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ABSTRACT 

Empowerment is a critical concept and philosophical foundation for the 

implementation of primary health care (PHC). The nursing profession 

with its allegiance to health promotion is an ideal vehicle for the 

implementation of empowering health partnerships with individuals, 

groups and communities. The appalling health status of Australian 

Aboriginal people and the disparity between the health of Aboriginal and 

non-Aboriginal Australians are well documented. Primary health care, as 

- opposed to improved medical care, is seen as an all-encompassing health 

strategy to bring about improvement in the health of Aboriginal people. 

This research contributes to an understanding of the links between 

empowerment and community health nurses' work with Aboriginal 

clients. My collaboration with registered nurses with community health 

expertise served to uncover both practice and professional issues as they 

relate to the themes of empowerment, power and culture. These issues 

emerged from the participants' discussions regarding the meaning of 

empowerment in their work with Aboriginal clients, and their 

articulation of strategies and challenges to working in empowering ways 

within the context of Aboriginal health. 

The research methodology has critical social theory and feminist 

philosophical underpinnings and the data was analysed using a form of 

grounded theory method. The participants' perceptions provide useful 

insights into: community health nurses' work with Australian Aboriginal 

people; the power relationships that permeate community health nursing 

practice; and the potential for nurses to play a key role in PHC and 'health 

for all'. 

xl 



ABBREVIATIONS 

AHW Aboriginal Health Workers 

CHN community health nurse 

NT Northern Territory 

NTU Northern Territory University 

PC primary care 

PHC primary health care 

THS Territory Health Services 

WHO World Health Organization 

xii 



CHAPTER 1 

INTRODUCTION 



CHAPTER 1 

INTRODUCTION 

In fact, the borderlands are physically present whenever two 
or more cultures edge each other, when people of different 
races occupy the same territory, where under, lower, middle 
and upper classes touch, where the space between two 
individuals shrinks with intimacy. 

(Anzaldua 1987, Preface) 

A border delineates and separates. Its legislative properties are steeped in 

power. This dividing line is both divisive and constructive, providing an 

interface for the cultures that it distinguishes (Jagose 1993). Power and 

culture intertwine and forge links between community health nurses' 

(CHN) work, empowerment and Aboriginal health. The aim of this 

exploratory study is to contribute to an understanding of those connections. 

The qualitative methodology is based on a form of grounded theory. My 

research began with the following question: 

What are community health nurses' perceptions of 

empowerment and their work with Aboriginal clients? 

In satisfying the research aim, my collaboration with 12 CHN participants 

served to uncover both practice and professional issues as they relate to the 

themes of power and culture. These issues reside in the borderlands and the 

relationships that are revealed are featured in this study. 

1 
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Why is this Study Important? 

Probably the most common word association for 'power' in our society is 

'control'. This connection of power and control can have positive 

connotations, depending on one's vantage point. However, a binary of 

those with power and those without reveals the negative valuations of 

powerlessness and a state of being controlled. An obvious 

oversimplification, but one that highlights many of the challenges 

confronting our health care system. Power relationships exist on many 

fronts, from the development and implementation of health policy at 

international, national, state and local levels, the collaborative efforts of 

health care professionals, to the interactions that take place between a client 

and a nurse. Empowerment is perceived as a transformation of power 

(Hartsock 1990), and is a critical component of the philosophical 

foundations of primary health care (PHC). It has been described simply as a 

process of helping people exert control over their lives (Gibson 1991). 

The concept of power has relevance for all oppressed people, but nowhere is 

its applicability more acutely evident than in the Australian Aboriginal 

culture. Kolig (1982, p.  15) states: 

Barely alive after the first Western onslaught had subsided, 
Aborigines have since found themselves almost totally 
powerless vis--vis the wider, white-dominated Australian 
society. They have shrunk to an uninfluential and rather 
inconsequential remote minority without power and 
prestige. 

The High Court of Australia Mabo decision in 1992 ameliorates, to some 

extent, the oppression of the Aboriginal people, and indicates a crucial 
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turning point in Australian colonial history. The doctrine of terra nullis, or 

the notion that Australia was uninhabited at the time of European 

occupation, was overturned. This historical event provided a major 

contribution to the empowerment of Aboriginal and Torres Strait Islander 

people (Mardiros 1995). 

The complexity of Aboriginal people's long standing health issues is 

inextricably intertwined with issues of racism, the dominance of the 

western medical model, and differing sociocultural views of health 

(Eckermann et al. 1992; Reid & Trompf 1991). The appalling state of 

Aboriginal health in Australia is demonstrated by the work of authors such 

as Abraham et al. (1995), Bhatia (1995) and Plant et al. (1995). Johnson (1992, 

p. 163) states that: 

Empowerment is an important basic principle in any health 
care setting, but essential when dealing with Aboriginal 
people who have so much dignity to reclaim before they can 
be healthy. 

Her views on the value of empowerment in the context of Aboriginal 

health are supported by many others, including, Eckermann and Dowd 

(1991-1992) and Reid and Trompf (1991). 

Powerlessness, oppression, and male domination are acknowledged as 

central themes in nursing (Doering 1992; Street 1992a; Roberts 1983). The 

values, beliefs and behaviours inclusive in the nursing culture are 

subsumed under the work of medicine in a patriarchal health care system. 

These power relationships have ramifications for the role that nurses play 

within the health care system and their relationship building with clients. 

Empowerment is seen as an issue within the nursing profession (Barnes et 
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al. 1995; Chavasse 1992) as well as a fundamental component of nursing 

practice. The nursing profession, with its allegiance to the promotion of 

health, is seen as an ideal vehicle for the implementation of empowering 

health partnerships with individuals, groups and communities (Stewart 

1995; McMurray 1993). 

There are 87 remote and rural health service outlets in the Northern 

Territory (NT), 75 employing registered nurses (Figure 1). Physicians may or 

may not be on site (THS 1996b). Registered nurses and Aboriginal health 

workers (AHW) form the nucleus of the health care team (Tregenza & 

Abbott 1995). An essential strength for registered nurses employed within 

the Territory Health Service (THS) is 'genuine commitment to the 

empowerment of Aboriginal people' (THS 1996d, p.  3). Empowerment is a 

crucial principle for the implementation of primary health care (PHC) 

(McMurray 1993). On the international scene, World Health Organization 

(WHO) leaders express confidence in nurses worldwide to take leadership 

positions in creating 'health for all', concluding that: 

Millions of nurses throughout the world hold the key to an 
acceptance and expansion of primary health care because they 
work closely with people, whether they are community 
health nurses in the Amazon rain forest or intensive care 
nurses in a transplant unit (Mahier 1985, cited in RNABC 
1990, p.  14). 

Empowerment permeates nurses' work with clients, influences the quality 

of their work life, and is integral to their strategic role in the 

implementation of PHC on local, national and global levels. I found that 

there was a dearth of literature featuring nurses' perceptions of 

empowerment within the domains of Aboriginal health and PHC. The 
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need for nursing research investigating the concept has been identified in 

the literature (Barnes et al. 1995; Stewart 1995; McMurray 1993). 

Review of the Literature 

My initial literature review was cursory, targeting the aforementioned 

rationale for the study. Streubert and Carpenter (1995) and Strauss and 

Corbin (1990) assert that the initial literature search in qualitative studies is 

launched for the express purpose of validating the feasibility of the 

intended research, based on deficiencies in the literature. Strauss and 

Corbin (1990) explain that in depth knowledge of the established theories 

beforehand may inhibit the researcher's creativity and discovery of relevant 

categories and relationships. Only after the emergence of theory from the 

data do they suggest a return to the literature. Complying with their 

guidelines, I used a variety of information sources following the analysis of 

my data to stimulate questions, supplement validation and apply 

philosophical writings and theories to my interpretations (see Chapter 2). 

'The questioner, the question and the questioned are one ...' 

(Sartre 1972, cited in Rabinow 1982, p. 185) 

I will now situate myself in the research process, in the hope that conveying 

something of me will give more context and meaning to the following 

chapters and provide a backdrop for my choice of theoretical and 

methodological underpinnings. These foundations will be examined more 
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closely in Chapters 2 and 3, but at this point I will present a brief synopsis of 

the 'questioner, question and questioned'. In formulating this overview, I 

recognised empowerment as the synthesising agent. Throughout my thesis 

I have presented myself in first person in acknowledgment of my personal 

commitment to my relationships with the participants and my active 

participation in the research process. 

Harding (1987, p.  9) contends that: 

the inquirer her/himself be placed in the same critical plane 
as the overt subject matter, thereby recovering the entire 
research process for scrutiny in the results of research. That 
is, the class, race, culture, and gender assumptions, beliefs, 
and behaviours of the researcher her/himself must be placed 
within the frame of the picture that she/he attempts to paint. 
Thus the researcher appears to us not as an invisible, 
anonymous voice of authority, but as a real, historical 
individual with concrete, specific desires and interests. 

I was born in Canada but have lived in both Australia and Canada during 

my adult years. I am married, the mother of two adult children and have 

been a registered nurse for over 30 years. Nursing has been my lifetime 

profession. I have worked in a variety of capacities, beginning with acute 

care, but early in my career I moved away from hospital work into the areas 

of community health, aged care, and nursing education. This diversity of 

roles has provided me with the opportunity to experience first hand the gap 

between theory and practice from both sides of the controversy. 

In the initial stages of this research process I asked a nursing colleague to 

interview me in order to reveal my speaking and researching position. 

What transpired was a conglomerate of my personal and professional 

experiences pertaining to the concept of empowerment. For the past several 



years, particularly since completing my Master in Health Science degree in 

gerontology, I became interested in the concept of empowerment as a 

component of nursing practice. In thinking about my early days and initial 

hospital 'training', I was reminded that empowerment was not then a part 

of the vernacular. It is now a much touted phrase in health care and 

nursing is no exception. Most recently, I was employed as the coordinator of 

a 'nursing centre' in British Columbia, Canada. This exciting project was 

initiated by the Registered Nurses' Association of British Columbia 

(RNABC) to demonstrate the 'full scope' of nursing practice based on PHC 

principles. Individual client and community participation were foremost 

on the agenda and underlying this emphasis was a foundation of 

empowerment. As a result of this rewarding experience I began to view 

empowerment as a Pandora's box of issues which increased in complexity 

in the context of nurses' work with people of differing cultures. My 

personal definition of empowerment encompasses the concepts of choice, 

partnership, self-determination and access to resources. Empowerment is 

demonstrated in the capacity for clients to gain control over their health, to 

take their position as the central focus of a health partnership with the 

nurse, and to increase their confidence in their own expertise regarding 

their health issues. Empowerment is a process and an outcome that occurs 

within the context of nurses' work with individuals, groups and 

communities. Empowering relationships take time to develop, but time 

well spent although difficult to come by in the frenetic pace of our health 

care system venues. Our societal preoccupation with medical technology 

and predominant 'cure' rather than 'care' ethic supports an environment 

where empowering health partnerships can be undervalued or even 

questioned by providers and clients alike. Working in relationships with 



clients (individuals, groups, and communities) takes skill, patience and the 

ability to put your ego aside. If the job is done well, you often go unnoticed, 

in other words, it is an ongoing process of 'doing yourself out of a job!  in 

the chauvinistic view of health care provider roles. This invisibility and the 

acknowledgment of clients as experts in the domains of their health are 

contrary to many of our traditional ways of working within health care 

systems. 

My disclosures in the interview with my colleague exposed the threads of 

feminism and empowerment that form part of the fabric of both my 

personal and professional lives and provided a reference point for my 

reflections throughout the research process. 

The epistemological position of qualitative research is one of respect for 

subjective meanings and a recognition that people construct those 

meanings according to their world view. Further empowering attributes of 

qualitative research, as described by Heron (1981, cited in Lincoln & Cuba 

1985), include fulfilment of the research participants' needs for 

autonomously acquired knowledge, and their inclusion in the formation of 

knowledge that claims to be about them. There is congruency between these 

philosophical assumptions and my own view, which according to Koch 

(1995) and Minichiello (1995) is a necessary starting point of inquiry. Benner 

(1984) acknowledges nurses' skills at perceptual awareness and describes this 

as essential to good nursing judgment. Appreciation of the value of 

individual ways of perceiving things, as informed by a qualitative method, 

was the philosophical stand behind my relationships with the nurses in 

this study. 
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I interviewed 12 registered nurses with backgrounds in rural and remote 

community nursing and Aboriginal health from a variety of locations 

across the NT, exploring their thoughts on the links between 

empowerment and their work with Aboriginal clients. Financial 

constraints involved in travel to remote areas were a consideration but I 

was fortunate to be able to go to some accessible rural areas to talk to the 

nurses and interview others when they came to urban areas. Some 

participants had recent experience in remote area nursing, having just 

moved to take up positions in urban areas. The semi-structured interviews 

lasted from one to three hours and were audio taped with the participants' 

permissions. The data were analysed according to the grounded theory 

process outlined by Strauss and Corbin (1990). Theoretical saturation of the 

data occurred after eight interviews. I chose to proceed with the subsequent 

four interviews to gain further perspectives from nurses currently 

practising in clinical roles in rural and remote community health centres. 

According to Harding (1987, p.  3), a methodology is 'a theory and analysis of 

how research does or should proceed; it includes accounts of' and she 

proceeds to quote Caws, 'the general structure of theory that finds its 

application in particular scientific disciplines'. I decided to explore the 

nurses' views from feminist, postructuralist and critical theory perspectives. 

My thesis does not meet the full criteria for feminist methodology as 

described by Webb (1993), and Parker and McFarlane (1991), but I will 

elaborate on my particular use of a feminist perspective in Chapter 3. Many 

nurse authors including Allan (1993), Watson (1990) and Chinn (1989b), 

among others, discuss the strong association between nursing and 

feminism. Spender (1992, p.  203) describes feminism as: 'based on values of 
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self identity, responsibility, autonomy, equality and the absence of 

dominance, coercion and oppression.' Each of these values succinctly 

elucidates the skirmishes in the battle between the female dominated 

profession of nursing and its male counterpart of medicine. The hegemonic 

domination of nursing by the health care bureaucracy signifies another 

battle front. Nursing/medicine and nursing/bureaucracy issues are two 

arenas with relevance to feminism in this thesis. Feminist views on power 

equate with empowerment and permeate the interviewing process, as well 

as the practice and professional matters articulated by the nurses. 

Postructuralist theories, particularly those of Foucault, are acknowledged as 

achieving some degree of compatibility with feminist thought (McCormick 

& Roussy 1997). The convergent elements of feminist and poststructuralist 

philosophies target the concept of power and its social implications. 

Foucault's proposition that knowledge and power are inextricably linked in 

discourse provide a useful theoretical perspective in this study for the 

critique of power relationships between nurses and their Aboriginal clients, 

the medical profession and the health care bureaucracy. It is McCormick's 

and Roussy's (1997) contention that a feminist postructuralist perspective 

provides the essential underpinnings for a socially responsible nursing 

practice. 

According to Taylor (1998) and Heslop (1997), critical methodologies address 

the significance of power in nursing conditions, relationships and 

organisational structures. Fay (1987) contends that critical social science is 

constructed on the belief that human beings are active and have the 

potential to self-reflect and transform society based on their reflections. He 
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describes the three tenets of this school of thought as enlightenment, 

empowerment and emancipation. Critical methodologies are most 

frequently associated with participatory action research method (Taylor 

1998; Heslop 1997). Heslop (1997) warns that critical methodologies appear 

to foster a premise that the researcher is more 'ideologically correct' than 

the participants. More specifically, she cited examples where omniscient 

researchers claimed to speak on behalf of participants, revealing what the 

researchers felt were the authentic interests of the oppressed. This study is 

exploratory in nature and was not constructed with emancipatory intent. 

However, as the interviewing process evolved it became clear that it 

provided the nurses and myself a forum for consciousness-raising 

regarding power relationships in their work. This phenomenon pointed 

me in the direction of a critical research methodology described by Smith 

(1993) as incorporating empowerment as 'political consciousness-raising'. 

This methodology will be described in more detail in Chapter 3. Fiona, one 

of the participants stated at the conclusion of our interview: 

Well I actually enjoyed sharing it with you because a lot of 
the time out there I found myself thinking of these things 
and you never have a chance to share it with anybody to 
think it through and that is so important. 

Concepts reminiscent of critical theory emerged as I progressed in my 

research. For this reason, it became evident that the work of the critical 

theorist Habermas provided a useful framework to facilitate the 

organisation, analysis and interpretation of the collected data. For example, 

many of the nurses discussed the essential nature of self-reflection to their 

practice and to the profession. Also the principles of enlightenment, 

empowerment and emancipation are directly applicable to the constructs of 

power and domination that permeate their work, including their 
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participation in the community development process (an important 

component of PHC that is defined in Chapter 2). The feminist movement is 

based on notions of autonomy, emancipation, and consciousness-raising. 

Fay (1987) contends that the politics of this movement are inspired by 

critical theories. The link between feminism and postructuralism and the 

critical social theory and feminism affiliation strengthens the integrative 

properties of this study. 

Study Scope and Associated Challenges 

This study contributes to an understanding of CHNs work with Aboriginal 

clients, their views on empowerment and the contextual components of 

power and culture in their work. The geographical setting is the NT and the 

majority of nurse participants were employees of the THS. I wanted to 

enhance the data depth by interviewing CHNs with remote and rural 

experiences including 'front line' practitioners, managers and educators. 

The nurses who I interviewed were representative of these work roles, the 

majority were female, and the group was from a broad variety of ethnic 

backgrounds. The NT covers an expansive geographical area, but is sparsely 

populated, invoking the evolution of a very close knit health care network. 

Respect for the confidentiality and anonymity of the study participants 

prevents me from elaborating on their specific demographic details and the 

location of their workplace settings. 

The vastness of the NT and the remoteness of many of the communities 

imposed access and financial constraints. These challenges required some 



14 

creative manoeuvring on my part, but with the support of some very 

helpful 'gatekeepers' I was able to interview nurses with a rich mixture of 

experiences. I felt that I was acknowledged as a CHN with some 

understanding and empathy for their experiences. I was very honoured and 

gratified by the extent of self-disclosure on the part of the nurses. Their rich 

contributions heightened my understanding of their work and the issues 

that come into play in community health nursing work in general. 

I commenced this study hoping to explore empowerment from the 

perspectives of Aboriginal clients and nurses. This naive, although well 

intentioned, plan was my attempt to adhere to a client-centred philosophy. 

Colonialism was a theme revealed in my review of the literature. Watson 

and Smith (1992) state that the 'colonial subject' has become a universalised 

term for the dominated and marginalised in western society. Hartsock 

(1990, p.  158) states that: 

We need to develop our understanding of difference by 
creating a situation in which hitherto marginalized groups 
can name themselves, speak for themselves, and participate 
in defining the terms of interaction . 

In keeping with Hartsock's assertion, Yuru-Kama (1988, p.  94) refers to the 

potential for the disempowerment of Aboriginal people by the research 

process: 

While we as a people continue to allow white Australia to 
study us in their microscopes for the sake of doctorates, 
degrees, prestige, and status, we will always remain 
disempowered. In any experiment or study, the object in 
question cannot get up and question those who have initiated 
the studies. 
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Said (1989) discusses the nuances of domination involved in 

anthropological field work. I realised that my aspirations to involve 

Aboriginal people in the study had colonialist overtones. I am a part of the 

nursing culture and feel that this affiliation does entitle me to collaborate 

with others within my culture for my research purposes. Keeping in mind 

that: 

Translation is always a transformation. This universalising 
process is not a predicament that we can somehow get 
around, a mistake to be corrected or an arrogance that can be 
tempered by salutary humility (Kirby 1993, p.  29). 

This study contributes to an understanding of CHNs' work with Aboriginal 

clients, their views on empowerment and the contextual components of 

power and culture in their work. These views are representative of the 

culture of nursing. In recognition of this limitation I present this thesis in a 

spirit of partnership. 

Synopsis of the Thesis Content 

Chapter 2 anchors the thesis theoretically. The concept of power and its 

antithesis of powerlessness are explored through a discussion of the works 

of Foucault, Habermas, Freire and others. This chapter relates a selective 

array of nursing and allied literature to the concept of empowerment. 

Feminist perspectives on power are discussed and key concepts are defined. 

Chapter 3 contains a description of the study's methodology. Chapter 4 

presents the participants' perceptions on the challenges encountered in the 

implementation of an empowerment model of nursing practice with 

Aboriginal people. In Chapter 5, the cultural dimension of CHNs' work is 
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explored. The participants' perceptions are amalgamated to formulate a 

'transcultural process' applicable to community health nursing practice. 

Chapter 6 contains the participants' empowerment model for community 

health nursing practice. The thesis is summarised in Chapter 7 and 

conclusions, implications and recommendations are presented. 



CHAPTER 2 

BORDER CROSSINGS 



CHAPTER 2 

BORDER CROSSINGS 

A border crossing is an access point, providing a legitimate gateway to 

improved communication and understanding between cultures. In this 

chapter, knowledge of the borderlands, or power relationships between the 

cultures explored in this study, is facilitated by the theoretical border 

crossings of power, powerlessness and empowerment. Central to any 

discussion of power relationships must be an understanding of the 

intricacies of power, its offshoots of powerlessness and empowerment and 

the cultural context. In describing the 'guises and uses' of theory in 

qualitative research, Sandelowski (1993a, p.  217) alludes to its use as 'an 

extant formulation brought into a study for organizational or interpretive 

purposes'. The theoretical frameworks discussed in this chapter play a 

comparable role in this study. 

Culture 

Culture represents the defining characteristic of each of the borderlands. 

Therefore our mutual understanding of the concept of culture within the 

context of this thesis is an essential starting point. The term culture 

originated in the discipline of anthropology approximately 100 years ago 

(Leininger 1995). Bodley (1997, p.  16) discusses the remarkable diversity in 
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anthropological definitions of culture and provides a baseline definition of 

culture as: 'socially patterned human thought and behaviour'. Worthy of 

note in the context of this thesis is Bodley's comments regarding 

contemporary anthropologists' affiliation with postructuralism. From the 

postructuralist perspective, the construction and interpretation of culture 

and ethnographic descriptions by individuals questions the notion of 

cultural reality. An upcoming section in this thesis explores the works of 

the postructuralist Foucault. Bodley cites postructuralist thought as a useful 

tool for ascertaining how people construct culture and use it to gain power 

over others. The culture and power nexus is the centralising theme of this 

thesis and is explored in further detail in a subsequent section entitled 

'Culture and Power'. 

For the purposes of this thesis culture is defined as encompassing a unique 

set of shared values, beliefs, life practices and traditions that are socially 

constructed and disseminated (Suominen et cii. 1997). This broad view of 

culture supports its applicability to groups as diverse as Aboriginal and 

European culture, medicine, nursing and the health care bureaucracy. 

Howard and McKim (1982) describe three main aspects of culture including 

behavioural, perceptual and material. The following examples demonstrate 

the application of these domains to this thesis. The behavioural domain 

refers to how people relate to each other. Aboriginal and European people, 

for example, have relatively patterned ways of relating that are 

representative of their own cultures. Nursing, medicine and health care 

bureaucracies interact in ways that signify the existence of power 

relationships between the groups. People's perceptions are their view of the 

world (Howard & McKim 1983). The participants' thoughts on 
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empowerment and their work with Aboriginal clients emanate from their 

position as members of the nursing culture with a shared body of 

knowledge, values, and beliefs. Aboriginal people's views on 

empowerment would be a reflection of their cultural beliefs and 

experiences. Finally, the material component of culture refers to the 

production of physical objects (Howard & McKim 1983). This domain 

points to a broad scope of issues such as the materialism inherent in 

European capitalist societies, the high value placed on technology in the 

medically dominated health care system and the development of written 

policies which support the hegemony of bureaucracies. In applying the 

three domains suggested by Howard and McKim it is important to 

remember that culture is dynamic. I present the following descriptions of 

the cultures explored in this study acknowledging the changing nature of 

cultures and societies. 

Cultures Described 

In this section I provide a brief overview of Aboriginal culture and some 

governmental policy trends. Medicine, nursing and health care 

bureaucracies have their roots in European or western culture. 

Consequently, I present a cursory synopsis of European culture as a 

historical backdrop. I have chosen to highlight the culture of nursing 

because of its central role in this thesis. Elements of the cultures of 

medicine and the health care bureaucracy are exposed as the thesis unfolds. 
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Australian Aboriginal Culture 

Archaeological evidence places the Aboriginal presence in Australia at 

40,000 years (Birdsell 1977). Before European colonisation, over 200 years 

ago, there were in excess of 100 Aboriginal languages spoken, many more 

dialects and numerous groups of Aboriginal people with very distinct 

cultures (Mobbs 1991). The current total indigenous population of Australia 

is approximately 266,000 persons (Johnstone 1996). Traditionally a hunter-

gathering people, Aboriginals have changed their way of life over the past 

two centuries. However, it is inappropriate to view these changes as a loss 

of culture since all cultures transform over time (Mobbs 1991). 

The NTU Remote Area Nursing Resource Material (1996) contains a 

section entitled 'Guide-lines for the registered nurse working with 

Aboriginal health workers in remote areas in the Northern Territory' 

(author unknown). The following is a summary of the content as it relates 

to Aboriginal culture. The Aboriginal world view is described as 

interactional whereas the European world view is transactional meaning 

Europeans manipulate and use the environment. The Aboriginal world 

view can be summarised as providing for 'the unity and coherence of 

people, nature, land and time' (p.  50). The Aboriginal kinship system is 

complex and vast. Aboriginal people have a powerful connection to the 

land perceiving it as 'mother'. Contemporary land rights struggles bear 

witness to the depth of this spiritual attachment. Aboriginal people have 

strong community ties that are put before the status of the individual. 

According to Serpell (1986), hunter-gatherers have an egalitarian view of 

the natural world that is evident in the equal status within groups and the 
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lack of definable leaders or bosses. However, Elkin (1946) in his 

anthropological study of Australian Aboriginal people entitled Aboriginal 

Men of High Degree describes the leaders in different facets of traditional 

Aboriginal society. Aboriginal elders, whether men or women, were 

deferred to in aspects of knowledge and law. A brief historical overview of 

trends in government policy reveals the 1940 to 1950's as a time of 

paternalism where Aboriginal people were viewed as needing protection 

and performed menial tasks for minimal monetary compensation. The 

1950 to 1960's period was dominated by the thrust for assimilation. This 

time span saw the development of segregation policies that included the 

removal of Aboriginal children from their families and their placement 

into institutions - policy which totally disenfranchised them from their 

culture and traditions. The immediate contemporary themes are self-

determination and self-management asserting that Aboriginal people 

should have the right to control their own futures with governmental 

support and should be accountable for their own decisions. 

European Culture 

The study participants frequently used the terms European culture or 

western culture when discussing Aboriginal oppression, colonisation and 

mainstream health care approaches. The terms European and western are 

used interchangeably in the literature. Australia is a multicultural nation, 

one fifth of the population are born overseas and another fifth have 

parents who were immigrants (Hugo 1991, cited in Omeri 1996). Despite 

this multicultural mix, Australia is considered to be rooted in its 
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monocultural Anglo-Saxon or European origins (Omen 1996). Mobbs (1991) 

refers to non-Aboriginal Australian culture as European and explains that 

racism stems from the outdated belief that Aboriginal culture is simplistic 

as compared to European culture. Western or European culture emanated 

from Europe and spread to places like Australia and North America 

through colonisation. European perceptions and attitudes are based on the 

Judaeo-Christian philosophical tradition. Serpell (1986) explains that 

neoplatonist and Aristotelian philosophy were very adroitly integrated into 

early Christian dogma by St. Thomas Aquinas. Saul (1995) contends that the 

idea of individualism is dominant in contemporary western civilisation 

and had its origins, along with democracy, in ancient Greece. European 

philosophical tradition has evolved over the centuries. Mobbs (1991, p.  294) 

contends that the European world view is dominated by 'technology and 

Christian humanism'. Leininger (1995) explains that western cultures are 

highly industrialised and technology dependent, emphasising modernity 

and efficiency. European cultures highly value privacy, self-reliance, self-

determination and autonomy (Leininger 1995). 

Nursing Culture 

Suominen et al. (1997) contend that nursing is a culture and delineate three 

distinctive cultural characteristics including: a common language, common 

rules and rituals and common dress. Investigating nursing as a cultural 

phenomenon prompts the exploration of assumptions, values and beliefs 

behind nursing actions and stimulates the examination of gender and 

power issues within the profession (Suominen et al. 1997). Munhall and 
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Boyd (1993, P.  19) propose a philosophical paradigm for nursing that 

includes the components of: 'holism, active human, integrated human, 

multiple interaction, open system, dynamic, subjective, self-determination, 

choice and advocacy'. This framework fulfils a necessary cultural 

prerequisite, that is the development of a common set of values and beliefs. 

Munhall and Boyd (1993) contend that the changing world view of nursing, 

from a predominately medical orientation, is reflected in emerging nursing 

theories and models. Nursing theorists continue to develop and refine 

theories to promote the professionalism of nursing by providing an 

identifiable and organised body of knowledge. These philosophical and 

theoretical developments contribute to the unification of nursing culture 

by providing a foundation for nursing knowledge, practice and research 

that underpins the broad scope of nursing practice. Community health 

nurses and nurses in institutional settings, despite the differences in the 

context of their work, do share some common values and beliefs. For 

example, both nursing groups are committed to an holistic view of health 

and PHC principles (McMurray 1993). The different ways of enacting these 

values and beliefs is reflected in the diversity of nurses' work settings. Hicks 

(1985) contends that CHNs work allows for more flexibility and variety 

than hospital based nursing. 

community health nursing 

Guided by PHC principles, CHNs' work in partnership with individuals, 

groups and communities to promote and maintain their health. 

Collaboration is a key mechanism in community health nursing practice. 
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Nurses work with clients, community groups, other disciplines and policy 

makers to move communities towards health for all (Stewart 1995). 

McMurray (1993) explains that CHNs practise on three levels of prevention: 

primary, where the focus is on health promotion and harm prevention; 

secondary, involving hands-on care and advocacy, and tertiary, which 

includes restorative and rehabilitative care. An holistic approach which 

considers the context of people's lives is the centralising theme of 

community health nursing practice (McMurray 1993). Community health 

nurses are employed in a variety of urban, rural and remote settings 

including public health, community clinics, home visiting agencies, health 

centres and occupational health settings (McMurray 1993). In this thesis, the 

terms CHN and nurse are used interchangeably to indicate nurses 

employed in both rural and remote health care settings. 

rural nursing 

For the purposes of this study rural nursing is defined as the '... practice of 

nursing in a country community with a population between 500 and 10,000 

people who have access at most times to at least one medical practitioner 

living within the town' (Thornton 1992, cited in Hegney 1996, p.  2). 

remote nursing 

Remote areas, in this study, refers to locations that are geographically 

isolated from public services and amenities and acute hospital and medical 
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facilities (Cramer 1994). Remote area nurses are stationed in the 

community's health centre and usually have their living accommodation 

in close proximity to the centre. They form the core of the health care team 

with AHWs and share 24 hour on call health care coverage for the 

community with the AHWs. In cases where there are no AHWs, registered 

nurses provide around the clock health care coverage. The number of 

nurses practising in the community is dependent upon the size of the 

community. For example, some small communities are 'sole sister' 

communities. Physicians rarely, if ever, reside in the community but are on 

call for medical support via telephone. Like rural nurses, remote nurses 

function in an extended role with additional challenges related to their 

degree of isolation. 

Power 

Lukes (1974, p.  64), an acknowledged theorist on power, refers to power as 

'an essential contested concept'. He contends that power is a complex 

phenomenon and individuals' perceptions of it can vary greatly, depending 

upon their circumstances. Given the challenges involved in arriving at a 

concrete definition of power, I present the following overview of power 

from some diverse perspectives that were useful in facilitating an 

understanding of the power relationships that unfolded in this study. 

Couani (1983, p.102) an Australian prose writer, states: 

I began to see people's behaviour in terms of power both 
attributed and actual, personal and public. Then as I came 
upon new situations, new people, they also seemed to 
manoeuvre in relation to each other and to me along power 
lines. The stunning thing from then on was how obvious 
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they are and how blind I'd been to the obvious before. 

Couani's personal reflections regarding power present it as all-pervasive 

and embedded in relationships. These perceptions are reminiscent of 

Michel Foucault's. 

Foucault 

'Knowledge is power'. 

(Sir Francis Bacon, Meditatione Sacrae, 1597) 

This statement, bequeathed to us by Sir Francis Bacon 400 years ago, has 

proven to be a linchpin for our understanding of the complexities of power. 

Michel Foucault, a French philosopher, is acknowledged as the most 

influential of the poststructuralists (Walton 1996) and the person 

responsible for introducing the concept of power into contemporary 

philosophy (Kelly 1994). Grbich (1996, p.  102) defines postructuralism as: 

theorising which arose as a form of criticism of 
structuralism. Whereas structuralism has taken the 
structures of society as unchanging givens in any analysis, 
postructural analysis asserts that any such structures are 
constituted and reproduced by the exercise of power relations 
and the effect of certain forms of discourse in society. 

Foucault's philosophical views have been widely utilised by the health care 

disciplines and the nursing literature is replete with applications of his 

theories to professional and practice issues. Bacon's prophetic statement 

regarding the knowledge and power nexus is echoed by Foucault when he 

states: 
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There is no power relation without a correlative constitution 
of a field of knowledge, nor any knowledge that does not 
presuppose and constitute at the same time power relations 
(Foucault 1977, p.  27). 

Discourse is the medium for the interplay between power and knowledge 

and Foucault's conceptualisation of this triad forms the foundation of his 

theories. Philp (1990, p.  69) describes discourse as Foucault's primary unit of 

analysis, 'a system of possibility for knowledge'. The standard definition of 

discourse involves a domain of language based on comparable 

suppositions. From a postructuralist perspective, such language use is 

shaped and controlled by certain powerful groups (Grbich 1996). The 

domains of knowledge are determined by the analysis of the relationship 

between power and knowledge, which consists of processes and struggles of 

power/knowledge (Street 1992a). Foucault uses the term 'discoursing 

subjects' to describe the individuals who construct and use the discourses 

that constitute the 'discursive field' (Foucault 1990, p.  58). Foucault (1975) 

presents medicine as an example of a discursive field, implying that the 

practices and knowledge claims of this discipline establish rules and 

regulations that dictate standards of normalcy for society - the constituents 

of a healthy mind and body, for example. Power lies within the discourses 

themselves and is exercised by the discursive subjects working through 

these institutions (Ramazanoglu 1993). Subjects are constructed by 

discourse, subjected to it and relegated to the position of subject by the 

'experts' in the field (Weedon 1987). Authors such as Cheek, in Cheek and 

Porter (1997) have acknowledged the contributions of Foucault's discursive 

perspective in helping us to understand the valuing of some health care 

beliefs and practices above others. Foucault's notion regarding 'subjugated 

knowledges' further elucidates Cheek's assertion. Foucault (1980, pp.  81-82) 
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states: 

By subjugated knowledges I mean two things: on the one 
hand, I am referring to the historical contents that have been 
buried and disguised in a functionalist coherence or formal 
systematisation ... Subjugated knowledges are thus those 
blocs of historical knowledge which were present but 
disguised ... and which criticism - which obviously draws on 
scholarship - has been able to reveal. On the other hand, I 
believe that by subjugated knowledges one should 
understand something else ... a whole set of knowledges that 
have been disqualified as inadequate to their task or 
insufficiently elaborated: naive knowledges, located low 
down on the hierarchy, beneath the required level of 
cognition or scientificity ... It is through the reappearance of 
this knowledge, of these local popular knowledges, these 
disqualified knowledges, that criticism performs its work. 

Discussions regarding the subjugation of nursing knowledge are prevalent 

in the literature. For example, in an historical overview of the 

development of nursing in America, Doering (1992) describes the evolution 

of the logico-positivistic paradigm and the subsequent attribution of power 

to the medical profession. Ehrenreich and English (1973) give an account of 

the suppression of female healers by the patriarchal medical establishment. 

Brown and Sedden (1997, p.  31) explain the elevation of medicine's 

'biomechanical' model of care above nursing's 'social model'. They indicate 

that medicine's cure perspective allocates it to the dominant position in 

health care, whereas nursing's holistic approach is deemed less scientific 

and is consequently devalued. The domination of the biomedical model 

contributes to a depreciation of traditional health beliefs and practices of 

other cultures. Mobbs (1991) describes Anglo-Australian and Aboriginal 

perspectives on health, contrasting the western adherence to a biomedical 

theory with the Aboriginal sociomedical approach. The subjugation of 

Aboriginal health knowledge is implicit in Mobbs' (1991) assertion of a 
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prevalent assumption by non-Aboriginal health providers regarding the 

superiority of the western health and medical system over Aboriginal 

traditional health beliefs and care. 

Foucault likens power to a network with threads pervading all aspects of 

our social reality (Sarap 1989). Foucault (1987, p.  94) states that: 

power is not something that is acquired, seized or shared, 
something that one holds onto or allows to slip away; power 
is exercised from innumerable points, in the interplay of 
nonegalitarian and mobile relations. 

Philp credits Foucault's later thoughts on power with enhanced clarity, 

explaining that he views power in the context of relationships, each 

involved individual's actions impacting on the other. Foucault (1984, p.128) 

explains: 

I am not referring to Power - with a capital P - dominating 
and imposing its rationality upon the totality of the social 
body. In fact, there are power relations. They are multiple, 
they have different forms, they can be in play in family 
relations, or within an institution, or an administration. 

It is important to note that power relationships are not based on consent or 

force but are implicit in situations where individuals are able to get others 

to do something they would not otherwise have done (Philp 1990). Power 

relationships permeate health care networks at all levels. Street (1992a) 

refers to the collusion between various levels of the health care hierarchy, 

including nurses, in the establishment and ongoing support of 

mechanisms that develop power relationships in health care. In this study, 

nurses' relationships with Aboriginal clients, medicine and the 

organisational hierarchy are explored. The elusive and motivational 

qualities of power relationships are an underlying theme. 
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According to Foucault (1987, P.  65) there is a coupling of power and 

resistance: 

Where there is power there is resistance. The essence of 
power relationships depends on a multiplicity of points of 
resistance; these play the role of adversary, target, support or 
handle in power relations. 

A lack of resistance denotes obedience, resulting in the annihilation of 

power (Fillingham 1993). There is a discomforting history in health care 

regarding the labelling of clients as 'uncooperative' when they refuse to 

conform to the dictates of the provider. The clients' acceptance of the terms 

of power allows them to be defined as normal (Fillingham 1993). Client 

non-compliance to health regimes can expose the often covert power 

element in the client/provider relationship. For example, nurses' and other 

health care professionals' admonitions of clients who refuse their 'expert' 

opinions, proffering their advice with platitudes of 'it is for your own good'. 

The nursing profession's increasing emphasis on its special knowledge and 

unique role in the health care system is demonstrating resistance to its 

image as medicine's underling. Doering (1992) contends that nursing 

knowledge has developed in resistance to the logical positivism knowledge 

of medicine. European colonialism has fostered resistance in relationships 

with Aboriginal people as evidenced by current Aboriginal land claim and 

health issues. Sarap (1989) states that Foucault's views on resistance remain 

poorly analysed. A major criticism of Foucault's work is his emphasis on 

resistance rather than transformation (Hartsock 1990). Sarap (1989) refers to 

the vague nature of Foucault's views on power and Philp (1990) criticises 

his refusal to comment on preferred uses of power and to offer suggestions 

to change contemporary discourses. Foucault (1982, p.  214) provides us with 

two meanings of the word subject: 
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subject to someone else by control and dependence, and tied 
to his own identity by a conscience or self-knowledge. Both 
meanings suggest a form of power which subjugates and 
makes subject to. 

Foucault's notion of the objectification of the subject negates the role of the 

individual as a change agent. His view contrasts with another 

contemporary philosopher, Jurgen Habermas, whose theories acknowledge 

the centrality of the subject. 

Habermas 

The Frankfurt School of social theories, established in Germany in the 

1920's, was based on a flexible interpretation of Marxist philosophy. The 

union of practice and theory is the foundation of the work of Jurgen 

Habermas, an influential descendant of the Frankfurt School (Skinner 

1990). Like Foucault, Habermas is concerned with the relationship between 

knowledge and power. Habermas provides a critique of positivism, 

contending its inherent reductionist approach has disenfranchised the 

experience of reflection (Outhwaite 1994). He believes in the capacity for 

human beings to control their lives and realise emancipation through an 

understanding of their situations. This universal form of critique contrasts 

with Foucault's strategic and local methods of criticism, operating within 

the bounds of discourses. Refuting the positivist claim of an objective view 

of reality, Habermas attempts to show how different kinds of knowledge are 

moulded by the particular human interests that they serve (Carr & Kemmis 

1986). He describes three 'knowledge-constitutive interests', or forms of 

knowledge that emanate from human needs, that are shaped by historical 
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and social interests, and coincide with facets of society (Carr & Kemmis 

1986). The philosophical underpinning to Habermas's view of common 

human needs is his belief in a universal human nature encompassing an 

innate interest in rational autonomy and freedom, based in the 

philosophies of the Enlightenment and western humanism (Fay 1987). 

Foucault rejects the liberal and humanist notion of a human nature 

challenging the premise that there is a dominated human subject waiting 

to be emancipated (Walton 1996). According to Habermas, the knowledge-

constitutive interests 'take form in the medium of work, language and 

power' (Habermas 1987, p.313). Habermas describes the knowledge-

constitutive interests of prediction and control, intersubjective 

understanding and emancipation. 

