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Abstract

This thesis presents a body of publications, in the area of critical care
nursing, for consideration for the award of Doctor of Philosophy by

Publication.

The thesis is presented in three chapters: Introduction; Body of Work;
and Research, Knowledge, Evidence and Practice. In the first chapter the
emergence of evidence-based practice is described, in general. Initially,
an overview of the origins and trends of nursing research methodology is
provided; the purpose of which is to set in context the body of work.
Utilising a narrative approach (Boje, 2001; McCance et al., 2001;
Sandelowski, 1991; Vezeau, 1994) as a ‘personal journal of discovery’ I
then reflexively describe my own development as a nurse researcher-
practitioner, drawing on my own publications to illustrate my progress,
the development of my thinking, my research practice and the

development of my understanding of pragmatic epistemology.

The second chapter is comprised of my publications relevant to critical
care nursing. Spanning a period of eleven years, they represent my

contribution to critical care nursing knowledge.

In the concluding chapter I have summarised initially my own
contribution to critical care nursing knowledge, before moving on to a
more detailed critique of evidence-based practice. Finally I have made

recommendations for the way forward.

In addition to presenting my body of work, the aim of this PhD is to
challenge the current concept of evidence-based practice, arguing that its
definition is too narrow to encompass the range of different types of
knowledge that nurses use when caring for critically ill patients. I have
utilised my own publications, to demonstrate how a variety of
approaches are necessary to provide the best evidence for developing

practice. I have positioned my argument within a theoretical



understanding of pragmatic epistemology. In this way, I am working

towards the development of a science of practice. Simultaneously I am

also, to some extent, challenging conventional concepts of what

constitutes doctoral level knowledge and how a PhD looks.

My conclusion is that cntical care nursing knowledge is drawn from
many sources, and should be applied in an integrated way that enables
practitioners to make a positive difference to the life of patients.
Knowledge that is not or cannot be applied to practice is therefore of no
value. The valuing of practice knowledge brings with it the requirement
that all forms of knowledge (and their relevant methodologies) are
considered as equal, in terms of their potential to impact on practice and
that nothing should be rejected on paradigmatic grounds. In
contemporary healthcare evidence is hierarchically valued and this raises
many questions of equity. Where the value of knowledge becomes
unequal is when its application to practice is limited. The corollary of a

pragmatic epistemology is that it requires a pragmatic process to make it

work. For me, at this point in time, the best available is practice

development.

In summary, this thesis represents a construction of work that makes an
original contribution to knowledge. The product of my thesis is a theory

of pragmatic epistemology as the basis for a science of practice.



Contents

Acknowledgements
Author’s Declaration

Chapter One: Introduction
Introduction
Context of Change: Nursing’s Position
Narrative Inquiry

The Transition to Researcher-Practitioner: Leamning to
Understand the Nature of Knowledge
Summary

Chapter Two: Body of Work
Index of Publications
Preface
Publications

Chapter Three: Research, Knowledge, Evidence and Practice
Introduction

Contribution to Critical Care Nursing Knowledge

Evidence-based Practice

The Way Forward: Critical Care Nursing Knowledge,
Evidence and Practice

Conclusion

Figures
Figure 1: Publications classified according to knowledge
type and source
Figure 2. A framework for knowledge derivation

Appendices

Appendix 1: Declaration of Ownership
Appendix 2: Prima Facie

Appendix 3: Citations
Appendix 4: Conference Presentations
Appendix 5: Examples of Correspondence

References

Addendum

Page

10
20
27

45

49
51
52-298

300
303
322
328

336

321

332

339
345
348
356

360
366

390



Acknowledgements

I would like to acknowledge the advice and enthusiasm of my two
advisers: Professor Gary Rolfe and Professor lain Graham, and to
thank Professor Kate Galvin for her critical reading and personal

support.

I would also like to add a special thank you to Professor Dawn
Freshwater for her deconstructive readings of my work. Your insight

and understanding was a valuable contribution to my reconstruction.



Author’s declaration

I declare that, with the exception of joint publications within my body

of work, all work presented 1in this thesis 1s my own.

Where joint publications are included, my contribution is clearly

outlined in Appendix 1.

Paul Fulbrook
July 2003



CHAPTER ONE

INTRODUCTION



Introduction

The purpose of this work is to present a body of publications for consideration for the
award of PhD by Publication.

The aim of this PhD is to challenge the dominance of traditional hierarchies of
evidence-based practice, afguing that their current application is too restrictive and
does not encompass fully the range of different types of knowledge that nurses use
when caring for critically ill patients. I have utilised my own publications, to
demonstrate how a variety of approaches are necessary to provide the best evidence
for developing practice. Within this context, I am also challenging the positivist-
rooted dominance of the ways that nurses and nurse researchers articulate nursing
knowledge, and arguing for acknowledgement and acceptance of practice-based
research approaches. This is all the more interesting in the context of critical care
nursing, where traditional views of knowledge have arisen out of a technological
rather then humanistic valuing of knowledge. Thus the traditionally used research

methods in critical care have been largely empirical.
My work is presented in three chapters: introduction; body of work; and conclusions.

