of care to further support patient-centered care 

(Etowa, Mathews, Vukic, & Jesty, 2011; Shattell, 2007). This information may contribute to the 

creation of culture-specific policy within nursing education and practice which could ultimately 

improve the health of Indigenous communities (Hart, 2010; Hart-Wasekeesikaw, 2001). As a 

result, this research adds to existing literature addressing the Truth and Reconciliation 

Commissions recommendations through enhancing partnerships with schools of nursing and to 

better prepare nurses to understand how inequities of care can affect the health of Indigenous 

people. 
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This study displays aspects of my own social location and interests conditioned by a 

particular and privileged white, middle class female view of the world and by the experience and 

resources accessible at this site. The very nature of this inquiry and the ethos it embraces 

demands that my perspective and the resulting core stories do not make any universal claims 

about their relevance. My aim is to set out the beginnings of an explorative path—a process that 

will encourage others to continue exploring concepts of care and caring. The experiences of 

Indigenous nurses will provide opportunities for further rethinking and enrichment of 

possibilities for caring.  

Organization of the Dissertation 

This dissertation is organized into eight chapters, beginning with the Introduction, I 

discuss the gaps in the research and conceptual framework that will guide this study. The second 

Chapter explores theories of care, particularly concepts of feminine/feminist ethics of care and 

masculine/moral notions of care. It further examines the work of Gilligan, Noddings, Ruddick, 

and Tronto, and discusses the work of several other scholars of care theory. The remainder of 

this Chapter explores the literature on moral identity and its impact on shaping and reconfiguring 

each individual nurse’s ethical perceptions and practices. Throughout this Chapter, the analogy 

between Ricoeur’s (1981; 1984; 1986; 1988; 1991; 1992; 1995; 2005) mimesis and care ethics 

can be understood and further explored. The identities arise from and evolve through the 

contextual and systemic forces that shaped the moral situations of pre-professional experiences 

and care in the nurse’s practice. 

Chapter Three discusses the methodology that inspires innovative ways of exploring 

Indigenous nurses’ pre-professional experiences along with the means of doing narrative 

research in Indigenous communities. Specifically, mindfulness, feminist standpoint, and new 
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materialism are discussed as processes that enable me to be constantly aware of my Settler 

position as a process to decolonize this research.   

Polkinghorne’s (1983; 1988; 1995; 1997; 2005; 2007a; 2007b; 2015) narrative approach 

and the rational for utilizing this inquiry process is outlined. Ricouer’s mimesis is re-introduced 

as a way to convey knowledge, meaning and the construction of identity. As such, narrative 

analysis provides important perspectives in the lexicon of qualitative nursing research 

methodologies. The research questions posed in Chapter One will be examined to show how 

they have informed my purview of narrative methods.  

Chapter Four explores the research method and process involved in gaining access to the 

First Nations community of Little River11 and the procedures used to conduct the narrative 

research. This research is attentive to the various ethical considerations of researching with 

Indigenous communities and follow traditional protocol. 

Chapter Five explores the analytical process used to explore the narratives of the nurse-

participants in this study. A focus is placed on Riessman’s dialogic/performance narrative 

analysis that includes Bakhtin’s dialogic approach and Goffman’s performative-dramaturgical 

metaphorical process of analysis of the whole. As a result, “individual parts gain their meaning 

from the role they play in the whole pattern. Each element in an activity takes on understanding 

when it is related to the entire action (Polkinghorne, 2015, para. 28). 

Chapter Six explores the first research question: How do Indigenous nurses’ describe and 

make meaning of their pre-professional lived experiences? Chapter Seven explores the second 

research question: How have the experiences guided caring in nursing practice? The nurse 

participants’ narratives reflect a storied and temporal movement that signifies the lives, places, 

                                                      
11 Pseudonym  
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activities, reflections, and positions of living and being in an Indigenous community. Plots that 

are organized by each of the nurse’s narratives are uncovered.  

The concluding Chapter Eight provides an interpretive discussion on the salient findings 

and core stories that immerged from this study. The limitations of this study and implications for 

further nursing education, research, policy and practice that consider the pre-professional 

experiences of Indigenous nurses and the construction of care in nursing practice are discussed.  

 

 

 

 

 

 

 

 

 

 

CHAPTER TWO 

LITERATURE REVIEW 

But my rose, all on her own, is more important than all of you together, since she's the one I've 
watered. Since she's the one I put under glass, since she's the one I sheltered behind the screen. 
Since she's the one for whom I killed the caterpillars (except the two or three butterflies).Since 

she's the one I listened to when she complained, or when she boasted,  
or even sometimes when she said nothing at all. Since she's my rose.  

 
(Antoine de Saint-Expupéry, The Little Prince) 

 

Epistemological Framework Caring in Nursing 
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Reflecting on the research questions provided in Chapter One, the present 

epistemological framework places relationships and experiences at the core of Indigenous 

nurses’ caring practices. This literature review explores the origins of care through examination 

of feminine/feminist ethics of care and distinguishes this notion from masculine/moral concepts 

of care.12 Care theory is examined through the work of Gilligan (1982/1993), Noddings (1984; 

1989; 1999; 2002a; 2000b), Ruddick (1984; 1989), Tronto (1989; 1993; 1995; 1998; 2004; 

2013) and others, such as Nancy Chodorow’s (1978/1999; 1999) reproduction of mothering and 

Diana Meyer’s (1994,1997) feminism and moral philosophy. The seminal works examine how 

various experiences construct social understandings, interactions and possibilities for care. 

It is argued that feminist/feminine theories of care highlight a form of moral reasoning 

embodied in the practices of caring where the practices are developed within proximal and 

meaningful relationships. However, (masculine/moral) universal-rationalist approaches to care, 

which are also necessary in the development of a moral personality and identity. It is also 

contended nurses have a duty to care suggesting morality and ethics are a disposition and set of 

practices.  

To capture the dynamics of how one’s disposition of care is socially and intimately 

constructed, the literature review examines the narrative development of the self, through pre-

professional processes of identity making and self-story. It could be argued people define 

themselves according to what motivates action, grounds moral commitments and formulates life-

                                                      
12 In this thesis, the terms masculine and feminine are not used in the context of being 

biologically determined, but rather in relation to particular socio-political situations and through 

the critique of care-ethics-moral theory. 
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plans. This perspective of how care is linked to identity is particularly attentive to the contextual 

experiences of childhood and adolescence and is further developed through the political and 

social environments in which Indigenous nurses live. Therefore, the relationship between 

previous experiences and the practice of care illuminates the interplay between emotion 

(consciousness) and action (practice) that is particularly appropriate for describing the contextual 

features of care and caring in nursing.  

Origins of Theories of Care 

Although theories of care are still an emerging discipline within various philosophical 

ethics (Van Heijst & Leget, 2011), it has developed essentially in feminist and feminine ethics, 

moral theory, theology and philosophy (Cloyes, 2002; Held, 2006). It has also developed from 

experiences within private life, such as family, parenting and motherhood, to fields of law 

(Zwier & Hamric, 1996), to politics (Sevenhuijsen, 1998), international and political relations 

(Robinson, 2010; Engster, 2004), social organizations and society (Williams, 2001), teaching 

and pedagogy, (Lewis, 2006; 2007; Soto, 2005) and nursing and medicine (Manschot & 

Verkerk, 1994; Gastmans & Van Laere, 2005). 

As a result, ethics of care has focused on intra-disciplinarily perspectives, linking 

relevant knowledge sources and methods to various disciplines (Aram, 2004; Klaver, van Elst & 

Baart, 2014). As care is difficult to explain, primarily due to specific contextual considerations, 

the literature on care is most often defined as a “practice, value, disposition, or virtue, and is 

frequently portrayed as an overlapping set of concepts” (Held, 2006, p. 537) – including a form 

of action/labor. However, it is also an ideal guiding normative judgments and acts through a 

“cluster of practices and values” (Held, 2006, p. 36). Caring is also defined "as a social practice 

that is essential to the maintenance and reproduction of society" (Streuning, 2002, p. 87; 
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Fineman, 2004; Kittay, 1999), equating caring with the reproduction of “a particular set of 

relationships between persons over time” (Schwarzenbach, 1996, p. 102) which incorporates 

friendship in the definition of care. However, not all friendships lead to action of care.  

Joan Tronto (2004) writes that “caring implies some kind of on-going responsibility and 

commitment” which makes one willing to “expend energy toward the object of care” (p. 347). 

As caring entails a commitment, it is relational and relative, and involves an understanding of 

and a response to another’s needs, expectations, strengths and inhibitions, as well as to the 

context of a particular situation. Understanding includes an articulated belief about the other 

person’s needs. Therefore, any definition of caring must include “attentiveness to and knowledge 

of the other’s needs” (Tronto, 2004, p. 349). 

Engster (2005) cautions defining what it means to care in terms of a Western notion of 

goodness. Instead, caring is better understood as helping individuals meet their basic needs by 

developing and sustaining those fundamental or innate capabilities necessary for survival and for 

social functioning and to “live as much as possible free from suffering, so that they can survive 

and function at least at a minimally decent level” (p. 53-54). 

As caring in nursing should reflect the objectives of all people, a deeper critical 

awareness of the effects of history and sociality is required if caring is to be epistemologically 

applied to the experiences of Indigenous nurses. In particular, reflecting how experiences 

between public and private lives influence the work of nurses (Christofides & Silo, 2005) is of 

particular importance to understanding theoretical concepts of care.   

Care Theories in Nursing. Ethics in nursing is rooted in militaristic (de Raeve, 2002) 

and religious (Sartori, 2010; Yeo, 1991) foundations of nursing, emphasizing duty as the 

prevailing traditional view of caring as women’s work. Nurses are personified by goodness and 
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purity and, therefore, nursing has been portrayed as akin to a “religious vocation” (Hallam, 2000, 

p.8). Early nursing ethics focused on the ethics of virtue, particularly “womanly virtue” (Fowler, 

2016, p. 9). The practice of nursing is deeply rooted by a donative element, as a gift of care. 

Patients give themselves into the care of nurses, trusting their lives and well-being to a stranger’s 

hands. It is the donative element of the nurse–patient relationship that generously situates the 

relationship as covenantal, beyond the contractual (Fowler, 2015; 2016). 

From the aforementioned perspectives, concepts of “hierarchy, power, and control” (De 

Chesnay & Anderson, 2008, p. 419) have often been associated with the moral approach to 

nursing. Moralists rely on conditions of universality and impartiality as means to attain order, 

consent, and/or justice, requiring an emotional-psychological distancing from the particular, 

context-specific features of one’s social existence (Ghandeharian, 2014).  However, Paley 

(2000b) situates an ethic of care within a more broad understanding of moral theory, creating 

space to negotiate the meaning and significance of care. Paley argues for a “care ethic by 

locating it within a fuller account of moral conduct and moral character” (p. 141). For example, 

Ridge (2009) argues, “maintaining the right is prior to the good…in which moral goodness is 

understood in terms of a more basic notion of moral rightness” (p. 421). From this perspective, 

the meaning of care is situated in moral and ethical domains (Paley, 2000b). Tarlier (2004) 

argues the concept of care remains philosophically and fundamentally challenging. Benner 

(1994) suggests “nursing may be technically perfect, but it is not good nursing if it is morally 

unacceptable. Hence, what is good nursing is itself a problem. It is a theoretical problem, if 

‘theory’ is taken in a broad sense, including ethics” (p. 5). 

Although care is the visible piece of nursing that can be observed and articulated, it 

occurs within the nurse’s larger underlying moral attitude that is enacted within daily practice 
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(Barnum, 1998). In attempting to describe the complex integration of moral and ethical 

knowledge practice in nursing, caring—the feeling that accompanies action— ultimately 

becomes a constricted, myopic concept of how nurses understand their own notion of care. 

Therefore, care and caring needs to be situated in space and place as well as purpose and focus. 

Tanner (2006) writes about noticing as a function of the nurse’s expectation, experience, vision 

of excellent practice, values, workplace culture, and environment, suggesting there are numerous 

internal and external variables affecting the nurse’s caring processes. The variables include the 

intention, personal beliefs, identity, skill, training, societal and professional norms, values, 

worldviews and practice environments, all of which are embedded in social, political, and 

economic systems (Yeom, Ahn, & Kim, 2016). 

Jarrin (2012), suggests nursing is situated caring which adheres to moral/universal and 

ethical/particular perspectives of care. Situated caring suggests caring is dependent upon time, 

space, and culture, as well as an individual level of development and the context, position and 

physicality of the caring encounter. A nursing encounter encompasses all the aforementioned 

factors, as well as various perspectives and worldviews. Ethics of care is central in nursing 

practices as revealing moral theory approaches do not consider the needs of particular persons 

(i.e. culture, race, worldview, historical trauma, etc.) or how individuals live their lives in 

relation to others through specific and subjective experiences.  

Ethics of Care and Duty. The importance of ethics emphasizes how values represent 

basic convictions of what is right, good or desirable and provide motivation for social and 

professional behaviours (Rassin, 2008). Nursing is a science and profession founded on specific 

human values emphasizing the importance of relational ethics. Much of this influence has 

emerged from Carol Gilligan’s (1982) and Nel Nodding’s (1984) concept of ethics of care in 
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response to a neo-Kantian philosophical influence suggesting women are distinctly subordinate 

to men as fully adaptive ethical beings. Gilligan (1982) claims women tend to utilize an ethic of 

care when confronted with ethical problems, while men tend to use an ethic of justice. This 

argument has divided the perspective of care into a two philosophical realms: feminist-

feminine/ethic and masculine/moral/duty. Additionally, many scholars argue values prioritize 

self-expressionist ideals related to feminine and masculine ideals through the development of 

personal autonomy, harmony in personal relationships, solidarity and tolerance, and well-being 

(Inglehart, & Welzel, 2005; Welzel, 2010; Lopez, Moreno (2012).  

The moral/duty perspective bases ethical decisions on universal principles and rules, in 

an impartial and verifiable manner, to ensure the fair and equitable treatment of all people 

(Botes, 2000). This theory promotes objectivity and impartiality, which fail to embody the 

concrete realities of human life which may be detrimental to a persons’ well-being. Moral 

theories construct moral subjects as autonomous, impartial and distanced from others, and apply 

moral reasoning guided by formal, rationally-generated rules and principles, rather than being 

attentive, receptive and responsive to the concrete, context-specific existence of others. They 

must distance themselves in order to gain a view from nowhere (Levinas, 1969). It is this 

conceptual concern with the abstract-impartiality of moral theory that recognizes human life as 

concrete and fails to focus on the particular responsibilities and variability of care that develops 

within the context of relationships. On the other hand, feminist-feminine/ethics emphasizes 

attending to and meeting the needs of others (Held, 2006).  

According to the ethics perspective, responding to the needs of others cannot be based on 

universal principles, rules and impartiality and emphasizes the relational view of self and 

partiality toward caring for the other. The central difference between ethics of care and 
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duty/morality is the intention. Ethics of care fosters the partial, proximal and particular in the 

caring encounter. Care ethics maintains its focus on the network of relationships constructing 

individual lives at different times, and in different ways, making life meaningful. Human 

relationships are the driving force of professions such as nursing, social work and social 

education and imply a socially focussed dedication to others. Nursing is a profession requiring a 

series of vocational and altruistic values, combined with other ethical and transcendental ideals, 

which reinforce the service to others over one’s own needs (Jimenez-Lopez, Roales-Nieto, Seco, 

& Preciado, 2014). However, to universalize values as rights, principles, duties, and standards as 

applicable to all, is ultimately counter-productive as they minimize intimate experiences in 

relationships. Promoting moral indifference fails to signify the concrete realities of human life 

that can often be detrimental to the well-being of actual persons. 

Feminist/feminine ethics of care. Carol Gilligan13 (1982) opposed Kohlberg’s (1972) 

Theory of Moral Development which described women as too involved in personal relationships 

to achieve the necessary levels of detachment or objectivity to morally gauge ethically 

demanding situations. Instead, Gilligan (1982) argued for an ethical code that privileges 

                                                      
13 Carol Gilligan’s In a Different Voice (1982) introduced the distinction between the 

care and justice perspectives, which refer to the moral perspectives/theories she heard expressed 

by males and females in studies of moral development. This perspective of care primarily 

focuses on the responsibilities of care that develop in the context of personal relationships. The 

perspective of justice, on the other hand, is primarily concerned with the ‘objective’ rules and/or 

principles that should govern human behavior. The literature on ethics of care frequently uses 

this shorthand, as does this thesis. 
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relationships and involvement over abstract principles or categorical stages of moral 

development. She further argued that women who felt the need to prioritise such relationships 

are not deficient in their ethical sensibility but function according to a different value system.  

Similarly, Noddings’ (1984) philosophy of care is exemplified through mothering and the 

feminine viewpoint arguing traditional moral reasoning does not consider the memory or the 

feelings of being cared for, such as mother caring or natural caring. Feminist/feminine ethics are 

primarily concerned with investigating of the significance of the particular, context-specific 

relationships of care that arise from a “relational ontology that recognizes shared dependency on 

ongoing practices of care” (Robinson, 2011, p. 29). This view suggests closeness, proximity and 

mutual vulnerability as the starting point for thinking about caring for others. Relationship 

experiences such as these form the meaning associated with caring.  

Specifically, Noddings (1984) and Tronto (1993) define the sub-elements of caring as 

attentiveness (awareness of need), responsibility (the willingness to respond to another’s need), 

competence (the skill of providing care), and responsiveness (respect for another’s perspective) 

(Blum, 1994, 126-136).  Additionally, Tronto's (2013) definition of care includes cultural 

variations that extend beyond family and domestic spheres toward a socio-political concept that 

is useful for analysis of care giving and interdependence centered in relationships. Care, with its 

components of attentiveness, responsibility, competence, and responsiveness, provides the skills 

and capacities required to function as a caring society (Tronto, 1993). An ethic of care also 

promotes valuing and supporting care giving that addresses other social issues such as women’s’ 

status and poverty, and the raced/classed division of care’s labor (Kittay, 1999; Tronto, 1993; 

2013).  

Ruddick (1984) suggests the meanings associated with care are “defined in opposition to 
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justice, a kind of labor, and a particular relationship” (p. 4). Ruddick’s (1989) maternal thinking 

and Chodorow’s (1978/1999) reproduction of mothering reveal the emotional-psychological 

connection is influenced by a child’s relationship to their primary care-giver. Specifically, 

Chodorow’s (1999) perspective argues for a greater understanding of how children develop a 

sense of self/identity primarily through the close and intimate relationship with those providing 

care. Therefore, theories related to relationships of care are critical to better understand the role 

of how a particular, contextual and social environment can influence the emotional-

psychological concepts of care in adulthood. In this sense, caring is a learned behavior and 

disposition giving rise to how people respond to and provide care as a “species activity that 

includes everything that we do to maintain, continue, and repair our world so that we can live in 

it as well as possible” (Tronto, 1993, p. 103). 

Although feminist and feminine care ethicists are primarily interested in caring for 

people in proximity, they view this concept somewhat differently than the moralist view of 

impartial caring. Slote (2007), for example, argues distance does matter as it affects empathetic 

responses. As feminist/feminine care theory recognizes the need to care for others outside 

immediate social circles, this care must be preceded by attention, thought and awareness of those 

who require care. Nodding (2010) suggests that although people are “naturally disposed to 

respond empathically to those closest to us does not imply that we cannot learn to extend our 

empathy to strangers and distant others. If we are committed to care, we meet proximate 

strangers prepared to care; they address us directly, and we must respond” (p.11). 

Limitations of ethical and moral theories. Several scholars (including feminist scholars) 

challenge Gillian’s feminist/care perspective. Walker’s (1992) concern is that “women’s 

morality” encompasses “a familiar ghetto, rather than a liberated space” (p. 166), and argues 
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care ethics reflect a feminine behavior of self-sacrifice and oppressive conditions, rather than 

providing an ideology that strengthens women’s’ sense of agency and activism. Maintaining a 

caring attitude toward those receiving care at all times may perpetuate women’s oppression 

rather than facilitate their liberation (Campbell & Handy, 2011; Card, 1990).  

This issue is further complicated by the role of women in maintaining family cohesion. 

Harper, Smith, & Hagestad (2010) suggest intergenerational family continuity is most likely 

preserved through grandmothers, their daughters and their grandchildren and least likely to be 

maintained through the paternal line. They suggest this pattern occurs because women have 

stronger social and psychological roles as family caregivers and ‘kin-keepers’ and greater 

commitment to maintaining family lineage. 

Nel Noddings’ (2002) concept of natural caring, Diana Meyers’s (1994) notion of 

empathic thought, and Sara Ruddick’s (1989) maternal thinking suggests women’s caring 

concepts, which are demonstrated through personal relationships, are more attentive, receptive, 

and responsive to the needs of immediate others. Furthermore, Nancy Chodorow’s (1978) 

investigation of gender differences illustrates how the tendency for close or distant relationships 

develops differently for men and women. Chodorow (1978) argues there is a greater degree of 

differentiation between men and their primary care-giver (historically, the mother) and are better 

prepared for a more depersonalized environment characteristic of modern public life, where the 

justice voice is prominent. 

On the other hand, care ethics has also been criticized for its parochialism, in the 

theoretical formulation and its application. For example, Tronto’s (1993) concern is that care 

theory suggests women’s morality is universal, perpetuating the exclusion of some women (i.e. 

women of color, culture, and location) as it is based on the perspective of privileged white, 
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middle class, heterosexual women. An ethic of care can be viewed as politically naïve, 

suggesting it can be used to reinforce a conservative social agenda restricting womens’ gender 

roles, ignoring the differences among and between women, rather than operating as a theory 

promoting transformative social change to create a society equally respecting and caring for all 

its members, including its caregivers (Keller, Nelson & Wick, 2003; Lobb, 2013). 

Specifically, Card (1990) opposes Noddings’ claim moral obligations are greatest toward 

those within close proximity (psychologically and geographically), arguing this approach leaves 

people who are physically and socially remote outside one’s sphere of moral concern. This 

concept is perhaps the most critical and contested component of care ethics. To what degree do 

people care about those with whom they do not have a relationship? Can caring only occur 

within a personal, geographically close relationship?  

Proximity and the caring encounter. An ethics of care is a particularistic position 

sanctioning practices of partiality and proximity, whereas an ethics of justice refers to ethical 

decision making that builds on fairness and equality, based on universal rules and impartiality. 

From a justice perspective, autonomy, objectivity and rationality are guiding norms (Botes, 

2000). They assert caring requires objectivity and that moral agents treat individuals with equal 

dignity regardless of their relationships (Kangasniemi, 2010; Van Hooft, 2011).  

An ethics of care focuses on the particular and considers the specific needs of an 

individual independent of universal principles and rules (Nordhaug & Nortvedt, 2011). Thus, 

ethics of care is closely related to proximity, a perspective in which the caregiver’s emotional 

capacities of sensitivity, clinical decisions and moral competency are essential for providing 

care. Obligations associated with the relationships, including time and space, are developed 

through a nurse’s proximity to the patient.  
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In this sense, caring is positioned on a continuum, with different levels of emotional 

involvement for individuals in a caring relationship. Tronto’s (1993) argues “that if we focus on 

caring relationships and the relationships between power and caring practices, such as bringing 

up children and caring for the sick, a radically different set of social arrangements will ensue” 

(Edwards, 2009, p. 233). A degree of partiality is based on relational proximity within 

professional care-giving. Although impartial moral values of equality and distributive justice are 

highly emphasized in health care services, the ethical ideals toward individual concerns and 

attention to particular patients are also highlighted as the “main challenge to accept here is how 

reasons of partiality within contexts of health care can be balanced against impartial claims of 

distributive and maximizing justice” (Nortvedt & Nordhaug, 2011, p. 5). 

However, Fowler (2016) argues the practice of nursing care is a gift where “patients give 

themselves into the care of nurses, trusting their lives and well-being to a stranger’s hands” (p.8). 

It is this donative, close element of the nurse–patient relationship that generously situates that 

relationship as covenantal, moving beyond the contractual (Fowler, 2015). However, Goodin’s 

(1985) notion of responsibility is centered on vulnerability that is relative and relational; the 

more vulnerable the person the more is at stake in the outcome of the caring encounter. This 

concept supports Tronto’s (1993) argument that providing care is rarely without conflict because 

there are many sets and levels of needs. Therefore, partiality and proximity have important 

implications on the way professional moral responsibilities and priorities are perceived and 

executed in nursing practice. 

Identity and the Caring Encounter. Taylor (1989) argues people who are able to make 

careful ethical decisions make judgments against a horizon of significance that constitutes self-

understanding. To acquire a horizon “one learns to look beyond what is close at hand, not in 
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order to look away from it but to see it better, within a large whole and in truer proportion” 

(Gadamer, 1992, p. 316). This self-understanding connects moral and ethical judgment to the 

self and to social particularities, such as caring in relationships. Self-identity results from 

ordinary developmental processes and experiences that influence how and why people engage in 

caring for others. The moral self emerges from the dynamic transaction between the inductive 

capacities and familial and social interactions. As a result, the moral self considers the 

contextual-relational experiences such as attachment and the various interactions that support it 

(Narvaez & Lapsley, 2009). 

Identity is created through a dynamic process by which individuals understand and 

classify their place in the world as individuals and members of society. Identity develops in 

interactional relationships during which individuals may be more influenced by the 

categorisations of others than her/his own cognitions and emotions (Ashmore, Deaus & 

McLaughtin-Volpe, 2004). Identity as a nurse, an individual and as an ssociocultural experience 

is created through a constant interactive and dynamic process. The methods in which nurses 

create professional and other identities, has implications for their future well-being and 

relationships (Monrouxe, 2009). 

Narrating an identity in nursing. Maruna (2001) suggests people construct stories as a 

way to establish identity. Narratives impose an order on peoples’ actions and explain their 

behaviours with a sequence of events connecting explanatory goals, motivations, and feelings. 

“These self-narratives then act to shape and guide future behaviour, as people act in ways that 

agree with the stories or myths they have created about themselves” (p. 40).  

A professional identity consists of the relatively stable and ingrained self-concept of 

beliefs, values, attributes, and experiences through which people define themselves in a 
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professional role (Pittman & Foubert, 2016). Arminio (2011) notes professions have a systematic 

theory and knowledge base. Much of the current nursing literature concentrates on professional 

identity and the role of education in determining identity (Dimitriadou, et al., 2008; Serra, 2008; 

Shahidi, Vahidi, Mahram, Areshtanab, & Zarghi, 2014; Shaw, & Timmons, 2010). However, the 

relationship between self-narratives, identity and experience has been the subject of a growing 

nursing and social science research interest (Daiute & Lightfoot, 2004; Hall, 2011; Hall, & 

Powell, 2011; Hall, et al. 2009; Holloway & Freshwater, 2004; Reissman, 2008; Thomas, et al., 

2009), suggesting a greater focus on the perspective and motivations of the professional carer 

(Hem, Halvorsen, & Nortvedt, 2014). More precisely, professional identity is defined as the 

values and beliefs, held by the nurse that guides her/his thinking, actions and interactions with 

others. Nurses’ identities are based on symbolic interactionism suggesting self-formation is a 

reciprocal process between individuals and their social cultural context (Anderson & Taylor, 

2009). In this view, nursing identity may emerge through the process of self-formation in which 

social interaction and self-reflection are basic processes.  

Professional identity is formed through experiences and meaningful feedback that 

enables people to develop insight about their core preferences and values toward a coherent self-

narrative (Habermas, & Bluck, 2000; McLean, Pasupathi, & Pals, 2007). McAdams (1988; 

1993; 2006) argues identity is developed through story, complete with setting, scene, character, 

plot and theme and many of the stories are experienced through time. As a result, people 

reconstruct their past, perceive their present, and anticipate their future “in terms of an 

internalized and evolving life-story, an integrative narrative of self that provides modern life 

with some measure of psychosocial unity and purpose” (McAdams, 2001, p. 101). Experiencing 

transitions in adolescence may preserve coherence and ambiguity when constructing a sense of 
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self through narrative (Hoyer & Steyaert, 2015; Köber, Schmiedek, & Habermas, 2015; 

McAdams, 2001; Reese, et al., 2011). Narrative identities are not fixed and continue to be 

“refigured by all the truthful or fictive stories a subject tells about himself or herself. This 

refiguration makes this life itself a cloth woven of stories told” (Ricouer, 1988, p. 246). 

As nurses tell stories of experience, their professional self-identity may be intrinsically 

linked to, and dependent upon, their capacity to understand and practice care within their work. 

Yet, nurses possess multiple social identities such as mother, teacher, and nurturer that may 

enhance also determine and influence self-identity (Binning, Unzueta, Huo, & Molina, 2009; 

Haslam et al., 2008; Townsend, Markus, & Bergsieker, 2009). When these identities are both 

important and in conflict with each other, it may have a negative effect on one’s personal 

welfare (Brook, Garcia & Fleming, 2008; Rabinovich & Morton, 2016). As nursing is often 

viewed in a public arena, society has expectations of the role and scope of nursing practice, 

where components of altruistic orientated values, such as respect for human dignity, autonomy 

and justice, are considered a cornerstone of nursing identity (Beauchamp & Childress, 1989; 

Jimenez-Lopez, Roales-Nieto, Seco, & Preciado, 2014).  

Moral identity has been described as a self-regulatory mechanism that motivates moral 

action (Blasi, 1984; Erikson, 1964). Moral identity in nursing, as with other social identities, is 

the basis for social identification and used to construct self-definitions associated with beliefs, 

attitudes, and behaviours (Cheryan & Bodenhausen, 2000). A distinguishing feature of moral 

identity is the feeling of being a nurse as opposed to working as a nurse, suggesting, 

“professional identity is the individual nurse’s perception of her/himself in the context of nursing 

practice” (Ohlen, 1998, p. 722). 
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Social identity and the lived experience. Identity development is viewed as a relationally 

and contextually mediated process that emerges and is acknowledged through complex social 

situations. Identities are situated, created and reflexively comprised socially “when one has 

identity, one is situated – that is cast in the shape of a social object by the acknowledgement of 

his (her) participation or membership in social relations” (Altheide, 2000, p. 2).  

Nogueira (2014) considers the concept of “funds of identity” emphasizing subjectivity is 

rooted in the synthesis of social and personal history. This subjectivity is negotiated semiotically 

by the meanings and experiences obtained through life practices and social interactions. 

Therefore, self and social-identity is deeply embedded in partiality. Various social-cultural 

encounters shape identity through “socially imbued discourses, politically, culturally embedded 

practices and normative conditions that work to shape identity circumscribed by those 

discourses” (Jenlink, 2014, p. 247). Jenlink stresses an understanding of one’s life world 

experiences as necessary to shaping identity, “the life world is not an objective world in itself, 

nor an inner subjective world in itself; it is the world as it is perceived by human consciousness” 

(van der Meide, Olthuis, & Leget, 2014).  

Identity is defined by reference to things that have significance where identity and 

subjectivity are socio-culturally constituted (the public, interpersonal), embodied and 

experiential (the private, intrapersonal) (Esteban-Guitart & Moll, 2014). However, the historicity 

of culture and subjectivity are often misinterpreted. For example, time is a determining 

dimension of identity, as time and temporality are considered embedded in human practice and 

the situations in which people exist (Compton-Lilly, 2013). People make sense of experience in 

the present, even though the actual experience took place at a different time, in a different setting 

(Epstude & Peetz, 2012). In order to have a sense of identity, it is necessary to connect 
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experiences between one’s past, present and future. Specifically, funds of identity are 

comprehended by the meaning of previous lived experiences (Moll, Soto-Santiago, & Schwartz, 

2013). 

Life world dimensions such as temporality, spatiality, inter-subjectivity, and embodiment 

can be understood as the “whats” that the relations refer to (Todres, Galvin, & Dahlberg, 2006, 

p. 56). The notions are existential in the sense that they belong to everyone’s life world as “we 

all experience our world and our reality through these existentials” (Van Manen, 2014, p. 303). 

Therefore, any description of a life world is a description of meaningful relations within a world 

that is lived. 

Racial and ethnic identity. Ethnicity (i.e., one's cultural background or group 

membership based on common heritage and shared beliefs, values, or traditions) and ethnic 

identity (i.e., the extent to which one identifies with a particular ethnic or cultural group) are 

often used interchangeably (Pickard, Barry Wallace & Zeigler-Hill, 2013). However, ethnic 

identity further focuses on feelings of belonging and attachment to a group and the meaning that 

is attributed to this association (Phinney, 1992).  

Race and ethnicity are viewed as socially constructed and ascribed statuses reflecting 

broader socio-historical and political influences. Any difference between them is related to 

perceived differences with racial or ethnic heritage. Alternatively, culture refers to the process of 

adapting and learning what it means to be a member of one’s society (Chao & Otsuki-Clutter, 

2011; Quintana, 2007). 

Although numerous studies explore the application of racial and ethnic identity (REI) as 

a way to better understand how a sense of self and identity can be a protective factor purporting 

resilience to offset adversity, there remains a lack of published work on the ethnic identity of 
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Indigenous people (Sarche & Whitesell, 2012). In particular, Gfellener and Armstrong’s (2012) 

Indigenous identity of adolescence, suggests cultural capital may be further enhanced by 

Indigenous and traditional cultural initiative programs incorporated into the school curriculum, 

including community participation and support. This approach is in keeping with the 

Indigenization revitalization movement emphasizing the benefits of Indigenous culture and 

identity on health and well-being (Iwasaki, Bartlett, & O’Neill, 2005; LaFromboise, Hoyt, 

Oliver, & Whitbeck, 2006). Conversely, emphasizing the importance of macro-level factors in 

communities that influence REI and adjustment (Chandler, Lalonde, Sokol, & Hallett, 2003) 

suggest First Nation communities may offer special advantages in terms of racial identity 

development and resilience. 

Phinney (1992) emphasizes the relevance of cultural exploration and belonging. Social 

and racial identity reflects positive and negative beliefs about the self, and as a result, may also 

reflect how others may feel about them. Racial and ethnic identity involves an increased level of 

searching or exploration during adolescence (French, Seidman, Allen, & Aber, 2000; Pahl & 

Way, 2006) and is further characterized by a commitment to one’s ethnicity based on a rich 

understanding and a sense of group cohesion (Helms, 2007). 

However, Gfellner and Armstrong (2012), suggest there are various potential factors that 

may influence ethnic identity among Indigenous adolescents and young adults. Criteria for 

membership in any group can include self-categorization or identification, specific cultural traits 

such as customs or language and a social organization within and outside the group. Indigenous 

people do not make up a single-minded monolithic entity, with one unified identity. Therefore, 

identity development is linked closer to social interaction and relationships and the processes in 

which these are played out are affected by the experiences and historical context into which the 
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individual is born. Identity is a product of relationship, “it is not regarded merely as a direct 

response to environmental stimuli, inner psychic needs or cultural forces…social interaction is 

the key” (Frideres, 2008, p. 316). 

This concept is grounded in the relationships that nurse’s experience within their 

Indigenous community. For example, Linnehan, Chrobot-Mason, & Konrad (2006) suggest that 

Indigenous people have a greater sense of community when they are employed by culturally 

similar organizations. This concept is linked to knowledge familiarity of working with others 

who share the same cultural identity, and as a result workplace satisfaction experience a reduced 

emotional conflict and lower employee turnover rates (Linnehan, et al., 2006).  

Much of the discussion around Indigenous identity also focusses on perceptions of whom 

and what contributes to a societal structure. The idea of “society” has evolved around human 

beings and their place in the world, primarily defined by their capacity for reason and language. 

However the emergence of non-humans as being valued and necessary in terms of their 

influence in the development and maintenance of society has also emerged as an element of 

identity (Watts, 2013). 

Although, Indigenous identities assume a level of subjectivity, it is not simply a matter of 

being Indigenous. Rather, Indigeneity must be done. In other words, the performance of 

Indigeneity as nurses’ needs to be recognized in such a way that it may inscribe cultural identity 

as being publicly recognized and affirmed. Hence, the performative dimension of identity for 

Indigenous nurses is essential. Performativity is an ongoing act of the casting of self that 

requires cultural capital and access to the constitutive discursive elements of Indigeneity in order 

for recognition to be effective (Papacharissi, 2011). These include, but are not limited to: 
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knowledge of language, membership and participation in the community organization, structures 

and practices. 

Identity also involves past experiences of belonging and association with others in social 

interactions. Therefore, caring responses from others play an important part in the construction 

of identity and are maintained and reinforced by interactions with others. Although identity is a 

tenuous concept—temporal, situational, constrained and defined by day-to-day encounters, it is 

continuously shaped and reshaped. Moreover, identity is dynamic and transforms, meeting daily 

expectations and challenges, playing an important role in understanding the influence of care and 

the caring action associated with nursing.  

Narrative Development of the Self and Care Identity.  

The narrative development of identity is defined as a dynamic storied collection of self-

defining memories organized through major lifetime experiences (Conway, Singer, & Tagini, 

2004; McAdams, 2006; McLean, Pasupathi, & Pals, 2007; Reese, Yan, Jack & Hayne, 2010). 

Habermas and de Silveira (2008) argue true-life stories emerge in childhood suggesting parental-

child relationships are important to create narratives about early childhood experiences 

(Baddeley & Singer, 2007; Reese, Yan, Jack & Hayne, 2010). During particular stages,14 

individuals begin to actively adopt meaning for their experiences through the construction of 

self-narratives (Habermas & Bluck, 2000). One may understand how the self-narratives elicit 

                                                      
14 Habermas de Silveira (2008) elicited life stories from children as young as eight years 

by recording life event stories.  
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insight into the construction and meaning of caring in nursing by utilizing Paul Ricoeur’s 

narrative processing and identity.15  

Ricoeur’s Mimesis: Narrative Processing and Identity. For Ricoeur, time is the most 

basic of human experiences. From a narrative perspective, self-stories are a current “snapshot” 

of self-identity and a critical processing tool for establishing self-identity (Fivush, Haden, & 

Reese, 2006; McLean, Pasupathi, & Pals, 2007; Pasupathi, 2001; Ricoeur, 1984; 1992). 

Interpretation of reality and the re-processing of identity is a foundation of Ricoeurs’s (1991) 

theory. Ricoeur’s term for this process is mimesis imitation.  

Mimesis and emplotment. Unlike Plato’s specular model, where representation is judged 

by how realistically it mirrors reality, Ricoeur (1991) argues specularism leaves little room for 

interpretation when ignoring context for human reflection of reality in mimesis. Ricoeur turns to 

Aristotle’s poetics for a model of representation where human agency is necessary for mimesis. 

For Aristotle, mimesis was always a creative and interpretive representation of human action. 

This occurs through a process of emplotment: “the arrangement of events into an ordered 

narrative whole, a plot” (Ricoeur, 1991, p.138). Mimetic activity does not produce an identical 

replica as “imitating or representing is a mimetic activity inasmuch as it produces something, 

namely, the organization of events by emplotment” (Ricoeur, 1984, p. 34). For Aristotle, (as 

                                                      
15 Although the implication of this philosophical presupposition impacts the present 

reflections in and of the directions of this dissertation, the intention is to introduce the reader to 

how mimeses are utilized to examine the possibility of ethical care. This section clarifies some 

of Ricoeur’s functional connections of mimesis to better understand pre-professional experiences 

of care.  
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cited in Ricoeur, 1984), “a thing is a whole if it has a beginning, a middle, and an end” and “only 

in virtue of poetic composition that something counts as beginning, middle, or end” (p. 38). 

According to Ricoeur’s (1981) presupposition of mimesis, each individual is worthy of attention 

and storytelling. Therefore, the construction of the self is developed through three dialogically 

connected moments of narrative processing referred to as mimesis-1 (pre-figuration), mimesis-2 

(configuration), and mimesis-3 (refiguration). 

Mimesis-1: Narrative prefiguration as revelational provocation. The first level is 

mimesis-1, described as the felt experiences of people as they go about living calling forth a 

network of everyday life structures that makes story-telling possible. Included in this level are 

aspects of experience such as actions and sensed understandings where a “demand for narrative” 

(Ricoeur, 1984, p. 74) emerges, a desire to establish a sense of coherence across one’s felt 

experiences. This pre-narrative network of structures provides a quality of stories-not-yet-told, 

the “living imbrications from which the told story emerges” (1991, p.75-76). Ricoeur (1984) 

writes, people are “inclined to see in a given sequence of the episodes of our lives ‘(as yet) 

untold’ stories, stories that demand to be told, stories that offer anchorage points for narrative…” 

(1984, p. 74).  

For Ricoeur (1984), “A life story proceeds from untold and repressed stories in the 

direction of actual stories the subject can take up and hold as constitutive of his personal 

identity” (p. 74). This life context provokes stories and renders them comprehensible. Further, 

Ricoeur (1991) argues “we tell stories because in the last analysis human lives need and merit 

being narrated” (p. 75) and “without the story form, humans would have endless unconnected, 

chaotic experiences” (Lewis, 2007, p. 1).  
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Mimesis-2: Narrative configuration-The world of the text. The focus of mimesis-2 or 

configuration shifts the narrative response from provocation (mimesis-1) to the creation of a 

world of text and “poetic composition” of one’s experiences in narrative. In mimesis-2, plots are 

constructed and events are selected to provide a meaningful and rational sense of self. In other 

words, mimesis-2 takes the raw material from the pre-narrative context and shapes it, combining 

the elements of events, “characters and contexts of a story into a tentative whole” (Ricoeur, 

1984, p.66). Narrative configuration draws from this context a concept of meaning within time. 

Time in mimesis-2 is linear (one event is told after another) and synoptic (a sense of the whole 

story) (p. 66-68). Mimesis-2 also influences experiences and perspectives of the reader of the 

text as it shapes the reading experience, by generating schemata—rules governing the 

interpretation or how characters and events are portrayed.  

Ricoeur argues there are two temporal dimensions in mimesis-2. The first is the 

chronological dimension, which constitutes the episodic aspect of the story. The second element 

is the configurational dimension proper (which is not chronological), through which the plot 

(emplotment) transforms the events into a structured story. People are able to create meaning 

from diverse, variable, and discontinuous experiences through emplotment and establish a sense 

of self-identity that is coherent across time (Ricoeur, 1992). The constructed narratives make 

sense of experiences and are organized around personally salient values. The experience of one’s 

self as coherent and the ability to communicate this coherence to others are dependent on the 

degree to which personally salient values are expressed in action (McAdams, 2006).  

Mimesis-3: Narrative refiguration as self understanding. Finally, mimesis-3 is “the 

intersection of the world of the text and the world of the hearer or reader” (Ricoeur, 1992, p.71). 

The narrative traditions and patterns generated in mimesis-2 are made concrete and brought to 
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life through reading: “What is interpreted in a text is the proposing of a world that I might 

inhabit and into which I might project my own most powers” (p. 81). By this configuration, text 

has a considerable impact on everyday experiences where “metaphorical utterances and 

narratives, encountered through reading, undertake to re-figure reality, with the dual meaning of 

discovering hidden dimensions of human experience and transforming our view of the world” 

(Ricoeur 1995, p. 74). One enters and inhabits narrative worlds through reading and bringing 

them to life. In this sense, the reader completes the story—the imaginative world generated by 

the story is actually a “joint work of the text and reader” (Ricoeur, 1984, p. 76).  

Ricoeur concentrates on the phenomenology of reading texts, the meanings encountered 

when reading biographic and historical texts. Meaning is interpreted by the reader through 

reading (Ricoeur, 1988). This process leads to important influences in the development of self-

narratives (Ricoeur, 1984; 1992). In this view, self-understanding is developed through a process 

of reading, re-reading and reconfiguring the self-narratives and integrating the imagined self, 

existing in narrative constructions, into actual experience (Ricoeur, 1984; 1992). Through this 

process, “the stories that I encounter, experience and construct, work upon my being, and I 

organize all of them in my existence and temporal experience in the same way that narrative is 

organized to create a unified story” (Lewis, 2007, p.11).  

Ricoeur, drawing on Wolfgang Iser’s (1978) understanding of reading, further explores 

how this process transforms the reader. Iser’s concept argues the reader gradually embraces the 

text by organizing the information through selection of familiar patterns, rejecting the 
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unfamiliar. However, Ricoeur argues that through the world of the text,16 the unknown 

overwhelms the familiar as the reader becomes entangled in new patterns that resist the reader’s 

prefigured interest. The result is a more complex and rich web of connections solidifying an 

imaginative world. The reader adapts or becomes familiarized with the unknown, awakens to 

new perspectives compelling the reader to view life through another person’s eyes (of the text). 

This “fusion of horizons” (Gadamer, 1992, p. 210), a negotiation between the familiar and the 

unfamiliar, refigures the reader through the world of the text17. As a result, people are changed 

and see their everyday worlds through altered perspectives. In this way, the mimetic cycle is 

completed as each mimesis level interacts with and influences others.  

Ricoeur’s narrative identity. In Time and Narrative, Ricoeur (1988) introduced the 

notion of narrative identity. It arises from the “interweaving” of history and fictional narrative 

assigned to an individual/community. The story tells about the action of the “who” (p. 246). The 

identity of this “who” must be a narrative identity as without the recourse to narration, “the 

problem of personal identity is condemned to an antinomy with no solution” (p. 246). 

Stories are therefore the linguistic form in which the connectedness of human experience 

                                                      
16 Ricoeur claims the task of hermeneutics is to explicate the world in front of the text. 

The world of the text is the reference to fiction and corresponds to the imagination, not as norm-

governed productivity but as power of re-description. The world of the text is a theoretical 

underpinning supporting Ricoeur’s hermeneutic arch—the point mediating explanation and 

understanding and it is the notion of the world of the text that intersects Recoeur’s hermeneutics 

and philosophical concepts. See: Wood, D. (1991). On Paul Ricoeur: Narrative and 

interpretation. New York: Routledge. 

17 The World of the Text is discussed in Chapter Three and refigured in Chapter Seven.  
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can be expressed (Ricoeur, 1991) asserting that, through narrative, people create themselves 

(Widdershoven, 1993). The self and identity become the entity enacting the given story under 

construction (McAdams, 1999). Lewis (2007) explains that “through the day-to-day interactions 

with others I narrate a self” (p.11), emphasizing identity is a social construct created through 

relationships and interactions with others. 

According to Ricoeur’s numerous characterizations on narrative identity, self-

understanding is an interpretation of the self that is found in the narrative form: “the latter 

borrows from history as well as from fiction, making a life-story a fictional history or, if one 

prefers, a historical fiction, interweaving the historiographic style of biographies with the 

novelistic style of autobiographies" (Ricoeur, 1992, p. 114). The mediating roles in narrative 

identity are constituted through representations such as: Harmony and dissonance (1984), lived 

and told (1984; 1991), innovative and sedimentation (1984), fact or fiction (1987), and what is 

and what ought to be (1992).  

However, identity mediates between two endpoints of self-identity. On one side, selfhood 

is understood without support from sameness, and on the opposing side selfhood is supported by 

sameness. Ricoeur (1992) argues this provides a space for an “intervention of narrative identity 

in the conceptual constitution of personal identity in the manner of a specific mediator between 

the poles of character, where idem and ipse tend to coincide, and the pole of self-maintenance, 

where selfhood frees itself from sameness” (p. 119). Lewis (2007) relates this to the self as: “It 

exists in our actions and is defined in them and the self exists in narrative meaning through the 

continual process of becoming” (p.11). Narrative identity is located between an affirmation of 

certain and indubitable “I” and a total rejection of an “I”. Lastly, through narrative, the person is 

not simply the one who tells the story, or the one about whom the story is told. Instead, narrative 
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identity: “appears both as a reader and the writer of its own life” (Rocoeur, 1987, p.246). The 

individual is the interpreter and the interpreted, as well as the recipient of the interpretations.  

The Caring Encounter: Relationship. The dominant, rationalist approach to moral 

theory emphasizes impartiality, objectivity, and universality, which are poorly situated to 

address emotional-psychological consciousness in nursing as it accentuates and emphasizes a 

distancing or indifference toward others. In contrast, a feminist ethics of care reveals the ways 

emotional-psychological awareness can support relationships and foster positive outcomes of 

caring for others (Sidani & Doran, 2010). 

The relationship between care and justice continues to be one of the key tensions from 

which care ethics originated. Most approaches contain the belief that care and justice are 

mutually exclusive and distinct concepts (Van Stichel, 2014). However, the present study 

explores how ethics and duty are complementary perspectives in understanding care in nursing. 

Utilizing Ricoeur's theory of mimesis enriches the relationship between care and justice in which 

the logic of superabundance (love) and the logic of equivalence (justice) meet. Conceptualizing 

care in this way, enables people to see the face and individuality of the one, le chacun, within the 

anonymous structures of justice that tend to reduce all human beings to the unknown (each), le 

on. Thinking of moral theory in this way positions justice as a precondition for love to become 

incarnated and made real.  

It is this particular notion of closeness, intimacy and knowing the other that forms the 

basis for considering how understanding pre-professional experiences of Indigenous nurses can 

shape their practice. Experiences shape what and who one becomes, and, at the same time shape 

who one is in a biographical space (Jenlink, 2014). Considering this, pre-professional 

experiences contribute to particular values that define the self. The aforementioned values 
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provide a framework of commitments that identify values in life. Taylor (1989) writes “I can try 

to determine from case to case what is good, or valuable, or ought to be done, or what I endorse 

or oppose. In other words, it is the horizon within which I am capable of taking a stand” (p. 27). 

Ricoeur (1992) suggests it is necessary to understand the particular values and commitments and 

the understandings provide the compass which determines further action. 