'Empirical-analytic sciences' are governed by 'technical' interest, correspond 

with labour and are involved in prediction, control, and the objectification 

of processes (Habermas 1987). Habermas is concerned about the dominance 

of technical interests or 'instrumental reason' (Outhwaite 1994). He uses the 

term 'scientism' to describe society's allocation of all knowledge to the 

domain of the empirical-analytic sciences and the belief that this 

reductionist approach reflects reality (Outhwaite 1994). On the other hand, 

Habermas does attribute many of the gains to our human and social lives to 

technical interests, but challenges the claim that it is the only form of valid 

knowledge (Carr & Kemmis 1986). He refers to a domain of 

'communicative action' and contends that it is not subject to reduction by 

scientific knowledge (Carr & Kemmis 1986). 
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In applying Habermas's concepts to nursing, Henderson (1994) 

acknowledges the dominance of technical interests in the care of clients in 

an intensive care unit and discusses the limitations this places on the 

quality of the nurse/client relationship. Street (1992a), in Inside Nursing, 

her ethnographic study involving hospital nurses, relates Habermas's 

concept of technical interest to the biophysical and technological aspects of 

medicine and nursing, and challenges the dominance of technical 

knowledge in nursing. This thesis acknowledges Street's views and 

demonstrates their applicability to community health nursing. Dickson 

(1974) elucidates the political power of technology, stating that it serves the 

interests of the dominant social group and legitimises the society that 

incorporates it. I propose that the domination by technology has been a 

critical factor in the evolution of power relationships within community 

health nursing, and these relationships are explored in this thesis. 

The 'practical knowledge-constitutive interest' focusses on 'practical 

knowledge' or mutual understandings and communications and is in the 

domain of the 'historical-hermeneutic' disciplines (Habermas 1987). The 

understanding of meaning and linguistic variants are the main 

components of hermeneutics (Outhwaite 1994). Habermas contends that 

the hermeneutic interpretive tradition is restrictive, recognising language 

as a means of communication but neglecting to acknowledge it as a 

medium for power and domination. Habermas maintains that the 

Verstehen methods of the interpretive approach explicate subjective 

meanings but negate the objective domain of an individual's circumstances 

(Skinner 1990). The Verstehen is a term coined by the philosopher 

Wilthelm Dilthey meaning to understand human life and action (Kenny 
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1994). The objective domain includes the social and historical conditions 

that can have an inhibitory impact on people's capacities to reach their 

potentials. 

Street (1992a) acknowledges the necessity for practical knowledge in nursing 

in the context of nurses' communications with clients and with nursing 

colleagues. Community health nurses' work targets the health of 

individuals, groups and the community, requiring implementation of the 

nurse's practical knowledge in the development of reciprocal 

communications with this diverse clientele. According to Street (1992), the 

interpretive approach does not seriously impact on the dominance of 

technical interests in nursing. The supremacy of technical interests is 

implicit in the PHC challenge for nurses to adopt a 'provider to partner' 

approach, changing nurse/client relationships from a 'do to' to a 'do with' 

framework (RNABC 1990, p.  3). I am not challenging the use of practical 

knowledge in nursing but contend that community health nursing practice 

tends to stay within and be limited by the confines of that knowledge. 

McMurray's (1993) contention that population focussed community health 

nursing is extremely political and her call for nurses to become more 

politically astute attests to the limitations of practical knowledge manifested 

in community health nursing practice. According to Habermas, power and 

domination permeate all societies, and the individual's innate desire to be 

free requires the establishment of environments that promote free and 

open communication and action. His third knowledge-constitutive interest 

of emancipation addresses these concerns. 
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Emancipatory knowledge is the foundation of critical social science. 

Outhwaite (1994) contends that emancipatory knowledge equates power 

with unfair domination, implying that emancipatory knowledge is not 

rooted in power. Habermas's conceptualisation of power as a dominating 

and subordinating force is at variance with Foucault's view of power as all-

pervasive, prohibitive and productive. Critical social science is an antidote 

to the insufficiency of Verstehen and its lack of a critical basis for 

elucidating the problematic nature of social life. Critical social science is 

based on critique with the intent to liberate individuals from repressive 

situations and promote their capacity to reconstruct society (Carr & Kemmis 

1986). Further discussion regarding critical social science is presented in an 

upcoming section of this chapter. Foucault takes issue with Habermas's 

claim to hold power at bay by critique, purporting that critique is one of 

many discourses bonded to power (Kelly 1994). Habermas is committed to 

an extension of the process beyond critique to a critical praxis, or an 

integration of theory and practice. In drawing on the psychoanalytic model, 

Habermas promotes self-reflection as the key to self-understanding and 

subsequent liberation (Skinner 1990). Habermas (1987, p.  228) maintains 

that the process of self-reflection links theory and practice, describing self-

reflection as: 

the experience of the emancipatory power of reflection, 
which the subject experiences in itself to the extent that it 
becomes transparent to itself in the history of its genesis. The 
experience of reflection articulates itself substantially in the 
concept of a self-formative process. Methodically it leads to a 
standpoint from which the identity of reason with the will to 
reason freely arises. In self-reflection, knowledge for the sake 
of knowledge comes to coincide with the interest in 
autonomy and responsibility. For the pursuit of reflection 
knows itself as a movement of emancipation. Reason is at 
the same time subject to the interest in reason. We can say 
that it obeys an emancipatory cognitive interest, which aims 
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at the pursuit of reflection. 

Gadamer (1978, cited in Roderick 1986), a major proponent of the 

hermeneutic tradition, criticises the psychoanalytic model contending that 

it could lend support to professional elites who are situated to inflict their 

personal prejudices and beliefs regarding normalcy onto others. As a result 

of similar critiques of this model Habermas redirected this emphasis on 

self-reflection to an analysis of language (Carr & Kemmis 1986). Habermas 

contends that language gives rise to different sets of knowledge and 

maintains a pivotal position in the formulation of consciousness and the 

provision of a grounding for critique (Craib 1992). He acknowledges the 

power of language and its role in emancipation. Habermas's view of 

language as potentially emancipating contrasts with Foucault's notion of 

language permeating discourses and the workings of power and knowledge. 

Habermas's focus on language or his theory of communicative competence 

is described by Carr & Kemmis (1986, p.  141) as 'an ethical theory of self-

realization which transposes the source of human ideals onto language and 

discourse'. According to Habermas when one individual speaks to another, 

that person makes the following 'validity claims': that the content is 

intelligible; the content is true; the speaker is justified in saying the content; 

and the speaker is sincere (Skinner 1990). Any users of language presume 

that they can justify the four types of validity claims including that of truth, 

thereby meeting the criteria for an 'ideal speech situation'. According to 

Habermas (1970), all speech is oriented toward truth. He asserts that an 

'ideal speech situation' is a collaborative quest for truth, implying equality 

for the participants and freedom from internal and external inhibiting 

factors. McCarthy (1988) acknowledges Habermas's admission to the 
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idealistic nature of his theory and supports the legitimacy of the ideal 

speech situation as a critical standard or ideal. The ideal speech situation 

provides an 'objectively given' foundation for critical theory (Skinner 1990, 

p. 132). Fay (1987) disputes Habermas's notion of a collective realisation of 

truth, asserting that consensus overestimates human rationality and 

cannot be reached simply through dialogue. He states that: 'Disagreement is 

not necessarily a sign of failure' (Fay 1987, p.  79). Habermas's critics argue 

that he does not explain how to become emancipated and liberated, the key 

components in his critiques. Held (1980, p.  376) states that 'the practical 

implications of the theory are undeveloped'. Although Habermas bemoans 

the gap between theory and practice, his theses seem to have met a similar 

fate. Feminist scholars have challenged critical theorists for their neglect of 

gender in their analyses and feminist authors such as Fraser (1991), have 

integrated feminist and critical theory perspectives. Held (1980) questions 

the validity of Habermas's three cognitive interests. Held challenges 

Habermas's rationale regarding the construction of the interests into three 

discrete categories. Popper (1976, p.  296) accuses critical theorists of 'simply 

talking trivialities in high sounding language'. 

Habermas's emancipatory interests have reverberated throughout nursing 

in the domains of practice, education and research (Fealy 1997; Cheek & 

Gibson 1997; Owen-Mills 1995; Maclean 1992; Street 1992b; Stevens 1989). 

Community health nurse advocates of a critical social science ideology are 

committed to human emancipation, working with individuals, groups and 

communities to elevate their awareness about situations that constrain 

their liberty and impact negatively on their health. Through dialogue with 

clients, CHNs can facilitate a collective recognition of problems that may 



have gone unnoticed by the client group, and support the planning of 

actions to overcome the inequalities that threaten the health of individuals 

and communities. An emphasis on these community based nursing 

activities represents the projected role for nurses as key players in the WHO 

global health strategy of PHC (WHO 1985). The nurse participants in this 

study discussed some of the ways CHNs work in empowering ways with 

Aboriginal clients, but referred to the many professional, cultural, and 

organisational challenges that impact on nursing's capacity to reach its 

potential in this regard. Habermas's ideas regarding the relationship 

between power and language have direct relevance to this study. Language 

as a vehicle for power is acknowledged by the nurse participants in their 

interactions with Aboriginal clients and in their relationship with the 

organisational hierarchy. 

Nurses who adhere to a critical approach challenge the power relationships 

at work within their profession and workplace settings. Clare (1993) asserts 

the necessity for nurses to challenge 'the rhetoric of emancipation' 

contending that nurses must critique the power structures that maintain 

their oppression. Owen-Mills (1995) maintains that nurses are increasingly 

working together as a powerful unified force, wielding their power in social 

and political venues. The nurse participants in this study provided insights 

into the power relationships at work within community health nursing 

practice. Their skills at critiquing these power structures are evident 

throughout this thesis. The applicability of the emancipatory process, 

within the context of community health nursing, are demonstrated in this 

thesis. 
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Habermas's concerns regarding the theory/practice gap are mirrored by 

nurse practitioners, educators and researchers. Fealy (1997) presents an 

exploration of contemporary philosophical discourses and concludes that 

there are various ways of conceptualising the phenomenon. One of his 

conclusions lends support to a propensity to view nursing as an applied 

science and a tendency to perceive theory and practice as separate entities 

(Fealy 1997). The theory/practice gap surfaced in this study. This division 

focussed on the nurses' perceptions regarding empowerment as health care 

bureaucracy rhetoric and issues related to the relationships between 

nursing education and practice. 

Culture and Power 

This thesis is based on the conceptualisation of the relationship between 

culture and power. In an attempt to promote an understanding of the 

constructions of culture and power I present a variety of theoretical 

perspectives. Street (1992a) explains that Marx's inclusion of labor and 

production in the concept of culture irrevocably links culture and power. 

Hammer and McLaren (1991) concur, contending that the Marxist tradition 

proposes that change in production and organisation induces change in 

other dimensions of social and cultural life. Habermas blames the failure of 

Marxism to develop a reflective theory of knowledge on the Marxist 

rejection of the role of cultural tradition. He asserts the power and culture 

nexus when he contends that the critique of knowledge and ideological 

consciousness is situated within cultural tradition (McCarthy 1988). 

According to Roderick (1986, p.  127), for Habermas, the transition from 
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traditional to modern society 'involved a progressive secularisation of 

normatively regulated behaviour reconstructed in his own account of 

communication action'. In other words, Habermas adheres to a functional 

model of culture, where cultures evolve from 'primitive' to 'modern' and 

societal change is mediated by language or day-to-day social interaction. 

Outhwaite (1994) explains that Habermas's notion of upward development 

focusses almost solely on the industrialised societies and that his theory 

may not provide a useful tool to understand traditional cultures. Habermas 

refuses to rank different cultural forms, but demonstrates favouritism 

towards European modernity (Outhwaite 1994). When viewed within the 

context of Australian Aboriginal culture Habermas's ideas provide what 

appears to be an ethnocentric European perspective which devalues 

indigenous Australian culture by placing it in a simplistic hierarchical 

construction of modern/primitive. His development of critical social 

science does provide an ideology and strategy to retrench oppressive 

conditions within cultures through consciousness-raising, empowerment 

and emancipation. 

Poststructuralists such as Foucault present a different perception of culture 

and power. Rather than view society as evolving along a continuous path 

of cumulative change and development, Foucault's vision of society 

proposes power as omnipresent, instigating decentralised upheavals and 

unpredictable change (Skinner 1990). His notion of power as relational, 

productive and scattered throughout society suggests that sociopolitical 

actions for challenging power can take place in local arenas. Therefore the 

effects of Foucault's 'terrain' of power are concrete and have empowerment 

potential (McHoul & Grace 1993). Foucault's question 'how can the truth be 
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told?', involves an examination of techniques, conditions, and 

organisations to find out how something is counted as the truth within our 

social structures (McHoul & Grace 1993). 

There are obvious links between culture and power in the feminist notion 

of female oppression in a patriarchal society. Feminists have compared the 

plight of women to that of colonised people. For example, Hartsock (1990) 

uses Memmi's colonial model to describe the construction of women as 

'Other'. This construction refers to feminist poststructuralists' obliteration 

of the binary opposition of masculinity and femininity, arguing that it 

places masculinity in the superior position and relegates femininity to 

'Other'. In the colonial sense the colonisers attributed negative 

characteristics to the colonised describing them as 'everything the coloniser 

was not'. The coloniser was constructed as object and the colonised as 

'Other' ( Hartsock 1990). Bunkle (1980, cited in Spender 1992, p.  123) 

articulates the connection between culture and power from a feminist 

position when she states: 

Men make knowledge. White, privileged men ... This ability 
to define reality, to tell us what is objective, rational and 
important, is their basic power. Knowledge is the most 
important thing men make. It is the power to declare that 
their view is the truth - the only truth. Such knowledge 
makes women or indigenous peoples invisible. We become 
deviants from the great white reasonable norm when we 
insist that what we do does count. 

The analogy drawn between marginalised cultures and women offers an 

interesting dynamic that is applicable to the power relationships in this 

study. Aboriginal people, medicine, community health nursing, and the 

organisational hierarchy, interrelate in ways that are reminiscent of the 
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colonial model. 

Culture is a complex concept and the meaning of the term is open to 

individual interpretation (Suominen et al. 1997). One constant 

characteristic of culture in any context is its intimate association with power 

as evidenced by the views of Marx, Habermas, Foucault and feminist 

writers. 

Powerlessness 

An understanding of power is incomplete without a clarification of its 

antithesis of powerlessness. Kieffer (1984, p.  16) defines powerlessness as: 

a construction of continuous interaction between the person 
and his/her environment. It combines an attitude of self-
blame, a sense of generalized distrust, a feeling of alienation 
from resources for social influence, an experience of 
disenfranchisement and economic vulnerability, and a sense 
of hopelessness in sociopolitical struggle. 

Powerlessness and oppression are terms that are used interchangeably. 

Kieffer's situating powerlessness within the sociopolitical domain points to 

models of oppression that will serve to further elucidate the concept of 

powerlessness. The colonialist model of oppression developed by Memmi 

(1967) is an example of such a model. Memmi explains that the traitorous 

coloniser does not accept colonisation, and is upset by the poverty and the 

conditions of the colonised. Colonisers in this position no longer recognise 

the colonised and no longer recognise themselves. Memmi (1967, p.  32) 

contends this coloniser 'stays at the crossroads and loses contact with reality' 
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and 'must remain silent and make life a perpetual compromise' (p. 46). The 

colonisers who accept the oppressed conditions of the colonised either stay 

in the colony and have a vested interest in the ongoing domination of the 

colonised, or leave the colony. The ones that leave, by virtue of the fact that 

they cannot accept the oppressed conditions of the colonised, are the ones 

that could be a positive influence on the conditions of the colonised. The 

unsatisfactory ones stay in the colony, which according to Memmi, is a 

tragedy that perpetuates the deterioration of conditions. A change in the 

status quo within the colony would mean a shift in power and privilege of 

the colonised, negating the reason to be in the colony and away from the 

homeland. Memmi describes racism as the unifying force between the 

coloniser and the colonised. He contends that racism has three ideological 

components including: a separation between the cultures of the colonised 

and the coloniser; the colonisers' exploitation of the differences to further 

their gains; and a focus on differences rather than commonalities, blaming 

the disparity on the innate nature of the colonised. Memmi (1967, p. 76) 

describes paternalism as 'charitable racism'. Negative stereotypes are 

projected onto the colonised by the coloniser. For example, a characteristic 

of laziness projected onto the colonised by the coloniser rationalises 

discriminatory hiring practices and low wages. Negative stereotyping 

eventually dehumanises the colonised resulting in their acceptance of the 

image. In these instances, Memmi explains, the accepting colonised focus 

their energies onto the traditional family. He contends that all colonised 

racism is based on fear and the cure is a complex and often painful 

restructuring of present conditions. In Chapter 4, I use Memmi's thesis 

regarding the coloniser and the colonised as a framework for the 

participants' views on the challenges to an empowerment model of 
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community health nursing practice. 

Freire's views on powerlessness stem from his literacy work with Brazilian 

peasants, described in his classic publication Pedagogy of the Oppressed 

(Freire 1972). For Freire, powerlessness means that individuals assume the 

role of object, becoming passive recipients of cultural oppression. Such 

individuals are victims of the 'culture of silence' (Freire 1972, p.  10) of the 

oppressed. This passive acceptance of their lot in life is a direct result of 

social, economic and political domination. They are victims of situations 

where critical consciousness and action are deemed impossible. Freire (1972, 

p. 12) contends that 'man's ontological vocation ... is to be a Subject'. Freire 

presents a view of humans as incomplete and asserts that their role in life 

is to assume full humanity. This transformation involves critical reflection 

and taking action on that reflection in order to change oppressing 

circumstances. The task of the oppressed is self-liberation and the liberation 

of their oppressors since both are viewed as dehumanised as a result of 

social injustices. Freire's method involves total participation of the people 

in an egalitarian process for change, rather than the reliance on a few 

leaders to take on the change agent role. Freire's term conscientizacion 

means education for critical consciousness and involves groups of 

oppressed individuals in the following process: reflection upon factors that 

impact on their lives; exploration of the origins of these problems; 

examination of the consequences and implications of these problems; and 

the development of a plan to address the problems (Freire 1973). The leader 

takes on a facilitation role, posing questions which help the oppressed to 

question their situations and challenge them to take action. Facilitators in 

the Freire method follow a series of steps including: a process of facilitator 
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enculturation through participant observation and possibly living with the 

people; small group work to identify themes regarding the people's 

concerns; and a synthesis of the people's ideas; group work where the 

causes, consequences and solutions of the problems identified in the 

themes are solved (Freire 1973). Freire's methods have been used in a 

variety of health care and other settings to address situations of oppression 

and powerlessness (Minkler & Cox 1980). Wallerstein and Bernstein (1988) 

adapt Freire's ideas to health education in an alcohol and substance abuse 

programme. They explain that a Freirian perspective of the health educator 

role involves the educators contributing information following the 

introduction of themes by the group. The educators would enter into 

dialogue with the group without inflicting their own values and beliefs 'so 

people emerge from their cultural silence and self-blame to redefine their 

own social reality' (Wallerstein & Bernstein 1988, p. 382). Wallerstein and 

Bernstein demonstrate how Friere's methodology, based on critical social 

science, can be used in a health oriented community development process. 

Freire's ideas are devoted to the enlightenment, empowerment and 

emancipation of oppressed people and provide useful strategies for 

community development work with Aboriginal people. Freire's methods 

could also be used with groups of CHNs to facilitate group consciousness-

raising about power relationships and politics within health care systems, 

resulting in the development of plans and the implementation of 

liberating strategies. In Chapter 7, I discuss the application of Freire's 

method to community development work with Aboriginal people. 

Wallerstein (1992) presents an review of the literature in social 

epidemiology, occupational research, and stress research that establishes 



powerlessness as a broad risk factor for disease. Cawte (1972, cited in 

Johnson 1992) describes the Aboriginal people as the most powerless group 

in Australia. This history of cultural oppression and colonisation has had 

horrendous implications for the health of the Aboriginal people. Johnson 

contends that their 'style of vitality' has been devastated by their struggle to 

survive over 200 years of colonisation and exploitation that is still ongoing 

in Australia in the form of 'structural violence'. The Aboriginal and Torres 

Strait Islander people who had input into the government document 

Promoting Health of Indigenous Australians (National Health and Medical 

Research Council, 1996) assert that health promotion activities, with their 

populations, must be based on an understanding of their colonial history. 

O'Donoghue (cited in Scrimgeour 1997, p.  79), the first chairperson of the 

Aboriginal and Torres Strait Islander Commission (ATSIC) states: 

The disempowerment of Aboriginal and Torres Strait 
Islander peoples, as a result of the colonial occupation and 
the subsequent oppression of indigenous Australia, is the 
fundamental root of contemporary Aboriginal and Torres 
Strait Islander ill-health. Consequently the empowerment of 
Aboriginal and Torres Strait Islander peoples, their 
participation in and control over the identification of needs 
and priorities and the planning, implementation and 
evaluation of appropriate responses to these needs and 
priorities, is of fundamental importance to effective health 
service delivery. 

Although there have been overall improvements in Australians' life 

expectancies, the life expectancies for Aboriginal people have remained 

static at about 18 years (females) and 20 years (males) less than for the total 

population (Commonwealth of Australia 1994, cited in Johnstone 1996). 

Plant et al. (1995) describe Aboriginal Territorians as having poorer health 

whether measured by mortality or morbidity rates. The disparity in health 

between non-Aboriginal and Aboriginal Territorians is seen in all age 
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groups, both sexes and all causes of disease (Plant et cii. 1995). Northern 
Territory Aboriginal mortality rates are three to four times the non-
Aboriginal mortality rates (Plant et cii. 1995). Diseases of the circulatory 
system, respiratory system, and injury and poisoning are the leading causes 
of death for Aboriginal people Australia wide (presented in decreasing 
order) (Hogg & Thomson 1992, cited in Johnstone 1996). These statistics are 
congruent with the NT mortality picture (Plant et cii. 1995). There has been 
a significant decline in the health status of NT Aboriginal women from 
1979 to 1991. The death rate for NT Aboriginal women increased by 20 per 
cent between 1979 and 1991. The Aboriginal infant mortality rate is four 
times higher than the overall Australia rate but is falling (120 per 1,000 live 

births in 1966 to 30 in 1993) (Plant et cii. 1995). Johnstone (1996) places the 
rate of Aboriginal hospital admissions at three times that of non-Aboriginal 
Australians. Aboriginal utilisation of hospital services in the NT has 
steadily increased from 1.2 times to 2.0 times non-Aboriginal rates, 
indicating the enormity of need for hospital services (THS 1996c). 
Johnstone (1996) presents other indicators of Aboriginal poor health as 

compared to the overall population, including: 2.5 times higher incidence 
of death from circulatory problems; a much higher prevalence of chronic 
disability; 10 per cent of the Aboriginal population are living with diabetes 
mellitus; and a high incidence of eye disease. These morbidity problems are 
exacerbated by an Aboriginal unemployment rate at three times the 
national average, poverty, and inadequate housing and services (Johnstone 
1996). Renal disease in the Aboriginal population is extensive and on a 
rapid increase in the NT. There were 58 deaths per 100,000 Aboriginal 
people in 1990 (Plant et cii. 1995). There are approximately 20 individuals, 
newly diagnosed with renal failure, commencing dialysis each year (THS 



1996a). The statistical evidence reveals the poor health of Aboriginal people 

and their colonial history implicates powerlessness as a major contributing 

factor. 

Feminism and Power 

We must build a new model of power that is defined as 
presence: presence of awareness of my own strengths and 
weaknesses, a deep respect for the SELF of me and therefore a 
respect for the SELF of others ... Power in and of itself is 
neutral ... Power-over demands that we do things we don't 
choose to do. Power-of-presence means we choose carefully 
and understand our intentions. 

(Mariechild 1984, cited in Wheeler & Chinn 1989, p. 5) 

Mariechild's definition signals the feminist desire to paint an alternative 

picture of power, placing it in a different frame from European male 

perspectives. My decision to place this section between 'Powerlessness' and 

'Empowerment' was a strategic one. Feminist activism arises from 

women's' oppression and powerlessness and feminist views on power 

have much in common with the concept of empowerment. 

Feminism is characterised by a concern with the oppression of women in a 

male-dominated society and the resulting sociopolitical and personal effects 

(Allan 1993). An underlying value of this has been the presentation of the 

male population as the normal standard against which females are 

measured and found lacking or deviant (Hartsock 1990; Gilligan 1982). 

Consequently, women have been denied access to positions of power 
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within society (Allan 1993). 'The personal is political', an early feminist 

axiom, indicates the feminist belief that power relationships are a part of 

our everyday existence. Erikson (1995) compares this feminist view on 

power with Foucault's, pointing out that the feminist insights preceded 

Foucault's translation into English. Feminist perspectives encompass a 

broad spectrum of beliefs, but for the purpose at hand I have used Doering's 

(1992) classification of feminism into the three major categories of liberal, 

cultural, and radical. 

The liberal feminist view stresses equal opportunities for men and women 

and criticises the unequal distribution of power and wealth (Doering 1992; 

Chinn & Wheeler 1985). Liberal feminists believe that equality can be 

attained in the existing social system (Doering 1992). 

Cultural feminists contend that there is an inherent difference between the 

genders and that women's ways of being should be recognised as distinctive 

and valued as such (Doering 1992). Doering (1992) explains that feminist 

characteristics such as nurturing are seen as ways to transform harmful 

social behaviour. 

Radical feminists assert that women's subordination is all-pervasive and 

cannot be rectified by changing the offending systems (Chinn & Wheeler 

1985). Equality is not an issue in that the radical view asserts the necessity to 

develop systems based on feminist values and women's experiences 

without the imposition of male standards (Chinn & Wheeler 1985). 

My personal experiences in nursing have convinced me that feminism and 

nursing are entwined. A predominantly female profession, nursing is 



50 

closely associated with such characteristics of feminine consciousness as 

intuitive thinking, nurturing, and the holistic perspective (Chinn 1989b; 

Benner 1985). Watson (1990) cites Jones's allusion to the nurse, more than 

any other professional woman, as a metaphor for all women. The 

oppression of women, a fundamental tenet of feminist theory is applicable 

to nursing, providing insight into some of the lingering problems (Chinn 

& Wheeler 1985). Doering (1992) refers to the relationship between power 

and knowledge and explains that contemporary nursing developed when 

women were denied access to social power and restricted to maternal duties 

within the family. Seen as an extension of the mothering role, nursing 

could not lay claim to the valued scientific knowledge of men, in particular 

physicians (Doering 1992). Doering (1992) contends that power relations are 

malleable and the development of 'ways of knowing ' more significant to 

nursing will shift the balance of the nursing/medicine relationship. In 

Peace and Power: A Handbook of Feminist Process, Chinn and Wheeler 

(1989) present a feminist approach to group process that addresses Doering's 

recommendation. 

In their handbook, Chinn and Wheeler (1989, pp.  6-8) provide some 

feminist alternatives to patriarchal power. Their model of power details 13 

values and associated actions prefixed by 'The Power of', including: '... 

Letting Go', '... The Whole', '... Collectivity', '... Unity', '... Sharing', '... 

Integration', '... Nurturing', '... Distribution', '... Intuition', '... 

Consciousness', '... Diversity', and '... Responsibility'. These components of 

the feminist view of power are based on the feminist principles of equality, 

respect, cooperation and self-actualisation. Chinn and Wheeler (1989) 

suggest the 'Feminist Process' be used in group interactions in patriarchal 
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institutions. They assert that it can be an effective vehicle for shifting power 

imbalances. 

Hartsock (1990) identifies the need for reconstructed theories of power for 

women, adding that these theories could also be relevant to other 

marginalised groups. Like many feminist writers, for example Weedon 

(1987) and Ramazanoglu (1993), she debates the applicability of 

postructuralist thought to woments circumstances. She cautions 

disenfranchised groups to avoid postructuralism contending that the 

postructuralists critique Enlightenment theories but do not provide 

alternatives. Hartsock presents an interesting critique of Foucault's views 

on power. Hartsock takes issue with Foucault's view of people as passive 

objects acted on by external forces of power. She claims that Foucault's 

emphasis on resistance and exposure of power relations rather than 

transformation are a result of his membership in the ruling group. 

Moreover, she feels that systemic power relations are invisible in his work 

explaining that 'Domination, viewed from above, is more likely to appear 

as equality' (Hartsock 1990, p.  168). According to Hartsock, Foucault's 

comparison of power to a net in which people circulate in and out, 

contributes to the ignoring of power and its subsequent invisibility. The net 

imagery presents a view of society where everyone participates equally. 

Hartsock argues the inaccuracy of such a view that does not acknowledge 

oppression and domination. Foucault refused to provide a basis for 

resistance explaining that its successful implementation would only 

provide another dominating discourse (Hartsock 1990). Hartsock argues the 

inadequacy of his passivity and calls for revised theories that will transform 

rather than ignore power. 
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Hartsock (1990) presents five features of a theory of power for women. 

Firstly, she emphasises the necessity to overcome the passive notion of 

individuals as objects and stresses the notion of situating themselves as 

subjects. She alludes to the colonial independence, racial and sexual 

liberation struggles and accentuates the necessity for oppressed groups to 

discover who they are. Hartsock takes a radical feminist stance in 

explaining that the subjugated need to reconstruct a different social world. 

Secondly, she asserts the need to develop a knowledge base to underpin the 

new societal structure. Thirdly, Hartsock expresses the urgency for a theory 

of power that recognises daily life activities and experiences as contributors 

to an understanding of the world. Fourth, she calls for consciousness-

raising to foster an understanding of the difficulties of creating alternative 

theories of power. Finally, Hartsock recommends action to create change. 

She paraphrases Marx and states: '... the point is to change the world, not 

simply to redescribe ourselves or reinterpret the world yet again' (Hartsock 

1990, p.  172). Habermas's critical social science tenets of enlightenment, 

empowerment and emancipation are evident in Hartsock's theory of 

power. 

Chinn and Wheeler (1989) and Hartsock (1990) present theories that reflect 

feminist views of power. Miller (1976) describes men's relationship to 

power as one of grabbing power and using it as a weapon of domination. 

On the other hand, women relate in a way that emphasises sharing power 

in egalitarian contexts (Miller 1976). Power sharing is integral to 

empowerment and will be discussed in the upcoming section, but first I 

will explain the terms patriarchy and hegemony. These concepts permeate 

feminist literature and contribute to an understanding of the power 
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relations within this study. 

Feminism and Related Concepts 

Patriarchy 

The term patriarchy originates from the Greek and literally means the rule 

of the father (Eisenstein 1984). Contemporary usage of the word comes from 

feminist writers' assertions that women's domination by men permeates all 

societies. The term patriarchy has taken on the meaning of the 'universal' 

oppression of women by men (Eisenstein 1984). Kate Millet (1971, p.16) 

explains: 

Our society, like all other historical civilizations, is a 
patriarchy. The fact is evident at once if one recalls that the 
military, industry, technology, universities, science, political 
office, and finance - in short, every avenue of power within 
the society, including the coercive force of the police, is 
entirely in male hands. 

Walby (1990) refers to patriarchy in private and public domains. Private 

patriarchy is based on household production and public patriarchy alludes 

to structures outside of the home. Walby (1990) maintains that institutions 

outside of the domestic scene, or in the public sphere, are central to the 

maintenance and perpetuation of patriarchy. She refers to 'occupational 

segregation', meaning that women are not formally excluded from the 

patriarchy, but are exploited in that they occupy lesser positions. Shotter 

and Logan (1988, p. 78) articulate the dilemmas faced by women in a 

patriarchy: 



Ironically, what this means is that to struggle to get their 
head above the mire of patriarchy, women must apply 
patriarchal methods. In the face of overwhelming physical 
and economic exploitation and manipulation, women are 
bound to concern themselves with patriarchal 
preoccupations of mastery, possession and power (as is the 
case of any oppressed group). 

The health care system and its domination by medicine, or male power, is 

an example of public patriarchy. Wajcman (1991, p.  5) refers to the medical 

profession as 'a repository of patriarchal values'. According to Carter (1994), 

Sampselle (1990), and Watson (1990), nurses are subordinates in a 

patriarchal health care system. This situation of subordination has 

ramifications for the acknowledgment and respect nurses receive for their 

unique knowledge, their relationships with other health care team 

members, and ultimately their opportunities to apply nursing principles for 

the benefit of their clients. A landmark article by Roberts (1983) describes 

nurses as an oppressed group. She affirms Shotter and Logan's sentiments 

when she contends that nurses in leadership positions represent an 'elite' 

group who attain and maintain their positions of power because of their 

commitment to the patriarchal structure. 

Hegemony 

The term hegemony, as it is used in contemporary sociopolitical critiques, 

originates from the writings of Antonio Gramsci during his years of 

imprisonment. A member of parliament and secretary general of the Italian 

Communist Party, Gramsci was incarcerated for his anti-fascist stance like 

many political dissenters during the fascist regime of Mussolini (Hoare & 
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Smith 1985). Connell (1987, P.  184) articulates Gramsci's meaning of 

hegemony as: 

a social ascendancy achieved in a play of social forces that 
extends beyond contest of brute power into the organization 
of private life and cultural processes. Ascendancy of one 
group of men over another achieved at the point of a gun, or 
by the threat of unemployment, is not hegemony. 
Ascendancy which is embedded in religious doctrine and 
practice, mass media content, wage structures, the design of 
housing, welfare/taxation policies and so forth, is. 

The key features of hegemony are the 'spontaneous consent' awarded to the 

dominating group by the oppressed members of society, and the state's use 

of coercive power to subordinate dissenting groups within legal parameters 

(Hoare St Smith 1987). Hegemony implies embedded societal support of 

practices that institutionalise men's domination over women. Hegemony 

is the sociopolitical process that maintains the ascendancy of the patriarchy. 

Authors such as Taylor (1997), Gordon and Wimpenny (1996) and Clare 

(1993) apply the term hegemony to the bureaucracies in which nurses 

practice. Both the male-dominated medical profession and the health care 

system have established the agenda that defines the activities of nursing. 

This hegemonic construct implies that both power brokers are protected by 

their power, enabling them to dismiss those who question their control 

(Gordon & Wimpenny 1996). In this study, the concept of hegemony 

emerges throughout the participants' critiques of the power relationships 

between community health nurses, medicine and the health care 

bureaucracy in which they practise. 
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Empowerment 

"When I use a word," Humpty Dumpty said in a rather 
scornful tone, "it means just as I choose it to mean - neither 
more nor less." Alice replied "The question is whether you 
can make words mean so many different things". (original 
italics) 

(Carroll 1960b, p.  269) 

Humpty's bravado would waver if he encountered the word 

empowerment. A search of the literature reveals an abundance of treatises 

bemoaning its lack of clarity and a glut of definitions attempting to remedy 

the situation. Rappaport (1985, p.  82) sums up the challenge when he states, 

'Empowerment is a little bit like obscenity: you have trouble defining it but 

you know it when you see it'. Empowerment is grounded in the social 

movements of the 1960's and the self-help activities of the 1970's and touted 

in the professional literature of the social services, health care, education, 

and organisational management (Gibson 1991; Simon 1990). As a result of 

its ideological salience to the work of so many disciplines it has taken on 

the character of a 'buzz word' since the 1960's (Dodd & Gutierrez 1990). This 

contemporary upsurge sparked my interest in the historical usage and 

derivations of empowerment. The Oxford English Dictionary (Simpson & 

Weiner 1989), covering the vocabulary of the English language since AD 

1150, defines the verb empower and presents some historical applications: 

1. To invest legally or formally with power or authority; to 
authorize, license. 1654, H. L'ESTRANGE Chas 1 (1655) 75 
Letters from the Pope ... empowering them to erect this 
Colledge. 1786 To JEFFERSON Writ. (1859) 1. 567. A clause is 
inserted empowering the King to discontinue it at any time 

2. To impart or bestow power to an end or for a purpose; to 
enable, permit ... 1727 DEFOE Syst. Magic 1. iv. (1840) 91 Some 
have doubted whether the Devil is empowered to take up 
any human shape ... 1667 MILTON P.L x. 369 Thou us 
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impow'rd to fortifie thus farr. 1715-230 Pope Iliad xiv295 
Impower'd the wrath of gods and men to tame. 3. To gain or 
assume power over 

These earlier applications of the verb empower firmly situate 

empowerment in the domain of power, implying the positioning of an 

omnipotent agent bestowing power and authority on the less powerful. 

Although the dictionary definition of empowerment has not changed since 

its initial recorded usage in 1654, there has been an evolution in the 

professional literature couching the definition in terms of a process of 

sharing power. I will discuss these definitions shortly, but will turn first to 

an exploration of the philosophical foundations of empowerment. As a 

result of empowerment the empowered individuals achieve autonomy, 

specifically, self-sufficiency, self-determination, self-efficacy, liberation from 

dependency, and mastery or control over their lives (Smith 1993; Hokanson 

Hawks 1992; Gibson 1991; Rappaport 1985). 

Lindley (1986) discusses the two dimensions of autonomy as a developed 

self and freedom from external constraints. The philosophers of the 

Enlightenment and western humanism conceptualised and defined 

autonomy (Fay 1987). Kant encapsulates the essence of autonomy when he 

states 'human beings should treat each other as ends in ourselves' (Lindsay 

1986, p.  14). A basic tenet of western humanistic philosophy, implicit in the 

notion of autonomous human beings, is the presumption of a universal 

human nature. Solomon (1980) contends that the Enlightenment beliefs in 

the power of reason, a universal human nature and personal autonomy 

were all components of what he terms 'transcendental pretence', or the 

white, European male middle classes' self-appointment as the exemplars of 



all humanity. He directs this argument against the use of this European 

view of human nature to colonise other cultures. Solomon's proposition is 

an interesting one to keep in mind in the context of this study of 

empowerment in CHNs' work with Aboriginal people. 

Empowerment Characteristics 

I will present an exploration of the participant nurses' views on 

empowerment in the following chapters, but it is necessary to map the 

constructions of empowerment to provide a foundation for the discussion. 

Rappaport (1984) suggests that empowerment is difficult to define because it 

has components that are both psychological and political. The literature is 

replete with multidisciplinary and multidimensional approaches to the 

concept of empowerment. For this reason, I have selected a sampling of 

core definitions from the nursing and social sciences literature. I have 

borrowed Rappaport's psychological and political domains to use as a 

framework to facilitate an understanding of the empowerment concept. 

Gibson (1991) focusses on the psychological domain when she defines 

empowerment as a process whereby clients' abilities are recognised, 

promoted and enhanced, resulting in their capacity to problem solve and 

rally necessary resources to gain mastery over their lives. Gibson's views 

imply that an individual's self-esteem is nurtured throughout the 

empowerment process, eventuating in increased control. Gibson (1991) and 

others emphasise the importance of egalitarian partnerships to promote a 

sharing of power (Kjervik 1990; Ellsworth 1989; Swanson 1973). Solomon 
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(1976) discusses empowerment from the perspective of the racial debate in 

the United States, contending that external forces such as the political and 

economic environment act to increase or decrease an individual's self-

esteem. Like Gibson, Solomon contends that the enhancement of self-

esteem is facilitated by the manipulations of an outside agent, but Solomon 

politicises the acquisition of self-esteem, extending the process to include 

critiques of the dynamics of power. To Solomon (1976), empowerment 

targets a reduction of powerlessness achieved through the political process. 

Tones (1991) states that the fact that individuals with high self-esteem have 

stronger feelings of control is a generally uncontested notion. Unlike 

Gibson's conceptualisation of empowerment as involving personal 

mastery, Tones's definition of empowerment entails the capacity for 

individuals, alone and as members of a community, to control other people 

and resources. He differentiates between the terms empowerment and self-

empowerment, explaining that empowerment pertains to peoples' 

capacities to control their own lives. Self-empowerment implies personal 

mastery as realised through personal development. Tones (1991) describes 

empowerment as the acquisition of power. He presents empowered 

individuals as actively taking power in comparison to Gibson's (1991) view 

of empowerment as shared power. Although Simon (1990) and Labonte 

(1989a, 1989b) do not use the term self-empowerment, they assert that 

empowerment is a reflexive verb, implying that people and communities 

can only empower themselves. McMurray (1991) describes the process of 

'community self-empowerment', but emphasises the advocacy role of the 

'PHC nurse' in the community's development. Rappaport's (1981) 

contention that empowerment is defined by the people concerned connotes 

that empowerment is a reflexive activity. He emphasises mutuality 
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between clients and professionals, indicative of a sharing of power. Kieffer 

(1984) describes empowerment as a process of self-development. He 

proposes that empowerment is a continuing process of adult sociopolitical 

development, facilitated by a mentor. The outcome of the empowerment 

process is the adult's attainment of participatory competence which 

includes enhanced self-esteem, increased awareness of one's sociopolitical 

environment and the development of resources to abet political action. 

Wallerstein (1992) presents a parallel case to Kieffer's, when she refers to 

psychological empowerment, which includes the personal attribute of 

political efficacy. Kieffer (1984) emphasises the long-term, and continuous 

nature of the empowerment process. For Kieffer, empowerment is a 

sharing relationship between the individual and a mentor. 

Control is broadly represented in the empowerment literature, referring to 

the individuals' control over factors that effect their lives (Gibson 1991; 

Katz 1984; Rappaport 1981). Wallerstein (1992) contends that the lack of 

control over one's destiny leads to the state of powerlessness. The corollary 

of Wallerstein's hypothesis would imply that to be empowered means 

having control. Access to and control of resources are necessary 

components of the empowerment process (Rappaport 1981). Rappaport 

(1985) contends that empowerment starts with psychological control over 

oneself that has the capacity to extend to the community. He emphasises 

mutuality between clients and professionals, indicative of a sharing of 

power. McMurray (1991) focusses on community self-determination which 

implies community control of factors that effect the lives of its members. In 

McMurray's model, empowerment is a process of sharing power between 

the client and nurse. Langer (1983) cited in Tones (1991) defines control as: 
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the active belief that one has a choice among responses that are 

differentially effective in achieving the desired outcome'. Labonte (1989) 

asserts that professionals impugn people's choice thereby taking their 

power. Labonte's thoughts suggest that personal control involves the 

capacity to make choices. Zerwekh (1992) views empowerment as a process 

where people take control over their lives, deliberately making choices and 

feeling that they can exert influence over the future. Rodwell (1996) links 

the concept of responsibility to choice, stating that responsibility leads to 

authority, power and the choices inherent in the process of decision-

making. 