In the first chapter I have described the emergence of evidence-based practice in
healthcare. Initially I have provided an overview of the origins and trends of nursing
research methodology; the purpose of this section is not to engage in methodological
debate, which has already been well rehearsed (e.g. Comer, 1991; Wainwright, 1997;
Clark, 1998; Heath, 1998; Spitzer, 1998; Paley, 2000) but to set in context my own
body of work. Utilising a narrative approach as a ‘personal jour_nal of discovery’ 1
have then described my own development as a researcher-practitioner, using my
publications to illustrate the progress and development of my thinking. Within the
narrative I have engaged in a process of deconstruction-reconstruction, which has
enabled movement on my part from the particular (my experience as a researcher-
practitioner) to the general (the nature of knowledge for critical care nursing practice).
In doing so, I have made explicit my own position in the valuing of pragmatic

epistemology as the underpinning foundation of a science of practice.



Essentially, I have engaged in a path of ‘sciencing’ — which is very different to

traditional understandings of ‘science’:

“Sciencing is coming to know and understand the meaning of
phenomena of concern to a discipline. It is the ongoing process of
inquiry that specifies knowing as the continuous incarnating of the
unfamiliar with the familiar. The term sciencing implies that knowing is
ever-changing with new experiences. Sciencing is in stark contrast to
science, which specifies inquiry as pursuing and achieving the absolute
truth, as i1f there are indisputable, unchanging truths.”

(Parse, 2001a, p.1)

The second chapter is comprised of my publications relevant to critical care nursing.

These provide documentary evidence of my contribution to critical care nursing

knowledge and illustrate the progression of my understanding of the different forms

of knowledge required in working towards a science of practice.

In the concluding chapter I summarise first my own contribution to critical care
nursing knowledge, before moving on to a more detailed critique of evidence-based
practice in the critical care setting. Finally, in conclusion of my claim for a pragmatic
epistemological foundation for the science of practice, I have made recommendations

for the way forward.

In this thesis I have therefore worked on several different levels:
e My personal experience as a researcher-practitioner;
e My ontological, epistemological and methodological understanding of nursing
knowledge in general, and how it is generated,;
e The application of my understanding of knowledge to the practice of critical

care nursing and how this impacts on the educational experience of working

towards a PhD;

e My understanding of representations of knowledge through publication, in

practice, and within a PhD thesis.



Context of Change: Nursing’s Position

Within the current context of the new National Health Service, presented in The New
NHS: Modern, Dependable (Department of Health, 1997) and A First Class Service
(Department of Health, 1998), the importance of knowledge-based practice is
constantly emphasised, with the expectation that evidence-based decision-making and
practice 1s at the heart of all healthcare (Bonell, 1999). Evidence-based practice has
developed from evidence-based medicine, which was based on three principles:

interpretation, application and dissemination of research findings (Reynolds, 2000).

However nursing, as a discipline, is something of a latecomer to the world of
evidence. It is really only since the late 1970s that its research base has focused on
nursing care (Stolley et al, 2000). Indeed, ‘caring’ has emerged as the central
concept: the essence of nursing (Saewyc, 2000; Watson, 1997). Whilst there are many
meanings of caring in nursing (Kiser-Larson, 2000), two major theorists — Watson and
Leininger — both identify the concept of caring as the central unifying domain of
nursing (Cohen, 1991), and it is a central construct in intensive care nursing (Beeby,

2000a; 2000b). Thus it may be argued that knowledge for nursing practice — and

therefore its evidence-base - is embedded within the concept of caring.

As nurse researchers and theorists began to identify ‘softer’, more subjective concepts
(such as ‘caring’) a paradigm shift occurred in relation to the methodology and
methods used to generate nursing knowledge; many more qualitative methods were
employed. The act of caring 1s an artistic endeavour (Carper, 1978), which depends
considerably upon the caregiver’s general knowledge of a situation and their aesthetic
knowledge of individuals. Yet, it is somewhat ironic that despite the huge amount of
nursing literature that has been written about aesthetic knowing since the publication
of Carper’s seminal paper, that very little aesthetic inquiry has been encouraged or
published (Vezeau, 1994) — although this is changing of late (for example, see Marks-
Maran and Rose, 1996).

Traditionally, development of nursing theory had been based on positivist philosophy,
utilising empirical methods of research, with nursing practice being rooted in the bio-

medical model. During the 1950s to 1970s nursing was subjugated to medicine, and
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led by women. As such it was doubly dominated (by men and medicine) and did not

have the standing to challenge conventional science (Cody, 2000). Nurse researchers
modelled themselves on their colleagues in the biomedical sciences, possibly in an
effort to seek scientific validation for their work (Stolley et al., 2000). Thus, the type

of research knowledge generated during this period was largely empirical.