Gilligan (1982) argues for a shift in position from where selves are seen as independent 

toward a position where selves are interconnected and interdependent, acknowledging the 

emotional-psychological work of nursing. The significance of the particular, acknowledging 

context embedded in relationships and understanding the subjective connection between people, 

enacts care. This theory arises from a “relational ontology that recognizes the shared dependency 

on ongoing practices of care” (Robinson, 2011, p. 29).  

Recognizing a nurse’s intimacy and attachment to others, along with the shared 

vulnerability resulting from the closeness with another, is a preliminary point for thinking about 

caring. In this sense, care ethics maintains its focus on the network of relationships that 

constructs individual lives, which at different times and in different ways, makes those lives 

possible.  

Additionally, the very notion of expression, collaboration and mutuality is an ongoing 

process of self-understanding. In this way, the experiences of identity development, selfhood and 

otherness is enhanced through the process of translating signs by “deciphering ... meaning” 

(Kearney, 2004, p. 1). Further, Ricoeur (cited in Kearney, 2004) argues the “shortest route to the 

self [happens] through the other (…)” and through the other’s work. Therefore, “the self returns 

to itself after numerous hermeneutic detours through the language of others, to find itself 

enlarged and enriched by the journey” (Kearney, 2004, p. 2). In this sense, to become fully 
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human, people need relationships.18 

Personal and proximal relationships, particularly the intimate and often vulnerable 

relationships found in nursing, provide a critical site to explore care and caring. The true nature 

of the relationship between caring and the broader lived experience, underpins nursing elements 

of respect, trust, and mutuality (Tarlier, 2004). As the three components are grounded in ethical 

knowledge, relationships in nursing reflect personal and disciplinary knowledge of clinical 

practice (Diekemper, Smith-Battle, & Drake, 2002; McLaughlin, Moutray, & Moore, 2010; 

Rassin, 2008; Tarlier, Johnson, & Whyte, 2003; Van Hooft, 2011).  

Socio-political conditions may determine the places and spaces where relational ontology 

is formed; the self is not only a “being-in-relation,” but also depends on recalling the caring 

encounter. In light of this relational ontology, morality is seen as constituted by relationships 

with others and is composed of “immersion in the day-to-day moral activities of these relations, 

moreover, that one learns how to act morally—how to listen, exercise patience, understand and 

be attentive to needs, and consider and reconsider one’s moral decisions in the light of the needs 

and demands of others” (Robinson, 2011a, p. 847).   

Moreover, Taylor (1989) suggests a basic human aspiration is the need to be connected 

to something of fundamental importance, and this connection “is essential to being a functional 

moral agent’’ (p. 42). Therefore, the link between ethical knowledge and action in nursing rests 

primarily on two assumptions: The integration of personal and public moral knowledge as the 

foundation of disciplinary ethical knowledge; and ethical nurse–patient relationships provide a 

                                                      
18 The intent is to focus on some elements of Ricoeur’s (relational) anthropology and as 

such relates to some basic assumptions of care ethics. 
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framework for caring actions (Tarlier, 2004). In this way, an ethic of care and morality/duty is 

necessary for understanding the Indigenous nurse’s concept of care. 

Chapter Summary 

This Chapter explored the various theories of caring and their impact on shaping and 

reconfiguring ethical perceptions in nursing that recognizes the moral incompleteness, and 

profound contextual inappropriateness, of an ethics which seeks to uphold impartiality by 

maintaining a depersonalized, distancing attitude towards others. The desire to be moral, to do 

the right thing, is intentional, and is therefore embedded in social and emotional consciousness. 

However, there is also a developmental source to a caring individual. Many of the sources arise 

from interpersonal relationships sustained over time by social institutions, families, classrooms, 

schools, and neighborhoods, which are characterized by the affective bonds of attachment and 

community and are cultivated prior to entering the nursing profession. In this way, nurses’ moral 

actions do not necessarily follow directly from a deontic judgment or arbitrary ethical and moral 

theory but instead are filtered through a set of configurations linking integrity, truth and identity. 

Moral actions are more likely to follow moral judgment when moral considerations are deemed 

essential to personal identity, giving credence to the concept that ethics and moral judgment in 

nursing are filtered through understandings of whether the self is a responsible caring being and 

has the desire is to do good. 

 
 
 
 

 

CHAPTER THREE 

METHODOLOGY 
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"...the self does not know itself immediately, but only indirectly, through the detour of 
cultural signs of all sorts, which articulate the self in symbolic mediations that already articulate 

action, among them the narratives of daily life."  
 

Paul Ricoeur (1991b, p. 80) 
 

Methodological Considerations 

The present methodology raises the following questions. How should sensitive and 

personal stories of care and ethics be approached, and how does this approach assist negotiating 

entry into the community and the lives of Indigenous nurses. How does one make sense of pre-

professional experiences, those embedded in wider social and economic structures which, in 

part, define the conditions of existence? Methods capable of considering agency and structure 

and be cognizant of the interaction between Indigenous and non-Indigenous research are 

required. One must adhere to a theoretical and research paradigm that is highly self-reflexive and 

takes into account the complexities of colonized stories that may be told.  

Inspiration may be obtained from a broad range of inquiry approaches derived from 

diverse disciplines and epistemological perspectives. However, the nursing scholars may provide 

a particular perspective of social-political and applied clinical knowledge that Indigenous nurses 

occupy. Nurse-researcher Sally Thorne (2008) writes: 

…the fundamental point of social science research is not to solve everyday 

problems of patients but to capitalize on health phenomena to answer problems of 

a more elemental nature related to understanding how social groups behave and 

what constitutes the core nature of human experience. (p. 24) 

I am a storyteller faced with the challenge of illustrating and showing a story rather than 

simply telling it. By inviting readers and drawing them into these stories, one may entice them to 

turn the pages (Denzin, 2003; Lewis, 2006) where I intertwine the nurses' and my own story by 
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adding personal insights (Gannon, 2006; Josephs, 2008). Presenting a story that is full of 

contradictions, insights and wonders provides a crucial component of this thesis as it may 

embrace the reader’s emotionality, gripping and carrying the reader into and through the 

narratives (Gannon, 2006; Rambo Ronai, 1998; 1999). In this way, one may move beyond words 

and make a story enticing by connecting experiences and meanings across an unfamiliar 

landscape (Polkinghorne, 1988; Josephs, 2008). To do this, different methods are embraced, 

including talking circles, in-depth conversations, participant observation, field notes, and 

photos/pictures. By arriving at storied places, one may connect endpoints of one narrative to the 

starting point of another. In this way, this research adheres to the image of the circle to 

“symbolize wholeness, completeness and ultimately wellness. The never-ending circle also 

forms concentric circles to show both the synergetic influence of and our responsibility toward 

the generations of ancestors, the generations of today, and the generations yet to come” 

(Archibald, 2008, p.11).  

This concept of oneness also recognizes the collective and distributive agency assembled 

through the relationship between the living and non-living and enables notions of subjectivity of 

human/non-human relations (Bennett, 2010). The animal/human kingdoms, the elements of 

nature/land, and the Spirit Worlds are integral parts of the concentric circle (Archibald, 2008). 

As a result, this research attempts to understand the diverse perspectives and the interplay among 

them.  

Nursing experiences focus on the nature and intimacy of human experiences (Moxham, 

2012), this research needed to lay hold of ways that could recognize multiple realities and 

influences on the realities (Ogle, 2006) by delving “into complex processes and illustrate the 

multifaceted nature of human phenomena” (Morrow, 2007, p. 211). There is a need for a 
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qualitative approach that can “extend beyond mere description and into the domain of the ‘so 

what’ that drives all applied disciplines” (Thorne, 2008, p. 33). The challenge involved in 

utilizing the particular philosophical issues depends on the choice of method as much as the 

phenomena under study (Sharma, 2014). Since nurses often acquire or create new ways of 

understanding when confronted by experiences challenging their pre-established ways of 

viewing the world (Bruner, 1987; Janoff-Bulman, 1992; Biruski, Ajdukovic, & Stanic, 2014), a 

methodology was chosen to explore how care is embedded in the concept of self as intrinsic to 

understanding contextual issues.  

Morrow (2007) highlights the importance of selecting an appropriate qualitative method 

enabling the researcher to obtain the type of research data that will appropriately address the 

research questions. However, it also needs to be congruent with the worldview of the 

participants involved. Given the nature of this study’s research questions, the participant sample, 

and the conceptual frameworks (Indigenous knowledge and social constructionism), it has been 

determined that narrative analysis is the ideal qualitative method for this study. 

This Chapter focuses on established philosophical and methodological writings that 

inspire innovative ways of looking at Indigenous nurse’s pre-professional and professional 

experiences of care along with ways of researching narrative in Indigenous communities. This 

begins by exploring three viewpoints on how to approach the dominating settler19 perspective 

embedded in Western academia and research, to provide space for broader socio-cultural and 

political identities of Indigenous nurses and to demonstrate the inherent critical perspectives of a 

                                                      
19 A settler is defined as “a person who settles in an area” [such as the European settlers 

of North America] (Oxford Dictionaries, n.d). 
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decolonized20 paradigm. Secondly, the methodological tenet of this study is described, as 

informed by Donald Polkinghorne’s methodology of interpretive narrative analysis and Paul 

Ricoeur’s hermeneutics.  

The Approach to Decolonizing Research.  Tuck and Yang (2012) identified a 

decolonized positional framing and juxtaposition as the incommensurable social locations that 

Indigenous peoples occupy. The following research explores a subaltern standpoint that may 

imply new opportunities and possibilities and guide this research. Zavala (2013) suggests taking 

on a particular decolonized standpoint “pushes us as marginal, ‘insider-within’ scholars to revisit 

fundamental questions about what it means to develop research projects by and for 

Indigenous…communities within/against the colonizing discourses and practices of university 

spaces” (p. 56). Therefore,  one must always be mindful of the settler position that exists within 

the radicalized hierarchy of Canadian society as Indigenous peoples continue to be ‘othered’ by 

settler groups in an attempt to rationalize colonial actions that disadvantage, oppress, and 

ultimately cause harm (de Leeuw, Kobayashi, & Cameron, 2011; Glenn, 2015; Kerr, 2014). 

Additionally, the main interest for colonization is material wealth for the colonizer and not the 

wisdom, knowledge, religions, or the philosophies of the colonized people (Ashcroft, Griffiths, 

& Tiffin, 2000). As Thomas King (2012) states: “for non-natives, land is primarily a commodity, 

something that has value for what you can take from it or what you can get for it” (p. 218). 

                                                      
20 Decolonial is used rather than postcolonial in this study as Linda Tuhiwai Smith’s 

(2012) argues that the term decolonial recognize coloniality is not part of the past, and must be 

challenged by alternative ways of knowing.  
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Critically dismantling of this position is one process of decolonization. As Tuck & Yang 

(2012) suggest, the term decolonization is a unique word, often associated with anti-colonial 

projects and struggles that re-inscribe the logic of settler colonialism. Considering Audre 

Lorde’s (1984) argument that, “the master’s tools will never dismantle the master’s house”(p. 

112), this research is cognizant of the deep differences between Western and Indigenous 

worldviews (Duran, 2006, Cole & O’Riley, 2005), and notes that even well grounded, well-

intentioned research can be used to serve the colonial project.  

Other scholars such as Tuhiwai Smith (1999) argue that politics of academic writing is “a 

form of selecting, arranging, and presenting knowledge [that] privileges sets of text, views about 

history of an idea,” (p. 36) and, therefore, establishes what is significant. Together, the concepts 

may further marginalize the perspectives of Indigenous people. In other words, the academic 

discourse of present dissertation’s perspective, a Western upbringing, is “never innocent,” and so 

political reflexivity necessitates self-criticism “of the widely shared values and interests that 

constitute one’s own institutionally shaped research assumptions” (Harding, 1992, p. 569). This 

concept further questions how institutional power “rests on taken for granted problems, 

categories, concepts and theories that are themselves created by systems of power, privileged 

and patterns of inequality” (Luttrell, 2012, p. 4). 

Therefore, in this study, “decolonization” is defined as the anti-colonial stand that grows 

out of ordinary spaces, places, relationships and discourses (Zavala, 2013). However, it is not 

enough to simply say this dissertation is taking a decolonized stand…it must demonstrate how 

this position will be articulated and purposively established throughout this study. A raised 

consciousness is included in the writing and the approach to the participants and the community 

where the research takes place. I am always conscious of my dominant white settler perspective 
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where “so much of the life of the colonized subject has been constructed by, that is, 

metaphorically ‘written by’, colonialism that allegory becomes a way in which such writing may 

be contested” (Ashcroft, Griffiths, & Tiffin, 1998, p. 10).  

One of the most disturbing places where colonization remains, but is contested as 

invisible, is within the Canadian health care system that purports fair and equitable treatment of 

all but fails to demystify the role that power and commerce has had in perpetuating racism in 

health services (Denis, 2015; Juutilainen, Miller, Heikkilä, Rautio, 2014; Reading & Wein, 

2009). Additionally, there is relatively little integration of decolonial concepts and ideas into 

mainstream nursing discourse (McGibbon, Mulaudzi, Didham, Barton, & Sochan, 2014). 

Czyzewski (2011) argues that it is the social structures and processes that produce vulnerabilities 

and, as a result, the mechanisms fostering unfair distribution of power, wealth and resources go 

unchallenged:   

By refusing to expose the guiding ideologies that result in the disproportionate 

social burden for some. Labeling these mechanisms underlines a component 

missing from the mainstream SDoH (Social determinants of Health) analysis that 

would involve tracing the birth and pervasiveness of these mechanisms: stressing 

the effects of history and the notion that history is still in the making. (p. 1) 

Further to this, Kerr (2014) understands colonialism as a perpetuating spatio-temporal 

structure imposing intersecting hierarchies of race, class, gender, sexuality, spirituality, 

economics, and geography; organizing bodies into complex hierarchal social organizations: “a 

system of inequity and privilege that moves through time, claims geographic spaces, and is 

perpetuated through material and discursive epistemic practices in social and institutional 

spaces” (p. 88). As Grosfoguel (2008) argues “coloniality allows us to understand the continuity 
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of colonial forms of domination after the end of colonial administrations, produced by colonial 

cultures and structures in the modern- colonial capitalist world−system” (p. 8). 

Therefore, the present research utilizes dimensions used in contemporary feminist 

literature calling for an awareness of self-in-sociopolitical context: A mindful approach, feminist 

standpoint and new materialism are ways to dismantle a colonized perspective in this study. The 

three concepts allow one to re-think and re-learn, articulate and give agency to existing creative 

processes, and to offer opportunities for new modes of authorship and expanded interpretations 

about how materials, objects and human relationships with them change people over time and 

give meaning to how they live in our world. Therefore, there is potential for this research to 

support emancipatory knowledge (Habermas, 1968; 1984; 1987)21 that is consistent with 

Indigenous values of self-determination and the restoration of cultural understandings through 

respectful relationships. 

 Mindfulness. Reflexivity and mindfulness are understood as processes for providing a 

radical consciousness of the self when confronting the political dimensions of fieldwork and 

knowledge construction. Mindfulness essentially involves the capacity to attend to stimuli (the 

sounds, events, and events within the research site) on a moment-by-moment basis without 

judgement or preconceived reaction (Baer, 2003; Brown & Ryan, 2003; Seema & Sircova, 

                                                      
21 Habermas’s later work in recognized the increasing dominance of economic and 

political institutions in the life-world of lived experience, called for enlarging emancipatory 

discourse to involve the proponents of critical social movements. Additionally, nursing practice 

and research grounded in emancipatory inquiry challenges the inequities and injustices affecting 

health in society (see Henderson, 1995). 
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2013). It is the awareness of the present moment (Bishop, et al., 2004), as well as meta-cognitive 

responsiveness and decentring (Shapiro, Carlson, Astin & Freedman, 2006). Collectively, the 

process of awareness enables one to perceive objectively, without the typical discourse, 

messages or schemas that cloud perception or perspectives. As many of the pre-configured 

notions are embedded in one’s upbringing and education, mindfulness accelerates the natural 

developmental shift toward perspectives that allow for an enriched capacity to engage 

objectively in internal experiences (Le & Doukas, 2013) while working with Indigenous 

communities.  

Shapiro, Carlson, Astin, and Freedman, (2006) suggest mindfulness entails three primary 

components: A clear intention as to why one is practicing self-regulation, self-exploration, or 

self-liberation; an awareness that the moment-to-moment experience is processed without 

interpretation, elaboration, or analysis. Lastly, this attending is characterized by an attitude of 

acceptance, kindness, compassion, openness, and patience. Fostered in this way, mindfulness 

facilitates a fundamental shift in perspective of re-perceiving.  

In developing my raised consciousness, I also return to the work of Sandra Harding, a 

feminist researcher that ground my subjective perspective in my master’s research of caring and 

rural older women. For me, Harding’s standpoint theory drove my synthesis in understanding 

difference, highlighting the situated knowledge and the subjectivity of differentially oppressed 

groups that had restructured my concept of truth. In this research I discovered that care could 

not be solely judged according to absolute moral standards. Nor could the care these women 

displayed be rendered invisible. Instead I came to understand that women’s work, roles and 

choices were as much about love as they were about politics. (Self-reflection, June 2015) 
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Feminist standpoint. Understanding how gender and colonialism have co-constituted 

one another, highlights the ways in which feminist and decolonial theory offer complementary 

critical approaches that incorporate an intersectional standpoint. Harding’s (2008; 2009b; 2011) 

work demonstrates how Indigenous peoples and women have been, and often still are, viewed as 

lacking full subjectivity, particularly as subjectivity has come to be associated with knowledge, 

reason, and rationality22. Appelton, Fernandez, Hill and Quiroz (2011) argue that Western 

colonizers have fashioned themselves as subjects who refine, control, and disseminate 

knowledge, and further regard women and Indigenous peoples as irrational instruments that 

primarily provide materials for further acts of colonization that incorporate how consumers use 

products. Harding (2011) acknowledges that through feminist decolonial studies, women and 

Indigenous people become subjects (rather than objects) by creating their own knowledge that is 

particular and specific to their own experiences.  

Additionally, as the primary social differentiation among adults and the economically 

active members of society is based primarily on gender, the specific spheres of activity become 

the domains of different genders. As this study examines the experiences of women as women, 

and women as nurses, the knowledge and skills that are primarily held by women may differ 

                                                      
22 It is important to keep in mind that feminist debates over subjectivity are always 

historically contingent and in the making, suggesting there is no one single subject associated 

with an individual. This section brings to light different perspectives on the processes of 

subjectivity involved in who, or what, is or is not, considered a subject or object. 
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from those held by men23 within the same profession (Schmidt, 2015). The constructed 

relationships affect hierarchies of access, use and control resulting in different perceptions and 

priorities for innovation and practice (Meadus &Twomey, 2011; Schmidt, 2015).  

Harding (2003) furthers this argument by asking: “…how does and should standpoint 

theory account for and engage with differences between women; can feminist discourses be 

legitimate if some women cannot agree to them on the basis of their particular experiences; and 

what is the differences between different groups of women?” (p. 7). Additionally, not all 

feminists necessarily see themselves in alliance with “white” feminists, leading to discussions 

about the construction of binaries, feminist politics, and the use of strategic feminism. Therefore, 

the central concept of feminist epistemology is that of the situated knower and the particular 

perspective that reflects that knowledge.  

However, the feminist standpoint in research is more than examining power and gender. 

There must be an assurance by researchers to address meaningful and respectful critique; a 

critique that includes a commitment to not categorize and simplify complex structures and 

understandings. As such, marginalized groups are better able to identify distinctive opportunities 

and insights into the dominant society’s thought processes and structure. For example, Green 

(2007) suggests in Making Space for Indigenous Feminism, the key to decolonizing research is 

embedded in discussions about how the impacts of colonialism and patriarchy have become 

                                                      
23 Although the initial intention of this study was to recruit male and female nurses, it has 

become apparent the nursing experiences associated with a specific community (i.e., Little 

River) provided an essential component in this narrative inquiry that examined place, roles, 

relationships and practices of Indigenous women. 
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fixed within communities and how they must be challenged. Green (2007) provides a definition 

of Indigenous feminism that merges the perspectives of feminism and anti-colonialism by raising 

“issues of colonialism, racism and sexism, and the unpleasant synergy between these three 

violations of human rights” (p. 23). 

Additionally, Huhnorf and Suzack (2010) point out “…although Indigenous women do 

not share a single culture, they do have a common colonial history. The imposition of patriarchy 

has transformed Indigenous societies by diminishing Indigenous women’s power, status and 

material circumstances” (p.3). Therefore, it is not only critical to understand the changing 

situations, commonalities and specifications of Indigenous women’s experiences across time and 

place, it must also seek to attain social justice along gender lines and those of race, class, and 

sexuality (Huhndorf & Suzack, 2010). 

As a result, feminist standpoint theories map how social and political disadvantages can 

be turned into epistemological, scientific and political advantages. Hartsock (1990a) argues this 

standpoint is an achievement, something for which oppressed groups must struggle, something 

that requires both science and politics, “…a standpoint is a project, not an inheritance; it is 

achieved, not given” (Weeks, 1998, p. 136). 

Indigenous worldview and new materialism. However, moving beyond feminist 

subjectivity, the concept of new materialism recognizes the collective distributive agency, 

assembled in living and non-living matter, and enables notions of subjectivity that takes 

human/non-human relations into account when deliberating concepts of agency (Bennett, 2010). 

Material conditions play a vital role in the social production of gender, identity, and the ways in 

which humans collaborate and participate in the productions. New materialisms moves away 

from the idea of humans as disembodied thinking subjects to humans as material bodies. The 
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thinking humans partake in, as embodied subjects, takes place through the coming together of 

material processes (Frost, 2010). Beyond bridging the mind/body divide and asserting that 

matter itself is agentic, new materialists reconsider how matter can enrich the understanding of 

social relations, and open up processes of subjectivity to non-human life and even inanimate 

material (Bennett, 2010; Chen, 2012; Grosz, 1994; Van der Tuin, 2011).  

Probing for conditions of possibilities rather than focusing on only the historical details 

of colonization may help me to re-think how Indigenous participants in this study assemble their 

knowledge in and through their practice. I am also aware of how colonialism continues to 

persist despite acknowledgment of the unfair, racist and discriminatory practices that continue 

to be bound to settler attitudes and practices of both individual and systemic conditions. I found 

myself wondering if new materialism could offer a different perspective to crafting knowledge 

that entailed different ways to think about the world and how we (I and others) could fit into it, 

or could be rejected by it. I wondered if not fitting in, was also knowledge about what is in the 

world and what I can come to understand about the world. I sensed that what I knew and what is 

actually in the world constantly shaped each other and that this knowledge was neither a place 

of comfort nor a moment of revelation. I was caught in between… (Self-reflection October 2015) 

Although not a new concept, to claim the mind is the idea of the body, making the body 

the necessary object of the mind, is to challenge dualisms and think of experiences created from 

a monist24 perspective. Ingold (2000) dissolves the dichotomy between materialism and idealism 

that has dominated academic debate, maintaining that: “people develop their skills and 

sensitivities through histories of continuing involvement with human and nonhuman constituents 

                                                      
24 See the concept of monist perspectives of Benedict de Spinoza and Decartes  (1677) 
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of their environments” (p. 10). This concept is further reconciled through the Elders’ storytelling 

accounts of Indigenous attachment to land, dreams, and bodies.  

The aforementioned material conditions of existence give rise to ideas, self-conceptions 

and the world that we live in and are grounded in Indigenous worldviews. Willie Ermine (1995) 

refers to mamatowisin, a Cree term that relates to “the capacity to tap the creative life forces of 

the inner space by the use of all the faculties that constitute our being–it is to exercise 

inwardness” (Ermine, 1995, p. 104). This inward exploration brings forth creative forces running 

through all life constructing the subjective experience and a sense of wholeness.  

From this perspective, the contextual relationship between human and non-human, and 

animate and inanimate matter, is determined by the ways in which the world is organized by 

existing material, modes and forces. Ermine (2007) relates this to “ethical spaces” which are 

how people treat each other as human beings and further describe the concept of dancing 

particles—inner selves, the unseen, and unspoken energies between people, “With the calculated 

disconnection through the contrasting of their identities, and the subsequent creation of two 

solitudes with each claiming their own distinct and autonomous view of the world, a theoretical 

space between them is opened” (p. 196). The context is the self in connection with occurrences 

and experiences. These may be facilitated through rituals or ceremonies incorporating dreaming, 

visioning, meditation, and prayer and are encoded in community practice as a way of integrating 

knowledge derived from introspection and the application of inner-space discoveries.  

Many Indigenous peoples recognize the relationship with non-human others may not be 

understood by critical Western frameworks of what is alive or living as “objects and forces such 

as stones, thunder, or stars are known within Indigenous ontologies to be sentient and knowing 

persons” (Tallbear, 2015, p. 234). Indigenous approaches also critique settler colonialism and its 
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management of nonhuman others. These and newer approaches clearly link violence against 

animals to violence against particular humans who have historically been linked to a less-than-

human or animal status. Tallbear (2015) states: 

I saw myself shifting from working on projects related to human-on-less-

privileged-human and human-on-nonhuman relations (the contamination of tribal 

communities and their lands by white-controlled corporations and federal 

facilities) to a project related to the objectifying and exploitation by a more 

powerful group (scientists and colonial universities and federally funded 

researchers) of a set of less powerful humans (indigenous peoples). (p. 231) 

Tallbear (2015) further discusses an Indigenous landscape, for example, where water 

places are a major source of human spiritual being. However, the creativeness of ancestral power 

also enables the environment to generate resources to support their human decedents. This is a 

partnership. In return for the proper care and management of clan lands, the ancestral beings will 

give the human inhabitants the resources they need, and they can be asked to provide more 

rituals in which they are called to generate particular resources. According to Van Der Tuin and 

Dolphijn (2010), the mind, body and spirit are the same thing.  

Thus, Indigenous people inhabit a very sentient cultural landscape, imbued with the 

watchful presence of ancestral beings, and responsive to human actions. The productivity of the 

environment and its ability to provide for human needs is reliant on the ongoing ritual 

connections with the ancestors that are bound to the spiritual beliefs and activities. This includes 

a cosmology in which human lives are intended to replicate those of the ancestor in an ongoing 

cyclic renewal. 
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Donna Haraway (2003) calls for “nature-cultures” (p.3) in which she asks what type of 

ethics and politics we may learn from understanding a dog-human relationship. In this way, 

Haraway (2003) takes a simple, casual relationship between human and animal and re-constructs 

a natural world that is based on alliance and reciprocity: 

We have had forbidden conversation; we have had oral intercourse; we are bound 

in telling story upon story with nothing but the facts. We are training each other 

in acts of communication we barely understand. We are, constitutively, 

companion-species. We make each other up, in the flesh. Significantly other to 

each other, in specific difference, we signify in the flesh a nasty developmental 

infection called love. This love is an historical aberration and a naturalcultural 

legacy. (p. 3) 

Though natural-cultural monist perspective, cultures are seen as discrete and historical, 

where multicultural inclusion is premised on a constructivist understanding that identities are 

shaped by situation and context. An alternative lens rejects the violence of assimilation and the 

representative outcome that embraces subaltern identities. A decolonized analytic lens seeks to 

drastically reframe this research from an academic discourse and tactic to a way of protecting 

Indigenous stories, ways of knowing and ways of understanding webs of life. These frameworks 

recognize vast differences within the category of Indigenous, but more importantly, and unlike 

dualism, it does not shy away from the holistic worldview of Indigenous perspectives.  

Seeking to understand the world through the eyes of Indigenous nurses, I must also 

recognize that Indigenous epistemologies open up more than different ways of seeing the 

world—they free up possibilities of seeing how different worlds exist but remain connected. 

Therefore I will be attentive to other existing ways of thinking and being in the world that 



INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

84 

provide new ways of envisioning webs of relations and responsibilities. Considering non-human 

agency as an ideology is part of my research method that may actually transport me beyond a 

world that is typically ordered by binaries, dualities, and hierarchies. In this way I may better 

understand what Tallbear (2013) argues, is a rediscovering what Indigenous metaphysics 

revealed long, long ago. Indigenous peoples have never forgotten that nonhumans are agential 

beings engaged in social relations that profoundly shape human lives and because of this 

standpoint, I needed to lay hold of perspectives that could highlight how nonhuman others may 

also be understood and tell a story.  

However, a decolonized understanding requires effort. First I need to be open to the 

prospect that another ideological yardstick is possible to fully understand care and caring. 

Secondly I need to make the shift from modernist instances of universality, towards that of 

embracing the possibility of ontological, axiological and epistemological multiplicity.  

This process binds the threads that work beyond binaries of nature and culture and 

recognize the shared agency between human beings, non-human beings and things within the 

world. In societies where bodies are fluid and never complete, where persons are capable of 

metamorphosis and continue to live on long after physical death, where the thoughts and actions 

of others may transform us into something else, where physical objects become subjects with 

thoughts, feelings and purpose (e.g. land, water, fire), and where actions and messages are 

displayed in dreams… how can the body be separated from our thoughts? (Self-reflection, 

December, 2015) 



INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

85 

Preparing for the Research. The ideologies invite a wider host of agents, imagining a 

profoundly relational world in which humans interact with, rather than act upon others25. By 

marking a space for the role of Indigenous thought in areas of contemporary mindfulness, 

standpoint theory and materialism, a move toward a multi-species ideology of “anthropological 

approaches to studying humans and their relations with nonhumans” (Tallbear, 2015, p. 234), 

invites discussions on how beings such as rivers, dogs, bears, moose, mushrooms, and smaller 

microorganisms, can shape care and caring. This work is methodologically and ethically 

important as it highlights how organisms’ livelihoods are co-constituted with cultural, political, 

and economic forces.  The relationships feature how human and nonhuman persons harass and 

trick one another, save one another from injury or death, or collaborate with one another. The 

stories avoid the hierarchical nature-culture and animal-human by recognizing the 

interconnection of all things. 

I remember being confused as to why and how I was transitioning my thinking about 

decolonization. I was fascinated with the mapping of how humans care but I also knew that this 

concept had different implications for Indigenous peoples. Perhaps, I was not sufficiently 

directed or committed in my work as a nurse to truly understand how metaphysics captured the 

body? I wanted to be a committed nurse-thinker, a form of work that combined both pragmatic, 

and the approaching resistance I felt toward the sensibilities of scientific and theoretical 

                                                      
25 The revolutionary character of this recognition lies precisely in the challenges to 

anthropocentric post-enlightenment intellectual tradition in which philosophical and scientific 

divisions between subject and object, culture and nature---what Latour (1993/2013) calls the 

“great divide” –ensured the primacy of people among beings both inert and in motion. 
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knowledge(s). Although uncertain and somewhat ambiguous in how to approach this research, I 

am taking this intellectual path to view how the collusions between colonization and patriarchy 

have laid the foundation for conceptualizing the woman, the nurse, the daughter, the mother. 

This vantage point shapes how I understand a life, how one meandering path through multiple 

intellectual cultures and communities had led to my arrival at a place where the line between 

male-female; human-nonhuman; even mother-daughter has amalgamated into something new. I 

work, live and dream at these complex intersections. (Self-reflection, December 2015) 

To do this, I engaged in detailed field texts, observations and conversations by 

reconsidering my initial impressions and being more aware of the historical and political 

contexts within which the participant’s stories are presented. Therefore, I am attentive of the way 

I approach Little River, the participants, Elders and phenomena of inquiry. In particular, the 

stories of trauma and abandonment told by the Elders and participants join the subjectivity of 

non-human and inanimate experiences highlighting the capacity and potentiality of the life-lived 

by Indigenous people. Through the concept of new materialism, I move away from the idea of 

humans as disembodied thinking subjects to humans as material bodies. In this way, I may 

understand and reconsider how the women in this study think about non-human life and even 

inanimate matter (Bennett, 2010). Perspectives such as these also provide awareness that we are 

embodied subjects, our reactions and responses takes place through material processes in 

assemblage, emphasizing the importance of corporeality and materiality in addition to thought.  

In this way, subjectivity emerges from matter—the embodied mind—and human agency arises 

through, and is enacted by, the material body (Schnabel, 2014).  

Decolonization methods must always include constant renegotiation of power, place, 

identity and sovereignty. Therefore, decolonizing methods are not merely reactionary 
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relationships (Sium, Desai & Ritske, 2012). According to Tuhiwai Smith (2012), “decolonize 

our minds”(p. 23) is concerned with having “a more critical understanding of the underlying 

assumptions, motivations and values that inform research practices” (p. 20). I use the term 

alterity that shifts the focus of analysis away from the philosophic concerns with otherness “to 

the more concrete moral other…the other who is actually located in a political cultural, linguistic 

or religious context” (Johnson & Smith, 1990, p. xix).  

This challenge positions a methodology that privileges Indigenous life, community, and 

epistemology. Despite the goals of understanding and promoting an Indigenous standpoint and 

epistemology, I must also recognize the settler colonial contexts on which I am situated and 

recognize colonialism is still very viable and alive. As Czyzewski (2011) suggests, the history of 

colonialism is “spilling over into the present” (Warry, 1998, p. 84).  

In summary, a decolonized perspective connects social justice to understanding how 

nursing research can provide an argument for decolonization and emancipation. This integration 

constitutes a case for practicing mindfulness, subjectivity, and new materialism as methods of 

decolonization from oppression, control, power differentials and other forces that impose 

hegemonic work on particular cultures and environments. To invite such dialogue is to imagine a 

profoundly relational world in which humans interact with, rather than act upon, others. In this 

sense, the processes interrupt the oppressive and controlling tendency of a settler mentality, 

enabling me to constantly question how this research should unfold. Subjectivity is key to this 

research as the construction of the subject itself can be viewed as inseparable from the 

construction of others (Ashcroft, Griffiths, & Tiffin, 1998). Being aware of the possible 

complexities, tensions and paradoxes at all stages of the research process, enables deeper and 

richer meaning to be revealed in the data (De Oliveira, Andreotti, Stein, Ahemakew, & Hunt, 
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2015). It is also a process whereby I re-think the possibilities, effects, and the vibrancy of the 

experiences.  

Polkinghorn’s Intrepretivism as a Theoretical Framework 

This research is situated within a particular worldview that fits within the philosophical 

and theoretical tenets of an interpretive narrative approach. It is derived from the work of Donald 

Polkinghorne (1983; 1988; 1995; 1997; 2005) and Paul Ricoeur (1984; 1991a; 1991b) that aims 

to show how the research questions posed in Chapter One have informed my purview of 

narrative methods. Narrative, as a growing movement in nursing research, has typically 

addressed vulnerability and vulnerable patients in education and practice (Ballem & MacIntosh, 

2014; Hall & Powell, 2011; Holloway, 2007; Kelly & Howie, 2007; Lindsay, 2006). The 

standpoint of people being studied offers a particular subjective view that sanctions multiple 

perspectives of reality (Greener, 2008), rather than the “one reality” of positivism.  

As social constructionism forms the conceptual framework of this research, I determined 

an interpretivist approach could emphasise the meaningful nature of peoples’ experiences and 

participation in social and cultural life (Andrews, 2012; Elster, 2007). Interpretivism focuses on 

the explanation of the phenomena in terms of how individuals perceive and understand their own 

experience (Eliaeson, 2002).  

Ontology, Epistemology and Method of Narrative. The foundation of this research is 

based on the ontological and epistemological positions that are revealed in the methodology. The 

foundations shape my perspective of caring and my beliefs about the world and determine the 

methods utilized to obtain participant data. Reflecting on the students’ stories in the Prologue, I 

am aware that I could not participate in any method that did not work toward understanding that 

our realities are shaped through our experiences and interactions with others: “They are like a 
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skin not a sweater: they cannot be put on or taken off whenever the researcher sees fit” (Marsh & 

Furlong, 2002, p. 17). Within this paradigm, ontology is viewed as relativist, epistemology as 

transactional, and methodology as hermeneutic (Denzin & Lincoln, 2000a; Schwandt, 2000).  

Ontology as relativist. Ontologically, the interpretive paradigm takes a relativist position 

(as opposed to realist), where reality is multiple and pluralistic and it is from this ontological 

perspective that knowing is subjective and socially constructed (Denzin & Lincoln, 2000a). The 

search for truth involves a dynamic process of interaction between researcher and research 

participant, and is always in relation to other people (Blaikie, 2007). In this way, truths are 

multiple, relative, constructed, subjected to interpretation, and further redefined. Interpretive 

research involves the interactive and social process of creating, understanding and placing 

meaning to the experience (Denzin & Lincoln, 2000a).  

Understanding life/experience within an interpretive paradigm requires entering into it, 

being fully present, and recognizing that as the researcher, my involvement also shapes the 

research process. As the participant and I hold preconceived notions, expectations and personal 

life experiences, this relationship and approach to the narrative are founded in assumptions and 

personal beliefs (Katz, 2007; Polkinghorne, 1983). Understanding is derived from the participant 

and my interpretation of the experiences and knowledge is in relation to personal, social, 

historical and cultural contexts, it does not deny the possibility of a common knowledge or 

understanding (Ogle, 2006). Therefore, relativist ontology is an appropriate positioning for this 

narrative research given that over time, caring in nursing is impacted by numerous contextual 

factors, such as social and cultural influences of the nursing profession, and by each participant’s 

individual experiences. As a result, participants may reveal and interpret their own particular 
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concept of care that is highly influenced by the social and institutional factors that govern 

behaviour and action within their life and within nursing. 

Epistemology as transactional and narrative. The epistemological stance of this study is 

transactional and narrative in nature as individuals come to know themselves and others through 

stories and storytelling (Polkinghorne, 1988; 2005). Epistemologically, data emerges through the 

interaction between the participant and the researcher (Mills, Bonner & Francis, 2006) and it is 

within this relationship with each other that interpretation and understanding is formed (Frid, 

Öhlén & Bergbom, 2000).  

Narrative knowing is a type of meaning that draws together events and actions 

acknowledging the contributions they make to a particular outcome (Polkinghorne, 2005). In this 

sense, this study builds on the pre-existing knowledge that has shaped the nurse’s understanding 

of care and brings forth new concepts and wonders about care, empathy, and essence that the 

participant discovers through the process of narrative.  

One of the main assumptions of narrative analysis is that people’s stories are important 

lenses through which reality can be explored. As an approach, this methodology goes beyond the 

mere analysis of texts and is concerned with the scrutiny of the social phenomena that activate, 

produce, organize and transmit stories (Mura & Sharif, 2016). In this regard narratives are 

conceived as individuals construct the collective ways of experiencing the world. Indeed, “if 

stories are about our lives, the world, and its events, they also are part of society” (Gubrium & 

Holstein, 2009, p. xv). In other words, by analysing the way individuals construct and represent 

events in their life, a snapshot of social phenomena emerges as narratives are situated in a 

particular socio-cultural context.   
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Moreover, the significance of narrative analysis also recognizes that these stories not 

only represent social phenomenal, but also construct realities. As Gubrium and Holstein (2009, 

p. xv) argue, narratives “emplot, thematize and otherwise construct what they are about,” 

claiming that the narrative perspective moves away from describing language as a means to 

discover or mirror reality, to the view that language and meaning are an ongoing and constitutive 

part of reality.  

As this study occurs through dialogical practices, involving both the storyteller and the 

listener, the audience also plays an equally active role in the legitimation or rejection of a 

narrative. The “norms of the situation, the actor, and the audience all determine the content of an 

account and whether it is accepted in a given social situation” (Orbuch, 1997, p. 457). In this 

regard Polkinghorne’s (1995) approach to narrative analysis highlights the importance of both 

the textual and contextual aspects of narratives.  

By focusing on the chronological or diachronic nature of the narratives in this study, I 

examine how stories are organized chronologically with a beginning, middle and end. Within 

this frame of inquiry, I am able to organize the material collected on a before-after temporal 

continuum (Mura & Sharif, 2016, p. 5). Polkinghorne (1995) suggest that the analysis of 

narratives should focus on: the cultural context in which the narrative is produced; the bodily 

dimension of the narrator; the narrators’ significant others; the narrators’ worldviews, emotions, 

understandings and values; the narrators past experiences and, the beginning and end of the 

story. These aspects are considered when ordering the data into a cohesive story.  

Therefore, when I try to understand these contexts and values—and for the most part, the 

human subjective experience about the study phenomenon, I am able to use a smaller sample 

size. In this way I may be able to examine the commonalities among the complexities. Although 
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focusing on a specific phenomenon, within a specific population and place, lends very little to 

the generalizability debate, there is a rising trend of knowledge synthesis that can be taken from 

qualitative research.  

A practical approach to assessing generalizability in qualitative studies is to ensure same 

criteria for validity: such as systematic sampling, triangulation and constant comparison, along 

with appropriate audit and documentation (Finfgeld-Connettm 2010). However, some 

researchers adopt analytical generalization (Kvale & Brinkmann, 2009) where the findings in 

one study can be generalized to another under similar theoretical, proximal conditions and are 

judged by similarities of time, place, people and other social contexts. However, Zimmer (2006) 

concludes that any goals of theory development that includes generalization must be achieved 

through Gadamer's (1989) concepts of the hermeneutic circle, dialogic process and fusion of 

horizons.26 

However, highlighting the method alone does not determine if the quality of research is 

good enough to inform clinical practice. I need to be confident that the research is good enough. 

The strength of the study findings and its capacity to facilitate theoretical insight is integral to 

the quality of the research (Toye et al., 2014). Thorne (2015) argues that since the inception of 

qualitative methods in nursing, the extension of formal inquiry, “opened up many of the 

profoundly interesting dimensions of what concerns nurses to systematic study” (p.3). 

What is important is that the, “methodological procedures function more to trigger 

analytic insights than to determine or constitute them” (Sandelowski, 2010, p. 81). Morse 

                                                      
26 See Chapter Two, page 61 for discussion on Gadamer’s hermeneutic circle, dialogic 

processes and fusion of horizon.  
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(2012), suggests that if qualitative research outcomes are not meaningfully construed as 

evidence, then it befits researchers to effectively articulate what they do represent, and how we 

ought to be using them in a world that seems so dominated by the evidence discourse.  

Robinson (2014) suggest that “research that has an idiographic aim typically seeks a 

sample size that is sufficiently small for individual cases to have a locatable voice within the 

study, and for an intensive analysis of each case to be conducted” (p. 29). A smaller sample size 

provides scope for developing cross-case generalities, while permitting individuals within the 

sample to be given a defined identity, rather than being considered an anonymous part of a larger 

whole (Robinson & Smith 2010a).  

In the context of this study, I purposely recruited participants—Indigenous nurses who 

worked in a First Nations community—I also understood these particular requirements were 

based on clear theoretical grounds27 (Robinson, 2014) as a way to foster insight into pre-

professional care and caring experiences. In this way I was able to select participants because of 

their positioning in a First Nations community, their personal experiences of being an 

Indigenous nurse, and their knowledge of care and caring (Cleary, Horsfall & Hayter, 2014). 

These authors additionally argue that the participant selection will likely generate rich, dense, 

focused information on the particular research questions, “that can provide highly relevant 

information for analysis” (p. 473). In the resulting narratives in this study, it is possible to 

compare what is already known and tested about Indigenous nurse’s pre-professional 

experiences with what may emerge from this research. 

                                                      
27 See Chapter One Conceptual Framework 
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One of the difficulties in appraising quality in this study is that it is partly intuitive, and 

involves subjective judgement based on tacit knowledge.28 Therefore the role of reflexivity 

within this narrative analysis should not be neglected and is used to challenge my intuitive 

certainty when interpreting the narratives. This attention to the self is always in the service of 

“better knowledge of their particular practice setting” (Loughran, Hamilton, LaBoskey, & 

Russell, 2004, p. 9) and is the “continually shaping, adjusting and altering [of] their practices in 

response to the needs and concerns of their context” (p. 18). 

By exploring the pre-professional experiences of Indigenous nurses, I am able to draw 

upon my own narrative, reflecting on my personal and professional values and beliefs, in 

addition to my lived experiences. Recalling the short story in my prologue, I think about how this 

experience influences my practice as a nurse, but more importantly I am able to connect to 

others as a human being. Sensing stories of pain and loss, of glory and revolution, I am always 

aware of how my disposition might be interpreted by others. The use of an interpretive narrative 

approach enables me to further understand my own personal and professional narrative, which 

in turn has shaped my interpretation of the narratives of the nurses in this study. (Self-reflection 

September 2014) 

This research is transactional as it is grounded in the inter-subjectivity of the participant 

and the researcher, where shared meanings are constructed through these reciprocal interactions. 

                                                      
28 Polanyi (1966) proposed a tacit way of knowing the world, whereby we “know more 

than we can tell.” For Polanyi, tacit knowledge is a form of knowledge that can have value 

alongside knowledge gained from scientific enquiry. Although tacit knowledge is intuitive, 

researchers have a certain obligation to challenge their intuitive certainty. 
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Acknowledging the transactional nature of this research, along with the related influences and 

contexts that are experienced by Indigenous nurses, meaning emerges. To deny such inter-

subjectivity would be to deny the humanity of researcher and participant. For example, Duranti 

(2010) discusses Husserl’s inter-subjectivity as the most basic quality of human existence “by 

exploring the role of the living human body, empathy, tools and the natural and cultural 

worlds…Husserl comes to see inter-subjectivity as a domain of inquiry that spans the entire 

scope of human existence” (p. 2). 

Hermeneutics and narrative theory. The theoretical foundation of narrative theory is 

influenced by the philosophical tenets of hermeneutic phenomenology and the writings of Martin 

Heidegger, Hans-Georg Gadamer and Paul Ricoeur. Within hermeneutic phenomenology, 

meanings are created through textual meaning, dialogue, pre-understanding and tradition. People 

are recognized as self-interpreting beings where their interpretation of phenomena is embodied 

in social, cultural and linguistic practices. Inherent within this philosophical view is the idea that 

perception arises from being in the world and is expressed through narrative.  

Hermeneutics is a process that aids in the interpretation and understanding of life from 

someone else's perspective. Gadamer (2004) describes hermeneutics as being fundamentally 

significant to understand the world and all the various forms in which this understanding 

manifests itself: From inter-human communication to manipulation of society. In this 

application, narrative focuses on understanding life, culture, identity and the transfer of meaning 

through the participant’s story. This approach posits social representation processes such as 

feelings, images, and time and offers the potential to address ambiguity, uncertainty, complexity 

of the participant, group, or how the phenomena of care is relevant to nursing practice.  
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Rationale for Polkinghorne’s Narrative Inquiry in Nursing Research. I have always 

had an interest in the lived experiences of individuals within health care and in particular, 

within nursing. Much of what nurse’s do is centered on the notion of caring which entails 

understanding the human body, primarily the physical condition of another person. I sensed that 

narrative research in the nursing profession was, for the most part, embedded in patient’s 

stories of care often suggesting that nursing research was primarily about studying an 

organism, a body—something that was conceived as essentially separate from the rest of the 

world. I did not want to focus on the body, but instead, to focus on the person, the selfhood. 

Understanding that nurses exist in relationship with other persons (e.g. families, friends, 

colleagues) and with other selfhoods (e.g. parent, child, activist, and mentor), I also sensed that 

although nurses are deeply situated and determined by the physical world, nurses express 

themselves symbolically through the interactive, non-human and psychological world. (Self-

reflection, September 2013) 

Menzies Lyth (1959[1988]) describes the fundamental premise of nursing as dealing with 

unpleasant aspects of physical living as many “nursing tasks are by ordinary standards 

disgusting, distasteful and frightening” (p. 46). Riessman’s (1993) earlier work and her more 

recent Narrative Methods for the Human Sciences (2008) also makes reference to illness 

narratives and the nurse’s day-to-day practice by bringing attention to the positivist approach to 

care where measurable data takes precedence over qualitative research such as lived experiences. 

As Sandelowski (1991) points out, it was only in the context of shifting away from positivism 

and towards interpretation in the behavioral and social sciences that attention in nursing research 

endeavors began to acknowledge the narrative nature of human beings. Nurse researchers’ 

contend that using narratives within mental health nursing has facilitated the exploration of the 
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more contextual elements of nursing practice (McCance, McKenna & Boore, 2001; Stenhouse, 

2014). 

Polkinghorne’s narrative theory provides the methodological framework for studying the 

interrelational source and creation of caring in nursing for several reasons. Firstly, narrative 

provides a means towards enabling nurses to explore experience through the construction of 

their pre-professional narrative/storied experience that can link concepts to understanding the 

impact that past experiences have had on their nursing practice. Secondly, through narrative, 

identity can be defined through the telling of life stories that are rooted within their social and 

cultural social worlds (McIlveen, 2007) and allow for the study of human experience within the 

social setting (Dombeck, 2003). Narrative provides an understanding of the rich personal and 

cultural influences embedded in a caring practice, and focuses on understanding not just the 

person or environment but also the processes involved in this construction (Flum & Blustein, 

2000). Lastly, narrative gives voice to individual nurses and empowers them to actively 

construct their identity rather than having one imposed or prescribed (McIlveen, 2007).  