Friere (1973) combines the psychological and political domains by 

demonstrating the impossibility of achieving community empowerment 

without individual empowerment. The process of conscientizacion or 

critical consciousness-raising, began with information exchange between 

individuals within groups. These activities prompted the empowerment of 

the community. Collins's (1991) discussion on empowerment corresponds 

with Freire's experiences. From her perspective as an African-American 

woman, Collins recognises that individual empowerment is essential but 

asserts that only collective actions of groups and communities will create 

lasting change in the politico-economic status quo. Labonte (1989a) explains 

that health professionals traditionally focus on the psychological domain or 

the motivation of individuals or groups to take responsibility for their 

health. He appeals to professionals to shift their focus, increasing their 

involvement in the assessment of the sociocultural environment to 

illuminate the barriers that prevent the empowerment of individuals and 

groups. Labonte (1989a) acknowledges the challenges involved in the 
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community empowerment process and appeals to health professionals to 

take opportunities, whenever feasible, to facilitate personal advocacy and 

small group work. Skelton (1994) claims that individual and community 

empowerment are inseparable, both involving questions of power and 

politics. 

Authors such as Skelton (1994), Collins (1991), Labonte (1989a) and Freire 

(1972), contend that individual and community empowerment are linked. 

Individual empowerment involves the enhancement of self-esteem, access 

to resources, and the capacity to make choices, resulting in a sense of 

control over issues that affect one's health. Since it is a well acknowledged 

fact that health is a complex puzzle involving such diverse pieces as 

housing, income, and environment - the separation of the empowerment 

of the individual from the sociopolitical context is an impossible task. 

Barnes et al. (1995) describe collective empowerment as the activation of 

communities toward health issues. Healthy individuals and communities 

depend upon an interplay between the empowerment of both but it would 

appear feasible that individual empowerment is the precursor to that of the 

community. 

In summary, the literature presents empowerment as a psychological and 

political process, whereby individuals, fortified by a belief in their own 

capabilities, gain mastery over their lives and health, acquire enhanced 

problem solving skills, access and control resources, and gain opportunities 

to enact personal choice. Individual empowerment is the cornerstone of 

empowered groups and communities. This notion of an empowerment 

continuum is firmly situated within the sociopolitical environment. 
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Empowerment and Nursing 

Empowerment implies partnerships in health, a concept with intuitive 

appeal to nurses (Gibson 1991). Discussion regarding empowerment and its 

applicability to nursing practice has its beginnings in the Alma-Ata 

declaration, in 1978, and the appearance of empowerment as a process to 

achieve global health (Barnes et al. 1995). 

Empowerment and Nursing Literature and Research 

Empowerment is as yet an under researched concept in nursing (Barnes et 

al. 1995; Stewart 1995). I present a review of the nursing literature in two 

parts, firstly an overview of material addressing empowerment and 

nursing in a variety of contexts, and secondly, a review of the literature 

pertaining to empowerment and community health nursing. A review of 

the nursing literature reveals analyses of the concept of empowerment; 

explorations of empowerment applied to nursing practice and education; 

challenges and dilemmas involved in the relationship between 

empowerment and nursing; discussions regarding empowerment and 

nursing work at the community level; issues relating to nurse 

empowerment; and client perceptions of empowerment. 

Rodwell (1996) and Gibson (1991) present conceptual analyses of 

empowerment from the perspective of nursing. Gibson (1991) presents an 

empowerment model for nursing, based on a review of the literature. The 

model contains the three domains of client, client/nurse interaction, and 



nursing within the context of the environment (individual, family, 

community, health care system). Gibson's model emphasises the 

relationship between the client and nurse with minimal reference to the 

sociopolitical context. However, she does acknowledge the influence of 

individuals, organisations and societies in promoting personal 

responsibility for health. She does not address the concept of power and its 

relationship to empowerment in her paper. Gibson (1991, p.  354) calls for a 

'radical paradigm shift' in nursing to realise a truly empowering nursing 

model. Rodwell (1996) discusses the application of empowerment to 

nursing practice, education, research and health promotion using the 

Walker, Avant and Rodgers framework. Like Gibson, she emphasises the 

necessity for the nursing profession to empower its members in order to 

work effectively with clients. She concludes that empowerment is a helping 

partnership based on the valuing of self and society, mutual decision 

making, and opportunities for choice. Rodwell discusses the 

relinquishment of professional power as a major component of 

empowerment but parallel to Gibson, she pays little attention to the social 

context. Gilbert (1995) acknowledges the increasing importance of 

empowerment's relationship to nursing practice but argues that a clear 

conceptualisation of power is necessary to facilitate empowering practice. 

He suggests that the work of Foucault provides a useful analytic tool to 

inform nursing regarding the relationship between health, power and 

politics. Sines (1994) explores power relationships between nurses and 

clients within the context of mental health nursing practice. He asserts that 

empowerment, advocacy, and empathy are integral to therapeutic practice. 

Hokanson Hawks (1992) completes a concept analysis of empowerment and 

its applicability to nursing education. She describes several strategies for 
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student empowerment which focus on the promotion of students as 

independent learners. Hokanson Hawks draws on the works of Freire to 

emphasise the incorporation of critical pedagogy techniques into nursing 

education. This problem posing method places the students' experiences 

into social, political and cultural contexts, promoting the critique of the 

students' state of affairs. 

Sheilds (1995) explores empowerment and its application to women's 

health through a study of 15 female participants' views regarding their 

personal meanings of empowerment. Three central themes emerged 

including the development of an internal sense of self, action capabilities 

based on self, and a core concept of connectedness. Wuest and Stern (1991) 

interviewed 10 families of children with a long history of middle ear 

infections, to learn about factors that affect family interactions. They found 

that a restraining factor on the families' coping was the health care system's 

inadequate response to their needs. Wuest and Stern raise concerns about 

the current medical model of care and recommend that nurses become 

resources for families and communities through empowering nurse/client 

relationships. Connelly et al. (1993) studied the perspectives of a group of 

chronic psychiatric clients participating in a client run drop-in centre. 

Empowerment was the major theme that was elicited and four levels are 

described including participation, choosing, supporting and negotiation. 

They discuss the importance of nursing's advocacy role and the necessity of 

understanding the clients' views on empowerment. The aim of a study by 

Waterworth and Luker (1990) was an examination of clients' perceptions of 

their involvement in decision-making concerning their nursing care and 

treatment. The participants were 12 clients from three medical wards in an 



acute care hospital. The authors describe 'toeing the line' as a central theme, 

contending that clients appeared to be more concerned with pleasing the 

nurse than participating in their own decision-making. Waterworth and 

Luker express concerns that nursing activities promoting client 

involvement may unintentionally lead to client coercion. Jewell (1994) 

studied four primary nurses' perceptions of client participation in their 

work within a rehabilitation unit for elderly people. They describe client 

participation as a collaborative process encompassing client empowerment. 

Two central themes are described including the formal and informal 

meanings and practice methods involved in participation, and mutuality 

or negotiation between the client and nurse. 

Authors such as Skelton (1994), Malin and Teasdale (1991), and Maglacus 

(1988), discuss the challenges inherent in the relationship between nursing 

and empowerment. Malin and Teasdale (1991) outline tensions between 

the concepts of caring and empowerment. They contend that the caring 

components of altruism and paternalism are incongruent with 

empowering practice. They discuss the manifestation of this dilemma on 

the macro level or its applicability in political and managerial arenas 

pertaining to the development of an efficient health care service, and the 

micro level or nursing strategies involved in giving information to clients. 

They advocate for increasing emphasis on a case study approach to 

elucidate different nursing interventions in order to develop nursing 

theory which will empower clients. Skelton (1994) argues that there has 

been increasing use of the word empowerment in the nursing literature 

and cautions nurses to critique its suitability. The paper's central theme is a 

concern regarding potential power inequalities in relationships that are 
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based on fashionable terms such as empowerment. Skelton (1994) asserts 

that nurses must be aware of the political implications of empowerment. 

He maintains that the most expedient way for nurses to empower clients is 

to target the political or community level. According to Skelton (1994), this 

political activity would most appropriately take place in nurses' work with 

groups. Maglacus (1988) contends that nurses need to develop new skills to 

work in empowering and health promoting ways with clients. Chavasse 

(1992) indicates the necessity for nurses to work in partnership with clients, 

but queries nurses' readiness to give up control. 

Thus far I have given a generalised overview of the nursing literature on 

empowerment, including the domains of acute care, PC, rehabilitation, 

mental health, and aged care. Chalmers and Bramadat (1996) contend that 

empowerment has the closest ties with community health nursing. 

Literature addressing empowerment and community health nursing, of 

obvious applicability to this study, most frequently targets the community 

empowerment component of community health nursing practice. 

Empowerment is integral to the two international health movements of 

PHC and health promotion (Chalmers & Bramadat 1996). Therefore 

empowerment is seldom presented as a discreet concept but is enmeshed in 

the discussions regarding PHC and health promotion. There is a paucity of 

community based research projects examining empowerment and 

community health nursing practice. Grace (1991), in a qualitative study 

involving 21 New Zealand nurses, examined the challenges surrounding 

the use of empowerment within the nurses' health promotion role. She 

contends that there is a dichotomy between empowerment and the 

construction of the individual as a health care consumer within a model of 
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consumer capitalism. One study by Zerwekh (1992) examined 95 public 

health nurse anecdotes to contribute to an understanding of the apparent 

contradiction between family empowerment and the nursing role of child 

protection. She describes the coexistence of these activities within the 

helping relationship and implies that community rather than autonomy is 

the moral guide. Eng, Salmon & Mullan (1992) emphasise the CHN's 

involvement with community empowerment. McMurray (1991, p.  19) 

describes the 'PHC nurse' role in community 'self-empowerment'. Nursing 

involvement in social, political and professional advocacy directs power 

towards the promotion of community self-empowerment and global 

health. Social advocacy entails CHNs working in partnership with the 

community to effect social change. Community health nurses involved in 

political advocacy practise within the sociopolitical domain where they act 

as resources and liaisons between the community and government 

(McMurray 1991). Professional advocacy encompasses participation in 

professional organisations, networking, collegial mentoring, practice based 

research and addressing the gap between theory and practice (McMurray 

1991). Chalmers and Bramadat (1996) describe an 'empowerment model' for 

community health nursing practice in community development. They 

contend that empowerment models emphasize human and social 

development and involve individual, organisational and community 

control over their affairs. 

Several authors address the issue of empowerment of the nursing 

profession. Barnes et al. (1995) contend that nurses need to attend to their 

own empowerment before working in empowering ways with clients. Gott 

and O'Brien (1991) concur, asserting that nurses have no power to impart to 
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to Rodwell (1996), an increasing emphasis on nurses' involvement in 

political arenas will enhance the development of their empowering role. 

McMurray's (1991) 'professional advocacy' model, as mentioned in the 

previous paragraph, demonstrates strategies to empower the nursing 

profession. 

Empowerment and Related Concepts 

Empowerment is embedded in the health care models of PHC, health 

promotion and community development. I return to the concept of critical 

social science, discussed previously in the 'Habermas' section, to reinforce 

the notion of its empowerment roots, and emphasise its presence as a 

strong thread throughout the practice and research components of this 

study. The terms critical social science and critical theory require 

clarification since they are often used interchangeably throughout the 

literature. I describe the concepts of PHC, health promotion, community 

development, critical social science and critical theory in order to ensure 

our mutual understanding of the terms as a foundation for this thesis. 

Primary Health Care and Primary Care 

A 1971 study by WHO, and the United Nations International Children's 

Emergency Fund (UNICEF), examined the successful integration of health 

care needs and resources in developing countries, concluding that culture 
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was a resource for development (Stone 1992). This project was the impetus 

behind a global health strategy, coined PHC, that was presented for adoption 

at the 1978 World Assembly (Sawyer 1995). The Alma-Ata declaration, 

emanating from this assembly, was an international call for global health by 

the year 2,000. This declaration heralded a new approach to health care - an 

acknowledgment of the social and economic determinants of health 

(Barnes et al. 1995). PHC is defined as: 

essential health care based on practical, scientifically sound 
and socially acceptable methods and technology made 
universally accessible to individuals and families in the 
community through their full participation and at a cost that 
the community and country can afford to maintain at every 
stage of their development in the spirit of self-reliance and 
self-determination. It forms an integral part both of the 
country's health system, of which it is the central function 
and main focus, and of the overall social and economic 
development of the community. It is the first level of contact 
of individuals, the family and community with the national 
health system bringing health care as close as possible to 
where people live and work, and constitutes the first 
element of a continuing health care process (WHO 1991, p. 
32). 

PHC is a health care philosophy and approach to service provision (Krebs 

1983; WHO 1978). Willis (1992) contends that PHC is an approach, more 

than a level of service, that expands the boundaries of community health to 

embrace the societal context. The role of nurses in PHC was examined by 

the WHO Executive Board and it was concluded that nurses would be 

crucial to the implementation of PHC, becoming resources to people rather 

than physicians, leaders of multidisciplinary PHC teams and supervisors of 

lay community health workers (WHO 1985). The International Council of 

Nurses (ICN) and the Australian Nursing Federation (ANF) have asserted 

their commitment to the 'health for all by 2,000' movement (cited in 
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McMurray 1993). McMurray (1993) describes a framework for community 

health nursing incorporating the PHC principles of 'equity, access, 

empowerment, cultural sensitivity and self-determinism'. Owen and 

Lennie (1992, p.  8) contend that 'a primary health care strategy is a challenge 

to entrenched power and privilege'. 

Primary health care and PC are often confused terms (Barnes et al. 1995; 

RNABC 1990). According to Smith (1985) and Innes (1987) (cited in RNABC 

1990, p.  2): 

Primary care is a medical concept referring to a situation 
where the physician provides diagnosis, treatment, and 
follow-up for a specific disease or problem. This may include 
referral to more specialized care, to social services, and to 
education related to the diagnosed disease. In primary care, 
nurses and other health professionals often provide direct 
patient care and follow-up in relation to the treatment 
prescribed by a physician. 

The key difference between PHC and PC philosophies is the former's 

commitment to health promotion of global populations, and the latter's 

adherence to the medical model or individual illness based care. 

Health Promotion 

Before embarking on a definition of health promotion, it is necessary to 

define its underlying concept of health. De Leeuw (1989) asserts that health, 

with all of its complexities, is essential to our understanding of health 

promotion. WHO (1984, p.  2) defines health as: 

the extent to which an individual or group is able, on the 
one hand, to realise aspirations and satisfy needs; and on the 
other hand, to change or cope with the environment. 
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Health is a resource for everyday living, emphasising personal and social as 

well as physical capacities (WHO 1984). This definition adheres to the 

principles of PHC in that it dismisses the biomedically based notion that 

health is the absence of disease, and acknowledges the socioeconomic 

determinants of health. WHO promotes a 'universal' definition of health 

but it is important to acknowledge that health is culturally relative. Health 

in one culture may have a vastly different meaning from another culture's 

view of health (Dobson 1991). A follow-up to the Alma-Ata Conference was 

the Ottawa Conference on health promotion which produced the 'Ottawa 

Charter', which described health promotion as including: building healthy 

public policy, creating supportive environments, strengthening 

community action, developing personal skills, and reorienting health 

services (WHO-Health and Welfare Canada-CPHA). The Ottawa Charter 

has been adopted by the National Better Health Program as the basis for the 

implementation of PHC in Australia (National Centre for Epidemiology 

and Population Health/National Better Health Program, cited in McMurray 

1993). 

King (1994, p.  213) contends that health promotion encompasses the 

enablement and empowerment of people to gain mastery over their own 

health. She states health promotion is: 

organized and multidimensional. Health promotion 
involves many activities, including health education, 
maintenance and protection, community and 
environmental development, research and healthy public 
policy. Health promotion can be viewed as a means to an 
end: a distinct entity in health care to achieve 'health for all'. 
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Health promotion practice involves the nurse as a role model, educator, 

advocate, problem solver and facilitator with individuals and communities 

(King 1994). Maglacas (1986) endorses the empowerment role of nurses in 

health promotion, recommending the development of new nursing skills 

aimed at fostering client self-determination, and healthy behaviours. 

Nola Pender developed a health promotion model in nursing, beginning 

with her original model in 1982 and subsequent revisions in 1987 and 1996 

(Pender 1996). King (1994) describes Pender's work as the predominant 

health promotion model in nursing. Pender intends her framework to be 

used as a vehicle to explore the biopsychosocial processes that motivate 

individuals to engage in health promotion behaviours (Pender 1996). She 

describes a series of 'modifying factors' that influence a number of 

'cognitive-perceptual factors' inherent in individuals that affect their health 

promoting behaviours. King (1994) criticises Pender's model for its situating 

of the sociopolitical context as a modifier of the cognitive-perceptual factors. 

She asserts that Pender's view emphasises the relationship of the social 

environment to behaviour, neglecting the impact of said environment on 

health. King appeals for a health promotion model for nursing practice that 

incorporates a balance between individual and global health concerns. In 

Pender's 1996 edition, she does incorporate a chapter entitled 'Protecting 

and Promoting Health through Social and Environmental Change' (Pender 

1996, p.  279). She discusses the political, social and environmental structure 

as 'critical determinants of health' (Pender 1996, p.  279) and promotes the 

role of the nurse, in partnership with the community, to shape health and 

social policies to offer more incentives for prevention and health 

promotion. Pender maintains her focus on health promotion programmes 
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that address selected diseases and at risk populations, rather than 

broadening her scope to tackle the causes of social inequalities and health. I 

feel that her model's emphasis on self-care education and her frameworks 

for health assessment are geared to middle class clients, disenfranchising 

other groups. Pender does assert that changes in health behaviours must 

coincide with environmental changes or health promotion efforts will fail. 

Her prescribed nursing strategies are poorly outlined and bypass nursing's 

involvement with individuals, groups and communities to critique 

political structures and address the sociopolitical context of health. Pender's 

emphasis on individual motivation continues to equate health promotion 

to lifestyle changes, an approach that is tantamount to victim blaming. 

Community Development 

Community development is becoming an increasingly important 

component of community health nursing work (Chalmers & Bramadat 

1996; English 1995). Chalmers and Bramadat (1996) explain that despite the 

emerging recognition of the nurse's role in community development, it is 

sparsely represented in the literature. Community development is touted 

as a key strategy in community health nursing's promotion of healthy 

populations (RNABC 1992). Nursing defines community development in 

terms of its relationship with health, but it has its origins in rural 

development and planning in France in the 1870's (Chalmers & Bramadat 

1995). It is commonly acknowledged as a community process implemented 

in developing countries and traditional societies. English (1995) describes 

the basic themes of community development as goals geared to community 
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improvement, planned change processes and people empowerment. The 

Four Worlds Development Project, (cited in English 1995, p.  514) defines 

community development as: 

people taking charge of their own futures. It is people 
identifying commonly felt problems and needs and taking 
steps to resolve the problems and meet the needs. It is people 
struggling to make their community a better place to live out 
their lives than it ever was before. 

Chalmers and Bramadat (1996) recommend that nurses adopt an 

'empowerment model' which involves the establishment of partnerships 

with the community to affect change. Locality development, social action, 

and social planning are three models of community intervention described 

by Cox and Erlich (1974, cited in English 1995). They suggest that the locality 

development and social action models are the most applicable to nursing 

practice. English (1995) asserts that the community must invite the nurse to 

participate as a community member, leader, or consultant. There is a 

paucity of Australian nursing literature regarding the role of the CHN in 

community development. Mitchell and Wright (1992) tout community 

development as a legitimate component of PHC and present a 'Community 

Development Continuum', based on the work of a variety of health care 

workers employed in a community health centre. Components of the 

continuum include 'developmental casework, mutual support, issue 

identification and campaigns, participation and control of services and 

social movements' (Mitchell & Wright 1992, p. 255). Community 

development issues within Australian Aboriginal communities, from a 

non-nursing perspective, are discussed by Hollinsworth (1996). 
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Critical Theory 

The historical evolution of critical theory, as outlined by Carr and Kemmis 

(1986), contributes to an understanding of its meaning. Critical theory has 

its beginnings in the Frankfurt School of social scientists. Horkheimer, 

Adorno, Marcuse, critical social scientists from the Frankfurt School, were 

disturbed about the supremacy of the positivistic paradigm, with its 

reductionist answers to the nature of truth and its negation of elements of 

social life concerned with values judgments, and critical thinking about 

society. In order to reinstate earlier philosophical ideologies regarding social 

and human interests, they turned to the work of Aristotle and his concept 

of praxis. Aristotle contended that disciplines grounded in practice, like 

politics and education, were necessarily fraught with ambiguities and 

inconsistencies. Theories in these disciplines are based on praxis, or 

transformation through critical reflection on practice. The Aristotelian 

conception of practical theory as a means of fostering human character had 

been subjugated by empirical science, particularly with the rise of modern 

science near the turn of this century. The critical theorists' chief concern 

was the shift from a practical view of theory to a perspective of theory 

which technologises the access to practice. A dilemma transpired owing to 

the theorists' acknowledgement of the contributions of technical science 

and their allegiance to the concerns of praxis philosophy. According to Carr 

and Kemmis (1986), the task of finding a new metatheory that would 

incorporate both perspectives was addressed by Habermas who developed 

the notion of a critical social science. 
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Fay (1987) articulates the ambiguity between the terms critical theory and 

critical social science, explaining that critical theory can refer to both a neo-

Marxist theory of advanced capitalism attributed to the Frankfurt School, or 

it can be used in the metatheory context. Adding to the confusion, the term 

critical social theory is also evident in the literature. For example, Heslop 

(1997, p.  49) defines critical social theory as 'a body of work that derives from 

the Frankfurt school; a body of work grounded in the critique of dominant 

ideologies.' Fay (1987, p.  27) states 'A critical theory wants to explain a social 

order in such a way that it becomes itself the catalyst which leads to the 

transformation of this social order'. According to Street (1992a) a critical 

theory becomes a critical social science when the theory is combined with a 

plan of action to overcome oppressive situations in people's lives. 

Critical Social Science 

Fay (1987) suggests the use of the term critical social science when referring 

to a metatheoretical analysis of social science. He alludes to the criticism 

levelled at critical social theories as subjective, taking the moral high 

ground and coming from a preconceived notion of having all the answers. 

Fay (1987) contends that critical social theory can be scientific and rigorous, 

meriting the label of science. Habermas's contributions to the development 

of critical social science were discussed in the 'Habermas' section of this 

chapter. Fay (1987, p.  75) states 'the goal of critical social science is to affect 

the autonomy of the members of its audience so that their lives can become 

the direct, conscious expression of their own will'. Critical social science is 

based on the following criteria: a social system must be experiencing crisis; 
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this crisis is partly exacerbated by a lack of insight or 'false consciousness' on 

the part of the people involved; this false consciousness will respond to 

enlightenment; and the group, empowered by its own self-knowledge and 

understanding, will be emancipated (Fay 1987). Critical self-reflection and 

the ability to take action on that reflection is a key component of critical 

social science. Fay (1987) asserts that critical social science is interested in the 

notion of 'collective autonomy'. He defines collective autonomy as 'a group 

of people determining on the basis of rational reflection the sorts of policies 

and practices it will follow and acting in accordance with them' (Fay 1987, p. 

77). Collective autonomy underpins the community development model, 

previously discussed in this section. Perhaps one of the most compelling 

examples of critical social science in action, or a critical theory of education, 

is the work of the Brazilian educator Paulo Freire discussed in the previous 

section entitled 'Powerlessness'. He demonstrates his adherence to critical 

social science principles when he states: 

But men's activity consists of action and reflection: it is 
praxis; it is transformation of the world. And as praxis, it 
requires theory to illuminate it. Men's activity is theory and 
practice; it is reflection and action (Friere 1973, p.  119). 

Critical research is research based on the principles of critical social science. 

Cuba and Lincoln (1994, p.  109) contend that inquiry based on critical social 

science is 'value-determined', meaning there is an interactive process 

between researchers and participants that is influenced by the values of the 

researcher. The ontological position of critical inquiry is one of a reality that 

is shaped by political, social, ethnic, gender and other related factors, 

accepted as normal and immovable. The methodology is directed towards a 

disruption of the unquestioned acceptance of reality. Through 

consciousness-raising, the structures that might be changed and strategies to 
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affect the change are uncovered (Guba & Lincoln 1994). The moral 

imperative of critical inquiry is emancipation and social justice. 

Power, Powerlessness and Empowerment: A Summary 

Power, powerlessness and empowerment are tied together in a triad of 

mutual need. Just as dark cannot be experienced without light, and 

happiness without sadness, power depends on its corollary of 

powerlessness for its existence. Empowerment mediates between the two. 

The mutuality of these concepts is demonstrated throughout the 

relationships between cultures featured in this study. These include 

relationships between the Aboriginal client and nurse, nursing and 

medicine, and nurses and their organisational hierarchy. All of the 

foregoing perspectives on power and powerlessness are mutually exclusive 

partial perspectives in that they focus on selective aspects of power and 

powerlessness. For instance, Foucault politicises power and enables us to 

uncover the power relationships in which we are immersed and that 

mould our personal, social and work lives. However, Foucault's views on 

power can be somewhat ambiguous, do not offer solutions to address power 

differentials and ignore social factors such as race and gender. Habermas's 

conceptualisation of the theory and practice bond, realised through 

emancipatory knowledge, benefits the integration of CHNs work and PHC 

principles, and provides the underpinnings for the nursing profession's 

critical self-reflection and emancipation through practice and research. 

Habermas can be criticised for his emphasis on theory and his negligence 

regarding the explication of emancipatory strategies. Alternative models of 
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power provided by feminist authors such as Chinn, Wheeler and Hartsock 

allow us to view power in a new way that focusses on women's ways of 

knowing and being. These perspectives on power emphasise 

transformation and changes to the patriarchal status quo. The feminist 

models of power and the concept of empowerment share identities and 

have the most comfortable fit with nursing practice and knowledge. 

However, in generalising about male domination, feminists tend to reduce 

the complexities of power relationships. For example, they can neglect 

crucial factors such as race and class. Memmi's colonial view of 

powerlessness gives us a model that can be extrapolated to oppression in 

racial, gender and other power relationships. Freire's thoughts link 

powerlessness with a lack of critical awareness of one's circumstances and 

demonstrate the practical applicability of critical social science in the 

empowerment of oppressed people. The disparate perspectives presented by 

the above theorists merge and provide us with an holistic framework to 

understand the interplay of power, powerlessness and empowerment in 

this study. The multiple perspectives on empowerment provide us with a 

template to support our understanding of the nursing cultural views on 

empowerment as presented in this study. Of primary importance to the 

discussion of cultural perspectives is our shared understanding of the 

cultures featured in this thesis. 

In conclusion, this chapter featured a theoretical framework including 

philosophical perspectives on power and powerlessness, a 

conceptualisation of empowerment from nursing and allied literature, and 

a description of the cultures involved in this study. This framework 
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emerged as the study evolved, facilitating the organisation and 

interpretation of the study's findings. The next chapter explains the 

research method for this study and explores the power relationships 

between the borderland cultures of community health nursing, Aboriginal 

people, medicine, and the health care bureaucracy. 
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CHAPTER 3 

EXPLORING THE BORDERLANDS 

An understanding of the power relationships between cultures requires an 

exploration of the borderlands. The discovery process, in itself, has the 

potential for the abuse of power in the relationships between the researcher 

and participant and the researcher's interpretive relationship with the data. 

It will become apparent in this chapter that these possible power imbalances 

were addressed by the influence of empowerment as its mediating effects 

permeated the borderlands. My role of 'cultural explorer' was guided by the 

principles of self-development, control, reciprocity and collective action, 

framed in an empowerment model. I extrapolated the principles from the 

empowerment literature. Dudley (1992, p.  328) affirms the importance of 

the partnership between empowerment and research when she states: 

It is my conviction that any research must be significant in a 
broad social context, must contribute in some way towards 
the empowerment of self and others in the building of 
community. 

This study would not have been possible without the generosity of the 

nurse participants. Their willingness to give of their time and expertise and 

to share their stories has enriched our understanding of community health 

nursing practice. In recognition of their central role in this study I begin this 

chapter with a description of the nurse participants and the research 

processes associated with accessing these participants. 

ri-i 



The Participants 

Qualitative inquiry cultivates the most useful of all human 
capacities - the capacity to learn from others. 

(Patton 1990, Introduction) 

Registered nurses with backgrounds in Aboriginal health and community 

health were interviewed for this study. They worked in various 

community health centres, managerial and educational settings within the 

NT health care and educational systems. Respect for the confidentiality and 

anonymity of the participants prevents further detail regarding their 

workplace locations. I decided to follow the grounded theory method 

explained by Strauss and Corbin (1990) and incorporated their theoretical 

sampling process into my research procedure. Strauss and Corbin (1990) 

assert that the sample size, in grounded theory research, is determined by 

the need for data and ensuing analysis. Data collection proceeds using a 

strategy called theoretical sampling or sampling that occurs on the basis of 

concepts that have proven theoretical relevance to the emerging theory 

(Strauss & Corbin 1990). Glaser and Strauss (1967) and Strauss and Corbin 

(1990) state that sampling must continue until theoretical saturation of each 

category is reached. There is some inconsistency in the literature as to how 

theoretical saturation might translate into participant numbers. Neither 

Strauss and Corbin (1990) nor Glaser and Strauss (1967) refer to participant 

sample size. Chenitz and Swanson (1986) state the need for 20 to 30 

interviews to elicit major repetitive themes. Bowers (1988) explains that the 

sample size may be as small as five to six and McCracken (1988) suggests the 

interviewing of eight participants for most purposes. Wolcott (1994, p.  182) 



states that: 'increasing the number of cases serves only to reduce 

proportionately the attention that can be given to any one of them'. Despite 

the diverse viewpoints in the literature regarding participant numbers, the 

number of participants for my study was clearly revealed as the process of 

theoretical sampling unfolded. 

Twelve CHNs, including nine women and three men, were interviewed 

for this study. Flexibility regarding participant numbers was maintained 

throughout the research process considering Strauss and Corbin's (1990) 

recommendations regarding theoretical saturation. Spradley (1979) suggests 

that participants be thoroughly enculturated, involving at least one year 

full-time involvement in a cultural scene. Benner (1984) classified nurses' 

levels of expertise into five stages, from novice to expert. The novice and 

advanced beginner stages are typified by nurses who have been on a job in 

the same or similar capacity for one to two years. The nurses in this study 

ranged from the 'competent' stage, exemplified by the nurse who has been 

in the same or similar job situation for two to three years, to the expert 

stage, typified by the nurse with a wealth of background experience 

extending over a minimum of five years (Benner 1985). The nurses in this 

study had an average of 12.5 years of experience in community and 

Aboriginal health. The least amount of experience was 2.5 years and the 

maximum experience was 25 years. The average age of the participants was 

44 years. The ages ranged from 35 to 56 years. Four of the participants 

emigrated to Australia as adults. Of the remaining eight participants, seven 

were European-Australian and one was Aboriginal and Pacific Islander. 

Two of the participants were working in nursing education, had past 

experiences in Aboriginal and community health and their present work in 



education incorporated sociocultural issues in Aboriginal health and 

community health nursing. Two of the nurses were in nursing 

management positions in rural and remote nursing, with extensive past 

experiences in Aboriginal health. Two of the nurses were involved in staff 

development in rural and remote health and also had very strong 

backgrounds in Aboriginal community health. The six remaining 

participants were working in clinical practice, in community health centres 

in remote and rural NT, where the majority (50 to 100 per cent) of the 

clients were Aboriginal people. All of the nurse participants had diplomas 

in nursing and NT registration. Six of the nurses had bachelor degrees (five 

in nursing and one in science) and three were prepared at the Masters level 

with degrees in science, public health and administration. All of the nurses 

had at least one additional diploma or certificate in areas such as health 

promotion and PHC. 

The Nature of Feminist, Critical and Grounded Theory Researches 

Feminist Research 

The epistemological question of 'who can be a knower?' (Code 1991, p.  xi 

cited in Oleson 1994) is described as the fundamental motivational force 

behind feminist researches (Oleson 1994; Weedon 1987). It has been argued 

that science has had an androcentric bias in that social science analyses are 

based on the experiences of men (Wajcman 1991; Harding 1987; Acker et al. 

1983; Gilligan 1982). Feminist critics of traditional medical knowledge 

contend that it is distinctly masculine in origin. They describe the 
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centralising theme of dichotomising scientific thought, for example, mind 

versus body, as evidence of these patriarchal origins and values (Wajcman 

1991). Feminist research seeks to give voice to women's experiences, 

claiming the legitimacy of these experiences as sources of knowledge 

(Campbell & Bunting 1991). In other words, women can be knowers. Webb 

(1993) refers to the variety of 'paradoxes and dilemmas' facing feminist 

researchers. For McCormack (1981, cited in Webb 1993, p.  416), feminist 

research involves 'a set of principles of inquiry; a feminist philosophy of 

science'. Stacey (1988) claims that there is no agreed upon set of feminist 

research principles and Powell (1996, p.  5) contends that 'feminist 

perspectives' advocate 'simply being sensitised to the pitfalls of masculinist 

methods'. Webb (1993) cites Bernhard's eight criteria for feminist research 

in an attempt to contribute to a definition of feminist research. The 

feminist perspective of this study acknowledges the applicability of feminist 

research methodologies in nursing (Thorne & Hayes 1997; Campbell & 

Bunting 1991), and my personal feminist beliefs and values. The following 

discussion of Bernhard's (1984, cited in Webb 1993) criteria places this study 

within the feminist paradigm. First, the researcher is female. Second, a 

feminist methodology, incorporating egalitarian relationships and a 

concern for values, is utilised. This criterion is met and will be discussed in 

full in the next section. Third, the research will benefit its participants. I feel 

that the exploration of power relationships with the nurses provided them 

and me with an opportunity for reflection and consciousness-raising, 

representing a preliminary step in the implementation of a critical nursing 

praxis. The exploration of power issues is linked with emancipatory praxis 

(McCormick & Roussy 1997) and its associated benefits to nurses and their 

clients. Fourth, the study focusses on the experiences of women. This study 
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targeted the experiences of female and male nurses but the recognised link 

between feminism and the predominantly female profession of nursing 

supports the feminist perspective of this study. The fifth criterion requires 

that the study is about women. This criterion is not met, but the concerns 

raised regarding unequal power relationships, patriarchal structures and 

hegemony are issues that are shared by women and other marginalised and 

oppressed groups. Sixth, the words 'feminism' and 'feminist' are used. 

Seventh, feminist literature is cited; and eighth, nonsexist language is used 

throughout the research report. Campbell and Bunting refer to Nieburgge-

Brantley's (1988, cited in Campbell & Bunting 1991) characteristics of the 

feminist approach which includes the mandate of feminist research to 

critique and promote activism to improve the 'lot of women and all 

persons'. It is on this point of emancipatory intent that feminist and critical 

theories converge forming a partnership that has direct relevance to this 

study. 

Critical Theory 

Although both critical and feminist theories are emancipatory in intent, 

critical theory does not acknowledge the gender/knowledge epistemological 

issue. To reiterate Fay's (1987, p.  27) definition of critical theory as presented 

in Chapter 2: 'A critical theory wants to explain a social order in such a way 

that it becomes itself the catalyst which leads to the transformation of this 

social order'. Critical theory epistemology maintains that past experiences 

and culture influence perceptions and that truth or evidence are always 

constructed within the context of social structures (Campbell & Bunting 
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1991). Campbell and Bunting (1991) contend that it is more significant to 

understand societal structures in critical theory than the personal meanings 

of individuals. The critical theory emphasis on the societal context supports 

a promotion of its partnership with the feminist approach and its valuing 

of individual experiences. This symbiotic relationship is used to advantage 

in this study. Language, communication processes, and societal structures 

mould personal meanings, often warping and confining them. The goal of 

critical theory is to free the individual's perceptions from environmental 

constraints through consciousness-raising. Critical theory provides this 

study with a holistic framework that includes the social, political and 

economic context of nursing practice. The broad contextual scope of critical 

theory coincides with nursing's holistic perspective (Stevens 1989). Critical 

theory was a lens through which the power relationships inherent in the 

nurses' work came into focus, including their community development 

work with Aboriginal clients. Although participatory action research is 

deemed the critical research ideal (Carr & Kemmis 1986), Smith (1993, p.  84) 

describes critical research in terms of its empowerment potential, one form 

being 'political consciousness-raising'. The following integration of Smith's 

views places this study within the domain of critical research. According to 

Smith (1993), empowerment conceived as political consciousness-raising is 

attained in critical research studies which first, gather the participant's 

perceptions of reality. The views of 12 CHNs were collected for this study. 

Furthermore, the participants perceptions were interpreted using critical 

tools such as resituating the participant perspectives in the sociocultural 

context or race, class and gender relations. This study's holistic view of the 

social, economic and political environment and emphasis on culture and 

power satisfies this criterion. Third, the reinterpretations are reported back 



to the participants. The participants were invited to be involved in the 

reinterpretation process. This study reflects Smith's (1993, p.  84) description 

of critical research that has 'critical, non-participatory and non-

interventionist' characteristics and contains this study's empowerment 

potentials in the form of 'political consciousness-raising' 

Grounded Theory 

Glaser and Strauss (1967) describe grounded theory as a discovery of theory 

from data that is systematically obtained from social research. The authors 

assert that this qualitative research method provides researchers with 

relevant prediction, explanations, interpretations and applications in the 

realm of social research. Benoliel (1996), Streubert and Carpenter (1995), 

Morse (1991b), Bowers (1988), Chenitz and Swanson (1986) and Stern (1980), 

are some examples of nurse scholars that attest to the use of grounded 

theory method and its applicability to nursing as a practice profession. 

Strauss and Corbin (1990) promote the use of grounded theory by many 

disciplines, explaining that within disciplines perspectives will differ but 

the outcomes will be the development of theory useful to that discipline. 

According to Bowers (1988), grounded theory studies can be used to 

generate or extend theory, sometimes both simultaneously. She explains 

that studies that generate theory are often used to investigate areas that are 

lacking in research as well as areas where existing research does not 

adequately reflect the subjects' perspectives. The comfortable relationship of 

the grounded theory approach with nursing research prompted my use of 

grounded theory in this study. The need for exploratory studies to 



ro'& 

contribute to an understanding of CHN perspectives provided me with a 

further rationale for my use of the grounded theory method. This method 

is best summarised by Strauss and Corbin (1990, p.  23): 

A grounded theory is one that is inductively derived from 
the study of the phenomenon it represents. That, it is 
discovered, developed, and provisionally verified through 
systematic data collection, and analysis of data pertaining to 
that phenomenon. Therefore, data collection, analysis and 
theory stand in reciprocal relationship with each other. One 
does not begin with a theory, then prove it. Rather, one 
begins with an area of study and what is relevant to that area 
is allowed to emerge. 

An examination of the epistemological assumptions of grounded theory 

necessitates a brief overview of the method's evolution over the past 30 

years. Charmaz (1989, cited in Annells 1996a) emphasises the requirement 

to consider the epistemological position of the method. Grounded theory 

has been divided into two major modes, the classic mode or the pioneering 

work done on the concept by Glaser and Strauss in 1967, and the more 

recent reformulation of the original work done by Strauss and Corbin in 

1990 (Annells 1996c). Annells (1996c) refers to the postpositivist orientation 

of the classic form of grounded theory where the method and researcher are 

independent of each other, indicating the tendency of the method to 

affiliate with an objectivist stance. The postpositivist paradigm holds 

objectivity as the epistemological ideal but supports a modification of the 

dualist view of positivism (Lincoln & Guba 1985, cited in Annells 1996c). 

The more recent version of grounded theory has moved toward a 

'subjectivist and transactional' epistemology (Annells 1996b, p.  387). This 

current trend is evidenced by Strauss and Corbin's (1990) inclusion of the 

researcher's personal and professional experiences as resources for the 

analysis of data. Glaser and Strauss's original grounded theory mode has its 
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roots in the sociological tradition of symbolic interactionism (Benoliel 

1996). Herbert Blumer (1969) is acknowledged as a major contributor to the 

symbolic interaction theory. Jacob (1987, P.  27) states: 

Symbolic interactionists assume that individuals' 
experiences are mediated by their own interpretations of 
experience. These interpretations are created by individuals 
through interaction with others and used by individuals to 
achieve specific goals. 

Accordingly, the actions of individuals must be understood within the 

context of their social circumstances (Hutchinson 1993). This emphasis on 

the contextual component of individual action highlights the role of 

participant observation in research studies rooted in symbolic 

interactionism (Hutchinson 1993; Baker et al. 1992). In order to understand 

behaviour symbolic interactionists are interested in describing the processes 

of behaviour (Blumer 1969). According to Jacob (1987), Blumer placed 

symbolic interactionism in the positivist paradigm, arguing that theory 

must be developed from empirical reality. Symbolic interactionism has 

been criticised for its lack of conceptual clarity (Meltzer et al. 1980). Further 

criticism has been levelled at the symbolic interactionist approach because 

of its concentration on the individual in society and neglect of the 

connection between individual perspectives, collective action and society 

(Annells 1996c; Lowenberg 1993). It is asserted that symbolic interactionism 

distorts social phenomena by ignoring such influences as institutions, 

moral structures and social struggles (Annells 1996c). The Strauss and 

Corbin version of grounded theory deviates from the traditional symbolic 

interactionist foundations through their application of a 'conditional 

matrix' to data analysis (Annells 1996c). The conditional matrix provides a 

framework to incorporate social, political, economic and cultural issues at 



group, organisational community, national and international levels 

(Strauss & Corbin 1990). I have chosen to use the Strauss and Corbin mode 

of grounded theory for a number of reasons. Annells (1996c) asserts that the 

method of inquiry must have philosophical congruence with the 

researcher. I am committed to the epistemological view of the researcher as 

an active participant in the research process. The introduction of the 

conditional matrix is in line with the broader context of this study that 

incorporates the social, cultural, economic and organisational impacts on 

the CHNs' work. The evolution of the grounded theory method has 

resulted in a difference of opinion between the cofounders of Glaser and 

Strauss (Stern 1994). Glaser expresses disagreement with Strauss and 

Corbin's (1990) book contending that it places an overemphasis on 

technique. In other words, it is a case of the 'technical tail wagging the 

theoretical dog' (Melia 1996, p.  376). He asserts that their approach is not 

grounded theory in that the theory is not allowed to emerge from the data 

but is forced into a preconceived framework. Glaser labels the Strauss and 

Corbin mode as 'full conceptual description' rather than grounded theory 

(Melia 1996). I found the Strauss and Corbin method useful, partly due to its 

comprehensive descriptions of technique. Strauss and Corbin (1990, p.  116) 

are adamant that true grounded theory must contain a core category or 

'central phenomenon around which all the other categories are integrated'. 