Quantitative and qualitative research are often said to be grounded in two distinctly
different paradigms. A paradigm has been described as, “a ‘lens’ through which the
social world is ‘viewed’,” with each paradigm presupposing ‘“a particular set of

fundamental beliefs, and the two sets are at odds with each other” (Paley, 2000
p.143).

The physicist Kuhn (1962; 1970) described a paradigm shift in the 1960s, claiming
that the scientific community was moving towards a more interpretive view of the
world. Although subsequently it has been suggested that Kuhn’s use of the term
paradigm was ambiguous; using up to twenty-one different meanings (Masterman,
1970 cited Wainwright, 1997), his landmark publications marked a general movement

away from quantitative positivist and post-positivist research towards a new second

paradigm, which embraced qualitative research methods. As with many other

disciplines this shift was experienced - though not wholly - in nursing (see Heath,
1998).

However, in relation to nursing knowledge, Robinson (1992) challenged the use of the
term ‘paradigm’ (as described by Kuhn), describing 1t as an “inappropriate
distraction” (p.637), on the basis that nursing was neither a ‘mature’ nor ‘normal’
science, which required diverse forms of knowledge that could not remain true to a
single paradigm. This, in a sense, was supported by Booth et al. (1997, p.807) who
stated that nursing, “is rendered scientific by the fact that it shares fundamental

features common to all sciences.”

Subsequently, the nursing literature of the 1980s was littered with nurse theorists
debating the pros and cons of paradigms. The heated debate was embraced within the
question of whether (or not) nursing was an art or a science. The debate continued for

almost two decades (Thome et al., 1999), and was dominated by discussions about
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quantitative versus qualitative approaches to research (e.g. Jones Porter, 1988). Many
theorists advocated a particular paradigmatic approach that should guide knowledge
generation through research (see Wainwright, 1997) with some, particularly
qualitative researchers, speaking out strongly 1n favour of purity (e.g. Morse, 1991).
In time the debate dissipated, and most researchers now acknowledge that both
quantitative and qualitative approaches to knowledge are relevant (Thome et al.,
1999). Indeed, some authors support the need for research to be conducted in multiple

paradigms (e.g. Dzurec, 1989) and critical multiplism has been advocated as a

unifying research methodology (Letourneau and Allen, 1999).

From the 1980s onward qualitative research gained momentum in nursing, resulting in
a greater focus on the needs of patients and clients with a fuller understanding of their
view of the world (Stolley et al., 2000). Nursing practice shifted from traditional
approaches that focused on task-orientated care, towards a person-centred approach.
This was manifest in the proliferation of nursing models, which attempted to provide
holistic frameworks to guide nursing practice (e.g. Neuman, 1982; Orem, 1985).
Around this time, nurse researchers adopted the qualitative paradigm almost
uncritically, transferring to its methods en masse. Whilst this movement was
understandable, it left nursing, as an academic discipline, wide open to criticism. For,
a discipline does not come of age until it is able to develop its own methods of
knowledge generation. What nursing has begun to do is to adopt and integrate
previous ideas in the construction of new knowledge for practice, as opposed to

simply accepting received wisdom (Belenky et al., 1997).

At the same time similar developments were taking place internationally. New models
of nursing were developed based on experiential knowledge and utilising the

experience of other academic disciplines (e.g. Newman, 1986; Parse, 1981; Rogers,
1986).

As nurses began to gradually reject the dominance of the medical model they sought
new ways of nursing that emphasised greater professional autonomy and power that
promoted person-centred care. Two influential texts, during the 1990s, were Nursing
as Therapy (McMahon and Pearson, 1991: 1998) and Nursing Intimacy (Savage,
1995). Of particular note, was Salvage’s (1990) ‘new nursing’, which emphasised an
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ideology of partnership between the nurse and the patient. Several strategies were

developed that promoted this partnership, most notably primary nursing (Porter,
1994). As a theoretical model, it was developed by Manthey (1980). However, as a
care delivery system it was pioneered by Pearson (1988) in the UK. His work
developed notions about the nature of nursing and epitomised the professionalism of

nurses at the heart of healthcare. It marked a movement away from nurses’ application

of (directed) curative medical knowledge to a model of clinical nursing expertise.
Primary nursing also gained some ground in intensive care nursing following the

publication of Manley’s (1989) Master’s thesis.

From the 1980s onward, the feminist movement in nursing was also very influential.
In the bigger context, it challenged the dominant discourse of masculine
consciousness, with its positivist ideals of universality, scientific objectivity and
rationality (Keller, 1990) and emphasised subjectivity, lived experience and
contextual analysis — much as I do, in the following narrative. Feminist theorists
argued that traditional knowledge had been given a high status in society and this type
of knowledge had been created to serve male interests (Hagell, 1989). Feminist

research called for innovative methodology to correct the negative perception of

subjectivity and interpretation, and distortion of female experiences (Sigsworth, 1995;
Webb, 1993).