Gergen (1973; Gergen & Gergen, 2006; 2008) argues the narrative approach is subject to 

the social attitudes within different cultural and institutional settings. As Indigenous peoples 

employ oral traditions as a cultural resource to examine experiences, storytelling is central to 

research approaches that create sacred spaces through sharing stories (Lewis, 2011). The 

relationship between experiences and storying is the primary bases for organizing and explaining 

the narrative as data, where stories are a construction about reality, rather than a representation 

of reality. Although narratives record and validate the meaning the narrator has ascribed to 

specific events, they also provide a literary reconstruction of the experiences, including the 

conceptual and cultural perspective of the narrator (Polkinghorne, 1988, 2005).  
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Therefore, narrative is particularly appropriate for this study as it is a way nurses may 

relate and integrate past events, such as prior interpersonal trauma (Hall, 1996; Hall, et al., 2009; 

Kirkpatrick, 2008), familiar relationships, or other clinical-work experiences that are often 

intertwined with current thinking and behavior. Culturally relevant information, that which is 

pertinent to Indigenous nurses, is embedded in the stories, making for more holistic, culturally 

sensitive, and contextualized knowledge of nurse’s lives (Nelson, 2004; Nwoga, 2000; Rushdy, 

2001; Taylor, Mackin, & Oldenburg, 2008).  

As care giving is an activity encompassing instrumental task and affective relations with 

people, narratives are used as part of the day-to-day practice that ultimately influences care. 

However, identity development is also particularly relevant to narratives in nursing (Grant, 

Leigh-Phippard, & Short, 2015). There is a considerable amount of work suggesting a person’s 

experience of his or her identity is not a matter merely of a set of particular beliefs about oneself 

or the professional associations that one maintains, but is fundamentally experienced as a series 

of meaningful events arranged in a storied manner (Gallagher, 2003; Lysaker, Clements, Placak-

Hallberg, Knipschure & Write, 2002; Polkinghorne, 1995). Identity and nursing stories of care 

are interconnected in this way. 

Brunner (1987) argues personal identity is bound within the stories we tell about 

ourselves and others, and within stories that we cherish and review with ourselves in private 

moments. However, Jenkins (2013) suggests identity stories are internalized narratives that are 

unconsciously and strategically influenced by forces beyond personal awareness and control. 

People are not predetermined and fixed in their understandings of themselves or their stories; 

rather, they are free to choose from a range of possibilities providing meaning to their beliefs, 

actions, sense of self, and stories they tell (Mackewn, 2000).  
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Re-storying narratives can be defined as a personally and relationally transformational 

method of reflexive inquiry (Richardson, 2000). This enables the re-interpretation and re-

narration of lived experiences in line with co-evolving preferred personal and relational 

identities (Grant & Zeeman, 2012). At an existential level, narrative re-storying can free nurses 

from what Frank (2011) describes as “all that makes it difficult for people to tell stories in which 

their lives make sense” (p. x). In earlier works, Frank (1995) argues re-storying is a 

transformational tool, constituting an informed ethical choice about how to best make sense of 

one’s past, present, and future life and relationships. 

Position of the researcher. Returning to the small story in the prologue of this 

dissertation, I am reminded of what I have learnt from my life through the stories I have told. In 

re-telling this story, I see this as a deliberate act of re-framing of my life in a relational context. 

Why had I not recognized the importance of this story before? Why is it meaningful now? 

Telling and retelling my story, verbally and in print, has enabled me to gain an 

increasingly richer understanding of my own experiences and the reliance on them to trigger 

nurses to think differently about their stories that are similar to mine. This notion of 

shared/community story telling is central in writing this narrative, in terms of being exploratory, 

in making sense of the past and creating a narrative template. I understand that any validation is 

a matter of judgment, and that this judgment is rooted within my perception—a standpoint 

created from my particular disciplinary view and from my historical experiences. This story is 

changing and developing, as I am. (Self-reflection, June 2015) 

Generally, the job of the narrative researcher is to interpret the stories told (Riessman, 

1993; 2008). Considering this, the nature of interpretive work and the meanings attributed to 

them suggest “there is no way for the knower to stand outside the life-world to observe it” 
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(Polkinghorne, 1983, p. 240). The “truth” uncovered within interpretive research is influenced 

by the researcher’s subjective selves and the interaction with participants. Ricoeur (1997) and 

Polkinghorne (1983; 2005), suggest the narratives are more than simply re-telling a story; 

instead, they are a dynamic process of interpretation between the researcher and the storyteller, 

that alters and contributes to the meaning of the whole.  

Therefore, research experience is a key characteristic of an interpretive approach where 

interpretation and understanding arises from values, fundamental beliefs and lived experience 

(Appleton & King, 2002; Charmaz, 2004; Lincoln & Guba, 1985). Narrative as an 

epistemological positioning, recognizes knowledge as narrative, and is fundamental to 

understanding human actions. If narrative is “the primary form by which human experience is 

made meaningful” (Polkinghorne, 1988, p. 1), then it makes sense to argue stories we tell are 

such because they reflect the stories we are (McAdams, 1993; Randall, 1995).  

Polkinghorne (1988) identifies the self, and one’s self story cannot be known without 

interpretation. According to Hermeneutics, understanding is not for constructing an 

understanding of human action as an object. Instead, it views understanding as the very 

condition of being human. Therefore, understanding is interpretation. As Gadamer (1970) 

maintains, understanding is the “basic structure of our experience of life” (p. 87).  

Narrative coherence. McAdams (2006) suggests the basic requirement for evaluating 

coherence is that a narrative is a good story that can be understood by the listener. For Ricoeur 

(1991) and others (i.e. McAdams, 2006), in order to be coherent, a self-story must be organized 

around identifiable values and commitments based on established ethical and moral traits. 

Although they are generally implicit in narratives (McAdams, 2006), commitments to specific 
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self-values provide an awareness of fidelity to experiences of self (Ricoeur, 1992). McAdams 

(2006) writes:  

A life story is more than a literary production. It is a story told by a living person 

whose actions affect others. It is a story whose form and contents hold real-world 

significance. The problem of narrative coherence, therefore, extends to the issue 

of living action…The stories we live by must be evaluated with respect to their 

influence on how we live. (pp. 120-121) 

Life narratives do not encompass all aspects of lived experience. Rather, they are 

subjected to processes of smoothing and selection. This process identifies events deemed to be 

important to or illustrative of one’s self are included in self-stories while others are omitted 

(Ricoeur, 1992; Polkinghorne, 2004). Smoothing is embedded in one’s sense of self-identity or 

how one chooses to be identified. Blasi (2004) describes the selective process of identity work as 

follows:  

All of us have the experience of treating the many, and equally real, aspects of 

our personality differently with respect to our sense of self. All actions that we 

perform feel ours. Most, however, are taken for granted and treated as routine 

occurrences, as simply constituting the background, the texture of our daily 

living. Some, by contrast, perhaps because of their meaning and their relation to 

specific goals, are particularly wanted and cherished, appropriated to our sense of 

who we are; others, finally, are disowned and rejected, perhaps because they do 

not fit with the image we have of ourselves, or because they contradict the values 

with which we identify and that we want to pursue in life. (p. 13)  
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The establishment of a sense of coherent self involves self-narratives of the events 

contributing to the kind of person one desires to become (Ricoeur, 1992; Taylor, 1989). The self-

narratives are constructed from meaningful experiences that are necessary to the advancement 

and commitment to particular self-values. As Taylor (1989) argues, “because we cannot but 

orient ourselves to the good, and thus determine our place relative to it and hence determine the 

direction of our lives, we must inescapably understand our lives in narrative form, as a quest” (p. 

51-52). Identity, viewed from this perspective, is the wanting and desire to be associated with 

what is good, suggesting identity is inextricably tied to the values giving structure and direction 

to personal lives (Taylor, 1989). 

Meaning-making of experience. According to Ricoeur (1991a), narratives are a central 

form of self-interpretation. Narrative is a primary means by which humans give meaning to lived 

experiences: “…experience is meaningful and human behaviour is generated from, and informed 

by, this meaningfulness” (Polkinghorne, 1988, p.1). Thus, any study of human behaviour must 

include an exploration of meaning (Polkinghorne, 1988).  

Polkinghorne (1988) states self-concept, who we are as humans, is “synthesized out of a 

myriad of interactions across the life span” (p.150). The creation of identity and self is given 

meaning though private and professional life experiences. Galvin and Todres (2007) suggest 

identity is, “a seamless way of being” (p. 33), in which the head (thinking), hand (doing), and 

heart (feeling) come together in harmony. As a result, human experience is recognized as multi-

layered, hermeneutically organized and abundantly meaningful (Polkinghorne, 1988; 2005). The 

description of who one is does…“need to display the rich and complex unfolding of life process 

over time” (Polkinghorne, 1988, p.29). Therefore, the experience of self is organized along a 

temporal dimension and the roles we play in life, only amounts to one episode in one’s life story.  
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Due to the myriad of early influences and roles across a life span, understanding the 

development of care ethics (Hall, 2011; Holloway, 2007; Sandelovvski, 1991; Wang & Geale, 

2015) explores the role the experiences have had on care in practice. Narrative has the ability to 

draw together actions and events and the meaning that comes from them, configuring the parts 

into a unified, meaningful and coherent whole. For example, Goodson’s (2003) work with 

teachers suggests self-reflection gives meaning to experiences that underlie decision making in 

practice. Goodson (2003) focuses on the personal and the professional aspects of teachers in 

order to achieve new and different kinds of perspectives on developing one’s practice. This is 

because: “life experiences and background are obviously key ingredients of the person that we 

are—of our sense of self − to the degree that we invest our ‘self’ in our teaching; experience and 

background therefore shape our practice” (Goodson, 2003, p. 59). 

Therefore, the narratives enable nurses to make sense of their lives as an unfolding story 

that provides meaning to the past and direction to the future (Taylor, 1989). Temporality denotes 

that an event is more than a temporal occurrence and is located instead in relation to other 

events, providing a holistic existence: “what I have done, what I am doing and what I will do…is 

part of the whole that I am” (Polkinghorne, 1988, p. 131). Understanding our existence then, is 

achieved through the use of narrative configuration in that our existence is made whole by 

understanding it as an unfolding and developing story (Polkinghorne, 1988).  

Through the process of emplotment, defined as the process of organizing life events into 

a coherent story (Ricoeur, 1991a), data elements (phrases or sentences) are understood from the 

perspective of their contribution to, and influence on a specific outcome (Polkinghorne, 1995). 

The story plot involves chronological and non-chronological happenings and the narrative is the 
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gathering together of events into a meaningful whole. A story is made of events and it is the plot 

which transforms the events into a narrative. Temporal unity is maintained by the use of plots. 

Meaning is also extracted from narratives that situate human actions along a temporal 

dimension, demonstrating the significance that certain events contribute to the whole 

(Polkinghorne, 1997). As Laitinen (2002) states, “We typically care about our lives as wholes, 

and it is narratives which make this possible” (p. 70). This notion is similar to the concept of the 

hermeneutic circle29, in which movement from interpreting the parts, to interpreting the whole 

increases the depth of understanding (Polkinghorne, 1983; Ricoeur, 1981). 

Narrative emplotment is the “synthesis of heterogeneous elements” which serve to 

transform multiple incidents into one story (Ricoeur, 1991a, p.21). Although emplotment is the 

central concept of narrative theory, Polkinghorne (1997) describes three stages (Riceour’s 

mimesis-1-2-3) in understanding narrative structure: reflective and pre-narrative review; 

emplotment; and narrative reconfiguration. 

Mimesis-1-2-3. The first stage of narrative understanding considers the reflective and 

pre-narrative stage (mimesis-1). This stage integrates pre-narrative understandings of events 

provided by hindsight. By synthesizing pre-narrative events, the process of narrative 

configuration and emplotment emerges. The second stage of emplotment (mimesis-2) involves 

the telling of the personal narrative or self-story which involves the interpretation and 

understanding of “life as lived” (Polkinghorne, 1997, p.43). Ricoeur (1984) describes this 

                                                      
29 Ricouer (1981) states in Hermeneutics and the Human Sciences: “Understanding is 

self-understanding, although the return to the self is not the first but the final moment in the 

theory of interpretation” (p. 23).  
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process that "transforms the events or incidents into a story" (p.65). The temporal nature of 

narrative interpretation is that emplotment may reveal a story that is different from the one that 

was lived.  

It is during this stage that nurses’ narratives increasingly gain the capacity to engage in 

mimesis-2 that creates a coherent overarching life story, bringing order to her lived experience 

(Habermas & Bluck, 2000). With respect to stories in adolescence, narratives increasingly 

become the product of one’s own constructions (Daiute & Lightfoot, 2004), thereby providing 

an important means for making meaning and constructing one’s own behaviour. This stage is 

particularly important in the narrative coherence of Indigenous adolescent’s as they manoeuvre 

their way through elements of their cultural, historical and ethnic identity.  

Through narrative, newly created configurations attribute meaning to one’s life events 

and actions, captured in the form of internalized soliloquies (Athens, 1994; Ezzy, 1998), which 

are the conversations or dialogue one has with oneself or imagined others. Narratives are a 

recollection of past events and “mirrored reflections of what has occurred; rather, they are 

interpretations of life in which past events and happenings are understood as meaningful from 

the current perspective of their emplotted contribution to an outcome” (Polkinghorne,1997, 

p.44). The final stage, narrative reconfiguration (mimesis-3), involves the response and 

incorporation of the nurses’ and my textual interpretation produced through emplotment. This 

phase involves recognition of life as lived, and the reconfiguration of what the narrative means 

in relation to self and one’s existence. According to Ricoeur (1984) this stage "marks the 

intersection of the world of the text and the world of the hearer or reader" (p.71).  

Chapter Summary 
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The essence of taking this methodological approach to this study argues that narrative 

understanding is more than merely a plot of one’s life events. As Riessman (2005, p. 2) points 

out that “different approaches can be combined” however with all typologies, “boundaries are 

fuzzy”. In this respect, researchers may privilege some approaches over others due to the 

disciplinary boundaries within which they operate, their conceptualization and understanding of 

the term “narrative” as well as their ontological, epistemological, and methodological beliefs. 

This process involves synthesis and interpretation of pre-narratives, and the emplotment of a 

unified and meaningful whole. Positioning of this inquiry within the interpretivist paradigm also 

provides the opportunity to explore cultural, historical and political influences reflected within 

the nurses’ narratives. Inherent within this method is attention to contexts: cultural, social, 

institutional and personal as the capacity for any individual to recollect their experiences is 

intrinsically influenced by sociality, race and gender.  

When seeking to understand the construction of a caring perspective, attention is given to 

the myriad of life events that inform this process but also to the way in which nurses organize 

influences within their life story. This particular approach provides insight into how Indigenous 

nurses explain, account for, and make sense of their caring consciousness in practice 

representing a particular standpoint embedded in mindfulness, feminist standpoint and new 

materialism.  

This methodology and the associated decolonized perspective, is further explored in 

Chapter Four, as I outline the specific processes I undertook to examine the nurse’s narratives 

based on Polkinghorne’s (1988) narrative analysis and Ricoeur’s Hermeneutics (1981; 1992). 

Specifically, I incorporate the interpretive approach of dialogic/performative analysis that also 
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adds other dimensions that are congruent when examining history, culture, gender and identity 

of Indigenous nurse’s pre-professional and professional experiences of care. 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CHAPTER FOUR  

METHOD  

Embedded in the lives of the ordinary, the marginalized, and the muted, personal narrative 
responds to the disintegration of master narratives as people make sense of experience, claim 

identities, and ‘get a life’ by telling and writing their stories.  
 

(Langellier, 2001, p. 700) 
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Reflecting on the concept that caring is part of the everyday lived experience I became 

aware that narrative analysis was a method that could enable this study to reach a deeper 

understanding of the unique elements of Indigenous nurses’ stories. The term narrative refers “to 

a discourse form in which events and happenings are configured into a temporal unity by means 

of a plot” (Polkinghorne, 1995, p. 5). As a psychiatric/mental health nurse with previous 

interview experience, I felt my ability to gather data through the narrative process was an 

appropriate framework to analyze and produce interpretive stories from the data gained from 

interviews.  

This method provides an understanding of the story through the teller’s social perspective 

that attends to what is said and not said, by the way events are assigned and the significance that 

is ascribed to them (Gilbert, 2002). This standpoint is critical to understanding how meaning is 

given to particular stories and experiences narrated by the participants.  

This chapter reviews the process I took to gain entry into Little River. It also explores 

how the narrative was informed through the works of Donald Polkinghorne (1988; 2005), 

providing the guidance for how I might go about creating a core story through the narratives of 

Indigenous nurses. From this perspective, and that of social constructionist philosophy, I discuss 

how the social interactions between people create meaning and a particular understanding of 

reality. According to Hibberd (2005), social constructionists emphasize the historical, linguistic, 

and contextual dependence of knowledge regarding human activity. It is through this interaction 

with others that meaning, identity (Gergen, 2009b), and knowledge (Guerrettaz & Arkin, 2015) 

are created.  

Accordingly, social constructionists argue there are multiple truths or realities to be 

understood through social interaction (Burr, 2003). Therefore, as a researcher-listener, I 
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influence research conversations and interpretations of narratives through my personal, cultural, 

and historical experiences that further affect how the method unfolds (Creswell, 2007). 

Similarly, in Gergen’s (2009b) view of the social constructionist paradigm, the creation of 

meaning is a process that is indeterminate, contextual, and social, such that the “conceptual basis 

for understanding the world is derived from social processes” (Hibberd, 2005, p. 17). 

Comparable to the way in which understanding involves acknowledging aspects of the culture 

from which the nurses have lived, the stories that nurses tell are considered within the social 

context in which each story is being told. This paradigm negotiates meanings and understandings 

created through consideration of unique perspectives from each participant.  

McNamee (1995) claims that “we co-construct realities with the people we study when 

we engage in research” (p. 79), and as such, it is important to emphasize the interactive role that 

occurs during this process. Throughout this study, I highlight the social interactions between the 

participants and between each individual participant and myself. In this way, I am able to focus 

on how we co-construct, co-edit and co-interpret the stories (McNamee, 1995).  

Method of Narrative Analysis 

Narrative analysis emphasizes the social and cultural nature of narrative discourse 

(Polkinghorne, 1988; Popova, 2014). Although the unfolding narratives provide a reframing of 

care and caring that is coherent to the participant’s life, they also recognize ambiguity and 

multiple dualities of the narratives within a social context. Therefore, I do not take a taken-for-

granted notion of how and what the nurse-participants will reveal in this study. Instead, I assume 

there is an unlimited number of descriptions and explanations of the world and the people who 

live in it (Gergen, 2009). 
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This study describes narrative as an inter-subjective, sense-making process that is 

conducted through an interactional process of co-constructing a story-world between two agents, 

a teller and reader. Through this process, narratives construct alternative understandings and 

perspectives advocating “that subject matter, both human and nonhuman, are best studied in 

their natural settings and that authentic understanding is gained from the meanings people bring 

to phenomena” (Lewis & Adeney, 2014, p. 163). Therefore, I begin with a brief revelation on 

how this study has unsettled, disturbed and troubled me and why I need to lay hold of 

decolonized methods and perspectives in order to ethically and transparently conduct this 

research. 

Positioning decolonization in this study. Facing the consequences of colonization has 

unavoidably disturbed my sense of self.  As I write this, I am aware that I have gathered 

knowledge from the Willow Cree people, and I have gathered this knowledge on their land. I am 

reminded of the use of such words as “decolonization” and “Indigenization” as a way to state 

and dispense with complexity, initially not fully understanding why I use these terms in the first 

place or what responsibility and action they might entail. I am reminded of the history of settler 

colonialism as one of displacement and replacement and I am historically linked to this. I 

recognize my own complicity and responsibility in forwarding the colonialist agenda in 

education and nursing…because it is true…I have not always thought of the expectations 

embedded in Western academia, and it’s underlying constraints as a negative experience for 

Indigenous students…I did not always understand the complicated conditions and processes of 

decolonization as an emotional process; not in a simplistic way, but in a way that could  go 

beyond, digging deeper, and reaching further than simple reason and fairness. I knew that my 
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complicity in this act will not be excused without historicizing the political legacy of colonialism 

and the way in which it continues to manifest itself within nursing education.  

As such, I could not continue this study if I had not maintained a mindfulness of this 

legacy, and an ideology that includes a monistic perspective, always aware of the public and 

private places of contestation…finding voice and strength to push back against the power 

relations that threaten ways of being. Therefore, the women in this study are the voice of this 

decolonizing project that seeks to re-imagine and rearticulate stories of experience, care and 

identity in nursing…but they are also stories of all women… (Self-reflection, May 2013). 

Indigenous research methods. An Indigenous research paradigm provides both a 

philosophical and process shift to adopt Indigenous worldviews and knowledge into the research 

methodology.30 The primary goal to incorporating an Indigenous research method is to ensure 

Indigenous peoples agency over the entire research process. McNaughton and Rock (2003) 

argue for a shift towards a research method that is inclusive and respectful of Indigenous 

traditions and protocols: 

Once understood more as intriguing or pertinent research objects, Aboriginal 

peoples are increasingly seen as researchers and research partners conducting 

research within Aboriginal knowledge traditions, using Aboriginal methodologies 

as well as methodologies drawn from interaction with non-Aboriginal intellectual 

traditions. At the same time, non-Aboriginal researchers are seen less as the 

conventional “external experts” and increasingly as equal partners involved in 

                                                      
30 See Leanne Simpson’s seven principles of Indigenous worldviews (page 28 of this 

dissertation). 
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developing new understandings of Aboriginal knowledge and ensuring that 

research and research training directly benefit Aboriginal nations and 

communities. In this context Aboriginal research is more a method of study than 

an area of study. In its emerging conception, “Aboriginal research” is research 

that derives its dynamic from traditions of thought and experience developed 

among and in partnership with Aboriginal nations in Canada and other parts of 

the world. (p. 4) 

This research is being undertaken with Indigenous nurses, who bring forward worldviews 

that shape the approach of this research, the theoretical and conceptual frameworks, and 

Indigenous epistemology, methodology, and ethics. However what was deemed “worthy” as 

research, is rooted in an Indigenous worldviews.31 Thinking back on Shawn Wilson’s (2009) 

Research is Ceremony and Joanne Archibald’s (2008) Indigenous Storywork I sensed that 

Indigenous methodologies were primarily shaped by Indigenous paradigms in which culture and 

spirituality are central to the questions being asked and in the process of working with the 

community. Peter (2002, cited in Absolon, 2011) argues that at the “heart of the Indigenous 

epistemology is spirituality, and as Indigenous peoples we are responsible to validate spiritually 

derived knowledge and various forms of evoking this knowledge” (p. 60). 

As a result this study is committed to decolonize research, by engage with and by 

Indigenous knowledge systems and ontologies as a way to better understand how lives are 

                                                      
31 A caveat to the discussion is the recognition that knowledge systems of Indigenous 

peoples vary throughout the world and even within countries; thus, the use of the plural, 

knowledges and epistemologies. 
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understood and experienced in Indigenous communities—something that is easily misconstrued 

by non-indigenous researchers. Additionally (Zavala, 2013), suggests that decolonial research 

places Indigenous perspectives and interests as the marker through which research is evaluated 

and practiced. As a result, I may have access to personal conversations and knowledge that is 

considered sacred (Tuck & Yang, 2014a). I must not compromise this privilege. Therefore, to be 

accountable to the community and the participants in this study, I may not report certain 

sensitive information about Indigenous knowledge or participant experiences (Tuck & Yang, 

2014a; 2014b). 

Setting the scene: Beginning the narrative research. The following sections describe 

the methods used to elicit five Indigenous nurses’ narratives within this interpretive, narrative 

study.  

Inclusion & exclusion criteria. This study includes nurses currently employed at the 

Little River First Nations Community Wellness Centre. Inclusion criteria included: Indigenous 

female or male nurses32 who are of First Nations, Métis or Inuit heritage. The designation of 

nurse in this study is defined as a Licenced Practical Nurse (LPN); Registered Nurse (RN); or 

Registered Psychiatric Nurse (RPN). Nursing staff that did not identify as Indigenous were 

excluded from the study. 

Prior to seeking out the nurse-participants, I needed to secure Elder guidance from the 

community and the research committee. As a result, in early October 2012 I began the quest for 

an Elder who could provide advice and guidance throughout this study. As I adopted a 

decolonized framework to guide this study, I was mindful that Elder guidance offered a 

                                                      
32 Professional designations are determined by the provincial licensing organizations.  
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necessary opportunity to ensure this research respected traditional protocol. Mindfulness is 

literally translated as “the way of the elders.”33 I approached and asked Elder Jim34, an Elder at 

First Nations University of Canada, to participate as a committee member. Elder Jim was a 

resident of Little River and, therefore, could also provide research guidance in the community. I 

felt that because of this, I had not only found an ally and a confidant in this research journey, but 

I also gained authenticity in negotiating entry into the community. 

After our initial discussion, I offered Elder Jim tobacco and we agreed to initially meet 

every two weeks to discuss the project, enlist new ideas on how to engage the community and to 

work through the “ethical spaces”35 of working in an Indigenous setting. By early summer I had 

begun to hear rumors of his illness and that he had decided to spend his time dedicated to his 

spiritual and traditional healing. I did not see him again… 

                                                      
33 The literal translation of mindfulness practice within Theravada Buddhism means “the 

way of the elders” retrieved from http://forestsangha.org/history/ 

34 Pseudonym  

35 Although Roger Poole (1972) coined the term ethical space in his book Towards Deep 

Subjectivity to identify abstract spaces that frames an area of encounter and interaction of two 

entities with different intentions, the intent of this section is to examine the space between the 

Indigenous and Western worlds. The concept of different cultures and worldviews, provides the 

schism of understanding that contributes to the tension riddled enterprise of cross cultural 

research involving Indigenous people. See Ermine, W., Sinclair, R., and Jeffery (2004) The 

Ethics of Research Involving Indigenous Peoples: discuss the overlapping ethical spaces as non-

Indigenous and Indigenous people. 

http://forestsangha.org/history/


INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

115 

I look back on my field notes at this time and am conflicted with losing a friend, and 

selfishly think about the stories I had also lost, that I would never hear. The stories he shared 

were not only stories of caring…they were stories of relationship, and of finding newness in each 

day. The conversations were framed differently than his guidance stories. Thus far, the only 

analysis I had done was the written reflections on my experiences of being in the field, 

reflections on the literature, and my own thoughts about the process. I had not thought about the 

many ways he told a story…through language, through action. Everything suddenly looked 

different. At first, I did not understand exactly what it was that was so different. He shared 

experiences of his life as a young constable in the RCMP and how he had lost his daughter in 

the line of duty. But his voice had a specific quality that I had not heard before. The way he 

spoke made his daughter come alive. His voice was full of pride and love and his dialogue was 

breathtaking. A few months later he had died...  

The University struggled to acknowledge the completion of this stage of his journey…his 

way of caring for his culture, his family and his responsibility to his community. I wondered if he 

knew how he had affected people…I wondered if he knew how much his community responded to 

him, or how his life in this First Nations community created hope and promise…I wondered if he 

knew how he changed my way of being…I can still hear his voice in my head. “The timing of 

death, like the ending of a story, gives a changed meaning to what preceded it” (Bateson, n.d.). 

(Self-reflection, March 2013) 

Setting, negotiating entry, and finding guidance. The setting in this study was a rural, 

First Nations community willing to support this research by giving me permission to be on the 

land and come into the community health centre where this research would unfold. Initially, five 

First Nations communities, all of which provided their own health services were identified. 
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However, as the community of Little River provided an early response and approval to proceed 

with this project, I concentrated building my initial relationships in this community.  

In January 2013, I began the process of introducing myself to the people of Little River 

by speaking to the manager of health services about the potential project. I provided him with 

copies of the research plan (Appendix A); the Information Letter (Appendix B) and Consent to 

be Contacted Form (Appendix C). 

Sample size. The determination of sample size in a qualitative inquiry is based on 

different criteria than a quantitative study. The goal of qualitative research is not to obtain 

statistical significance and findings but instead to view the specific and local, as the stories of 

individuals often “disrupt or run counter to the larger ‘taken for granted’ dominant narratives” 

(Lewis & Adeney, 2014, p. 163). However knowledge synthesis is relevant when considering 

comparing results of small qualitative studies.  

Additionally, as the sample size in qualitative research is typically small (Patton, 1980; 

2002; Polkinghorne, 2005), the results are often thick, rich descriptions of experience (Dworin, 

2012; Sandelowski, 1995). Throughout this process, clarity in scope is sought through the 

analysis, as it was “better to see small and to understand a piece of the puzzle and then later fit 

the puzzle into a larger picture” (Lewis & Adeney, 2014, p. 167).    

Polkinghorne (2007b) also identifies two modes of narrative analysis: paradigmatic and 

narrative. Paradigmatic analysis of narratives enables a larger sample to be considered (n =12-

18) and results in a movement from individual stories to common themes to produce general 

concepts. The second mode, narrative analysis, consists of presenting case studies of individual 

narratives. Hence, a sample size of 3-6 participants is appropriate. This type of analysis is 

produced within a commentary of differences, similarities and knowledge gained from each case 
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(McCance, McKenna & Boore, 2001). I recognized at the beginning of the inquiry that I wanted 

to employ narrative analysis to the data. Therefore, a sample size of 4-6 nurses was chosen as an 

appropriate sample in the research process. Interpretive and narrative studies, such as in this 

project, characteristically involve a wealth of data from each participant, requiring a smaller 

participant sample (Morse, 2000).   

Participants. Five Indigenous nurses from the Little River First Nations Wellness Centre 

participated in this study. As Morse (2000) notes, sample size decisions in qualitative research 

require consideration of a number of factors including the scope and nature of the study, research 

design, methods and “shadow data” (p. 3). This study focuses on gaining an in-depth 

understanding of Indigenous nurses’ pre-professional experiences of care and requires a smaller 

number of participants. A further consideration of determining sample size relates to the depth 

and breadth of collected data (Morse, 2000). In this study, the intention was to include two 

individual interviews per participant, five to seven talking circles, and the use of 

journals/reflections, which could result in a richer understanding of the phenomenon of care 

(Polkinghorne, 2007b).  

Privacy and confidentiality. As with the informed consent, clear descriptions of the 

purpose of the study and what would be expected of the participant were included. Participants 

were also informed of all data collection methods (individual and talking circles) including 

recording equipment, and the possibility of using reflective journals. I included a detailed 

description of why this study is important along with the expectations for participation 

(Information Letter: Appendix B, and Consent to be Contacted: Appendix C). Given the 

personal nature of sharing one’s life stories, events and experiences in narrative research, a 

significant emphasis is placed on establishing a trusting relationship that insured privacy and 
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confidentiality36. To ensure this, participants were given an opportunity to choose a pseudonym 

to ensure anonymity.  All references within the documents, including data, audio-files, 

transcripts, publications and presentations, were coded with their pseudonym to protect their 

identity. The participants’ real names only appeared on the consent form and on the master list 

of participants with corresponding pseudonyms. The identifying items were kept separate from 

all other information and data. All data was placed on a jump drive and kept in a locked filing 

cabinet. Password entry was maintained on computers containing research data.  

Ethics criteria and approval processes. The process of attaining informed consent in this 

study was based on the Tri-Council Policy Statement: Ethical Conduct for Research Involving 

Humans (Canadian Institutes of Health Research, Natural Sciences and Engineering Research 

Council of Canada, & Social Sciences and Humanities Research Council of Canada, 1998); the 

University of Regina’s Research Ethics Board (Approval received on April 8, 2013) and 

amended approval on March 04, 2014 to include verbal/written consent from two Elders who 

may participate in the study. The Policy on the Ethical Conduct of Research Involving 

Indigenous People was followed and incorporated into the principles of ownership, control, 

access and possession (OCAP) that incorporated Indigenous rights for genuine self-

determination. The OCAP principles provide specific direction on how Indigenous people 

should be involved in the research process and how research should be conducted.  

Following a short presentation to the Chief and Council of Little River, approval was 

received on June 16, 2013 allowing me to make initial contact with the nurse-participants. The 

wellness center manager agreed to provide Appendix A (Research Plan); Appendix B 

(Information Letter); and Appendix C (Consent to be Contacted) to the nurses at the health 

                                                      
36 A confidentiality agreement was maintained with the transcriptions services.  
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center. Only nurses who signed and returned Appendix C were contacted and provided a full 

explanation of the study including its purpose, methods of data collection, expectations of the 

participants, voluntary nature, benefits, risks and assurances of privacy and confidentiality. An 

initial meeting was arranged on June 20, 2013 to speak to the nurses about the research project 

and to answer any questions they may have.  

Participants were given the opportunity to seek clarification and ask questions and were 

assured that they may decline participation, or withdraw, at any time without negatively 

impacting the research. After receiving verbal consent, I reviewed the written Consent to 

Participate Form (Appendix D) and obtained written consent from persons interested in 

participating. Each participant was provided with a copy of Appendix D and they were provided 

with necessary contact information in the event that they had any questions or concerns. 

Through this process, five nurses who met the inclusion criteria and who agreed to participate 

were recruited.  

All participants were recruited from the Little River First Nations Community Wellness 

Centre, and were initially interviewed using a talking circle format. This process encouraged 

general discussions on the research process as a whole and to develop rapport with the 

participants. Five to seven additional talking circles were later developed over the next two-three 

years to achieve deeper and richer data into the phenomena and plot the participant’s story. Each 

participant was provided a copy of his or her transcript prior to the next meeting. In this way, 

they had the opportunity to validate and expand on their conversations.  

Following the initial group interview, and the first two talking circles, two individual 

interviews were scheduled with each participant. Between the first and second talking circles, 

the participants were invited to keep a journal of any additional thoughts or aspects of their 
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career choice experiences they wished to share, however, this proved to be a challenge as the 

nurses collectively decided they preferred to speak to their experiences directly instead of 

documenting or keeping a journal. This arrangement provided additional insights into the work 

and experiences of Indigenous nurses, as they preferred to have direct conversations with me 

during the research process. This process also complemented the role of oral traditions in this 

study and furthered the intimate nature of our conversations.  

Following the individual conversations with each participant, I returned to the talking 

circle format and scheduled five additional group discussions. At the request of the participants, 

some of the talking circles took place at Little River, and some were scheduled away from the 

Wellness Centre. Food and refreshments were provided when the talking circles were scheduled 

during lunch. This proved to be beneficial as this was a time when the participants could share in 

the discussions without disrupting their nursing schedule and commitments in the community. 

Elder guidance. In March 2013, Elder Jean37 consented to advise me on my PhD 

committee. I had offered her tobacco prior to the start of our relationship and, consequently, each 

time we met. Although she had accompanied me to the research site of this study, I knew I also 

needed an Elder from the community to provide guidance in this process and to honor and 

respect the community protocol and authority.  

I discussed the possibility of talking to an Elder from Little River with the nurse-

participants and in October 2013 I was introduced to Elder Louisa.38 I offered her tobacco and a 

gift. After spending time discussing the project, I asked if she would consider working with me 

                                                      
37 Pseudonym 

38 Pseudonym 
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to guide the research and relationships at Little River. I listened to her enthusiastic stories about 

how her life had taken her to this place; at this particular time and the promise she saw in her 

community. As Elder Louisa and Elder Jean verbally offered their stories to be included in this 

study, I felt it necessary to embrace their narratives in this research as they provided a 

framework to better understand Indigenous knowledge and worldviews. To accommodate this 

process, I resubmitted the Research Ethics application to include Elder consent to participate in 

the study (March 2014). I obtained their written consent to participate prior to recording the 

Elder’s narratives in either individual or talking circle format (revised Appendix D). 

The Data Collection Process 

The choice to conduct group and individual interviews is congruent with narrative 

methodology (Polkinghorne, 2007b). Data collection consisted of face-to-face interviews, 

talking circles and field notes. Following recruitment, and informed consent, the participant 

agreed upon a mutually convenient time and place for the initial interview to explain and verify 

the intent of the study. A demographic profile was completed with each participant at the 

beginning of the interview. As the participants asked to have all identifying information 

removed, this form was not used as part of the research data. Instead, with the participant’s 

permission, the form was used to guide the research and provide a range of demographic 

information to give readers a sense of each participant’s context and temporality of his or her 

experiences. The participants were given the opportunity to verify this process and data via 

member checking.  

The narrative interview. Within narrative research the most basic source for narrative 

configuration is the interview (Polkinghorne, 1988; Lewis & Adeney, 2014). Interviews provide 

a format for the participants and me to organize the temporal experience into meaningful wholes 
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that “use the narrative form as a pattern for uniting the events of their lives into unfolding 

themes” (Polkinghorne, 1988, p.163).  

Throughout this process, I became aware of the need to attend to the verbal and 

behavioral cues of each participant. To do this, each participant was provided time and pause to 

complete answers, uninterrupted, which enhanced the likelihood they could connect meaning to 

the stories they told (McCance, McKenna, & Boore, 2001). The researcher is also an active 

participant in the interview process and must be mindful of the fact interpretive development is 

an active collaboration between the participant and researcher. Therefore, various methods were 

used from a hermeneutic perspective to foster meaningful engagement and bring me closer to the 

phenomenon being studied (Polkinghorne, 1988; 2005), to other stories that could reflect on 

“personal and social, temporal and spatial elements of experience” (Lindsay, 2006, p. 38). The 

creation of a caring relationship with each participant is essential in narrative research (Frid, 

Ohlen & Bergbom, 2000). Therefore, I constantly reflected on how to demonstrate acceptance 

and to be open and non-judgmental toward the participant and narrative process (Smythe, 

Ironside, Sims, Swenson, & Spence, 2008).  

I also reflected on the process of mindfulness, the feminist standpoint and new 

materialism that was previously discussed in Chapter Three, which enabled me to be constantly 

aware of how individual understanding and experiences of the world shape our relationship with 

it. This inquiry must also include a discourse that reflects a shift from agency to affect. Hence, 

the methods may need to be adapted to attend to the affective flow and the various emotional 

responses that may result from the conversations. The tools of interpretive research such as 

interviews, talking circles and other narrative accounts, which conventionally attend to human 

actions, experiences and reflection, must also be turned decisively to efforts that may disclose 
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the relations within assemblages39 and affective movements that occur between the relations 

(Fox & Alldred, 2015; Fox & Ward, 2008b; Juelskjaer, 2013; Renold & Mellor, 2013). 

As I engaged in a new materialist ontology, I interrupted “the mind-matter and culture-

nature divides of transcendental humanist thought” (van der Tuin & Dolphijn, 2010, p. 155), and 

questioned “social theory dualisms such as structure/agency, reason/emotion, human/non-

human, animate/inanimate and inside/outside” (Fox & Alldred, 2015, p. 399). This standpoint 

allowed for a better understanding of how the participant feels about a particular story or group 

of stories that represent a change of state or capacities which produce genuinely new ways of 

existence (Coleman & Ringrose, 2013; Masny, 2013; Renold & Ivinson, 2014). 

Interview process. I began with two initial talking circles with the research group. The 

second talking circle was conducted 4-6 weeks after the first interview. In total, six talking 

circles (one of which included the Elders) and two individual interviews with each participant, 

were conducted over two and a half years (see Tables 1 and 2). All interviews were audio-

recorded and transcribed verbatim by a professional confidential transcriptionist.  

The final talking circle took place with the nurse-participants at the end of the study 

(April 11, 2016). The purpose of this meeting was to discuss and consult on the findings and to 

make changes to the final results. I met with Elders Jean and Louisa in separate interviews and 

discussed the final results.  

 

                                                      
39 Fox & Alldred, 2015 (p. 400) suggest the research-assemblage is comprised of bodies, 

things and abstractions that become the focus of social inquiry, including the studied events, 

tools, models and precepts of research, and the researchers. 
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Table 1 
Talking Circle Schedule 

 Nurses 
 

Elders 
 

Nurses & Elders 
 

Total 
 

2013 2 0 0 2 
2014 2 1 1 4 
2015 1 0 0 1 
2016     1  

Final 
consultation 

     
 
Table 2 
Individual Interviews Occurring at Little River 

 Lillie Nancy Martha Francis Rose Elder 
Louisa 

Elder 
Jean 

2013 2 2 2 2 2 2 2 

 

The initial talking circle included guiding questions to ensure a consistent approach to 

the research. They were: 

1. Why did you choose to enter nursing? What were your expectations? If you were able to 
change anything regarding your experience(s), what would it be and why? 

2. Tell me a story about something/someone/an incident that has influenced how you care 
as a person/nurse. Why do you think that experience has stayed with you? 

3. How, if at all, do you feel culture has had any significance in your caring as a nurse? 
4. What do you think are the most important aspects of care in nursing while working on a 

First Nations community? 
 
Subsequent interviews were guided by information and concepts that emerged from 

previous participant interviews. The interview progressed according to the information and 

contexts of previous conversations and the insights assembled by the participants. The intention 

was not to restrict the conversations but to promote the participant’s storytelling. I paid attention 

to what the participant said and how they told their story, allowing for flexibility when selecting 

stories and responses.  
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Open-ended questions and prompts were used to invite the participants to share their 

experience of understanding care. As reflection on events and actions throughout one’s lifetime 

often requires pause and consideration (Polkinghorne, 1988; Riceour, 1992), the participants 

were invited to bring pictures that could be used as a way to explain their experiences of care 

and caring. These stories specified a particular time and place fostering additional meanings for 

their care experiences. 

Field notes. Narrative research is context-sensitive so I was attentive to the interview 

situation and to the characteristics of the interview environment. I relied heavily on field notes to 

trigger my memory for the geographical/material descriptions and nuances of the feelings and 

impressions of the community and the wellness centre. I looked specifically for non-verbal cues 

and gestures that could contribute to the storytelling and resulting narrative. As Polkinghorne 

(1983) acknowledges, “the realm of experience is not static…it is interactive with its 

environment…information from persons and nature (p.216). Interpretation was enhanced 

through this contextual understanding (Polkinghorne, 1983; 2005).  

Field notes are essential to understand the context of the interview texts (Lindseth & 

Norberg, 2004) and provide an additional perspective to the nonverbal communication that is 

essential for interpretation and understanding (Lindseth & Norberg, 2004). Field notes were 

maintained after each interview/talking circle, and after each community visit. They are included 

as data in the analysis.  

Ethical considerations. Ethical validation in interpretive narrative research requires 

researchers provide “practical, generative, possibly transformative and hopefully non-dogmatic 

answers” to research questions (Angen, 2000, p. 389). The ethical issues arising from narrative 

research are often complex. Asking individuals to tell their life stories and sharing them with a 
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larger audience carries several ethical considerations. Therefore, the following section describes 

the various considerations to maintain an ethical attitude and procedure in this study.   

The narrative relationship. Narrative research is also a relational journey and every 

aspect must consider the ethics of the relationship. First, the nature and focus of this research is 

described in clear, yet general, terms prior to the start of the study (See Appendix A: Research 

Plan). In addition to professional responsibilities, this inquiry is an intimate relationship between 

the participant and the researcher. Trust and rapport are essential in relationships where 

disclosure of personal experiences and memories occur (Polkinghorne, 2007b).  

Therefore I was constantly challenged to maintain balance between listening to the 

narrative and responding empathetically to any emotional experiences or cues expressed during 

our interview(s). As a result, I provided support to the participants, which include assurances 

that they may refuse to answer questions, share details of the experience or that they may 

discontinue the interview at any time without any consequence (see Appendix D: Consent to 

Participate–Individual Conversations and Talking Circles).  

I acknowledge the personal details of participants’ lives require attention to the language 

used and recognize they are experts of their own life experiences. By doing so, I respected the 

stories the participants chose to tell, to make sense of their world and express what they 

identified as important moments. Narratives are “socially constructed and constructing, 

reinterpreted and reinterpretable” (Andrews, Squire, & Tamboukou, 2008, p. 4). Riessman 

(2008) describes narratives as events which are perceived by the speaker as important and are 

selected, organized, connected, and evaluated as meaningful to a particular audience.  

Narrative co-construction of data. The narratives were co-constructed through the 

interaction between the participants and researcher and between the participants and narrative 
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environment (including the audience, story’s purpose, result of the telling of the story, and 

available cultural resources for storytelling), and are best understood within the context in which 

they are produced (Frank, 2010). Squire, Andrews and Tamboukou (2008) describe narratives as 

jointly told between the writer and reader, as well as between the speaker and listener. Therefore, 

the social patterns and functions, which rise out of the stories and through the relationships, are 

deemed to provide important factors in the role and interpretation of narratives. 

Through our developing relationship, the participants chose stories they felt were 

compatible with the objectives and thesis of this research. As the stories were organized and 

linked to the individuals’ worldviews long before they were shared, narratives provided form, 

structure, and significance to the lived world of each individual (Frank, 2010). Therefore, I was 

cognizant of the significance the participant’s ascribed to their stories and was constantly 

reminded the interpretation of their experiences are internal, subjective understandings of the 

meaning attributed to their experiences (Bamberg, 2012). 

The sequences of conversations, and the broader cultural perspectives of the society, 

were examined while considering narratives as a product of social interaction (Squire, Andrews, 

& Tamboukou, 2008). In telling stories, the participants were trying to make sense of the world 

and express important moments in life (Squire, Andrews, & Tamboukou, 2008). 

Within this framework, the focus is on the subjective experience of an individual (as a 

social actor) and is the basis for understanding and studying society, or systems within society, 

such as community nursing. Nurses interact socially with patients, other nurses and within the 

community and the environment within which they work. They interpret actions of others and, as 

a result, they adjust their reactions and behaviour. By actively engaging with others to perform 

their work, nurses in this study construct their social world, creating their own social reality, and 
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conceptualizing their worlds as “symbolic, communicated and subjective” (Blumer & Kuhn, 

1991, p. 391). 

Culture and narrative construction. Narratives are influenced by, and also influence, an 

individual’s culture. Frank (2010) suggests the resources with which individuals use to tell their 

stories – in relation to the content, climax, and resolution – are directly related to their social 

location. The community in which the nurses live and work, as well as the larger social context 

within which they interact with others, also influences the stories told in this study. Creating 

narratives, as well as attending to context, is an active and constructive process—one that 

depends on personal and cultural resources (Gatto, & Mattingly, 2000).  

Culture influences the believability of stories, as well as the choice of stories used to 

establish membership and influence in the world. Frank (2010) highlights the importance of 

cultural influence in shaping stories by suggesting culture informs the narrative templates upon 

which stories are constructed. Similarly, Bamberg (2011) highlights the role of narratives when 

passing along and handing down culturally shared values. In doing so, Indigenous nurses are 

able to position their own values and actions in accordance with the accepted and shared 

processes of the culture in which they live and have lived.  

Indigenous understandings value the balance of the physical, emotional, mental, and 

spiritual well-being of an individual and his or her interconnectivity to family, community, and 

land. The concept of oneness contrasts sharply with the mainstream biomedical model of health 

and wellness (Vukic, Gregory, Martin-Misener, & Etowa, 2011). Therefore, I continually re-

focused on the cultural and local-historical affects that may be detected in this fieldwork/study. 

This required a wider focus and deeper recognition of how identity and caring notions emerge 

through ongoing practices entangled within place, history and landscape. 
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Chapter Summary 

This chapter examined the processes in which the storyteller (participant) and listener 

(researcher) co-constructed the narratives of individual experiences of care. By paying particular 

attention to the cultural and community protocols and by situating this research within an 

Indigenous community, I was better able to understand how relationships were formed and 

developed under specific conditions. The processes of gaining entry, establishing rapport and 

adhering to cultural and research protocols, were necessary to the ethics and credibility of this 

study. Although I understood there are varying approaches to qualitative research, I knew I 

needed to include my decolonized standpoint (Moreton-Robinson & Walter, 2009) as a way to 

honor and respect the protocols within Indigenous communities and to foster an understanding 

of how history can shape the phenomena under study. 

Therefore, returning to Chapter One, I considered an Indigenous worldview as a primary 

component to this process. In the following chapters, I demonstrate how the process of research 

is also embedded in the relationship with the environment, community and the particular 

historical reality that impact knowledge production (McKenzie & Morrisette, 2003). In Chapter 

Five, I describe dialogic/performative analysis, which opens discursive spaces to interpret the 

meanings emerging from the narratives. This process illuminates the important caveat of “re-

writing and re-righting the position of Indigenous people” in society (Smith, 2012, p. 29). 

Throughout Chapters Six, Seven and Eight, I pay particular attention to the ways in which the 

stories are constructed, how they are anchored to Indigenous worldviews (Tuck & Yang, 2012) 

and the role that I played in storytelling conversations.  
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CHAPTER FIVE 

DATA ANALYSIS 

All the world's a stage, 
And all the men and women merely players; 

They have their exits and their entrances, 
And one man in his time plays many parts. 

 
(As You Like It- William Shakespeare) 

The Researcher’s Position 

The definition of a narrative and how to examine it has been a matter of debate (Chase, 

2011; Frank, 1998; Polkinghorne, 1998; Riessman, 2002). People tell stories, and researchers 

determine ways of structuring stories. Recognizing that people interpret their lives according to 

various cultural narratives available to them, narrative analysts focus the telling of stories and 

the story’s underlying assumptions (Bell, 2002). That is, a story about someone’s subjective or 

private experience is often interpreted with reference to larger socio-cultural dynamics and 

discourses. Life experiences within society are complex and contradictory, and 

dialogic/performative narrative analysis is well suited to expressing the social and historical 

complexity and contradiction. 