The lack of a pivotal central concept deems a study's focus as 'theme 

analysis or concept development' (Strauss & Corbin 1990, p.  115). The 

exploratory nature of this study uncovered a number of key areas that 

provide an holistic perspective of community health nursing issues. Two 

major themes of power and culture emerged from the data but the broad 

nature of these concepts, as reflected by the broad categories discussed by the 



nurses, defied the evolution of a tightly focussed theory. Therefore this 

study is a descriptive account based on grounded theory method. This 

modification is in keeping with the contention of Kools et al. (1996) and 
Robrecht (1995) that grounded theory method is evolving and Atkinson's 

(1995, p.  123) warning that the goals of research will not be served by a 

'slavish adherence to paradigms'. 

In summary, this study combines feminist and critical theory perspectives 

with a form of grounded theory method. The concept of empowerment 

embraces these three constructs and the resulting combination forms an 

empowerment model that guides the research process in this study. 

An Empowerment Research Model 

Referring to the prominent empowerment themes that emerged from the 

literature, I have chosen self-development, control, reciprocity and 

collective action as the framework for this empowerment research model. 

Self-development 

Research processes which empower people in the domain of self-

development focus on the enhancement of the individual's sense of self-

worth and self-awareness. These empowering outcomes are realised in 

research activities that are based on feminist principles. A feminist 
perspective values the centrality and activity of the subject in the research 
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process (Oleson 1994; Acker et cii. 1983). Individuals' experiences are 

acknowledged as the basis of knowledge and women are appreciated as 

creators of knowledge (Wuest 1995; Stacey 1988). The emancipatory goal of 

feminist research points to a process of self-development that is integral to 

the attainment of such a goal. 

Critical perspectives harbour the goal of emancipation and value the 

context of the individual's experiences (Wuest 1995; Campbell & Bunting 

1991). The pivotal role of self-reflection in critical research empowers 

individuals by promoting their personal development, and social growth 

(Pay 1987). 

The empowerment potential of grounded theory is evident in its focus on 

the individual's perception of particular social phenomena. 

Acknowledgment of the individual's views as the essence of the research 

process recognises the value of each person's contributions, lending support 

to the enhancement of self-worth and self-development. The use of the 

participants' verbatim reports in the research report further demonstrates 

the empowerment potential of grounded theory through the promotion of 

the participants' personal expressions of understanding. 

When Rabbit said "Honey or condensed milk with your 
bread?" he [Pooh] was so excited that he said "Both", and 
then, so as not to seem greedy, he added, "But don't bother 
about the bread please". 

(Mime 1926, p.  42) 

Pooh's omission serves as a reminder that the 'bread' of this study is the 

nurse participants' perceptions. According to Minichiello et cii. (1995), the 



participants' perceptions of situations are the paramount focus of 

qualitative research projects. Smith (1993) contends that a research design 

that supports participants' reflections on their perceptions and 

understandings serves to enhance the participants' self-esteem. There was 

no question in my mind when I embarked on this study that the nurses' 

views were the linchpin but I needed to understand the relationship 

between truth and perception in order to fully appreciate the centrality and 

activity of the subject in the research process. The roots related to this 

ontological question, regarding the nature of truth and its relationship to 

perception, reach back to the philosophical differences between the 

quantitative and qualitative approaches to research. Contrary to the 

preference of quantitative research for concrete realities and objectification, 

qualitative research supports the notion that reality is situated in people's 

perspectives (Munhall & Boyd 1993). How does the researcher know that 

the participant is telling the truth and whether the participants' perceptions 

are valid? In the context of the qualitative paradigm this question is 

inappropriate. It infers the existence of someone who has the power to 

define what truth is in the worldview of the participant (Minichiello et al. 

1995). Minichiello et al. (1995) assert that the qualitative researcher's 

primary concern is exploring truth as the participant sees it, not finding out 

the 'real' truth. Streubert and Carpenter (1995) contend that truth is difficult 

to define and explain that without a universal commitment to a common 

belief system all truth and reality are based on personal perception. 

Fetterman (1989, p.  15) elucidates the link between perception and truth in a 

practical sense when he states: 'people act on their individual perceptions 

and those actions have real consequences -thus the subjective reality each 

individual sees is no less real than an objectively defined and measured 
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reality'. Weedon (1987, P.  64) sums up my position on the issue when she 

contends : 'for humanist feminists different realities exist for different 

individuals, all of which are valid'. 

Control 

A sense of control or mastery over circumstances that impact on an 

individual's life, is integral to an empowerment model. I attempted to 

promote the idea of participant control throughout the research process. In 

order to gain access to the group of participants the researcher must first 

gain access to the organisation. A feminist perspective implies an 

awareness of the inherently powerful position of the researcher in 

relationships with the researched (Thorne & Hayes 1997). Spradley (1979) 

suggests that the role of the researcher should be comparable to that of a 

student. I feel that a teacher/learner model implies a partnership in 

learning between the agency, participants and researcher - a sharing of 

power that supports an empowerment model for the research process. Field 

and Morse (1991b) and Leininger (1985) remind researchers entering the 

field of their responsibility to minimise intrusion. I approached the service 

agency mindful that the locus of control remains with the agency and 

participants and aware of the potential for the research process to be 

intrusive. My process of accessing the organisation and participants 

reflected an awareness of power relationships and was based on 

empowerment principles. I was unfamiliar with the health care system, 

organisations and networks within the NT having moved here to complete 

my studies at the Northern Territory University (NTU). My research 



supervisor provided me with information regarding the THS (the 

government employer of CHNs in the NT) and the name of the head 

administrator or Secretary. I wrote a letter to the Secretary seeking 

permission to interview CHN employees of the THS. Enclosed in the 

correspondence was a study description (Appendix A) and my offer to meet 

with the Secretary to discuss the study. I received a response from the 

Secretary indicating the agency's support for the research and an 

acknowledgment of the importance of the study to the work of the 

organisation. The Secretary suggested that I contact the Principal Nurse 

Consultant for the NT for contact names. I met with her, discussed the 

plans for the study and left copies of the study description for her perusal 

and possible distribution to interested potential participants. At a second 

meeting I was given the names of THS Directors of Nursing who, in turn, 

provided me with some names of potential participants. My initial contact 

with potential nurse participants was by letter. Included in this 

correspondence was a brief summary of my personal history, a study 

description, a participant information sheet (Appendix B) and indication 

that I would be contacting the nurses by telephone within two weeks time 

to determine their response to my request. My initial contacts were by letter 

because I wanted to give the potential participants an opportunity to digest 

the information and formulate their response prior to my contact. I hoped 

that sharing some of my background would personalise my approach and 

indicate the interpersonal nature of the potential research partnership. The 

participants were invited to choose the time, date and venue of our 

interview. 



Reciprocity 

Reciprocity in an empowerment research model is enacted in dialogue, in 

egalitarian relationships between the researcher and participants and the 

researcher's interaction with the data. The use of interviews is the principal 

means by which qualitative researchers achieve the active involvement of 

the study participants in the construction of data (Minichiello et cii. 1995; 

McCracken 1988). McCracken (1988, p.  9) endorses the importance of this 

human to human encounter when he states: 

The long interview is one of the most powerful methods in 
the qualitative armory. For certain descriptive and analytic 
purposes no instrument of inquiry is more revealing. The 
method can take us into the mental world of the individual, 
to glimpse the categories and logic by which he or she sees 
the world. It can also take us into the life world of the 
individual, to see the content and pattern of daily experience. 
The long interview gives us the opportunity to step into the 
mind of another person, to see and experience the world as 
they do themselves. 

Minichiello et cii. (1995) describe a continuum model for the interview 

ranging from the structured interview on one end to the unstructured 

interview on the opposite pole. A structured interview is one in which a 

questionnaire is formulated prior to the interview and the researcher 

rigidly adheres to the questionnaire content throughout the interview 

process. In an unstructured interview the researcher and participant 

interact freely without the imposed structure of preformulated questions. 

The semi-structured interview comes mid-point in the continuum and is 

typified by the researcher's use of the broad topic of interest to guide an in 

depth discussion between the researcher and participant (Minichiello 1995). 

Feminist researchers most frequently use the semi-structured interview as 



their data collection method (Stacey 1988; Acker et al. 1983). Charmaz (1986), 

a U. S. gerontologist, contends that women in western society have 

inherent open-ended interviewing skills since they are socialised to ask 

about people's feelings and emotions. Charmaz contends that the 

interviewing process draws on traditional feminine qualities including 

openness, receptivity, and sensitivity. These sentiments articulate the 

feminist approach to the interview and highlight the feminists' critique 

regarding the traditional hierarchical relationship between researcher and 

participants. The egalitarian principles underpinning feminist interview 

methods situate the feminist interview within an empowerment model. 

Webb (1993, p.  419) explains that power inequalities exist in any type of 

research because the researcher uses the participants' words and they 

become 'objectified as an interview transcript'. The use of 'member checks' 

(Lincoln & Guba 1985) is a research procedure used by feminist researchers 

to prevent abuses of power that can occur throughout the data analysis and 

interpretation phases of the research. According to Mishler (1983, cited in 

Thorne & Hayes 1997), member checks can range from simply extending 

transcripts of the interviews to the participants to inviting them to 

interpret their contributions. I describe my member check method later in 

this chapter. 

Stevens (1989, p.  65) asserts that: 'reciprocal interaction is a cornerstone of 

critical social theory and research'. An environment that fosters open and 

unrestricted discussion supports the emancipatory aims of critical research. 

Carr and Kemmis (1986) equate critical dialogue with professional 

competence in the teaching profession. Their views on the importance of 

the contribution of critical discussion to an understanding of the political 



and social structures that impact on education's aims and practices could be 

extrapolated to the nursing profession. Dialogue in the critical research 

process has its roots in the communicative action theory of Habermas 

(1987). It is through language that power relationships are maintained but 

the emancipatory interest questions assumptions through self-reflection 

and dialogue (Wilson-Thomas 1995). The critical research ideal of action 

research addresses potential power inequalities in the data analysis process 

through the involvement of the researcher and participants in all phases of 

the research process. The emphasis is on practical judgment and action by 

individuals and groups as agents of change (Carr & Kemmis 1986). 

The creation of knowledge from the the multiple perspectives of the 

research participants in the grounded theory method is dependent upon 

the reciprocal interaction between the research and participant. Hutchinson 

(1993) and Strauss and Corbin (1990) emphasise the important role of the 

interview in the grounded theory method explaining that it gives the 

researcher the opportunity to understand issues from the perspective of the 

participant. The researcher's capacity for empathy, warmth and acceptance 

are essential ingredients for the success of a grounded theory project 

(Hutchinson 1993; Chenitz & Swanson 1986). Wuest (1995) cautions 

grounded theory and feminist researchers regarding the potential for 

genuineness and self-disclosure to evolve into manipulation. Hutchinson 

(1993) explains that formal, semi-structured interviews are fundamental to 

the grounded theory method and in some instances may be the only data 

source. Data analysis within the grounded theory method places the 

researcher in a powerful position. Strauss and Corbin (1990, p.  22) state: 

Building theory, by its very nature, implies interpreting data, 
for the data must be conceptualized and the concepts related 
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to form a theoretical rendition of reality (a reality that carmot 
actually be known, but is always interpreted). 

Analysing data is tantamount to making interpretations. In the grounded 

theory process the subjectivity of the researcher is perceived as integral to 

the development of theory. The researcher's personal and professional 

background are resources that contribute to the analysis process by 

enhancing theoretical sensitivity (Strauss & Corbin 1990). Annells (1996b) 

contends that the research process is enhanced by subjectivity because the 

theory is a product of the relationship, or reciprocity, between the 

researcher and the data. Member checks, as described previously in this 

section, are a method that could be utilised in grounded theory to equalise 

the power relationship between the researcher and the data and enhance 

the empowerment potential of the grounded theory method. Wuest (1995) 

asserts the data analysis process in grounded theory could be made more 

collaborative by inviting participants to become involved in interpretation 

in an individual capacity and through focus groups. I elaborate on my 

attempt to form a focus group in an upcoming section. 

My use of an empowerment research model and the model component of 

reciprocity brought the issue of researcher bias to the forefront. My concerns 

were piqued regarding my ability to retain an open, non-judgmental 

approach to the participants' values and beliefs during both the data 

collection and analysis stages. Hutchinson (1993) describes grounded theory 

as based on interpersonal interaction, necessitating self-awareness of 

personal values and beliefs on the part of the researcher, and refers to a 

'bracketing' of values. Streubert and Carpenter (1995) also recommend 

bracketing, describing it as a process whereby researchers explicate and then 
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put aside their values and beliefs prior to the study, repeating the process 

throughout data collection and analysis. I found it extremely difficult to 

'put aside' my beliefs and values. I interpret bracketing as a mechanistic 

concept, implying that we can separate our belief systems from who we are. 

Merton et al. (1957, cited in McCracken 1988, p.  32) state: 'the investigator 

must inventory and examine the associations incidents and assumptions 

that surround the topic in his or her mind'. I wholeheartedly concur with 

the concept of introspection but take issue with the notion of isolating my 

values and beliefs. McCracken (1988) suggests that the diverse aspects of self 

become a bundle of templates to be held up against the data. I found this 

metaphor helpful in heightening my sensitivity regarding the parallels 

between my assumptions and those of the participants. Journalling of my 

feelings and thoughts throughout the data collection and analysis phases 

greatly enhanced my self-examination. 

My reflections upon reciprocity within the research interview prompted 

me to question the degree of 'give and take' that was appropriate between 

the participants and me. Ann Oakley (1981) discusses the difficulties she 

encountered in maintaining the scientifically accepted objective approach 

in the interviews for her research. Her recommendation of a collaborative 

interview model that includes researcher self-disclosure and engagement 

proved to be a turning point in interview approaches (Webb 1993). Oakley 

asked questions of the participants and in turn they asked questions of her. 

She maintains that feminist interviewers should be committed to forming 

a relationship with the interviewees. She formed trusting relationships 

with the participants in her study and these relationships evolved into 

friendships (Oakley 1981). Ribbens (1989, cited in Webb 1993) questioned the 
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reciprocal nature of Oakley's interactions since most of the information that 

Oakley shared was informative and not personal. It is suggested that a 

researcher's input might impede the interviewee's thought processes and 

be unacceptable to the interviewee since it deviates from the interviewee's 

expected behaviour of the researcher (Ribbens 1989, cited in Webb 1993). 

Ribbens concludes that the researcher plays a more powerful role within 

the interview process than the participant and this power imbalance is 

inevitable. I embarked upon the interview process for this study 

recognising the potential for power inequalities within the interview. 

'Knowledge is power' and I felt that the participants' knowledge constituted 

the foundation of this study. Therefore, the interviews involved a sharing 

of power between me and the participants. My ability to establish 

relationships with the participants was hindered by the difficulties 

encountered in accessing participants in such a wide geographical spread 

and the time constraints involved in meeting with nurses during their 

work time. The interviews lasted from one to three hours, averaging two 

hours in length and occurred on a one time basis. Hutchinson and Wilson 

(1994) explain that interviews usually last from one to two hours and may 

occur on a one time basis or repeatedly. They explain that the long term 

interviews are more prone to fostering closer personal relationships. I 

attempted to establish rapport through my initial written correspondence 

and telephone conversations with the participants. Upon meeting with the 

participants for the interview I built in time to chat and establish rapport 

prior to the commencement of the interview. I felt that the interviews had 

a conversational quality but were definitely one-sided in that the 

participants' views dominated the process. I occasionally interjected some 

personal anecdotes and thoughts, but for the most part I felt that we lapsed 



into a comfortable exchange that focussed on the participants' perspectives 

and understandings. Munhall and Boyd (1993) contend that nurses have 

clinical interviewing skills that readily translate into research interviews 

and I hypothesise that both the participants' and my nursing experiences 

expedited the interview process. 

My interview process was based on the 'guided interview' model as 

described by Field and Morse (1985), where information is required about a 

topic but answers cannot be anticipated. This model exemplifies an 

empowerment approach in allowing freedom for the participant to respond 

and provide details that contribute to the descriptions. The grounded 

theorist begins the interviewing process with more general questions and 

advances to more specific, focussed questions (Hutchinson & Wilson 1994). 

I began the interview process with broad questions and taking cues from 

the participants regarding important subject matter, we explored these areas 

together. Minichiello et al. (1995) suggest the use of an interview guide 

developed around a list of topics without fixed wording or topic order. This 

process 'provides a more valid explication of the informants' perception of 

reality' (Minichiello et al. 1995, p.  65). McCracken (1988, p.  39) suggests that: 

'the interviewer must relinquish certain of his or her anxieties to the 

questionnaire'. I now present the question guide that I used for each 

interview. I have included my rationale for each question. 
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The Interview: Questions and Rationale 

preface 

The interview process commenced with a few minutes of friendly 

conversation. McCracken (1988, p.  9) refers to this phase as 'a few moments 

of idle chatter'. 

Taylor and Bogdan (1989, cited in Minichiello et al. 1995), McCracken (1988), 

and Spradley (1979) emphasise the importance of setting the tone of the 

relationship with the participant prior to the commencement of the 

interview. Anxiety is experienced by both the researcher and participant 

(Spradley 1979). This prelude to the interview was an opportune time for 

the participant and me to become acquainted. Oakley (1981) tackles the 

interviewing process from a feminist perspective, warning against the 

propensity for the interviewer to promote participant passivity. During this 

time the groundwork was established for reciprocal exchange between the 

participant and me. 

introduction 

According to Chenitz and Swanson (1986), the more formal introductory 

aspect of the interview includes discussion regarding the sponsorship of the 

interviewer, purpose of the study, and maintenance of confidentiality. At 

this point the participant and I reviewed the 'Participant Information' 

(Appendix B). Spradley (1979) reminds the researcher to describe the 
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purpose of the interview in a non-authoritarian way, explaining that this 

segment of the interview process requires the researcher to have increased 

control over the proceedings. Chenitz and Swanson (1986) and Spradley 

(1979) suggest that the researcher adopt the role of student, maintaining an 

openness to learning from the participant. I indicated my willingness to 

learn to the participants. I reassured the participants that there were no 

right or wrong answers and reminded them of their right of refusal to 

answer any question. I explained the use of the question guide to the 

participants. Taping of the interviews was discussed and the participants' 

compliance with this method of data gathering was ascertained. The 

'Consent Form' (Appendix C) was presented to the participant. 

Conscientious explanations regarding the interview process as well as 

acknowledgment of the expert role of the participant fosters a trusting 

foundation for the evolving participant/researcher relationship. 

questions 

The interview process was framed by the following four questions. I have 

also included the rationale for each question. 

I am interested to hear about your community nursing work. Could you 

tell me about a typical day? 

I MORieiERN TERRFIIJRY U ?tiil HWMIANY 
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How would you sum up your feelings about your work at the end of a 

typical day? 

These are a 'warm up' questions as suggested by Chenitz and Swanson 

(1986). Patton (1990) labels this type of question as an 'experience question' 

and contends that its non-controversial tone promotes descriptive talk. The 

second part of the question encourages participants to express their feelings. 

Patton (1990) maintains that introducing a 'feeling question' at the 

commencement of the interview establishes the important link between 

feelings and experiences. This first question constitutes the initiation of 

'funnelling', a process described by Minichiello et al. (1995), to start the 

participant thinking about the research in broad terms. Questions of 

increasing specificity follow, allowing increased focus on the topic 

(Minichiello et al. 1995; Chenitz & Swanson 1986; Hammersley & Atkinson 

1983). Chenitz and Swanson (1986) explain the anxiety decreasing effect that 

'funnelling' has on the participant. Spradley (1979) labels this type of broad 

introductory question as 'grand tour'. 

I would like to start by asking you a very general question about the term 

empowerment so you can feel free to say anything that comes to mind. 

What does the word empowerment conjure up for you? 

This question is introduced by a statement that lets the participant know 

what is going to be asked before the question is posed. Patton (1990) refers to 

this announcement as a 'prefatory statement' which serves to focus the 

participant's attention. This strategy also gives participants a few seconds to 

organise their thoughts (Patton 1990). 1 hoped to explore nurses' ideas about 



the meaning of empowerment. I felt that framing a question about the 

nature of empowerment in a broad way would encourage a free flow of 

ideas and be less threatening than a request for a definition of the term 

empowerment. 

The primary aim of this research study is to explore nurses' ideas about 

empowerment in their work with Aboriginal people. 'This next question is 

purposefully vague so you can respond in any way that makes sense to you 

'(Patton 1990, p.  323). What are your thoughts about the links between 

empowerment and nurses' work with Aboriginal clients? 

This question is also introduced by a 'prefatory statement', serving a similar 

purpose as described in the rationale for the second question. An 'attention-

getting' preface, as described by Patton (1990) is used in this research 

question. This strategy involves commenting on the question before it is 

asked. Drawing the participants' attention to the vague nature of the 

question promoted a full range of thoughts and ideas from the participants. 

The introduction of more focussed topics as the participants' use of 

empowerment in their work, and their thoughts regarding barriers to 

empowerment's implementation presupposes that the participants use 

empowering strategies in their work with Aboriginal clients. Participants 

could perceive the insertion of the aforementioned topics into the 

interview as indicative of a researcher bias toward the use of empowerment 

in nurses' work, resulting in the creation of a judgmental context for the 

interview. A probe is an interview technique used to add depth to a 

participant's response (Patton 1990; McCracken 1988). A probe that I 

frequently used was: 'Could you tell me more about ... ?' Minichiello et al. 



(1995) suggest the interviewer prompt the participant to 'tell a story' when 

clarification of interview content is needed. Spradley (1979) refers to 

'example' type questions, stating that they often lead to very interesting 

stories. Probing and the use of examples or story-telling questions were 

techniques used by me to elicit rich descriptions in an effort to fulfil the 

study's aims. 

conclusion 

Upon completing the interview I asked the participants if there was 

anything else that they wanted to add. I requested them to complete the 

'Participant Data' sheet (Appendix D), with the proviso that they only fill in 

the data that they were comfortable sharing with me. The interview 

concluded with my expression of gratitude for the participants' valuable 

contributions and an opening for the possibility of further contact, possibly 

by phone. 

Patton (1990) and Chenitz and Swanson (1986) suggest asking the 

participants if they have any questions upon concluding the interview. 

Patton (1990) describes demographic questions as boring and if introduced at 

the beginning of the interview they create an atmosphere that condones 

short responses. Socio demographic inquiries should be saved for the end of 

the interview when interviewer/participant rapport has been established 

(Patton 1990; Chenitz & Swanson 1986). My adherence to an empowerment 

model of research was exemplified by my suggestion that the participants 

omit any demographic questions that they found intrusive. 
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Data Analysis 

My reciprocal interaction with the data resulted in analysis and 

interpretations that were based on fundamental grounded theory 

techniques described by Annells (1996c, p.  178) including: theoretical 

sampling, constant comparison data analysis, theoretical sensitivity, memo 

writing, and theoretical saturation. These techniques are included in 

Annells' (1996c) list of essential ingredients of a grounded theory study. 

Benoliel (1996) asserts that multiple sources of data, not only the interview, 

are required for grounded theory method. I did use a number of current 

and relevant documents and reports as data contributors. Strauss and 

Corbin (1990, p.  48) support the use of 'technical literature' as secondary 

sources of data. 

Theoretical sampling is 'sampling on the basis of concepts that have proven 

theoretical relevance to the evolving theory' (Strauss & Corbin 1990, p.  176). 

This mode of sampling means that the selection of participants and the data 

analysis occur simultaneously. As the theoretical concepts emerge from the 

data, participants are chosen in consideration of their experience and 

knowledge pertaining to the concepts. Strauss and Corbin (1990, p.  186) 

describe some of the challenges associated with theoretical sampling when 

they explain: 'realistically you may have to sample on the basis of those that 

you have access to or happen upon'. I would describe my sampling process 

as loosely based on the principles of theoretical sampling having 

encountered some of the access challenges alluded to by Strauss and Corbin. 

Nominated, networking and snowballing techniques (Brink & Wood 1988; 

Taylor & Bogdan 1984; Bogdan & Biklen 1982, cited in Morse 1991b) were 



111 

used to access participants who would facilitate the theoretical sampling 

process. 

My initial participants had broad backgrounds in nursing education and 

community health. These two nurses provided me with the opportunity to 

pilot my interviewing process. They also contributed a broad base of 

knowledge and experience relevant to the study. Daily reading, rereading 

and questioning of my data commenced with the first interviews. These 

interviews provided me with multiple concepts with which to commence 

open coding. Open coding involves closely scrutinising the data and 

breaking it down into parts (Strauss & Corbin 1990). I examined the data 

sentence by sentence, identified the individual phenomenon, grouped it 

into concepts and then broader categories. For example, the first two 

participants discussed nurses' increasing dependence on the medical 

profession and the rigid hierarchical structure of hospital work. I placed 

these concepts under the subcategory of 'disempowerment of nurses' (a 

label that the participants used). After the analysis of their interviews, I 

interviewed two nurses with a combination of managerial, staff education 

and clinical roles that allowed me to build on and compare some of the 

categories from the first data collections. At this point I began the process of 

axial coding, that is coding that occurs around one category at a time. For 

example when I looked at disempowerment as a code, I asked: 'What are 

the conditions for nurse disempowerment? What are the interactions that 

surround disempowerment? What are some disempowerment tactics? 

What are the consequences of disempowerment'. This focus on each 

category indicates the relationships among data (Strauss 1987, p.  87). My 

next interviews focussed on the comparison of issues mentioned by the 
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participants from management and education (who also had strong clinical 

backgrounds) with the perspectives from nurses presently working in the 

clinical field. At this point I was able to place the subcategories into the 

major themes that emerged, for example, challenges (to working in 

empowering ways), and empowerment strategies. I continued with this 

constant data comparison analysis process, categorising and subcategorising 

until theoretical saturation was achieved. Lincoln and Guba (1985, p.  283) 

discuss the importance of 'triangulation' and present its congruence with 

the constant comparison technique when they state: 'as the study unfolds 

and particular pieces of information come to light, steps should be taken to 

validate each against at least one other data source (for example, a second 

interview) ...' Strauss and Corbin (1990) explain that theoretical saturation is 

reached when no new data emerges relevant to a concept, the relationships 

between categories are well established and the categories have conceptual 

density. Theoretical saturation occurred in this study at the eighth 

interview. I continued with four more interviews in order to gain further 

insights into the issues from the CHNs working in clinical practice. The 

data from the 12 participants were broken down into 438 individual 

concepts that were categorised and subcategorised under three major 

categories of 'empowerment definition', 'empowerment strategies' and 

'challenges to working in empowering ways'. Strauss and Corbin (1990) 

describe the importance of personal and professional experience to the 

enhancement of the analytic process. They contend that the researcher's 

background knowledge and experience helps the researcher to recognise 

important concepts and meanings. I feel that my experience in community 

health nursing practice enhanced my sensitivity to the issues that were 

raised by the nurses. Strauss and Corbin (1990) assert the necessity for the 
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researcher to maintain a realistic perspective as opposed to being swayed by 

the creative process. To maintain a balanced approach I adopted their 

suggestion to periodically question: 'What is really going on here?' (Strauss 

& Corbin 1990, p.  47). I also kept ongoing self-reflective journals and wrote 

code notes or memos throughout the data analysis process. Strauss and 

Corbin (1990, p.  198) define memoing as 'written forms of our abstract 

thinking about data'. This free association of ideas throughout the data 

analysis helped me to keep track of the products of coding and make 

conceptual links. I began the data analysis process using a card process 

suggested by Wolcott (1994) with the intention of converting to the use of a 

qualitative computer analysis program such as NUD*IST.  The card system 

proved to be efficient and served my purposes well. Feeling that it did not 

compromise the depth of my analysis and having developed a method that 

I was comfortable with I continued with the manual process throughout 

the analysis of the data. In keeping with the empowerment principles of my 

research model I did a form of 'member checking' with the nurse 

participants. When I had completed the transcripts for each interview and 

categorised the concepts I forwarded this interview summary to each of the 

participants. They declined my offer for their review of their complete 

transcripts and my invitation for their feedback regarding my 

categorisations and interpretations of their input was also turned down. At 

a later stage, I forwarded to the participants their direct quotations that I 

intended to incorporate into my thesis. Included in this correspondence 

was an explanation regarding the context of each quotation and the option 

to defer a response if they were comfortable with the content and felt that 

changes were not needed. At that time I presented the participants with 

their pseudonym and extended the opportunity to them to choose their 
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own if they wished. Taylor (1998) suggests that participants be given the 

chance to pick their own pseudonym. There were no participant responses 

to my correspondence. 

Collective Action 

Both feminist and critical theory researches have the common origins of 

resistance to oppression and the unmasking of relations of domination 

within societies. Consciousness-raising in feminist and critical modes 

spreads from self to the group. These researches are political in nature, 

focussing on the societal context and raising questions about societal 

structures. This study's exploration of individual perceptions denies 

collective action but the ideas on the social, political, cultural and economic 

context that emerged from the participants' contributions provide a 

foundation for future study that could incorporate collective action 

principles. I did have a plan to bring a number of CHNs together in a focus 

group to give them an opportunity to share ideas and possibly initiate a 

collective action process but my attempts to organise a group session were 

discouraged by a health service staff member. 

The interactive nature of grounded theory method is demonstrated within 

the framework of a transactional system or the 'conditional matrix' (Strauss 

& Corbin 1990, p.  161). The incorporation of interactive levels from the 

individual to international domains provided an analytic tool that 

broadened the context of this study, enhancing its empowering potential. I 

will demonstrate the usefulness of this matrix to this study by providing 



the following example as explained by Ian, the nurse involved: 

I was thinking when I went bush to another community 
where I had worked for a couple of years I had one week 
hand over from another nurse who was there. I don't know 
how long she had been there, maybe a year or maybe not 
quite a year, and I sort of had a bit of background before I 
went about how many health workers and how long they 
had worked there and the handover that I got through the 
week was that you are on your own in the community. The 
health workers are hopeless. Useless. They come to work and 
don't do anything. They sit down and they draw all day at the 
desk and they - and that is before I even got into the health 
centre. When I got to the health centre the senior nurse was a 
charge nurse and ordering everyone around and I had one 
week where I sat back and watched and just felt very 
uncomfortable. She kept saying to me, "I told you they just sit 
down and do nothing" and she'd say, "You go and pick that 
patient up, you go and do that, I am going to go and do this so 
you will have to do that". And so I had my week and I didn't 
say anything. I just sat there and I didn't do any work or 
anything and I just sat back and watched the dynamics. just 
looking at what was happening and then on the Monday the 
nurse who was giving handover had left and there were the 
three health workers and myself and I felt a bit 
uncomfortable because it was my first day really as a part of 
the team there and I wasn't sure how I was going to tackle 
things and I asked if we could have a staff meeting or a 
meeting in the office. There was a senior health worker who 
had been there for 10 or 12 years. I don't know how long. I 
said to this senior health worker, "They have told me that I 
have come here to be the nurse in charge of the clinic. Do 
you want me to do that?" And she said, "Yes you are the 
person in charge". So I said, "So that means I can tell you jobs 
to do around the clinic. Are you happy with that?" And she 
said, "Yes that is OK" and I said, "Oh I am in charge of the 
other two health workers too?" And she said, "Yes you can be 
in charge of everyone here". So I said, "I don't like how 
things are set up so I can change all the pharmacy and the 
notes?" And she said, "You can change it, all the sisters 
change it when they come here". I said, "Well I am leaving 
today and I am leaving now because I don't want to work 
with you!" And she just looked and they looked at each other 
and so I said, "I am sorry but you had better get that other 
lady back or someone else because I am not working with you 
like that if you want me to give orders because I will go and 
work somewhere else". And she just - I could see the look in 
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her eyes and she just looked confused and I said, "I am not 
here to tell you what to do. If you want me to help you with 
things you are not sure of I am happy to work like that but I 
am not going to be ordering the staff around. I want you to be 
telling me". We just talked about it a little bit. I said, "Just 
think about it and otherwise I am happy to leave today and I 
can ring up and that is no problem. I am not sad about that". 
And then after she came back and said, "No we want to work 
like that". And in the afternoon she was, "OK I want you to 
get that patient. You do this". A lady who had been there for 
12 years sitting at her desk the whole week before drawing 
cartoons was suddenly - and it was a great two years. I really 
enjoyed that time. 

Analysing this story it is evident that the work in the clinic was impeded by 

the officious practices of the departing nurse and the subsequent passivity 

of the AHWs. At this point the question relating to this research study was: 

Why did this happen? Why did this poor work relationship evolve 

between the nurse and the AHWs? Following through on this question the 

following conditional path can be traced using the Strauss and Corbin (1990) 

framework. From the core to the outer layer of the conditional pathway the 

conditional matrix possesses the levels of: action pertaining to a 

phenomenon, interaction, group, individual, collective, sub-organisational, 

sub-institutional, community, national, and international. The AHWs are 

the crucial link in the implementation of PHC in any Aboriginal 

community health situation. 

Beginning with action, or the work in the clinic, the health needs of the 

people in the community were not being met in an optimum way because 

of the poor level of participation of the AHWs. Next, when the 

interactional level of the matrix is applied it is evident that the AHWs' 

participation level was obstructed by the nurse's authoritarian approach. 
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The next layer is the individual level of the matrix. Another nurse, for 

example the new nurse taking over, could have, and it appears did, 

establish an egalitarian, empowering partnership with each of the AHWs. 

So the relationships between individuals have a bearing on the provision 

of health care to the community. The suborganisational level of the matrix 

is where the work occurs. The power imbalance between the nurse and the 

AHWs was embedded in the everyday routines and provision of health 

care to that particular community. Why? In relating similar incidents, 

many of the nurse participants referred to the influence of the medical 

model and rigid hospital 'training' on nurses' abilities to work in 

empowering ways with people. Continuing onto the organisational level it 

is noted that PHC principles are touted but compromised within the health 

organisation. According to one nurse in a managerial capacity, because of 

the challenges (including the lack of funds) involved in shifting the health 

care system emphasis from PC to PHC, the nurses' curative approach is 

sanctioned. Another organisational hurdle is the high turnover of nurses 

in the communities. Nurse participants in this study attributed this 

phenomenon to isolated working conditions, culture shock, and the 

traditional nursing educational background that does not prepare nurses 

for the PHC aspects of the work. They also referred to some degree of 

confusion regarding their role and the role of the AHW. The community 

level of the matrix promotes an analysis of the dynamics in the particular 

community regarding the Aboriginal people's views on the role of the 

nurse and the Aboriginal people's vision for the health of their 

community. Do they see the nurse as a useful resource? Does the 

community's vision embrace PHC principles? Moving to the national level 

of the matrix the question 'why' promotes reflection on the allocation of 
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funds to Aboriginal health. Is the funding focussed on the promotion of 

Aboriginal self-determination in health matters? Is the national health 

policy philosophically congruent with a PHC approach or a medical model 

view of health care? The international level is best demonstrated by the 

activities of WHO. Is the WHO campaign of 'health for all by the year 2000' 

rhetoric or reality? The conditional matrix shows a relationship between 

PHC and the work relationships in the community health centre by 

moving upward through the levels of the conditional matrix. To quote 

Strauss and Corbin (1990, p.  170): 'Each level is more distantly removed 

from the problem at hand, yet in a wider sense contributes to it'. 

Methodological Critique 

"You see a Dog growls when it's angry and wags its tail when 
it's pleased. Now I growl when I'm pleased and wag my tail 
when I'm angry. Therefore I'm mad." 

(Carroll 1960a, p.  89) 

The Cheshire Cat's disclosure to Alice parallels the relationship between 

quantitative and qualitative research. Proponents of the quantitative 

paradigm discredit the qualitative approach as subjective, unreliable and 

non-generalisable. Qualitative research is viewed with scientific skepticism 

and charged with lacking rigour as evaluated by the quantitative measures 

of reliability and validity. Lincoln and Cuba (1985) challenge the positivist 

paradigm and proclaim the qualitative approach worthy of equal billing. 

They contend that embracing the qualitative paradigm requires 
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'revolutionary' adjustments to one's way of thinking (Lincoln & Cuba 1985, 
P. 47). Internal validity is the means for assessing the 'truth value' of a 
quantitative study, 'that is, the extent to which it establishes how things 
really are and really work' (Cuba & Lincoln 1989, P.  234). But qualitative 
research is based on multiple realities or the mental constructions of many 
people. Therefore the search for one truth is futile (Sandelowski 1993a). 
External validity, in the positivist paradigm, refers to the generalisability of 

a study's outcomes, or the extent to which one study's findings can be 

applied to a larger population beyond the study (Cuba & Lincoln 1989). The 
application of external validity to qualitative studies proves inappropriate 
given the diversity of realities based on individual experiences, values and 
beliefs (Lincoln & Cuba 1989). Reliability refers to a quantitative study's 
consistency, dependability and repeatability (Brink 1989). Reliability 

questions if the replication of study methods and instruments yield 
equivalent results. Cuba & Lincoln (1989) refute the applicability of 
reliability to qualitative research when the underlying belief is one of 
changing phenomena and constructions. Leininger (1994) contends that 
reliability and validity processes in quantitative and qualitative research are 
so different that quantitative designations should not be applied to 
qualitative measurement criteria. 

Lincoln and Cuba (1985) have developed some criteria that are applicable to 
qualitative enquiry and I discuss these measures in the context of this study. 
Credibility is the qualitative counterpart of internal validity but instead of 
focussing on the notion of a true reality credibility pertains to the 
equivalency between participants' constructed realities. Lincoln and Cuba 
describe six techniques for verifying these equivalences including 
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prolonged engagement, persistent observation, peer debriefing, negative 

case analysis, progressive subjectivity and member checks. 

Prolonged engagement refers to the researcher's involvement in a research 

site for sufficient time to develop rapport and a trusting relationship with 

the participants. According to Lincoln and Cuba (1985), trust is a 

developmental process that satisfies the participants that their confidences 

will not be betrayed, ensures them that the researcher does not have a 

hidden agenda, and provides them opportunities to be a part of the research 

process. Leininger (1985, p.  49) refers to a 'stranger to friend' model that 

emphasises the element of time and contact in the development of 

researcher/participant rapport. The geographical spread and inherent cost 

factors impeded my opportunities to meet with the nurses more than one 

time. Lincoln and Cuba's 'prolonged engagement' and 'persistent 

observation' criteria incorporate the process of participant observation 

which I did not implement in this study. Hutchinson (1993, p.  186) states 

that the researcher becomes 'immersed in that social environment', 

referring to the contributions of participant observation to the research 

process. Field and Morse (1985), explain that participant observation 

provides an opportunity for the researcher to verify the participants' reports 

with occurrences in the setting. I felt that the intrusive quality of participant 

observation would impact on the relationships between the nurses and 

Aboriginal clients, and that the subtleties of the nurses' work would not be 

revealed, given the limited amount of time that I could spend in a setting 

and my difficulties of access. Empowerment is perceived as a positive 

concept, setting the stage for a judgmental atmosphere for the observations. 

Empowerment's intangible qualities would necessitate the imposition of 
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my subjective views as criteria for the observations. It was my intent to 

explore the properties of empowerment from the participants' perspectives. 

Field and Morse (1985) contend that participant observation can interfere 

with a study's validity in that a change in behaviour occurs in the setting 

when the observer is on the scene. Wolcott (1994) discusses other options to 

participant observation including talking to others and reading about 

others who have looked at settings similar to those being studied. I 

subscribed to his recommendations by communicating with a variety of 

people who have had relevant experiences, reading timely reports and 

documents and keeping comprehensive notes. Geertz contends: 'it is not 

necessary to know everything in order to understand something' (1973, 

cited in Wolcott 1994, p.  166). 

According to Sandelowski (1993a), research participants frequently change 

their stories from one disclosure to the next. People change and develop 

different perspectives with the passing of time so that the validation of 

information from one story to another is ineffectual considering the 

concept of narrative truth. I was very pleased with the depth and breadth of 

information that the nurses shared with me in this study and felt that the 

initial exploratory intent of this study was met by the one time interview, 

telephone follow-ups and correspondence by mail. 

Guba and Lincoln (1989) describe peer debriefing as a process of sharing 

research discoveries, conclusions and stresses encountered throughout the 

research process with a disinterested colleague. This other party poses 

questions that help the researcher to clarify values, explore hypotheses and 

discover new approaches. I felt that my relationship with my research 
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supervisor and associate supervisor fulfilled this criterion. 

Negative case analysis refers to the phenomenon whereby there is 

disagreement between some of the participants' perspectives. The 

researcher's analysis of these cases gives credence to the research process in 

that no one achieves 100% agreement or in quantitative terms 'statistical 

significance at the .000 level' (Guba & Lincoln 1989, p.  238). A contradiction 

that arose in this study was the nurses' views on the use of the term 

empowerment. Many of the nurses expressed an extreme dislike of the 

term, discounting it as rhetoric, but a proportion of the nurses had no 

problem with its use. These discrepancies are discussed in the upcoming 

chapter on empowerment challenges (Chapter 4). 