The “staggering” progress of nursing research during the 1980s provided reassurance
and confidence that nursing practice was grounded in ‘scientific’ knowledge (Kim,
1993). However, throughout the late 1980s and early 1990s nurse educationalists and
theorists were recognising a theory-practice gap in nursing (e.g. Lewis, 1988). The
claim was that whilst knowledge was being generated, 1t was not being applied to
practice. As a result, the pre-registration nursing curriculum was completely
restructured. Traditional schools of nursing were replaced by academic institutions,
delivering a knowledge-based curriculum (Project 2000), which aimed to produce a
new breed of practitioner, described as a ‘knowledgeable doer’ (UKCC, 1986) who

could effectively respond to the complex demands of a changing health system

(Fulbrook et al., 2000).
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Nursing, by virtue of its context, 1s a practice-based discipline. Culturally it has now
advanced to the point where it considers research in terms of its application to practice
(Stolley et al.,, 2000). In this sense of understanding, pragmatic epistemology
emphasises the utility of knowledge. However, one of the problems, claimed Rolfe
(1998a), is that nurse researchers have failed to distinguish between (clinical) research
that relates directly to practice, and (theoretical) research designed to generate and test
theories. It is this that is at the heart of the theory-practice gap. Although it might be
argued that the goal of all nursing research is to improve practice, it is an indirect
process and much of the knowledge 1s never translated into practice (Rolfe, 1996a). If

it is to make a difference to practice, clinical research must be practitioner-based
(Rolfe, 1998a).

Increasingly greater significance was given to paradigms in nursing, attaching a
contrast of difference between qualitative and quantitative research approaches
(Paley, 2000). Currently, the two main approaches to nursing research are described
as post-positivist and interpretive (Closs & Cheater, 1999). However, it 1s also argued
that the question of which research method to use should always be a pragmatic one

(Booth et al,1997). Several authors have lamented that nursing knowledge

development has not been well served because it “rarely finds its way into clinical
practice” (Geanellos, 1997 p.13), whilst other authors have highlighted the ‘gap’
between researchers and practitioners. For example, in relation to their study of
practice development, Clarke and Procter (1999) noted that practitioners, “found
themselves marginalised by the research world” (p.980). On the other hand there 1s
concemn that the government’s recent emphasis on research 1s part of a drive to control
clinicians through policy whereby knowledge and evidence is ‘engineered’ into

practice (Rafferty and Traynor, 1999).

Beyond the paradigm wars it would seem that the debate about whether research
should be conducted within a particular paradigm (or not) has been largely subsumed
by a new practical approach to the use of knowledge i.e. practice development, which
was marked by an expansion of nursing development units in the early 1990s
(Gerrish, 2001). In 1997, in relation to critical care nursing, practice development was
highlighted as a ‘growing and significant movement’ (Manley, 1997). Within this

context, the focus is more on the end product: a change in practice, and the process by
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which it is best achieved. Thus, there has been a change in the emphasis on nursing

research and there has been a movement away from knowledge generation through
primary research, towards a culture of quality improvement through research
utilisation. This change of emphasis i1s explained by Unsworth (2000) who cites

Kitson’s (1994) description of practice development (my italics):

“A system whereby . . . change agents work with staff to help them
introduce a new activity or practice. The new practice may come from
the findings of rigorous research; findings of less rigorous research;
experience which has not been tested systematically or trying an idea
out in practice. The introduction of the development ought to be
systematic and carefully evaluated to ensure that the new practice has

achieved the improvements intended.”

Current developments in healthcare policy have directed a move towards the adoption

of the principles of evidence-based practice, which requires a shift towards practice
development (McCormack et al., 1999). This means that the researcher-practitioner
must engage in the ‘messy world of practice’ (Schoén, 1991), which does not sit
comfortably in any paradigm, and nurses have begun to realise the impracticality of
linear approaches to change management (Kitson et al., 1998). Action research
(Lewin, 1946), which may employ triangulation of methods (and cross paradigms),
has begun to gain momentum (although some authors have described this movement
as a new paradigm!) (Meyer and Batehup, 1997). It is appealing to nurses because it is
problem focused and involves change aimed at improving practice (Hart and Bond,

1995). However, there are concerns about its methodological rigour, although these

are based largely in the positivist tradition (Badger, 2000).

The need for rigour is necessary for any research approach and the lack of ‘scientific’
standards has been a frequent criticism of qualitative research (Pinch, 1996). In the
modern world of healthcare, medicine is still the dominant profession and, since its
approach to theory development remains rooted in positivism, it has been difficult for
qualitatively generated research knowledge to gain acceptance — and even more
difficult for so called new paradigm approaches, such as action research. However,

government policy within the modern NHS now promotes client-focused healthcare
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and, as such, qualitative approaches are gaining respectability (Dixon-Woods &

Fitzpatrick, 2001).