In this narrative analysis, I place emphasis on the interactive, collaborative and 

communicative components of narrative methods produced by the teller and listener, providing a 

more detailed description of a story (Andrews, Squire, & Tamboukou, 2013). I discovered there 

is a more in-depth means of grasping the meaning of the stories when considering the teller, 

listener and reader’s perspectives and discourse as well. This “means that the way a person 

thinks, the very categories and concepts that provide a framework of meaning for them are 

provided by the language that they use. Language therefore is a necessary pre-condition for 

thought, as we know it”. (Burr, 2003, p. 8) 



INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

131 

Much of the effort in writing this thesis was made to grasp the participants’ point of 

view, to understand the “human complexities displayed in even the most humble performances, 

surrendering to the centripetal pulls of culture, to get close to the face of humanity where life is 

lived” (Conquergood, 2003, p.398). Just having a sense of benevolence and compassion for 

understanding how care is comprehended was not adequate when searching for a way to explore 

cultural and social experiences of Indigenous nurses. Instead, I opted for a humanistic 

understanding of how to bring “the enormously distant enormously close without becoming any 

less far away” (Geertz, 1983, p. 48).  

To do this, I began to question my subjective interpretation of how to conduct this 

research and how the imposition of the subject-object relation of power in research influences 

the relationship between Indigenous and western people. How does my White-settler position 

influence how I view and interpret the stories? How might the audience understand my 

positioning to unsettle…to disturb? I am reminded that colonialism for the most part, remains 

uncontested and even when there are intentions to decolonize research there are no real 

“fundamental shifts in power imbalances between Indigenous and non-Indigenous peoples or the 

systems within which we operate” (De Leeuw, Greenwood, & Lindsay, 2013, p. 386). This 

realization brought me closer to an analytical view that could challenge and critically examine 

the structural reasons for oppression and the possibility of social change (Baum, MacDougall & 

Smith, 2006).  

Concentrating on Riessman’s (2008), dialogic/performative narrative analysis, I viewed 

narratives as dialogically and interpretively produced and performed. As a result, the focus in 

this chapter brings forth understandings that are not a static process of examining individual 

stories in isolation but explore how the audience/listener/reader may also play a role in shaping 
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the narratives (Andrews, Squire, & Tamboukou, 2013; Lewis & Adeney. 2014). By drawing 

particular attention to the forces that maintain, sustain and encourage uneven relations of power 

in research, I provide the rational for the interpretive process that determines the position in this 

inquiry to be that of a storyteller (Smith & Sparks, 2008a). In this way “stories speak for 

themselves” and “theory is an implicit, rather than an explicit feature of the story” (Dowling, 

2012, p. 50). Through this process I “move away from abstract theorizing and explaining toward 

the goal of evocation, intimate involvement and embodied participation with stories” (Smith & 

Sparks, 2008a, p. 21).  

To situate narrative construction within the social dynamics and contexts, it was 

important that I found an analytical strategy to assess the narratives as a window into the 

subjective or private aspects of the nurse’s experience and as a way to explore narrative as 

communicative acts (Atkinson, 1997; Duranti, 1986; Edwards, 1997a, 1997b; Gubrium & 

Holstein, 2009; Riessman, 2008). Gubrium and Hostein (2009) suggest “stories aren’t simply 

conveyed, but they are given shape in the course of social interaction” (p. 16) and, therefore, are 

based within shared socio-cultural resources and practices. I must hear the nurses’ stories from 

their own perspectives. In doing so, I reflect on the work of Denzin’s (2001) description of the 

inter-related process of this research typology:  

As researchers we belong to a moral community. Doing interviews is a privilege 

granted us, not a right that we have. Interviews are things that belong to us. 

Interviews are part of the dialogic conversation that connects all of us to this 

larger moral community. Interviews arise out of performance events. They 

transform information into shared experience. This reflexive project presumes 

that words and language have a material presence in the world; that words have 
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effects on people. Words matter. (p. 23) 

The interpretive process of the analysis. Central to dialogic/performative analysis is 

the ongoing relational and shared interpretive process (Frid, Ohlen & Bergbom, 2000). Since 

January 2013, I visited and participated in the community, providing assistance when asked. 

Through this ongoing relationship, I became familiar with the community, participants and staff 

at the wellness centre, by participating in various community events such as: the grade five 

gardening project at the Community Centre; the Harvest Ball (October community supper); and 

planting projects at Little River. Outside of the community, I continued to participate in pipe 

ceremonies, sweats, smudges and feasts, all of which provided an ongoing deeper relationship 

with the Elders and furthered my understanding of Indigenous worldviews. The endeavours 

contributed to how the narratives in this study were told, dreamed and performed as they 

provided opportunities to engage in relationships that could foster a deeper, richer understanding 

of respect and caring.  

The evolution of narrative analysis has expanded beyond focussing on the content, 

organization, and central themes of a story (Bamberg, 2012; Holstein & Gubrium, 2012), toward 

emphasising the interaction between individuals, and the social roles of stories (Riessman, 

2008a), as well as how narratives are performed between people for interactive purposes 

(Bamberg, 2011). I also understood the stories may be told to persuade or influence my 

perception of the story. I knew that once the oral communication was transcribed as written text, 

the reader may have difficulty deciphering the meaning (Feldman, Skoldberg, Brown & Horner, 

2014). 

Riessman’s Dialogic/Performative Narrative Analysis 

For this reason, I turned to Riessman’s (2008) dialogic/performative analysis that 
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includes Goffman’s (1959) dramaturgical and Bakhtin’s (1985; 1986; 2004) dialogic. According 

to Riessman (2008), this analysis is flexible enough to be implemented in several ways and is 

congruent with Donald Polkinghorne and Paul Ricoeur’s narrative analysis, and with my 

philosophical foundation of social constructionism, Indigenous worldviews and knowledge.  

This typology provided the means to recognize how people interpret their lives according 

to the cultural narratives available to them, and focus on the telling of stories and the story’s 

underlying assumptions (Bell, 2002). This is not a technique that simply melds the two analytical 

methods (Goffman and Bakhtin) but instead addresses questions of what was said (the content of 

the story) and how it was said (the presentation of the story). Additionally, the 

dialogic/performative method explores to whom the discourse is directed, for what purpose and 

why particular stories are narrated.  

Riessman argues a narrative analysis does “not fracture the biographical account into 

thematic categories as…coding would do, but interprets it as a whole” (2008, p. 57). I keep the 

story intact by understanding and interpreting each case, focussing on conceptual revelations of 

the story’s content, and utilizing how the parts are put together to examine the linguistic features 

of the story itself. Therefore, I stay true to Polkinghorne’s (1995) narrative analysis that argues 

the individual parts of the narrative cannot be separated from the meaning of the whole. I also 

knew that dialogic/performative analysis could provide rich, meaningful linkages that reflect the 

depth, texture and complexity of each participant’s experience contributing to their narrative 

whole.  

From the position of a listener and researcher, I may also provide insights into stories, 

drama, and theatrical accounts of history, “that deals in human or human-like intentions and 

actions and the vicissitudes and consequences that mark their course” (Chang, 2015, para. 1). 
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That is, I needed to be mindful that I also played a role in the interpretation of a story by 

referencing it to larger socio-cultural dynamics and discourses (Burman, 2004; Frank, 1998; 

Parker, 2003). As such, the dialogic/performative approach highlights how a “story is being told 

to particular people” (Riessman, 1993, p. 11), and that it may take a different form if someone 

else were the listener. Therefore, the narrative beginnings in Chapter One were necessary to 

position myself within the research and reflect on my role in the co-construction of the narratives 

within this study.  

Riessman (2008) acknowledges the role of context in narrative, noting that an 

interactively (dialogically) produced narrative requires a “close reading of contexts including the 

influence of investigator, setting, social circumstances on the production and interpretation of 

narrative” (p.105). This close reading is necessary to answer questions such as: who is the 

audience/listener, what is the purpose and, why tell this story now? The questions enhance the 

analysis that examines concepts—what is spoken and configuration—how it is said.  

Langellier (1999) states, “from a pragmatic perspective, personal narrative performance 

is radically contextualized: first, in the voice and body of the narrator; second…in conversation 

with empirically present listeners; and, third in dialogue with absent or ghostly audiences” (p. 

127). Narratives are fertile ground particularly for those who have or are experiencing 

asymmetrical relations of power and legacies of discrimination that link the past and the 

exploration of new identity formations and possible worlds through their imagination (Early & 

Norton, 2012). This understanding of context along with the social, historical, political and other 

perspectives are at the center of this analysis.  

For example, the specific research criteria in this narrative focuses on the construction of 

care and identity in nursing—exploring the individual and a collective understanding of how the 
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particular experiences shape caring in nursing practice. In this way, I am able to explore the 

complex dynamic and relational aspects associated with how a caring identity is developed at an 

individual and group level, and how the process influences how care is practiced as nurses. 

Additionally, as the data collection is a relatively lengthy process, the contextual issues 

embedded in the relationship between the participant and I provided the foundation where the 

complex stories may emerge.  

To do this, Riessman (2008) explains it is necessary to understand two major principles 

of dialogic/performative analysis. First, the voice of the researcher and their subjectivity is heard 

in the analysis “investigators carry their identities with them like tortoise shells into the research 

setting, reflexively interrogating their influences on the production and interpretation of narrative 

data” (p.139). In this way, there is a conscious and intentional “struggle over meanings” 

(Langellier, 2001, p. 151) where I constantly question my standpoint and reflect on my 

assumptions. Riessman (2008) suggests these are “constructed in shows that persuade” (p. 106).  

Secondly, the context of the interview is a significant component within the analysis of 

data “meaning in the dialogic approach does not reside in a speaker’s narrative, but in the 

dialogue between speaker and listener(s), investigator and transcript, and text and reader” 

(Riessman, 2008, p. 139). In this way, listeners and readers are also co-narrators, where listeners 

and readers also construct their own meaning of the narrative and their possible effect on the 

performance. Therefore, I must consider the broader context of society, history, politics, 

education and various other circumstances that may influence how the story is told and the 

meaning embodied in the interview.  

Riessman (2008) incorporates the seminal work of Mikhail Bakhtin (1985) and Erving 

Goffman (1959). Bakhtin’s influence is fundamental to understand how language shapes the 
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development of narratives and Goffman’s work impacts how identity and social interaction 

mingle to interpret the narratives. Therefore, I am able to include concepts embedded in the 

dialogic (vocal reflections, mimic, and pauses) and elements of the performative (gestures and 

posture). However, due to the somewhat sweeping perspective of dialogic/performative analysis, 

this study is able to focus on exploring the specific contextual issues of the social, historical, and 

gendered phenomena of care that are particular to the Indigenous nurse’s lived experience.  

Goffman’s dramaturgical metaphor. Erving Goffman’s (1959) The Presentation of 

Self in Everyday Life, details peoples’ social interactions that are examined through the features 

of identity development and group relations. Goffman’s work has been applied to nursing and 

health practice including work performed in operating rooms (Riley & Masnias, 2003; Tanner & 

Timmons, 2000), anesthesia (Hindmarsch & Pilnick, 2002), Intensive Care Units (Rodriquez, 

2015), psychiatry  (Hancock & Gardner, 2015), anti-psychiatry (Grob, 2011), nursing and 

medical student experiences (Fixsen & Ridge, 2012) and patient teaching (Fixsen, Ridge, 

Kirkpatrick & Foot, 2015). In the studies, Goffman’s metaphor of life as theater demonstrates a 

way to explain more abstract and intangible concepts, experiences or situations that would 

otherwise be difficult to express.  

Goffman’s life as theater metaphor views all human interaction as a play, arguing the 

world is a stage (Kivisto & Pittman, 2013). His primary concern is with the particulars of daily 

life—the micro-level interactions between individuals, when collectively considered, comprise 

the human experience. As a result, the dramaturgical metaphor provides the process where 

meaning of language shifts, proliferates, and transfers from one kind of reality to another. Sarup 

(1993) argues it is important to understand how metaphor can structure thought and action, 

stressing that it can “…be productive of new insights and fresh illuminations.…” that 
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encapsulate and propose another way of looking at experiences…“through metaphor we can 

have an increased awareness of alternative possible worlds” (p.55).   

Goffman (1959) defines performance as “all the activity of an individual which occurs 

during a period marked by his continuous presences before a particular set of observers and 

which has some influence on the observers” (p. 22). However, performance is complex and 

comprises of the front or “expressive equipment of a standard kind intentionally or unwittingly 

employed by the individual during his performance” (p. 22) and the individual’s act within the 

performance. When performing we expect “observers to take seriously the impression that is 

fostered” (p. 17) even if the intention of the act is not authentic or sincere.  

A key feature is the potential the storyteller has to control the impression others have of 

them and that within every interaction is the shared and unified image of a collective and 

individual reality, which is available to us in the form of theater. Within the metaphor of the 

theater/story, the actors/participants attempt to convey to an audience (researcher/listener/reader) 

a particular impression of their world. In this way, nurse-participants convey messages through 

scripted dialogue, gestures, props, costumes, and so on, creating a reality for an audience. 

Performers play a specific role or construct a particular impression that identifies aspects of 

character, sociality and experience. Therefore, the storyteller and listener influence how the story 

unfolds as the performance always serves to maintain expressive control of the situation 

(Goffman, 1956; 1959). 

The self arises in the process of the performance. Goffman does not believe selves can 

be abstracted from their social situations and instead; the self arises in the process of 

performance. In this way, the unique conception of selfhood is crucial to this analysis. Goffman 

(1959) writes:  
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This self itself does not derive from its possessor, but from the whole scene of his 

action . . . this self is a product of a scene that comes off, and not a cause of it. 

The self, then, as a performed character, is not an organic thing that has specific 

location . . . [the individual and his body] merely provide the peg on which 

something of collaborative manufacture will be hung for a time. And the means 

for producing and maintaining selves do not reside inside the peg. (pp. 252–253) 

The team. The central unit of social analysis is not the individual but the concept of the 

team. In this way, the individual is not an autonomous agent but always in relationship with 

others; a social whole. The function of a team is “to sustain the definition of the overall situation 

that its performance fosters” (Goffman, 1959, p.141) and is responsible for the social 

construction of reality. Teams, then, are responsible for the creation of perceptions of reality in 

social settings. The crux of dramaturgical social theory is to understand how teams cooperate to 

foster particular but complex impressions of reality through a system of interactions similar to 

the presentation of a play (Kivisto & Pittman, 2013, p. 273). 

In such performances, team refers to “any set of individuals who co-operate in staging a 

single routine” (Goffman, 1959, p. 79), or a one-man team when other members are absent, 

where the “team itself may stage a performance for an audience that is not present in the flesh to 

witness the show” (p. 82). Team members have a special relationship with one another because 

they can let the audience in on any indiscretions and give away the performance at any time. For 

example, in nursing, the team must co-operate to keep up the performance so the audience does 

not discover any inconsistencies in the performance: 

A teammate is someone whose dramaturgical cooperation is dependent upon 

fostering a given definition of the situation: if such a person comes to be beyond 
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the pale of informal sanctions and insists on giving the show away or forcing it to 

take a particular turn, he is nonetheless part of the team. In fact, it is just because 

he is part of the team that he can cause this kind of trouble. (Goffman, 1959, p. 

83) 

Front–stage and back–stage of performances. Extrapolated from the theatrical model, 

the front-stage is the observable space, the setting in which explicit performances are constructed 

and displayed and where individuals play their parts. There are cues and patterns to the 

exchange, and an awareness that the performer is in the public eye. The back-stage is a more 

private area, where intimacy and familiarity see a relaxing of the strictures of performance 

(Pearson, 2009). 

Each front put forth by a performer can be further fragmented into a particular setting in 

which the performance takes place. The setting; the objects in the environment and front; the 

appearance and manner of the performer are essential concepts to Goffman’s performance. 

Appearance is the “physical characteristics and expressive instruments that give others clues 

about the performers’ social status” (Goffman, 1959, p. 24) while manner refers to the 

performers “role” in the situation. The challenge is to conceptualize these effects as the “the 

forms of social life they derive from can be pieced out and catalogued sociologically, allowing 

what is intrinsic to interactional life” (Goffman, 1983, p. 2-3). 

Framing. Goffman’s frames or mental schemes (necessary for the interpretation of a 

situation) are understood as a collective phenomenon. The frames permit nurses to create order 

by following certain social practices and, at the same time, construct individual identity. This 

process raises the question of how people learn to perform their parts. Goffman argues people 

learn to perform and produce their roles in real life, and “when we come to be able properly to 
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manage a real routine we are able to do this in part because of ‘anticipatory socialization,’ 

having already been schooled in the reality that is just coming to be real for us” (Goffman, 1959, 

72). 

Goffman reiterates the interactive and performative aspects of self-reconstruction but 

also provides ways of seeing the self as part of past disruptive or successful interaction and 

performances. In order for us to perform our parts, “we must be able to ‘manage’ our routines 

and behaviours, and these practices must be properly socialized into us in order for our social 

interactions to be considered normal” (Garner & Hancock, 2014, p. 431). The social practices 

frame the idea of what a nurse is, and as a consequence of that framing, the nurse understands 

their own identity and how to care for others in a socially acceptable way by “engaging in a 

social practice means to enact a situation through a frame to make use of the available stock of 

knowledge” (Rasche & Chia, 2009, p. 719). 

Additionally, emphasis is also on the physical aspects of the social practices based on 

objects, props, bodily movements and space within the nurse’s environment. Therefore, the locus 

of meaning production is also understood through the practices and actions that participants 

utilize to frame their understanding of their social and professional worlds. The frames represent 

the tacit, taken-for-granted knowledge and expectations about everyday interactions. 

Additionally, Goffman (1974) views frames as a combination of shared definitions and purpose, 

a premise or understanding from which people can take up actions together to “organizes more 

than meaning; it also organizes involvement. During any spate of activity, participants will 

ordinarily not only obtain a sense of what is going on but will also (in some degree) become 

spontaneously engrossed, caught up, enthralled” (p. 345). 
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Scripting and staging. Using a theatrical metaphor, concepts such as the front stage and 

backstage are re-conceptualized as exploring the drama, scripts and changes to understand the 

role of nurses (Riley & Manias, 2005). Goffman (1959) defined this as “any place that is 

bounded to some degree by barriers to perception” (p. 106) or context. For example, a theatre 

has a back stage and front stage and, therefore, there is a certain amount of control over who has 

access to the particular places. In nursing, the nurse’s station or office may be thought of as the 

back stage, a place for private conversations between health care team members. In contrast, the 

front stage is envisioned as the patient’s room, home, clinic or community where nurses perform 

their role. At the front stage individuals give the appearance that an activity maintains and 

embodies particular standards and competencies. Certain decorum and manners are accentuated 

in order to foster a normative understanding of the nursing role or identity. In comparison the, 

“[b]ack stage may be defined as a place, relative to a given performance, where the impression 

fostered by the performance is knowingly contradicted as a matter of course” (Goffman, 1969, p. 

114).  

Typically the back stage regions are separate from front regions by physical partitions 

blocking the line of sight from audiences. For example, much of what I observed was located on 

the front stage, but much of what I learned was performed in the back stage. In particular, I 

could only observe on the front stage, as I could not interfere with the performance. However, in 

the back stage situation the nurses were able to discuss or review pertinent issues relative to 

patient care, express feelings of frustration, or behave differently from their professional 

character.  

Performances may be disrupted by challenges (patients questions), revelations of private 

information (information that is protected and confidential), and staged talk (information given 
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about the nursing care itself). In this way, all actors/nurses and patients are brought into the 

performance, emphasising the nurse’s appearance and interactive manner is determined by the 

purpose of the situation. In this way, the individual develops identity as a function of interaction 

with others, through scripting and staging allowing for more specific definitions of identity to 

emerge. 

Applying the dramaturgical metaphor to nursing. Examining Indigenous nurses’ roles 

and identity through a dramaturgical metaphor has significant application to the analysis. For 

example, professional socialization of nursing experiences can be conceptualized as, auditioning 

(meeting and caring for family, taking medical history); wearing the appropriate costume (name 

tags, uniforms, sensible shoes) and utilizing props (stethoscopes, sphygmomanometer); stage 

fright (working with the community, presenting information; participating in Doctor’s rounds); 

dress rehearsal (clinical work, reading files and charts; assessing deficits); and, memorizing lines 

as nurses write reports and follow doctors recommendations. Therefore, the dramaturgical 

metaphor is useful as “professionalization can be fruitfully analyzed as a progression in which 

the neophyte is forced to give an even more convincing and correct performance in a role that 

has a specific honorific status” (Haas & Shaffir, 1982, p. 200). 

Additionally, the dramaturgical process—the telling, adapting, and performing of 

personal stories—as a method for accessing caring experiences of Indigenous nurses, also 

constructs complex identities. The evolving relationship between dominant and individual 

narratives provides the leverage for understanding how Indigenous nurses construct identities 

(Handcock & Gardner, 2015). In this sense, performances serve to express characteristics of the 

task (such as in nursing) and not the characteristics of the performer (the nurse) (Garner & 

Hancock, 2014). 
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The basic premise of dramaturgy is that "the meaning of people's doings is to be found in 

the manner in which they express themselves in interaction with similarly expressive others" 

(Brissett & Edgley, 1990, p. 2-3). Hence, meaning is the product of human interaction, and the 

defining quality of the social act. Dramaturgists also assert "human behaviour constitutes and is 

constituted by rhetoric; individuals are persuasive and influential in mobilizing the behaviour of 

other people" (Brissett & Edgley, 1990, p. 4). Thus, how nurses express themselves to, and in 

relation with, others to create meaning and influence, is the central focus of dramaturgy in this 

study. 

I am interested in dramaturgical processes whereby nurses construct their carer and 

caring identity, the interactive processes between their pre-professional and professional 

experiences of care that considers the particular contexts within their past and present 

relationships. Carer identification involves the process whereby an individual works with an 

audience to construct an identity as a carer (a nurse, a helper, a teacher and so on); caring 

identity is the process whereby nurses come to be identified—by themselves and others—as 

caring, kind and attentive. In this way, a carer is defined by what nurses do; and caring is 

defined by what and how nurses feel during an act of caring. Both processes involve the 

interactive and interpretive relationship with others. The net result of identification processes is 

the carer or caring "situated identity," which Schlenker (1985) defines as "a theory of self that is 

wittingly or unwittingly constructed in a particular social situation or relationship" (1985, p. 68). 

Therefore, the nurse’s situated dramaturgical process may be conceptualized as the 

operationalization of a caring identity at a specific time, within a particular situation and in 

relationship to others. 
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Bakhtin’s dialogic approach. The second theoretical underpinning of the 

dialogic/performance method is Mikhail Bakhtin’s schematic for understanding the human 

psyche consisting of three socially constructed components described as: “I-for-myself”; “I- for-

the-other” and; “other-for-me” and serves as a means to understand the development of identity 

(Emerson, 2006). Within the tripartite structure of Bakhtinian selfhood, the I for-myself    

examines how myself looks and feels to one’s own consciousness. This understanding of 

ourselves is thought to be an unreliable source of identity as “I cannot perceive myself, and 

hence the I-for-myself is constantly in a state of flux” (Nealon, 1998, p.41). Instead, identity is 

developed in the I-for-the-other relationship. In this relationship, identity is developed through 

by the way we are viewed by others. The other-for-me is defined as someone incorporating 

another person’s perceptions of them in their personal understanding of themselves and their 

identity. Bakhtin’s most persuasive argument for the structural necessity of otherness is 

expressed through this tripartite structure. 

Therefore, the development of individual identity does not occur in isolation but through 

interactions with others (Emerson, 2006). It is shaped and reshaped, such as the relationship 

between a parent and child, a nurse and patient, nurse and nurse and other person-to-person 

exchanges. The interactions can also include person-to-object exchanges. This relationship is 

further reflected in Mead’s40 (1938) seminal work on the emergence of the mind, self and 

society where individuals have the advantage of being able to consciously reflect on the 

                                                      
40 According to George Herbert Mead’s (1938) work, The Philosophy of the Act, the 

mediation of the self as an object is a necessary means of interaction between the person and 

environment, particularly if new objects are to arise in reflective experience. 
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conditions of an immediate experience through communication and role-taking as functional 

activities "in an experience within which individual and environment mutually determine each 

other, the unity of the environment and its constituent objects as well as that of the individual 

arises out of the activity of the individual" (p.374).  

For example, in this research relationship, the interviewer and participant co-construct 

the narrative. As the interviewer, I influence what is and is not said, what topics are addressed, 

what points require further explanation and so on (Salmon & Riessman, 2008). The meaning 

behind conditions of human experience are discovered through this social exchange and the 

application of linguistic symbols. As the development of individual identity occurs through the 

interactions and the symbols applied to them (Emerson, 2006), Bakhtin presents four complex 

ideas influencing the social interaction and development of identity. They are: dialogism, 

polyphonics, heteroglossia, and the unfinished self. 

Dialogism. Central to Bakhtin’s work is the concept of dialogism: the way languages 

interact. Vice (1997) suggests dialogism are a “ceaselessly shifting power relations between 

words, their sensitivity to each other, and the relativizing force of their historically motivated 

clashes and temporary resolutions” (p. 5). Bakhtin (1986) distinguishes between “two poles” in 

text, language as a system of signs and text as utterance. Each text presupposes a generally 

understood system of signs: a language.  

A word or utterance is the main unit of meaning and is formed through a speaker’s 

relationship to other people, words, and expressions and to a lived cultural world within a 

specific time and place. Words are embedded in history through a chain of ongoing cultural and 

political moments where speakers, listeners, writers and readers are engaged in a process of 

negotiation over the making of meaning. In other words, for a dialogue to be meaningful there 
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must be an exchange of ideas and positions where participants are open to the possibility the 

interaction within which they are engaged may shape and give meaning to their experience 

(Frank, 2005).  

Meaning making is inter-animated through mutual effects between the participant and 

researcher as “sites of struggle” (Frank, 2005, p. 971). Dialogism is closely linked to the idea 

that identity is constantly evolving: “One’s own discourse and one’s own voice, although born of 

another or dynamically stimulated by another, will sooner or later begin to liberate themselves 

from the authority of the other’s discourse” (Bakhtin, 1981, p. 348). 

Polyphonic. Polyphonic (many voices), a component of dialogism, suggests the speaker 

does not have the only voice but their words reflect the voices of past relationships and 

interactions (Ezzy, 2000). Riessman (2008) asserts “the author (speaker) does not have the only 

word that is the authority over meaning, that is dispersed and embedded” (p.107). Polyphonic 

narratives “explicitly contain a variety of different and often contradictory goals, values, 

temporal assumptions and attitudes” (Ezzy, 2000, p. 13). However, speakers do not necessarily 

suppress the narratives. Instead they embrace the contradictions and tensions expressed or 

revealed in the narrative.   

The concept of polyphony views communication with more than two participants 

allowing for the existence of several parallel discussion threads. Moreover, the “co-occurrence 

of several threads gives birth to inter-animation, phenomena polyphony, where several voices 

jointly play a coherent piece as a whole” (Dascalu, Trausan-Matu, & Dessus, 2013, p. 281). 

Emphasis is placed on the ability of the researcher to allow many voices to remain in play and 

for the characters to speak for themselves to enable the dialogic process to become an ongoing 

and deepening activity strengthening the individual’s personality. 
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Heteroglossia. Heteroglossia, or differentiated speech, highlights the tension that 

develops when language is used to exert control or to resist control (Vice, 1997). Interactions 

with one another are influenced by the historical, cultural and social context. The task explores 

the tension between voices without authority and the discourse by those exerting control. 

Bakhtin (1981) suggests the nature of struggles having an authoritative discourse depends on the 

relationship, arguing there are “various kinds and degrees of authority” (p. 345) within everyday 

life. Application of this concept to narratives of cultural and gendered notions of caring is 

particularly relevant, especially when reflecting on how gender (masculinity/femininity) identity 

is produced (Francis, 2010). As a result, Bakhtin (1981) maintains language is never neutral, but 

rather reflects and constructs power in relationships. 

Language in its very essence is heteroglossic and dialogic, saturated with reference to 

diverse ‘others’ (other subjects, the listener/reader, other texts/opinions, other language systems, 

etc). As Bakhtin (1981) insists: 

Thus at any given moment of its historical existence, language is heteroglot from 

top to bottom: it represents the co-existence of socio-ideological contradictions 

between the present and the past, between differing epochs of the past, between 

different socio-ideological groups in the present ... These ‘languages’ of 

heteroglossia intersect each other in a variety of ways, forming new socially 

typifying ‘languages’. (p. 291) 

Therefore, recognizing the ways in which gender identity is produced incorporates 

aspects of performance that are generally understood as masculine and feminine; it is important 

to understand how the productions of gender are performed within local, specific socio-

economic and professional (nursing) environments and how specific audiences play a role in 
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determining their production. In this way, understanding the “social spaces where cultures meet, 

clash and grapple with each other” (Pratt, 1999, p. 584) provides a space to comprehend how 

power is socially constructed Understanding power as relational adds to Bakhtin’s tensions in 

discourse, as the circles of contact are shaped by the inevitability of life, culture and history 

where power exists in various spaces and contexts. Thinking of power in this way provides 

possibilities to generate an understanding of how Indigenous nurses’ experiences of care have 

been shaped by the discourses. 

Unfinished self. Bakhtin contends the way others view an individual is seen differently 

from how we view ourselves. This creates opportunities for the individual to remain unfinished 

or incomplete and, therefore, we each have the capacity to change throughout the lifespan. The 

unfinished self depends on the perpetual openness to the possibility of becoming someone else 

(Frank, 2000). As a result, each person is unique and irreplaceable. However, the uniqueness is 

created by assigning meaning to tasks or existence, resulting in the production of identity. 

Although relationships are defined within a particular time and space, they are constantly 

changing and, as a consequence, an individual cannot be fully revealed or known in the world 

because of this constant change and the unfinalizability (Frank, 2000) of our existence. 

Applying dialogism to nursing. Although nurses have long recognized narrative as 

central to humanistic nursing practice, the theoretical considerations of dialogue have received 

less attention with respect to nursing knowledge development (Bowers & Moore, 1997; Racine 

2008). Furthermore, as research on nursing identity has become increasingly vital to 

understanding practice, understanding how language and communication produces knowledge 

are also areas that intersect with culture. The concepts of identity, dialogism, and unfinalizability 

may provide the tools to demonstrate openness to diversity and sustain the never-ending 
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possibilities of being in the world (Irving & Young, 2002) by respecting the nurses’ voices 

without essentializing the voices into cultural stereotypes (Emerson & Holquist, 1986). 

Regardless, nursing is a discursive practice. It is through this representation that meaning is 

produced through language (Hall, 1994, p. 28).  

Data Analysis Process 

 As I reviewed the participant’s narratives by listening to the audiotapes and re-reading 

the written transcripts, I saw opportunities to uncover the many common and singular issues 

within the analysis as: “this type of research involves direct, intimate and more or less 

disturbing encounters with the immediate details of contemporary life” (Geertz, 1968, p. 141). 

This realization brought the distant, the un-conformed concepts that brought me closer to the 

unusual that lay waiting to be told. 

Once I was confident that I had captured my study participants’ narratives on care and 

caring, I began to organize, analyze, and interpret my data. I began writing my findings and 

observations as I went along. I found that presenting the feelings and perceptions of the nurses 

could be difficult, especially when I was trying to constantly negotiate my place within Little 

River. How do I observe and record other people’s thoughts, feelings, and perceptions? This is 

not an easy task. (Self-reflection January, 2014) 

Utilizing Riessman’s dialogic/performative narrative analysis, I concentrated on the 

stories told by the nurses, the interpreted accounts developed by the nurse and myself, and the 

reader’s reconstruction of the narratives. I began to think of various stories the nurses told as 

scenes, acts and performances, and that I was the audience and a performer in the narratives. I 

heard how many voices, shaped by place, history, and time, were revealed in the midst of their 
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unfinished stories. The scenes addressed preexisting elements and highlighted current contextual 

experiences of life. 

Thus, as the analysis grew deeper, I re-created coding schemes described as scenes. This 

process helped categorize instances within the interviews with themes surrounding 

performances, contexts, feminist-feminine-masculine identity and how the contours fit within the 

wider narratives of care. In some scenes, I included the dialogic contexts of the discussion, 

particularly when there were multiple voices within the narrative. 

I simultaneously engaged in, and analyzed my own storytelling as I reconstructed the 

participants’ stories in this dissertation. I attempted to represent the participants’ perspectives 

while discussing the themes, similarities, and divergences in structure and content emerging 

from the narratives. The following steps detailed by Emden (1998) provide the process I took to 

analyse the narratives.  

Transcribing the interviews. To enhance recall of emotions expressed and context of 

the interview, a confidential transcriptionist transcribed the audio-taped interview within 14 days 

of collecting the data.   

Sensing the interview as a whole. Following transcription, I read through a transcript in 

its entirety to gain a sense of the story as a whole. I also read each transcript alongside field 

notes from each interview. Following the initial reading of the transcript, I re-read the transcript 

while listening to the audiotapes of each interview to ensure the transcripts and field notes 

accurately captured details, including “performances of desirable selves to preserve face” 

(Riessman, 2008, p. 106). During each transcript reading, I provided notations within transcripts 

to document noted non-verbal expressions and/or emotions, and capture my thoughts and 

feelings while listening to and reading the stories.  



INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

152 

Emden (1998) refers to the process as “combing” the data, whereby data is concentrated 

or crystallized in such a way that meanings are not lost. As Emden (1998) recommends, the core 

stories were taken back to the participants for comment. The initial core stories presented a more 

structured and context specific format that was different from the initial raw interview data. I 

found the nurse-participants were able to ask questions, elaborate and confirm my initial 

interpretation of their narratives. This particular pre-narrative and reflective process is the first 

stage in narrative structuring (mimesis-1) (Beiter, 2007).  

Narrative themes, plots and subplots. I examined the core story for initial thematic 

characterizations. The term “theme” within the context of narrative research represents an 

understanding or significance in the story (Smythe, Ironside, Sims, Swenson, & Spence, 2008). 

Within this step, I also identified preliminary plots, subplots, settings, tension points, and 

characters. Polkinghorne (1988) ascribes plot as "the logic or syntax of narrative discourse... a 

linguistic expression that produces meaning through temporal sequence and progression" (p. 60). 

After reading the interview texts several times, I removed some of the extraneous 

content, including some interview questions or words that distracted from the key ideas of each 

sentence, or group of sentences. However, I decided to keep some of the inquiring prompts, and 

questions in the dissertation to illuminate the emotional and contextual circumstances within the 

narrative that provide the vivid moments where the participant performs her identity of care. 

During this process, I returned to the full text several times to ensure all key ideas were retained. 

At this point, I began to identify fragments of constituent themes, subplots, and plots.  

Developing initial structural description of the narrative phenomenon with each 

participant interview. I used a visual mapping technique (Lapum, 2008) to highlight the 

structured underpinnings of each story including plot lines, characters, settings, and events; 



INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

153 

giving particular attention to the personal, social, and cultural aspects of the stories. As Emden 

(1998) describes, this process moves fragments of the story (subplots, characters, settings and 

events) to create one or several scenes or stories. This step, and the previous step, comprise the 

process of emplotment (mimesis-2). Through emplotment, I identified core stories in a way that 

weave together a complex series of scenes into a unified whole (Polkinghorne, 1988). The plot 

captures the importance of a story and is considered the heart of the story (Emden, 1998). 

Further develop and refine narrative structure, patterns of emplotment and structural 

descriptions. The very nature of narrative analysis and subsequent emplotment and configuration 

does not often enable the participant or researcher to know the essence of what may unfold. To 

address this, I reviewed and discussed the findings, interpretations and narrative configurations 

with participants in follow-up interviews. This practice provided two important processes in the 

research: First, reviewing and re-reviewing the resulting stories provided the participants 

opportunities to verify the interpretation; secondly, I felt it was critical to ensure this study and 

the processes involved within it were based on trust and respect within the relationship between 

the participant and myself.  

The final stage of narrative structure. The final steps in the analysis relate to the final 

stage of narrative structure, narrative reconfiguration (mimesis-3), which involved the reception 

and uptake of the textual interpretation produced through emplotment. This includes 

examination of the narrative descriptions between interviews, integration and synthesis. I 

identified similarities and exceptions across the participant stories. I integrated and synthesized 

statements into a narrative hermeneutic; a meaningful account of the participants’ stories, that 

reflected the process of narrative configuration, emplotment and reconfiguration. In this way, 

fragments of themes came together to create one coherent core story or series of core stories. 
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Throughout this process, I maintained a reflexive account to track my emerging ideas, analytic 

thoughts, questioning, and decision-making.  

Returning the core story to the participant. As Emden (1998) suggests, returning the 

core story to the participant for clarification and accuracy, asking: Does this fit? Does this ring 

true? Do you wish to delete any part? Although the participants had copies of the raw transcript 

data, I wanted to be open about the research process and my interpretation of their stories. As I 

knew the participants did not want any identifying information in the final dissertation, I used 

pseudonyms for all participants and removed identifying demographic data (such as age, 

education, location), and instead provided general descriptions and demographics.  

Rigor, validity and trustworthiness. Within an interpretive narrative approach, there is 

no correct or true understanding (Polkinghorne, 1983) as this study seeks subjective reality. The 

goal of interpretive research is not to lead to objective and permanent knowledge but 

interpretation using hermeneutic methods can provide normative understanding (Angen, 2000; 

Polkinghorne, 2007b). As Blumenfeld-Jones (1995) maintains, fidelity rather than truth is a 

better measure of narrative research, whereby truth is what actually happens in a story and 

fidelity is what it means to the storyteller.  

Storied evidence is not gathered to determine if an event actually happened but instead 

serves as a place to apply personal meaning (Polkinghorne, 2008). Validity does not equate to 

certainty within the interpretive process, it is viewed as having confidence in the findings 

(Angen, 2000). Polkinghorne (1988) argues validity of the interpretation does not rely on any 

one step but on the entire process to attain rigour by seeking clarification for what the storied 

text actually represents (Morse, Barrett, Myers, Olson & Spiers, 2002; Polkinghorne, 2007b).  
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Polkinghorne (2007b) suggests validity threats arise in narrative research when the 

storied description of experience does not reflect the meaning as experienced by the participants. 

Four sources of disjunction between the participants’ experienced meanings and resulting 

narratives include: 1) limits of language to capture the complexity of experience; 2) limitations 

of reflection and recall; 3) reluctance to fully share experiences due to social desirability; and 4) 

the inter-subjective nature of the narrative structure (Polkinghorne, 2007b). Each disjuncture or 

threat to validity is addressed through the following research processes. 

Limits of language, reflection, and recall. The importance of figurative expression and 

metaphors within narrative approaches are well recognized within narrative theory (McAdams, 

Josselson, & Lieblick, 2001; Bamberg 2006b; 2007; Bruner, 1997; Polkinghorne, 1988; Ricoeur, 

1984) and are used to construct meaning in big and small versions (Kupferberg, 2010). As the 

research progressed, the participant and I engaged in metaphorical scripts, such as on one 

occasion when a participant described her experience of being bullied: “we began to act out the 

experience, I saw the experience in my head, I saw the school and I saw students....and inside my 

head, I began to respond...” (Field text, May 2014). In response, the participants also engaged in 

metaphorical and figurative expressions, such as: “Knowing your patient, understanding them…I 

think is also a vital sign” (Transcript, January 27, 2015). The metaphors opened opportunities for 

a deeper understanding of the lived and performed experiences of nurses. 

Tthroughout the research process, I focused on revisiting the previous stories of each 

participant by discussing the words they used to describe their experiences. In this way, the 

participant could elaborate or minimize different contexts of the story they felt required 

validation. Also, returning to the stories with each conversation, provided a framework that fit 
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with the ontological and epistemological approach of a mindfulness honoring the relationship 

between the participant, the Elders and myself.  

The third threat, social desirability, is challenging to overcome in research, especially in 

research where participants are asked to reveal self-explorations of feelings and personal life 

experiences. In dialogic/performative analysis, Goffman (1959) asserts “individuals wish to 

control the impression others have of them” (p. 3). Their objective in controlling impressions by 

others may be to ensure a harmonious relationship, impress others, defraud others, confuse, 

insult or provide any other impression that may serve their purpose. Thus “regardless of the 

particular objective which the individual has in mind and of his motive for having this objective, 

it will be in his interests to control the conduct of others, especially their responsive treatment of 

him” (p. 3).  

Michael Toolan (1988) reminds me, whenever we share a story “it is a bid for power” 

(p.3) emphasising the powerful position the researcher holds due to the cultural differences 

between researcher and the participant. The person who holds power (i.e. the researcher) 

typically controls the conversations and determines what is not spoken. However Raheim et al., 

(2016) suggests that defining what knowledge should count in a researcher–researched 

relationship, is not necessarily the sole privilege of the researcher because participants bring 

their own agenda to the research situation. Additionally, concideration must also recognize the 

“researcher’s positionality, what it means to be an insider or outsider in a given study setting, 

and how the researcher's status is negotiated throughout the research processes” (Raheim et al., 

2016, p. 2). However because of the epistemological standpoint of qualitative research, the 

researcher attempts to minimize the distance and separateness within the researcher-participant 

relationships. This process prepared me for new and revealing changes in the study.  
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The idea that our conversations could lead to various changes in our understanding of the 

phenomena is also central to narrative. Returning to the concept that narratives are a sequence of 

events, I understood the importance of how one event could transform another. This 

understanding required constant awareness of the ethical responsibility that “experiences are not 

expressed as standalone entities, but are constructed as we negotiate through and around 

constantly shifting meanings” (Wang & Geale, 2015, p.196). 

Building trust then, between the participant and myself is essential for narrative research. 

I addressed this by visiting the community several times throughout the research process. The 

visits were informal, as I volunteered to assist in community activities or simply “hung out” at 

the wellness centre. Community members and the participants became familiar with who I was 

and my desire to work with the community. Multiple interviews and visits also provided an 

opportunity to build trust. In addition, I provided time between interviews as an opportunity for 

participants to reflect, further explore and deepen their responses. Having multiple interviews 

and providing a variety of opportunities for participants to express thoughts and feelings were 

additional strategies to enhance story sharing. Additionally, I focused on cognitive skills such as 

active listening and summarizing to support the participants’ reflection and thoughtfulness about 

the experience. 

Inter-subjective nature of the narrative structure. The final validation strategy 

addresses the issue that narrative texts are a creation of the interaction between researcher and 

participant. Interpretation in narrative analysis involves a fusion and “dialectic interaction 

between the expectations of the interpreter and the meanings in the text” (Polkinghorne, 2007b, 

p. 226). Being open to new possibilities is essential to this process. I assumed an open listening 

stance by attending to the unexpected, ensuring the participant’s voice was heard, and the text 
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reflected the expressed experienced meaning (Polkinghorne, 2007b). Polkinghorne (2007b) 

acknowledges that narrative researchers must attend to the validity of the narrative text 

interpretations once they are configured. This interpretive work is not just a summary but instead 

“draws out implications in the text for understanding other texts and for revealing the impact of 

the social and cultural setting on people’s lives” (p. 483).  

Narratives help nursing researchers understand patients, nurse–patient relationships or 

other nursing issues such as personal identity, life-course development and the narrators’ cultural 

and historical worlds. Narratives also help illuminate the intricacy of specific phenomena and the 

paradigms that shape peoples' experiences based on how they identify themselves (Chow, 

Pederson, Haworth-Brockman, & Bernier (2009). 

Given the inter-subjective nature of a hermeneutic and narrative approach, I need to be 

clear on how my subjectivity informs the interpretation and be able to unpack the participant’s 

experiences in such a way that all its implications become transparent. Therefore, the ethics of 

interpretation have to be carefully considered. Squire (2013) states this “kind of work rests on a 

phenomenological assumption that experience can, through stories become part of the 

consciousness” and aims for understanding through “a hermeneutic approach to analysing 

stories” (p. 48). Polkinghorne’s narrative analysis integrated other disciplines such as 

psychoanalytic, feminist, and cultural narrative theory that extended into realms of philosophy, 

education, and even the empirical sciences (Fludernick, 2005; Kim, 2016). Kearney (2002) 

conceptualizes this move toward hermeneutics as:  

Romantic idealists and existentialists often overstress the intentional role of the 

‘teller,’ structuralists the linguistic workings of the ‘story‘ itself, post-

structuralists the receptive role of the ‘reader’, and materialists and realists the 
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referential role of the ‘world’. But the most judicious approach, I would argue, is 

that of a critical hermeneutics which holds all four coordinates of the narrative 

process in balance. (p. 151). 

Reflexivity is an important tool and remains a critical issue with respect to the validity of 

findings (Etherington, 2004; Finlay, 2002). It involves more than simple reflection, it is the 

process of identifying the experiences and connections between the participant, the researcher 

and the phenomenon being explored (Finlay, 2002). As Charmaz (2004) states, in order to 

understand the meaning of the participants’ stories, “we need to be reflexive about our own” (p. 

982). Therefore an essential component of a rigorous qualitative inquiry is the ability for a 

researcher to provide a transparent account of the entire research process, including a discussion 

of how subjectivity and intersubjectivity influences the research and the interpretation of 

meaning (Finlay, 2002).  

The process began by posing the research question: What guides nursing practice and 

how have pre-professional experiences shaped a caring practice? The research question is a 

fruitful examination of motivations, assumptions and interests (Finlay, 2002; Mills, Bonner & 

Francis, 2006). Therefore, I must look inward and look at the dynamics of the researcher-

participant relationship and all influencing factors on the study such as the greater 

research/academic community and socio-political climate in which the questions are being 

explored. Reflexivity in research is not an easy task particularly as I occupy several different 

positions in relation to the world, the research, and the participants (Deutsch, 2004). Reflexivity 

is also about the process, the interactions, and the many socio-cultural influences linked to 

epistemological perspectives.  
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As Denzin and Lincoln (2005), assert all qualitative researchers are philosophers, we are 

guided by beliefs about ontology, epistemology, and methodology that ultimately shape how we 

do research. This interpretive framework guides and places demand on the researcher in the 

process of interpreting phenomena. Throughout the process of this narrative research, I utilized a 

reflexive approach to all aspects of the research process, demonstrating an awareness of 

epistemological issues and considerations I provided an account of how subjectivity and 

intersubjectivity influenced the interpretation of meaning by maintaining a chronicle of my 

writings and a self-narrative to journal the evolution of my thinking, emerging ideas and 

insights. The writings represent an ongoing reflexive process and further provide an audit trail 

for decision making during the analysis process. 

Chapter Summary 

Throughout the dialogic/performative narrative analysis, I worked with transcripts, field 

notes, conversations, and the unfolding life experiences as a collective whole. As a result, I 

situated myself autobiographically and temporally in the experience being studied, in the story 

being told and in the story being interpreted. On this basis, the final chapters provide the results 

of conversations with five Indigenous nurses and two Elders over a period of two and half years. 

This process embraces the aesthetic as a route to variation, as it is perceived in and through 

meaningful relationships. The process of the narrative analysis with its focus on emplotment, not 

only sought to bring the parts of the story together into a coherent whole but it also ensured the 

complexity of the participants’ stories are not lost in the process.  

 

 

 



INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

161 

 

 

 

 

CHAPTER SIX  

PRE-PROFESSIONAL EXPERIENCES OF CARE 

 “I take care of all the playthings that the children have loved. When they are old and worn out 
and the children don’t need them anymore,  

then I come and take them away with me and turn them into Real. 
“Wasn’t I real before?” asked the Little Rabbit.  

“You were Real to the Boy.” The Fairy said, “Because he loved you.” 
 

(Williams, M.1922: The Velveteen Rabbit or How Toys Become Real) 
 

Much like the Velveteen Rabbit, nurses share a desire to do something meaningful, to 

leave their mark in the world, be understood, be acknowledged, and be real. Doing so requires 

evidence with regard to reality in an attempt to understand how to make things better. As a 

result, this chapter seeks to understand the complexities and possibilities of how Indigenous 

nurses’ narratives provide a particular reality about the meaning they find in their pre-

professional everyday lives and how the realities affect their concept of care and caring in their 

practice. The Elder’s narratives are included as a way to complement how previous experiences 

shape identity and enhance understanding of historical influence and cultural realities on the 

caring concepts of Indigenous nurses.  

This chapter presents the findings answering the first question posed in Chapter One: 

“How do Indigenous nurses’ describe and make meaning of pre-professional lived experiences? 

Instead of presenting each participant’s narrative separate from other participants’ stories, I 

focus on the co-construction of Indigenous nurses’ narratives as they overlap and intersect 
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talking circles and individual interviews. Through this process, Bamberg (2004) suggests 

narratives can manoeuvre “simultaneously in between being complicit and countering 

established narratives that give guidance to one’s actions but at the same time constrain and 

delineate one’s agency” (p. 363). In this way, I am able to manage a large amount of data that 

opens up new understandings of how relationships and group discussions can create a sense of 

communal and pre-professional caring.   

As I was particularly interested in the nurses’ pre-professional experiences of care, I 

began by asking the question: Tell me a story about something, someone, or an incident which 

has influenced how you care as a person and why do you think this experience has stayed with 

you? The stories are carefully crafted into scenes or a story of experience, located in different 

times and settings, providing a complex organization of the nurse’s narratives. Attention to how 

the scenes are organized within the performance is my analytic point of entry. 

Utilizing dialogic/performative narrative analysis provides an opportunity to attend to 

sequence and the consequence of narratives. As I worked more closely with the narratives I 

understood the stories to be “a form of action, of performance, and the meaning it generates are 

effects of performance” where, “content…is an effect of the formal organization of a narrative” 

(Blommaert, 2006, p. 141). 