Progressive subjectivity is a reflective process that occurs over the life of the 

research project to ensure that the subjectivity of the researcher remains in 

balance with the participants' constructions. Lincoln and Cuba (1989) 

suggest that the researchers document their assumptions prior to 

embarking on their studies and repeat the process throughout the research 

period to evaluate their evolving thoughts. My participation in an 

interview with my nursing colleague at the outset of the study, described in 

Chapter 1, helped me to clarify my assumptions. I repeated the process in 

my journalling throughout the research term in order to challenge my 

adherence to my original ideas. 

Cuba and Lincoln (1989) assert that 'member checks' are the most important 

technique for the establishment of a study's credibility. As described 

previously in this chapter, I did invite the participants' involvement. None 
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of the participants responded with requests for full transcripts nor did they 

challenge my summarisations and interpretations of their input. My 

presentation of their quotations complete with context was also 

uncontested by the participants. According to Cuba and Lincoln (1989) this 

phenomenon occurs frequently. They describe a study that they were 

involved in that included several hundred participants in five extensive 

case studies in five sites across the United States. A member check failed to 

initiate any corrections in interpretations. I forwarded transcript 

summaries, interpreted and categorised to the participants with the intent 

to forward the complete transcripts upon the participants' requests. I 

wanted to give the participants some choice regarding their review of the 

transcripts to demonstrate my sensitivity to their heavy work loads and to 

acknowledge the possibility that not all of the participants would want to 

read what they had shared. Sandelowski (1993b, p.  6) alludes to a study by 
McKay and Burrows (1992) and contends that: 

For members, the effect of seeing in print what they once said 
or listening to themselves on tape may be similar to the 
effect of seeing oneself on videotape giving birth: somewhat 
bizarre and not wholly comfortable. 

Sandelowski (1993a) presents an alternative opinion regarding member 

checking, arguing that there are some deep theoretical and ethical 
difficulties inherent in the technique. She refers to the divergent goals of 
the researcher and the participant. For example, the participants can be 

more interested in the accurate description of their personal stories than 

the abstractions that occur as a result of the researcher's amalgamation and 

interpretation of the participants' stories. There could also be differences in 

opinion between the researcher's and participants' opinions of the 
characteristics of a fair account. Participants' stories naturally change over 
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time and this phenomenon may cause participants to regret their 

contributions and subsequently want to change the data (Sandelowski 

1993a). 

Dependability is the qualitative counterpart to the quantitative reliability 

measure of the stability of data over time (Cuba & Lincoln 1989). In 

qualitative enquiry changes are a part of the research process which 

involves the continual evolution of constructions. In this study, I 

acknowledged these changes through the memoing process. 

Finally, Cuba and Lincoln (1989) contend that the interpretive process 

provides a built-in check on quality. Constant comparison of data requires 

the researcher to repeatedly return to the same data thereby minimising or 

indeed eliminating the occurrence of unreliable data (Cuba & Lincoln 1989; 

Brink 1989). 

There is some debate in the literature regarding the use of 'triangulation' in 

qualitative research. Lincoln and Cuba in their 1985 book Naturalistic 

Inquiry advocate triangulation in the form of the comparison of pieces of 

data information to at least one other source, for example a second 

interview, or another method (possibly observation). In their later work 

entitled Fourth Generation Evaluation (1989), they acknowledge their 

change of opinion and discredit the use of triangulation in qualitative 

research, placing it within the positivist paradigm. They explain that the 

notion of changing realities in qualitative research negates triangulation as 

a valid credibility check. Begley (1996, p.  122) supports the usage of 

triangulation provided the researcher chooses the process 'deliberately' and 
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'for the correct reasons'. She describes the two goals of triangulation as 
'confirmation and completeness of data'. Begley (1996) discusses five types 

of triangulation including data, investigator, theoretical, methodological 
and analysis. Space triangulation is a type of data triangulation involving 
the collection of data from a variety of sites. The reliability of the study is 
suggested by the consistency of data across sites. I interviewed nurses from 
multiple sites across the NT for this study. Person triangulation, another 
type of data triangulation, involves the collection of data from two out of 
three levels including individuals, groups and collectives. My plan to 

involve a focus group for this study did not come to fruition. I did 

interview nurses from differing work roles or perspectives, a strategy 
which, according to Knafi and Breitmayer (1989), contributes to a complete 
view of the study context. Investigator triangulation, that is the 
participation of another researcher in the data analysis, was not advisable 
given my student status. Lincoln and Guba (1985) contend that as the 
research evolves and the form that emerges reflects a particular researcher's 

interaction with the data, corroboration between investigators is 
impossible. However, they do condone a team approach to a research 
project provided that there is good communication between the team 
members. Lincoln and Guba (1985) describe theoretical triangulation, or the 
use of theoretical interpretations as a framework to validate a study's 
findings, as unacceptable in qualitative inquiry. They question why facts 
should be deemed more acceptable if they are congruent with certain 
theories. Triangulation of methods includes 'across-method triangulation', 
and 'within-method triangulation' (Begley 1996). Across-method 
triangulation involves combining strategies from two or more traditions in 
one study, for example a combination of qualitative and quantitative 
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approaches. Lincoln and Cuba (1985, p.  306) argue that the use of different 

designs in qualitative inquiry is not possible explaining: 

For if the design is emergent, as in a naturalistic study, it 
would not be possible in advance to patch together multiple 
designs that had the property of warding off threats to which 
they might individually be exposed. 

Within-method triangulation combines two or more similar data 

collection techniques in the same study. An example of within-method 

triangulation would be the combination of participant observation and 

interviews. I previously discussed, in the beginning of this section, the 

issues regarding participant observation in this study. 

Analysis triangulation refers to the use of two or more data analysis 

techniques to verify results. Knafi and Breitmayer (1989) interpret analysis 

triangulation as the analysis of data from different perspectives. In this 

study I interviewed nurses with managerial, educational and 'front line' 

perspectives. 

In summary, the issues regarding rigour and qualitative research remain 

contentious and confusing. The Cheshire Cat still has some way to go to be 

viewed as equal, independent and to be valued for its differences. 

Sandelowski (1993a, p.  8) articulates the dilemma when she explains: 

Research is both a creative and a destructive process; we 
make things up and out of our data, but we often 
inadvertently kill the thing we want to understand in the 
process. Similarly, we can preserve or kill the spirit of 
qualitative work; we can soften our notion of rigor to 
include the playfulness, soulfulness, imagination, and 
technique we associate with more artistic endeavors, or we 
can further harden it by the uncritical application of rules. 
The choice is ours: rigor or rigor mortis. 
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The broad spectrum of ideas regarding qualitative research and methods to 

estimate its credibility presented me with a challenge when I critiqued the 

methodological issues within this study. I am comfortable with the depth 

and scope of information that the nurses contributed and feel that the 

validity and reliability (to use the positivist terms) were provided for by the 

use of the constant comparison of data method and the emergence of 

negative cases. Multiple perspectives provided by nurses working in a 

variety of capacities enhanced the depth of the data. Theoretical saturation 

of the data was reached at the eighth participant and the fact that no new 

data emerged during the analysis of the last four participants satisfied the 

criteria for category density. I do think that a focus group would have been 

an interesting exercise, adding another perspective as well as contributing 

an emancipatory dimension to the study. My attempts to negotiate the 

process within the THS were met with some reluctance, so I decided to 

forego my proposal. Further interviews with the participants may have 

enhanced this study's credibility, but I feel that the single interviews and 

follow-ups by phone calls as necessary did satisfy the initial, exploratory 

aims of this study. 

Ethical Considerations 

I obtained ethics clearance for this study from the NTU Human Ethics 

Committee (Appendix E). Territory Health Services granted me permission 

to interview CHNs employed by the Service upon ethics clearance from the 

NTU Ethics Committee (Appendix F). 



Cassell (1980, cited in Lipson 1994, P.  353) describes two principles that are 

central to qualitative research, including: 'the principle of respect for 

human autonomy' and 'regarding people primarily as ends rather than 

means'. The adherence to an empowerment research model, as promoted 

in this study, facilitated the implementation of ethical practices throughout 

the research process. The non-hierarchical approach incorporated into the 

interview process, and inherent in the member check procedure exemplify 

my adherence to the philosophical underpinnings of respect for the rights 

and dignity of individuals. I gained the participants' consents to 

involvement in the research process prior to the interview (Appendix E). 

Confidentiality was maintained throughout by the assignment of codes to 

the participants. Taped interviews and transcripts were kept under lock and 

key at NTU. I was the only person involved in the transcribing of the 

participant interviews. Interviews took place in private venues that were 

chosen by the participants. Member checking implies the withdrawal of 

material that could be deleterious to the participant and indicates 

researcher/participant negotiations throughout the research process 

(Robley 1995). Lincoln and Cuba (1987, cited in Robley 1995, p.  48) assert that 

research participants 'own data' and subsequently they have the right to be 

involved in its use. Because of the formative nature of qualitative research 

the researcher must acknowledge the ongoing involvement of participants. 

I was mindful of the anonymity and confidentiality issues of the 

participants as employees of THS, a relatively small health care 

organisation that covers a vast geographical area. As a result I checked with 

participants regarding my use of their demographic descriptions. Davis 

(1991, cited in Robley 1995) alludes to the risks associated with reporting 

thick narratives and descriptions. The participants' thick narratives, direct 
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quotations, and stories that could be recognised by others were forwarded to 

the participants for clearance before incorporation into the thesis. Much of 

the literature regarding ethical issues and qualitative research examines the 

moral problems involved in participant observation. These concerns were 

not relevant to this study. Research results were offered back to THS and 

individual study participants. 

My exploration of the borderlands revealed a plethora of thoughts and 

ideas, from the participants, that elucidated the community health nursing 

issues concerning empowerment and power. The next three chapters 

delineate the study results. Chapter 4, entitled 'The Colonisers and the 

Colonised' is divided into Part A and Part B. Part A is devoted to a 

discussion of the historical foundations of the power relationships 

addressed by the participants. Part B presents the participants' thoughts on 

the challenges that they encountered when working within an 

empowerment model of practice. The interpretation of their ideas resulted 

in my formulation of a model of their empowerment challenges. The 

results presented in Chapter 5, entitled 'Cultural Workers: Surmounting 

the Borders', reveal the participants' views on the role of culture in their 

work with Aboriginal clients. My analysis of their input led to the 

development of a transcultural process' that explicates CHNs ways of 

working with clients of other cultures. The final results chapter, 'Fertile 

Soil: Empowering Relationships' (Chapter 6), focusses on the participants' 

definition of empowerment and their model of empowerment that is 

applicable to community health nursing practice. I have chosen to integrate 

my discussion of the findings within each of the three results chapters. 
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THE COLONISERS AND THE COLONISED 



CHAPTER 4 

THE COLONISERS AND THE COLONISED 

The border flexes its power by separating the territories. But the border also 

permits the communication of the borderlands and the development of 

relationships between the cultures. Colonisation connotes invasion, 

occupation and domination of one culture over another. The borderlands 

bear the full impact of these power struggles. The borderlands explored in 

Parts A and B of this chapter include the colonial relationships between 

medicine, nursing, Aboriginal culture, and the health care bureaucracy. 

These power relationships host the challenges encountered by nurses in 

working in empowering ways with Aboriginal clients. Part A provides the 

colonial histories as a backdrop to enrich our understanding of the 

contemporary power relationships and challenges to empowerment that are 

explored in Part B. Emphasis throughout this chapter is placed on the 

colonisation of nursing and the various ways that the colonisation process 

has influenced nurses' capacities to work within an empowerment model 

with Aboriginal people. This focus on nursing reflects the participants' 

perspectives and honours the Aboriginal people's speaking position. 
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PART A: COLONIAL HISTORIES 

A Colonial Model 

The colonisation of Australia's Aboriginal people by the Europeans, during 

the eighteenth century, irrevocably altered the culture and well-being of the 

Aboriginal 'colonised'. Sykes (1983, p.  114), reflects on the impact of the 

colonisation of her people: 

We have to accommodate one of the worst histories since the 
world began. We have to accommodate that every day, so in 
terms of growing, there's not one thing that happens in our 
lives that we don't reflect some part of it back on this history. 

A colonial classification of Aboriginal people constructed them as 'relics of 

the stone age', 'savages', or more positively as 'noble savages' at one with 

nature (Attwood 1992, p.  iv). The former description rationalised the use of 

violence towards the Aboriginal people and the latter justified paternalism 

(Morris 1992). These stories 'subjected' Aboriginal people, relegating them to 

the status of 'knowable objects' (Morris 1992, p.  17). A hierarchical 

construction of self/other, and civilised/primitive promoted the attribution 

of positive characteristics to self (coloniser) and negative characteristics to 

the Other (colonised) (Memmi 1967). The colonial model has taken on 

widespread use and become a generic term to describe dynamics of 

subordination and domination (Mohanty 1991, cited in Watson & Smith 

1992; Said 1989). 

The colonisation of the Australian Aboriginal people exemplifies 

colonisation at its most devastating. The process that occurred cannot be 
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generalised to other situations but the colonial model does help us to think 

broadly of the constitutive nature of subjectivity and disentangle the threads 

of domination and subordination in power relationships. 

Medicine and Nursing: A Colonial Relationship 

the value of the primary and traditional nursing role, 
which is deliverance of patient care at the bedside under the 
guidance of a doctor. That is the nurse's traditional role and 
the role they do best. 

(Wertheimer 1990, p. 11) 

Colonisers have a great deal invested in the colonised staying the same 

(Memmi 1967). Memmi contends that racism symbolises the relationship 

between the coloniser and the colonised and incorporates three components 

including: a division between the cultures of the coloniser and colonised; 

the coloniser's exploitation of these variances; and the use of these 

differences as standard fact. For example, the colonisers refuse to find 

commonalities between themselves and the colonised and the differences 

are attributed to negative aspects of the colonised 'nature'. Wertheimer's 

(1990) views on the nursing role, as quoted at the beginning of this section, 

reveal the cultural gulf between medicine and nursing based on the 

hierarchical construction of nursing's domination by medicine. This 

colonisation process has situated medicine in the paternalistic position of 

defining the nursing role and predicating nursing's cultural destiny. A 

contemporary example involves the Royal Australasian College of 
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Surgeons' submission to the Manes study that indicated the College's lack of 
support for nursing's professional aspirations. The College recommended 

the return to hospital based training for nurses. The report emphasised the 
essential position of the medical practitioner as the leader of the health care 
team (Durham Smith 1987, cited in Palmer & Short 1994). Another example 
is Willis' (1990-1991) exploration of rural and remote nurses' self-reports of 

stress during an attempt by the Northern Territory Health Department to 
implement Aboriginal self-management of health centres. District Medical 

Officers were powerful agents throughout the process. They defined 
themselves as leaders of the health care team, formulating policy and 
disempowering nurses and AHWs by defining their roles without their 
input. Willis (1990-1991, p.  24) states, 'DMOs position of power in policy 
matters arose out of their geographic position as well as their occupation and 
gender'. Memmi (1967, p.  26) asserts that paternalism is 'charitable racism'. 
The nurse as the physician's 'handmaiden', has its roots in gender, and is a 
predominant theme in nursing since the regulation of the profession in the 
late 19th century. According to Oakley (1986), the cultural stereotype of the 
physician is based on the notion of a male character. Physicians are scientific, 
objective, analytical and emotionally uninvolved. 'A good nurse is a good 
woman' (Oakley 1986, p.  186) and embodies the female stereotypical 

behaviours of intuitiveness, nurturance and emotional expression. These 
characteristics are attributed to the 'nature' of the colonised and rationalise 
nursing's subordination in the health care patriarchy. The participants in 
this study discussed the impact of the colonial relationship between 
medicine and nursing on their capacity to work in empowering ways with 
Aboriginal people. 
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Hannah described her experiences with physicians who come to work in the 

community health centre where she is employed: 

It takes about 18 months to build up any sort of rapport [with 
Aboriginal clients] and for a new doctor coming in it takes 
about 18 months to get on top of things like who is related to 
whom. Then you have got to look at everyone's charts and 
become familiar with what are the diseases and any problems 
that are endemic to this area and you know what sort of 
difference can I make and by this time 18 months has gone by 

So if the doctor - if they are sensible they really can draw a 
lot more on the nurses' experiences, especially the ones that 
have been here for a long time. The doctors don't sort of 
realise that until they have been here for a fair while ... They 
will come in and say, "Oh I am going to change all that and I 
am going to try this" and you try to say, "It has been tried". 
"You might try it just slightly different" but its like why don't 
you just read first and get a handle on things and the old 
hierarchy system with doctors and nurses it takes years to chip 
away at and for that respect to built up. 

Hannah's experiences exemplify the typical hierarchical relationship 

between the nurse and physician. According to Benner's (1984) classification 

of nursing expertise, Hannah is an expert nurse, having many years of 

experience working in Aboriginal health. Physicians' lack of 

acknowledgment of nursing expertise is demonstrated by their non-

collaborative and dominating approach. In a landmark article entitled 'The 

Doctor-Nurse Game', Stein (1978), a physician, asserts that nurses contribute 

to their own subordination through a set of unspoken rules of 

communication. Hannah exemplifies nurses' ways of approaching issues in 

a gentle and collaborative manner. In an upcoming section, in Chapter 6, 

entitled 'Empowerment Language', I explore nurses' use of language as an 

empowerment tool. Stein et al. (1990) 'revisit the doctor-nurse game and 

contend that the game rules are being challenged, implying that nurses are 

attempting to change their subordinate status. Roberts and Group (1995) 
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offer a critique of Stein's theses, asserting that Stein does not implicate the 

physician in nurses' subordination but places the blame solely with nurses. 

Roberts and Group draw the analogy between nurses and 'Black' people, 

questioning how 'Black' people would respond if they were told that they, 

not their 'White' colonisers, must change the context of their oppression. 

Barbara equated the relationship between nurses and the biomedical model 

to colonialism. She talked about the disempowerment of nurses that began 

with an educational process of biomedical/patriarchal indoctrination and 

the challenges encountered when attempting to overcome the conditioning 

of the past. Barbara explained: 

Well as a nurse I think we have got tremendous trouble. You 
can try very hard to give up the biomedical model or the 
patriarchal model, and colonial model. You can try very hard 
but it is really hard to give it up when your whole being has 
been indoctrinated into it ... I have spent the last decade and a 
half seriously trying to mend my thinking and I tell you it is 
really difficult ... Well we were in a convent. We were shut 
off from - until quite recently - from the whole community. 
We were taught this whole different way of life which we 
were taught to value as real life. Whereas it is not real life 
that goes on in the hospital. And we were taught that this is 
how the world works in this biomedical framework, this 
patriarchy, and we were disempowered as soon as we walked 
through the door to become nurses. We were disempowered. 

The next section provides a historical backdrop for Barbara's insights 

regarding the ethos of oppression in nursing. 
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A Colonial History 

The historical relationship between medicine and nursing is replete with 

elements of discrimination, paternalism and disempowerment. Street 

(1992a, p.  4) contends that 'an understanding of history at both a macro and 

micro level is important to the development of an understanding of the 

[nursing] practices at present'. Street's sentiments support my rationale for 

exploring the history of the nursing/medicine relationship in some depth. 

This expose' of nursing's colonial history fosters the comprehension of 

gender based issues of power that permeate all of the power relationships 

found in this thesis. Barbara recounted her interpretation of a period in 

nursing history: 

The medical profession pushed for legislation to control the 
health industry. We got shuffled under their wing. I mean 
back in the middle ages monks looked after male patients and 
nuns looked after female patients and both of them nursed 
and cared for people. But somewhere along the way it became 
a feminine role and then when we picked it up and moved it 
out of convents it was just at the time when it was moving 
under the medical wing. And they were working with 
government to create their own power base. And anyone who 
didn't come out of the convent well they became witches. 
Instead of wise women. 

Barbara's thoughts on the history of nursing are represented in the 

literature. Versluysen (1980) explains that religious and secular nursing 

orders in England, prior to the 17th century, comprised male and female 

nurses. Following this era, nursing began to emerge as a low status area of 

employment and became progressively female dominated. In tandem with 

this situation was a widespread trend involving the development of 

professions such as law. These professions constituted their own guilds and 
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women were excluded from the various male preserves. Versluysen (1980) 

attributes this movement to a developing capitalism that precipitated the 

movement of control from the family to the marketplace and the ensuing 

domination of certain skills, such as healing, came under occupational 

control. Before the 17th century there was little differentiation between 

medical and nursing tasks (Versluysen 1980). Some of the earliest historical 

documentations of nursing related activities were executed by Trotula, an 

11th century midwife in Salerno, Italy (Barlow 1994). Her use of pepper to 

initiate sneezing and accelerate labour was recorded (Barlow, 1994). 

According to Barlow, women retained their status as experts in midwifery 

until the 1600s. Their approach was non-interventionist. Barber surgeons 

began to appear on the obstetrical scene and with them the advent of forceps 

that were used to extract the fetus with or without the assistance of the 

mother (Barlow 1994). Forceps were regarded as a surgical instrument and 

women were legally prohibited from using them. I allude to this historical 

example to illustrate the disempowering process that is evidenced by the 

disenfranchisement of the female midwives and the erosion of the birthing 

mother's control. In the Middle Ages, poor peasant women often took on 

the role of community healers. Oakley (1986) explains that these women 

were the primary medical practitioners in poverty-stricken and disease-

ridden mediaeval communities. According to Darbyshire (1985), these 

women visited people's homes and were seen as a source of health 

information and advice for the community in which they lived. They were 

also usually the community midwife. An empowering approach was 

demonstrated in their desire to share their knowledge. According to 

Darbyshire (1985) the community midwives would encourage other women 

to assist them at births in an attempt to pass on their knowledge and skills. It 
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seems as though these 'wise women' were the first CHNs. The 14th to 17th 

centuries were marked by the macabre phenomenon of witch hunting. 

Ehrenreich and English (1973) propose that women healers and midwives 

were the victims of the 300 year rampage of persecution and torture. The 

attacks on these women emanated from the developing medical profession, 

the wealthy landowners and the church (Ehrenreich & English 1973). It is 

asserted that the male medical profession perceived these women healers as 

a threat to their control over medicine and their exclusive claims to medical 

knowledge. These male medical practitioners exerted their power to have 

women healers incarcerated, tortured and burned at the stake for practising 

their healing methods. Medical practitioners were expert witnesses at the 

witch trials and had the power to decide which illnesses were caused by the 

witches (Ehrenreich & English 1973). The women healers represented the 

power potential of a small subculture and were perceived as a threat to the 

ruling wealthy class. The witch hunt era presented an opportunity for the 

church to put its long term fear and hatred of women into practice 

(Ehrenreich & English 1973). These horrific displays of power are a startling 

example of Foucault's notion of 'subjugated knowledges'. 

Versuylen (1980) argues that Ehrenreich and English's thesis lacks scholarly 

precision but does present an important and useful starting point for 

discussion. Versuylen (1980) accounts for Ehrenreich and English's potential 

inaccuracies by contending that the paucity of historically reliable material 

results from the devaluation of women's experiences and activities. 

Versuylen contends that the documentation of history is a biased activity, 

reflecting the values, beliefs and unidimensional viewpoint of the historian. 

Since most history has been compiled by men we are bequeathed literature 
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that is dominated by the male perspective. Women healers compiled diaries, 

journals, manuals, and other information sources but these have been 

largely ignored as inconsequential when compared to the medical material 

(Versuylen 1980). The promotion of medical knowledge has perpetuated the 

disempowerment of nursing and lends support to Habermas's notion of the 

dominance of 'technical interests'. 

Dean and Bolton (1980) discuss the 'dark age' of nursing in reference to the 

establishment of the 'workhouses' in 17th and 18th century England. These 

institutions included houses for paupers who were able to work, asylums for 

the aged and detention centres for vagrants. The infirmary became a part of 
the workhouse and the physically capable workers nursed the infirm. These 

'pauper nurses' were described in various investigations and reports of the 

time as inferior in character, aged, unclean, intoxicated, illiterate and 

promiscuous. Dean and Bolton (1980) refer to modern nurses' hesitancy to 

link these early nurses with the nursing profession but contend that these 

pauper nurses provide insight into the nursing reform movement. Around 

the turn of the 19th century the workhouses began to decline in number and 

the hospitals began to increase in number. These 'voluntary' hospitals 

provided institutional care for the poor under the auspices of rich 

benefactors. It is reported that around 1820 physicians visited these 

institutions on a weekly basis and the majority of the medical care was 

provided by 'apothecaries'. There was a nursing matron who occupied a 

'subordinate position' and was the overseer for the nurses (Dean & Bolton 

1980, p.  86). Dean and Bolton (1980, p.  86) describe two key changes that 

occurred around 1860, the era of Florence Nightingale - 'the chief pioneer of 

modern hospital nursing'. Firstly, the hospital became the centre for medical 
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knowledge. Secondly, the hospital provided the foundation for the growth 

and dissemination of medical technology. Dean & Bolton (1980, p.  86) 

maintain that the voluntary hospital was the site from which medicine was 

constituted with a new power and nursing was later to take its modern 

form'. The hospitalised poor offered their bodies for medical research and 

education in return for food, lodging and care. In these hospitals, the nurses 

were responsible for the surveillance and ordering of patients. 'The 

"curative economy" of the hospital placed discipline, regulation, 

normalisation and observation first, thereby creating a moral universe in 

which the sick poor were to lead their existence. The nurse was to be crucial 

to this new hospital order' (Dean & Bolton 1980, p.  87). Dean & Bolton (1980, 

p. 87) include an historical dissertation on the role of the hospital nurse 

around 1860: 

in every way, distinguished from that which her practice is 
designed to transform (viz, the sickness, disharmony and 
chaos of pauperism); 

a transmitter of a power which corrects the behaviour 
attendant upon pauperism, in order to provide moral order; 

a subordinate within the medical apparatus to sister, 
matron and doctor. 

Firstly, the nurse was to be distinguished from the pauper origins of 

nursing. Secondly, her background, training and strict discipline were to 

differentiate her from her patients. Thirdly, she must be 'obedient' and 

'trustworthy' (Dean & Bolton 1980, p.  88). Ideally, the new nurse would 

come from a respectable, educated family of moderate means. According to 

Dean & Bolton (1980), her 'lower middle class' status could be replicated in 

the hospital hierarchy. Discipline became an important component of 
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nursing training because of the central role nurses were to play in the 

annihilation of pauperism and the management of the poor. This strict and 

orderly institutional care seemed to portend a history of client and nurse 

disempowerment within the hospital environment. The same philosophy 

permeated the nursing care of the poverty-stricken within the community 

(Dean & Bolton 1980). This historical backdrop is useful to keep in mind 

when we explore the nurses views, in the upcoming section, on the 

influence of their hospital background on their capacity to work in 

empowering ways with others. 

Oakley (1986) condemns Nightingale for her failure to criticise the strong 

connection between nursing and womanhood. She suggests that nursing 

would have been in a different position today if Nightingale had promoted 

assertiveness, rather than submission, in the trainee nurses (Oakley 1986). 

Nightingale was a remarkable woman for her time and not at all 

subservient, as her utterances make her appear. She is viewed by many 

contemporary feminists as a Victorian feminist. Her establishment of the 

Nightingale School and Home for Nurses and the Training School for 

Midwives at the King's College Hospital in London provided the venues for 

Victorian women to learn a respected profession (Stark 1979). In her Notes 

on Nursing Nightingale emphasised the environmental aspects that are 

necessary to promote health, including fresh air, sanitation, warmth, and 

quietness. These principles are taken for granted in contemporary health 

care, but were difficult concepts to introduce into 19th century England 

(Hagger 1979). Nightingale is acknowledged for her leadership role in the 

formalisation of district health nursing (Dean & Bolton 1980). Nightingale's 

contributions to nursing get mixed reviews. She is respected for her 
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professionalisation of nursing and her foundational work in the area of 

public health. Conversely, her construction of nursing as subordinate to 

medicine has ratified the colonisation of nursing as a profession. 

The Colonisation of Australian Nursing 

Hagger (1979) discusses the contributions of women healers to the health of 

Australian pioneer society. She explains that these women resided in 

communities and were respected and valued for their nursing skills. The 

women healers were the precursors to the professionally trained nurse in 

Australia. They lived and worked in isolated communities, where there was 

often a lack of physicians, and provided the health care for the community. 

Hagger (1979) states that the services of these women often took precedence 

over the care provided by physicians. Hagger (1979, p. 174) recounts a story 

that describes the activities of one untrained nurse': 

At a cry from some man, run breathless to her door from the 
saddle from which he had flung himself, she would pack her 
kit and off. There were no handy rucksacks then; no cheap 
saddlebags. The only bag was a carpet-bag at her side, or with a 
valise lashed across the horn of a side-saddle. Her sideways 
breadth, together with her habit on the horse's side, made 
passage through the forest much harder for her than it ever 
could be for a man 

According to Hagger (1979) the nurses used home remedies, including 

poultices, homeopathic medicines and other cures. She was often 

encouraged by the local physician. As medicine progressed, the role of this 

untrained nurse was questioned - not only by medicine but by the nursing 

profession struggling to gain recognition and acceptance as a member of the 
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health care team (Hagger 1979). This alliance of nursing and medicine to 

disparage these untrained nurses often targeted the community midwife of 

the 19th and early 20th century in Australia (Summers 1997). Physicians and 

trained nurses characterised these midwives as 'Sairey Gamps', the Dickens 

character from Martin Chizzlewit who represented the darker side of 

community midwifery. Sairey Camp became the metaphor for the perceived 

incompetence of the community midwives as exemplified by obesity, 

inebriation and aggressive behaviour (Summers 1997). This characterisation 

was the antithesis to the Victorian image of the well trained, demure and 

subservient young nurse. This situation has interesting parallels with 

Memmi's (1967) colonial model. He maintains that one of the colonised's 

solutions is to become like the coloniser, being tempted by the coloniser's 

status. This process of assimilation, discussed in an upcoming section, 

involves the adoption of 'self-condemnation' on the part of the colonised. 

The first official Australian 'training school' for nurses was established in 

Sydney, in 1868, by Lucy Osborn, a trainee of Florence Nightingale (Best 

1988). McGrath (1988) alludes to the ready absorption of Nightingale's mode 

of nursing into Australian society. McGrath contends that the Nightingale 

system of nursing has changed only minimally for most of this century. One 

historical explanation involves the traditional Australian attitude towards 

women, perhaps related to the higher proportion of males to females in the 

early days and the 'mateship' phenomenon (McGrath 1988). Willis (1983) 

explains that, by 1880, Australian physicians had achieved elitist status, were 

politically connected and held the dominant position in the health care 

hierarchy. 



Kreger (1991b) and Hagger (1979) give us some insight into the development 

of community health nursing in Australia and Keleher (1998) focusses on 

the history of Australian public health nursing. I refer the reader to 

Keleher's work entitled 'Nurses in Public Health History' for a 

comprehensive critique of the evolution of public health nursing in 

Australia. She describes the collusion between public health nursing and the 

health care bureaucracy in the authoritarian infant welfare movement. 

Kreger (1991b) alludes to the 100 year commitment of Australian CHNs to 

the independent management of a plethora of community health needs in 

rural and remote parts of Australia. St. John of God nuns provided the 

earliest recorded nursing service (in the 1890's) to people in Kalgoorlie and 

Coolgardie, Western Australia (personal communication, Sister K. Smith, 

St. John of God Convent 1990, cited in Kreger 1991b). The Bush Nursing 

Services and the Australian Inland Mission Nursing Service were providing 

remote nursing services in Victoria, South Australia, Queensland and NT 

by the 1920's (Priestly 1986; McPheat 1963, cited in Kreger 1991b). Since the 

beginning of this century, nurses were recruited to provide health services 

to remote areas (Cramer 1992b). The first District Nursing Society in 

Australia was founded by Reverend Charles Strong in 1885. The mandate of 

this society was the provision of nursing care to society's underprivileged. 

Hagger (1979) contends that district nurses raised the profile of the poor and 

their plight and a number of these societies were formed throughout 

Australia. These nurses circulated throughout the urban, suburban and 

country areas to minister to the sick in their homes. They treated many 

individuals in very rough and risky conditions but Hagger states that the 

nurses were always treated with respect. Hagger (1979, p.  190) quotes a 

newspaper report from the turn of the century: 
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How often nurses sacrifice their lives or their health in their 
devoted endeavour to ease the dying moments of others or to 
snatch them out of the grip of death! Many pathetic stories 
could be written of such acts of heroic self-abnegation, but as a 
rule their virtues are known only to the angels, and their 
highest reward comes in the sense of duty nobly done and the 
consequent approval of their own consciences. 

In their book The Changing Image of the Nurse, Kalisch and Kalisch (1987) 

contend that sentiments of this nature exemplify the characterisation of the 

nurse as an 'angel of mercy'. The authors explain that Nightingale brought 

respectability to nursing which evolved into the angelic portrayal of the 

refined young woman. A nurse's success was due to her social class and 

refinement rather than her education. These nurses' careers were, as a rule, 

short-lived. With the advent of World War 1, the participation of nurses in 

the war effort provided a vehicle to mask female independence within 

traditional female values. According to Kalisch and Kalisch the portrayal of 

nurses during this era highlighted their contributions and at the same time 

indicated that nurses were not about to disrupt the social status quo. Kalisch 

and Kalisch describe the following phases, in their history of nursing's 

image, in western societies, throughout the 20th century: 'Girl Friday: The 

Twenties'; 'Heroine: The Thirties (an era that elevated the image of nursing 

to an 'all-time high'; 'Heroine: World War 11'; 'Wife and Mother: Postwar 

to 1965; and 'Sex Object: Mid-Sixties to the Present'. The glaring discourse 

that dominates the Kalisch's images relates to the construction of women's 

roles and the nursing role in deference to that of the male 'coloniser'. The 

authors call for the termination of nursing's disempowerment and a 

replacement of subordination with a new dominant image. Kalisch and 

Kalisch (1987, p.  185) assert that 'the transition to a careerist nurse image will 
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necessitate a time of conflict and change'. Memmi (1967, P.  130) discusses the 

necessity for the colonised to recover their sense of 'self' and 'autonomous 

dignity'. He asserts that the 'cure' for the colonised 'involves difficult and 

painful treatment; extraction and reshaping of present conditions of 

existence' (Memmi 1967, p.  131). 

When researching the history of the medical/nursing relationship in 

Australia I encountered a book entitled Portraits in Australian Health, 

authored by John Best, a physician, and endorsed by The Australian 

Bicentennial Authority 'to celebrate Australia's Bicentenary in 1988'. I am 

interjecting a critique of Best's book at this point because it illustrates the 

undervaluing of nursing and its subjugation to medicine within the health 

care system. This publication is an example of Versuylen's (1980) 

proposition regarding the one-dimensional and value laden vantage point 

of the historian. The jacket summary reads: 'John Best has pieced together 

an intriguing look at the past, present and future of health care' (my 

emphasis). Of the 18 chapters in the publication, 14 are devoted to accounts 

of the medical careers and contributions of physicians, one describes the 

work of a physiotherapist a 'Quintessential Allied Health Professional' and 

one chapter recounts the experiences of a pharmacist. The final chapter is 

entitled 'Tony Korman - The Future of Health Care' and presents a glimpse 

of the Australian health care future through the eyes of a 23 year old medical 

student. 

One chapter is devoted to nursing and bears the title of 'Nursing - From 

DeLacy to Statham'. The chapter presents the experiences of a nurse, Ms. 

Statham, and an historical overview of the evolution of nursing in 
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Australia which emphasises the guiding hand that medical personnel had 

in the development of the nursing profession. For example, the first 

professional training for nurses was started by Dr. Gerald Fetherston; nurses 

were responsible to the medical officers for performance of all nursing 

treatments; and the Australasian Trained Nurses Association was 

introduced into Victoria by a physician. The focus of this historical overview 

is on the institutionalisation of nursing within the hospital patriarchy. The 

only mention of community nursing is an allusion to the establishment of 

the 'Bush Nursing Society' in 1911. Versuylen (1980, p.  177) asserts that 'to 

date the history of health has been fairly narrowly conceived as the history 

of organised medicine' and 'historians have ignored an extensive system of 

home health care'. Best's book verifies Versuylen's hypotheses. Best chose 

to concentrate on Ms. Statham's experiences as a Japanese prisoner of war. 

Versuylen (1980, p.  177) contends that 'a few historic women are singled out, 

whilst the bulk of the past nursing force has been obscured'. It is not my 

intent to minimise the contributions of this heroic nurse but a recount of 

her extraordinary experiences provides minimal insights into nursing's 

contribution to Australian health care. 

Street (1992b, p.  42) asserts that the patterns of domination and 

subordination between medicine and nursing are dynamic and involve 

moments of 'cultural and creative expression'. To Foucault, power 

relationships are not fixed. McGrath (1988) recounts two events in 

Australian nursing history that demonstrate the capacity of nurses to 

empower themselves. Firstly, on 11th May 1984, in Adelaide, a group of 

senior nurses protested against the unsatisfactory outcome of the Sax Report. 

They marched together and publicly burned the document. Secondly, in 
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Sydney on December 17th 1985, the New South Wales State Government 

announced, without consultation with nurses, the potential reversal of its 

policy regarding college based nursing education. Nurses united and once 

again marched in protest. The Government retained the policy of college 

based education. McGrath (1988, p.  5) asserts that the nurses' behaviour in 

these events 'was uncharacteristic of the submissive, conforming stereotype 

nurse'. Palmer and Short (1994) discuss the increased political action of 

nurses as evidenced by the Victorian strike in November and December, 

1986. Approximately 17,000 nurses, employed by public hospitals, walked off 

the job in protest about the delays in the resolution of their industrial 

claims. 

These three events in the course of Australian nursing history endow us 

with a capacity for double vision - where each eye sees a different picture. 

Foucault's vision of power as a productive and all-pervasive concept rejects 

the simplistic notion of power as a repressive force. Hoy (1991, cited in 

Cheek & Porter 1997, p.  114) echoes Foucault's ideology when he contends 

that: 

Overcoming power is not necessarily progress as power is 
everywhere and permeates society in such a way that taking 
over the state apparatus (through a political revolution or 
coup) does not in itself change the power network. 

Assessing the nursing events through Foucault's lens it would appear the 

nurses' actions smacked of revolutionary intent. A situation implying that 

nurses are naive to the complexities of power and their reductionist views 

foster nursing actions that work against power. The other lens presents 

Habermas's emancipatory interest, which is concerned with enlightenment 
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regarding situations of oppression and empowerment to engage in 
autonomous action. For Habermas, progress in power situations is 

tantamount to liberation. The ideals of rational self-clarity and collective 
autonomy are central tenets to Habermas's critical social science. Habermas's 
emphasis on communication in the emancipatory process incorporates the 
notion of consensus as a necessary condition for collective autonomy. Fay 
(1987) criticises Habermas's critical science theory as minimalist in 

orientation, concentrating on individual transformations but neglecting the 
domains of social and political action. Fay (1987, p.  109) asserts that: 'surely 
one of the great weaknesses of Habermas's work is that it gives no idea at all 

how what it says about individual psychological transformation can be made 
appropriate for social reform'. Conversely, Freire's critical scientific thinking 
promotes a 'problem-posing model' of education in an attempt to influence 
social change (Fay 1987, p.  107). A convergent vision of these occasions of 
nursing self-empowerment places the profession of nursing on a pathway of 
self-empowerment. The nurses' confrontational approaches respond to the 
Kalisch's (1987) appeal for nursing to adopt a more dominant image and to 
subscribe to conflict as one change strategy. These events also reveal 
nursing's conscious self- awareness of its history of subordination and 
disempowerment. Owen-Mills (1995) refers to nursing's increasing political 
awareness fostered by changing nursing education curricula. She contends 
that nursing culture is steeped in a tradition of consensus. Collective 
autonomy is a component of nurses' socialisation and together with its aim 
of professional emancipation fosters the cohesion of nurses into a powerful 
force (Owen-Mills 1995). Nurses' displays of power within the political arena 
must be accompanied by the optimisation of their self-reflection skills and 
their continuing efforts to assert themselves through dialogue, notions that 
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are revisited in the conclusion of this thesis. 

Critical social theory, feminist and postructuralist theoretical perspectives 

are burgeoning in the nursing literature (Heslop 1997; Thorne & Hayes 

1997). Hunt and Wainwright (1994) refer to the term 'New Nursing' that 

represents an evolutionary process occurring in the nursing profession over 

the past three decades. This reform movement challenges the traditional 

institutions of medical domination, hierarchical structures and task 

orientation - manifestations of nursing's colonisation. 

PART B: COLONIAL LEGACIES 

The Biomedical Model 

The primary aim of this section is to explore the impact of the biomedical 

model on community health nursing and empowerment. In the 

introductory segment I present the participants' perspectives on the broader 

issue of biomedical influence. The remaining three sections entitled 

'Nursing's Hospital Background', 'Medicine/Nursing Assimilation', and 

'Nursing Education', narrow the focus and categorise the participants' 

perspectives. I return to Memmi's (1967) colonial model and the notion of 

assimilation to frame this section. As long as the colonised are willing to 

tolerate colonisation, their assimilation with the coloniser is one of the 

alternatives open to them. The historical evidence reveals the extent of 

medicine's power over nursing and nursing's struggle for recognition 

within the health care patriarchy - a history that projects the colonial image 
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of nursing's assimilation within the biomedical paradigm. Petersen (1994) 

elucidates the depth of the nursing/medicine struggle when he contends 

that the dominance of the physician within the Australian health system is 

a reflection of the society's widespread allegiance to the medical model. The 

biomedical model: 'leads the researcher or health worker to focus on the 

individual and on a specific malfunction or disease-causing organism 

within that individual' (Health Issues Centre 1988, cited in Baum et al. 1992, 

p. 12). The participants described the biomedical model as the preeminent 

challenge confronting nurses in working within an empowerment model 

with Aboriginal clients. They contended that the biomedical model and its 

associated oppression of nursing knowledge has had a disempowering effect 

on nurses which impinges on their capacity to empower others. Simone 

stated: 

In terms of nurses' empowerment I think they are still 
heavily influenced by that biomedical model which still 
dominates the system. ... When you have got a body of people 
that work in that system and are not empowered themselves, 
well then I think it is very hard for them to be empowering 
particularly coming from that model to then look at any tools 
or mechanisms for empowering a different cultural group or 
even empowering any clients. I mean, for example, you have 
still got nurses making decisions for clients without 
involving the client, because that was what we are taught to 
do. We know what is best for the patient! 