Returning to the topic of evidence-based practice, tht premise is that the basis for
practice should be an identifiable and sound knowledge base. Often this presents a
very difficult challenge for nursing, since within the traditional hierarchy of evidence
[which places experimentally generated knowledge at the top of the taxonomy
(Humphris, 1999)], there is either no research evidence available, or what is available
is controversial. Thus, it is often not possible to base nursing practice on traditional
forms of ‘evidence’ and nurses must fall back on either experientially gained

knowledge, or that of recognised ‘experts’ in their field.

It would be naive to attempt to develop all practice according to an evidence-base, at
the expense of clinical expertise (Greenhalgh and Worrall, 1997). What is important,
in this context, is that all forms of knowledge are considered as legitimate evidence
and that none are weighted preferentially, or hierarchically, according to a particular
paradigmatic stance. If knowledge 1s to be weighted, then arguably it should be
according to its ability to inform a unique practice situation 1.e. its pragmatic value.
Where nursing knowledge is weakest, in terms of its availability within the public
domain, is with respect to clinical expertise located in experience. This means that
nurses need to develop ways of articulating their personal knowledge of practice

situations so that they become ways of knowing that are accepted as ‘mainstream’.

Clinical expertise is tacit knowledge; it is a type of knowledge that is not easily
articulated or recorded. Carper (1978) described four ‘patterns of knowing’ in
nursing: empirics, aesthetics, ethics, and personal knowledge. Arguably, the clinical
expert has a high level of knowledge in each of these areas — and the majority of it
would not be research-based. Knowledge may also be classified according to its
scientific or practical extraction (Rolfe et al., 2001). However, there is no prescription
for knowledge that describes what and how much of it should be applied to an
individual clinical situation. In fact, when nurses use knowledge in practice, it may
not be a conscious, rational process at all (Benner et al., 1999). Rather it may be a set
of ‘rules of thumb’ that an individual nurse has developed for herself that guide her

practice, which have been learned over time (heurism). There are also times when a
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nurse consciously theorises about her practice, evaluating a situation against her
knowledge base, and making a decision about what to do in this particular case — what
Schon (1991) described as reflection-in-action. As stated above, what is vital is that
nursing develops methods of articulating all forms of knowledge, and that evidence is
assigned value according to its ability to inform practice. What I am arguing against is

formulaic practice, whereby there is an algorhythmic-type approach to knowledge

generation through research wherein “knowledge and evidence will no longer be left
to professional discretion but actively managed and mediated” (Rafferty and Traynor,

1999 p.463). This does not mean that I am implying that the research process should
be unstructured.

There are many questions of a human and holistic nature that cannot be addressed
using positivist approaches. For example, if a nurse wanted to access evidence about
how to ‘break bad news’ to the mother of a young child admitted to an intensive care
unit following a road traffic accident, who was not expected to survive, there is
unlikely to be a randomised controlled trial to inform her practice (since experimental
research in this area would be unethical). In other words, there would be no
(traditional) evidence to advise the ‘right’ or ‘wrong’ way to do it, since by its very
nature, it relates to an individual human behaviour. On the other hand, there might

well be qualitatively generated research available, which could help to guide the

nurse’s practice, perhaps making her aware of some of the 1ssues, which she might not
otherwise have considered, that the mother might be facing. For example, a
phenomenological study, in which several mothers in similar situations were
interviewed, would probably yield some useful pointers. However, it would still be
insufficient to provide rules for the nurse’s practice. What might be even more
valuable to her would be to draw reflexively upon her own past experiences. In
particular she is likely to draw on her ethical and personal knowledge. Although, this
would be very difficult if she was a novice nurse, with only a few experiences to refer

to.

“The elusiveness of conclusive evidence is something that students and researchers
are familiar with” (Phelan and Reynolds, 1996 p.1). The above scenario, to some
extent, illustrates the inherent problem of basing nursing practice on traditional

understanding of ‘evidence’. It challenges current thinking about the nature of
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evidence, and its ability to provide generalisable ‘rules’ for practice. Because human

behaviour is not predictable it is not possible to develop knowledge that is applicable
to all contexts. However, it is possible to generate general knowledge that may be

relevant to many human situations.

Sharp (1998) makes a helpful distinction between empirical and theoretical
generalisability, explaining that empirical generalisation is about making a claim that
knowledge generated from a case sample is typical of the population from which the
sample was drawn. Normally such conclusions are based on calculations of statistical
probability. The failing of empirical generalisations is that they do not, in themselves,
enable the researcher do develop explanations that describe the relationships between
variables. The statistical relationships can only be made sense of through further
explanatory theory. Basically, theories specify the relationships between vanables,
which when reduced to its crudest level means that theoretical explanations deal with

‘why’ questions, whereas empirical generalisations deal with ‘what’ questions (Sharp,
1998).