 The scenes are selected, organized, connected, and conceptualized as being meaningful 

for a particular audience (Kohler Riessman, 2003). In the following scenes and sub-scenes, the 

participants interpret their world and experiences within it; creating moral tales of how the world 

should be by focusing on their personal pre-professional experiences of care. The conversations 

took place in the participants’ office at Little River, classrooms, or in other informal meeting 
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rooms. Our conversations included a variety of topics centered on their thoughts, experiences 

and sources of care that brought them to nursing as a career choice and way of life.  

Scene 1: Experiences of Care in Adolescence and Young Adulthood.  

In this scene, the nurses lay out a chronological historical framework of where, and 

whom, they identify as being caring in their childhood and adolescence. The interviews 

highlights stories of how the previous experiences have shaped and positioned their caring and 

identity as being bound to duty and ethics. 

Bonding and natural caring. Lillie is a 30-year-old Indigenous nurse with a Bachelor of 

Science in Nursing (BScN) and works in pre and postnatal care at Little River. At the time of the 

interview Lillie worked at Little River for five years. As we enter the interview, I introduce the 

topic of understanding the source of her particular concept of caring and compassion.  

Lillie begins with validating her role, responsibilities and self-perception credited 

through focusing on family relations and examining the “mundane experiences in everyday life” 

(Sabourin, 2006, p. 46). Within the interactions, family members create and define Lillie’s 

identity through scripting and staging. From this everyday perspective, Lillie’s performance is 

essential to conceptualizing self, identity, relationships and social roles. I am including Lillie’s, 

and my words, within this particular narrative as a way to describe how emotional cues require 

particular attention to maintaining the narrative relationship. 

Lillie: Well, with me, I guess my mom was a residential school person, so she 
wasn't very caring.   
 
B: Mmhmm…long pause. (I feel that it is important to recognize that Lillie may 
struggle with this revealing and therefore the pause provided Lillie with the 
opportunity to collect words and thoughts). 
 
Lillie: She left my dad when I was, like, 11 or 12, and I have two younger 
siblings and my dad took it really hard when she left.  So I had to help my dad 
because he had such a hard time.  And then I had – I just need a minute….my two 
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youngest siblings, so I think that's when the caring started because I had to step 
up and I had to show my dad, like, how to use a washing machine, how to clean a 
house, and how to cook, and I was pretty young to have to do that, I thought. Like 
11, turning 12…so -- so I think that's when it started because I helped raise my 
siblings and -- and I helped my dad to be a better parent.  

 
I am aware of the emotion that this story has generated, particularly when Lillie needs to 

pause and says, “I just need a minute” to gather her thoughts and composure as she reflects on a 

very painful time that brought back memories of loss and frustration. Did Lillie want to share 

this moment with me, or did she need the time and set the stage to tell other stories? Giving her 

the time to pause, I sensed that Lillie had not always reflected on her concept of self, 

identity/image or her loss of bonding with her mother. I understood the mother-daughter bonding 

was a form of natural caring “that relation in which we respond as one-caring out of love or 

natural inclination” (Noddings, 1984, p. 5). What happens then, when natural caring (absence of 

mother) is removed? Could ethical caring take its place? Noddings defines ethical caring as:  

 …that condition toward which we long and strive and it is our longing for caring 

to be in that special relation- that provides the motivation for us to be moral. We 

want to be moral in order to remain in the caring relation and enhance the ideal of 

ourselves as one-caring.” (p.5)  

Lillie’s construction of her actions: “I had to step up and I had to show my dad,” 

conjured up an image that Lillie was someone who did not retreat from difficulty or challenges. 

Was this what Lillie wanted me to see? Lillie’s attitude and obligations toward the tasks directly 

suggest a sense of responsibility toward her father and siblings (Mahmud, Ibrahim, Amat, & 

Salleh, 2011). However, I also began to think about what we do to prepare ourselves to move 

from the natural caring (caring by inclination, empathy, feeling) to the ethical caring (caring that 

requires attention, intention, purpose and cognition). This often requires changes in how we meet 
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and treat others through the process of natural caring. For example, I thought about Lillie’s 

sudden change of role from a young child to taking on the responsibility of an adult and how this 

process could influence her self-identity and sense of belonging. I knew that examining identity 

development in adolescence was also a time where she began to actively form meaning from her 

experiences through the construction of self-narratives (Habermas & Bluck, 2000; McLean & 

Breen, 2009; McLean, Breen, & Fournier, 2010). In the spaces between aspects of how Lillie 

saw herself is a story exploring issues of attachment and loss, providing a useful place to 

examine ideas about how people merge and distance from each other. Burkitt (2008) writes “We 

therefore only appear to others as unified and whole identities, when just under the surface of 

appearance we are a fragmented and diverse assemblage of voices, demands, intentions and 

possibilities” (p. 165). 

Natural caring to ethical caring. As I searched deeper into the narratives, I discovered 

the nurses’ key focus and belief in care was a reciprocal, relational act congruent with 

Noddings’s (2012) theory of relational care. For example, Martha has been working at Little 

River since graduating with a BScN approximately six years ago. She tells stories of how she 

understood the source of her caring perspective to be generated from watching her mother 

perform acts of kindness (caring) toward the older, often isolated, people in her community.  

I thought of my mom right away when you asked me the question and her taking 
me to older people and showing me her caring for them in her own way, even 
though it wasn't her family. She would go and visit an older lady that was living 
alone and we'd have tea and we'd have cookies and we'd have, like, a game of 
marbles or, you know what I mean, like, Chinese checkers or—like that kind of 
stuff. The things that she showed me, like, they're just not to be thrown away. 

 
Martha said that her mother demonstrated practical and hands-on care for her children 

through her relationships with community members. This type of care translates into a range of 

emotional connections for children as they negotiate their pathways to adulthood (Connidis, 
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2010; Diamond, 2012). This is further revealed by Martha’s powerful statement: “they're just not 

to be thrown away.” Martha alludes to how western healthcare does not recognize the value of 

older people providing knowledge and leadership or honor their decision-making capacity in the 

community.  

You know, older people aren't to be thrown away. And I think her having that 
caring in herself and showing me, that's where I get a lot of what I possess like, I 
remember Mrs. G, like, you know, and she wasn't even, like, in our family. She 
was just a part of the community. She was in residential [school]. My mom was 
in residential [school] but she was the oldest in her family, and I'm the youngest 
in mine. But I was, like, seven years younger than the youngest, so I was kind of 
like an only child. That's where I would probably get my caring from. 
 
Additionally, sensing the importance of Bakhtin’s concept of herteroglosia in the 

narratives, Lillie and Martha tell their narratives through pauses and genre of speech (soft and 

quiet), they also utilize repetition as a way to communicate the importance of an experience 

(reference to Martha’s value of older people and Lillie’s action to help; to step up). In this 

performance, they were also storying social and historical worlds, characterised by a discursive 

struggle to portray strength during challenging times. I wondered what Lillie and Martha’s self-

narratives told them about their world during this time…how did they understand their own 

reality and from whose perspective did they understand their experience? 

As we continued our conversations, I came to understand this dialogical work was 

constantly informed by other works and voices. For example, Nancy’s understanding of ethical 

care is embedded in reconstructing her foster mothers’ action and reaction, where the relational 

response further sustains memories of being cared-for. The ethic of care is not about moral 

credit, it is about moral life and what makes it possible (Noddings, 1984; 2010; 2012). 

 Nancy is a mental health nurse who began working in Little River in early 2013. From 

the age of four years, Nancy was raised in foster care. Throughout this narrative, I experience 
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with Nancy the unfolding of her life, often reliving and identifying with her stories. In this 

narrative, Nancy also gives her foster mother a voice, allowing me to witness her mother’s 

unfolding story.  

Yeah, and even when I didn't do good at nursing—like the first year I didn't pass 
some course—classes or whatever, and she'd say, (…) you're just going to go 
back and you're just be fine. I never expected – I've never experienced the: “what 
the heck's the matter, why couldn't you have done better?” You know what I 
mean?  Like even when I failed Grade 9. Mom wasn't happy with me, but she 
didn't make me feel—it's almost like sometimes I hear people's stories where 
somebody tries to break your spirit, and I think that's really sad when you're a 
child and somebody does that to you. I didn't experience that, you know, so I 
think that's a huge thing is there's this flame within us, and my mom, she always 
kept that going in a really good way.   

 
What is particular and important in this interview is that Nancy refers to, but does not 

initially explain, “it's almost like sometimes I hear people's stories where somebody tries to 

break your spirit, and I think that's really sad when you're a child and somebody does that to 

you.”41 I reflect on Nodding’s (2012) work arguing that relational care begins by examining the 

relation itself.  In this narrative, Nancy identifies with the carer and the cared-for. Nancy, in her 

performance as the carer, devotes attention to the cared-for, making sure to listen to the 

individual needs, desires, and concerns of the cared-for. She extends what Noddings (2012) 

refers to as “motivational displacement” upon the cared-for. The carer is motivated to meet the 

expressed needs of the cared-for and moves to action in an effort to care or meet the needs of the 

                                                      
41 It is important to mention that at the time of the interview, I did not realize the 

significance of this comment in her narrative and I will come back to this concept of breaking 

spirit again and again as it functions as bookends to our conversations. Reissman (2008) refers to 

this activity as repetition (p. 113), a process of reintegrating a central concept that Nancy wishes 

to be known and understood by her audience (listener or reader). 
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individual. In order for the interaction to be complete, the cared-for must receive the care. 

Considering Noddings (1984) concept of engrossment, Nancy receives the cared-for on their 

own terms, resisting projection of the self onto the cared-for, and displacing selfish motives in 

order to act on the behalf of the other. Here, Nancy incorporates the human affective response 

that is a natural caring sentiment, and the memory of being cared-for that gives rise to an ideal 

self. 

Scene 2: Family Relationships, Belonging and Attachment.  

An attitude of warm acceptance and trust is important in all caring relationships, “When 

this attitude is missed, the one who is the object of caretaking feels like an object”…being 

treated and handled by prescription…“When it is present and recognized, the natural effectance 

motivation is enhanced” (Noddings, 1984, p. 65).  

Baumeister and Leary (1995) suggested the need to belong is characterized by a need for 

regular contact and in the perception that the interpersonal relationship has stability, affective 

concern, and is ongoing. They emphasize a sense of belonging and cohesiveness is important to 

wellbeing, suggesting that “human beings have a pervasive drive to form and maintain at least a 

minimum quantity of lasting, positive, and significant interpersonal relationships” (p. 497). 

Failure to have the needs met may lead to feelings of social isolation, alienation, and loneliness. 

Thus, a sense of belonging can be seen as a precursor to social connectedness. The term 

connectedness is defined as a feeling of belonging, of being an important and integral part of the 

world (Carriere, 2007). 

Proximity and ethics of care. A sense of belonging can be influenced by the concept of 

proximity which involves issues of time, intensity and the formality of relationships. For 

example, during a one-on-one conversation, Lillie emphasized the importance of ensuring her 



INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

169 

father’s dignity: a discursive dynamic moment that relates to her understanding of how family 

cohesion is necessary for family wellness. 

I find it very hard to do because, well, like I said before, my mom left when I was 
11and a lot was put on me and—to be the backbone for my dad and doing stuff 
that it seemed like he could not do because he was such in a—a broken state. 
In this scene Lillie reflects on a life of dignity, maintaining a functioning home, and 

supporting her father and siblings through the continuity of routine-ness within their home. In 

this context, there is an obvious relationship to the space in which care is provided that 

differentiates between the informal setting of her home/house and the institutional realm of 

professional nursing. What did this say about Lillie’s performative function on this particular 

stage? How can intensity, proximity and the conditions of this moment influence her identity?   

I began to wonder about the effects of residential schools on family relationships and 

attachment. Had the historical experiences provided Lillie with a more acute and powerful 

understanding and awareness of how proximity is a condition of ethical care endorsing forms of 

partiality favoring persons to whom one stands in close relationship? Proximity is a powerful 

component in caring, “When people call out for help, it is obligatory for those in proximity to 

respond” (Nodding, 1984, p. 153). 

Aspects such as these emphasize the significance of where the provision of care and 

intimacy is performed, suggesting the home is constructed as the sphere in which informal care, 

based on affection, love, and duty, is typically practiced. Yet it is also the partiality of proximity 

that produces this obligation to duty. This notion of movement of natural to ethical care is 

intrinsically associated with the home in which proximity and autonomy can be lived.  

One’s own discourse and one’s own voice, although born of another or 

dynamically stimulated by another, will sooner or later begin to liberate 

themselves from the authority of the other’s discourse. This process is made more 
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complex by the fact that a variety of alien voices enter into the struggle for 

influence within an individual’s consciousness (just as they struggle with one 

another in surrounding social reality). (Bakhtin, 1981, p. 348) 

Lillie’s action also provides role replacement with the absent family member (mother). 

As Lillie’s moral duty was the active involvement in intimate care for her family—ensuring her 

family was safe, minimizing the interruption her mother’s absence caused, posed challenges to 

this social and emotional disruption. With this in mind, interactions between fathers and 

daughters, the construction and development of feminine self and the creation and performance 

of social roles, gain significance when understanding how Lillie’s adolescent identity is 

reconstructed in the present. 

Specifically, Lillie’s identities as parent, daughter, and her corresponding social roles and 

relationships emerge in and through the care-giving/care-receiving experience. Additionally in 

looking further into Lillie and her father’s identity, distinguishing characteristics of the self are 

revealed that are vital to autonomy of masculine and feminine-mothering identity that are 

embedded in families. Performance of intimate affectionate care is an important feature of 

Lillie’s care that fulfills a moral duty resulting from their familial connection and proximity. 

Consequently, children who live with, and are expected to care for, family members ensure the 

execution of duty.  

I began thinking about Erikson’s (1968) seminal work on adolescence as identity 

formation that has long been considered a critical, stage-salient task of that particular 

developmental period. According to this perspective, adolescence provides an opportunity for 

the synthesis of childhood self-schemas and the projection of the schemas into a vision of one’s 
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future. I began to think less about the influence of culture on caring and instead concentrated on 

how our histories, places and relationships constructed our caring identities. 

However, I also understood family relationships entail more than duty. As Francis, a 

nurse who has been working at Little River for 13 years explains, the responsibility she 

experienced as an adolescent provide the foundation for her caring in her nursing career.  

Ever since I was in grade nine or ten, it was always there. I guess I just knew the 
caring -- I just had a caring instinct in me, and as an older sibling, I was often 
looking after my younger brothers and sisters, so they always looked to me for 
whatever, and then – I’m the oldest, and five younger than me. There are six of 
us.  
 
Family relationships have long been recognized as important in child and adult identity 

development. Sibling relationships are shaped by factors ranging from child characteristics to 

cultural norms and values. The often close, intimate relationships between siblings can influence 

one another indirectly by virtue of their impact on larger family dynamics and, as a result, serve 

as building blocks for the family structure (McHale, Kim, & Whiteman, 2006). Francis explains 

this responsibility to care for others was, and is, part of her present identity. 

Lillie, Martha, Nancy and Francis are able to maintain and exercise receptivity to the 

other, always wary of the rules and principles: They formulate and hold them loosely, tentatively 

as symbols of a sort, but they insist upon holding close to the concrete—the duty of caring for 

others. However, there is a danger in this concretization, as the conflicts of caring may arise 

between the perceived need of one person and the desire of another; between what the cared-for 

wants and what is seen as the best interests of the other person.  

For example, Rose works in home care alongside Martha. She explains she grew up in 

Little River but she is hesitant to assume the needs of her family, considering her family is the 

community. 
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Everybody’s my family. Everybody knows...I grew up here, went to school here 
right from kindergarten right to grade 12, you know, and I only left to go to 
school and start my family and then came back to work. And, you know, it’s just 
somebody to help them and encourage them... 
 
Rose does not make moral assumptions about what is a just distribution of care, 

“everybody’s my family, everybody knows.” This view suggests that her sense of belonging and 

coherence are situated in relationships within a large demographic where her sense of family 

may literally be the community.   

 This process involves many processes of engagement that draw on individual meanings 

and understandings and, as an encounter, can be described as a social experience with requisite 

social meanings and understandings brought to it. Furthermore, this interaction is fundamental to 

the development of a caring identity fostering an image, which from a patient’s perspective, is 

quintessential in their experience as a patient (Hagerty & Patusky, 2003; Henderson, Van Eps, 

Pearson, James, & Henderson, 2007; Stoddard & Bugge, 2012).  

In the following narrative, Elder Jean reintegrates the intergenerational assumptive role 

of caregiving. As “life-givers, care-givers and decision-maker, Aboriginal women in many ways 

are the health gatekeepers of their communities” (Wilson, 2004, p. 22) 

And same as looking after your elders, you know, and in my time, we spent a lot 
of time with elders, with your grandmothers or your aunties, and we spent more 
time with them than with your mom, you know, 'cause your moms were always 
busy doing something, so that's where the -- the grandmothers or the aunties took 
you berry picking or they always showed you stuff.  You know, it was always 
hands-on stuff.  I remember as kids they taught us how to pick sweetgrass and 
how and how to do it in a ceremony. Like you had to offer tobacco, and you have 
to be quiet. Like you're supposed to pray, but when you're a child, there's always 
giving thanks, giving thanks to the Creator 'cause when you take something, you 
put something back, so it was tobacco, you know, or they took us picking the 
sweetgrass, and we used to go picking berries. It was always your grandmothers. 
You know, they spent a lot of time, and they never complained about -- and we 
didn't call it baby-sitting long ago.  
 
It was just looking after your siblings, looking after your grandmothers, your 
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aunties, whoever was older than you… 
 
I sensed that the Elders’ historical roles as gatekeepers and guardians of family, 

community and culture, perform and speak through their actions in Little River. How might I 

better understand who the women are and what matters with regard to their presence and 

absence through performances? Providing a space to listen and understand the important role of 

care in Indigenous societies, listening to their stories, I sensed they sought to interrupt habits of 

engagement and reflect on what might be possible (and impossible). 

Creating a moral life. As the picture of family relationships unfolds more completely, 

the view of moral life that is based on caring becomes more coherent. It is swayed but not 

determined by intensity, proximity and temporal conditions. Because of this, the participant’s 

identity constantly evolves transcending place, time, history and culture. This identity emerges 

from somewhere and has numerous histories and is, “far from being eternally fixed in some 

essentialized past…are subject to continuous play of history, culture and power” (Hall, 1990, p. 

225).   

As a result, participants do not express an additional dynamic in dialogic/performative 

analysis, the disenfranchisement of loss that is often experienced within a social context. What 

happens when the concepts are muted, and not recognized as a social right, role or capacity? I 

sensed Lillie’s expression of grief was rooted in her responsibility to care for her family, to 

maintain the family cohesion and to support her father. Attig (2004) argues the right to grieve is 

a matter of human dignity, grounded in recognition of the nature of human bonding inherent in 

the needs and desires of the human condition: “consequently, disenfranchisement of grief is 

correctly understood to be a matter of denying a human right” (Attig, 2004, p. 2). 
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In an effort to interpret this narrative on duty as a source of care, I struggled to define the 

boundaries of two poignant and ultimately very different “turning point” stories describing the 

relationship between the experiences of loss and caring. First, I understood Lillie’s previous 

story of maternal abandonment and the resulting action of duty towards her father and her 

siblings at an age when her moral reasoning was quite premature42 was refracted by another 

story of bonding and responsibility expressed in the care of her child by nurses in intensive care. 

In the following narrative, Lillie explains how her experience required her to respond to the 

situation with a deeper emotional commitment and understanding.  

…and then at 16, I got pregnant and I had my baby before I turned 17.  
And -- and she was premature, so she was in NICU for a month and I saw how 
the nurses cared for her and I -- like, I always knew I wanted to be a nurse too, 
but that just really drew me….because I saw all the work they did for my baby. 
And there were some setbacks in, like, how the nurses explained stuff to me 
because I was only 16.  I remember my baby choking on black stuff coming out 
of her mouth, and I'm like, my baby's choking, my baby's choking, and they'll 
look at her and they're like, oh, that's just caffeine. I'm like why are you giving 
my baby caffeine?  And they didn't explain it to me because I guess I'm 16 and, I 
guess, naive and I didn't know.  So I was like, I want to be a nurse because I care, 
and I want to be a better nurse than what that nurse was, you know…So I think 
that's where the caring started.  
 
I began to understand bonding was a “deontological element in the commitment to care 

that pushes us to employ ethical caring when natural caring fails” (Noddings, 2010, p.10). As a 

result, I became aware of how lifespan experiences, that are attached to various stages of 

independence and autonomy and that the bonding experiences of childbearing and mothering, 

had influenced Lillie’s sense of natural and ethical caring. Although similar to her call to care for 

her father and siblings at a younger age, Lillie’s response to the needs of her child also provided 

                                                      
42 See Erikson, E.H. Identity, youth and crisis. New York: W.W. Norton and Company, 

1968. 
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insight into why this particular type of caring is partial and relational. This concept does not 

measure moral cognition, but may suggest quality and synchronicity in a relationship may be 

more important for the emotional, rather than cognitive aspects of care.  

This particular scene is important to Lillie’s identity development: One of duty and 

responsibility and; one of caring and ethics. This existential aspect influences Lillie’s perception 

in a subtle but radical way (Arman & Rehnsfeldt, 2003). Even experiences of love may uncover 

new aspects of the human existence and disclose unexpected possibilities. Such acts and 

attitudes of caring love towards her newborn child bear witness to goodness and transcendence. 

As I rethought the narratives, I began to understand that love can be an obligation and a choice. 

Did Lillie have a choice when providing care to her father and siblings? Was there a different 

dynamic at play when caring for her child? I sensed family relationships were, for the most part, 

inextricably tied to responsibility, but they also provided a re-evaluation of care as an activity, 

identity and morality. 

For example, in the following narrative, Rose tells of how her body naturally responds to 

the world in a particular moment. Developmentally, I began to wonder how this experience 

corroborates with the lifespan progression through distinct stages from birth through death. Was 

Rose feeling a sense of duty toward her child or was her commitment at this moment an 

experience of natural mothering? The self does not independently direct the body to act in a 

particular way; rather, I thought it may be Rose’s own experiences of natural caring that resulted 

from her own understandings and interactions of care with her mother that compelled her sense 

of duty. Rose explains her relationship with her mother as one of honesty and comfort. I 

understood how this memory was embodied for Rose and how she carried it with her as a 

testimony to her personal strength and confidence.  



INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

176 

Yeah, and then -- and then maybe about after five days -- like I was just like go, 
go, go.  I was like a robot, you know; take care of my baby, take care of school.  
And then finally somebody just asked me, “So, how's your baby doing? There 
was just us students, and then it just hit me, you know, like I know my baby’s 
doing good, but I was just all over the place, you know. Like I didn't have that 
time to rest until somebody actually asked...  
 
So then I just broke down and -- and then my instructor was like, “I had no idea 
your baby was in the hospital.”  You know, I didn't want to tell everybody you 
know.  It was just kind of something I had to deal with and I was dealing with it. 
 
In our second talking circle, Martha brought a picture displaying four generations of her 

family that illuminated how ethical caring is a choice that is supported by the experience of love. 

This testimony to a present reality of goodness, and ethics holds the potential to alleviate 

suffering in a more profound sense in that the experiences of real human love seem to strike 

Martha directly and influence her identity in a way that contributes to her personal development 

and transformation toward a moral life.  

I brought this picture. It's my children, me and my mom and my grandmother… 
my kokum. One, two, three, four generations. Yeah, four generations when my 
babies were small, and it's actually in La Ronge, and for me the question I was -- 
thinking this picture represents how family is whoever you want it to be basically 
and that family is quite important, and in the caring -- caring of the family, not 
only the client -- let's say my kokum was a client or my babies are clients or 
whatever, my mom, that they're just one piece of the puzzle. There's the whole -- 
the family and then the community, and then I was looking around a little bit 
more in the picture, and I remember that day because we didn't have candles, so 
we just make do with what you got basically. We put one big candle there, and 
we made do with what we got, right? 

 
Additionally, owing to the manner in which creating a moral life is transmitted by 

bonding and attachment, “family members do not solely construct their sense of self according 

to selected chains of personal memories” (Ewing, 1990, p. 253). Rather, Martha also constructs 

her own sense of self from a network of intergenerational memories, and narratives situated 

within her larger socio-cultural, political and historical context. That is, the narratives attached to 

previous generations are continuously utilized to construct one’s sense of self. 
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I came to understand a moral life as something that is lived, as being experienced by 

individuals, families, and communities through interactions and structures of the everyday 

world. Martha relates how her mother had always wanted to be a nurse but was prevented from 

doing so as she took on greater roles as a care-giver to her younger siblings and to members of 

the community. Looking back on the conversations with Martha, and seeing the gaps and 

omissions, I wonder if this is also an unspoken narrative, where Martha wants to present her 

past, and a life untouched by marginalization. She alludes to certain conditions about her mother 

such as: “her dream was to be a nurse, but she could never get there; my father wasn’t 

supportive.” 

This does not diminish Martha’s mother’s principles of leading a moral life. Yet within 

the stories, Martha provides other narratives that introduce realities prominent of the temporal 

ideologies and social prejudices infecting the lives of her family – sometimes quietly, sometimes 

covertly, sometimes immediately, and often over long periods of time, but always unjustly—she 

does not elaborate on the moments. 

For example, in the following narrative, Martha explains the relevance of “good family 

support” that continued regardless of other social issues such as troubles with alcohol. However, 

this statement is camouflaged by her reintegration of the important role of community in caring 

for older people as a source and process of responsibility and ethics. I sensed Martha understood 

holism and relationships as the core of any caring practice regardless of her professionalization 

and that she would adhere to and practice her authenticity as a caring person because of the 

experiences and relationships. 

Yeah, when I think of my mom, she had to care for her -- her mom -- her siblings, 
you know, like, she was the oldest. And she had good family support. Like, they 
weren't the best with, like, alcohol and stuff like that… I think that was her dream 
was to be a nurse, but she could never get there.   
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As I re-read the transcripts, a process that Riessman (2008) suggests leads to new 

concepts and meanings as “hide and seek with interpreters” (p. 115). I came to recognize 

different meanings that Martha attributed to the idea of being a nurse. I did not initially 

understand that coming to be a nurse may have been Martha’s mother’s dream and that Martha 

accommodated her mother’s desire to see her daughter become a nurse. Reading through 

Martha’s story, I sensed she was describing her mother’s loss of opportunities due to her role 

and obligation to care for others and that her mother wanted her daughter to become a nurse 

when she could not. “My mom, she— I don't think my dad was too supportive of the idea as 

well, so—like, that's what I heard from her: I would have loved to have been a nurse. So it was 

kind of engrained in me.” I began to think about family pressures and how parents live 

vicariously through their children. For example, Martha states: “I’m not sure if I want to be a 

nurse,” a comment she makes in the present. I sensed Martha’s statement is less about regret and 

more about her capacity and responsibility to accommodate her mother’s dream of becoming a 

nurse.  

Scene 3: Identity and the Ethical Self.  

Each of us is dependent upon the other in caring and moral relationships. The very 

goodness we seek, the perfection of the ethical self, is partially dependent on the other. This 

particular dependence holds beyond caring relationships into antagonistic and adversarial 

relations (Noddings, 2010). Lee, Lee, and Draper (2001) discovered similar findings when 

examining the relationship between psychological well-being and connectedness arguing that 

“people with low connectedness often experience loneliness, anxiety, jealousy, anger, 

depression, low self-esteem, and a host of other negative emotions” (p. 311). In this section, the 
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nurse’s narratives take me to places where experiences of vulnerability and loss have also 

constructed their identity as caring individuals. 

Experiences of loss and vulnerability. I became increasingly aware that experiences of 

loss and vulnerability were also stories of ethical standards and commitment, of caring and being 

cared-for. Nancy’s story of being bullied as a child is transferred to her work with adolescents 

and to those who are incarcerated. In this sense, she is choosing to feel with empathy, to 

understand the emotional response, not as a result of her own trauma, but because she has the 

experience to understand the trauma of others. As LaCapra (2006) argues,  

“feeling for another without losing sight of the distinction between one’s own 

experiences and the experiences of another…it involves virtual not vicarious 

experience…experience in which one puts oneself in the other’s position without 

taking the place of, or speaking for, the other or becoming a surrogate victim who 

appropriates the victims’ voice” (p.135). 

I return to what I refer to as Nancy’s bookends of “breaking her spirit,” a concept of 

resistance that is prominent throughout her narrative. Nancy tells a story of how she was 

ridiculed and bullied in elementary and high school because of her ethnic origin. In many ways 

Nancy’s previous concept of breaking her spirit reflects her story of bullying and racism she 

experienced at a primarily all-white school in rural Saskatchewan. As she begins a relatively 

long narrative of the events she provides specific details about the abuse, she is acting out the 

story providing a sense of immediacy. I am now part of her story.  

B: Because of  
Nancy: …you know 
B: Because of your race? 
Nancy: Yeah, and so then…(long pause…..) 
B: I know this happens, hearing about it from a firsthand experience, it just…  
Nancy: Ridiculous. 
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B: Yes, It’s shocking..(pause).  
Nancy: Yeah. And then I -- I remember I went down to --I went -- got off the bus 
and I thought, “Like I don't even know what this day is going to” -- but I just had 
this feeling it was going to be a ridiculous day again, you know, and what I didn't 
know was -- I walked down the hallway and all of the boys from about grade 11 -
- because I think my foster brother was in grade at the time, and he wasn't in the 
hallway, but I swear to God all the boys from about grade 11 to grade 8 and it 
was just like one long hallway -- were lined up in the hallway and they were 
chanting, “Chief,” when I walked down the -- the hallway.” And -- and then I 
remember -- so I was in grade 10 at the time and I remember thinking to myself, 
“Unh-unh, this is the end of it. This is -- this is going to end today,” and like I was 
always like a really -- you know, our mom raised us to be like, you know, kind of 
like speak when you're spoken to and like don’t raise a fuss or whatever and just 
do what you're supposed to do, right, and I remember walking into Mr. (…). And 
he was like a real bad ass of a principal and he even had this weird hairdo and he 
had this really deep voice and then I -- and I said, “Mr. (…), I want to talk to 
you,” and he said -- looked up, “What can I do for you, Nancy?” and I said, “I 
just want you to know that I'm not coming to school here anymore,” and he said, 
“Why not?” And he said -- and I said, “Because I don't -- I don't like it here and I 
want you to find out how can I get bused to the school in PA.” “Well, why? 
What's going on?” He was prompting me and then I -- and then he said, “I'm 
going to have to phone your parents, your mom and dad,” and I said, “Okay.”   

 
As I look more closely at Nancy’s narrative, I understand she chose to dramatize rather 

than simply report the experience of racism and bullying in her adolescence. This particular 

excerpt displays dialectal characteristics that Riessman (2008) suggests is a linguistic feature of 

“direct speech” (Riessman, 2008, p.112). First, Nancy assigns key lines (scripts) to her principal, 

herself and the boys in the hallway, building credibility for the story and pulling me into the 

narrative moment of her experience. This process allows Nancy to relay an important message 

about herself that would otherwise be difficult to story. By appropriating her principal’s voice, 

she claims authenticity and acknowledgement of her experience, but she also is placing me in the 

midst of her story, allowing me to become part of her narrative.  

During this conversation, Nancy and I exchanged descriptors of the event that validated 

her experience (ridiculous-shocking). It is during this discussion that I felt our relationship had 

shifted. Nancy had decided that I was an ally, a confidant and at some point, I could understand 
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her predicament. Riessman (2008) talks of asides, “where [Nancy] steps out of the action to 

engage directly with the audience” (p.112). 

As Nancy continued to reflect on her adolescence, I also sensed she was responding to 

the feelings we shared in this moment where she continued to reveal more details of her abuse. 

There were long pauses in her narrative, where at times, I wondered about her capacity to 

continue with our conversations. Yet the words spilled out of her in long, multi-voiced 

reproduction of the details of her story. I did not interrupt her as she continued the dialogues of 

pushing back against the bullies in her school. She scripted the narrative by giving voice to each 

actor/player and presented this story as a drama played out on a stage.  

At this point, there is a significant pause in our conversation. Nancy’s head is down and 

she is reliving the events that were difficult for her as a young girl. I was trying to understand 

how this narrative related to her concept of caring and I wondered why she wanted to tell this 

poignant story at this particular time and place. Looking back on this poignant conversation, I 

see gaps and omissions and relate this text to other stories I have witnessed throughout my career 

as a psychiatric nurse. Often the stories I heard were meant to persuade me to enter into a 

relationship of the care-er and the cared-for, agreeing to be an extension of the person’s life, 

being a confidant, listening to the confessor. I also understood some stories were performances 

that determined what could be shared and what could be left a secret.  

Some of what is said about narrative is sharply in contrast with the foci of conventional 

communication techniques. For example, I am aware of the feelings and meanings that emerged 

through our conversations. This information is obtained because of the nature and the purpose of 

the interview where I utilized a few prompts and pauses to elicit further details in her story. In 

contrast, my work in mental health used conventional techniques of dialogue in trauma talk, 
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often called for asking “What does that mean to you?” or “How do you feel?” The direct 

questions are sometimes not culturally appropriate, and may even make the narrator anxious or 

annoyed, especially if they have mixed feelings that are difficult to articulate.  

As I began to experience Nancy’s discourses of victimhood with her, I am also reliving 

the events and identifying with her experiences. As the audience, I envision a child subjected to 

trauma, determined not to have her spirit broken. I am also aware that I have entered into a very 

tricky ontological paradigm in narrative work, this performance is: “both an act and an 

enactment, a doing and a representation of a doing” (Riessman, 2008, p. 109) …The image of 

Nancy walking alone down a long school hallway, with all the high school boys lined on both 

sides of the hallway …taunting her: “Chief! Chief!” I was brought into this story in that moment 

as she describes her conversation with the principal, her ardent refusal to back down and her 

mother’s unconditional support. In the following narrative Nancy explains her deep connection 

to her foster mother’s performance of care, highlighting the need to maintain a certain role, 

integral to her sense of duty. These events are moments of meaning making that draws her back 

into her relationship with foster mother. 

…but then the other thing was like I had an amazing foster mom who, you know, 
she took in many foster children and just -- just by her own showing us like it 
doesn't matter who you are or what you are or where you come from, you just 
care about people because that's important, and you just be kind and you don't 
judge people,…some of it is missing in, you know, in the world today, I think like 
paying attention to when somebody does something really good.   
 

As Nancy’s narration of this incident spills out…as if it is happening in the present, she 

engages me emotionally, creating a two-way narrative between us. I sensed Nancy’s 

vulnerability in the telling of her story and the helplessness she experienced in the story. When 

helplessness becomes the dominant story, Nancy’s sense of agency can be erased. Re-reading 
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the transcripts I understood Nancy’s narrative honored “individual agency” (Riessman, 1993, p. 

12) and utilizing a dialogic/performative analysis was “an approach respectful of the agency of 

persons negotiating ‘possible lives’, particularly in the context of breaches of dominant 

discourses or canonical narratives” (Emerson & Frosh, 2004, p. 10). I came to view Nancy as 

defiant and independent and deeply committed to attach meaning to her foster mother’s sense of 

duty. What this narrative reveals is the belief that we continuously create and refine our 

experiences, and indeed our moral agency, through the stories we tell. Perhaps it was the way 

she spoke that moved me to think of her as being strong, independent and self-assured, or it 

could have been the way she used her adolescent trauma to project a woman of resistance and 

defiance. 

Despite her discourses of victimhood, she is determined to tell, and define stories of 

resistance. This telling offered an important counterpoint to pathologizing experiences of 

trauma, as Nancy remained constant in her performance of resistance and resilience. Ungar 

(2005) argues it is a shallow description of resilience to attribute success to something inside an 

individual alone, and emphasizes the necessity to develop thicker descriptions of resilience. With 

this notion in mind, I thought of the sources of resilience that are linked less to Nancy’s 

cognitive strategies and internal understandings, and more with healing as the outcome of 

experiences, identity stories, and connections with others. I return to understanding Lillie’s 

experiences of trauma and how the particular moments have shaped how she actively cares for 

others.  

Yeah, like, my dad was the more caring of the parents. My dad would be the one 
that would rock us and soothe us, whereas my mom didn't have—She did not 
show affection. And it just seems weird because I know my mom was residential 
school and she was beaten for certain things, but my dad was in the orphanage 
and he was pure French and he got beaten for the same reason.  You could not 
speak French, and he was only three or four years old. 
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…And so my dad doesn't speak any French. So it's weird how my dad learned 
how to care.  
 
And, like, after the orphanage, my grandfather remarried a mail order bride and 
she didn't show affection either, so it's weird how my dad somehow learned. 
Maybe it was just an inequality.  
 
Looking back on the narratives with history in mind, I see Lillie’s story of her 

grandparents to be situated within a historical account of life in rural Saskatchewan in the early 

1900’s when European immigrants settled the western provinces.43 Lillie’s account of the 

indifference of her grandfather’s mail-order-bride, demonstrates the extreme persuasion of the 

government at the time to populate the Prairie Provinces. Had history claimed Lillie’s identity as 

she traveled back to better understand her grandfather and her father’s emotional conditioning 

from a perspective that was bound to and within settler and political obligations? I knew that a 

major aspiration of the work of behaviorists (such as Skinner, 1971; Bandura, 1977)44 was a 

process of acquisition and extinction of emotional states and that free will was an illusion.45 

                                                      
43 See Widdis, R. (1992). Saskatchewan bound: Immigration to a new Canadian 

frontier. Great Plains Quarterly, 257. 

44 See Skinner, B.F.(1971) Beyond Freedom and Dignity, where he argues that free will 

is an illusion; Bandura, A. (1977). Social learning theory and personality development. 

Englewood Cliffs, NJ: Prentice Hall, which combines cognitive and behavioral frameworks. 

45 See Pavlovian-respondent, classical procedures, in particular, held high hopes that this 

could produce insights into how emotions are learned. However, this endeavor only provides 

half an answer…How do the determinants of human emotional experiences (see Mowrer, 1939) 

which are embedded in cognitive incursions manifest themselves in how we care for others?  
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However, unlike the seminal work of the previously mentioned behaviorist, Laird (2007) argues 

that mental events are inherently public where observers may be better situated to understand 

what is going on in another’s mind than the mind-owner.  

As patterns or patterns of patterns of action in context, emotions and other 

psychological states are all observable. The necessary observations are not easy, 

but the difficulty arises because the patterns are complex and abstract, not 

because the events observed are occurring in some inner, intrinsically private 

space. (Laird, 2007, p. 219) 

I see Lillie’s response and further recasting of her experiences of vulnerability as an 

essential component to her understanding of empathy and her developing identity. How does a 

traumatic event come to be experienced as self-annihilating? Which self remembers having this 

experience? I sensed this view of the self was autonomous and socially dependent, vulnerable 

enough to be undone by trauma and loss, and yet, resilient enough to be reconstructed within 

relationships with others. 

Identity at the margins. The stories illustrate identity of the carer as the pinnacle of 

feminine sensibility. This is primarily stated to address Nancy’s commitment to care and to 

define oneself in terms of capacity to care. However, what happens when the building blocks of 

identity and ethical caring, as told in Lillie’s story and now in Nancy’s story—are destabilized 

because of cultural and social constraints? In the following scene, Nancy describes her struggle 

with integrating her Indigenous identity into a rural European community and to live within 

contrasting cultures? What tools are available to her in order to adjust and adapt to a non-

Indigenous culture? What mechanisms are available to maintain her connection to her 
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Indigenous heritage? Nancy recalled this experience occurred during the “sixties scoop”46 a 

political practice of forced assimilation, and one that extended well beyond the 1960s.  

…and…and, you know, it wasn't easy growing up in a Ukrainian community… 
being the only First Nations and there was lots…I experienced like horrific 
amounts of bullying. 

 
I wondered what the experiences represented for Nancy and how she used this concept to 

mark this key moment in her unfolding sequence of events. I sensed she could use the 

knowledge she gained from her experience to reveal pathways for other adolescents to tell their 

stories of abuse and bullying. Is telling this story a strategic resource in Nancy’s concept of care? 

Beyond this, I sense Nancy is story-ing her experiences of identity and how she fits into the 

social world around her.  

Brison (2002) suggests that in situations such as these, victims of human-inflicted 

trauma, such as bullying and abandonment, are reduced to mere objects by their tormenters: their 

subjectivity is rendered useless and viewed as worthless. Additionally, Herman (1992) observes, 

                                                      
46 Beginning in the 1960s, large numbers of Indigenous children were taken from their 

families and communities and placed in foster care. Termed the ‘Sixties Scoop’, this practice 

lasted almost three decades, although statistics indicate there is still an over-representation of 

Indigenous children in the care of non-Indigenous institutions and foster families. The 

apprehension of Indigenous children by the Child Welfare System was based on premises 

similar to that of the residential school system—that Indigenous parents could not provide 

appropriate homes or upbringing for their children and that the disorganised nature of reserve 

communities necessitated state intervention. See Kirmayer, Simpson & Cargo (2003).  
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“the traumatic event thus destroys the belief that one can be oneself in relation to others” (p. 53). 

Rethinking how racism and identity experiences may reveal the embodied self, the self as both 

narrative and the autonomous, appear compatible and complementary. Each self focuses on 

different aspects identity even though they are all fundamentally relational.  

As people are social beings, establishing ties of identity and friendships with others in 

groups, organizations or communities, provides social support and network accomplishments 

that influence future concepts of self. However, identity construction for Martha is related to her 

multicultural heritage, yet she is also aware of the conflict arising from the embedded 

relationships. Considering this, the process of identification and friendships may unfold 

differently for members of minority and majority groups. This process of identity development 

assumes a central role in shaping a hierarchal order of gendered and civic identities that reflect 

and reproduce social stratification and reconstructs different modes of participation in, and 

belonging to, communities and families. Martha relates that groups, white and Indigenous, are 

marginalized for different reasons: one for an ethno-class situation and the other for their 

hegemonic position. 

My grandmother was very pissed off that she married a white man, you know, 
like really. And both ways and his family was pissed off at him because he 
married a Native woman. I remember my -- my uncles coming over and my dad 
had to stick up for my mom, like literally fight his brothers.   
 
As a result, Martha may receive, and have difficulty reconciling, contradictory 

information about who she is and how she fits into her cultural heritage and that of the dominant 

culture, as well as the meanings associated with being a visible minority (Toombs, 2011; Wang, 

2010). I sensed Martha and Lillie (in the following narrative) were story-ing experiences of 

straddling two opposing and conflicting cultures. The perspectives are central in the 

identification of the elements around care and identity. 



INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

188 

… my dad was white and my mom was Native. If my grandfather had been alive, 
I don't know that they would have been together. Like, my grandpa was a farmer 
and he would hire Natives to help on the farm and he had no problem with that, 
but if it was the marriage, I don't think they would have married. And, like, the 
same kind of thing with my mom's family. I think my nôhkom was accepting of 
my dad because my dad was a provider. I think that's why he was accepting, but 
some of my uncles would end up fighting with my dad. And my mom wouldn't 
always stick up for him, but it was like my dad really had to defend himself… 
 
Since we are born into a social group, our understanding of who and what we are must be 

related to the larger group of which we are a part. Our identity cannot be determined without 

considering other people we are directly and indirectly involved with in social interaction. 

Therefore, the responses from others play an important part in the construction of our identity. If 

identity is the product of communication, it cannot be simply regarded as a direct response to 

environmental stimuli, inner psychic needs or cultural forces. Social interaction is the key in the 

following explanation of identity formation. In this way, Nancy explains the blurring of her 

identity that relates to her relationships and experiences during adolescence and young 

adulthood. 

Like I've really spent time thinking about, you know, growing up in an 
all-Ukrainian community and being one of the very few First Nations—well, 
there was just me and my sister and my brother in this Ukrainian (community), 
and I mean, you know, I think about the concept of bullying that I see at the 
school, you know, and talk to youngsters about every day, and I think to myself I 
wonder if sharing like pieces of my story of being bullied every day from Grade 
one to Grade 10 and even by teachers would be helpful to them, and then I think 
like—but how would that be, right?  So it's like I really think about like the 
blurredness.  

 
Elder Louisa, on the other hand, relates her experiences of adolescence and young 

adulthood as being in two worlds, suggesting that the various social interactions and 

relationships are central to constructing identity (Goffman, 1956). Nancy and Elder Louisa were 

born into a group/family where they live and communicate what they have learned to the next 

generation. However, the specific processes in which they are enacted remain affected by 
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particular actions and the historical context into which they are born. In the following narrative, 

Elder Louisa contemplates her duty to remain faithful to her Indigenous spirituality but explains 

this experience as living in two worlds.  

Like me growing up, my mom was always in the sanatorium and when she came 
home, like she didn't talk Cree. She was a really strong Anglican, but my dad and 
my uncles, they made sun dances. And we were—like I was living in two worlds, 
one in the native way and on the white man's way…like I was caught in-between. 
I don't know.  It was very confusing, but then I knew there was always—we knew 
there was always a Creator that's always—that was here even before the white 
man came to North America.  We respected the Creator so much that we didn't 
mention his name every day. Today now they're—it's different. Yeah, it used to 
be my dad used to do the (inaudible) meetings also, but we were kept in a 
bedroom. We were sort of kept away 'cause of my mom and her sister.  They 
were just—they couldn't even talk Cree when they came from the residential 
school. And I was just like caught in-between, but I respect both ways, and 
traditional way, to me right now, that's how I raise my kids with traditionally like 
through education, I guess, and stuff like that, but it's—it's a pretty hard life. Like 
I was caught in-between.  
 
Whatever else it may be, identity is connected to the ongoing appraisal of ourselves by 

ourselves and others. This identity is maintained and reinforced on a daily basis resulting from 

the interactions we have with others. In the end, our identity reflects the image we believe that 

others have of us. However, identity is a fragile concept—temporal, situational and constrained 

and defined by those we encounter on a day-to-day basis. What is key to this concept of identity 

is that identity is actively shaped and reshaped. Moreover, as demonstrated in the following 

story, Nancy explains the multiplicity and flexibility of identities. In this sense, she uses her 

identity as a strength and tool of self-confidence, authenticity and a process for grounding and 

belonging. 

….but it's trying to figure that out, but I'm also trying to find how some of the 
experiences that I've had can help some of these youngsters that are dealing with 
some of the stuff today in a good positive way to say, okay, you know what? 
Here's this person who's gone through this and that and you know, and just 
helping them, you know, 'cause I think a lot of mental health is about the way we 
think, right, and helping young folks maybe challenge some of those thoughts. 
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Nancy positions me (her audience), as a witness to her moral account depicting a young 

girl who wants to be known as helping and caring, through testifying about traumatic and racist 

experiences as a schoolgirl. Nancy’s multiple selves are performed as she casts about for threads 

of her prior identities that are not tied to her vulnerability. She understands and uses the 

experiences to offer a particular perspective and become a powerful ally in her clinical practice.  

I take a moment to recall my own struggle to make sense of our stories and thoughts that 

are left untold…although this did not prevent me from forging a collective self-identity with my 

fellow nurses, I have not lived a life compounded by colonialism. I am a stranger in this reality. I 

sense the importance of the collective struggle, but this is their discourse…it may influence our 

shared narrative, but I can never envision the vastness of its effect.  

I sensed this was a natural, emotional response to the difficulty experienced by another. I 

also sensed that creativity within the dynamically changing nature of our research relationship 

and that both nursing and personal influences would overlap onto fields of undiscovered 

identity. Butler (1990) famously argues that identity, and notably gendered and sexual identity, 

is itself the product of somatic shaping. Although I do not carry an Indigenous affiliation, I 

sensed that because of our gender, we shared common experiences. However I cannot 

marginalize or trivialize the specific experiences of Indigenous women…these experiences are in 

response to hegemonic models of the self in both every day and staged life.  

Returning to the work of Indigenous feminism, St. Denis, (2007) argues that rather than 

being tied to patriarchal structures, Indigenous gendered roles are interpreted as being tied to 

the natural sexual division of labour and based in the very real roles that men and women play 

in their communities. Additionally these stories are stories of women, and identities that “disrupt 

the harmonious relationship and holistic view of life through a denigration and denial of certain 
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roles, such as motherhood, is an affront to Aboriginal women” (Oulette, 2002, p. 26). As a result 

I began to rethink my personal standpoint and how nursing and caring were conceptualized 

from shared values. I also return to the value of gendered complementariness’ that might 

overcome the legacy of colonial discourses on the attitudes and behaviours of both Indigenous 

and non-Indigenous men and women. What I did discover was that any return to a traditional 

value system might not even be possible given the transformative nature of culture and identity. 

(Self-reflection, June 2012) 

Chapter Summary 

Pre-professional experiences of caring are viewed to be an important phenomenon to the 

participants’ concept of care and caring, because rethinking these experiences often changes, and 

reconstructs the relationships with others. From a theoretical perspective, caring is a way of 

being-with another person that is demonstrated through behaviours expressing caring and 

compassion. Identity as a way of being, involves inter-subjectivity and connection that supports 

a process of understanding context and the unique perspectives of individuals and social groups.  