Simone represented the views of many participants when she asserted that 

the biomedical influence over nursing continues to promote an 'expert' 

model for nursing practice. 

Barbara discussed her perception of the nurses' role in self-disempowerment 

and the assimilation of nursing practice within the biomedical model. She 
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also linked the disempowerment of nurses and the disempowerment of 

clients: 

There is one other point and that is I think the nurses have 
disempowered themselves in the communities because they 
have gone so much for the biomedical model that some of 
them are scared to do things. Technically women can have 
babies on those communities if there is someone who is 
prepared to deliver the babies. But we have got all the nurses 
around the place so scared of delivering babies out there 
because "What if it dies?", that they are discouraging the 
women from having babies out there. And what you do is 
then send some of them bush so wouldn't it be better even if 
you are not a midwife if they came into the clinic for advice 
and tried to take the best of both worlds. And if they say, 
"Well look I'd like to have the baby here" and you say, 'Well 
I'm not a midwife but that is OK so long as you bring your 
midwife with you, your helpers with you". And panic off on 
the sidelines and let them get on with it. And then if it really 
becomes a panic and they want you to intervene well then 
you get into the emergency situation. 

Barbara and others discussed nurses' propensity to use medical practice as a 

referent for nursing. Fear of reprisal from physicians and the bureaucratic 

hierarchy maintains an inhibiting influence on some nurses' practice. Risk-

taking was an important nurse quality, discussed in Chapter 6, that fosters an 

empowerment model for nursing practice. For Barbara, and others, client 

choice and control emerged as essential features of an empowerment model. 

Although some of the participants talked about nurses' subordination of 

client control and choice to the biomedical model, others talked about the 

power that comes with the nursing role in Aboriginal communities. 

Powerful, important and autonomous are adjectives used by the participants 

to describe community health nursing roles in rural and remote health care 

centres. Some of the participants contended that the autonomous nature of 
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nursing practice, particularly in remote areas, promotes unprecedented 

feelings of power in the nurses and they react to this sense of mastery by 
dominating others. Kessie contended: 

They are fairly powerful positions for the nurse to have in the 
community health centres. Any of those nursing positions 
are fairly powerful. 

Kessie and others agreed that nurses' role as key providers of health care in 

Aboriginal communities placed them in positions of prominence. 

Donna talked about the power and responsibility that comes with the CHN 

role in remote communities. She expressed her thoughts regarding the 

necessity for nurses to temper their practice with rationality, maintaining an 

openness to self-evaluation and critiques from others. Donna explained: 

Nurses must know their limitations. It doesn't matter how 
silly it sounds if you are not sure, ring, don't just think, "Oh 
yes it will be that". Humans do have a problem in admitting 
that they might not know things. And I think we have all 
been guilty of that from time to time and when you are sitting 
out in a position as a remote area nurse you know it is a fairly 
important position and it is a bit hard sometimes to accept 
that you might not know. 

The tendency of some nurses to be overwhelmed with the perceived power 

of their positions affected their capacity to seek advice; represented missed 

opportunities for learning; and of paramount importance, could have placed 

the client at risk. Fiona also discussed concept of power within the CHN role 
in communities. She explained: 

And this is something that I really believe. OK you are offered 
a job as a remote area nurse. Now you might come from a 
clinical background where you are level one registered nurse - 
nothing wrong with that, that is great - and you work in a 
hospital and you earn X amount of dollars a year. You are 
promoted to a level three in the community and your salary 
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has increased tremendously and the responsibility is just, you 
know, sky high. Now it takes a lot of self-discipline, I suppose, 
not to go on a bit of a power trip and think, "Oh, you know I 
am unreal and what I say goes. I make the decisions here and 
this is what we will be doing." I think that is a bit of a trap 
You could feel very powerful because you are there in a very 
small area on the map of Australia but you are the only 
person there doing that job. Or you are in a team with only a 
select few people doing this job and you are making your own 
big bucks. I think if you are not mature enough to put it into 
perspective it can turn into a Hitler situation or something 
and I think a lot of girls do that. They get out there so they are 
not going to empower anybody because they are really so 
empowered themselves now just from getting this money 
and position. But then look at it in reality when you go back 
to where you once started from that is probably the level that 
you go back to and you are not too empowered then are you? 
So that is how I have sort of looked at it. But it is something 
that you do for awhile. It is not anything to get too excited 
about ... You have got to let go of that sometimes. So I don't 
think that people with those sorts of attitudes - as far as I am 
the empowered one and no one is going to get a little sniff of 
my power - you know it is all control isn't it? I don't think 
that they are going to help empower anybody. 

Donna's and Fiona's thoughts regarding nurses and power are reminiscent 

of the colonial model. Their descriptions present nurses as neophytes in the 

power arena, wielding their influence in disempowering ways. The 

colonised admires the coloniser and wants to take on the coloniser's 

characteristics. Freire's critical social theory perspective dovetails with the 

colonial model. He contends that the oppressed internalise the values and 

beliefs of the oppressor and in so doing, contribute to the cycle of oppression 

through cooperation with the oppressor. Freire contends that 'the oppressor 

is inside the oppressed' (Fay 1987, p.  107). According to Freire, the oppressed 

secretly admires the oppressors and 'wish to be like them, accept the 

legitimacy of their position, and believe in their invulnerability' (Fay 1987, 

p. 107). Roberts's (1983) landmark article on nursing's oppressed group 
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behaviour elucidates this phenomenon. 

Hospital Background 

The participants acknowledged the hospital as the bastion of the biomedical 

model. They explained that nursing practice continues to be dominated by 
the hospital ethos and many nurses model hospital based practice in 
Aboriginal communities. The historical legacies of inflexibility, control and 
a task orientation continue to be features of hospital work that the 

participants felt were incongruous with an empowerment model of practice. 

Inflexibility and Control 

Several of the nurse participants in this study alluded to the rigidity and 
inflexibility of the hospital structure, the impact of these characteristics on 
nursing education and work within the hospital system, and how this 

background impinges on empowering nursing practice in community 
health nursing. Fiona referred to her unpleasant memories of her nursing 
education experience: 

The dictator sort of background or nursing hierarchical status 
that we all experienced when we did our training ... I could 
find nothing more horrid than that. 

All of the participants shared their experiences of domination in nursing 
that commenced with their initial nursing education. This feeling of 

subordination was particularly evident within the hospital environment. 
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Participants such as Georgia talked about the predominance of the 

biomedical model in many nurses' practice that emanates from their work 

experiences in hospitals. Nurses' acute care focus neglects the holistic aspect 

of nursing care which includes caring for clients within the context of their 

culture. Georgia stated: 

Well I think the biggest challenge for the nurses going out 
into the remote areas is that they don't know how they 
function themselves, in that they don't think about the other 
side. They don't think about the other person. So you - what 
is the saying? - you get what you see. So whatever comes up 
that is the right way. And they are very ethnocentric with 
how they put forward their stuff. In an emergency I have no 
problem with that. You know there are situations - I am not 
saying it is all wrong. In an emergency there are certain things 
that you need to do and the person's life is in danger. Other 
instances where you have got time, and I know there are 
people waiting, but I believe it is all part of the way of 
working. I liked working in hospitals when I worked there 
but I found them very inhibiting. So I stopped training and I 
went out and finished my midwifery, did extra, did my 
maternal child welfare and it was then that I thought I do not 
want to work in a hospital again. 

Georgia's narrative elucidates the complex nature of the CHN role in the 

communities. Nurses must adeptly handle any emergent situations that 

arise as well as address the holistic needs of clients. Many of the participants 

expressed their dislike of hospital nursing, preferring community health 

nursing because of the increased autonomy that it offers. Kessie talked about 

the rigid hierarchical order in the hospital when she discussed her 

preference for community health nursing. She explained: 

When I went back into the hospital to do midwifery the 
attitudes of most nurses in the hospital - well they wouldn't 
have survived in an Aboriginal community because out there 
you could be the only white person. You are the minority. I 
think in the hospital the pattern is that patients are told what 
we are going to do to you. Whereas in community nursing it 
is the person's choice. They have other kinds of medicine and 
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they have other health care options. 

Kessie continued: 

In general the attitude, I think in hospital, is like this has to be 
done now and there is no flexibility like you have in the 
community. And the turnover is so great they are just trying 
to get their work done. And that is not the whole place but 
that is the general attitude. 

Kessie's sentiments reflect those of many of the participants who felt that an 

empowerment model of nursing practice was more applicable to 

community health nursing than nursing in the hospital. The disease and 

illness focus of hospital work creates a stressful environment where rigid 

routines and controls play a prominent role in client care. 

Ian discussed the inflexibility of hospital work and how the nurses 

retention of those rigid attitudes disempowers nurses and clients in 

community health nursing practice: 

People have done their training in hospitals and been the 
charge nurse in the ward and they manage all the staff under 
them. They make the decisions .and they set it up how they 
think it is best and I don't think that works out bush. 

Joe talked about the nurses propensity for interfering and attempting to 

control Aboriginal peopl&s lives. His explanations are congruent with the 

colonial model: 

Some people come with great ideas - we will save the race. 
We have to save those people you know and that is a mistake. 
Either it is a sort of unconscious thing or sometimes very 
conscious because they come with this one goal to save their 
lives but it is a mistake. It is interference in their culture and 
you don't do any good actually. And those girls get frustrated 
very fast and leave because they were not really accepted in 
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the community. Most people couldn't accept them. They don't 
like the interference with their private lives or things. 

Many of the participants linked nurses' propensity to intrude on client 

situations with nursing's biomedical orientation. The issue of client control 

is complicated by acute care episodes, where the nurse, in the provision of 

illness care, takes on a compensatory role for the client. 

Client control is a central theme of empowerment. According to the 

participants, nurses with a strong allegiance to the biomedical model do not 

adhere to empowerment principles in their nursing practice. 

task orientation 

Task orientation was discussed by the participants as a phenomenon of 

biomedical origins and a deterrent to empowering nurse/Aboriginal client 

relationships. Simone explained: 

Registered nurses that come from that background that you 
have to be doing something all of the time and it is very 
much clinically orientated and health is all about curing 
problems not promoting health 

Many of the participants discussed their ongoing struggle to overcome their 

hospital experiences where the routinised provision of physical care was 

enforced as the paramount role of the nurse. Health promotion and PHC 

strategies entail many nursing activities that are not easily observed, a 

phenomenon that is discussed in Chapter 6 in a section entitled 'Invisibility 

of the Nursing Role: An Empowerment Consequence'. 
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Georgia discussed the nursing emphasis on tasks and how that focus impacts 

on community nursing work: 

Just say a person is getting an injection, the lineup isn't 
happening quickly enough for the nurse I mean as a nurse 
you are taught task task task... 

The participants felt that the nursing emphasis on the performance of 

physical tasks created many frustrations for nurses who brought that rigid 

perspective to their work in communities. They maintained that nurses 

with a strong task orientation missed out on the richly gratifying experiences 

of practising nursing in rural and remote communities. 

Medicine/Nursing Role Assimilation 

Zola (1977) discusses the often insidious control that medicine is wielding 

over all aspects of our daily living. He explains that medicine, or the disease 

model, is surfacing in the psychosocial domain. He describes a British study 

that reported a rise from 25 to 41 per cent in the proportion of the 

population that expressed a willingness to consult the medical profession 

with a personal problem. The issue I am highlighting with this example is 

Zola's presentation of nursing as a subsidiary of medicine. In this statement, 

Zola (1977, p.  58) states: 

Thus Freidson reports that patients explain their preference 
for a nurse over a social worker in help with emotional 
problems because of the former's greater "familiarity" with 
their situation. 
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According to Zola the nurse is a member of the medical profession. Zola (pp. 

58-59) continues by quoting a case illustration: 

You know, you like to go to someone who knows something 
about you and I don't know the social worker. I know she 
took my social history and that we always say hello, but I did 
not know her and I didn't think she really knew much about 
us and our family. Where the nurse knew about us, she 
would be the logical one to go to. 

Zola contends that this client's preference for the nurse is indicative of the 

'medical profession's' monopoly on all aspects of life. Those of us who are 

nurses and nursing clients would view the research participants' choice of 

professional as very appropriate. Within the nursing profession we pride 

ourselves on our adherence to a social model within a caring paradigm. Our 

holistic and health oriented perspective separates us from the dominant 

medical profession. Zola's understanding of the nursing profession as a 

subsidiary of medicine presents a picture of assimilation that permeates 

society. Hunt and Wainwright (1994, p.  3) remind us of the historical roots 

when they contend: 

By tradition nursing has been seen as a dependent occupation, 
the nurse being expected to be the ears and eyes of the doctor, 
loyally carrying out instructions and faithfully reporting back. 

The issue of nursing/medicine role differentiation looms largely in 

community health nursing practice in rural and remote settings. The 

following community health nursing role descriptions, provided by the 

participants, allow us to explore the complex power relationships between 

medicine and nursing and the impact of the nursing role, in rural and 

remote communities, on the development of empowering relationships 

between the Aboriginal client and the nurse. 
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Fiona described her role as CHN in a remote community health centre: 

I learned different sorts of clinical skills for sure. And I 
learned that personally I had a lot more resources than you 
would ever discover about yourself if you stayed working in a 
hospital where all equipment is there and you can just get on 
a phone and there is a doctor there straight away. Being left 
sometimes in emergency situations for a couple of hours, 
waiting for a plane to come, making sure that you have 
everything close by as you are the only person there. Another 
person might be haemorrhaging or might have gone through 
a traumatic time ... Paper work is a very big issue and I think it 
is important also that nurses realise that there is a lot of paper 
work that is generated for legal reasons and lack of clerical 
staff to help you. You know pathology results need to be filed. 
They all need follow up so you check that out. You might go 
around the community to find people. If you can't find them 
you send the word out and the good old bush telegraph works 
pretty well -they come to the clinic then hopefully. Then you 
open the clinic about ten-ish and you see people for a variety 
of things. Most of the things in the big picture would probably 
be considered as minor - a lot of boils - a lot of terrible skin 
conditions. A lot of scabies and at this time of the year there 
are a lot of coughs, sore throats, you know pneumonias. A lot 
of children with viruses and diarrhoea that you have to 
monitor. You have to review them again in the afternoon to 
make sure that they are not becoming too dehydrated. If they 
were you have to arrange for evacuation. You have to try to 
convey to the mother the importance of keeping these fluids 
up to this child. So in looking at it in that sense you can get by 
with the boils and pneumonias in the adults but in children it 
is a different thing ... Sometimes that clinic gets about 50 
people through it within a couple of hours in the morning 
You know it is not only nursing that you do. You do all the 
paper work, you do cleaning unless you have someone to 
clean. You are doing educating, which is part of nursing but it 
is such a full on experience, such a cross cultural scene that 
nothing can prepare you for that ... You are also changing 
tires now I came from a background where I have never ever 
changed a tyre in my life you know let alone on a four wheel 
drive! 

Fiona's role in the health clinic had a strong biomedical orientation. Often 

the only health care provider in the community, she spent the majority of 
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her time diagnosing and treating the community members' ailments. She 

was frequently confronted with acute and emergent illness episodes that 

required quick action and clear thinking. Fiona spent several months on 24 

hour call, without other health care workers to provide her with relief or 

backup. Working in empowering ways presented challenges to her in the 

rushed environment of the clinic. Clinic work monopolised all of her time 

and she was unable to look beyond the confines of the clinic to address 

community health issues from a PHC perspective. 

Hannah described her role in a rural community health centre: 

It can be any combination of quite a few different focusses. 
Skills, there could be just clinical skills which would be basic 
dressings and immunisations and venipunctures, things like 
that. Then you could have some assessment and diagnosis 
type things depending on the availability of doctors. If 
everybody is really quite busy we go by the standard protocols 
that have been established for [place] and they offer you some 
assistance with assessment and diagnosis and treatment. And 
so we just follow those guidelines and that also involves 
giving out antibiotics and taking swabs and blood tests and 
getting the doctor to authorise those tests. We always follow 
up by getting the person to come back and be seen by the 
doctor as well to make sure that what we thought was the 
problem was actually the problem and that it has all been 
absolved ... Other times we might be assisting the doctors with 
surgery stuff like that and other times we might be working 
on the desk and doing reception duties because we are short 
staffed. And other times we could be going out to one of the 
out stations to pick up somebody that we had seen on call the 
night before that hadn't turned up for review that we feel 
needs to be seen. Might have had some blood in the urine or 
something like that and we really feel that they need to be 
assessed again and so we go out and get them or have them 
come in ... Talking about other aspects of my day to day work 
you could have a phone call that there has been an accident 
somewhere in the (place) on one of the major roads and then 
of course as I have said before there is no ambulance service. 
A nurse and a driver go out depending on the report of the 
condition of the people. If we feel that we can cope with 
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whatever we think we might find we go out like that. 
Otherwise if it sounds more severe we will take a doctor with 
us as well and if it involves more people than we can cope 
with with one vehicle then another nurse with another 
vehicle will go out. If it is a major thing like a bus or 
something like that then we will get back up from Air Med in 
[place] and they will come out with more personnel and more 
equipment. 

Like Fiona, Hannah's work in a rural health clinic focussed on diagnosis 

and cure. Aboriginal people came to the clinic with a variety of ailments and 

Hannah and the clinic staff addressed their concerns. There were physician 

staff positions but these were not always filled. Hannah's occasional forays 
into the community were to attend to emergent situations or to visit a 
community member whose illness prevented a visit to the clinic. Hannah 
mentioned a physician that was involved in PHC activities. She described 
his role: 

All of the housing is overcrowded and that is part of the 
doctor's brief that is employed by the health service. It is part 
of his role to oversee the environmental health aspects of the 
people that he looks after and he is writing submissions for 
more housing at the moment. Because he sees that if the 
housing is not rectified then the health can't be addressed 
properly. 

Hannah looked forward to the time that clinic work would incorporate a 

more PHC oriented philosophy. I do not feel that I have the adequate 

information to critique the physician and nursing roles but I was left 
querying Hannah's heavily medicalised role when a physician is involved 
in the environmental aspects of health. Interdisciplinary and intersectoral 
collaboration would provide all concerned opportunities to work within a 
PHC model of care. 
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Isabelle articulated her differentiation between the nursing and physician 

roles and described the multiple responsibilities of the remote area nurse: 

The work in the Aboriginal communities is so diverse and 
different that there is nothing that will prepare you. A nurse 
is not a doctor. However, when you go to Aboriginal 
communities you have to act as a GP if there is not a doctor 
there. So although you consult with the doctor on the 
telephone when appropriate, you have to take on a lot of 
responsibilities that under normal circumstances you are not 
allowed to do. To diagnose and evaluate but not from the 
nursing perspective from the medical perspective as well as 
the nursing perspective. But you also have to act as a social 
worker so you have to do that perspective as well. You are a 
nutritionist so you have to do things from that perspective. 
So you are one and all. Sometimes you have to act as tax 
consultant and do the tax with them. You have to be a vet 
because a dog is sick. You have to stitch an animal so you are 
the one and all. Now there is nowhere else you have that role 
so it is a little bit different. 

Isabelle worked in a number of remote and rural communities and her role 

varied according to community needs. She discussed the medical focus of 

her role and in some communities she was afforded the opportunity to be 

involved in community development projects. 

The participants' role descriptions suggested a strong medical dimension in 

their work in both rural and remote settings. This characteristic of their 

work prompts some reflection on the nature of the nursing role. I feel 

almost apologetic for introducing this topic once again when it has been 

written about and discussed so much but the interface of nursing and 

medicine continues to create confusion. Hunt and Wainwright (1994) 

acknowledge the challenges encountered when trying to provide a unitary 

meaning for nursing. They contend: 'There is no one set of attributes that 

characterise nursing and which could therefore be used to define what is the 
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role of the nurse ... '(Hunt & Wainwright 1994, P.  17). Chiarella (1994, P.  5) 
describes the focus of the nursing role as 'making the experience of the 
consumer/patient as acceptable as possible at that moment in time'. This 
focus is relevant in any nursing practice situation. Intimacy, flexibility and 
constancy are characteristics that assist in the identification of the nursing 
role (Chiarella 1994). Nursing activities involve intimate dealings with 
client's bodies (Lawler 1991). Nurses provide constant 24 hour care which in 
turn necessitates the flexibility of the nursing role in that nurses are 
available to provide care to individuals when the need arises (Chiarella 
1994). One of the basic responsibilities of nurses is to facilitate the 
individual's capacity to cope with illness and understand its meaning 
within the context of their everyday living (Mechanic 1988). The community 
health nursing role stresses health promotion activities in partnership with 
individuals, groups and communities within a PHC framework. Yearley 
(1995, p.  1188) describes the articulation of the nursing and medical role 
when she states that nursing 'acts as a mediator between the lay and 
biomedical worlds, possessing flexible boundaries that facilitate it in the 
process of healing and curing'. The medical role focusses on disease 
diagnosis and cure. The Kable Street Practice Report (1994, cited in Nurse 
Practitioner Project Report 1996) attempts to clarify the nurse practitioner 
and medical roles by placing them within a biomedical and psychosocial 
continuum. The general practitioner works closer to the biomedical pole 
and the nurse practitioner functions closer to the psychosocial pole. The 
blurring of boundaries occurs when the physician takes on a nurturing role 
and the nurse overlaps into some areas of medical practice. The emphasis in 
this model is the importance of the interdependency of the medical and 
nursing roles and the need for collaborative relationships between the 
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professions. The preceding facile descriptions disguise the intricacies 

inherent in both the nursing and medical roles and the medicine/nursing 

interface but do provide a starting point for discussion. Attempts to define 

the nursing role and to understand the association between medicine and 

nursing are complicated further when terms such as expanded role, 

extended role, nurse practitioner and advanced practice are used to describe 

the contemporary evolution of nursing practice. The nursing role in rural 

and remote Australia has been described as expanded (Kreger 1991a), 

extended (Hegney 1996) and advanced (Knight 1996; Roberts 1996). Kreger 

(1991a) expresses a preference for the term 'expanded' when describing 

remote and rural nursing practice. She asserts that nurses have expanded 

their practice in response to the health care needs of the community. Kreger 

contends that the term extended implies nursing taking on medical 

functions whereas expanded more aptly describes the expansive scope of the 

rural and remote nursing role. She explains: 

Maldistribution of medical practitioners and other health 
professionals in rural and remote areas has resulted in 
nurses expanding their scope of practice. Expanded nursing 
practice comprises a range of medical, pharmaceutical and 
allied health functions in addition to the curative, 
maintenance, rehabilitative, illness prevention, health 
promotion and community development responsibilities of 
nurses (Kreger 1991a, p. vii). 

Hegney (1996) describes the necessity for rural nurses to take on an 'extended 

role' because of the unavailability of physicians in rural and remote areas. 

Pearson defines the extended role as: 'one that widens the nurse's role to 

include various tasks that were previously seen to be the domain of doctors' 

(cited in Hegney 1996, p.  3). In other words, the nurse is often required to 

take on a PC role (Kreger 1991a). Hegney (1997) revisits the debate and asserts 
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that the term 'advanced practice' promotes rural nursing as a nursing 
specialty. She contends that the terms 'extended, 'expanded' and 'multi-

skilled' serve to subjugate rural nursing knowledge to other more dominant 
disciplines such as medicine. Roberts (1996) explains that rural and remote 

area nursing practice parallels the nurse practitioner or advanced practice 
role. The nurse practitioner is described as: 'an advanced practice nurse who 
is able to go beyond the basic care given under the direction of a physician 
and who can function autonomously' (Meppem 1992, cited in Roberts 1996, 

p. 171). Knight (1996, p.  3) encapsulates the essence of the CHN role when 

she explains: 

Remote practice is fundamentally about advanced practice 
without backup. It is about having to extend our scope of 
practice across many fields to provide individuals, families 
and communities with safe, continuous, coordinated and 
comprehensive health care. 

Attempts to label the CHN role in rural and remote communities are met 
with confusion. It is beyond the scope of this thesis to enter into extensive 
debate regarding the issues but the participants' role descriptions 

demonstrate the in depth knowledge and skills required and the generalist 
scope of CHNs' work. Hegney (1997) provides a rationale for the promotion 
of rural nursing role specialisation and legitimisation when she states: 

nursing is what nurses do; nurses practise nursing. If a rural 
nurse is required to have cannulation, defibrillation ... this is 
advanced rural nursing practice. It is not adopting another 
discipline's role 

I return to the notion of legitimisation of the CHN advanced practice role in 
the conclusion of this thesis. 



Nursing Education 

Speedy (1989, p.  12) refers to the theory/practice gap in the nursing context as 

'the specific relationship between nursing theory and nursing practice'. She 

states that 'this can be expressed in the question: How does theory X relate to 

my nursing practice'. Many of the participants referred to the continuing 

influence of the biomedical model on nursing education. The participants 

contended that nursing knowledge was undervalued and oppressed within 

the hospital setting. They were confronted by the theory/practice gap 

throughout their nursing education. Simone explained: 

I think that nurses, even now we are in universities, I think 
we are very much still coming from a biomedical model and 
even the comprehensive nurse that leaves the university 
program in a lot of ways is still influenced by people that are 
teaching the programme and often they are still from the old 
school of nursing programmes. They can have all the most 
revealing and open type literature that you want, open type of 
programmes that you want, but the people teaching it are still 
coming from very rigid ideas and still carrying with them a lot 
of baggage from the old school of nursing hospital 
apprenticeship type days. So I still feel that the students are 
being influenced and then when they get into the system, first 
of all unfortunately, they still have to go to the hospital for 
some reason. When they get there anything that they are 
trying to do - it is not in all cases but I think in most cases - in 
my experience it is still that they are not allowed to practice 
any of the things because they are coming to a system that still 
works on the biomedical model. Anything they try and do is 
soon knocked out of them. So they either leave and do further 
study in another discipline, or else it is easier in most cases for 
them to take on those values and beliefs of the dominant 
system which is the old biomedical system. 

Simone and many of the participants acknowledged the changes that have 

occurred in nursing education over the past few decades, particularly since 

the shift to tertiary institutions. But they asserted that the continuing 
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domination by the biomedical model must be addressed in order for nurses 
to take their rightful positions as equal members of the health care team. 
Simone felt that the biomedical orientation of some of the nurse educators 
emerged, despite the changes in curricular content. Simone raised an 
interesting point regarding nursing's preoccupation with the hospital as the 
primary venue for practicum placements. I will return to this issue in the 
concluding chapter of this thesis. The participants maintained that the 
hospital experience instilled an attitude of conformity in some new nurses 
and disenfranchised others to the extent that they left the profession. 

Barbara expressed her opinion regarding the rhetoric of nursing education 
and the reality of the nurse/physician relationship. Barbara stated: 

I don't think that nurses are being educated to be independent 
of doctors regardless of the rhetoric. I think they are being 
educated to be totally dependent on doctors. And if they are 
not as soon as they get out and do a grad year in the hospital 
they get that message loud and clear. 

Barbara and other participants felt that the nurses' initial hospital 
experiences moulded their dependency on physicians. 

Regardless of the WHO assertion regarding the suitability of nurses to 
become involved in PHC (see Chapter 1), Ellen questioned the feasibility of 
nurses as PHC practitioners. Ellen explained: 

And I've often wondered - we've already got the prototype 
with the Aboriginal health worker or primary health care 
practitioner - whether we wouldn't have more success in 
starting off with somebody with no preconceived health 
background and actually just develop your own primary 
health care practitioner ... I'm not entirely convinced that 
nurses are the right people to be delivering primary health 
care ... We have a nursing schema that we just can't drop 
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I've thought what is it about nursing that is essential that you 
bring and what it is that we can teach you to do on the job. I'm 
not quite sure what that training or that experience does bring 
to it. In some instances I think it probably brings a bit of a 
legacy. 

Ellen described her concerns in working with CHNs who were totally 

immersed in the biomedical model and appeared to lack the motivation or 

desire to embrace PHC principles in their practice. Her suggestion to educate 

another category of health worker indicated her frustration with nursing 

and represented missed opportunities for nurses to contribute to the global 

'health for all' PHC movement. 

In sum, the participants asserted that nursing education's contemporary 

focus, promoting the 'new nursing', is diminished by the biomedical 

orientation of the 'old school' instructors and the realities of hospital work. 

It was suggested that nursing education is immersed in the rhetoric of 

nursing's emergence from medical domination and the evolution of 

uniquely nursing knowledge. This gap between nursing theory and practice 

promotes nursing practice that challenges empowering principles and 

nurses' involvement in PHC. 

Political Naivete 

Some of the participants maintained that nurses have difficulty working in 

empowering ways with the broader community, from a community 

development perspective, as a result of their political naivete. Barbara and 

other participants approached this theme from an educational standpoint. 
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Barbara explained: 

Well I think nurses first of all need to have a much better 
political education. They are politically naive, tending to right 
wing conservatism. You know they have no idea really. So 
that is a major problem before they start. I think that there are 
some people who can go in and carry a big role but I haven't 
seen it typically among nurses. I have seen it with teachers 
actually. Much more, much more than nurses. And I could 
name you three or four teachers just straight away that have 
had a very significant role which even though they may have 
left the community now they are still very important to those 
communities. They are still well remembered and if they go 
back and some of them do, are still respected people 

I purposefully concluded this section on 'The Biomedical Model' with the 

participants' thoughts on nursing and the political domain. Power, politics 
and empowerment are inseparable - a theme that materialises throughout 

this thesis. The need for nurses to cultivate their political awareness and 

skills begins to emerge in an upcoming section entitled 'Organisational 

Hierarchy. 

The Holistic Focus of Community Health Nursing Practice 

The participants articulated their thoughts on the differences between the 

nursing role in the hospital, with its biomedical focus, and the role of the 

CHN in rural and remote communities. 

Georgia explained the holistic aspect of the community nursing role and 

provided a reminder of the impact of the hospital background: 

To start, the nurses going out from an urban setting where 
they have been, most of them have worked in hospitals in 
maybe an emergency area where you are dealing with trauma. 
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When they go out into a community and they are dealing 
with trauma on a different level there are people that are 
acutely ill. They are going through grief processes, at different 
stages of their lives you know because again you don't know 
what has happened to them ... You are dealing with the whole 
person and you are dealing with the community. Where the 
person fits into their family and where they fit into the 
community. That has an impact on whether the person is 
going to get well and new nurses coming in have a great 
difficulty in coping with that aspect of remote area nursing. 

Georgia emphasised the importance of providing nursing care that 

acknowledges the client as an individual within the context of family and 

community. Her definition of health incorporates healthy family and 

community relationships. 

Hannah also approached her work in the clinic from an holistic perspective. 

She explained: 

Hospital nursing doesn't prepare you for this type of nursing. 
Hospital nursing is very job and task orientated and 
segmented whereas this is more looking at the whole person. 
As a nurse you might have a couple of patients allocated to 
you in a ward for a shift and you might be responsible for 
things like the IV therapy and their dressings and their 
medications but you are not looking at the whole person. You 
are looking at the disease or the problem that they have come 
into the hospital for and getting that cured so that they can go 
home and then somebody else has had the starting part. Like 
the doctor in the community has had the initial part of their 
problem and has put them into the hospital but here you are 
looking at the person from start to end. You are not just 
looking at the problem that they present with on that day you 
know them and you know the family and you know the 
relatives and the extended family and you know the diseases 
that are pertinent to that family and what that family history 
is. You know if you have been here a few years what their 
auntie or uncle died of, whether it was breast cancer or 
whatever and you know to be on the lookout for things. For 
example, these new babies that are being born because their 
mother had some kidney disease and you watch this new 



173 

baby. Now that I have been here for [number] years I can see 
nearly three generations because the Aboriginal people tend 
to have their babies a lot younger. 

Hannah cared for clients as members of both their nuclear and extended 

families. To Hannah, forming relationships with the clients and their 

families was a very important component of her clinic role. The biomedical 

orientation of her role is evidenced by her view of family within the context 

of its history of disease. 

The participants felt that an holistic orientation that included the concepts of 

culture, family and community differentiated their work from nursing 

practice in the hospital. It is well established that the role of the CHN in 

rural and remote communities is highly complex and challenging (Cramer 

1992a; Willis 1990-1991). The medically oriented components of the 

participants' practice were prominently featured in their role descriptions. 

The extent of overlap of the CHN role with medicine is dependent upon the 

degree of isolation of the workplace setting and physician availability. 

Although often overwhelmed by the PC needs of their clients, many nurses 
work diligently to incorporate a nursing perspective that embraces the 

principles of holistic care and PHC. 

The Organisational Hierarchy 

For the purposes of this thesis, 'health care bureaucracy' is the generic 

counterpart to 'organisational hierarchy'. 'Organisational hierarchy' 

connotes the bureaucratic structure or hierarchical situation where the 
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participants in this study were employed. The participants referred to their 

employment agency as department or service and I have borrowed their 

terms on a few occasions. The colonial relationship between the 

organisational hierarchy and the nurses working on the front lines in 

remote and rural communities was discussed by the participants. Isabelle 

talked about the department's devaluation of one nurse's skills because the 

nurse's practice was reality based. She referred to the gap between the 

realities of practice and the theoretical directives from the organisational 

hierarchy. She likened this theory/practice gap to a cultural divide: 

When someone that has worked at the grass roots level and 
comes to the theoretical level and says that is not going to 
work - that is bullshit - they ostracise that person and say that 
person doesn't know anything. That person is a racist. When 
that person is only saying what is a reality ... When you look 
at the interaction of that person with the community you can 
see that that person is functional and accepted ... But because 
that person lacks the educational background and doesn't 
spend time reading papers and hasn't got the vocabulary and 
therefore he doesn't know what he is doing because he goes to 
a very theoretically oriented person who has no idea of the 
practical background. The knowledge base is not used because 
it is expressed in a theoretical framework. While the ones that 
have the theoretical framework have no idea of the 
application of that theoretical framework and there is a clash 
of views in there. One because they are so engrossed in their 
theory and they can not see beyond that, and the other one 
because they are so engrossed in the practical aspect of it that 
they can't see beyond that to the theory. They are as culturally 
apart as the Aboriginal culture is from the European culture. 

Isabelle and others expressed their frustration at the division between the 

workers on the frontline and the educators and managers within the 

organisational hierarchy. Isabelle was concerned about the undervaluing of 

clinicians who may not express themselves in the fashionable jargon but 

their practice speaks volumes about the application of PHC principles. She 
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appealed for a balance between the frontline workers' and managers' 

perspectives, contending that the two groups had much to learn from each 

other. 

Power/Language 

Language is a powerful vehicle for colonisation, permitting the 

dissemination of bureaucratic rhetoric. Many of the participants disliked the 

word empowerment. They expressed frustration at the department's 

promotion of the term without substantial strategies and support to put the 

theory into action. To the participants, empowerment implied a powerful 

subject giving power to a passive, powerless recipient. Carl explained: 

The rhetoric is pissing me off. At this stage the word has 
become, to me, the word has become the health service. Now 
this is disempowering in itself because we own the word. So 
we are going to empower you ... You know we are going to 
give you power. It is not ours to give so the word itself has 
become ... not even the jargon it is like nationalities locked in 
a coloniser and colonised situation - we'll give you your 
freedom ... you don't have their freedom to give to them! 

Carl's reference to the colonial model places the concept of empowerment 

solidly within the domain of power. His allusion to the notion of owning 

language implies its power potential, an idea that is addressed in Chapter 6. 

Carl's commitment to egalitarian relationships between the client and nurse 

was evident in the depth of his concern regarding the rhetoric of 

empowerment. 
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Fiona illustrated the departmental rhetoric regarding empowerment 

through this example: 

I don't see why we should have to fill out the Aboriginal 
health workers' time sheets you know we are all adults here. 
They don't fill out my time sheets. They don't tell me what to 
write down for my overtime do they so I have a bit of a 
problem filling out the Aboriginal health workers time sheets 
but that is one of the jobs. I say, "You know when you are 
here. I can't remember. You put it down." And if they put it 
down, "OK you can sign it and you put it in because I can't 
remember". Because I am not getting into that you know. 

Fiona chose to exercise her power through resistance, a reminder of 

Foucault's idea of the power and resistance nexus. The organisational 

hierarchy promoted the empowerment of Aboriginal people as a 

fundamental component of service provision. However, the policy of nurse 

responsibility for AHW time sheets reduced to rhetoric the department's 

professed allegiance to empowerment. 

Georgia expressed her dislike of the word empowerment and referred to the 

frustrations regarding the departmental rhetoric. Georgia felt that the health 

service's use of the term empowerment supports a policy of economic 

rationalism. 

Initially, when I read your outline, the word empowerment 
had a real negative connotation for me. For empowerment to 
really work the organisation has to have that ethic. Now I 
think the department is trying to but there are always other 
factors that are impacting on what they are trying to do and 
everyone is running off like a lost bullet doing their version 
of the whole thing ... In the department there is a lot of 
rhetoric. It is used to justify lack of funding and sometimes 
the justification may be there but it is how it is done. It is not 
what is done but how you do it. 
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Like Georgia, some of the participants expressed their concerns that the idea 
of empowerment was used to rationalise governmental withdrawal from 
health provision when the effected community may not be ready to achieve 
full self-management. 

Isabelle described an example of departmental rhetoric where a community 
programme was curtailed because it was perceived as disempowering. She 
explained: 

There was this one time in this particular community they 
decided to do their baby clinics - because the ladies did not 
attend the clinic - to take it to the community so they took the 
car to different parts of the camp. Well in that community I 
have seen when the mothers were all picked up by car they all 
came. You know physically pick them all up and then the 
attendance was nearly 100 per cent. But no no no people have 
to be independent to come to the clinic so they can't have to 
come to the clinic. So the rides were stopped and because they 
wouldn't come they decided to go to the community but they 
still wouldn't come. OK the theory is you take the service to 
the community. But people loved to ride in the cars for 
goodness sake! And if one week they were unable to be picked 
up for whatever the reason because the car was broken down, 
people would come. Because they were used to it and they 
would come! They expected the car to pick them up if it was 
possible. They liked to be in the car. They were ready. The kids 
were clean and ready to come to the clinic. You know so that 
was stopped - you have to empower the people. So that is why 
I have a little bit of a problem with the word empowerment. 

Isabelle maintained that community choice was not considered. The 
community was denied their exercise of choice in the situation and the 
opinions of the workers involved were not considered. Disempowerment 
transpired under the guise of empowerment. 

Joe described his distaste for the term empowerment: 
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Empowerment means absolutely nothing to tell you the truth 
because you can explain it or interpret it in different ways 
In relation to the Aborigines - it may even be patronising ... So 
to me it is really a dirty word. I don't use it at all ... It is one of 
those modern fashioned words you know they come in and 
then there is something different 

Joe felt that empowerment is a fashionable term with confused meaning 

and patronising intent. His thoughts present empowerment as an example 

of bureaucratic jargon, implying that the real work of empowerment is 

ignored. 

Ian expressed his view that empowerment was departmental rhetoric and 

asserted his frustration at the lack of departmental initiatives to promote 

community development: 

Empowerment is an overused word and I think it is very easy 
to say well we are going to empower this and empower that 
and to me sometimes people use their power to try and 
empower people. I don't like it. It is easy to say our aim is to 
empower people but that is not really getting to the basics as to 
how that is going to happen. You know we are going to 
empower people because we are going to write a policy saying 
that empowerment is important ... If the department is serious 
about community development and if you want to call it 
empowerment they have to start committing the department 
to that process and not paying lip service. So giving nursing 
staff adequate training and not sending people out raw. Work 
with communities more in the selection and review of staff. 
Support of the Aboriginal health workers and giving a very 
definite role and function of the health team out bush and 
supporting that from the top. I think there is a lot of lip 
service all the time about empowerment and that is why I 
don't like that word. 

The participants held very strong feelings about the word empowerment. I 

incorporated many of their quotations in order to provide a vehicle for their 

personal thoughts to be aired. The word empowerment symbolised the gap 
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between theory and practice within their work experiences and signified the 

power relationships that permeate the health care system. 

Health Service Issues 

The participants discussed a number of challenges that transpired in their 

day-to-day provision of service to Aboriginal clients. I present their thoughts 

in the following categories: confused definitions, biomedical goals and 

outcomes, organisational constraints, legal issues, territoriality, and 

community characteristics. 

Confusion of Definitions 

Some of the participants contended that the lack of a consistent 

understanding of PHC impeded empowering practice. Ellen alluded to the 

confusion regarding a PHC definition. She explained: 

Some people won't agree with me when I say primary health 
care is alive and well because everybody is always in panic 
mode that we are not doing primary health care. I don't know 
what people think primary health care really is because I have 
had discussions with nurses that were saying you know we've 
got to go get a job in primary health care because this isn't the 
real primary health care. Then I went out to an out station 
and we weighed and immunised a baby, or talked to mom and 
dad about family planning, saw an old lady and referred her 
on to a specialist. We provided care to some men with chronic 
illness, provided some acute care for young kids, did a hearing 
test. I mean the whole caboodle - almost like a text book 
primary health care. At the end of the day I said to the nurse, 
"What do you think we did today if you don't think that was 
primary health care?" 
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Ellen focussed on the acute and preventive components of PHC within a 

clinic setting. 

Georgia also talked about PHC strategies within the clinic setting: 

there are different definitions of primary health care people 
don't put forward their definitions. You know to me primary 
health care means this and so I believe I am doing primary 
health care. They get onto one aspect of primary health care 
and get all frustrated and fed up because the acute part of the 
primary health care takes up most of their time and workload. 
People are sick and that is the way things are now because they 
can't get onto this preventive stuff. But they don't realise that 
in actual fact they are doing some preventive work if they 
organise themselves and focus themselves 

Georgia and Ellen discussed the misconceptions regarding the meaning of 

PHC throughout all levels of the organisational hierarchy. Their definitions 

were grounded in clinic work, where nurses address the health problems of 

individual clients. The high prevalence of illness within the communities 

perpetuates the acute oriented dimension of PHC. Perhaps, and both 

participants alluded to this, it is not so much a confusion regarding the 

meaning of PHC but frustration that a more comprehensive PHC approach 

remains elusive. 