“Theoretical explanations, by their very nature, also entail a process of

generalization therefore. But in this case, generalizations are made on
the basis of having identified some general principle concemning the
phenomenon in question, rather than being based on the typicality of the

sample in relation to the a parent population.”
(Sharp, 1998, p.788).

When it is accepted that theoretical generalisation i1s not dependant on
representativeness for its validity, then the real value of other forms of knowledge will

be properly appreciated.

“Empirical research methods have traditionally been recognised as the
only legitimate (and the only °‘scientific’) method for generating
knowledge. However, this view has been challenged by theorists and
researchers who insist that methods for developing all areas of
knowledge are essential to human science disciplines such as nursing

and, therefore, must be equal in terms of legitimation. When methods for
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developing all patterns of knowing are equally recognised, the view of

what constitutes ‘scientific research’ is changed and expanded
significantly.”
(Powers and Knapp, 1990, cited Rolfe 1999a, p.296).

It is clear that there is a place for experimentally derived research knowledge in
nursing; there are many uses. For example, a nurse might want to trial a new
intervention, such as a ‘smoke-stop’ health education programme, which has not been
used before in a particular clinical setting. She could set up a randomised controlled
trial in which matched groups of patients were assigned to either an ‘intervention’ or a
‘control’ group. After a period of time, by measuring pre-determined outcomes and
comparing the two groups, she may be able to generate statistical evidence that
supports her use of the programme. Another example would be where there is a need
to trial a new measuring instrument, such as an electronic blood pressure monitor.
This would need to be tested against a ‘gold standard’ measurement tool, and the
results compared. Neither of these two practice problems could be suitably addressed
using qualitative approaches. However, neither of the two examples would have any

value for practice without an explanatory theory that describes the relationships

between the variables studied.

Essentially, what I am suggesting is that whilst empirical knowledge 1s vital, much of
the knowledge that nurses use for their practice is tacit. And this knowledge can often
only be uncovered through reflective inquiry. Reflective and retlexive inquiry offers
methods for practitioners to relate personal stories, perceptions and perspectives about
phenomena within their sphere of practice. Analytical interpretation of these insights

enables the personal knowledge gained through individual experience to surface.

The following section is both about the narrative method itself, and my use of it to
develop my perceptive understanding about the nature and value of knowledge for
critical care nursing practice and my role — in this context - as a researcher-
practitioner. In order to develop the final narrative I have employed a process of
deconstruction and reconstruction through active reflective inquiry. I have engaged 1n
this process on two levels. In the first instance I have focused on a series of

publications to both reflect on my thinking at the time, and to make sense of it now.
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This 1s, in effect, what Schon (1983) described as ‘reflection on action’. This involves
a selective process of remembering, which is itself a subjective event (Ochs and
Capps, 2002). On the second level I have engaged reflexively, that is, in the present,
through the decontructive/reconstructive process of narrative writing. This has
enabled me to ‘make sense’ of the development of my own theorising over an eleven
year period of publishing in the cnitical care and nursing literature, and to set it in the

context of ‘what I know now’. This is, by its very nature, an interpretive process
which:

“. . . encompasses the description of findings in light of disciplinary
knowledge and demonstrates the value of the findings for the

advancement through theory development, research, and, where

pertinent, practice”.

(Parse, 2001b, p.22, my 1talics).

In my transformation from practitioner to researcher-practitioner the process of

movement to a higher level of understanding of knowledge and practice would have

remained implicit within my description. The interpretive process of narrative

however, has enabled my progression to be made more explicit.

Narrative Inquiry

The use of narrative as a research method is gaining increasing recognition in nursing
(Sandelowski, 1991) and has been of interest to psychologists for around fifteen years
(McCance et al., 2001). Jones (2003) even describes 1t as a fait accompli in social
research, proclaiming the use of biographical methods in healthcare research as
“ground-breaking”. Indeed, it is proposed that much of the knowledge that
(individual) nurses possess has been related through story telling. Whilst some
positivist scientists vehemently challenge the rigour of story telling as a research

method as: “savage, primitive, underdeveloped” (see Sarup, 1993, p.136), on the basis
of its subjectivity and lack of generalisability, it is regarded as a legitimate

interpretive research method (Koch, 1998); a worthy place of exploration for nursing

inquiry (Vezeau, 1994).
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It is an interesting irony, which is noted by the postmodern thinker Lyotard (see
Sarup, 1993), that positivist critics of narrative can only make the findings of their
own research known through narrative method. Research texts present the story of the
research process, which is made available to people, as contestable claims about the

world, to be read and re-read. Thus, the presentation of all research findings 1s a

narrative construction (Fox, 1999).