Throughout this Chapter, I am reminded that there is a need to listen and to understand 

the message in narrative. For Indigenous families, elderly family and community members are 

often respected for their narrative historical value, where testimonies about daily community life 

help others to understand the practical aspects of life and society (Diamond, 2012). This 

connection provides the foundation for presence and caring. A theoretical understanding of 

presence provides a contextual framework for the phenomenon as a way of being in a caring 

relationship, whether that relationship is with another human being, a place, or with spirit. In this 

context, presence conveys meaning to understand experience. I thought about Elder Louisa’s 

story of connecting to “old ways” and her memories of land, place, teachings, and spirituality.  
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My mom and dad and everybody used to go out when the sun was coming up. I 
don't know. It's like it was dancing or something. I don't know.  That was their 
belief, and I don't—they used to have like some handkerchiefs, see the sun come 
up.  I don't know if it's really—that thing just makes me wonder too. They used to 
say (speaks in aboriginal language), the dance.  It's the—that's the sun is dance—
going to dance, like coming up, like moving, certain movements. I don't know. 
But that's why we used to get up early in the morning Easter mornings to go see 
that. And my dad would pray outside. He used to pray all the time.  He'd smudge 
outside, and he'd pray as the sun comes up. Every morning that's what he used to 
do. 

 
I witnessed Elder Louisa’s and Elder Jean’s sense of vitality as they spoke about their 

world. I began to wonder about their intention to re-story the cultural and racial marginalization 

they experienced in their youth as a way to expose non-Indigenous people to the colonized 

world. I sensed the Elders also told this story to ground their identity and, once positioned, they 

had the ability to regenerate and create their own story on their own terms which was anchored 

in the complexity of existence, preventing them from floating away.  

I came to understand the personal narratives illuminate individual and collective action 

and meanings. They represent social processes by which life and human relationships are made 

and changed. This transformation, “far from being eternally fixed in some essentialized past, 

they are subject to continuous play of history, culture and power” (Hall, 1990, p. 225). In 

Chapter Seven, I assess how the nurses’ experiences hold their own by means of their stories, 

and how they have shaped their caring identities and nursing practices. 
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CHAPTER SEVEN  

CARING IN NURSING PRACTICE 

Falling in love is also falling into knowledge. 
 

(Erdrich, L., 2010, Shadow Tag)  
 

This chapter explores the second research question: How have pre-professional 

experiences guided caring in nursing practice? The narratives were gathered through face-to-

face interviews and talking circles with the nurses and Elders in Little River. Gathering 

narratives in the field is critical to Goffman’s premise that the self is performed and constructed 

according to places where participants work, highlighting the ways in which nurses 

communicate with colleagues, patients and through the research process. The sites are 

considered the stage where nurses perform their caring work.  

Dialogic/performative narrative analysis is used to explore nurse’s stories to better 

understand care as a performance. A foundational concept that highlights reflectivity (Freire, 

1970) is to create cognitive links between pre-professional experiences and the act of caring in 

practice. Each scene in this chapter represents the progressive element of the narrative research, 

where the nurses’ stories move between and among experiences they feel are important and 

relevant to their understanding of caring-for-the-other as professional nurses.  

Stories of caring in practice fulfill two concepts of Goffman’s dramaturgical metaphor. 

First, as nursing is a social and relational profession, the self is a product of the performance that 



INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

194 

each individual displays in social situations (Goffman, 1959; van der Linden, Oostrom, Born, 

van der Molen, & Serlie, 2014) giving rise to a sense of self as validated by public and private 

performances. It is through this performance that nurses discuss their identity and concept of 

caring for patients, the community and nursing team. Secondly, even though nurses play an 

active role in fashioning their performances, they are generally constrained to present themselves 

in ways that are socially supported within a specific social and professional context (Goffman, 

1959; Bamberg, 2006). These descriptions and evaluations “rhetorically function to convey how 

speakers signal to their audience how they want to be understood” (Bamberg, 2006, p. 145). 

Therefore, having a sense of the professional self depends upon the validation awarded or 

withheld in accordance with the social norms inherent within a specific context (Goffman, 

1959). The life stories revealed and disclosed in this chapter, take up the caring-for-the-other 

experiences by exploring holistic, embodied and relational caring, and the various challenges the 

nurses experience in the act of caring in Little River. 

Scene 1: Holistic Caring 

Holistic care is fundamental to nursing practice: “nurses practice holistic care within the 

patient encounter while patients live an embodied experience” (Mason, 2014, p. 55). Holistic 

nursing care is described at the individual level, such as “embracing the mind, body and spirits 

of the patient” (McEvoy & Duffy, 2008, p.  418) and is based on the inextricable links between 

social, economic, physical and individual lifestyles and health practices (Erickson, 2007). In 

particular, holism is an “intuitive, interpersonal, altruistic, and integrative expression that rests 

on the nurses’ awareness of the transcendent dimension yet reflects the patients’ reality” 

(Sawatsky & Pesut, 2005, p. 30).  
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One such way to enact holistic care is through presence. Presence is defined as the “an 

inter-subjective human-to-human relationship in which the person of the nurses affects and is 

affected by the person of the other” and is realized “as emerging from the caring moment within 

the transaction of transpersonal caring” (Melnechenko, 2003, p.19). Beyond a merely physical 

actuality, the concept of presence has also been discussed by several philosophers as an 

existential phenomenon (Sartre, 1943/1984; Heidigger, 1962). One's ability to be present begins 

with a simultaneous expression of awareness of self and another person during an interaction and 

serves as a means to increased knowledge; Sartre coined the term “authentic self” as a way of 

truly being with another person (cited in Penque & Snyder, 2013, p. 27). Penque and Kearney 

(2015) suggest presence is evident in the nursing literature and includes various themes of 

psychologically and physically being with, knowing, active listening, and meaningful connection 

with the patient are evident. Nursing presence is an “intersubjective human connectedness 

shared between the nurse and the patient” (Kostovich, 2012, p. 169). In addition, presence is 

defined as a sub-construct in the theory of caring (Watson, 1985/2011). 

Additionally, presence is an intra-personal process characterized by sensitivity, holism, 

intimacy, vulnerability and adaption to unique circumstances resulting in enhanced wellbeing. 

Presence, as an intervention in nursing, shares characteristics similar to active listening and the 

concept of mindfulness (Penque & Kearney, 2015). Covington (2003) suggests the term “caring 

presence” merges caring and presence into a construct that clarifies this elusive human 

experience as “an interpersonal, inter-subjective human experience of connection within the 

nurse/patient relationship that makes it safe for sharing with one another” (p. 312). 

Presence in nursing care. A caring presence is created when the nurse and patient share 

a human experience and through empathy, attempt to understand the experiences of the other. 
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According to Halpern (2003), empathy is a skill learned or an attitude of life, which can be used 

to try to come into contact with someone, to communicate and understand the others’ 

experiences or feelings. Thus, presence is a reciprocal process that connects the nurse and patient 

through human experience. Presence is a skill and ideology of holistic care. Both concepts are 

discussed in relation to the nurse’s practice within Little River. For example, Martha shares that 

her concept of care is embedded in the four dimensions of holistic health, where she engages in a 

relationship that is attuned to patient needs. 

…it has to be like all four dimensions, not just physical. You know, like it's the 
mental, it's the spiritual, it's the emotional stuff too that you need to touch on 
when you're talking to the client and when you're listening for what they need and 
how to work with them.   
 
Through Martha’s emotional hearing, she actively understands the feelings attached to 

the words used by the patient. As presence requires vigilance to the hidden meanings in and 

behind the words spoken, it is difficult to separate this concept from mindfulness. Therapeutic 

presence brings one’s whole self into engagement with the client.  Geller and Greenberg (2002) 

describe this as “being with the client rather than doing to the client” (italics in original, p. 85). 

In this way, presence is a kind of emotional backdrop that enables Martha’s being with the 

patient that enables the patient to search and process their own reality to achieve self-

knowledge…“and then also to know where you come from, that piece of the puzzle is to know 

where you're coming from and why you're doing what you're doing”.  

And like so in my mind, God is love, love, and then so that's the spiritual part of it 
and trying to incorporate that with what I do. Like even yesterday, someone had 
called me who was actually talking about one of her grandparents, but somehow 
we got to talking, and then some more things came out, and it was taking that 
time. It took me half an hour more than I expected for the phone call. It could 
have been a three-minute phone call, okay, yeah, I'll get that done, bye. No, it was 
more and then we started talking more. She had just got a new diagnosis with 
diabetes, and she was devastated. Like so now okay, have you seen anybody 
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about it? …trying to get the case management parts of it to see if there's anything 
else that could be done.   

 
Drawing on a religious narrative, Martha positions “God is love” that outweighs her 

sense of moral duty to others, situating Martha’s presence within her narrative as someone who 

is selfless and self-sacrificing on behalf of others in need. Yet Pesut and Sawatsky (2006) 

suggest caution in the prescriptive nature of spirituality in caring for patients proposing, “that 

spiritual nursing care is an intuitive, interpersonal…and integrative expression…At its 

foundational level spiritual nursing care is an expression of self” (p. 23). Martha brings her 

spiritual self into the caring relationship revealing her expectations of standards of care and, as a 

result, reflects the patient’s possibilities and realities within the caring encounter.  

Martha constructed her engagement in the activities as: “somehow we got to talking 

about herself, and then some more things came out, and it was taking that time…” thus 

reconstructing her sense of presence as she engaged with the patient. However, Penque and 

Kearney’s (2015) study suggests making time for patients is difficult due to the competing 

priorities of complex patient care and assignments. Good care requires the competence and time 

to individualize care that is based on the physical, psychological, cultural, and spiritual needs of 

the patient and family (Vanlaere & Gastmans, 2011). Therefore, Martha adjusts her responses 

and activities to attend to the immediacy of the situation and being present to the individual 

needs of the patient. In this way, Martha positions her engagement in activities as performing a 

role, providing a perspective in which others may view her as supportive, kind, and caring.   

Meeting them where they're at --rather than pushing and saying you got to do this 
and this and this. But having -- but letting them know that you're the manager of 
your life basically, right, and where you're like the captain of the team, I said. 
That's how I put it to her. You're the captain, and we're your team players, so you 
tell us if you need something in your life. We are here if you need support. We 
are here if you need something. You don't -- you are not alone, and that's a big 
thing.  
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Although Martha finds comfort in holistic care, she realizes being present is a 

fundamental tool to maintain flow and connectedness of how she and the nursing team functions 

in the community, with their patients and with each other. Martha’s concept of presence allows 

for multiple layers of self to emerge through interconnecting themes of holism. The significance 

of presence and love, brings about wholeness in caring relationships. 

To care is to love basically, and it's patience. It's kindness. It's everything that 
goes along with it, so when I'm thinking of caring, I associate with love.  
 
In addition, Martha places a high level of importance to attachment in nursing. In this 

statement Martha identified two central notions of care, namely duty and love (patience/time and 

presence/immediacy). Martha understood duty as a provision of minimum standards for nursing 

that can be tangibly measured or assigned criteria (Fitzgerald & van Hooft, 2000). Considering 

this, Martha identified love in nursing as something outside of the parameters, something that is 

unquantifiable and, therefore, cannot be demanded. This is something that moves beyond a 

traditional duty to care. 

Meaning of empathy and humility in caring for the Other. In this next segment, I am 

drawn to Nancy’s narratives that open up a site in which she provides the youth of Little River a 

place to rearticulate their own stories and themselves. In a dialogic style, Nancy utilizes 

storytelling as a tool to forge connections to others. By viewing herself as approachable and 

accessible, she relies upon her own subjectivity that allows self-exposure as a way of being open 

to the other. Thus, validating her care orientation to another is fundamental to the nurse-patient 

relationship and the nursing profession itself (Edwards, 2009; Gastmans, 2006). In the following 

narrative, Nancy self-identifies as an active participant in her practice “It is the actions of other 

participants, not the practices themselves which accomplish this” (Schatzki, 2003, p.193). Nancy 
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applies social meaning to the way her relationships are shaped and maintained and evokes 

humility as a critical element in her strategy to empathize with others (Crigger & Godfrey, 

2010).  

But to me, it's more than that also because I think that—I mean to them that 
means something. To me, I'm just (Nancy), a human being. You know what I 
mean? Like I'm just a nurse, and I just like to be able to help people. That's what 
nurses do, right, that we just—at the very basic level, we just help people, and 
there's lots of different ways that we can do that, and I've found my way, right?  
 
Taking into account Nancy’s (already linguistically shaped) context into which she has 

previously narrated her words comprise the utterance that forms further actions in her story, “at 

the very basic level, we just help people.” It is only when I, as the listener, and Nancy assigned 

some meaning to this narrative that the significance of her social world became visible. For 

example, as Nancy returned to conversations about socially constructed selves, I understood that 

she was also reflecting on her own experiences as an adolescent of being stereotyped and judged 

by others. Nancy and I had previously worked at a psychiatric center; we perform a sense of 

caring and identity with and through each other that can only be revealed though our reciprocal 

understanding of the site circumstances. 

Well, I think about helping and I think about caring, I think about really 
connecting with people and accepting people where they are at in the moment 
that you meet them and that this is who this person is, and it's like about –
especially with mental health, it's not about judgments or, anything like that, and I 
learned that, you know, when I worked at (…).   
 
The mutuality and familiarity of Nancy’s experience pulls me in and reawakens a new 

and deeper level of reflection and contemplation on the significance of past experiences in 

practice. I sensed her story had captured a wide range of possibilities afforded by this meaning, 

illuminating the various niches such as humility that nurses tap into in order to optimize their 

caring presence. Interpreting humility more broadly as a fundamental orientation and 
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instrumental character trait helps nurses relate to the world of others (Crigger & Godfrey, 2010). 

As ethical formation is a union of a nurse’s personal attributes and professional qualifications 

that is developed over time, Nancy also demonstrates how her personal and professional life 

experiences of vulnerability and suffering influence the interpretation of ethical formation.  

Vulnerability and suffering have proven to be sensitive issues for Nancy and the other 

participants and either serve as a personal ethical revelation or cause the development of blind 

spots, where their vision is obscured. However, I sensed Nancy’s understandings of vulnerability 

fostered and shaped her courage in relation to care. Courage appears to be a significant unifying 

phenomenon that manifests itself as the courage to help patients face their own vulnerability and 

suffering, to bear witness to patients’ vulnerability and suffering and to have faith in oneself in 

arguing for and providing professional care (Thorpe, Rundqvist, Roberts, & Delmar, 2012). 

Courage thus seems to play a significant role in a nurse’s ability to engage in care. Nurses’ own 

vulnerabilities, suffering and humility seem to shape their courage. 

As Nancy and Martha are present in the here and now, they are able to emotionally 

embrace the vulnerability and challenges experienced by others. Through this act of awareness, 

they are able to access, cultivate and share this authentic moment, which constitutes the roots – 

and the fruits – of a holistic ideology, giving meaning to their shared experiences and their ever-

changing relationship. As I understood that empathy, whether cognitive, affective, or both, may 

not necessarily involve caring, I made an assumptive leap that through the telling of their stories 

they had created a meaningful relationship, releasing vulnerability as if shedding their skin.  

However, I also understood the act of care as a sustained emotional investment in an 

individual’s well-being that takes time, patience and personal risk. For example, in the following 

narrative Martha provides a view of empathy as a therapeutic act requiring vulnerability and 
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personal risk within the patient-caregiver relationship (Boston, Towers & Barnard, 2001). 

Martha’s emotional plea to the patient can be interpreted as expressions of her own vulnerability, 

which further demonstrates caring is based on character-based ethics.  

…and to acknowledge that, yes, this is going to be hard. This is a life-changing 
thing, but it's your life, and I asked her is there kind of any spirituality and do you 
have a belief system? You know, I had to say right out, and then from there we 
went to her family. You know, like it just intertwined so much. The caring 
intertwines with every dimension. What about physically? How are you doing 
that way? How are you doing mentally? You're grieving your loss. This is your 
loss of your health, and she said, I didn't think of it like that. You're going to be 
bargaining. You're going to be angry. This is all normal because you are in a loss 
right now, and she was just kind of like I didn't think of it that way, and I said, 
you know what? You can even come in and see mental health, and they can work 
through you through all this stuff that is going to happen to you. So it's just like 
grabbing pieces that -- trying to get -- and like -- and then if they say, no, no, I 
have to do this, this is my priority right now, great! Let’s do that then… 
 
Confronting the vulnerability of patients actualizes the vulnerability of the care 

providers. I sense that through the experiences, the nurses experienced an existential and ethical 

challenge when they were confronted by a patient’s suffering and appeal for help, a challenge 

which has implications for their ethical formation and caring consciousness. Unlike the 

principles or outcomes dominant in the current bioethical community, ethics place a strong 

ethical emphasis on the character traits or virtues of the individual (Crigger & Godfrey, 2010).  

Returning to the narratives on bonding and natural caring (chapter six), Lillie reflects on 

her own relationships with family and as a result feels empathy (an embodied reaction) to 

another’s despair. However, I sensed something else in this conversation…I wondered how far 

Lillie would go when revealing her inner selves? What limits should we set when taking off our 

masks? On the one hand, I thought about vulnerability and the shedding of our identity…only to 

put on the mask later… vulnerability is viewed as one of the basic conditions of human life that 

includes the authentic life, or the existential attitude: “Living authentically or existentially means 
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being aware of one’s mortality, being true to oneself and involved in life, taking personal 

responsibility for one’s choices, being a participant in the world, and encountering others as real 

human beings” (Stenbock-Hult & Sarvimaki, 2011, p. 32), I began to wonder if expressing 

vulnerability was in itself a caring act or if it is a process to becoming a caring person?  

Gadow (1999) described this as a mode of involvement that engages the entire self of the 

nurse, which includes the rational, emotional, aesthetic, physical, and philosophical. Lillie 

encounters others experiences of vulnerability through a variety of consuming emotions and 

moral distress, however, she also experiences feelings of affirmation through the encounters.  

Yeah, and when you said you (referring to another nurse) have to do the four 
elements, it just sparked a memory. When I was in hospital, there was a lady who 
had come down from the north, like quite a ways up north, and she had no family 
in Saskatoon, so she was quite lonely, and she stayed to herself, and I tried to talk 
with her so she didn't feel so alone, so I'd talk about her and her family and like 
just to get to know her, not just seeing her as a patient.  
 
I began to wonder how Lillie’s personal identity was connected to her nursing practice 

and how telling this story had shaped her caring-for-others. Understanding this experience as 

incorporating lived complexities into the self-told story of life, I understood caring-for-the-other 

as the ability to relate the self to empathize with the experience of another. Through this 

narrative presentation, Lillie makes sense of the experiences, choosing, organizing and 

structuring them into a coherent organic whole.  

I sensed Lillie, Martha, and Nancy’s narrative identity were fundamentally connected to 

the unity of empathy and meaning. Yet, I wondered how the nurses’ experiences with regard to 

their own vulnerability and suffering influenced their ethical formation and capacity to provide 

professional care when they were confronted with a patient’s vulnerability and suffering. 

I sensed the everyday life stories constantly received and added new experiences into 

their conscious cue, each story informing the possibility of understanding the other, and their 
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worlds mingle. This unity gathers the nurse’s experiences into the life of one narrative self 

that weaves the stories together, giving them coherence. As a result, experiences and events have 

real meaning, and as Polkinghorne (1997) alludes, they are not merely isolated events — they 

are part of the whole: a larger story that relates them to one another within the context of one 

life. 

Duty and responsibility to relieving the distress of others. I understood vulnerability 

and suffering as fundamental conditions of life that are experienced by all human beings 

(Eriksson, 1993; 1995; Malone, 2000; Stenbock-Hult, & Sarvimȁki, 2011; Weaver, Morse, & 

Mitcham, 2008). In nursing, it connects nurses and patients and involves a mutual sensitivity 

(Stenbock-Hult, & Sarvimȁki, 2011). The ability to handle their own feelings is an important 

factor for nurses to acknowledge and respond to other’s vulnerability and suffering. 

 In the following story, Nancy’s concept of caring is related to the idea of duty indicating 

that her foster mother had encouraged her to consider her obligation to “do what’s right”, 

bearing some responsibility for relieving the distress of others. In contrast, Nancy also 

incorporates ethical caring, reflecting on Nodding’s (1984) engrossment, a process of unselfish 

care. She relates many stories recalling her relationship with her foster mother linking her 

mother and daughter to morality, duty and doing what’s right, (a moral orientation from which 

action emanates) and incorporating natural caring as well, where Nancy’s memory of being 

cared for by her foster mother gives rise to an ideal caring self.  

…and I think when you ask questions about caring, it’s like this is the epitome of 
caring to me. It’s like -- you know, like no matter what, you do what's right. 

 
Nancy describes her sense of duty as imbedded in her notion of doing what is right, 

which extends care ethics into the concerns associated with justice. Although empathy 

recognizes the distress of others, Nancy’s moral sensitivity forces her to want to relieve the pain 
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of others, whatever its cause. In this way, care is a necessary perspective for moral sensitivity 

and moral responses, however, other tools are necessary for moral problem solving, such as self-

awareness, a caring orientation and understanding humility and vulnerability. Therefore, to build 

a trusting, caring relationship with her patients, Nancy relies on her self-awareness of any 

judgmental feelings or feelings that could foster her crossing boundaries into intimacy. As a 

result, Nancy chooses to connect to the spirit of an authentic relationship with another person, 

reminding me of Gilligan’s (1982) argument that the level of caring or closeness in a 

relationship is also reliant upon how the selves are interconnected and interdependent.  

Like there was some pretty criminalized people that I worked with, and to me, the 
bare bones of it all, I just think this is a human being that needs a little bit of 
tweaking here and there, and I think some people need more than others, so it's 
like how can I help with that regardless of what you've done, if you're a drug 
addict and shooting needles and all that. To me, I mean you've got to -- I mean 
that's part of the, you know, treatment plan, but it's like what can I do in this 
moment to help this person?  
 

Scene 2: Caring as Embodied and Relational 

Johnson (2008) argues that human embodiment includes the biological, (unconscious 

physical and chemical processes); the ecological (the body in its relation with the environment); 

the phenomenological (how we experience our body); the social (the inter-subjective 

encounters); and finally the cultural dimension, that results from cultural learning and 

conditioning. The components of embodiment in the narratives are intertwined and 

interdependent providing a deeper understanding of the experience.  

As the relationship between the nurses and myself progressed, Lillie and I began a closer 

examination of caring in nursing practice and the embodied meaning associated with this 

process. What happens when nurses express their experiences of caring for others through their 



INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

205 

body? What is the role of proximity47, gender and memory in the embodied experiences? How 

do we use our bodies to communicate with others? Smith (2007) argues that “Bodies are partly 

connected and ‘known’ through narrative – the stories they tell” (p. 395), and meaning is 

actively processed through bodies. Pelias (2004) writes “Remembering begins in the body, in 

vague feelings, in the sensuous before it claims its story. Memory is made from traces, 

fragments, and images, from what cannot be let go, from what insists on a psychic place” (p. 50). 

Gender and embodiment. In the following narrative, Lillie provides a photo that 

situates her standing beside a large screen with the words Healthy Living written across the 

display. She describes how she created the display for a wellness event in a First Nations 

Community…“mine was healthy living, so it was just general eating healthy, exercising, stuff 

like that”. Although the photo captured a beautiful young woman, what particularly caught my 

attention was Lillie’s very short hair. The young woman who sat across from me had thick long 

dark brown locks that framed a beautiful, smiling face. I immediately thought of how our hair is 

part of our identity, how it made us distinct, and gave us personality. I thought of Lerner’s 

(1979) book on feminism and the absence of women’s voices in history: “women’s history must 

contain not only activities and events in which women participated, but the record of changes 

and shifts in their perception of themselves and their roles” (p. 60).  

Sherry Ortner’s (2006) approach of gender, agency and embodiment, also provides the 

possibility to grasp women’s narratives and body language as they engage in acts of resistance, 

                                                      
47 While the term proximity can refer to more than only physical closeness, I use 

proximity primarily to indicate psychological proximity and physical closeness, unless clearly 

stated otherwise. 
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as well as the marking of body and space. While thinking of the photo further, I sensed short hair 

could be a concept of resistance toward cultural and hegemonic storylines (Kwan & Trautner, 

2009). However, I began to wonder, had my concepts of social norms crept into this analysis? 

By asking questions I began to realize I had been fixed on ideologies of gender that primarily 

associated men with the public domain, which is separate from female private spheres. By 

making this assumptive leap I am reminded of how easily preconceived notions and values of 

feminism are creeping into this narrative. Understanding that I needed to be aware of conjectures 

I wanted to have a deeper understanding of Lillie’s story of her short hair.  

To me, I just always liked long hair and having my hair long, but I didn't do it for 
any reason except for personal reason, but I know when I cut it, I instantly felt 
sick because like the weight of your hair is so heavy. I got lightheaded, and like 
your hair keeps you warm, and I was cold and lightheaded right after I shaved it 
off. Shaved, I was bald, so this was a change… like a few months growth 
probably. I sent it to children's wigs in Ontario. I don't know if they used it 
because they said if your hair was dyed too much, they wouldn't accept it, but I 
don't know. I still sent it off anyway.  

 
I sensed Lillie’s powerful response, “hair keeps you warm, and I was cold and 

lightheaded right after I shaved it off” was an experienced moment within the body as critical to 

how women challenge and transform hegemonic discourses of their spaces. Was this Lillie’s 

counter-narrative, her resistance toward the ideal appearance? Knowing that Lillie’s unselfish 

self-regard to shave her head was motivated by altruism, I was captivated by her story of her 

physical reaction to this change.  

However, embodiment in nursing is more than the physical response to the caring 

encounter. Parratt and Fahy (2011) take a feminist perspective on embodiment in nursing, 

arguing the care of the body and the embodiment of our physical responses are vital to nursing 

practice. For example, the image of a shaved head brought forward experiences of women who 

use their bodies as places to conduct intimacy and communication. I thought of the student nurse 
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in the beginning narrative and how she may have felt betrayed by the experience of giving birth 

to a baby, only to have someone (a nurse) diminish this experience. However, I also thought of 

the nurse’s duty to inform her patient of sensitive but vital information and the telling of this 

information had effects on her body as well. 

The sites and sources for understanding embodied experiences also highlight cultural and 

social body responses to stress and loss. For example, in reflecting on Lillie’s story of her 

father’s response to her mother leaving the family, I began to question how other social forces 

impact Lillie’s response to her father’s experience of loss. Had I trivialized Lillie’s father’s 

experience of loss because of his gender? Doucet (2013) argues fathers are also embodied 

subjects who move through domestic and community spaces with inter-subjective, relational, 

moral, and normative dimensions that frame such movements. As I moved toward understanding 

Lillie’s response to her father’s loss, I wondered how social and cultural expectations of 

masculinity had triggered Lillie’s sense of mothering?  

Yeah, like, my dad was the more caring of the parents.  My dad would be the one 
that would rock us and soothe us, whereas my mom didn't have --  
She didn't show affection. And it just seems weird because I know my mom was 
in residential school and she was beaten for certain things, but my dad was in the 
orphanage and he was pure French and he got beaten for the same reason. You 
could not speak French, and he was only three or four years old. And so my dad 
doesn't speak any French. So it's weird how my dad learned how to care.   
 
Lillie found comfort in her ability to take on a nurturing role even when the ties that 

created the roles were severed in early childhood. This shift was primarily due to re-processing 

Lillie’s story of her father’s “broken state” and a move to understand the invisible aspects of 

everyday life that could matter in nursing, gender and the embodiment of care. Therefore, 

equally important is to understand how particular embodied relationships give rise to gendered 

social meaning in language and performance as a communicative practice. Returning to 
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Goffman’s perspective of how meaning and identity arises through the social experience, the 

particular relationship between father and daughter provides a backdrop to how meaning is 

communicated and conceptualized. Thus, paying attention to lived experience also prompts 

inquiry into the role of agency in the construction of gender, in which Lillie’s father performed 

gendering practices as a lived experience rather than fixed subject positions.  

It is difficult to ignore the embodied aspect of nursing. Much of the caring for another is 

driven by a physical need delivered through corporeal means. Much care is found in the chosen 

action and in the manner and subtleties in which those acts are performed, for example, in 

returning to Martha’s listening narrative as a prerequisite for a caring relationship, but this 

listening cannot be perceived as superficial. Care is a bodily performance and even when it is 

delivered from a distance it is based on bodily knowledge that informs our moral imagination. 

We engage in performances of care, the iterations of which help instantiate our caring identity. 

Proximity, temporality and immediacy of the embodied experience. I also thought 

about Lillie’s act of caring for a distant stranger that raises important issues at the interface of 

geography, proximity and moral philosophy. Giving her hair away and to some extent, her 

identity, raised questions concerning spatial relations and care as a moral value. I also thought 

about holism and presence in nursing, and how our closeness to others shaped our actions, 

reactions and expectations in the work of nurses. Was Lillie’s action of cutting her hair a 

response to being accepted in her community? Was the need for acceptance and 

acknowledgement, that was part of her nursing identity and work, associated with her obligation 

to care for another, making this deed more about duty than about ethics? 

Lillie tells a story of how she cared for a stranger in the hospital. In this incident, she 

constructs an emotional relationship with the patient and responds to the patient’s needs. As 
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Lillie attends to, and receives expressions of, pain or need (acknowledging the other’s 

vulnerability), she feels something akin to that pain (empathy) and as a result she is moved to 

help, “I'd talk about her and her family and like just to get to know her, not just seeing her as a 

patient”. However, caring for a distant stranger (i.e. Lillie sent her hair to children's wigs in 

Ontario), presents a different kind of caring other than one where she is physically close to a 

stranger in the hospital. In both situations, Lillie’s physical response is similar, although both 

have very different orientations.   

Singer (2009) suggests the quandary of a distant stranger may place us in the same moral 

demand, as does a relationship to those who are in close proximity. This indicates our empathy 

can be triggered at a distance, particularly if the object of our attention is someone already in our 

empathic circle. In the situation where Lillie gave her hair to someone unknown, she did this 

through her understanding of the needs of the recipient but there was no immediacy to complete 

the act. This is in contrast with the empathy she felt for someone, a stranger who was physically 

close to her. Through Lillie’s stories, it seemed she empathized with those who are in need at a 

distance but she cared for someone in close physical proximity as she witnessed and attended to 

the immediacy of the situation. 

A comparison of Lillie’s stories resonates with Nodding’s (2010) argument that caring 

demands a type of completion, a response from the other to acknowledge the caring action. This 

reciprocal acknowledgement is often absent in attempts to care for distant strangers, but typically 

exists when caring for a stranger/patient in close proximity. As other aspects of life are drawn 

upon in this relational embodied space, our connection to each other, our differences between 

each other and our grounding in the world (Austin, Bergum, & Dossetor, 2003) are all enacted 

through an understanding of the caring relationship. 
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Acts of embodied and performed storytelling are always present in nursing stories 

especially through perception, emotion, language, movement in space, time, and sexuality. This 

existence is known only in and through the body as we live and experience the world through 

our bodies (Merleau-Ponty, 1962). The phenomenal body is the only means of existing in the 

world, consciousness is embodied consciousness, and a person is an embodied being, not just the 

possessor of a body (Benner, 2000). I am reminded of The Sources of Normativity, where 

Korsgaard (1996) poses various questions about empathy, and proximity: “When you see a 

person in pain, and you feel pity for him, or his pain causes some kind of empathic distress, why 

do you want to help him? Why does his distress strike you as a reason to help him? Why don’t 

you just take a tranquillizer?” (p.148).  

This concept presents another focal point of embodiment, consciousness, proximity and 

caring: If ethics takes on a particularistic position that endorses some form of partiality, does this 

inadvertently suggest that when we give care to someone proximal to us, should we expect a 

reciprocal or an acknowledged response to our caring act? What happens to our bodies if 

reciprocity or acknowledgement is not received? What happens when our caring is disregarded? 

Could this change how we interact and practice care for others? Do we then take on an impartial 

view of caring, discarding any personal meaning associated with the intimacy of the 

relationship?  

I am reminded of the nurse in the hospital in the opening narrative, and wonder if the 

actions and insistence by the nurse may have been the result of social policy or bigotry or 

possibly even both. Was this an act of ethics or duty? Is there an expectation of reciprocity in 

duty? Sources and motivations for ethics and duty have different intentions. In Lillie’s account, I 

sensed uncertainty if her hair had been used to help someone else (a stranger) but she maintained 
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the belief that benevolence had resulted from this act. Scwartz & Bardi (2001) argue 

benevolence is the most important value among people as it plays a critical role in endorsing 

social harmony and predicting pro-social behavior. I am curious how Lillie’s concept of 

benevolence related to her “calling” orientation toward caring and how the particular scenes 

sanctioned her values toward helping others. 

Returning to Nancy’s experiences of working with incarcerated men and women, I 

thought about the urgency in her narrative identifying the limitations of time and opportunity. 

Knowing that time is an ambiguous concept, it is felt within our bodies. Can this sense of time 

and our integrations of how time affects our bodies give rise to a sense of urgency and 

immediacy?  

If I only have an hour with them, how can we make the most of it in that hour, 
and like what do you want from me? What are you hoping from me? What are 
you expecting from me? Because really like caring is -- it's a two-way street, 
right, relationship, right? Then sometimes patients, clients have unrealistic 
expectations too, so it's like you've got to say, okay, this is what I can do, this is 
what I can't do.  
 
Re-thinking this narrative, I reflected on my physical responses to other’s emotions and 

pain, I inserted myself into Lillie and Nancy’s story of time. Through this process, both nurses 

chose to show their caring capacity, rather than simply tell the story. They provided context that 

brought forward a vivid and evolving portrait of nursing work. Lived experiences are expressed 

as a process moving from initial feelings of distance toward feelings of attachment and 

immediacy in nursing. This immediacy is an abstract, ubiquitous construct that is difficult to 

conceptualize. What is it in our bodies and our interactions with the world that gives rise to this 

urgency and immediacy with those in our past, present and future?  

As van Manen (1999) states, “at the moment when our wellness is disturbed then we 

discover, as it were, our own body. We might say the body reflects on itself as body” (p. 11). 
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This concept triggers re-thinking of how the nurses consider their own vulnerability particularly 

as they reflect on the mortality of others and their embodied responses to distress. What are the 

cues to recognize self-crisis and direct nurses to take care? For example, Martha initiates an 

embodied experience as a way to slow down time and to cope with stress: “Sometimes I just 

need to go for a smudge...” (a ritual that allows Martha time and reflection). I came to 

understand that these daily acts of tradition and practice, allows the nurses to reconnect the 

fragments of their identity into an embodied whole creating the conditions by which the nurses’ 

lives were defined by communal and social environment.  

As Rose narrates her idea and respect of the other’s body, she is also conscious of her 

history and familiarity with her patients. Relationships are embedded in time, however, Rose’s 

caring moment is temporal and spatial. They are time-continuous relationships in which Rose 

understands the everyday embodiment of illness. She maintains the requirement to respect and 

preserve the dignity and privacy of the patient that is a result of historical and temporal 

conditions. In this way, embodiment is the emotional and cognitive reaction of the body in the 

moment responding to another. 

...and some stuff I'm not sure if they feel comfortable with me. We do dressing 
changes on certain areas of the body... so I ask them beforehand, Is it okay if I'm 
here?...because I went to school with them or best friends with their sister or 
something like that, you know. There's that connection...because Native people 
are really modest, private. It’s different, you know, like to give a Native person a 
bath. You know, sometimes they didn't feel comfortable. Maybe because some 
I'm related to them in some way and to give them a bath, like they're my dad’s old 
buddies. You know, they knew me since I was three or just a little girl. 
 
Although individuals tell stories about the body, they are also telling “stories through it” 

(Frank, 1995, p. 3). When interpreted in this way, embodiment provides a concrete and tangible 

form to Rose’s concept of respect, resulting in a performance of how Rose wants to be known 

and remembered by her audiences (Gee, 2000; Goffman, 1959; Riessman, 2008).  
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By speaking through the body, individual and specific perceptions gradually define the 

world (Merleau-Ponty, 1962). Therefore, embodiment is about the feelings between the nurse 

and patient as they respond to a particular experience. For example, Lillie narrates her 

experience, action and reaction to a critical incident that transpired in the Little River 

community. At the time of this interview, the incident had occurred the previous week and Lillie 

continues to reflect on this experience. 

It…it’s… it’s still there.  Like I still need to do the…caring that I can do.  I'm just 
thinking about the situation last week and I just, it was like I—I was there, but I 
wasn't there. It’s like I needed to do what needed to be done. 
 
Sensing Lillie’s story grew out of the overlap between ethics and duty, a new 

understanding of her response to crisis and her role as a nurse in the community was created. 

Through her own recall of the incident, Lillie came to understand the team and herself 

(Nussbaum, 2001; Svenaeus, 2009). Emotions are also embodied and have intentions 

(Nussbaum, 2001); they grow out of the feeling that Lilly has for another person’s suffering. 

Considering this, I wondered how long can nurses carry this emotion of feeling of another 

person’s suffering within their own body? What happens to our bodies when we cannot ease the 

pain of others? 

Revealing awareness to embodiment in nursing is often difficult to identify as the 

narrative self is often hidden below the surface and is only awakened through self-reflection. 

Although Lillie narrates this reflection in and through time, she reveals the “object of her 

emotional response as well as her care” (Nussbaum, 2001, p. 13) that is further perforated with 

value and bias, suggesting she is obligated to take on certain perspectives in order to cope with 

the experience: compassion often takes on the onlooker's viewpoint (Nussbaum, 2001). In this 

way, caring is partial and proximal but it is always embodied.   
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How do nurses acknowledge aspects of embodiment in their interactions and 

interrelations, particularly when their relationships are constantly changing and, in response, 

nurses are constantly adapting? Martha explains that living through the embodied moment with 

her patients has become part of the healing experience. For example, she stories her experience 

of grieving with the community as an act of healing. In this way, coping is better managed 

through the embodied process of the shared understanding of loss. 

…and also pain-wise or grieving…I know where people are at because I been 
through a lot…in the community when clients pass away, we know the family we 
get to know them…everyone starts to grieve and through this we get to heal. It’s 
from that relationship…not blood.  
 
Embodied memory as a caring act. In light of holding this unique position, Martha 

talks about feeling a sense of responsibility to relieve another’s suffering. Therefore, Martha 

embodies the interpersonal or relational experience between herself and the patient, an essential 

feature in the nurse-patient relationship (Hess, 2003). From this perspective, Martha’s grieving is 

an embodied reaction and an embodied memory (Johnson, 2008). This interaction is also 

evaluative as it is projected against a background of values—partly biological, partly socio-

culturally acquired—guiding Martha in her current engagement with clients. Therefore, this 

shared experience can be understood in terms of a network that is the focus of Martha’s attention 

including a repertoire of personal and professional values and past experiential interactions. 

The relationships nurses have with their patients emphasized the importance of embodied 

spaces. The body’s ability (or inability) to resolve distress becomes the “stories that haunt us” 

(Rashotte, 2005). I began to understand that when a caring event has occurred, how it is 

remembered and received also provides a template for coping with similar stressful events in the 

future (Fivush & McDermont-Sales, 2006). For example, as Lillie carried memories of her 

father’s affection with her, it became evident attachment was also developed through the 
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intrinsic social group to which the family and community belong. Family relationships are 

socially constructed, created by cultural and social practices, opportunities, and choices afforded 

to men and women. However, specific family relationships and behavioural patterns are rarely 

seen as being connected to the wider social environment in which families operate (Fivush, 

McDermott-Sales, 2006).  

Unwilling to either let them go or ignore their existence, many of the stories are left at 

the boundaries only to be unveiled when we relive an experience from our past. The memories 

are central to the assigned meaning of the embodied experience as they are socially constructed 

and presently orientated, reconfiguring experience. Therefore, recalling the embodied effect of 

memories provides nurses with a body memory resulting in intuitive knowledge. 

For example, Rose narrates a story about caring for her newborn child while attending 

nursing school, explaining her newborn child was in intensive care. Rose recalls this experience 

of biking between hospital and school, being physically and mentally exhausted, unaware of the 

physical toll this experience had on her body. She uses this memory to explain how her body is 

maintained and at some point, finally failed: “it just hit me; breaking down; I was all over the 

place”. Although Rose’s embodiment story includes recognition of her own distress and 

vulnerability, she also makes known the importance that her distress is acknowledged by others 

as well. This gives rise to an ethic that recognizes that care includes judgments and, to make the 

judgments, those involved need to understand the complexity of the process in which they are 

enmeshed (Tronto, 2001). In this way, caring involves rational explications of needs and 

sympathetic appreciation of emotions: “it requires not an abstract from the concrete case to a 

universal principle, but an explication of the full story” (p. 65).  
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As I came to know Rose on a more personal level, I understood her commitment to 

personal health, particularly her physical and psychological fitness. In the three years I spent in 

Little River, Rose participated and won various national and international fitness competitions. 

She also started fitness groups in the community and was successful in a proposal to build a new 

fitness gym open to all community members. Knowing the bulk of behaviours are socially 

constructed, I thought about Rose’s experience of caring for a newborn infant might predate her 

present commitment to the act of fitness—a realization of inherited schemes. In this sense, her 

memories of inadequacy, fear, and even her act of care-giving, constitute embodiment of 

memory, and a collective memory.  

Additionally, as Rose tells this story, she is also simulating an embodied activity without 

significant behavioural consequences. Rose is enacting a physical movement or gesture (i.e. 

biking, breaking down, time to rest) without actually performing it. The simulated actions can 

correspond to her memory of the experience, or it can be implicated in spatial descriptions of the 

present. In other words: in order to play the embodied memories, performers rely on their 

familiarity with embodied-memory and with its senso-motor context.  

Thinking about Dewey’s (1922) embodiment as reflection, I sensed Rose’s work with the 

community of Little River was connected to other experiences of understanding how caring-for-

the-other was routine and customary in her work. Dewey notes “to know how by means of our 

habits…We walk and read aloud, we get off and on streetcars, we dress and undress, and do a 

thousand useful acts without thinking of them. We do something…” (p. 177). The behaviours 

and actions are embedded and embodied in practices in which we engage on a daily basis, and 

when we actually reflect on the moments, we begin to feel the embodied reaction to this 

memory.  
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In this way, the mind is directing the performance of the body, based on the information 

and perceptions, to create movement or action. Therefore, all performances are a natural 

interplay between the mind and body, orchestrated, staged and composed by the 

individual…directing, acting and rehearsing the experiences over again within new situations. 

Rose seems to rely on past performances to understand and compose her actions for new 

situations.   

Slote (2010) prefers to name this feeling with empathy. Nancy also recognizes this 

feeling with as a product of the circumstances and memories of her childhood as a way in which 

her caring comes from her life that she recognizes could “never have been taught in nursing 

school”. Nancy not only relates to the suffering of others, she understands her world through the 

lens of her own identity, which not only affects how she views the world but also provides the 

source for her practice of care. The idea of helping people reflects her concept of care and re-

focuses Nancy’s way of caring by validating the pain of unresolved loss. This positioning 

requires a reorientation of thinking about loss and the reorganization of Nancy’s previous 

representation of meaningful relationships in adolescence to fully acknowledge the changed 

reality of the loss in the present.  

There is relevance and importance in the distinction between the embodied practices, 

whether they are formal or informal practices of care. For example, Martha speaks of her 

children’s capacity to show care and how this action is embodied and displayed and, as a result, 

evokes emotions. The dialogic/performative can be described as always embodied and 

purposeful within a designated time and space that evokes the imaginary. The very notion of 

possibility rests with those who can imagine ways in which compassion and care are performed 
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in everyday lives. Martha lives with this imagery as a way to envision her world, making 

connections between the physical and cognitive.  

When I look at my kids or child and I'll see which one is more caring to animals. 
Like, there's ones that are like, okay, just get off me or whatever, and then there's 
other ones that are cuddling and, you know, caring for that -- that animal.  
  
As I reflect on the narratives on the embodiment of caring-for-the-other, I also found a 

new source to recover the performative terms by which young nurses, mothers and women 

understand their lives. Lillie’s story is told to demonstrate the role of how this narrative plays out 

by showing lives are situated and organized by practical, rather than disengaged rationality. 

Martha makes the connection between embodiment and loss, Nancy relives embodied humility 

to make connections with others, and Rose refers to her memories that provide an intuitive 

knowledge and furthers her commitment to care for the community of Little River.  

Yet returning to Lillie’s story, I sensed she was mourning the loss of her hair and that this 

process lies within a temporal site provoking existential reflections about the deconstruction of 

the body’s integrity, along with the anticipation of the body’s renewal. I thought about the 

biological body’s transformation on the visual and sensual levels and how the images conjure 

masculine and feminine perceptions of beauty and appeal. 

Scene 3: Professional Challenges in Little River  

The importance of establishing trusting and respectful relationships with patients, clients 

and families is fundamental to effective nursing practice along with various cultural, economic 

and social factors influencing the willingness of people to accept or adhere to supportive 

intervention. Failure to recognize the factors accounts, at least in part, for the poorer health status 

of some groups in society: “highlighted by the continuing concern about stigma which further 

threatens the health and well-being of individuals, families and communities” (Jackson, Andrew, 
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Cleary, 2012, p. 142). Nurses, as with other health professionals, need to be able to deliver 

responsive healthcare to meet the needs of individuals, families, and communities.  

However, nurses require a variety of moral and ethical perspectives and differing views 

on the threads that bind members to caring practices within Little River. For example, 

friendships exist in the communities that tend to be closely knit and culturally based as opposed 

to the loose secular connections of moral strangers (associated by permission, authorization or 

agreement) as typically experienced in acute care settings (Laabs, 2008). In other words, there is 

a strong capacity and need to negotiate the caring encounter through relational and community 

nursing.  

Expectation of the nursing team. Goffman’s (1963) theory of impression management 

suggests nurses employ front and backstage settings in their collaborative work.  Inter-

professional and intra-professional collaboration was seen less on the front stage than the 

backstage. The backstage interactions, including hallway and office conversations, give a 

perception of collaborative teamwork for those who came to Little River’s Wellness Centre. The 

observed interactions are useful to overcome limitations of the front stage work. Lewin and 

Reeves (2011) highlight the shifting ownership of space by different professional groups and the 

ways in which front and backstage activities are structured by physical space. However, within a 

community setting, the notion of teamwork appears to have significant relevance as a form of 

regular interaction and a shared team identity. This suggests community nurses focus on casual, 

social interventions and relationships as a backdrop to providing care. 

For example, Martha’s perception of patient expectations is rooted in her social 

construction of care. However, the expectations are also grounded in the team’s expectations of 

her practice as she identifies as a member of her nursing group and shifts the use of the pronoun 
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of I to we in her narrative. Therefore, Martha utilizes her personal expectations of what caring 

for another may entail, but she also acts according to her nursing groups expectations.  

That’s a lot of what I feel like right now is that I have to move from being like an 
extreme frontline worker and just case managing my clients to having to program 
management position. Now, I've got to fool around with a whole bunch of 
administration which takes away from my client time and that part, I don't like. It 
seems like I have to be very selective of who I care for, you know, and I don't like 
it like that, but to be in this position, I guess we have to have some time for 
administration… 
 
Of particular interest, Martha’s asserts she is someone deeply aware of the human 

condition and desires to work with individuals who are vulnerable; “It seems like I have to be 

very selective of who I care for”. I sensed Martha’s affirmation towards authenticity was through 

her capacity to be present for her clients, and that her knowledge gleaned from her relationships 

with her patients and through her memories of family and kinship.  However, the front stage 

relationships are also dependent on the image that the team presents as being collaborative or 

dependent of others on the team.  

Team empathy and collaboration is practiced through the cognitive, rather than an 

effective response, that involves an understanding of the inner experiences and perspectives of 

the patient and a capability to communicate this understanding to the patient (Hoyat, et al., 2002; 

Weiner & Auster, 2007). For example, Nancy uses her experiences as an emotional backdrop to 

feel with another however, her priority is to do a good job and is a reflection on the integrity of 

the nursing team. 

It's like nowadays I think I…like when I'm training, I…I know how good of a job 
I can do, so that's what I want to do. When I'm caring for a patient, I know that 
this is important to be able to do, and so I give her the credit [foster mother] for 
teaching me how to be caring. Absolutely.  

 
As Nancy talked about her past experiences, I wondered what was at stake for Nancy as 

she storied the experiences? How was she holding her own in the act of telling this particular 
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story, in this particular way? How did this story convince her of what she needs to do and to 

carry a team identity? Although emphasising the importance of the questions, I also imagined 

how this story re-enacted experiences of vulnerability as a stage to allow Nancy’s identity to 

unfold rather than as a determinant of identity. In this sense, she uses her experiences of 

vulnerability to understand how she cares ethically and morally for her patients and how she 

maintains awareness of vulnerability in her nursing performances.  

As I rethink Nancy’s position in her narrative, I am reminded of Lillie’s conversation that 

community nursing in Little River is more than simply following a job description, and that as 

nurses they are often called to handle emergency situations that would normally be provided by 

emergency personal or acute care services. Although working within rural communities provides 

organizational, assessment, and patient advocacy opportunities, the skills are often determined 

by time and place. For example, in an acute care setting, if a patient is in medical distress there 

are numerous emergency teams that can be made immediately available. However, in a 

community setting, the nurse may need to utilize different communication skills and channels to 

advocate for the patient's needs where time is a factor. The types of role conflicts produce “twin 

praxis, where the performative does more than interpret and express, it initiates and incites” 

(Madison, 2006, p. 322). 

As with the other nurses at Little River, Nancy reveals there are few supports or 

alternative ways to deal with emergency services for critical incidents in mental health. Although 

she relies on her previous experience in forensic nursing as a way to cognitively process and 

assess a situation, she is also acutely aware of gauging her responsibilities and the resulting 

pressures of caring for others within this environment that challenged her personal wellness. 