Biomedical Goals and Outcome Measures versus PHC Goals and Outcome 

Measures 

Participants asserted that PHC practice necessitates the capacity for nurses to 

reorient their thinking from an emphasis on biomedical outcomes to more 
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health oriented long term goals. Ellen explained: 

I think the problem - the panic about primary health care and 
why we feel we can't be doing it - is because we are not seeing 
the evidence of it. It is a very slow process. And it is not the 
sort of thing - you don't get the gratification - you're not 
stitching up somebody or fixing the boils. It is a very slow and 
long and tedious process and in actual fact I think the better 
you become at it the less control you have over it and because 
you have less control over it there is this immediate panic 
that its not happening. It can't be happening. 

Ellen alluded to the biomedical origins of nurses' frustrations regarding the 
ambiguous nature of PHC goals. Ritchie (1994, p.  147) refers to the 
promotion of biomedical goals as: 'the most conspicuous obstacle to change' 
in the conversion to PHC focussed health care. Ritchie contends that a cure 
model of care creates direct links between the professional's skills and the 
client's recovery, resulting in increased personal satisfaction for the 
professional. Primary health care obfuscates the system of rewards. 

Some of the participants contended that the adherence to biomedical 
outcomes denies the efficacy of health promotion and empowering 
strategies. Isabella explained: 

when they change policy and they change the way in which 
the clinic is run and the way things are done unfortunately 
we don't evaluate the results of that change. And to me that 
is vital - the evaluation of change ... We are dealing with 
Aboriginals. We are involved in a health partnership with 
Aboriginal communities to improve the health of the 
Aboriginal community. That is the aim or the optimal aim. 
Use a set of health scales, a scale of what is healthy. This is 
where we are at now. We are going to implement change. 
This is where we are up to and just use whatever criteria that 
is considered by the so called experts as adequate, OK not 
attendance at the clinic or anything but health related issues 
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Isabelle's ideas for the evaluation of PHC strategies incorporated 

measurements that focus on healthy outcomes. She expressed frustration at 

the lack of appropriate evaluation techniques. Ellen concurred: 

And the other thing is that we are still measuring primary 
health care on biomedical outcomes. Like we are still looking 
for the wrong indicators. You know we all preach and practice 
primary health care and like I say I really think in reality we 
do practice primary health care in the health centres in [place]. 
But we barrel on with the whole show until it actually comes 
to somebody saying "what are the indicators" and the 
measurements are based on the biomedical model. 

Isabelle and Ellen highlighted one of the most significant challenges to PHC 

implementation in our biomedically oriented health care bureaucracies. 

Community programmes based on an empowerment model are found 

lacking when measurements are short term and quantitative. Baum et al. 

(1992) remind us of the multifaceted and complex nature of health and the 

challenges involved in the development of appropriate evaluation 

methodologies. Baum et al. (1992, p.  64) assert that evaluation questions 

must include 'How do we evaluate programs that aim to give people more 

control over their health?' 

Organisational Constraints 

The participants discussed a number of workplace challenges that impinged 

on nurses' capacity to practice within an empowerment model. These 

constraints included: staffing shortages, high staff turnover and funding 

issues. 
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Hannah described the status of PHC implementation in the health centre 
where she is employed and the impact of staffing shortages: 

Staffing has been a real problem here for a number of years 
now with the nursing shortages. On different occasions we 
have been quite short. And that has prevented us from going 
out to the communities and doing any sort of health 
promotion or education or nursing type things. 

Hannah discussed the difficulties encountered in recruiting nurses to work 
in the rural health clinic and the impact of staff shortages on an 
empowerment model. The PC needs of clients who come to the clinic 
constituted a staffing priority. Seldom, if ever, was there time to practice the 
full spectrum of PHC. 

Georgia discussed the rhetoric of PHC and the reality of organisational 
constraints including funding shortages: 

The thing is that the system has been set up and staffed to the 
level that community development can occur just a few 
times a year. You know community development - go in and 
organise a preventive programme. Because the people are so 
acutely ill and need that type of care ... the department has 
only given us sufficient funding just to run medical services. 
Which you know is the acute part of primary health care 
We know the preventive aspects need to be targeted and the 
new public health aspect in the health arena. 

Georgia's definition of a community development programme entailed a 
focus on disease prevention. The meaning of community development 
varies from person to person, another factor to confuse the implementation 
of PHC. I return to this discussion in the conclusion of this chapter. Hannah 
and Georgia discussed the challenges in implementing the empowering 
principles of PHC in their work as a result of the overwhelming need to 
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problems, organisational rhetoric and the allocation of finances to support 

the biomedical model were barriers mentioned by the participants. Cramer 

(1992a, p.143) states: 

Remote-area health services in Aboriginal communities 
nominally subscribe to a primary health care philosophy, but 
in practice many of these health services are predominantly 
based on a medical model and delivered within a bureaucratic 
structure. The high level of ill-health in many remote 
communities means considerable time is taken by nurses in 
maintaining medical regimes and providing follow-up care. 
This precludes time for health promotion and the promotion 
of community involvement in meeting fundamental health 
needs. 

Cramer (1992a) refers to remote area nurses' concerns with the allocation of 

very limited resources on the continuous effort to provide often wasteful 

drug treatments on individual clients at the expense of more community 

oriented health benefits. Cramer (1992a) discusses the negative impact of 

chronic under-staffing on the provision of consistently reliable health 

services to remote communities. Kreger (1991a) researched remote area 

practice and concluded that the lack of resources caused remote area nurses 

to feel powerless and inadequate. Kieffer (1984, p. 27) encapsulates the links 

between poor resources and the implementation of an empowerment 

model when he states: 'Empowerment is inescapably labour intensive'. 

Many of the participants discussed the negative influence of high registered 

nurse turnover on the formation of empowering relationships between 

nurses and Aboriginal clients. Ian explained: 

You have to look at the dollar costs of recruitment but also if 
you have fast turnover you can't get into the community 
development. I think that it should be a very competitive 
area to work in and it is not unfortunately. It is pretty much 
very high turnover sometimes constant recruitment of 
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people 

Ian and the other participants stressed the importance of time on the 

development of trust and relationship building with Aboriginal clients. The 

frantic pace required to address the illness needs of the Aboriginal 

community members limited the time for relationship building and health 

promotion activities. Kessie also referred to the high nurse turnover and 

expressed her concerns about its effect on the relationship between the 

AHW and the nurse. Kessie explained: 

I think [place] you see I was only out there for a year and it 
does it shows you, the turnover there was unbelievable and 
the health workers watch these people come in with their 
gung ho ideas and wanting to change the world they must 
think, "Oh here we go again!" 

The high staff turnover of nursing staff in rural and remote community 

health services is well documented (Cramer 1994; Cramer 1992a; Kreger 

1991a,b). Empowering relationships take time to develop and a continuous 

change in nursing personnel thwarts the establishment of empowering 
relationships between nurses and Aboriginal clients. The participants 

suggested anywhere from 18 months to four years for the development of 

rapport and relationships with Aboriginal clients and the community. 

Solomon's (1976) description of the complex nature of the empowerment 

process signals the importance of the time factor. According to Solomon, 

empowerment involves a reduction of powerlessness through the 

interaction between the client or client system and the professional. She 
contends that the process requires the identification of 'power blocks' that 

contribute to the client's problem and the implementation of strategies to 

reduce the impediments of power (Solomon 1976, p.  19). Kieffer (1984) 
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discusses individual empowerment, stressing that it is a developmental 

process - a 'transformative transition' that occurs as the result of a 'long-

term engagement'. He states: 

It is completely unrealistic to presume that the cumulative 
effects of domination can be reversed in any other than a 
long-term frame of reference. As such, it would be frivolous 
to pretend that there can ever be developed a "short course" 
in individual empowerment (Kieffer 1984, p.  27). 

Legal Issues 

Some of the participants felt that any legal issues that nurses encountered in 

their practice were easily reconciled and did not impact on their capabilities 

to work in empowering ways with clients. Some of the nurses alluded to the 

ambiguous and unsettling properties of legal concerns within rural and 

remote community health nursing practice that impeded empowering 

practice. Ellen explained: 

We still believe that our system is the best system and the 
only one that we will genuinely accept. And it would be 
interesting if we all just said, "OK we're going to accept 
traditional healing", and so on and read the client's notes that 
had things like, "Client saw the bird in the tree - pregnancy 
tests not needed". That is when your legalities will creep in. 
Even saying that - isn't that also an insult that our immediate 
fear would be could I be sued for malpractice because I said, 
"There is the bird" or "There is the branch" or, "The old 
woman said" and took that under our wing. I don't think that 
we're ever going to be able to do that. 

Ellen discussed the encroachment of legalities upon the integration of 

Aboriginal traditional beliefs and the biomedical model. She presented some 

intriguing possibilities for blending the two belief systems but felt that the 
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ethnocentricity of the health care bureaucracy would thwart the integration 
attempts. Western health practices dominate and these approaches dovetail 
with the western legal system. 

Fiona's remote area practice was restricted to service provision in a busy 

clinic. She implemented empowerment strategies through the promotion of 

self-care. Fiona discussed the concept of client self-care and the legal 

implications: 

I don't think you could ever have anything clearly defined on 
that one [legal issues]. You just have to know your nursing 
law pretty well and always do your documentation to cover 
yourself. So say if you were going to suggest self care to a 
client and you say, "You look at your own sore and put this 
on it" and if they didn't do that then you would really have to 
document that for example ... I suppose documentation, 
always letting your superiors know that that is what you are 
doing and if there is a problem with it please let me know. 

Fiona's thoughts highlight some nurses' concerns when self-care strategies 
are promoted. The biomedical nature of physical care endorses the nurse's 
control over the outcomes of care. Fiona emphasised the importance of 
nursing documentation to the legal aspects of care. 

Some of the participants identified legal concerns and unclear expectations 
regarding the nurse's partnership with the AHW. Fiona explained: 

If you are in an acute situation and you delegated a duty to a 
health worker that wasn't competent or capable of performing 
that duty I think you'd really have to be very careful of the 
legal consequences that could come back at you if something 
happened with that ... I think it is such a grey area. Because 
OK they are registered they have finished their certificate in 
health worker studies so they have been taught basic life 
support and first aid. To give them a responsibility in that 
area you probably would be quite within your rights to do that 
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but if you knew from your day-to-day interaction with them 
that they weren't too good with that then you could probably 
not be responsible for them I think I am not sure. It is tricky 
isn't it. You have got that duty of care haven't you? ... like I 
have had experiences where I have said, "Could you just take 
that blood pressure?"- "No I can't."  - "Oh OK thanks". So you 
go and do it yourself. That's not a big thing but if someone is 
haemorrhaging it is a huge thing. And if they are honest 
enough to smile and say no they can't do it and I didn't act on 
that then I would get in trouble because you know the health 
worker has told me, "No I can't do that". 

The participants presented their key legal concern, impeding empowerment, 

as the legal responsibilities of the nurse in relation to AHW practice. Kreger 

(1991a) alludes to a lack of clarity regarding the role relationships and duty of 

care responsibility between remote area nurses and AHWs. Although the 

participants did recognise the AHWs' registration with its inherent 

responsibilities, they expressed confusion regarding the overlap of their role 

with that of the AHW. Tregenza and Abbott (1995, p.  3) refer to the 

'inadequate and controversial' nature of AHW role definitions. Rural and 

remote area nurses involved in Kreger's (1991a) study discussed their 

concerns with the interface of their duty of care responsibility with that of 

the AHWs. Kreger contends that nurses' experiences in dealing with the 

responsibility of complex medical care place them in a position to readily 

recognise the challenges and dilemmas confronting AHWs. The confusion 

regarding role responsibilities leaves the nurse feeling stressed, unsupported 

by the health service and disempowered. Becoming involved in a 

complicated care situation between an AHW and client, the nurse. however 

well intentioned, could be perceived as disempowering the AHW. The 

participants' views on the CHN/AHW relationship will be explored more 

fully in Chapter 4. 
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Authors such as Chiarefla (1991), Gray et al. (1991) and Kreger (1991a) have 
identified the multiple legal concerns of rural and remote area nurses. 
Practising on ill-defined terms is stressful and disempowering for nurses. 
Fear of legal retribution could influence the promotion of client self-care 
and impinge on the empowering relationship between the nurse and AHW. 

Territoriality 

Some of the participants referred to the challenges that they encountered in 
their attempts to implement an interdisciplinary collaborative approach to 
health care issues. Simone articulated the rigid role classification of the 
nurse and the difficulties inherent in nurse initiated interdisciplinary and 
intersectoral activities. Simone explained: 

Now a registered nurse wouldn't have done that [initiated an 
intersectoral collaborative process] in a million years because 
you would have been seen as encroaching on someone else's 
property. They probably would have told you to piss off 
because this is not your area and we are not going to do your 
job. 

Fiona described her challenging experiences with interdisciplinary 
collaboration: 

For example if you have non-Aboriginal staff like teachers or 
council members in the community who may have been 
there for a long time and who aren't open to any sort of new 
ideas because it requires you making an effort or changing 
what they have been doing for a length of time that they have 
been there or even just having that sort of social input or 
social sort of discussion looking at improving health. From 
my perspective I would like to collaborate with the school 
teacher ... but I have got friends who have tried that on the 
places that they have been and school teachers go, "No thanks 
we are not into that". 
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Fiona experienced some success working with the school teacher in her 

community to implement a 'nose-blowing program' with the children. She 

felt that her situation was unique in that many of her nursing colleagues did 

not gain the cooperation of the local school around health promotion 

initiatives. 

Challenges to the implementation of interdisciplinary collaboration are well 

documented (Henneman et al 1995; Evans 1994; Baggs et al. 1992; Mariano 

1989). A discussion on collaborative practice must consider Kreger's (1991a) 

thoughts on nursing and allied health practice in remote communities. She 

asserts that other professional groups insist that certain functions remain 

within their domain of practice but their unavailability in remote 

communities places the onus on the nurse to overlap with other 

professional roles. Collaborative processes are essential for the promotion of 

PHC principles and an empowerment model of service provision (Stewart 

1995). Baum et al. (1992, p.  303) state: 

One of the core principles of community health services is to 
provide an organisational structure that overcomes 
traditional hierarchies and bureaucratic arrangements and 
encourages salaried health professionals to work together. 

Henneman et al. (1995) link collaboration with empowerment. They 

contend that collaborative relationships are non-hierarchical and involve a 

sharing of power. Collaborative processes value knowledge and expertise 

rather than role or title (Henneman et al. 1995). 



191 

Community Characteristics 

A large number of the participants discussed a variety of community 

characteristics that had a disempowering effect on nurses. Consequently, 

these considerations inhibited empowering nursing practice. Violence 

between community members and on occasion threatened violence towards 

the nurses had a disempowering effect on them. Poor accommodation, 

cultural and social isolation and community politics presented a challenge 

to the nurses' quality of work life. 

Isabelle talked about the need to be self-reliant and psychologically stable to 

be able to cope with the isolation. She explained: 

Another thing you have to cope with is the cultural isolation 
when you are on your own away from your own culture. And 
social isolation. 

Georgia talked about the impoverished surroundings in some of the 

communities and the poor nursing accommodations. She described an 

example of an accommodation problem: 

Buildings were falling down around the nurses' ears. A nurse 
had her mother stay at one of the houses. She was housing in 
the community and the week after her mother left the ceiling 
feel in. The white ants had eaten all of the supports and so 
this is the accommodation that the nurses were expected to 
live in. 

Georgia did continue to outline strategies that were being implemented to 

address the accommodation issues. 

Carl described his first experience on an Aboriginal community: 

We went to [place] and [place] is a hell hole. I wanted to get 
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out of there right away. It is a really horrible community, and 
it is because of the fact of so many different skin groups being 
pushed together, and there is a lot of violence among them. 

Although Carl was not a victim of violence, he alluded to some examples of 

violence perpetrated on other nurses. The nurse participants in Kreger's 

(1991a) study included community violence, professional isolation and 

stressful environment in a detailed list of reasons for nursing turnover in 

rural and remote communities. 

Some of the participants referred to community politics as a challenging 

community characteristic that inhibited community empowerment. Fiona 

explained: 

I have found that there are a lot of people who are attracted to 
community life who could be possibly termed as being empire 
builders. People who like to be in control of everything so it is 
really dodgy sometimes where their intentions really lie. 

Me: Do you feel comfortable telling me what types of people 
you are meaning? 

Fiona: Council people, especially non-Aboriginal council 
people. The politics are incredible. And this is one fear that I 
have if I don't get away from remote area work for the next 
ten years or something. I mean I love it but I have got to 
recognise that there is a cut off point with it. You can see 
yourself or I can see myself becoming like some of these 
people who have been out there for a couple of years who, 
when you look at them and you listen to them and you watch 
what they do they wouldn't act like that if they went back to 
mainstream life in a more normal environment. Nor would 
they possibly get employed. You sort of cut yourself off if you 
stay out there for that period of time and limit yourself to that 
narrow sort of exposure and hold on to sort of attitudes that 
aren't really with the best intentions. Yes I think there should 
be a lot of changes if you look at empowerment and not only 
changes from the health service but changes from all bodies 
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that provide services to communities. 

Fiona's observations regarding the dominating behaviour of the non-
Aboriginal council members are reminders of the colonial model. She felt 
that life in remote communities had the tendency to attract long term non-
Aboriginal residents who controlled the community politics. This 
hierarchical infrastructure inhibited the implementation of a PHC model. 

Aboriginal Factors 

The following challenges, outlined by the participants, are rooted in the 
history of the European colonisation of the Aboriginal people. The 
challenges include: historical legacy, cultural considerations, Aboriginal 
education and Aboriginal health politics. 

Historical Legacy 

Many of the participants discussed the ramifications of Australia's colonial 
history and oppression of the Aboriginal people as barriers to forming 
empowering partnerships in health. Donna contributed her perspective: 

Well I think historically, if you talk about places like [names] 
that is where all the missionaries came in about 150 years ago 
and the Aboriginal people's disempowerment started right 
then and there. And no longer could they do the things that 
they always did. There were groups of people that would 
never mix. They had their own geographical boundaries and 
no one ever crossed that. They were told to go to school. They 
were told to eat this - you know that sort of history. 
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Donna expressed her opinion that present day relationships with Aboriginal 

people are tainted by the colonial past. She felt that nurse/Aboriginal client 

relationships are built on trust and respect, requiring the nurse to have 

impeccable interpersonal skills in order to overcome the historical legacy of 

mistrust. 

Fiona aired her perceptions regarding the legacy from the past and how it 

affects the Aboriginal client/nurse relationship: 

I think sometimes they just love to see me run around. 
Quick-yup-what do you want? - yup yup - but sometimes that 
clinic gets about 50 people through it within a couple of 
hours in the morning. And you are busy and I think they like 
that. They like to see you run around after them. 

Me: Can you elaborate on that:? 

Fiona: It is kind of a power thing for them. I feel that 
sometimes and I think gosh am I getting paranoid? But I 
really you know feel that quite strongly ... Because as romantic 
as the notion seems to a lot of people that oh great you are 
going to live out in the bush and you are going to live in a 
remote community, and be in the bush and you are going to 
be responsible for everybody in the community. Don't ever 
forget that there is a lot of resentment out there. A lot of 
historical aspects. You see it in your day-to-day practice like 
someone comes in and they are sick and they vomit and well 
who has to clean it up. You know I have seen people come in 
to use the toilet in the clinic and they don't go in the toilet 
they go on the floor beside the toilet now I have to think that 
is a bit deliberate and I have to clean it up. Do you know what 
I mean? There is also that resentment as well. So you can't be 
too gung ho about rushing in to change things you have got 
to sort of as I said before build those relationships and you 
know be very careful in the way that you go about things - 
Because they don't know you and they are shy. Traditionally 
they are shy people and then you know the historical aspects. 
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Fiona's views regarding the possible passive aggressive behaviours on the 
part of the Aboriginal clients are a reminder of Foucault's thoughts on 
power and resistance. She recounted the challenges inherent in establishing 
relationships with Aboriginal people as a result of the high staff turnover, 
the legacy of mistrust left by previous nurses who were unsuited to remote 
community nursing, and the aftermath of a devastating colonial history. 
Fiona felt a combination of such factors impinged on a nurse's capacity to 
work in empowering ways. 

Cultural Considerations 

The sections 'Aboriginal health views' and 'power, empowerment and their 
cultural meaning' were written in the recognition that they are European 
perspectives on Aboriginal realities. But it is my hope that these discussions 
will contribute in some way to an understanding of the cultural aspects of 
Aboriginal health and empowerment. 

Cultural Differences 

The participants described some cultural issues that challenged the 
empowerment process. These issues included the nurses' lack of knowledge 
regarding Aboriginal cultural values and beliefs, language barriers, and the 
culture shock experienced when first arriving at an Aboriginal community. 
Fiona explained: 
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It's those cultural barriers that you have to cross everyday. 
Explaining things is not always easy and you feel that your 
health teaching may not be as successful as you would like it 
to be. Because there is that cultural difference and the 
language barrier is huge. 

The participants agreed that the vast difference between Aboriginal and 

European cultures presented challenges to the implementation of an 

empowerment model of practice. Health promotion activities require a 

partnership based on mutual understanding between the nurse and client. 

The language barrier and different values and beliefs complicate the process. 

Ellen alluded to the cultural disparities between the nurses and Aboriginal 

people as differing world schema: 

I guess what I see as being the biggest challenge is that we 
don't have the same world schema. 

For Ellen, world schema signified an individual's way of viewing the world. 

She described it as 'all of those things inherent in you' and talked about the 

struggle to become 'culturally enlightened'. Ellen maintained that it was not 

possible to attain cultural awareness without the occasional cultural 

blunder. Mobbs (1991, p.  314) describes the miscommunication between 

Aboriginal people and non-Aboriginal health professionals as 'a complex 

mix of genuine goodwill and gross misunderstanding'. Mobbs describes the 

disempowering relationship that transpires between the Aboriginal client 

and non-Aboriginal health worker. The health worker, overwhelmed and 

confused by the cultural differences, attends to the simple physical 

manifestations of an Aboriginal person's needs, ignoring the holistic aspect 

of care. Eckermann et al. (1992) emphasise the necessity of positive cross- 
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cultural interactions to the promotion of health in Aboriginal people. In 

describing effective health promotion efforts as grounded in empathy, 

cultural sensitivity and a non-judgmental approach Eckermann et al. (1992) 
are also defining components of an empowerment model of practice. A 
more complete picture of the participants' perspectives on culture and 

community health nursing practice is presented in Chapter 5. 

Aboriginal Peoples' Health Views from the Participants' Perspectives 

The participants discussed, from their experiences, the Aboriginal people's 
use of the health care system. Donna explained: 

For Aboriginal people generally speaking, we are the second 
opinion people. They will see the ngangkere or the traditional 
healer first. 

Donna respected Aboriginal clients' allegiance to their cultural health beliefs 
and worked closely with traditional healers and clients to provide culturally 
appropriate health care. Participants felt that some western nurses and other 
health care professionals dismiss such a collaborative approach and 
disempower clients by foisting western practices on them, denying clients 
the right of choice. 

A few participants felt that Aboriginal people often expect the biomedical 
approach to care and this expectation is translated into a medically oriented 
nursing role. Ellen explained: 

I think a challenge to empowerment is community 
expectations. We've patterned Aboriginal people to expect 
certain things from their health service and then all of a 
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sudden we turn around and say we are all far more 
enlightened and we've all got to be primary health care 
practitioners because we have all been clinicians and it's not 
working. Often it doesn't change the fact that the community 
expects that you provide a very clinical role out there and so 
it's all very nice that we have read the text books but quite 
often communities haven't. They will often, to my manner of 
thinking, shoot themselves in the foot time and time again by 
placing certain restraints on the nursing staff ... I go to a 
community interview and Aboriginal members will sit there 
and ask things like "Can you sew people up? Can you give 
needles?" ... So they are really operating under a very medical 
model and I think that that is just one of the historical 
legacies and the way in which we have patterned our health 
services out bush. 

Ellen talked about the protracted history of applying the biomedical model to 

Aboriginal health. Western health workers are becoming increasingly 

informed about PHC and health services are adopting PHC models of care. 

In order to integrate PHC principles into contemporary philosophies and 

approaches an extensive educational process is occurring within health care 

circles. Hence, one of the dilemmas of health care transpires when clients 

are acculturated to the biomedical model, limiting their view of health care 

to the treatment of disease and illness. 'Enlightened' health care workers are 

compelled to introduce the new ideas to consumers and a delicate balance 

ensues between the views of the dominant health care system and the 

consumer's choice. I expand on this issue in the concluding chapter of this 

thesis. Scrimgeour (1997) contends that culturally appropriate health care 

involves the implementation of health care strategies with which the 

Aboriginal consumers are comfortable. This may mean, as evidenced by 

studies in other environments, that the consumers may be more interested 

in medical care rather than preventive programs. Scrimgeour (1997) warns 

that non-Aboriginal staff may become empowered through the 
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implementation of their ideas on PHC, effectively undermining the 
perspective of the community. 

Power, Empowerment and their Cultural Meaning 

Some of the participants alluded to the cultural meaning of power and 
empowerment and the impact of these differing cultural views on the 
adoption of an empowerment model for practice. Isabelle explained: 

Well what I see as empowerment has my social and 
psychological background of what I see as powerful. We are 
dealing with another culture. What that culture sees as power 
may be completely different. And therefore I will bring 
something that has no meaning. So how can you do that 
All cultures have power relationships but the way they see 
power is different. What they consider a powerful situation is 
different from what we consider a powerful situation. And 
their way of expressing power is different. Like the way I - or if 
you ask me something and I don't want to give it to you - I 
say, "No I can't give it to you", but in an Aboriginal setting 
they will say, "I haven't got it" or they don't say anything. 
They are asserting power in negating what you want but they 
are asserting it in a different way. While I say, "No you can't 
have it", they don't say no they just use avoidance. Now that 
is a way of asserting power but it is a completely different way 
of asserting power. Because that person uses avoidance 
doesn't mean that that person doesn't have power it is that he 
is using it in a different way. You know and the way in which 
it is used is culturally determined. Or socially determined if 
you like ... So I come in there as an observer and see one says 
no and the other one is in avoidance and the person that is 
more assertive and the one that expresses his view in a vocal 
way seems to have power but that may not be the reality. 
Because as an observer I see it with my blinkers. 

In Isabelle's experience, Aboriginal people assert their power in ways that 
reflect their cultural values and beliefs. Earlier in this chapter, Fiona referred 
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to the Aboriginal clients' use of resistance as a way to demonstrate personal 

power. Isabelle also felt that resistance represented one of the Aboriginal 

people's power strategies - another reminder of Foucault's link between 

power and resistance. The phenomenon of differing cultural views on 

power and empowerment is supported by the literature. In Chapter 2, I 

referred to the European philosophical tenet of personal autonomy and 

individualism. Yuru-Kama (1988) discusses empowerment from an 

Aboriginal perspective, explaining that empowerment of the individual 

occurs as a result of social cohesion and individual nurturance within the 

context of community. Johnson (1992, p.  156) explains that, to Aboriginal 

people, 'a sense of community is essential to a sense of self and that this in 

turn is essential to health'. It is widely acknowledged that European culture 

promotes the status of the individual above that of community (Saul 1995) - 

a value that is incongruent with the Aboriginal world view. Such disparate 

philosophical stances imply the challenges inherent in the development of 

empowering relationships between Aboriginal clients and nurses. 

Aboriginal Education 

The implementation of PHC strategies involves a partnership between the 

nurse and client. Information is shared, client choice is promoted and clients 

make their health care decisions based on their interpretation of the 

information. The process is obviously influenced by client educational and 

literacy levels. Hannah discussed the importance of improved Aboriginal 

education to the empowerment process: 
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I think there are a lot of issues that need to be addressed before 
any percentage of empowerment can happen and one of the 
main issues is education [for the Aboriginal population]. Not 
only health education but academic education as well. There 
was a slogan around about two years ago that education was 
the window to opportunity and I really think that that is the 
key to solving a lot of problems in Aboriginal health and 
other issues as well. If you don't know about something how 
are you going to say that is what you need? Education needs to 
start with children in schools and getting more Aboriginal 
children going to school and then making the curriculum 
appropriate. Making new curriculum and making it more 
appropriate. 

Hannah's ideas are addressed in the literature. Tsey (1995, p.  184) asserts that 

'to be illiterate is to be powerless', maintaining that social and health 

improvements in the Aboriginal population will remain elusive as long as 

the poor educational status of Aboriginal people continues. Scrimgeour 

(1997) contends that Aboriginal people's low level of educational attainment 

impacts negatively on their health status and severely restricts their capacity 

to achieve control over their health services. 

The Politics of Aboriginal Health 

Many of the participants discussed the political dimensions of Aboriginal 

health. For the participants, a genuinely empowering process between 

health care providers and the Aboriginal people results in Aboriginal se1f 

determination. Joe explained: 

If the people were put in charge of their own care, there 
would be an increase in mortality and morbidity at first. 
When they control their own health care it will sort itself out 
eventually. But the politicians are scared because the 
newspapers are criticising the government and they are scared 
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they will lose a few votes so it is a vicious circle. If somebody 
was to come to office and say, 'Enough, OK, if you want to 
talk about the word empowerment you get the power to look 
after yourself. Show us. We will support you but that is all. 
We won't do it for you". We might provide a doctor or 
whatever and the plane for evacuations if somebody is really 
sick because basically the distances are big and they do need 
support OK nobody is denying that 

Joe felt that the time had come to hand over the Aboriginal health care reins 

to Aboriginal people, demonstrating the health care system's commitment 

to Aboriginal empowerment. He asserted that Aboriginal health is a political 

'hot potato' - the shift in power from the government to Aboriginal people 

being a risky prospect for politicians who would be facing the political 

backlash of increased Aboriginal mortality and morbidity rates. Joe 

maintained that Aboriginal people should be provided the opportunity to 

take full responsibility for their health care with appropriate backup from 

the health care system. Simone also alluded to the shift in mortality and 

morbidity rates. She emphasised the importance of Aboriginal choice and 

control. Simone explained: 

I don't for one minute suggest that if Aboriginal people took 
over tomorrow it would all be wonderful and everyone 
would be perfect and all the rest of it. There would be lots of 
problems and sure even the statistics might get worse for a 
period of time but I think in the end it is their decision. That 
is what they want and if they get it together and do it and do it 
well as has already been proven in many areas well then isn't 
that what it is all about? 

Simone articulated her definition of self-determination: 

People think that self-determination means that there are no 
white people - white people don't have anything to do with 
the community. That is not really what self-determination is 
about. Self-determination is about Aboriginal people making 
decisions about who they want in their communities and 
what duties that person will do. So you could have self- 



203 

determination for a community or a community that has 
achieved self-determination and still have white people 
working in the community but they will be working to 
decisions made by the Aboriginal community. So there is still 
room for white people to work there if that is what Aboriginal 
people want. After very clearly defining what that is in terms 
of what the community wants. 

For Simone, self-determination did not involve total governmental 
withdrawal but was based on the notion of the government as a resource 
and support to be used by the Aboriginal people as needed. She emphasised 
community identification of health care needs. 

Georgia and others alluded to the politics surrounding the AHW role. I 
explore the AHW role in more depth in Chapter 5. Georgia discussed a 
period in the history of Aboriginal health care in the NT when a policy 
change promoted Aboriginal control of services, placing AHWs in positions 
of clinic management. Georgia explained: 

Health workers can get a certificate and go on and do a 
diploma. That path has changed but what hasn't changed is 
the department hasn't looked at the skills levels of the people 
[AHWs] that they put into these positions ... You have the 
difficulty that when you have people who try to manage and 
oversee an area they are going to manage how they have seen 
other people manage and how they feel they want to be 
powerful. You go back to - well it is like Russia and 
communism - it is almost that fervour that authoritarian 
fervour. You know colonialism ... Yes these are health 
workers. They have this aspect that comes out that they want 
to show that they are big. Male or female it doesn't matter 

Georgia provided a reminder of the colonial model when she compared the 
AHWs' dominating approach to learned behaviours from the coloniser. The 
AHWs' emulation of the coloniser's autocratic approach presented a 
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challenge to the process of Aboriginal self-management of their health 

centres. I refer the reader to an article by Willis (1990-1991), entitled 

'Occupational Stress and RANs', for a comprehensive critique of the NT 

attempts to implement Aboriginal self-management of health centres 

during that period of policy change. Willis explores nurses' self-reported 

stress during that time and in so doing exposes the power relationships at 

work throughout the organisational hierarchy. I concur with Willis (1990-

1991, p.  21) when she states that: 'Second-hand reporting, particularly across 

cultures, holds a danger of stereotyping and misrepresenting the actors' 

intentions'. But the interest here is in the CHNs' perceptions of such 

incidents rather than on judgments of people's behaviours. 

Donna stated her disagreement with the 'politically correct' motivation 

behind the withdrawal of support from Aboriginal initiatives. Donna 

explained: 

The empowerment for people is that they are informed that 
everyone has that access to information that it is not shut off 
and that I feel is a problem that happens within Aboriginal 
health. I can only speak about [place] I have not worked [place] 
and I have not worked in Aboriginal health anywhere else in 
Australia but I think there is a real problem there with their 
words, equality and empowerment. They don't mean the 
same thing and people are being set up. Aboriginal people are 
being put in positions that they are not equipped for yet. But 
they are sort of forced into it by all this political correctness 
and it is racist to the worst degree. That is why I get really 
upset by that sort of stuff. 

Donna expressed her concerns that Aboriginal people are not, for the most 

part, at the stage to be able to take complete control of their health care. She 

appealed for sensitivity to their needs, rather than allowing unrealistic 

expectations to dominate for the purposes of the bureaucracy's political 
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gains. Scrimgeour (1997) in his document entitled Community Control of 
Aboriginal Health Services in the Northern Territory, asserts that the need 
for Aboriginal people to develop the capacity for self-determination requires 
more attention. He warns that Aboriginal self-determination sh uld not be 
read as an opportunity for government disengagement' (Scrimgeour 1997, p. 
111). 

Some of the participants discussed the concept of Aboriginal self-
management of their health care programmes and system. The participants 
contended that self-determination would result, in the short term, in 
increased mortality and morbidity rates in the Aboriginal population. They 
maintained that this potential statistical shift casts fear in the hearts of the 
politicians, thereby inhibiting the political will to implement policies 
supporting Aboriginal self-determination. According to the participants, the 
end justifies the means in that self-determination would eventually lead to 
improved health status for the Aboriginal people. On the other hand, some 
of the participants maintained that Aboriginal people are being thrust into 
independent control of their health care and denied the support necessary to 
ease the transition. The participants referred to an aura of 'political 
correctness,' couched in the rhetoric of empowerment, that denies the 
realities and subtleties of the evolutionary process of self-determination. 

Ellen summed up the pervading political pressures involved in the domain 
of Aboriginal health: 

The political climate in which you are working is still very 
colonialistic and expectations are placed on you to work in a 
particular way and you know that that is not the way to go 
and yet that is what you are faced with. And the political 
pressures - from both non-Aboriginal and Aboriginal people. 
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The political climate is almost unbearable it is probably what 
cripples the system more than anything else and you've got a 
range of people in that. But Aboriginal people are often a part 
thereof and [Aboriginal person] said you know that 
reconciliation has to occur between Aboriginal people before 
it can occur between Aboriginal and non-Aboriginal people. 

Ellen's concerns regarding the political pressures inherent in Aboriginal 

health care were echoed by many of the participants. They perceived the 

colonial approach of the various levels of health bureaucracy as impeding 

the empowerment process with Aboriginal people. The power and politics 

of the hierarchy cast the health care bureaucracy as the coloniser and the 

nurses as colonisers who disagree with colonisation. According to Memmi 

(1967, p.  43), the coloniser who resists the colonisation process 'stays at the 

crossroads ... remains silent and makes life a perpetual compromise'. 

A Summary of Empowerment Challenges 

Throughout this chapter we were privy to the participants' perceptions of 

the challenges to CHNs' ability to work, with Aboriginal clients, within an 

empowerment model. The centralising struggle can be described, albeit 

simplistically, as the issue of difference. Differences that exist between the 

cultures of medicine and nursing, Aboriginal and European culture and the 

nursing culture and the health care bureaucracy. Difference invariably 

introduces the factor of inequality - fundamentally of power and status. 

Traces of colonialism cast a shadow of domination and subordination over 

the cultures occupying the borderlands but the complex nature of power 

relationships begs a more expansive outlook. An overview of the challenges 
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is a reminder of Foucault's view of power as all-pervasive and political, 
Habermas's critical social science and the feminists' gender based social 
critiques and union of power and empowerment. 

Empowerment Challenges: A Social/Political/Cultural Environmental 

Model 

To the participants, challenges to working within an empowerment model 
with Aboriginal clients were embedded in the social/political/cultural 

environment (Figure 2). The central core of the model is a circle depicting 
the power relationships that are the focal point of this study. The four 
components of the central circle, including medicine, nursing, Aboriginal 
culture and health care bureaucracy are comparable to Foucault's notion of 
discourses. The circle's open core depicts the interface of discourses or 
cultures. The individuals involved in the discourses are, to use Foucault's 
term, discoursing subjects (referred to in Chapter 2). The manifestations 

and/or consequences of the power relationships are represented by the four 
modules in the outer circle. Foucault's metaphor of power as a net is useful 
to illustrate the all- pervasive quality of power and its infiltration into all 
components of the model. The arrows indicate the dynamic nature of the 
social /political/ cultural environment. The shifting power relationships 

between the four groups in the core of the model are represented pictorially 
as a rotation. The rotating core prompts the interface of the power 

relationships with the shifting manifestations and consequences of those 
power relationships in the outer circle. Consideration of the social, political 
and cultural context acknowledges the diversity of formats for the 
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implementation of empowering strategies as well as the complex array of 

opportunities for empowerment challenges. 

Biomedical Model 

The participants maintained that the mechanistic and disease orientation of 

the biomedical model left them largely ill prepared for community health 

nursing with Aboriginal people. This background of domination by 

medicine, within the highly technological environment of the hospital, 

grounded their practice in task orientation, inflexibility and the propensity 

to limit client choice and control client decision-making. Skelton (1994) 

alludes to the 'micro' level of nursing practice, where the clients' illnesses 

are short term, the clients require immediate care, and they do not perceive 

such care as disempowering. His thoughts provide a degree of 

rationalisation for the diminished emphasis on empowering practice within 

the hospital. Like Foucault's notion of subjugated knowledges, nursing 

knowledge is oppressed within the biomedical hospital environment. The 

domination of one form of knowledge over another, in effect, disempowers 

the proprietors of the subordinated knowledge. A colonial framework 

implicates the disempowerment of nurses in their reluctance to adopt an 

empowerment model of practice. The notion of oppressed group behaviour 

in nurses is widely acknowledged and understood. Chavasse (1992) contends 

that nurses are in a subservient position within the health care hierarchy 

and asserts that before nurses can empower clients they must empower 

themselves. Gilbert (1995) claims that for nursing practice to be empowering 

the nurse must have the ability to identify discursive practices. Foucault's 
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notion of discourses as repositories of power, suggests an analysis of the 

ideas, rituals, practices and power relations that are particular to medicine. 

The participants recognised the predominance of medical discourse and 

discussed its disempowering effect on nurses. Their abilities to analyse 

medical discourse was congruent with Powers' (1996, p.  212) explanation of 

discourse analysis as revealing how discourses are: 'constructed, circulated 

and played out'. The participants' critical self-reflection, and thoughtful 

insights into nursing's power relationships with medicine indicated their 

enlightenment and placed them within Habermas's critical social science 

paradigm. Nursing empowerment and emancipation present challenges for 

nurses practising within the hegemony and patriarchy of the health care 

system. Although the participants alluded to the disempowering effects of 

their background on their capacity to work in empowering ways, an 

overview of their empowering strategies in Chapters 5 and 6, disputes the 

reductionist suggestion that power relationships are simply a tale of 

oppression. 

Habermas views medicine as a component of our social structure that 

restricts individual freedom and exerts control over society (Grbich 1996). He 

refers to the 'colonization of the lifeworld' by medicine. Grbich (1996, p.  26) 

presents her interpretation of Habermas's lifeworld as: 

The symbolic arena shared by members of a culture or 
community through the understandings, convictions and 
expectations achieved via the intersubjective (consensus 
among people) recognition of truth, sincerity, appropriateness 
and comprehensibility (undistorted communication). 

Community health nurses' direct contact with clients, the community care 

aspect of their role, and their emphasis on interpersonal communication 



211 

and consensus situates their practice within the lifeworid. Nursing work in 

rural and remote communities is undeniably medically and PC oriented, 

bearing witness to the medical domination of the 'lifeworid' of nursing. 

Nursing knowledge and practice are assimilated into the medical role as a 

result of the acute illness states of Aboriginal people residing in the 

communities, the lack of physicians and the communities' desire for in situ 

medical support. Keleher (1994, p.  369) states, 'nursing has found it difficult 

to overcome the colonisation of nurses into the illness sector, and to 

reorient its practices away from the medical model towards more 

community based interventions'. The power attributed to the participants' 

roles in the communities reflects the power of their medical orientation. But 

despite their colonisation by medicine, nurses resist complete assimilation - 

a phenomenon reminiscent of Foucault's views on resistance and power. 