Essentially the narrative method is story telling. Although some theorists would argue
a difference, often the terms story telling and narrative are used interchangeably
(Frank, 2000). Narrative suggests an underpinning structure to story telling, and the
process of narrative analysis enables structure (that the storyteller may not have been
aware of) to be developed (Frank, 2000). Boje (2001) makes a distinction between
story telling and narrative, noting that traditionally narrative has been viewed as an
elite method that stands above story telling. Whilst he acknowledges the ‘organising’
process of narrative, which adds ‘plot’ and ‘coherence’, he also advances the concept
of the antenarrative. An antenarrative is essentially a story, but what Boje is saying, is
that in the telling of the story the storyteller necessarily organises his/her story in a

way, which for them, makes sense. This pre-narrative stage is part of the process of
narrative, but at this point it is told as an account of incidents or events without a

proper plot sequence or coherence.

Boje describes antenarrative as ‘“deconstruction in action”. He draws heavily on the
work of Derrida (1999), who states that deconstruction is neither a philosophy nor a
method. Rather, it happens. Thus antenarrative (story telling) is itself a process of
deconstructive interpretation. Narrative 1is post-antenarrative, in that the

antenarrative(s) has been organised into a beginning, middle and an end, giving it

coherence (Boje, 2001).

In the process of writing this narrative, I have moved through several stages of
deconstruction before finally arriving at this reconstruction. The process of writing
about, and reflecting upon, my experiences and the development of my thinking as a
researcher-practitioner have enabled plot and coherence to develop. For me, this
process has also enabled what Polkinghorne (1988) refers to as pragmatic insight. In

other words, I have shaped my thinking in a way that has practical meaning for me:
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my practice, my profession, and about original contribution to knowledge through
PhD.

In the process of deconstruction/reconstruction I have moved from antenarrative to
narrative. This process of engagement and refinement, through reflection on events, is
referred to as active inquiry (Vezeau, 1994). This is a retrospective ‘sense-making’

activity in which many possible meanings may be synthesised (Weick, 1995).

In a sense, my narrative can never be complete because it is always being
deconstructed. Even as I write I am forming and re-forming my thoughts, opinions
and values. For, as noted by Boje (2001), people are always in the middle of living
their storied lives. Similarly, deconstructivists would argue that every reading of the

narrative is itself a deconstruction.

Wiltshire (1995) maintains, as does Boje (2001), that stories are casual and informal
and require further conceptual and structural development to become narratives. A
narrative requires a plot to make it meaningful (Czarniawska, 1997). Furthermore,
part of the work of developing coherence in narrative is to construct a sequence of
events in time (Vezeau, 1994) and White (1987) contends that narrative theory
transforms events into historical facts that function as elements of a completed story.
The plot, in the context of this narrative, is the unfolding of the story about my
understanding of the nature and value of knowledge for critical care nursing practice:
when the storyteller and narrator are one, it is described as ‘personal experience’
narration (Boje, 2001). In order to achieve coherence I have constructed a

chronological sequence of events; this is often described as ‘formal’ narration (Boje,
2001).

There are many ways to tell stories, for example through diary keeping or reflective
writing. It can be understood as a form of reflection upon an event (Ricoeur, 1986
cited Aranda and Street, 2001). In the context of this chapter, the ‘event’ (see below)
is the development of my own theorising about the nature and value of knowledge,

traced over an eleven year period of publishing in the critical care and nursing

literature.
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Narrative can take on many forms, and may be etic or emic. However, even

ethnographers, who immerse themselves in a particular culture, cannot completely
shed their ‘other’ self, and their narratives are inevitably shaped by their previous
knowledge and experiences. Because I am tracing a personal journey, this narrative
is written in the first person, as advocated by Webb (1992) and Hamill (1999). The
fact that I feel the need to justify writing in the first person is worthy of note, since it
is testament to the dominance of positivist tradition, and also speaks to the dominance
of tradition in presenting a doctoral thesis, which is in direct contradiction to the

theme that I develop throughout this work: the equitable value and valuing of nursing

knowledge.

Postmodern discourse, of which narrative is part, seeks to move beyond the often-
destructive take on the world that rules bring. As Lyotard (1984, p.81, cited Freeman,
2000, p.124) explains of the wnter:

“The text he writes, the work he produces are not in principle governed
by pre-established rules, and they cannot be judged according to a

determining judgement, by applying familiar categories to the text or to
the work. Those rules and categories are what the work of art itself is
looking for. The artist and the writer, then, are working without rules in
order to formulate the rules of what will have been done. Hence the fact

that work and text have the character of an event.”

Knowledge and narrative

The object of narrative is exploration — most narrative does not seek to answer

questions, rather it adds understanding of a phenomenon within a specific context:

“It does not, and cannot, offer a definitive position for the reader.” In
terms of rigor, assessment is based on the question of, “When is a story a
story?”’ not the determination of, “When 1s a story truthfu]?”