I think like when you're working in the area of mental health, we've got to figure 
out and take care of our own mental health, right, so it's not a very warm, shall we 
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say, environment, and it's a difficult environment to work in, although the work 
with the clients I loved. 
 
 As she narrates her team struggles in her previous work, she reveals that she had to 

“figure out and take care of our own mental health?”, as she also narrates how the team can be 

debilitating, “it's not a very warm, shall we say, environment, and it's a difficult environment to 

work in.” What does this say about the other nurses’ concepts of personal wellness in the care-

giving experience”? As Nancy continues to reflect on her past nursing career, I remember 

thinking she was actually clarifying why mental health was important to her and that I needed to 

be aware of the immediacy of this narrative. How did she understand issues of stress, distress 

and the emotional pain of others? “I think that it's important to me that people be able to function 

at the best level that they can, and I think that a lot of people suffer as a result of, let alone 

physical illness, but mental illness.” Throughout this conversation, Nancy provided specific 

scenes of the need to deal with past issues, and to make visible the pain of marginalization and 

ignorance: “Nothing goes away. It's actually there sometimes bigger and bad-er when, you 

know, you do look back. It's like, oh, you're still there? My anxiety is still there or depression or 

whatever.” 

In this narrative and with others, Nancy provides a dramatic show as a way to act out her 

performance offering a sense of immediacy in which I, as the audience, witness the collapse of 

time. As Nancy tells her story I am taken back to her past becoming a part of that time, some 30 

years ago, when she first entered nursing. Although Nancy’s narrative reflects her past 

experiences in nursing, I sensed she is also providing cues to other experiences related to how 

people work as teams and move toward resilience and interdependence.  

Belonging and fitting-in. As I came to know Lillie, I began to understand she thought 

deeply and passionately about her workload in Little River. While in Little River, I grew aware 
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that this community was a site for a renaissance of Indigenous culture and various forms of 

creative expression where members actively participated in forms of development and incentives 

to establish cultural and individual programs. Yet, Lillie seemed anguished about her ability to 

engage people, to gain trust and develop relationships within the community. I reflected on 

Lillie’s sense of loss as an adolescent and how she currently understood herself to be different 

from those who lived in Little River. I wondered how Lillie’s story of being an outsider in Little 

River had further shaped her concept of care and self-identity as a nurse. 

Like people look at me and think I'm--I look Native, but I don't act Native, so 
sometimes trying to deal with people, they might have their own perception of me 
and caring.  Or even I have to look at stuff as—like their life isn't like what my 
life was.  Like our lives are so different, so that might kind of be a barrier and 
trying -- trying to understand where they're coming from. I’d -- I’d be an outsider 
because I don't understand the life of people who live here really… 

 
The personal construction of the cultural and racial identity is significant to readiness and 

commitment to performance of professional nursing in Little River. Self-labeling is a major 

theme of professional identity and is dependent on the congruence between personal worldview 

of the self and a view of oneself as a competent professional (Gibson, Dollarhide, & Moss, 2010; 

Reisetter, et al. 2004).  

As all behaviours serve a purpose, Lillie’s narrative reflects her goals to be 

acknowledged, to belong, or simply to express herself in creative and unique ways. I view this 

performance as a way to interrogate the audience (myself) as an interactive figure in the 

production of, and reaction to, the political forces and her personal worldview shaping her 

identity. Frideres (2008) argues an a-spatial Indigenous identity consists of individuals who are 

not, and may never have been, part of a physically identifiable Indigenous community shaped by 

a sense of place. Considering this, Lillie’s identity emerges from the spatial culture and sociality 

linking her to a symbolic identity (shared characteristics and shared socio-cultural experiences). 
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Culturally, I -- I don't really have anything culturally.  Like every -- every now 
and then if I'm at work here and there's something, like if someone’s smudging 
or -- or whatever, then like I'll -- I'll do it too, but I don't seek it. Like I don't go 
looking for it for myself. Personally, my supports are just my dad, my older 
daughter and my husband --- is pretty much my primary supports --- so it’s a 
small network. Probably because they're the ones I most rely on, the most 
trusting --the ones that I know are always there. I can count on them. 
 
I also drew comfort from Lillie’s words where she acknowledged I was an outsider. As I 

came to find consolation in the conversations with Lillie, I also became aware that I had entered 

into Bakhtin’s schematic understanding of the human psyche of the I-for-the-other relationship. 

In telling of her feelings of not “fitting in” within Little River, I also understood our identity was 

developed through a process of how we are viewed by others and that I had incorporated Lillie’s 

perceptions of me into my personal understanding of my identity. 

 In the following scene, Lillie expresses her caring concepts that include themes of 

struggle, discovery, hope, humility, and adaption. Specifically, Lillie places emphasis on 

community participation and involving patients in the support of community health programs. 

Shifting medical tasks to patient readiness also incorporates care processes into the nurse’s daily 

lives, which is essential for promoting lifelong adherence. Understanding cultural differences 

within Indigenous groups are a source of knowledge for Lillie, as she tries new ways to assess, 

teach and care for her patients.  

I was just thinking of when I first came into community health and I had to put on 
this huge event and I've never planned events and—and to me everything had to 
be, “Okay, there's -- there's a schedule.  There's the agenda.  Okay, it’s got to be 
at this time, or this time...Okay, nobody showed up yet.  Okay, I guess we'll push 
it back an hour. No one showed up yet.  We can't keep pushing it back otherwise 
we'll do nothing.  Okay, we'll do what we can with the people here,” and the 
whole idea of Indian time-- but like to me I came from a place that was very 
structured and then first coming into community health, it’s not always 
structured.  Like it can't be by the clock all the time, so, yeah, that really changed. 
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In the above segment, Lillie demonstrates how language, historical and cultural contexts 

influence the construction and performance of her narrative. Lillie uses the term Indian time (a 

social construct) as a way to explain how her perspective of structure and responsibility is 

different from the identity embedded in the community of Little River. She recognizes her 

difference lies with her attitude toward her work. I wondered how Lillie adapted to the 

community and if the community also adapted to her given her knowledge was created with 

others and learning is essentially a social process. Perhaps her experiences of maintaining her 

family home at a young age may have influenced how she interacts with a community.  This 

story is also a reflection of Lillie’s other stories of belonging…one that is mediated by social, 

historical and cultural influences. 

Sometimes approaching people a certain way is a barrier. Like because I've—I've 
kind of lived the white life—so sometimes trying to deal with people, they might 
have their own perception of me and caring. Or even I have to look at stuff like 
their life isn't like what my life was. Like our lives are so different, so that might 
kind of be a barrier and trying to understand where they're coming from. Like I 
just have to try and understand their situation. It doesn't usually change the way I 
care about them.  It’s just I have to try to care in a different way.  
 
According to Goffman (1969), individuals may seem different because we observe 

certain attributes that "are incongruous with our stereotype" (p. 3) of what the community 

members expect from a particular nurse. In this way, identities are formed from one’s sense of 

who they are, their self-concept, and from influences and opinions of others (Verkerk et al. 

2004). 

What happens when we do not identify with our family heritage? Lillie did not grow up 

within an Indigenous community, or with Indigenous traditions, stories or ceremony. Palmater 

(2011) describes the “Indian-ness” scale, which is a creation of the colonizers. Colonizers, 

“created the image of what it is to be Indian based on “Indian people who existed at a frozen 
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point in time” (p. 32). Weaver (2001) further notes that the struggle among Indigenous peoples 

to fully claim their identity is due to internalized oppression, “a by-product of colonization” (p. 

250) and further explains, “We fight among ourselves and often accuse each other of not being 

‘Indian enough’ based on differences in politics, religion or phenotype” (p. 250). In order to 

counter this internalized oppression of who is Indian enough, Alfred and Corntasse (2005) argue 

that communities need to engage in a regeneration and decolonization processes: 

They [decolonization and regeneration] are shifts in thinking and action that 

emanate from recommitments and reorientation at the level of the self that, over 

time and through proper organization, manifest as broad social and political 

movements to challenge state agendas and authorities. (p. 611) 

Building trust in relationships. In furthering our discussions on the issue of 

understanding care in our lives and in our work, Lillie articulates her difficulty in trusting others 

and that much of this fear emerged from her adolescence experience of loss “I find it very hard 

to do because, well, like I said before, my mom left when I was eleven and a lot was put on me 

and -- to be the backbone for my dad and doing stuff that it seemed like he could not do because 

he was such in a -- a broken state”. As our discussion moved toward her feelings toward her 

mother, I sensed Lillie had continued to suppress her resentment and disappointment about the 

relationship. I also sensed Lillie had an enormous capacity to care. From the perspective of care 

ethics, Lillie tries to see others in the best possible light, by examining how experiences of loss 

and hurt influenced her understanding of trust and relationships.  

I think so.  I think it’s from before.  I think it’s from -- like -- like from my dad’s 
situation.  Like it hurt me to see him that hurt, but I just had to do it.  It needed to 
be done…I try not to think about it, so I probably inadvertently have issues with 
it.  I know I do.  I think it’s got to do with my mom. Like I have anger towards 
her for -- for that. 
 



INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

227 

However, building trust with others requires a moral effort with those outside our 

empathic circle. Vernberg, Greenhot and Biggs (2006) claim friendships emerge from social 

relationships: a natural outflow of relationships that help find social voice and positioning. 

Francis articulates the benefit for nurses and the community to engage in relationship-building. 

Yeah, they have to be accepting of the nurses, first of all. They make you feel 
welcome to be there for your job, and if course, if we didn't feel that welcoming 
community atmosphere… I think we'd find it really hard to go out and provide 
care. 
 
However, as I thought about Francis’s role as a nurse manager, I also sensed she 

maintained a responsibility to negotiate the caring relationship. Thus, Francis provides various 

performances as actor, director and producer of nursing work in Little River. While performative 

structures and positions do not necessarily dictate a specific mode of interpretation by audiences 

(i.e. the public), they lay the foundational atmosphere that predisposes the public toward 

particular avenues of reception and response.  However, the shared understandings lie at the 

heart of the actions and reactions are developed and conveyed through performance. To speak or 

interact with the intent of being viewed implies performance and, as such, Francis’s actions are 

always performative, regardless of her role. Issues of identity, social hierarchy, group 

interactions, public events and exchanges of power and obligation are key concerns in nursing 

and are central to constructivist interpretations of caring. 

Often nursing relationships evolve out of the act of intimacy and self-disclosure, where 

feelings of trust and connectedness emerge from a sense of being acceptance and commitment to 

social relationships. Gergen (2009) proposes that a sense of self emerges from a “process of 

coordination that precedes the very concept of the self…always... emerging from relationship” 

(p. xv). Thus, trust and belonging result from the relationships.  
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For example, Martha’s stories about reciprocity in relationships and knowing how to 

provide care is different from deciding what care to provide and to whom we should provide 

care.  

I still do the one-on-one with my clients and I don’t only deliver my program and 
do the procedures. There’s a lot of stuff I get back from my clients. I don’t know 
if it’s a boundary issue, a lot of teaching back, self-care, compassion, anything 
cultural I get so much just from being in this community. I don’t think that 
anyone realizes the benefit. It’s reciprocal. If you are there to care for them in a 
respectful manner then that’s what I also get from them… if you are going to be a 
jerk…then that’s what you are going to get. You know [the community] shaped 
me as a nurse. I’ve grown a lot from when I first got here five years ago and I 
know there a lot of stress in the position that we are in. I do have that client 
centered mentality so I do it for my clients, so as a nurse I do what is best for 
them. 
 
From this perspective, I imagine how Martha carefully maneuvers through the 

community. The uniqueness of her relationship with the community occupies the principles of 

respect, reverence, responsibility and reciprocity, and encompasses personal ontological 

transformation. For example, Martha recognizes relationships have the power to change the 

caring encounter and the reciprocal nature of working with the people of Little River.  

I wondered how the family relationships shaped Francis’s caring consciousness and her 

sense of responsibility in the community. As she talked more about caring, I sensed she was also 

talking about how close, proximal relationships, based on intimacy and familiarity, also provided 

valuable insight into her choices of action.  

There's cons because you know them well. Especially if it’s a family member, 
then they expect a little more special treatment, we'll say , but...or you feel like 
you need to do a little extra—or them, time permitted, but in that sense it’s a con, 
but mostly it’s pro because you know the family. You know where they're 
coming from.  You know their support systems, who's home with them… 
 
A caring relation, however, is not always simple and obvious. Since Francis has worked 

at Little River for over 12 years, I began to wonder how the community’s expectations 
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influenced Francis’s actions. I began to sense the relationships might not always be reciprocal 

and that her position (nurse manager) in the team, and consequentially her position and 

familiarity in the community, might bring about other expectations about her responsibilities and 

duties. 

This perception, induced by cultural factors, personality, and time, creates a sense of 

reality and their resulting perspective of the world (Merleau-Ponty, 1947/1964). For example, 

Rose relates that providing care also includes the community’s capacity to welcome and receive 

the nurses to provide care. In this way care is a reciprocal process. 

Well, I always just try and think of people are going to remember me for things 
that I do, things that I say, how I make them feel, how I do something, so I just 
try, you know, always keep that in mind with client care or just presenting 
myself, you know. I don't want people to have a bad impression of me. 
 
As Rose was raised in Little River, she had fostered and established long-term 

relationships with the people of the community. These family and community relationships are 

among the most enduring relational contexts that affect individual development throughout the 

life course (Branje, van Lieshout, van Aken, & Haselager, 2004). Rose relates that being 

physically seen in a community is critical for building relationships, particularly as she relates a 

story of working in a smaller, northern community where at times she felt the people were 

suspicious of strangers. 

And it's a lot easier to do relationship building if the atmosphere is relaxed like 
really. Personally I always strive towards that equality. When I was working up in 
(…), I used to go all over the place. I would walk in the town site, like in the First 
Nation, and I'd walk to work or I'd bike or I'd be there… 

 
Rose further elaborates that nurses need to engage in opportunities within the community 

that could foster professional relationships. Geographical place and proximity may also 

influence trust within a community.  For example, residents of Little River are contained. They 
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live and work in fairly close proximity to one another. Therefore, in rural communities, the 

concept of privacy or separation is more difficult to achieve as community members are highly 

visible to each other. As nurses within Little River are in close interaction with the community, 

there is also increased autonomy, cohesiveness, and community visibility. However, Martha 

narrates challenges to balance her time between her work and community expectations. 

Those are challenges. Those are the challenges in working in a community 
because the community doesn't stop being that community. They always will 
have needs. Sunday afternoons, Monday at two in the morning kind of thing... 

 
In this conversation, Martha discusses experiencing difficulties and controversies when 

managing her workload, particularly when work interfered with her sense of caring and her core 

performative functions of presence. Covington (2003) argues caring is not bound by time, but 

that presence occurs “in the moment” (Covington, 2003, p.312). Martha recalls how she could 

not always spend sufficient time with her clients and, as a result, adjusts her time between the 

front and back stage (one of being with the patient and one of preparing to be with the patient). 

My analysis of the excerpt below is that Martha constructs the conflicts of time to further 

explicate the relationship between transition from direct caregiver to nurse manager roles 

(backstage) and her experiences of role ambiguity “…and then like I was thinking, well, that's 

what I have to do most times in home care is like, oh, I don't have that dressing, I guess I'll have 

to do it this way and then go back afterwards to do it, you know and like that kind of caring…”.  

Similarly, Martha’s stories overlap into social-public relationships established between 

the nurses and the community as a form of “co-regulation” of practice and learning. The 

relationships affect how nurses support each other and how they engage the community. It is 

vital for nurses to understand patients, act on their behalf (Torjuul & Sorlie, 2006), and support 

self-management (Deledda, Moretti, Rimondini, & Zimmermann, 2013).  
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The interconnection between rural nurses and their work was most apparent in how the 

community shapes the nurses’ lives and everyday practices revealing key aspects of caring in 

practice. Issues such as demographics, size of the community, and distance from other centers 

affects the quality of practice, the nurses’ skill sets, and knowledge. However, the direct front 

stage performances bring with them the community’s responsiveness to the nurses’ actions of 

care.  

Chapter Summary 

As I read, re-read, listened and re-listened to the nurse’s narratives, I saw creativity 

within the dynamically changing nature of our research relationship which is critical for 

understanding how concepts of caring are formed and articulated. Fogel (1993) proposes “within 

relationships through the jointly created dynamic discourse, the act of communication” enables 

the self in social and mental lives to allow “the individual to participate in the discovery of the 

unknown and invention of possibilities” (p. 6). In this way, co-regulation describes how 

meaning is created out of relationships. In sharing personal narratives, the nurses, Elders and I 

connected through our senses and understandings of the stories, leading to the development and 

reinforcement of identity and unity. By involving the voices of the intergenerational family, the 

participants’ remain interconnected to other stories of caring in the community of Little River.   

What I came to understand is that gestures, linguistics, non-verbal and other physical 

products of the body are embodied expressions often left out of the narrative analysis. The 

bodies carry the intimate experiences that are the topic of Lillie’s story of shaving her hair, 

Martha’s grieving in relationship, Rose’s dedication to mothering; Nancy’s resilience and 

Francis’s caring consciousness. The body, self, and experiences are seamlessly interrelated, 

dependent and contingent on each other to be complete and engage with the world (Wilde, 
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1999). Understanding people have bodies that respond, change and react to the stories we tell or 

try to tell, affect the structure and function of the story and, ultimately, the understanding of the 

experience that is interpreted by the audience/listener. 

This Chapter argued that professional caring endorses partiality in clinical care. 

However, the partial concerns are balanced against justice and duty. Although compassion, 

presence, humility, embodiment, memory, empathy, and duty constitute vital qualities, the 

ability to tap into these concepts paves the way for continued growth and to further concepts of 

relational care in nursing.  
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CHAPTER EIGHT 

DISCUSSION AND RECOMMENDATIONS 

To make an end is to make a beginning and the end of all our exploring… 
will be to arrive where we started…And know the place for the first time. 

 
(T. S Elliot, Little Gidding, 144-145) 

Overview of the Research  

There is ambiguity in narrative, language, culture, and most certainly in this research. 

Despite the focus on the life and work of five Indigenous nurses in the First Nations Community 

of Little River, this study takes up questions that are central to broader conversations about the 

responsibility and capability of nurses to develop and utilize genuine caring relationships as a 

way to provide care to their patients. The argument began with the assumption that caring 

demands reciprocity and proximity (Noddings, 2002) and the concept of relational care 

(Gilligan, 1982) is at the core of the nursing practice. Although caring exists within nursing 

relationships, the origins and motivations to care are varied.  

In this chapter, I set out to explore whether Indigenous nurses’ pre-professional 

experiences could be used to create new ways of thinking about nursing care and if studying the 

stories may identify potential trans-disciplinary and interdisciplinary dialogue that could add to 

the current research on caring. I understood that if my goal was to understand an Indigenous 

nurse’s concept of care, I needed to understand the multiple influences that affect a nurse’s life.  
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In this final chapter, I provide highlights that emerged from the narratives. Knowing the 

findings in this chapter are temporal, the core stories of how the nurses and I came to 

comprehend care and caring through plots, fused together by actions and events of the past to re-

frame new understandings of personal and professional identity as the “drama we are unfolding” 

(Polkinghorne, 1983, p. 149). The narrative perspectives become a form of truth making that 

also become life making (Bruner, 1987). To do this, I begin by exploring Polkinghorne’s 

narrative whole as a framework to “organize events and human action into a whole, thereby 

attributing significance to individual actions and events according to their effect on the whole” 

(p. 18). Through the process of mimesis, the nurses’ narratives incorporate the notion of identity 

and continuity between past and future possibilities through a three-fold model of prefiguration, 

configuration, and refiguration (Nascimento, 2014). 

Secondly, as the self-arising through the process of the performance, I discuss social and 

cultural influences on identity noting Riessman’s (2008) concept that “larger social structures 

insinuate their way into individual consciousness and identity" (p. 116) and the social values 

become part of the nurses’ caring ideals. In this way, I recognize how  “people’s values expand, 

and as narrators they can select among or intermingle values in relation to their diverse groups” 

(Daiute, 2014, p. 69).  

I revisit Carol Gilligan’s A Different Voice, Nel Nodding’s A Feminine Approach to 

Caring, and Sara Ruddick’s positioning of maternal thinking that provides the relational 

framework of care in the everyday aspects of the nurse’s life. The ideologies fit well with the 

section on new materialism, which consider the holistic co-constructions of the participants’ 

narratives as a lens to decolonize research that includes how the environment, nature and an 

Indigenous worldview influences care and identity. I conclude with the limitations of this 
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research and further implications for nursing practice.  

The narrative whole. Polkinghorne’s (1988) phrase, “What I have done, what I am 

doing and what I will do…is part of the whole that I am” (p. 131), reminds me life is composed 

of individual episodes that collaborate to tell a whole story. This knowing contains the notion of 

a whole that combines and configures bits of information revealed by the nurses into a systemic 

relationship: a "scene" in the case of spatial schemata, a "plot" in the case of temporal schemata 

(Polkinghorne, 1988, p. 111).  

Nurses recall, categorize and mark images they have accumulated from previous 

experiences to be used to make decisions in their present situation. Polkinghorne (2004) states 

“when one is confronted with a new experience that calls for a choice, the situation is identified 

analogically as belonging to one of these categories” (p. 146), and has the ability to give “a 

particular (moral) perspective for particular situated purposes” (Bamberg, 2006, p. 144). Each of 

the recalled images is accompanied by an emotional or somatic feeling connected to the original 

experience. Therefore, viewing the nursing stories retrospectively, I clung to the idea that 

understanding practice is linked to understanding the self, sensing the “significance of past 

events and to anticipate consequences of possible future actions” (Polkinghorne, 1988, p. 162).  

Stories are more than narratives. Although narrative and story are used interchangeably, I 

understood the nurses’ narratives to recount events organized in a temporal sequence, and this 

linear organization of events makes up their story resulting in a narrative whole. Stories have a 

beginning, middle and an end that become, in Ricoeur’s phrase, “models for the re-description of 

the world” (cited in Bruner, 1986, p. 7). Although never complete, the nurses tell stories that rely 

on narratives that began in Chapter Six. Through this process of understanding how the actions 

of current experiences are assembled through meaning applied to previous experiences, I take up 
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Dewey’s (1938/1997) first principle that is fundamental in the constitution of experience: 

“experiential continuum” (p. 28).  

Although each Indigenous nurse’s lived experiences are personal, unique and constructed 

within specific social, cultural and historical contexts, I also understood the experiences were 

created from an interaction between organizing our cognitive schemes and the impact that the 

environment has on life (Polkinghorne, 1988). Thus, Dewey’s (1938/1997) second principle 

“interaction of experience” (p. 42) is an interplay of objective and internal conditions that form a 

situation. Therefore, the nurse’s experiences are conceptualized through continuity of the past, 

present and future in a circular or rhizomatic way (Kim, 2016).   

As our conversations took place over a three year period, I sensed the nurses perceived 

when moments of knowledge-transference had occurred, and only then did they decide to further 

elaborate or add another detail that transformed their stories’ social, cultural, moral or political 

contexts. I asked questions which arose from the nurses’ narratives and my worldview by taking 

on a circular theoretical foundation (i.e. What makes a good and caring nurse? What are the pre-

professional experiences that resonate with Indigenous nurses?), which lead to more contextual 

questions (i.e. How do the experiences constitute notions of care? What is the influence of Little 

River on shaping nursing practice?). As a result, the participants told multiple stories that 

emerged on a temporal frame, from adolescence to adulthood, from novice to seasoned nurse.  

Although carefully chosen detail might re-contextualize all that has gone before (Hughes, 

2013), I also understood new meanings could be revealed through the nurses’ association 

between stories of the present and past. With this in mind, the nurses’ narratives included 

experiences of care and loss. However, Sium and Ritske’s (2013) work on loss, argues that the 

stories “demands this specificity, demands this personal and relational understanding, and 
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demands the richness and creative vitality that storytelling brings” (p. II). As I came to know the 

nurses’ stories had captured elements of loss, I was particularly astute to how the meaning within 

the experiences shaped their narratives of care. 

As the nurses positioned themselves within a historical reality and the social world of the 

here and now, I maintained intricate field notes that could assist in illuminating how past 

experiences could shape their caring-for-others in practice. For example, these stories became 

alive, giving voice to fathers, mothers, grandfathers, and grandmothers. Through the narratives, 

care was framed and integrated into the family and individual identity, inextricably linking the 

participants to the larger family identity of those living and from the past. The social 

interactions, or what Bamberg (2006) calls aboutness, draws together and makes historical and 

present world visible, providing a sense of self. 

Taking on a social constructionist perspective, the narratives are not intended to represent 

absolute truth. They foreground relational interaction and the meaning narratives have in 

generating a construct of reality (Frank, 2004a; Georgakopoulou, 2006; Josephs, 2008; 

Liamputtong & Ezzy, 2005; Madison, 2006; Riessman, 2003; 2008; Smith & Sparkes, 2008b, 

2009). The nurses construct their stories indicating their identities are not permanent, rigid, or 

static but dynamically produced (Schneider, 2007). For example, the experiences nurses 

accumulated throughout their lives temporarily shaped their identities but, as they continue to 

evolve, the fleeting identities also became historical (Barresi, 2002; King, 2000; Raskin, 2002).  

Mimesis and caring narratives. Narrative theory recognizes that the past and our 

personal history continuously shapes our identity and our understanding of the self 

(Polkinghorne, 1997; Ricoeur, 1991). Therefore, narrative knowledge centers on the 

interpretation of how our life stories have produced our actions, experiences and identities 
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(Ricoeur). The participants narrated stories of social meaning understanding derived from past 

social learning which informed the nurses’ personal and professional future aspirations. Caring 

for others was narrated as more than a decision making process or decisive moment in time and 

involved a complex consideration of a variety of life-long social experiences, in which social 

networks, particularly parents and family, were central.  

Focusing on a deeper understanding of the individual, based on a hermeneutic 

interpretation of the exteriorization of an inner life, I sensed the horizon of significance helped 

the nurses understand their identity in relation to caring. The nurses’ identities and 

corresponding sense of worth were difficult to distinguish from this meaningful horizon (Taylor, 

1989) and retrieving each nurse’s underlying ontology of experience was necessary to achieve 

an authentic fulfillment of moral agency. 

Being mindful of Ricoeur’s narrative and his ontological theory as a guiding framework, 

I was able to present the Indigenous nurses’ narratives on caring and identity that explored an 

ontological experience of care, as opposed to a sociological, psychological or behavioral 

understanding (Flaming, 2005). By incorporating a three-stage procedure in the interpretive 

process, I moved from understanding (a naïve grasp of the story) through explanation (analysis 

of the text) to comprehension through mimesis. Understanding that temporality is key to 

understanding how people construct narratives of the self (Ricoeur, 1991), I was able to build on 

the narratives from previous conversations to interpreting self-identities as nurses.  

Revealing the textual composition and organization of events, this process further 

informed the nurses and my sense of creativity and imagination. In this sense, the composed 

narrative in Chapters Six and Seven represent meaningful features of the nurses’ experiences 

(Ricoeur, 1984, p. 3) that are important to identity and the concept of care. This method also 
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considers temporality, sociality and place throughout the mimetic process of prefiguration, 

configuration and refiguration (Dau, 2014). 

By linking the narratives, I further considered each nurse’s storied “context through 

understanding, explanation and interpretation” (Ricoeur, 1996, p. 159) which revealed 

metaphors and plots portrayed in concepts, images and symbols. For example, by revealing 

images and metaphors such as: “I had to step up, do the right thing, God is love, and break your 

spirit,” the unsaid and unwritten was highlighted by asking various questions that furthered my 

understanding of the nurses’ narratives (Ricoeur, 1984, p. ix).  

Holquist (2011) argues that we share our lives with others emphasizing the social 

dimension of storytelling “I am part of [others’ stories], as they are part of mine. The narrative of 

any life is part of an interlocking set of narratives” (p. 218). From this perspective, the 

completed story was generated by the “joint work of the text and reader” (Ricoeur, 1985, p.76). 

The resulting process of interpretation is not only about textual interpretations carried out by the 

researcher (McMahon, 2013), but it is also about anticipating the readers’ or listeners’ 

interpretations, concluding that an “interpretative mimetic process is a process of creativity, 

adding new or extended knowledge to the readers of the text” (Dau, 2014, p. 112). 

The self-arises in the process of the performance. As this study is specifically 

interested in the type of influence and experiences that takes place between people (i.e. nursing 

teams, family teams, community teams, and caring teams), the specific analytic process utilized 

dramaturgical elements (Goffman), dialogic elements (Bakhtin), and performance of identity 

(Riessman) that each nurse-participant narrated, defining them as caring people. As 

demonstrated in Chapters Six and Seven I identified scenes and scripts in the analysis that were 

grounded in the core elements of dialogic/performative metaphor…the theater. Synthesizing the 
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stories as scripts offered a sociocultural expression and visual context to the nurse’s narratives, 

providing additional meanings and understandings of how and why the story was being told. 

Viewing narrative as dialogically and socially produced and performed, I came to value the 

stories as social artefacts: they were as much about the life of a rural Indigenous community and 

the nurse’s experiences as they were about the stories of care.  

Throughout this study, I became aware of the influential aspects of the nurses’ lives and 

my own life that included race, gender, and culture which we perform as we live our lives. The 

performed aspects of identity, the emotions, feelings, gestures, and thoughts that facilitate 

understanding of others, are more involved than at the "rational and cognitive level" (Battisti & 

Eiselen, 2008, par 1). Peterson and Langellier (2006) remark, when performance is socially 

considered, stories are constructed in the process of being recounted; they are ‘done'. In other 

words, when the nurses tell their stories, an active process takes place through social 

relationships of sharing, making, and performing. 

Core stories of pre-professional experiences of care. As this study progressed, it became 

clear the nurses consider caring to be part of their identity as their core stories of caring became 

the narrative expressions of who they are in their world(s). At the beginning of this project, and 

several times throughout this study, I began to understand that each nurse’s professional identity 

was created, to some extent, by their adolescent and pre-professional experiences of being cared-

for and through their caring-for-the-other that was embedded in a sociopolitical and sociocultural 

landscape. Rather than thinking about identity as innate and individually determined, I 

considered identity as a construction of social and historical relations. From this narrative 

perspective, the self-stories were snapshots of a specific time and from a critical processing tool 

that influenced their professional self-identities (Fivush & Nelson, 2004; Fivush, Reese, & 
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Haden, 2006; McLean, Pasupathi, Pals, 2007). 

Reflecting on the participant’s stories in adolescence, Para (2008) suggests that during 

times of distress adolescents begin to determine their beliefs and values. For example, Nancy 

frequently returned to her stories of racism, but uses the stories to define her commitment to 

guide her sense of belonging and care in her work in mental health. The experiences of a 

coherent identity also affect other aspects of her life, including spiritual beliefs, relationships, 

and values (Quintana, 2007; Scottham, Cooke, Sellers & Ford, 2010). 

Some participants reflected on events through story-ing experiences of vulnerability that 

resulted from loss. In this way, the nurses described childhood and adolescent experiences of 

“having to step up…I just had a caring instinct in me…and as an older sibling…” along with 

other stories of bullying and racism….to take on adult-like roles in order to maintain family 

cohesion. These experiences were deeply affected by the political assimilation policies (i.e. 

Nancy’s experience of the sixties scoop, Lillie and Martha’s struggle with defining their identity 

and the Elder’s story of confusion of their spirituality), directed at Indigenous people and, as a 

result, identity performances evolved and changed throughout the narratives, which also became 

part of their ongoing identity (Bauer & McAdams, 2000; McAdams, 2006; Neimeyer & Stewart, 

1996; Raskin, 2002; Verkerk et al., 2004).  

The nurses had, for the most part, very concrete views about how their identities 

influenced their caring for others (McAdams, 1996; 2001; 2003; 2004). For example, all the 

nurses and Elders reflected on adolescence and young adulthood as a time that shaped their 

current perspective of caring. Inspired by their past, the nurses suggested acts that linked their 

adolescence to acts of justice and caring associated with mothering: “I had to help my dad be a 

better parent; I helped raise my siblings; showing me (how to) care.” In situations such as these, 
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the participant’s identity was justified by an ethical argument about their valued capabilities, as 

well as the interdependence of social rights and natural caring (Vryonides, Papastavrou, 

Charalambous, Andreou, & Merkouris, 2015). 

As the nurses advanced an idea of themselves, they also expressed specific temporal 

moments of their past, giving rise to how their experiences shape their identity as caring 

individuals. Nancy created an awareness of how her adolescent experiences are utilized in her 

current skills to counsel students in school, and as an outcome, the experiences of helping 

students overcome personal and emotional issues also continue to shape her identity of who she 

is now.  

Although “not breaking her spirit” is a response to Nancy’s experience of vulnerability; 

the way she tells her story sets the parameters of what she can imagine as her own identity. 

Doing so involves the fundamental balance of ethics, morality and identity and, in particular, 

how she tells the story as being subjective and external. In this way identity continued to evolve 

where the stories reveal a way of situating and claiming life has purpose and meaning (Verkerk 

et al, 2004). For example, Martha reminds me that she maintained her caring identity as a way to 

honor her mother and grandmother, and Rose reveals that her understanding of who she has 

become is embedded within her connection to her community.  

During the telling of the stories, the I is in constant development as an ongoing story: the 

past and present are continually interpreted differently by I, the subjective thinker (Holstein & 

Gubrium, 2000; McAdams, 2001, 2003, Smith & Sparkes, 2008b). Additionally, developing the 

concept of ethnic identity is a lifelong process, beginning in childhood and continuing through 

adulthood (Smith, 1991). For example, Lillie connects perspectives of her physical appearance 

to public and social expectations: “Like people look at me and think I look Native, but I don't act 
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Native so sometimes trying to deal with people, they might have their own perception of me and 

caring.” Considering Lillie’s process of caring-for-the-other is constructed through this 

perception, I sensed her identity was at the intersection of the I and the me selves (McAdams, 

2001; 2003).  

Core stories of caring experiences in nursing practice. Difficult circumstances may 

sometimes limit the nurses’ abilities to act according to their professional or personal values and 

norms leading to a gap between the ideal ethical decision and the actual behavior. Nursing 

practice is not solely influenced by the decisions of individual nurses (micro level) but are 

additionally influenced by other factors at organizational (meso) and political (macro) levels as 

well (Gallagher, 2010). Although the nurses’ professional relationships are influenced by 

political decisions, organizational and socioeconomic circumstances, or limitations that may 

inevitably lead to decisions on the allocation of resources, they are also contained within the 

social parameters of the small rural community of Little River.  

For example, I sensed Francis was reluctant to disclose personal information as her 

position in Little River held significant authority and responsibility. Lillie, on the other hand, 

struggled with her sense of belonging and her feelings as an “outsider” that contributed to her 

understanding of the social dynamics of the community. Martha and Nancy revealed their 

dedication to those who were the most vulnerable in Little River, and Rose disclosed her innate 

ability to protect community members and respect autonomy. 

The nurse-participants employed techniques to manage and control how others may 

perceive them. In this way, Goffman’s font defines how the participants performed their caring 

acts in a variety of situations. As nurses work primarily in teams (including shifts assignments, 

pods, on-call schedules, or the delegation of specific duties), they work together to stage an 
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event. For example, the changing front and back stage performances depended primarily on how 

each nurse’s presentation was based on their need to perform certain tasks (medical or social) 

and their anticipation of how the audiences (public/community, patient, or team) could respond 

to the tasks.  

The nurses at Little River frequently performed tasks (i.e. meetings, appointments, 

nursing procedures) that were standard (prescribed) mechanistic reactions (font). In other 

situations (i.e. community emergencies and demands), their performances were unrehearsed and 

spontaneous. Within the configurations, nursing practice is directed toward autonomy, respect, 

and quality of life. Pragmatic considerations such as lifestyle, workload, and acceptance by the 

community were emphasized within the narratives as well; however, they seem to fade when the 

nurses storied their caring encounters with members of the community that included autonomy, 

connectedness, and respect. 

Relational practice. Caring as a relation demands nurses know the patients and 

community well enough “to hear, understand, and respond to their needs, desires and struggles” 

(deGuzman et al., 2008, p. 495). Noddings (2002) argues, a caring relation requires 

“engrossment and motivational displacement;” where the nurses replace their own needs and 

desires with the needs and desires of another. Traditionally, this notion of relational caring has 

been described as seemingly selfless. However, the possibility of self-less caring is challenged 

by personal experience and cultural assumptions that shape this process of engrossment. For 

example, the connections between the nurses’ efforts to care for patients and the ways in which 

the nurses were mothered, suggesting the professional work of caring is informed predominantly 

by personal and familial experiences of mothering relationships that include engrossment and 

motivational displacement. 



INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

245 

The nurses’ pre-professional values and attitudes are important concepts in the act of 

caring for others in nursing. Accordingly, a participant’s value seems to be a more dynamic 

concept than their attitude since it has a strong motivational component as well as cognitive, 

affective, and behavioral components. For example, nurses narrated their frustration with being 

unable to spend time with their patients, to get to know them, and find the time to listen. For the 

nursing team, the practical art of caring based on personal engagement is important. This 

emotional aspect of caring is essential. 

However, others argue care is reciprocal, (Hem, Halvorsen, & Nortvedt, 2014; Petterson, 

2012; Pettersen & Hem, 2011), the emphasis is placed on relational reciprocity as opposed to 

theorizing “caring as a one-sided activity that has a single main source of knowledge and 

motivation: either the caregiver or the care receiver” (p. 217). This meaning is important to the 

nursing relationship in Little River that is demonstrated through the nurses’ narratives on feeling 

with the patient, the importance of proximity in the caring encounter, the embodiment of caring-

for-the-other, and building trust in relationships (Nordhaug, & Nortvedt, 2011; Skomakerstuen 

Odbehr, Kvigne, Hauge, & Danbolt, 2015). Additionally, reciprocity also considers the 

Indigenous and social concepts of care that offer theoretical resources counterbalancing the 

nurses’ approaches to caring-for-others (Hem, Halvorsen, & Nortvedt, 2014; Pettersen, 2004; 

2009). 

Instead, the nurses explicitly call upon reciprocity and mutual recognition as correctives 

to any one-sidedness of care giving, rather than yielding to only self-sacrifice, and self-denial. 

For example, Francis narrates her response to community needs, as “They make you feel 

welcome to be there for your job, and of course, if we didn't feel that welcoming community 

atmosphere… I think we'd find it really hard to go out and provide care”. Martha also relates 
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“there’s a lot of stuff I get back from my clients”, which mirrors Lillie’s response of maintaining 

an understanding of another’s situation and standpoint, “Like I just have to try and understand 

their situation. It doesn't usually change the way I care about them.  It’s just I have to try to care 

in a different way”. The core idea is to “convey a relational ontology into the normative concept 

of care” (Pettersen, & Hem, 2011, p. 218).   

Chin (2013) asserts respect for a feminist moral philosophy, such as Carol Gilligan’s 

theory of care and Virginia Held’s human rights and care, relates to “praxis, empowerment, 

awareness, cooperation, and evolvement” (p. 10) ensuring human rights and justice. This 

assertion reflects a social daily life of caring that positions nursing as the duty toward another 

(Chin, 2013; MacIntyre, 1996; Tay, 2010; Ray; 2010). Although the nurses do construct their 

notions of care through this self-understanding, they also apply the ideologies to their 

professional practices as well. For example, the nurses conceived their responsibility to empower 

and protect individuals because of their profession and their personal ethics of cognitive 

experiences of care. Spring (2011) argues, “To properly respect rights is to value the realization 

of rights such that the responsibility to defend, secure, or uphold rights falls on whoever is in a 

reasonable position to do so” (p.68). In this way, nurses often viewed themselves within the 

justice perspective of care. 

Gilligan (1982) helped me understand how we live out our stories of identity and care 

within our relationships with other nurses, within the intense realities of life in a rural, 

community clinic. Looking out from this place, I realized that the nurses in Little River might 

have been faced with moral choices that contributed to their personal and professional identity. 

For example, some participants sought ways to maintain their integrity as they lived their story 

of wanting relationships to be less adversarial. In the following narrative Lillie explains how her 
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work and relationships at Little River is sometime strained, evoking complexities of experience 

through these interactions. 

…not having trust is difficult sometimes. It’s kind of made me try and spend less 
time with some people. Like [I’m] really wounded it that way, which makes work 
seem more like work instead of a place where you can joke around or it just 
makes it seem colder. 
Additionally, nurses who work in intimate confined regions or spaces share empathic 

perspectives, that Noddings (2010) calls the “empathetic circle” (p.10). In this way, there is an 

expectation that the participants respond empathically to the needs of the community members. 

For example, the nurses’ narrated accounts where they entered and re-entered relationships 

prepared to care and attend to the needs of others. They were committed to the caring encounter 

that is as much about professional duty as it is related to their personal values of care. 

Additionally, as the participants’ stories overlap with social-public relationships, the nurses form 

a practice of “co-regulation” where the relationships are synchronized in terms of how nurses 

support one another, and how they support their community of practice. As the nurses found 

comfort in holistic care, they understood that presence was a fundamental tool for maintaining 

the flow and connectedness in the community, with their patients and with each other. This 

concept of presence revealed multiple layers of self, emerging through their interconnecting 

stories. For example Lillie’s looking backwards constitutes much of the present, revealing how 

her multiple identities are threaded through her understanding and comparison of “I-for-the-we.” 

Or even I have to look at stuff as -- like their life isn't like what my life was. Like 
our lives are so different, so that might kind of be a barrier and trying to 
understand where they're coming from. I might be able to eventually understand it 
or know it, but I can't own it because it’s not part of me…I just have to try and 
understand their situation. It doesn't usually change any way I care about them. 
It’s just I have to try to care in a different way…the value part of it…and to 
me -- to me, that’s part of the caring.  
 
Participants come from outside the community may be seen as outsiders, and community 
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members may classify them as different and, therefore, contributing to opposition between the 

insiders and outsiders. For example, Lillie, Martha, and Nancy expressed the need to understand 

the community member and the ability to foster a relationship over time. Much of the work that 

nurses do in First Nations communities is embedded within relational processes, exemplifying 

how their developing cultural and social competency and practice is not an endpoint, but a way 

of being and becoming (McGibbon & Etowa, 2009) and “as an organic living process” (Gregory, 

Harrowing, Lee, Doolitle & O’Sullivan, 2010, p.1). 

The participants’ acts of informal care (caring for family, siblings, or father) also 

contribute to the reciprocity principle that indicates the carer and the cared-for benefit from this 

relationship. In caring for family, the focus is on love, commitment, affection, and intimacy (van 

der Geest, Mul, & Vermeulen, 2004). As Carol Gilligan (1982) has argued, as the identity of 

women in society is inherently relational, the nurses’ experiences of caregiving during 

adolescence cultivate the development of a caring adult. Kleinman (1988) writes: 

That gaze over life’s difficult treks is as fundamental to this ultimate stage of the 

life cycle as dream making is in adolescence and young adulthood. Things 

remembered are tidied up, put in their proper place, rethought, and equally 

important, retold, in what can be regarded as a story rapidly approaching its 

end…Constructing a coherent account with an appropriate conclusion is a final 

bereavement for all that is left behind and for oneself. (p. 49-50) 

Care-giving requires self-integrity through a sense of connectedness, providing the 

adolescent with opportunities to be attentive and responsive. Hence, one must develop personal 

integrity and insight to make decisions about what one perceives as the best interest of another 

person (Noddings, 1984). However, the caring behaviors/opportunities in adolescence also foster 
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independence and autonomy (primarily masculine features) and further develop decision-making 

positions in nursing.  

Similarly, Sara Ruddick remarks, “there is a reflection, judgement, and emotion. This 

unity is called ‘maternal thinking’” (1983a, p. 214) that is also part of the decision making 

process. Ideally, nurses apply knowledge gained through an intimate understanding of an 

individual rather than through mechanistic instruction. This pedagogy is created through 

maternal thinking that reinvents itself through ethical caring (Noddings, 1984). Nevertheless, 

nurses formulate and adhere to rules, hone skills and seek fulfillment as an ideal, but it is 

through transfer of previous experiences and memories of receiving and giving care that enables 

them to recreate and implement a caring practice for others.  

Therefore, care is proposed as “a demanding ideal” that “can be challenging to practice” 

(Pettersen, & Hem, 2011, p. 221). As a result, the nurse’s concept of care is elaborated by 

illuminating the self-other-relation as opposed to altruism. Noddings (1988) ethical care focuses 

“on the perspective and motivations of the professional carer,” who “must know herself to be a 

good carer” (Hem, Halvorsen, & Nortvedt, 2014, p. 797) and it is the nurse’s responsibility for 

providing assistance and care in the situations. Although many past experiences seem to affect 

nursing practice, being able to cultivate self-understanding from the experiences is a lifelong 

challenge. Echoing Bateson's (1989) idea of becoming, learning to un-know and not-know are 

also important in the process of caring as a nurse.  

 It is, however, this concept of ethical care, which can provide valuable insight on self-

care in the caring relationship. Since professional care work involves intimacy in the physical, 

emotional, and existential sense, caring is demanding work which requires the nurses to self-

reflect as “without being an ‘I,’ or to be ‘someone,’ one has nothing with which to meet the 
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other. The theory of mature care can help explain this crucial aspect of being a carer” (Hem, 

Halvorsen, & Nortvedt, 2014, p. 797). 

New Materialism and Decolonizing Research 

The inclusion of a new materialist lens has shifted this research in a few ways. First, it 

has meant that I have returned to various feminist perspectives that I have always been drawn to, 

but I now interpret their arguments somewhat differently. Specifically, I think of Donna 

Haraway’s (2008) naturecultures, and Horton and Berlo’s (2013) “imagining a profoundly 

relational world in which humans interact with rather than act upon, other” (p. 17-18). I am also 

reminded of bell hooks’ (1990) call for politics of location:  

Or do we continue to stand in political resistance with the oppressed ready to 

offer our ways of seeing and theorizing, of making culture, towards that 

revolutionary effort which seeks to create a space where there is unlimited access 

to pleasure and power of knowing, where transformation is possible? (p.145) 

Nursing is still considered a western academic profession, embedded in western 

academic values (McGibbon, Mulaudzi, Didham, Barton, & Sochan, 2014). New materialism 

considers all knowledge as necessary for dismantling the discursive foundations of western 

ideologies as an important step toward inviting a wider, more equitable range of Indigenous and 

natural relations. Fien (2003) suggests a reconsideration of caring to include the human/nature 

relationship “That we talk about people and the environment” and instead, we should talk about 

“human and nonhuman nature” and that this is a major philosophical flaw in western thinking (p. 

6).   

Secondly, I have re-conceptualized Noddings (1984; 1992; 2002) care theory somewhat 

differently than I did at the beginning of the study. Although I contend that care exists on a 
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continuum from natural to ethical caring where natural caring includes the unconscious 

obligation to care and act, now I understand that ethical caring also involves uncertainty of 

action and choice in nursing. Much of this angst is due to role confusion, the success or absence 

of relational nursing in caring-for-the-other, and if there is a reciprocal response from the cared-

for then it can validate the effectiveness of the nurse’s caring actions. This interconnectedness is 

further understood through new materialism as a way to conceptualize how nurses may be able 

to create order out of the unknown and, as they do so, they may be able to establish new ways in 

which all things (human and non-human) live through a caring experience. 

For example, as the analysis highlighted the importance of relationships in caring for 

others, this relationship needs to embrace understandings of spirituality, culture, and place which 

are also connected to how care is enacted. However, this interconnectedness (human or non-

human, present or past) cannot be assumed or easily measured. It is a felt experience. Although 

interconnectedness is deeply relevant to the Elder’s stories, it is also reflected in Martha’s story 

of love, Lillie’s narrative of belonging, and Nancy’s story of resistance, it is dependent on time 

and the meaning of an experience.  

Although individually performed, each nurse storied their understanding of relationships 

and responsibilities as an entanglement of meaning and matter that cyclically changed within the 

socio-cultural alterations. As a result, meanings associated with care and identity have also 

changed, partly through the constitutive intertwining of socio-cultural practices, ideologies, and 

embodied subjects but also through Indigenous knowledge and leadership. Indeed, the body is 

entangled within the depictions. 

New materialisms are particularly relevant in discussions about how bodies, places, and 

culture are not fixed in space and time but are imbricated in processes of intra-active dynamism, 
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or what Barad (2007) calls “intra-active becoming” (p.151). This ontology fosters a conception 

of agency that shifts the focus of social inquiry from an approach predicated upon humans and 

their bodies, to examine how relational networks or assemblages of the animate and inanimate 

affect and are affected through transitional moments (Fox & Alldred, 2015). Bennett (2010) uses 

the term “generative becoming” (p. 3) where the relationships are “not as an inherent fixed 

property of abstract, independently existing objects,” but are viewed as a “phenomenon in their 

ongoing materialization” (Barad, 2007, p. 151).  

Limitations and Recommendations 

As this narrative focuses on individual nurse’s experiences, I wondered how the stories 

were embedded within the dominant institutional and cultural narratives of Little River and 

nursing education. What might this show about a nurse’s life through the unfolding experiences 

of community nursing? I sensed the relationships the nurses fostered within this community and 

understood through their nursing education were also composing and directing the stories. I 

wondered how this intimacy and loyalty between nurses and the community, and nurses and 

their education, had influenced how they understood care.  