(Vezeau, 1994 p.58).
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Sandelowski (1991) explains that narrative truth is distinguished from the truths of
formal science because it has its emphasis on “the life-like, intelligible and plausible
story” (p.164). She goes on to clarify that stories should be expected to change from
telling to telling and thus the idea of validating them empirically is “completely alien
to the concept of narrative truth” (p.165). Narrative writing does have rigour, but it
lies in its reflexivity. Thus reflexively, in the context of my narrative, truth is an
important necessity for me and my judgement of my credibility: a true story allows me
to focus on my own life experience (Gadow, 1990). Story telling invites me to not
only include personal knowledge, but to base my whole story on personal knowledge.
Story telling, by definition, is personal and, “any story that prevents my voice . . .
from entering is dangerous and suspect” (Vezeau, 1994 p.59). A ‘true’ story relates

obvious facts and themes, but its meaning will always be individually interpreted and

correclt.

The concept of ‘understanding’ merits further exploration. For example, my
understanding (as the narrative writer) and your understanding (as the narrative

reader) are not the same. For, in the process of reading, you are already deconstructing
my words. As Derrida (1999) says: it happens. With narrative, there will always be
multiplicity of interpretations, and it should always be able to stimulate debate, and
there should be disagreement among readers. For in reading it, the reader co-creates it
(Vezeau, 1994). This is the postmodern view proposed by Rolfe (1997): once a text
has been written it is no longer the property of the writer, and the reader imposes
his/her own meaning upon it. As stated above, all interpretations — though different -
are correct. This point is illustrated by Rolfe (1999a), in response to Closs and
Draper’s (1998) commentary on his paper. They formed a different understanding of
his position because they were judging the value of postmodern knowledge from a
positivist’s perspective. However, as Rolfe himself points out, he cannot ‘put them

right’ or enlighten them as to ‘true’ meaning, for there 1s no single objective truth. In

other words, all readings are truths, in that they are all true interpretations.

This view is in contrast to the post-positivist view of knowledge, which is based on
consensus. Definitions of knowledge take on many forms — indeed, this statement 1s
central to my thesis - and historically, the methodology of human science has changed

much (Polkinghomne, 1983). In fact, “rules toward ‘correct’ understanding are a
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posture in defense to positivism as the dominant paradigm of knowledge generation”

(Vezeau, 1994 p.53). Knowledge and power are inextricably linked. Lyotard suggests
that they are simply two aspects of the same question: who decides what knowledge
is? Who knows what needs to be decided? (Sarup, 1993). Furthermore, those with the
knowledge assume positions of power and define and regulate what constitutes valid
knowledge in a self-perpetuating cycle (Foucault, 1980). The positional power and
agendas of academics that place themselves on what Schon (1983) refers to as the

‘high ground’, is an important consideration for me as a narrative writer for, as stated

above, I must remain true to my story.

Returning to the work of Lyotard and expanding further, in relation to the rules of
‘correct’ understanding, he contends that whilst scientific and narrative knowledge

are equally valid, they cannot be judged by the same criteria.

“These rules are specific to each kind of knowledge, and the ‘moves’

judged to be ‘good’ in one cannot be the same as those judged to be

‘good’ in another . . . It 1s therefore impossible to judge the existence or

validity of narrative knowledge on the basis of scientific knowledge.”
(Sarup, 1993 p.136)

Positivists and post-positivists refer to bias in research. In the context of narrative,
this concept is redundant, because we all have interests and prejudices that relate to
the subject matter. Interest-free knowledge is logically impossible and attempts to
produce value-free science are increasingly being abandoned (Lather, 1986). What is
important, is that I, as the narrator, am not prejudiced by external factors — or

inappropriate ‘rules’ - that force me to falsify my writing.

The inequalities and oscillations of power, between the researcher and the agenda of
the academic discipline, were brought sharply into focus by Shah (1999 p.308), who

wrote about the effect of power plays on his research in a geographical setting:

“There seemed to be three spheres in which the power plays transcended
my research and delicately vibrated, often to blind me to a field of vision

which I feel I must uncover here. First was in the choice of my topic; the
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second in the process of the research; and the third in writing the text

and submitting it to the examiners’ gaze.”

This power play between writer and ‘examiner’ is also described by Lees (2001), in
the context of writing a paper about reflexive action research within counselling and
psychotherapy. Reviewers of his first draft advised that references to positivism
should be “edited down”, which he subsequently did. It is difficult to say with any
certainty whether the reviewers prejudiced his writing or influenced his thinking in
such a way that he altered his point of view in the light of new knowledge. What is
clear, is that the reviewers asserted their agenda. What they could have done was to
publish his first draft, including his “polemic against positivism”, so that readers of

his work were able to form their own interpretation, understanding and opinion of his

posttion.

In expanding our understanding of what we mean by ‘understanding’ it is necessary
to consider the work of Dilthey, a turn-of-the-century post-positivist. He proposed the
notion of verstehen, a Gemman word commonly translated as meaning
‘understanding’. However, in this context, the emphasis is very much on perception
and its meaning. As such, verstehen requires a broadened awareness of perception,
which acknowledges multiple realities and furthermore, 1s constantly changing.
Predominant in this view is that the integrality of ‘knower’ and ‘known’, thus
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