As a result, I identified three primary limitations in this research. First, I sensed the 

nurses’ ethical restrictions to reveal intimate details of their daily experiences and interactions 

within rural First Nations communities. Although I felt that relationships embedded in rural 

communities could impact what is told or not told, I sensed this process was compounded by the 

nurse’s loyalty to the community, and revealing too much could compromise their relationship 

with their patients.  

Secondly, although anticipated, I felt language and nursing rhetoric also became part of 

the caring narratives and that language may have restricted the nurses’ innate understandings of 
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how their past experiences influenced their care in practice. For example, I sensed the nurse’ 

initially wanted their caring identity to be determined by their nursing profession. Bakhtin’s 

(1986) work also proves the importance in conceptualizing professional genre, a notion that was 

present in the narratives but was rarely acknowledged. In this way, nursing language posed a 

challenge in interpreting the narratives, as there were different requirements/words for different 

situations. Although language facilitates commonality of understanding, I felt the meaning of the 

experience was sometimes lost due to the technical nature of their practice. 

Finally, as all participants in this study were women, further exploration of the gendered 

role of care-giving, mothering, and fathering, and how family loss or disruption influence the 

roles and concepts of care, may result in a better understanding of how duty and caring are 

conceptualized in Indigenous families. Further studies on caring would benefit from an 

interdisciplinary perspective. 

Implications for nursing practice. Representing life stories in a narrative and 

performative form can inform a richer understanding of the complexities of the lived experience, 

illuminating broader social structures and processes. Nursing curriculums that are organized 

around themes of care...caring for self, for intimate others, for strangers, global others, the 

natural and non-human world, the human-made world, and for ideas can work to reach a wider 

population, beyond academic communities. This expanded knowledge can facilitate 

understanding and interpretation and take action to certain social issues challenging specific 

Indigenous populations.  

The finding of this research may also contribute to research in relational feminism, 

intercultural communication, Indigenous methodologies, social sciences, nursing, education, and 

other interdisciplinary fields of philosophy of care. The real potential of this interdisciplinary 
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research provides evidence of how relational caring may mobilize various forms of engagement 

by tapping into meaning and imaginative encounters with others that is ethical and natural.  

Of particular interest, I hope this research may add to the existing literature that has 

resulted from the TRC’s recommendations. The participants spoke of their family experiences of 

the residential schools and how the aftermath and effects from these experiences had been 

passed on to them. They spoke of their family’s determination to survive and thrive, and how 

they have identified and been inspired by it. 

The source of some of these stories are told from a daughters’ recollection of their 

parent’s remembrance of residential schools. As a result these stories took this research on a 

different journey, making visible how the residential schools had an intergenerational effect on 

the nurse’s notions of caring. The nurse’s stories also provided a glimpse into how the 

assimilation and racist policies of the residential schools and the sixties scoop continue to be 

expressed through the present. Although these stories demonstrate the ways family and 

community relationships had been altered and shaped by these inter-generational effects, they 

also tell stories of the ongoing need to reconnect to their cultural and familiar identity. Thus, the 

interplay between stories of loss, vulnerability and resilience provide a backdrop to other stories 

of care in practice. 

 This work insists caring relationships are fundamentally holistic by introducing 

embodiment through situated expression and engagement. As such, this work produces a social 

and embodied concept of care rather than aesthetics of care, creating an understanding of how 

care is performed through the meaning of an ethics and subjective response. Considering the 

affective relationship between empathy and caring, a nurse’s relational approach to caring in 

practice provides a concept to understanding the way individuals and cultures produce, perceive, 
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and know their world about them, and as a consequence understand and act in a particular way to 

the needs of others (Weiner & Auster, 2007). Considering a worldview in this study provides a 

broad gestalt to the nurses’ lifeway’s, and/or cultural perspectives of living, focussing on the 

daily features of caring from the Indigenous nurse’s viewpoint. The similarities and differences 

among participants as they know, perceive, and experience caring is demonstrated in their 

individual and collective narratives about their daily work. Therefore, understandings of place, 

time, and context are derived from entirely different epistemological foundations and, thus, 

cannot be easily combined or absorbed into Western argumentations. They come from, and go 

to, a different place (Tuck & McKenzie, 2015). 

Conclusion 

Reflecting on Shawn Wilson’s (2008) work of Indigenous approaches to research, I am 

held accountable to developing useful knowledge, adhering to cultural expectations, and 

fostering ethical relationships along the way. The theoretical foundation and processes used in 

this study have been a collective experience and arguably richer and more valuable to myself, 

the discussion and findings because of the input from the nurses and Elders. Consequently, this 

reality raises an awareness of the transformations that occur in relationships. The multi-modal 

nature of this research enabled me to conduct an inter-relational, inter-subjective enquiry that 

engaged with, and included, others’ voices—Elders, mother, fathers, and children—examining 

and revealing that narratives are always a contingent and provisional act as there is always the 

possibility of another interpretation. 

The research that emerged from this relational experience often changed directions and 

led to new ways of thinking and doing. For example, when rereading the conversations and the 

many reflections of visits to Little River, I am often surprised and deeply touched by how the 
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pedagogical experiences have informed my learning and shaped my understanding of care and 

caring. When looking beyond this study, I have come to see (with new eyes) the bond created 

through narrative. Pelias (2004) describes this writing as the “making and unmaking of masks” 

(pp. 71– 72). I am left with a reflection. How might I engage in and respond to future 

relationships with others, through performances, and through play that may slip in-between the 

lines of our sharing? Therefore, this work is understood as an inquiry that reveals who we are, 

what matters and why.  

Although I have tried to stay close to my original questions as a way to focus and make 

sense of the everyday-ness of the nurses’ narratives, I found myself wandering toward other sites 

and stories that sparked my interest and attention. As a result, I discovered narrative is 

everywhere. Hardy (as cited in MacIntyre, 2007) states “we dream in narrative, day-dream in 

narrative, remember, anticipate, hope, despair, believe, doubt, plan, revise, criticize, construct, 

gossip, learn, hate and love by narrative” (p. 211) and that we are indeed the authors of our lives 

(Holquist, 2011). As Hendrey (2010) states, “narrative as inquiry is grounded in the doubt that is 

essential to creating and re-creating” (p. 73). Therefore, it is not unusual that during specific 

moments in this research I felt I should step back and separate the intellect from my emotions, as 

if I should not trust my feelings or sentiment when creating knowledge. However, I write from a 

place of emotional perception within an academic discourse, and I believe that if I remained 

detached I would miss significant moments: “I speak the heart’s discourse because the heart is 

never far from what matters” (Pelias, 2004, p. 7). This is the fundamental pursuit of this 

research: caring is an emotional and transformative practice.  
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APPENDIX A 

RESEARCH PLAN 

 

 
Title of Research Proposal:  
A Narrative Inquiry into Indigenous Nurses’ Experiences of Care: A Dialogic/Performative 
Narrative Analysis 
 
Research Student:  
Brenda Green 
3182 15th Ave East 
Prince Albert, Saskatchewan 
S6V 7T3 
 
306.764-9544 (H) 
306.765-3333 Ext. 7512 (W) 
306.961-0656 (C) 
 
Student Number: 184361738 
 
Target Degree: Ph.D. Interdisciplinary Studies 
 
  

EXECUTIVE SUMMARY 
 

Background: As more Indigenous nurses are graduating from nursing education in Canada, 
exploring how care is perceived and practiced by Indigenous nurses is an important concept in 
adding to the literature in nursing philosophy. A common thread in nursing philosophy is that 
care in nursing is essentially a practice discipline.  
 
However, the social environment within which nursing takes place is diverse. Historically, 
nurses have worked in health care systems developed during the era of colonization that are 
embedded with Western values and ideology. The challenge is to find ways to accommodate the 
divergent and often unfamiliar social beliefs, values and life practices that have now become part 
of the social fabric of professional nursing practice in Saskatchewan.  
 
The semi-isolated conditions of rural and northern Saskatchewan provide challenges for both 
Indigenous nurses and patients receiving care. Since limited information exists on the way 
culture and place intersect with how care is understood or practiced by Indigenous nurses, the 
purpose of this proposal is to explore the Indigenous nurse’s experiences of care.  
 



INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

336 

Methodology: This study includes five Indigenous nurses who work in rural and northern 
Saskatchewan. As the principal investigator I will use narrative analysis by inquiring into 
Polkinghorne and Ricour’s narrative inquiry and adhere to the practices of Indigenous research 
(OCAP). Experiences of care in practice will be elicited through personal conversations and 
talking circles. Composite story creation using dialogic/performative narrative analysis will be 
used to analyze the data.  
 
The potential sites for this study are: 
 Name Location 
1. Lac La Ronge First Nations La Ronge, Saskatchewan 
2. Beardy's and Okemasis First Nation Duck Lake, Saskatchewan 
3.  Muskoday First Nation Muskoday, Saskatchewan 
4. Wahpeton Dakota First Nation Prince Albert, Saskatchewan 
5. One Arrow First Nations Wakaw, Saskatchewan 
6. Sturgeon Lake First Nation Shellbrook, Saskatchewan 

 
The Problem Statement: Although more nurses of Aboriginal ancestry are practicing in rural 
and northern communities there are still very few Indigenous health care professionals. The 
inclusion of Indigenous nurses’ experiences within the production of theoretically relevant 
concepts is missing from the nursing literature. Therefore exploring the practice experiences of 
Aboriginal nurses is an important step in bridging the gap between Indigenous people’s health 
and wellness and the structural-institutional practices embedded within health  
 
The Research Purpose: The purpose of this proposal is to explore five Indigenous nurse’s 
experiences and understandings of care by utilizing narrative analysis, and by holistically 
focusing on and inquiring into both the nurses and my own stories of experiences as these 
narratives unfold and emerge.  
 
Guiding Research Question: The following research question will guide this study: How do 
five Indigenous nurses describe their lives and experiences of care while working on a First 
Nations community? This proposal will provide a forum for Indigenous nurses’ voices to be 
heard and valued. The standpoint of the research is that Indigenous nurses’ perspectives are rich 
sources of data to inform educational policy and practice. 

Interview Questions and Prompts: An important consideration in framing the questions that 
will form the basis of conversations that I will have with the co-researchers will be to maximize 
opportunities to express individual experiences and perspectives and that the researcher remains 
open to unanticipated information from which important new discoveries may emerge. For this 
reason a semi-structured style of interview has been chosen. Four guiding questions will be used 
in each interview to ensure that a consistent approach is utilized with all participants. 
 
Four guiding questions will be used in each interview to ensure that a consistent approach is 
utilized with all participants. They are: 

1. Why did you choose to enter nursing? What were your expectations? If you were able 
to change anything regarding your experience(s), what would it be and why? 
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2. Tell me a story about something/someone/an incident which has influenced how you 
care as a person/nurse/Indigenous person/Indigenous nurse. Why do you think that 
experience has stayed with you? 

3. How, if at all, do you feel culture has had any significance in your caring as a nurse? 
4. What do you think are the most important aspects of care in nursing? 

 
Further questions may be required to seek clarification, and to draw out detail or examine 
complexities in the participant’s answers. The use of general prompts may be required such as 
“can you give me an example of that “or “could you tell me more about this” in order to develop 
certain concepts and to follow-up on previous conversations.  
 
Ethical Space and Research Space: Indigenous research includes natural laws or principles of 
ethics that include kindness, caring, sharing, respect and service to the community and others. 
Along with these principles, the researcher is accountable for the effects of the research on the 
lives of the co-researcher, and that the purpose of the research needs to benefit the community.  
 
Research with Indigenous people is always political. The challenge for this research will be to 
stay true to its own respective theoretical roots of what counts as emancipatory as it ventures into 
mainstream academia. Indigenous research is an important step towards critical inquiry that 
challenges structural, institutionalized inequality. The principles of ownership, control, access 
and possession (OCAP) are built upon Indigenous rights for genuine self-determination. The 
OCAP principles provide specific direction on how Indigenous people should be involved in the 
research process and how research should be conducted.  
 
The OCAP principles that will guide this proposal are that Aboriginal nurses will experience:  

• Ownership - owning the information collectively;  
• Control: controlling all aspects of the research process;  
• Access: access all information/data about themselves and will have control, manage and 

make decisions regarding future or present access to their information and resources and; 
Possession: occupy the physical control of data. 

 
I also acknowledge Chapter 9 of the Tri-Council Policy Statement 2 (TCPS 2) Research 
Involving the First Nations, Métis and Inuit People of Canada as well as CIHR’s own ground-
breaking work on Guidelines for Health Research Involving Aboriginal People. Moreover, I 
acknowledge the work undertaken by the Assembly of First Nations and the First Nations 
Information Governance Centre that outline the principles of Ownership, Control, Access and 
Possession (OCAP). 
 
Validating and Defining the Research: The research involving Indigenous nurses will include 
their full involvement and consent at every stage of the research process and may extend beyond 
the final report or dissertation.  
 
They will be asked to be open about any specific concerns they may have about the research 
process, and as the research is open to new ideas, they may decide to refocus the research. 
 
Each community may have their own guidelines that will direct the research. I will remain open 
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to possibilities and continually consult with the Elder at each research site and the co-researchers 
as these guidelines and principles are addressed and applied.  
 
I will consult with the Elder in each community before the start of the research process as place-
based metaphors, methodologies, protocols, and ethical standards in research are specific to each 
community.  
 
The Co-researchers in this Study: This study involves five Indigenous nurses who are active in 
their nursing practice. My principle criteria for selecting co-researchers are women and men 
who:  

• Are currently a registered nurse (RN); registered psychiatric nurse (RPN) or licensed 
practical nurses (LPN)  

• Are presently employed by a First Nations health services (including Band and Tribal 
Councils); 

• Are currently practicing in a rural, northern First Nations Saskatchewan community  
• Self-identify as Indigenous/Aboriginal (Status, Non-Status, Treaty, or Metis). 

 
Overview of Research Plan 

 
I will ask the co-researcher to meet with me in a convenient time and place (such as an office or 
boardroom). If they agree or prefer, we may meet outside of their work place. For example, I 
will make arrangements to meet the co-researchers at the local hospital, the Friendship Centre, or 
other health offices, as possible places that may provide office space for meetings. However as 
these are public places, the co-researcher and I will collectively consider the issue of anonymity 
and confidentiality. I will contact these organizations ahead of time and confirm their 
availability. As I have worked in these communities previously I am aware that they typically do 
not charge a fee for meetings pertaining to research and that these offices and meeting rooms are 
available for such functions. 
 
I will begin by asking the co-researcher for permission to audio tape the conversations, ensuring 
they have consented to being audio-digitally recorded I will then ask the co-researchers my 
research questions and prompts. If the individual is not comfortable with taping the 
conversations, permission will be sought to take extensive notes. Field notes will be completed 
immediately following each conversation, including my own thoughts and feelings.  
 
Once the conversations are transcribed, the co-researchers will be offered the opportunity to 
review their own conversation material that will be gathered through the note taking and/or 
audio-taping to ensure accuracy. Changes will be made as negotiated and requested by the co-
researcher. Permission will be sought to use direct quotes once the transcripts have been 
approved. The sharing of photos, reflective journals and other memorabilia, and artefacts of 
interest may also inform parts of our conversations and, if appropriate, permission to publish 
some of the photos will be sought from the co-researcher. 
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Data Analysis 
(Ongoing) 

 
The stories which emerge from the conversations are the field texts for the study. This study will 
be a collaborative investigation between the co-researcher and the researcher. Together we will 
explore experiences, struggles, and triumphs in experiences of care that are both individual and 
collective. In doing so, together we will form a pattern of life experiences. We will examine past 
and present circumstances relating to the various landscapes of care in a continuum of 
experiences. The retelling of the nurses lived experiences will become a way of making sense of 
and gaining a deeper understanding of the elements of care as narrative of Indigenous nurses 
experiences. 
 
Analysis (meaning making) occurs throughout the research process rather than being a separate 
activity carried out after data collection. The emphasis is on co-construction of meaning between 
the researcher and co-researcher. While being involved in/ listening to/reading the conversations, 
I will take in what is being said and compare it with their personal understandings, without 
filling in any gaps in understanding with ‘grand narratives’, but rather inquiring about how 
pieces of the stories make sense together. The process of ‘data gathering’ and ‘analysis’ 
therefore becomes a single harmonious and organic process. 
 
I will use my own “narrative beginnings” to shape the research puzzle and to the ground 
understanding in the relationship of narrative research. For example: I have situated my own 
“narrative beginning” as a nurse, student and researcher within the borders of institutional and 
structural powers, as a way to better understand the experiences of Indigenous nurses who forge 
through different cultural and social organizations. These beginnings will allow me to embrace 
the possible relationships that may emerge from this study. 

 
Presenting the Experiences in a Storied Format 

 
Each tape will be transcribed and the data collected from any other sources will be written into 
each participant’s story or stories.  
 
The actual dialogue and written commentaries will be transcribed verbatim and presented back 
to each participant for verification. 
  
At each stage of the writing the participant will review and provide comments and changes will 
be made to each story as negotiated.  
 
Individual co-researcher chapters will appear as a storied format and numerous reflections will 
be noted throughout the text. The final stories for each of the five co-researchers will be 
presented as separate chapters however additional chapters may include talking circle 
conversations or other themes that may be deemed significant to this research. These chapters 
will offer an analysis of the participant’s stories and my own personal reflection. 
 
A pseudonym will be used for each participant.  
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A final chapter will presents common threads that emerged collectively through the co-
researchers and researchers experiences and understandings of care in practice. 

Expected Outcomes of the Research 

       This proposal will:  

• enhance awareness of Indigenous specific influences on the performance and understanding 
of caring among members of the nursing profession. 

 
• provide educators and practitioners with knowledge and awareness related to culture, place 

and history which may lay the foundation for the future development of place-specific and 
cultural sensitive evaluations of caring practices in nursing. 

 
• add to the body of knowledge that addresses the political and cultural contextual issues of 

Indigenous nurses experiences in education and in practice. 
 
• illuminate the particular needs required to recruit and retain Indigenous nurses in the nursing 

profession through the acknowledgement that place-specific, political, structural and cultural 
ways influence the care in practice.  

 
Budget 
• This study will primarily be self-financed. 
• I will continue as a full-time student 
• My employer is very supportive and I have obtained authorization from First Nations 

University of Canada to continue this research 
 

Potential Funding Applications 
I intend to apply for research funds through the Social Science and Humanities Research Council 
(SSHRC Doctoral Fellowships) to help fund expenses incurred by this research.  
 
Expenses may include but not limited to the following: 
• Travel (approximately 300 km per trip) 
• Hotel (approximately $150.00 per night) 
• Cost of tobacco, cloth and monetary gifts for Elders i.e.: $200.00 per  consultation 
• Meeting room costs: i.e.: coffee, food 
• Child care 
 

Overview of Research Plan and Anticipated Completion 
 

Plan To be Completed 
By: 

I will ask an Elder from First Nations University of Canada to become 
a member on my Ph.D. committee. I will explain the nature of my 
research to an Elder at First Nations University of Canada.  
 

Dec. 30, 2012 
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If the Elder agrees to be a member of my Ph.D. committee, I will ask 
the Elder to advise the research process and to recommend any changes 
or concerns to the research proposal and the research process. 
 
The relationship with the Elder will be collaborative and that he/she is a 
co-researcher in the project. Primarily I will ask the Elder for guidance, 
supervision, and mentorship regarding protocol when working with 
Indigenous nurses in rural and northern on-reserve communities of 
Saskatchewan. 
 
The Elder’s participation will be sought immediately. 
 
Community Consultations: 
I will telephone the health services managers at each site, to introduce 
myself and to share my research proposal.  
 
The potential sites for this study are: 

• Lac La Ronge First Nations 
• Beardy's and Okemasis First Nation 
• Muskoday First Nation 
• Wahpeton Dakota First Nation 
• One Arrow First Nations 

 
During this time, I will ask to be introduced to the Elders at the site. I 
will ask to make arrangements to meet with the Elder at a time that is 
convenient for him/her to further discuss my research proposal and ask 
if they would like to be involved in the research plan. 
 
I will share my proposal, research plan and any other information 
pertaining to this study, and I will answer any questions they may have 
about the research and the research process. 
 

Will begin:  
Feb. 30, 2013 
 
Ongoing 

Recruitment of Five Indigenous Nurses  
I will begin by inviting five Indigenous nurses to participate in this 
study. I will send each nurse an information letter (Appendix B) 
describing the proposed study, the research plan (Appendix A) and a 
consent form to be contacted for this study (Appendix C). If they do not 
return the consent form in the provided self-addressed, stamped 
envelope, I will not pursue this nurse further. Once I have received a 
signed consent form from five nurses, I will make arrangements to 
meet with them in their home community to further discuss the 
research. During the initial conversation of approximately 90 minutes, I 
will also ask the co-researchers if they are willing to participate in three 
to four additional conversations and a talking circle to further discuss 
their experience of care. 

 

April. 30, 2013 
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At the initial meeting, we will review the information letter together 
(Appendix B) and I will further explain and answer any questions they 
may have. A thorough explanation of the voluntary nature of the study 
and the ability to withdraw at any time will be given. 
 
Information regarding the ethics approval will also be discussed with 
each co-researcher.  
 
I will discuss with each co-researcher the details of the research text 
and will negotiate the contents of the text before it is made public. 

  
Negotiating the Narrative Space  
I will discuss the research process and ask the co-researcher for 
additional face-to-face meetings to further explore Indigenous nurses’ 
experiences of care. The dates, times and places will be negotiated with 
each co-researcher.  
 
I will explain the consent forms and ask the nurse/co-researcher to sign 
the following form: 

- Consent to Participate Form-Individual Conversations  & Talking 
Circles in  (Appendix D);  

- Permission to Use Segments of Audio-taped Conversations 
(Appendix E) 

- Transcript Release Form (Appendix F);  
- Permission to Use Photographs (Appendix G);  
- Permission to use Co-researcher Reflective Journals (Appendix 

H). 

April 30, 2013 

Being in the Field 
The sites for this study are rural and northern on-reserve communities.  
I will spend time in the research community to “get-to-know” the 
community and the environment within which each Indigenous nurse 
works.  For example I will ask to visit the hospital, health centre, 
Friendships center, Band offices and may reconnect with friends who 
continue to live in these communities. 
 
I will ask to attend celebrations and ceremonies (when appropriate) and 
spend time with the Elders of the community.  
 

Ongoing 

Individual Conversations # 1 
Schedule individual conversations with five Indigenous nurses from the 
five sites. The times and dates will be negotiated with each co-
researcher. 
 
Once I have confirmed the dates and time, I will make follow-up 
arrangements to consult with the Elder from the community each time I 
make a community visit. 

May 30-June 30, 
2013 
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I will continually reflect on the process and the stories before, during 
and after I engage in conversations with the co-researcher and the 
Elder. 
 
I will ask each co-researcher to maintain a reflective journal to obtain a 
deeper understanding of nursing experiences. 
 
I will make arrangements to meet with the co-researcher to further 
explore experiences of care for our 2nd conversation. 

 
Individual Conversation # 2 
Prior to this conversation, I will ask each co researcher to bring a 
photograph to our meetings for the purpose of triggering memories and 
experiences of nursing. 
 
I will continue to consult with the Elder from the community on the 
research process. 
 
I will discuss the possibility of arranging talking circles and the 
preferences the co-researcher may have about place and time of these 
talking circles. 
 
I will make arrangements to meet with the co-researcher to further 
explore experiences of care for our 3rd conversation. 

 

June 30-July 30, 
2013 

Individual Conversation # 3 
I will begin other conversations with: Why do you think that 
story/experience has stayed with you? Can you tell me more about the 
incident? How do you remember feeling at the time or how are feeling 
now? 
 
I will make arrangements to meet with the co-researcher to further 
explore experiences of care for our 4th conversation. 
 

July 30-Sept. 30, 
2013 

Individual Conversation # 4 
I will reflect on past conversations and the journals written by the co-
researcher and utilize these “possibilities” as places for further 
conversations. 
 
I will discuss the possibility of arranging talking circles and the 
preferences the co-researcher may have about place and time of these 
talking circles. 
 
I will ask each participant if they are willing to have an Elder present at 
the talking circle. 

Sept 30-Nov. 30, 
2013 
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Talking Circles: 
I will ask if any of the participants would consider participating in a 
talking circle and if they agree, I will make arrangements for a time and 
place that is convenient for them. 
 
I will utilize the original questions and prompts as a starting point for 
the talking circles to illicit additional stories of their experiences.  
 
I will explore ideas and feelings about the research process and the 
need for further conversations. 

 

Nov. 30 – Dec 30, 
2013 

Composing Research Texts 
• Once conversations are transcribed, the co-researchers will be 

offered the opportunity to review their own conversation material 
that will be gathered through note taking and/or audiotaping to 
ensure accuracy. 

• As written transcripts are produced, changes will made as 
negotiated and requested by the co-researcher. This process is 
continually negotiated throughout the data collection phase 
 

October, 2013- 
March 2014 

Prepare final Dissertation March –Sept 2014 
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APPENDIX B 
 

INFORMATION LETTER 
 

 
Study Title:  
A Narrative Inquiry into Indigenous Nurses’ Experiences of Care: A Dialogic/Performative 
Narrative Analysis 
 

Co-Investigator Co-Supervisor and Co-Principal Investigator 
Brenda Green, Ph.D. Candidate 
Interdisciplinary Studies 
University of Regina 
Phone: (306) 764-9544 or 
(306) 765-3333 ext. 7512 

Dr. Carrie Bourassa, Associate Professor 
Department of Indigenous Health Studies 
First Nations University of Canada, Regina, Sk. 
Phone: (306) 790-5950 ext. 3331 
 
Dr. Patrick Lewis, Associate Professor 
Faculty of Education, 
University of Regina, Regina, SK 
Phone: (306) 585-4608 
 

 
Dear _____________                                                          Date _____________ 
 
I would like to ask you to consider participating in a study where I am conducting a research 
project related to the caring experiences of Indigenous nurses who work on reserve communities 
in Saskatchewan. The purpose of this study is to explore Aboriginal nurses’ experiences of care. 
There is no age restriction. The only requirements are the co-researcher must be an Indigenous 
nurse, currently licensed to practice as a Registered Nurse (Saskatchewan Registered Nurses 
Association); a Licensed Practice Nurse (Saskatchewan Association of Licensed Practical 
Nurses); or as a Registered Psychiatric Nurse (Registered Psychiatric Nurses Association of 
Saskatchewan) and able to understand and fluently speak English.  

 
If you agree to be contacted, please sign the Consent to be Contacted Form (Appendix C) that is 
enclosed with this letter and return it to me in the enclosed self-addressed and pre-paid envelop. 
Your signature on this form only indicates that you are willing to be contacted and does not 
imply that you are committing to participate in this study.  
 
Once I receive this consent, I will contact you by telephone to arrange a meeting to discuss your 
participation in this study and to provide further information to clarify any questions you may 
have. If you agree to participate, I will ask you to sign the following consent form(s):  

• Consent to Participate (Appendix D);  
• Transcript Release Form (Appendix E);  
• Permission to Use Segments of Audio-taped Conversations (Appendix F); 
• Permission to Use Photographs (Appendix G);  
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• Permission to Use Photographs of Individuals Other Than the Co-Researcher in the 
Study (Appendix G-1) 

• Permission to use Co-researcher Reflective Journals (Appendix H). 
 
If you agree to participate, you will be one of approximately five Indigenous nurses participating 
in the study. I will ask you to participate in a minimum of four 1- to 2-hour conversations over a 
time period of 6 to 10 months. I will try to speak to you face-to-face in your home community 
however, if you choose, our conversation can be arranged via telephone. Each time we have a 
conversation I will ask you to consent to the study, and inform you that all conversations are 
confidential.  

 
Our conversations will concentrate on your life stories and experiences of caring in your nursing 
practice. I will ask you questions related to how your culture and your experiences have 
influenced your caring practices in both nursing and in your day-to-day lives. Other data 
collection methods may also be used. As you participate in this study and if you are comfortable 
writing, I may ask you to share daily comments about your thoughts and feelings, either in the 
form of a journal or in a letter. This may take a few minutes a day. Only actual hard copies of 
your journal will be used. If hard copies are sent to me, they will be returned to you if requested. 
However I will be present to accept any written material that you may want to share with me as I 
will avoid receiving information through email. You will always have the choice of writing in 
the journal or in letters or you may choose to withdraw any or all of the material and 
documentation at any time during the study. You will not be asked to send any confidential 
information to me by e-mail. 
 
You may also be asked to share pictures or other personal items as a means of initiating 
discussions. If you agree to the use of sharing information through journals, letters, and photos, 
additional consents may be sought for their public display. Additionally if any person other than 
you is displayed in the picture, I will ask for their consent to use their picture in this study as 
well. 
 
I will start the first conversation with comments such as: Tell me a story… These conversations 
will be audio-taped to assist me to accurately document your experiences and will provide the 
process for analysis. You can request that the tape recorder be shut off at any time during our 
conversations. You will also have the opportunity to review the research text continuously 
throughout the process, and we will negotiate the research text before it is made final. If you 
agree, I may use actual portions of the taped conversations as verbatim in order to share your 
stories and explore meaning. I may also take notes during these conversations.  
 
Any information you provide through your participation in this study will be kept confidential by 
me and will be used only to form part of the aggregate of all responses. Because all participants 
for this study have been selected from a small group of people, many of whom may know each 
other it is possible you may be identifiable to other people on the basis of what you have said. 
Confidentiality will be maintained by removing any identifying personal information and at no 
time will a participant or individual responses be identified, unless you agree to be 
acknowledged. However if you do agree to be acknowledged, then I will ask you to consent to 
this by indicating this on Appendix D – (Consent to Participate Form- Individual Conversations 
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& Talking Circles). Numeric codes will be used to label all materials such as documents, files, 
storage devices (tapes, computer files, flash drives), and transcripts. Pseudonyms will be used in 
reporting findings and the participants will have final say in releasing these findings.  
 
All materials will be kept in a locked cabinet and stored for seven years at the University of 
Regina. I, and possibly another person who may be transcribing the text, will only hear the 
actual tapes. The person transcribing the text will be asked to sign a confidentiality agreement. 
Once the conversations are typed onto paper, the tapes will be kept with all other materials in a 
locked cabinet and stored for a minimum of seven years and then destroyed. The typed record of 
our conversations may be used in future research after ethics approval is obtained. These steps 
are proposed to ensure participant anonymity and confidentiality. 

 
As an Indigenous nurse, your stories are important to inform other health care personnel, 
including educators and developers of nursing curriculum. By sharing your stories with me, we 
may be able to create a more authentic and distinct understanding of how personal life-
experience has influenced your notions of care in nursing practice. As a result, your experiences 
and narratives may contribute to the development of knowledge that may guide current and 
future nursing practices and education.  
 
These conversations will require your time and, if needed, I may also contact you to clarify 
aspects of the stories. You will be asked to participate in a minimum of four  - 1 to 2 hours 
individual interviews, and a minimum of one to two – 2 hours talking circles, share pictures and 
other items of interest, and may be asked to keep a journal of your thoughts and emotions 
regarding your experience and influences in nursing. You will also be asked to share your stories 
especially as they relate to your nursing experiences and influences on your nursing practice. 

 
There is no expected risk to you if you take part in this study. Your participation in this project is 
voluntary and you are free to withdraw from participating at any stage of this study and may 
withdraw from the study at any time. I am requesting that if you should feel that you want to 
withdraw from participating in this study, that you do so on or before September 1, 2013. I will 
not press you to share anything that is uncomfortable or that may cause you stress. Finally, you 
will not receive any financial benefit from being part of this study. 
 
Ethics approval for the research was obtained from the University of Regina’s Research Ethics 
Board on April 8, 2013. Please keep this letter for your record.  
 
If you have any questions or concerns about your rights or treatments regarding this study, you 
may contact the University of Regina’s Research Ethics Board (REB) directly at the number 
below. 
 
Research Ethics Board 
Office for Research, Innovation and Partnership 
Research and Innovation Centre, Room 109  
Phone: (306) 585-4775 
Email: research.ethics@uregina.ca 
 

mailto:research.ethics@uregina.ca
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If you have any questions or concerns about this study, you may contact myself and/or my 
research Supervisors directly at the numbers below.  
 
Brenda Green Ph.D. Candidate 
Interdisciplinary Studies,  
University of Regina  
Phone: (306) 764-9544 (h); (306) 765-3333 Ext 7512 (w) 
Email: bgreen@sasktel.net or bgreen@firstnationsuniversity.ca 
 
Research co-supervisors: 
 
1. Dr. Carrie Bourassa, Associate Professor 
First Nations University of Canada 
Phone: (306) 790-5950 ext. 3331  
 
2. Dr. Patrick Lewis, Associate Professor 
University of Regina 
Phone: (306) 585-4608.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:bgreen@sasktel.net
mailto:bgreen@firstnationsuniversity.ca
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APPENDIX C 
 

CONSENT TO BE CONTACTED 

 
 
Study Title:  
A Narrative Inquiry into Indigenous Nurses’ Experiences of Care: A Dialogic/Performative 
Narrative Analysis 
 

Co-Investigator Co-Supervisor and Co-Principal Investigator 
Brenda Green, Ph.D. Candidate 
Interdisciplinary Studies 
University of Regina 
Phone: (306) 764-9544 or (306) 
765-3333 ext. 7512 

Dr. Carrie Bourassa, Associate Professor 
Department of Indigenous Health Studies 
First Nations University of Canada, Regina, Sk. 
Phone: (306) 790-5950 ext. 3331 
 
Dr. Patrick Lewis, Associate Professor 
Faculty of Education, 
University of Regina, Regina, SK 
Phone: (306) 585-4608 
 

 

I ____________________________ have read the Information Letter (Appendix B) and 
understand that I am only consenting to be contacted by the researcher to further participate in 
individual conversations and talking circles. This first contact with the researcher will provide 
further information and clarification on the study process, including confidentiality and time 
commitments. 
 
I agree that the researcher may contact me as a potential participant in this study. 
 
I have received a copy of the Consent to be contacted.       Yes                 No 
 
________________________________   ________________________________ 
Signature of Co-Researcher                      Print Name 
 
Participant Contact Information: 
 
Telephone: _______________________ 
 
E-mail: __________________________ 
 
Date: ____________________________  
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APPENDIX D 
 

CONSENT TO PARTICIPATE FORM 
INDIVIDUAL CONVERSATIONS & TALKING CIRCLES 

 
 

 
Study Title:  
A Narrative Inquiry into Indigenous Nurses’ Experiences of Care: A Dialogic/Performative 
Narrative Analysis 
 

Co-Investigator Co-Supervisor and Co-Principal Investigator 
Brenda Green, Ph.D. Candidate 
Interdisciplinary Studies 
University of Regina 
Phone: (306) 764-9544 or (306) 
765-3333 ext. 7512 

Dr. Carrie Bourassa, Associate Professor 
Department of Indigenous Health Studies 
First Nations University of Canada, Regina, Sk. 
Phone: (306) 790-5950 ext. 3331 
 
Dr. Patrick Lewis, Associate Professor 
Faculty of Education, 
University of Regina, Regina, SK 
Phone: (306) 585-4608 
 

 
 

1. Do you understand that you have been asked to be in a research study? 
Ye
s 

N
o 

  
2. Have you received and read a copy of the information sheet? 

Ye
s 

N
o 

 
3. Do you understand the benefits and risks involved in taking part in this study? 

Ye
s 

N
o 

 
4. Do you understand who will have access to the information you provide? 

Ye
s 

N
o 

 
5. Have you had the opportunity to ask questions and discuss this study? 

Ye
s 

N
o 
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6. Would you agree to participate in individual conversations and a talking circle, knowing 
that you may withdraw at any time during the research? 

Ye
s 

N
o 

7. Do you understand that you are free to choose not to participate or to withdraw from this 
study at any time? You do not have to give a reason and in choosing to do so there will 
be no penalty. 

Ye
s 

N
o 

 
8. As a participant, there are the limits to confidentiality and privacy that are associated 

with participating in this study. For example, you may be acquainted with the other 
nurses who are taking part in this study. I will ask all participants to ensure 
confidentiality throughout this study. Additionally, all confidential information that you 
share will be handed to me in person.  
 
Confidentiality will be maintained by removing any identifying personal information and 
by applying a pseudonym to you and to your individual responses.  

 
Has the issue of the privacy and confidentiality of these conversations been explained to 
you? 

Ye
s 

N
o 

 
 
This study was explained to me by: ______________________ Date: _________  
 
I agree to take part in this study by participating in individual conversations and talking 
circles and I have received a copy of the consent form. 
 
 
________________________________   ________________________________ 
Signature of Co-Researcher                      Print Name 
 
________________________________   ________________________________ 
Witness (if available)             Print Name 
 
I believe that the person signing this form understands what is involved in the study and 
voluntarily agrees to participate. 
 
________________________________   ________________________________ 
Signature of Researcher    Print Name 
 

 
 

ELDER ORAL CONSENT 



INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

352 

 
I give my oral consent to take part in this study by participating in individual conversations and 
talking circles and I have received a copy of the consent form.  
 
As the researcher, I have read and explained this Consent Form to the Elder before receiving 
their consent. The Elder has knowledge of its contents and appears to understand it. In addition, 
the Elder’s consent includes the possibility of being audio-taped. 
 
______________________________         ______________________________ 
Name of Elder                                             Name of Researcher 
 
______________________________ 
Date 
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APPENDIX E 
 

PERMISSION TO USE SEGMENTS OF AUDIOTAPED CONVERSATIONS 
 

 
Study Title:  
A Narrative Inquiry into Indigenous Nurses’ Experiences of Care: A Dialogic/Performative 
Narrative Analysis 

 
Co-Investigator Co-Supervisor and Co-Principal Investigator 
Brenda Green, PhD Candidate 
Interdisciplinary Studies 
University of Regina 
Phone: (306) 764-9544 or (306) 
765-3333 ext. 7512 

Dr. Carrie Bourassa, Associate Professor 
Department of Indigenous Health Studies 
First Nations University of Canada, Regina, Sk. 
Phone: (306) 790-5950 ext. 3331 
  
Dr. Patrick Lewis, Associate Professor 
Faculty of Education, 
University of Regina, Regina, SK 
Phone: (306) 585-4608 
 

 
Consent for use of audio-taped conversations: 
 
Name of person: 
 
_______________________________ 
Printed Name 
 
I am the person named above. I understand that a researcher from the University of Regina has 
proposed to use segments of my audiotaped conversations for this research. Segments of the 
audio-taped conversations may be used either in place of written script or in addition to written 
script for the purpose of highlighting narrative/storytelling in research.  
 
I understand that:  
These taped segments of conversation may be used in the:  

1) Researcher’s dissertation and  
2) Presentations at academic conferences. 
3) Publication of academic journals 
4) Publication of a book on: A Narrative Inquiry into Indigenous Nurses’ Experiences of 
Care: A Dialogic/Performative Narrative Analysis 
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In playing the taped segments of conversation and in discussions about the conversations, only 
pseudonyms will be used. Conversations will not reveal my identity unless prior permission has 
been sought. 
 
My signature below indicates that I consent* to the above-described use and disclosure of taped 
segments of conversation. 
 

1. I consent to the use of taped segments in the researcher’s dissertation. 
Yes No 

  
2.  I consent to the use of taped segments in presentations at academic conferences. 

Yes No 
 

3.  I have received a copy of the consent to use segments of audio-taped conversations in 
this study. 

Yes No 
                                                                                           
 ______________________________ 
Printed Name 
 
 
______________________________ __________________ 
Signature of Participant   Date 
 
 
*I understand that I may withdraw my consent at any time (or specify a date or point in the 
research process) by contacting the researcher at the above telephone number.  
 
If you have any concerns about this study, please contact my research supervisors or me. 
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APPENDIX F 
 

TRANSCRIPT RELEASE FORM 

 
 

Study Title:  
A Narrative Inquiry into Indigenous Nurses’ Experiences of Care: A Dialogic/Performative 
Narrative Analysis 
 

Co-Investigator Co-Supervisor and Co-Principal Investigator 
Brenda Green, Ph.D. Candidate 
Interdisciplinary Studies 
University of Regina 
Phone: (306) 764-9544 or (306) 
765-3333 ext. 7512 

Dr. Carrie Bourassa, Associate Professor 
Department of Indigenous Health Studies 
First Nations University of Canada, Regina, Sk. 
Phone: (306) 790-5950 ext. 3331 
 
Dr. Patrick Lewis, Associate Professor 
Faculty of Education, 
University of Regina, Regina, SK 
Phone: (306) 585-4608 
 

  
I, _________________________________ (NAME), a participant in the research project, 
entitled: A Narrative Inquiry into Indigenous Nurses’ Experiences of Care: A 
Dialogic/Performative Narrative Analysis, have reviewed the transcript of the interview, which 
occurred on __________________ (DATE), and agree that it accurately reflects my 
contributions to the discussion. I agree to release this transcript to the researcher for use in this 
research project.  
 
I further agree that the researchers can use any quotes that I approve in advance. I have received 
a copy of the consent to use my transcripts as part of this study.                                                                                            
 
________________________________   ________________________________ 
Signature of Co-Researcher                          Print Name 
 
________________________________   ________________________________ 
Witness (if available)             Print Name 
 
I believe that the person signing this form understands what is involved in the study and 
voluntarily agrees to participate. 
 
________________________________   ________________________________ 
Signature of Researcher            Print Name 
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APPENDIX G 
 

PERMISSION TO USE PHOTOGRAPHS 
 

 
 

Study Title:  
A Narrative Inquiry into Indigenous Nurses’ Experiences of Care: A Dialogic/Performative 
Narrative Analysis 
 

Co-Investigator Co-Supervisor and Co-Principal Investigator 
Brenda Green, Ph.D. Candidate 
Interdisciplinary Studies 
University of Regina 
Phone: (306) 764-9544 or (306) 
765-3333 ext. 7512 

Dr. Carrie Bourassa,       
Associate Professor 
Department of Indigenous Health Studies 
First Nations University of Canada, Regina, Sk. 
Phone: (306) 790-5950 ext. 3331 
 

 Dr. Patrick Lewis, Professor 
Faculty of Education, 
University of Regina, Regina, SK 
Phone: (306) 585-4608 
 

 

Consent for use of photographs. 
 
Name of person: _______________________________ 
                              Printed Name 
 
I am the person named above. I understand that a researcher from the University of Regina is 
proposing to use photographs of me for the purpose of research.  
 
I understand that:  
Images that may identify me could be used in 

1) The researcher’s dissertation;  
2) Scholarly publications (including books); 
3) Presentations at academic conferences. 

 
I cannot give prior permission to use items and images that may reveal persons other than me.  
 
Only pseudonyms will be used as captions and in discussions about the images. 
 
My signature below indicates that I consent* to the above collection, use, and disclosure of 
photographs and captions.  
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1. I consent to the use of photographs in the researcher’s dissertation. 
Yes No 

 
2. I consent to the use of photographs in scholarly publications. 

Yes No 
 

3.  I consent to the use of photographs in presentations at academic conferences. 
Yes No 

 
4. I have received a copy of the consent to use photographs. 

Yes No 
 
______________________________ 
Printed Name 
 
 
______________________________ __________________ 
Signature of Co-Researcher   Date 
 
 
*I understand that I may withdraw this consent at any time (or specify a date or point in the 
research process) by contacting the researcher at the above telephone number.  
 
If you have any concerns about this study, please contact my research supervisors or me. 
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APPENDIX G-1 
 

PERMISSION TO USE PHOTOGRAPHS OF INDIVIDUALS OTHER THAN THE CO-
RESEARCHERS IN THE STUDY 

 
 

 
 

Study Title:  
A Narrative Inquiry into Indigenous Nurses’ Experiences of Care: A Dialogic/Performative 
Narrative Analysis 
 

Co-Investigator Co-Supervisor and Co-Principal Investigator 
Brenda Green, Ph.D. Candidate 
Interdisciplinary Studies 
University of Regina 
Phone: (306) 764-9544 or (306) 
765-3333 ext. 7512 

Dr. Carrie Bourassa,       
Associate Professor 
Department of Indigenous Health Studies 
First Nations University of Canada, Regina, Sk. 
Phone: (306) 790-5950 ext. 3331 
 

 Dr. Patrick Lewis, Professor 
Faculty of Education, 
University of Regina, Regina, SK 
Phone: (306) 585-4608 
 

 

Consent for use of Photographs of Individuals other than the Co-researcher in the Study 
 
Name of Individual in Photograph who is not the Co-researcher in the Study: 
 
Print Name __________________________________ 
 
I am the person named above. I understand that a researcher from the University of Regina is 
proposing to use photographs of me for the purpose of research.  
 
I understand that:  
Images that may identify me could be used in 

1) The researcher’s dissertation;  
2) Scholarly publications (including books); 
3) Presentations at academic conferences. 

 
Only pseudonyms will be used as captions and in discussions about the images. 
My signature below indicates that I consent* to the above collection, use, and disclosure of 
photographs and captions.  
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1.  I consent to the use of photographs in the researcher’s dissertation.  

 
Yes No 

2.  I consent to the use of photographs in scholarly publications. 
Yes No 

 
3. I consent to the use of photographs in presentations at academic conferences. 

Yes No 
 

4. I have received a copy of the consent to use photographs.    
Yes No 

 
 
 

______________________________ 
Printed Name 
 
 
______________________________ __________________ 
Signature of Individual in Photograph Date 
 
*I understand that I may withdraw this consent at any time (or specify a date or point in the 
research process) by contacting the researcher at the above telephone number.  
 
If you have any concerns about this study, please contact my research supervisors or me. 
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APPENDIX H 
 

PERMISSION TO USE CO-RESEARCHER REFLECTIVE JOURNALS 
  

 
 
 

Study Title:  
A Narrative Inquiry into Indigenous Nurses’ Experiences of Care: A Dialogic/Performative 
Narrative Analysis 

 
Co-Investigator Co-Supervisor and Co-Principal Investigator 
Brenda Green, PhD Candidate 
Interdisciplinary Studies 
University of Regina 
Phone: (306) 764-9544 or (306) 
765-3333 ext. 7512 

Dr. Carrie Bourassa, Associate Professor 
Department of Indigenous Health Studies 
First Nations University of Canada, Regina, Sk. 
Phone: (306) 790-5950 ext. 3331 
  
Dr. Patrick Lewis, Associate Professor 
Faculty of Education, 
University of Regina, Regina, SK 
Phone: (306) 585-4608 
 

 
Consent for use of Co-researcher’s reflective journals 
 
Name of person:_______________________________ 
                          Printed Name 
 
I am the person named above. I understand that a researcher from the University of Regina has 
proposed to use segments of my reflective journal for this research. Segments of the reflective 
journal may be used either in place of written script or in addition to written script for the 
purpose of highlighting narrative / storytelling in research.  
 
I understand that:  
These the reflective journal may be used in the:  

1) Researcher’s dissertation and  
2) Presentations at academic conferences. 
3) Publication of academic journals 
4) Publication of a book on: A Narrative Inquiry into Indigenous Nurses’ Experiences 

of Care: A Dialogic/Performative Narrative Analysis 
 

In using the reflective journal in this way, only pseudonyms will be used and will not reveal my 
identity unless prior permission has been sought. 
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My signature below indicates that I consent* to the above-described use and disclosure of 
portions of the reflective journal. 
 

1. I consent to the use of the reflective journal in the researcher’s dissertation.  
Yes No 
  

2.  I consent to the use of the reflective journal in presentations at academic conferences. 
Yes No 

 
3. I have received a copy of the consent to use of my reflective journals in this study. 

Yes No 
 
 
______________________________ 
Printed Name 
 
 
______________________________ __________________ 
Signature of Participant   Date 
 
 
*I understand that I may withdraw my consent at any time (or specify a date or point in the 
research process) by contacting the researcher at the above telephone number.  
 
If you have any concerns about this study, please contact my research supervisors or me. 
 
______________________________ __________________ 
Signature of Co-Researcher   Date 
 
 
*I understand that I may withdraw this consent at any time (or specify a date or point in the 
research process) by contacting the researcher at the above telephone number.  
 
If you have any concerns about this study, please contact my research supervisors or me. 
 
 
 
 
 
 
 
 
 
 
 



INDIGENOUS NURSES EXPERIENCES OF CARE 
 

 
 

362 

 


	Huhndorf, S. M., & Suzack, C. (2010). Indigenous feminism: Theorizing the issues. In C. Suzack, S.M. Huhndorf, J. Perreault, & J. Barman (Eds). Indigenous women and feminism: Politics, Activism Culture (pp. 1-21). Vancouver: UBC Press.
	Slote, M. (2007). The Ethics of Care and Empathy, London and New York: Routledge.
	RESEARCH PLAN
	Expected Outcomes of the Research
	This proposal will:
	Appendix B
	Information Letter
	Appendix C
	Consent to be Contacted
	Appendix D
	Consent TO PARTICIPATE Form
	individual conversations & Talking Circles
	Appendix E
	Permission to use Segments of AUDIOTAPED conversations
	Appendix F
	Transcript release form
	Appendix G
	Permission to use photographs
	Appendix G-1
	Permission to use photographs of Individuals Other Than the Co-Researchers in the Study
	Appendix H
	PERMISSION TO USE CO-RESEARCHER REFLECTIVE JOURNALS
	Green_Brenda_4Oct16.pdf
	UNIVERSITY OF REGINA
	FACULTY OF GRADUATE STUDIES AND RESEARCH
	SUPERVISORY AND EXAMINING COMMITTEE