The participants referred to the necessity to dispel the biomedical legacy and 

reorient their nursing practice through the adoption of an holistic approach 

and the integration of PHC principles into their community health nursing 

practice. They incorporate an empowering approach by working with 

individuals within the context of their families and communities and 

through the integration of health promotion and disease preventive 

strategies into their work. These strategies are discussed in upcoming 

chapters. The participants contended that some nurses retained a strong 

biomedical focus and were unable to adjust their practice to incorporate the 

flexible, culturally sensitive approach required in nursing work in the 

Aboriginal communities. The participants hypothesised that, for the most 

part, these nurses terminate their employment soon after assuming their 

positions in the communities, contributing to the high turnover rates of 

nursing staff and the subsequent challenges to establishing empowering 
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relationships with the Aboriginal people. 

Wilson-Thomas (1995) acknowledges the changes that have transpired in 

nursing education but asserts that the majority of nursing theories, practice 

and research adhere to the scientific paradigm. The participants recognised 

the evolution in nursing education but contended that the reality shock and 

biomedical dominance encountered in their initial practice venue, the 

hospital, reduces nursing knowledge to rhetoric. Another hypothesis 

pertaining to this gap between theory and practice implicated biomedically 

oriented nurse educators in the rhetoric of nursing education. Several 

authors including Fealy (1997), Wilson-Thomas (1995), and Speedy (1989) 

recommend nursing's adoption of a critical theory approach to bridge the 

gap between theory and practice. The participants' thoughts demonstrated 

their enlightenment and their capacities to critique the issues relating to 

theory and practice but strategies to address the issues remain elusive. Their 

frustration with the challenges regarding the division between theory and 

practice was evidenced by their entreaties to replace the hospital as the 

principal learning venue with more health and community oriented sites. 

One of the participants went so far as to suggest that nurses are inappropriate 

PHC practitioners because of the biomedically focussed educational process - 

a notion that will be explored in the conclusion of this thesis. 

Participants alluded to the political naivete of nurses, due in part to the 

apolitical nursing education process. They discussed the disempowerment of 

nursing that occurs as a result of nurses' lack of political awareness and 

skills. Kent (1995) contends that nurses' poorly developed political skills 

disenfranchise them from involvement in policy making. However, 
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Hewison (1995) argues that policy formation has historically been a part of 
nursing. She also suggests that policy making is only one aspect of political 
involvement. McMurray (1993) asserts that nurses must become more 
politically astute and active, enhancing their understanding of the politics 
and power relationships that permeate health care systems. She contends 
that all nurses can foster their political involvement by integrating political 
awareness into their practice. For McMurray, the commitment of nurse 
educators to promote an understanding of the sociopolitical context for 
nursing practice is essential to the advancement of political awareness and 
activity in the profession. McMurray's ideas parallel the movement, within 
nursing circles, to adopt the critical theory paradigm within nursing 
education, practice and research. Politically naive CHNs are unaware of the 
impact of the sociopolitical environment on the health of their clients and 
the politics that effect the quality of nursing work life. Nursing education is 
leaning towards the incorporation of sociopolitically oriented curricula but 
the power relationships in the nursing workplace, in institutions or the 
community, hinder the implementation of nursing practice based on PHC 
principles and an empowerment model. 

Organisational Hierarchy 

In order to support the notion of the bureaucracy as a powerful entity and a 
dominant force in a power relationship with nursing, I will return to 
Habermas for a more in depth exploration of his concept of the 'lifeworid'. 
Habermas explains that the lifeworld is related to his notion of 
communicative action. Scambler (1987) contrasts the lifeworid with the 
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concept of system. He contends that social systems, for example the 

administration of the state, are organised action systems based on 

Habermas's notion of 'steering media', referring to money and power. 

According to Scambler (1987), system rationalisation results in the increase 

of social and political organisation, whereas the rationalisation of the 

lifeworid places emphasis on communicative action and an expansion of 

communicative rationality. Rationalisation of the lifeworid leads to system 

rationalisation which begins to assert its autonomy, usurping the lifeworid 

and threatening its demise. Roderick (1986, p.  133) explains the colonisation 

of the lifeworid: 

Under the selective pressure of the system imperatives of 
capitalist modernization, social rationalization did in fact take 
place in a one-sided, distorted and crisis-ridden way. The 
capitalist economy and the modern administrative state 
privileged the value sphere of science for its functions of 
power and control, and thus they one-sidedly imposed the 
hegemony of scientific-technological rationality over the 
other value spheres. 

Habermas proclaims the potential for the rationalisation of the lifeworid 

through the achievement of rational consensus based on free and open 

dialogue. Habermas appeals for a balance between the forces of system 

rationalisation and the communicative rationalisation of the lifeworid 

(Bernstein 1985, cited in Scambler 1987). 

Habermas's ideas on social systems and power encompass the concept of 

bureaucracy. According to Petersen (1994), a bureaucracy is a hierarchical 

system of social organisation where the dominant individuals control and 

reprimand their subordinates. The German sociologist, Max Weber, 

described the power of bureaucracies and their potential to limit human 
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freedom, expression and initiative (Petersen 1994). Petersen (1994) asserts 
that bureaucracies are sites for the exertion of power and as such 
disempower disadvantaged groups. Cheek et at. (1996) discuss the feminist 
scholars' view of bureaucracies as a repository of male power, contending 
that women and minority groups are relegated to positions of lower status 
in the bureaucratic hierarchy. One of the outstanding characteristics of a 
bureaucracy is the hierarchy of positions. Petersen (1994) cites the hospital as 
a prime example of a bureaucratic hierarchy. He contends that nurses are 
acknowledged as professionals but they retain subordinate positions to 
supervisors and physicians. His observations can be extrapolated to the 
subordination of CHNs within their organisational hierarchy as well as the 
female dominated profession of nursing within the health care system. 

Petersen (1994) contends that hierarchical subordinates generally have less 
control over their working conditions. Although clinically based nurses 
occupy lower positions in the organisational hierarchy, the participants 
perceived the CHN role as powerful and autonomous. They were distanced 
from the bureaucracy in their everyday work, but frustrations arose when 
they were confronted by the rhetoric of the organisation. Saul (1995) divides 
language into two parts - 'public' and 'corporatist'. He contrasts the 
enormous variations, richness and powerlessness of public language with 
the powerful and action oriented characteristics of corporatist language. Saul 
(1995, p.  47) subdivides corporatist language into 'rhetoric', and 'dialect'. He 
refers to the dialects of individual 'corporations' such as the 'social science 
dialects', and 'medical dialects'. Saul (1995, p.  48) suggests the following 
theorem, 'obscurity suggests complexity which suggests importance. The 
dialects are thus more or less conscious weapons of self-protection and 



unconscious tools of self-deception'. Saul's thoughts parallel Foucault's 

notion of the language of discourses. The participants expressed dislike, at 

times verging on contempt, for the word empowerment. They perceived the 

term empowerment as patronising and based their understanding of the 

term on the standard dictionary definition of the powerful subject giving 

power to a powerless object. Referring to the social science literature we are 

reminded of the evolution of the term to mean a sharing of power within 

an egalitarian relationship. The participants were not conversant with the 

social science 'dialect'. Hummel (1987 cited in Petersen 1994, p.  101) refers to 

the 'one-directional' nature of 'bureaucratic language' where opportunities 

to question the language are restricted. He compares this to the 'two-

directional' quality of everyday language and its emphasis on 

communication and negotiation. Hummel's language categories are 

reminiscent of Saul's notion of public and corporatist language. Although 

frustrated by the departmental rhetoric, the nurses, for the most part, 

ignored the organisation's use of the term empowerment and carried on 

with their work. They are skilled at the use of 'two-directional' language in 

their interactions with clients but this language form is incongruous with 

the 'one-dimensional' language of the health care bureaucracy. Saul (1995, p. 

61) describes rhetoric as 'the public face of ideology' ... 'aimed at the 

normalization of the untrue'. He states that 'Rhetoric is formalized, 

received wisdom. But this desire to imitate intellectual authority also 

involves creating abstract notions that obscure real events' (Saul 1995, p.  62). 

According to Willis (1990-1991, p.  22), rhetoric renders 'unfashionable' 

objections to concepts such as PHC. For the participants, the term 

empowerment was jargon and symbolised the organisation's unrealistic 

assessment of Aboriginal health issues; its ineffectual efforts at 
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implementing strategies to address the health care problems within 
Aboriginal communities; its inadequate evaluation measures; and its 
politicisation of health. Cramer (1992a, p.  144) states, 'unrealistic expectations 
are raised of nurses as care givers, and a paternalistic attitude by the service 
undermines the people's autonomy'. 

Language, in the form of bureaucratic jargon and rhetoric, emerges as a focal 
point for the interplay of power between the cultures of nursing and the 
health care bureaucracy. Rhetoric or organisational lip service to the concept 
of empowerment, implies that nurses are expected to deal with the reality of 

disempowering policies. Nurses' emergence from the colonisation of their 
life world requires them to challenge the organisational rhetoric. Such a 

confrontation is impeded by the power and the hegemony of the health care 
bureaucracy. The nurses are cognizant of the political context of their work 
and tend to deal with the overt manifestations of power through resistance - 
notions that are developed in the concluding discussion of this thesis. 

The participants' perceptions targeted the power relationships between 
nursing and the organisational hierarchy. Of obvious significance to the 
implementation of an empowerment model is the power relationship 

between the Aboriginal people and the health care bureaucracy. Stephanie 
Bell (1995, p.  23), Director of the Central Australian Aboriginal Congress 
encapsulates the challenges: 

Bureaucracies, on the other hand, however well-meaning, 
have a habit of not recognising the mistakes they make, of 
hiding them when they do recognise them, and of defending 
them to the end if they can't hide them. None of this is 
compatible with our right to self-determination and with our 
health needs. 
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Bell (1995, P.  24) talks about the 'non-Aboriginal bureaucratic culture' as a 

'top-down model of problem solving'. 

Biomedical Model and Health Care Bureaucracy: A Hegemonic Construct 

'Biomedical model' and 'health care bureaucracy' share hegemonic 

characteristics and, from the participants' perspectives, are in a position to 

dominate the discourse of nursing. The following discussion elucidates the 

affiliation between the two dominating discourses. Rueschemeyer (1986) and 

Willis (1983) refer to the complex history of medical professionalisation and 

the affiliation of the profession with the centralised bureaucratic state. Willis 

contends that scientific expertise was secondary to political power in the 

medical profession's achievement of dominance (1996, cited in Cheek et al. 

1996). Medicine and bureaucratic structures have a common allegiance to 

the concept of 'formal knowledge'. Freidson (1986) discusses the concept of 

'formal knowledge' as the elitist knowledge of contemporary culture. He 

states: 

Originally rooted in arcane lore and in texts in ancient 
languages known only to a few, higher knowledge is now still 
expressed in terms unfamiliar to and impenetrable by the 
many and discussed by techniques of discourse that are opaque 
to outsiders (Freidson 1986, p.  3). 

Freidson (1986, p.  3) states that formal knowledge is: 

Manifested most obviously in technology but also in law, the 
management of institutions, the economy, indeed, in the 
entire institutional realm of modern society. It is intimately 
associated with the accounting and management methods 
that developed with capitalism and the administrative 
methods of developing predictable social order that rose along 
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with the modern state in the form of 'rational-legal 
bureaucracy'. 

Scambler (1987, P.  173) contends that: 'the use of formal knowledge to order 
human affairs constitutes an exercise of power'. Freidson's ideas regarding 

'formal knowledge' are reminiscent of Saul's 'public' and 'corporatist' 
language and Foucault's idea of discourses. 

In sum, the biomedical model and organisational hierarchy are affiliated 
through their powerful political connections and their subjugation of the 
'lifeworld' of nursing as well as the lifeworid of the Aboriginal people. The 
hegemonic construct that is formed through the union of the biomedical 
model and organisational hierarchy implies the disempowerment of 
nursing and Aboriginal people, challenging an empowerment model of 
practice. 

Health Service Issues 

The participants discussed a variety of workplace or health service issues 
that challenged their application of an empowerment model of practice 
including: legal implications of empowering practice, unclear definitions of 
PHC, adherence to biomedical goals and outcomes, funding and staffing 
constraints and barriers to intersectoral collaboration. I will focus this 
discussion on the challenge regarding PHC definitions since this issue was 
an outstanding feature of the discussions with the participants. Participants 
indicated that nurses and individuals within the organisational hierarchy 
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harboured differing views regarding the definition of PHC and appropriate 

strategies for its implementation. The THS 'Position & Person Profile' 

(1996d, p.  4) advises that nurses must demonstrate an understanding of PHC 

principles and demonstrate a 'genuine commitment to the empowerment of 

Aboriginal people'. The health service provided to remote Aboriginal 

communities is described as primary, preventative and rehabilitative (THS 

1996d). Lack of more detailed descriptors of role expectations could add 

confusion to nursing role implementation and encumber the incorporation 

of PHC principles and an empowerment model within nursing practice with 

Aboriginal clients. Australian rural and remote area nurses in Kreger's 

(1991a) study contended that PC was being interpreted as PHC by the health 

service. The nurses claimed that this confusion of approaches lead to 

inadequate resources and education to support PHC in nursing practice. 

It is obvious that language plays a pivotal role in the communication of the 

various perspectives regarding PHC definitions. Habermas's views on the 

importance of consensual dialogue promotes reflection on the role of a 

critical approach within the organisational hierarchy. Opportunities for 

cross-fertilisation of ideas between the individuals within the layers of the 

organisational hierarchy and the Aboriginal communities could foster the 

integration of theory and practice. Primary health care and related terms 

would be clarified and understood, providing a foundation for the 

consistent integration of PHC principles into service provision and the 

empowerment of nurses and Aboriginal clients. 

I now take a liberty and expand the participants' identified confusion of PHC 

terms to extrapolate that such confusion plays a part in the practical 
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implementation of PHC strategies by nurses. In our interviews, the terms 

PHC, empowerment, health promotion and community development were 

used interchangeably to elucidate features of an empowerment model of 

practice. The acute and PC component of PHC emerged as the predominant 

model of care in the community health centres. Discussions with the 

participants regarding nursing strategies for working in empowering ways 

involved descriptions of nursing work with individuals in PC situations 

and in some discussions, details of nurses' community development 

strategies. The wide disparity of nursing activities could be related to any 

number of factors beyond the impact of unclear PHC definitions, including 

the needs and resources in individual community settings and community 

and organisational expectations. Other factors contributing to the broad 

scope of nursing work relate to the diversity in CHNs' knowledge bases and 

skills sets regarding the PHC components of health promotion and 

community development. Participants in Bramadat et al.'s (1996) study, for 

example, claimed that CHNs are skilled at one-on- one relationships with 

clients but encounter difficulties when working with the community as 

client. Gray et al. (1991), in their research with Australian remote and rural 

nurses, discovered that almost two-thirds of the surveyed nurses articulated 

the need for education in community development. Chalmers and 

Bramadat (1996) contend that community development work is not well 

defined and that standards to evaluate such activities are for the most part 

unknown in community health nursing practice. 
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Aboriginal Factors 

Ellen stated: 

Everything in Aboriginal health is politically driven and that 
actually leads to wrong decisions being made, pretences being 
kept up, fear of being accused of doing the wrong thing 
that's why you might do things that you are questioning, 
against evidence that you should be doing something else but 
those sort of political agendas get in the way of good health 
care and empowerment. 

Ellen's comments regarding the politicisation of Aboriginal health present a 

comprehensive summation of the participants' perspectives. Perspectives 

that included the themes of colonialism, bureaucratic control and rhetoric as 

elements of Aboriginal health care. These themes highlight the power 

relationships between Aboriginal people, the health care bureaucracy and 

non-Aboriginal professional groups (including nursing). In order to 

understand the current situation in Aboriginal health, it is essential to 

revisit the colonial past. Colonialism is viewed as the key factor in the 

devastation of Aboriginal community life. The violent past of European 

domination, including massacres of the Aboriginal people, introduction of 

infectious disease, dispossession of Aboriginal land and the 'stolen 

generation' have instigated the development of dysfunctional communities, 

families and individuals (Bartlett 1995). Bartlett (1995) asserts that 

community control of health services by the Aboriginal people is the 

foundation for the improvement of community and family functioning and 

the essential ingredient in the promotion of better health. Attempts to 

implement Aboriginal self-determination and self-management of health 

services are well documented, by authors such as Scrimgeour (1997), Bartlett 
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(1995), and Willis (1990-1991). But the continuing decline in Aboriginal 

health status, as reported by Bartlett (1995) for example, indicates the 

profundity of the struggle still ahead. Scrimgeour (1997) presents a variety of 

suggestions aimed at promoting the development of the capacity for 

Aboriginal people for 'genuine self-determination'. Willis (1998, p.  74) 
presents a Foucauldian perspective when she warns that policies of self-

management promoting Aboriginal people's involvement in service 

provision without adequate representation in planning processes can be 

viewed as 'discourses of civilising'. The participants agreed that Aboriginal 

self-determination in matters of health and health care services is the 

ultimate destination of the empowerment journey, but they differed in their 
views regarding the appropriate political pathway to reach the goal. 

Nursing's journey to self-determination follows a different route but casts 

them as fellow travellers with the Aboriginal people. This affiliation is 

explored in upcoming chapters. 

Some Concluding Thoughts 

I began this Chapter with my rationale for using the colonial model, 

suggesting that it facilitates our understanding of domination and 

subordination within power relationships in health care. I want to reiterate 

the incomparability of the colonisation process and its impact on the 

Aboriginal people with the colonisation of the profession of nursing. On the 

other hand, the politics of subordination reveal themselves in the 

relationships that Aboriginal people and nurses have with the hegemonic 

construct of medicine and the health care bureaucracy. Both Aboriginal 
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people and the nursing profession have experienced the colonisation of 

their lifeworlds. The participants presented examples of oppressed group 

behaviour by both nurses and AHWs - the colonised assimilated the 

dominating characteristics of the coloniser. 

Foucault's politicisation of power reminds us that power takes much subtler 

forms than the dominated over the subjugated. Subsequently, 

empowerment challenges have more complex roots than the 

disempowerment of individuals, groups and the community. Aboriginal 

people are asserting their power in culturally unique ways that are altering 

the course of their oppression within Australian society, as evidenced by 

contemporary land rights claims and examples of Aboriginal community 

controlled health centres. Nurses deal with the power exerted by the 

discourses of medicine and the health care bureaucracy through resistance 

and maintaining their focus on their day-to-day practice. The following 

chapters will explore these phenomena in more depth. 

The 'Empowerment Model', based on the participants' perspectives, 

represents their holistic interpretation of empowerment challenges. The 

participants' enlightenment is apparent through their contributions to an 

environmental model that incorporates the social, political and cultural 

domains. However, Habermas's appeal for consensual dialogue to close the 

theory/practice gap is mainly unrealised. An analysis of the hegemonic 

discourses of medicine and the health care bureaucracy illuminates the 

barriers involved in the progression from enlightenment to empowerment 

and emancipation. Language has emerged as a vehicle to perpetrate power 

and I explore its role in the implementation of empowerment in Chapter 6. 
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This chapter has presented empowerment challenges from the perspective 
of nurses and as such nursing's power relationships have been the main 
focus. Knight (1996, p.  3) explains that 'remote area nurses work within a 
comprehensive Primary Health Care Model in a huge range of settings, 
universally having to re-contextualise problems'. According to the THS 
'Position & Person Profile' (1996d, p.  1) the remote and rural area nursing 
role is enacted in a 'Primary Health Care Service'. The integration of PHC 

principles into community health nursing practice appears to be an 

expectation of the nursing profession, health service and WHO (referred to 
in Chapter 1). The participants articulated some of the challenges that 
confront them in their attempts to apply PHC principles and consequently 
empowerment strategies into their nursing practice in communities. The 
following two chapters reveal the ways that nurses work with power 
relationships, crossing the borders and melding the borderlands. 
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CULTURAL WORKERS: SURMOUNTING THE BORDERS 

The capacity of the border to segregate and divide the cultures is 

ameliorated by its potential to bring the borderlands together. The work of 

surmounting the borders is facilitated by individuals, residing in the 

borderlands, who are culturally sensitive and possess the necessary 

knowledge, skills and attitudes to work within a multicultural 

environment. The goal of this cultural work is mutual understanding and 

respect between individuals and groups of different cultures, resulting in 

partnerships that promote, preserve and restore health. This chapter 

tackles the cultural dimension of CHNs' work through an exploration of 

their strategies for implementing culturally sensitive and appropriate care 

to Aboriginal clients. The crucial relationship between the AHW and CHN 

is also examined. The links between culture and health are also presented. 

According to Leininger (1995, p.  9) culture is integral to one's 'way of being 

in the world' and directs one's patterns of behaviour. I have based this 

chapter on the assumption that honouring people's cultural beliefs and 

values is an essential ingredient in their empowerment. Kantisaki (1988, p. 

5) contends that: 'a transcultural world view of nursing will assist the 

professional nurse to see all patients as empowered human beings'. 

226 
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Culture and Health 

The definition of culture, presented in Chapter 2, signifies a relationship 

between one's culture, health beliefs and ultimately one's health status. 

Authors such as Manderson and Reid (1994), Pratt (1995), Eckermann et at. 
(1992), Nathan and Leichleitner (1983), discuss the impact of culture on 

health. Cultural beliefs and values influence our perceptions of health and 

illness, our dietary and other lifestyle practices, and our encounters with 

health care providers (Manderson & Reid 1994). But Manderson and Reid 

(1994) provide a cautionary note, reminding us that culture is one of a 

plethora of factors that influence health. Friedemann (1991) suggests that 

viewing members of a cultural group as holding uniform beliefs and 

values could result in stereotyping. 

An examination of the issues regarding culturally sensitive community 

health nursing practice requires a review of the Aboriginal and European 

cultural perspectives on health and the unique position that nursing 
occupies within this cultural framework. 

Aboriginal and European Health Beliefs and Practices 

Aboriginal illness management is based on the individual's choice of 

traditional treatment methods or Anglo-Australian medical care or a 
combination of the two (Mobbs 1991). Mobbs (1991) contends that even the 

most traditional of Aboriginal people have integrated western medicine 

with their own treatments. Their health care system choices include bush 



medicines, traditional healers, and biomedical specialists (Mobbs 1991). It is 

acknowledged that biomedical model interventions have not benefited the 

overall health status of Aboriginal people (Johnson 1992). Nathan and 

Leichleitner (1983) contend that western medical interventions will 

remain limited in their effectiveness if practitioners are ill-informed about 

the foundations of western medicine and traditional Aboriginal health 

knowledge. While there is a great deal of diversity amongst Aboriginal 

people's belief systems there are also some values and beliefs that are 

shared (Grogan 1996). Eckermann et al. (1992), Johnson (1992) and Mobbs 

(1991) emphasise the holistic quality of the Aboriginal people's definition 

of health. An examination of the Aboriginal view of health elucidates the 

incongruence between their perception of health and the medical model 

approach. According to Eckermann et al. (1992, p.  177): 

Health to Aboriginal people is a multi-dimensional concept 
that embraces all aspects of living and stresses the 
importance of survival in harmony with the environment. 
The National Aboriginal and Islander Health Organisation 
(NAIHO 1982, 2) states that health is, 
"Not just the physical well-being of the individual but the 
social, emotional and cultural well-being of the whole 
community. This is a whole-of-life view and it also 
includes the cyclical concept of life. Health care services 
should strive to achieve the state where every individual is 
able to achieve their full potential as human beings, and 
thus bring about the total well-being of their community 

Eckermann et al. (1992) suggest that Aboriginal health views are congruent 

with the practices of PHC as outlined in the Alma Ata Declaration. 

Johnson (1992) alludes to the challenges of arriving at one Aboriginal 

perspective on health when the diverse Aboriginal language groups are 

like separate nations. According to Mobbs (1991) Aboriginal people's 

notion of health maintenance is linked with their observance of kinship 
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responsibilities and their participation in health rituals. Western societies 

communicate about health in the home, school, health care settings and 

through public education. Aboriginal health communications occur 

within the context of social and religious activities. The Aboriginal 

people's perspective on the role of the nurse also warrants consideration. 

Smith et al. (1995) state that AHWs value nurses for their clinical expertise 

and ability to deal with acute care and emergency situations. In a study on 

the AHW role, by Tregenza and Abbott (1995), AHWs indicated that they 

preferred an educative and supportive role for the nurse. The diversity of 

perspectives regarding definitions of health, philosophies of care, and the 

nursing role highlight the complexities challenging an empowerment 

model of practice. 

Western cultural ideas about medicine are derived from the philosophical 

and scientific attitudes associated with Descartes (1596-1650) who is 

considered the father of modern western philosophy (Flaskerud 1989). 

Mind-body dualism, or the division of reality between mind and matter is 

the primary doctrine of Cartesian philosophy. This philosophy places the 

mind on a different plane from the physical body. Flaskerud (1989) 

explains that the first Cartesians were physicists and physicians. The 

evolution of western medicine and its technological domination is steeped 

in the philosophical ideology of mind-body dualism. This mind-body 

orientation diminishes health care professionals' capacities to consider the 
meaning of illness and health to individuals and their families and 

disassociates cultural traditions and beliefs from health care interactions. 

Western medicine adheres to the scientific paradigm to explain the 

causation of disease. Aboriginal traditional health beliefs link illness 
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causation with human or spiritual agents (Nathan & Leichleitner 1983). 

Nathan and Leichleitner refer to the individualistic nature of western 

society as compared to the community orientation of Aboriginal society. 

They assert that western medicine focusses on the disease of particular 

individuals, in contrast to Aboriginal medicine, in which illness care 

embraces the cultural experiences and the cohesion of community 

members. In past times, traditional Aboriginal health care was a collective 

responsibility based on knowledge shared by the community (Nathan & 

Leichleitner 1983). This notion is antithetical to Foucault's critique of 

medicine as a discourse in which knowledge and power reside in the 

hands of a few 'experts who define and control health and illness. The 

ngangkere (usually men) are the most prestigious of the traditional 

Aboriginal healers. Nathan and Leichleitner (1983) explain that, unlike the 

mechanistic practice of the physician, the ngangkere healed the individual 

within the context of the community and the total culture. Habermas's 

view on the colonisation of the lifeworid by medicine contrasts with the 

traditional Aboriginal view of health and illness within an all-

encompassing context of social organisation. 

The purpose of this brief description was to illustrate the vastness of the 

cultural divide between Aboriginal traditional health beliefs and those of 

the dominant western medical system. Discussions regarding the interface 

of the two cultures invariably present the Aboriginal traditional health 

views in contrast to the dominant western biomedical model. Where does 

nursing fit into this cultural picture? Are nurses merely the deliverers of 

the biomedical message? The following section presents a cursory 

exploration of nursing and transcultural care. 
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Nursing and the Cultural Dimension of Care 

The need for cultural sensitivity and appropriateness is recognised as 

intrinsic to the provision of nursing care in our increasingly multicultural 

societies (Omeri 1996a; Leininger 1995; Dobson 1991). Plymat (1996) 

emphasises that an understanding of cultural concepts is especially 

important in community nursing. Grogan (1996) stresses the importance 

of understanding the impact of colonisation on Australia's indigenous 

people and the incorporation of this knowledge into transcultural nursing 

practice with Aboriginal people. 

Transcultural nursing had its origins in the United States, specifically 

through the pioneering work of Madeleine Leininger (Leininger 1995; 

Dobson 1991). She describes herself as involved in a 40 year endeavour to 

integrate the concept of transcultural care as the centralising feature of 

holistic nursing practice (Leininger 1995). Leininger (1995, p.  4) defines 

transcultural nursing as: 

a formal area of study and practice in nursing focused upon 
comparative holistic cultural care, health, and illness 
patterns of individuals and groups with respect to 
differences and similarities in cultural values, beliefs, and 
practices with the goal to provide culturally congruent, 
sensitive, and competent nursing care to people of diverse 
cultures. 

The practice of transcultural nursing identifies care as the essence of 

nursing (Leininger 1995). It is essential to understand that care is a 

universal concept but how it is expressed, understood, and practised varies 

across cultures (Leininger 1995). The general goal of transcultural nursing 

is to provide care that fits with the client's needs and life experiences, 
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achieved by obtaining the client's personal perspective and integrating this 

knowledge source with the nurse's perspective (Alexander et al. 1989). The 

notion of both diversity and universality existing between cultures 

worldwide is the foundation of Leininger's theoretical framework, or 

'Sunris& model. Depicted as a rising sun, Leininger's (1995) model 

includes the following world view or cultural and social structure 

dimensions: technological factors, religious and philosophical factors, 

kinship and social factors, cultural values and lifeways, political and legal 

factors, economic factors, and educational factors. These seven 

components are viewed as the environmental context and expressions 

through language that influence nursing care (Leininger 1995). Leininger 

presents nursing as the intermediary between traditional or folk health 

care systems and professional systems. Nursing care decisions and 

activities are of three types including: cultural care preservation (or 

maintenance), accommodation (or negotiation) and repatterning (or 

restructuring). The following descriptions summarise Leininger's (1995) 

three nursing care decisions and actions. Cultural care preservation refers 

to nursing decisions and activities that assist clients from a particular 

culture to preserve and maintain health. Cultural care accommodation 

nursing actions help clients to negotiate for better health. Cultural care 

repatterning includes nursing input that supports clients in changing their 

lifeways to new and health promoting patterns that are culturally 

appropriate and satisfying. Transcultural nursing was developed in North 

America but its relevance to nurses worldwide is recognised (Dobson 

1991). 
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Transcultural Nursing in Australia 

Leininger has directly influenced the development of transcultural 
nursing in Australia. The Royal College of Nursing publication 
Transcultural Nursing in Multicultural Australia is presented as the first 
collection of writings in transcultural nursing edited and written by 
Australian nurses and specific to the Australian context (Omeri & 
Cameron-Traub 1996). Leininger wrote the preface, endorsing the 
publication and touting it as a landmark effort (Leininger 1996). Kantisaki 
(1988) contends that Australian health care and education uphold the 
beliefs and values of the dominant Anglo-Australian culture. The needs 
within Australia's multicultural society remain unmet as a result of 
ethnocentric structures and systems. According to Kantisaki (1988) this 
dominant approach disempowers people from cultures other than the 
Anglo-Australian culture. She appeals to nurses to adopt a transcultural 
nursing approach. Grogan (1996) proposes that all allied health 
professionals in Australia should develop knowledge of Aboriginal 
Australians' cultural perspectives to be effective health practitioners in the 
area of Aboriginal health. She asserts that nurses must take leadership 
positions in the promotion of culturally sensitive care across the spectrum 
of health professions within Australia. Omen (1996b, p.  21) alludes to the 
'fictitious status' of transcultural nursing in Australia, contending that 
many Australian nurses do not see the necessity for transcultural nursing 
preparation. Dobson (1991) presents the concern expressed by nurses across 
cultures that a focus on the cultural aspects of care will impede holistic 
nursing practice. 



Various critiques of transcultural nursing have evolved in Australian 

nursing circles and I present the following overview in an attempt to 

illuminate some of the issues. Swendson and Windsor (1996) present an 

analysis of the concept of cultural sensitivity. They provide a critique of 

Leininger's work, asserting that its propensity to ignore issues such as 

racial superiority is due, in part, to Leininger's ahistorical perspective. 

Swendson and Windsor (1996) disagree with the reductionist assumption, 

inherent in transcultural nursing theory, that the individual is culturally 

constructed. Nurses are placed in the powerful position of defining people 

from other cultures in terms of the distinguishing characteristics of the 

culture. When Aboriginal health is viewed from this perspective, the 

problems encountered by the Aboriginal people can be narrowly 

envisioned as based in cultural differences. The political and economic 

domains that perpetuate racism are disregarded (Swendson & Windsor 

1996). Kantisaki (1996) and Omen (1996a) offer rebuttals to Swendson and 

Windsor's (1996) dissertation. Kantisaki (1996) argues that Leininger's 

theory, with its focus on care as a diverse as opposed to a universal 

concept, challenges ethnocentricity. She asserts that Swendson and 

Windsor's critique is poorly informed. But Kantisaki does criticise 

Leininger's theory for its functionalist and apolitical definition of culture, 

including its failure to incorporate issues of gender, class and power. 

Omen (1996a) also asserts that Swendson and Windsor demonstrate their 

lack of knowledge regarding Leininger's work. Bruni (1988) concurs with 

Kantisaki and Swendson and Windsor, hypothesising that a focus on 

culture obliterates issues of gender and class. Bruni criticises Leininger's 

work as deterministic and lacking rigour, concluding her dissertation with 

an appeal to nurses to develop critical skills. According to Palmer (1997), 
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transcultural nursing supports the poorly founded notion that cultures do 

not change over time. 

It is obvious that transcultural nursing, as a legitimate nursing specialty, is 

just beginning to evolve within the Australian nursing context. The 

remainder of this chapter reveals the participants' perspectives regarding 

the application of transcultural nursing principles in their work with 

Aboriginal people. 

On Being Culturally Sensitive 

Ellen aptly highlights the complex concept of cultural sensitivity and its 

link with empowerment: 

Try as we may we can't divorce ourselves from our own 
world schema. Sometimes you think you've got it right and 
you don't ... Sometimes your actions disempower rather 
than empower. 

Cultural sensitivity is based on the notion of difference - differences that 

exist between the language and behavioural practices that characterise 

particular cultural groups. Cultural sensitivity is realised when cultural 
diversity is recognised and respected (Boyle & Andrews 1989). The 

Association for the Advancement of Health Education (1992, cited in 
Palmer 1997, p. 67), defines cultural sensitivity as: 

knowledge that cultural differences (as well as similarities) 
exist, along with a refusal to assign cultural differences such 
as values as better or worse, more or less intelligent, right or 
wrong; they are simply differences. 



Nursing has zealously embraced the idea of providing care that is sensitive 

to the client's cultural and language differences (Swendson & Windsor 

1996). The participants maintained that working within an empowerment 

model necessitates the incorporation of cultural sensitivity into their 

nursing practice with their Aboriginal clients. Simone stated: 

That is what empowerment is all about. It is about hearing 
other people's cultures as well. 

The following participant narratives elucidate the dimensions of cultural 

sensitivity and its meaning to nurses in their work with Aboriginal 

clients. 

Isabelle: Cultural Sensitivity and Caring 

Cultural sensitivity, for Isabelle, had a broad application across diverse 

cultural and social backgrounds. A non-judgmental, egalitarian approach 

that demonstrates respect for differing values and beliefs is integral to her 

nursing practice. Isabelle stated: 

I don't care where the person comes from or what their 
background is. A person is a person full stop. I have to be 
sensitive to their social environment and their cultural 
environment - even if I don't understand it I have to be 
sensitive to it. I have to be prepared to ask. Whether that 
person is a migrant, is an Australian, or is an Aboriginal 
Australian is irrelevant because each one of them has a 
social position within the European situation. Different 
social classes have different values and I have to be 
sensitive to them but it doesn't mean that I agree or 
disagree with them. It means that I try to understand them 
and be sensitive to them. And the Aboriginal situation is 
no different because basically a human being is a human 
being and human beings react to kindness and to love in 
the same way. 
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Isabelle's sentiments capture the essence of caring in nursing as a 

relational construct that crosses cultural boundaries. Leininger (1995, p. 

105) coined the term 'culture care universality' to refer to the common 

care meanings and features that are manifested across cultures. Isabelle 

identified kindness and love as having culture care universality. Her 

emphasis on love and kindness towards others are echoed in Noddings's 

(1984) reflections on caring. Noddings (1984, p.  13) defines natural caring as 

'that relationship in which we respond as one-caring out of love or 

natural inclination'. Clarke and Wheeler (1992) present Campbell's (1984) 

argument that although professionals such as physicians, social workers 

and nurses rarely use the word love it is enmeshed in professional work. 

The meaning of care was drawn from the experiences of six staff nurses in 

a British hospital for Clarke and Wheeler's (1992) study and the authors 

concluded that love and caring were closely connected in the participants' 

nursing practice. Isabelle's attempts to understand another person's 

culture indicate her commitment to cultural relativism. Cultural 

relativism occurs when one endeavours to understand the culture of 

another from their perspective (Boyle & Andrews 1989). Noddings (1984, p. 

13) states: 'I receive what the other shares without evaluation or 

assessment ... when I care for others my caring includes their experience of 

the world.' 

Fiona and Hannah: Cultural Sensitivity and Self 

Fiona contended that cultural sensitivity begins with self-reflection. 

Understanding your own culture promotes a non-judgmental and 
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respectful approach towards the values and beliefs of others. Mason and 

Cadet-James (1994) posit that self-reflectivity is integral to transcultural 

nursing practice. Fiona expressed her commitment to the need for self-

reflection in culturally sensitive practice: 

You have got to understand your own culture before you 
can understand or accept another person's culture. 

Leininger (1995) emphasises the need to understand one's own culture 

prior to the development of an understanding of other cultures. An 

understanding of cultural diversity begins with the insight that each 

person, including oneself, has a cultural heritage (Habayeb 1995). One's 

own culture becomes a reference point where differences and similarities 

between the cultures can begin to be recognised (Palmer 1997; Leininger 

1995). 

Hannah presented an example of cultural sensitivity that demonstrates 

her reflections on her own cultural beliefs and values and their interface 

with the Aboriginal belief system. Hannah explained: 

Aboriginal people often do not wear watches. Time doesn't 
mean as much to Aboriginal people as it means to us. This 
is just what I have picked up not what I know for a fact. But 
for Aboriginal people, time is very low on the list of 
priorities. When you say come back tomorrow they could 
come in the afternoon and they could come after hours. It 
is not that they don't know what morning means it is just 
that the concept of time is not perceived in the same way 
and given the same priority that we give it. Time, to them, 
is seen in a wider sense - like time is decades 
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Simone and Carl: Cultural Sensitivity Works Both Ways 

Simone expressed the view that Europeans are provided with learning 
experiences regarding Aboriginal culture but there is a lack of opportunity 

for Aboriginal people to enhance their knowledge about European culture. 

Simone explained: 

You are not going to get anywhere until such time as the 
Aboriginal people and white European people are working 
together in a sort of relationship of both understanding the 
other's culture. There are cross-cultural courses for white 
people to go to find out about the Aboriginal culture while I 
still dontt believe there is enough done for Aboriginal 
people to find out about white culture. They live in the 
culture and use it most of the time but there is still no 
mechanism where they can look at what white culture does 
and why it does that. 

Carl found that building relationships with Aboriginal people prompted 

their curiosity regarding European culture to emerge: 

I found a lot of Aboriginal people would ask me strange 
questions about what white people think. And I used to try 
to answer their questions of course. 

Nathan and Leichtleitner (1983) assert that Aboriginal people have been 

forced to compare the cultural values and beliefs inherent in the European 

health system with their own health beliefs. In order to be informed 

health care consumers, Aboriginal people need to understand European 

cultural and health beliefs (Nathan & Leichtleitner 1983). Leininger (1995, 

p. 21) subscribes to 'co-participant' health care but her meaning lacks 

clarity. Co-participation, in the truest sense of the word, would involve the 

mutual sharing between the client and nurse of their respective cultural 

values and beliefs as they impact on the client's health. 
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Georgia: Cultural Sensitivity and Cultural Background 

Georgia's extensive experience in nursing, including her contact with 

nurses of many cultures, led her to speculate that nurses from 

backgrounds other than Anglo-Australian seemed to have more 

sensitivity and tolerance towards the Aboriginal culture. Georgia 

explained: 

I have actually found in my nursing career that nurses who 
are migrants or who have migrant parents seem to hang in 
there a lot longer and their tolerance seems to be able to be 
stretched a bit more. 

Pittman and Rogers (1990) surveyed the ethnic diversity of Victorian 

nurses and explored patterns of prejudice and discrimination. They 

contend that nurses who are migrants themselves have the potential to be 

more culturally sensitive. Pittman and Rogers's qualitative data revealed 

that broad cultural experiences induce nursing practice that is empathetic 

and sensitive. 

Ian: Cultural Sensitivity and Nursing Education 

Ian reflected on the paucity of transcultural content in his nursing 

educational background. He felt that some preparation in transcultural 

nursing would have facilitated his adaptation to work in a remote 

community. Ian noted that: 

As far as cultural awareness I had no actual cultural training 
before I went out bush. It was something that we didn't 
learn about at school in any part of our nursing training. 
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Although the theoretical and philosophical approaches to transcultural 

curricular content in nursing education is still under debate, it is well 
established that transcultural concepts should be an integral part of the 
nursing educational process (Palmer 1997; Mardiros 1992; Pittman & 
Rogers 1990). Omen's (1991 cited in Omeri 1996b) survey of the 

transcultural content in Australian nursing school curricula revealed a 
paucity of formal studies addressing the needs of the multicultural 

Australian population. There is also a lack of faculty prepared in 

transcultural nursing and minimal commitment to the integration of 
transcultural courses into nursing school curriculum (Omeri 1991, cited in 
Omeri 1996b). Omeri contends that nursing practice is based on biomedical 

western ideologies as a result of the dismissal of transcultural content. 

Simone: Cultural Sensitivity Starts Young 

Simone expressed the view that cultural sensitivity is a societal obligation. 
It should be integrated into all facets of everyday life and start with the 
young. For Simone, a culturally sensitive community promotes the self-
esteem of its members. She explained: 

So I think cultural sensitivity starts from a very young 
point of view. It can be as simple as making sure that logos 
incorporate all the different faces of the community. In 
general, it is about making people feel good about 
themselves by having material in other languages. At child 
care centres have the audio tapes and video tapes about 
other cultures so the kids can feel good about themselves. 

In sum, transcultural nursing concepts are becoming recognised by the 
nursing profession in Australia and the participants in this study are no 
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exception. The participants acknowledged cultural sensitivity as the 

cornerstone of their work with Aboriginal clients. Cultural sensitivity is 

synonymous with caring; embedded in an understanding of one's own 

culture; and applicable to both sides of a cultural partnership. It is an 

important component in nursing education and ideally should be 

integrated into the ethos of the community. Nursing's philosophy of 

holistic care and its emphasis on caring relationships rather than cure 

endorses cultural sensitivity as an integral ingredient in nursing practice. 

Bridging Cultures: Transcultural Work 

Community Health Nurses and Aboriginal Health Workers 

Cultural sensitivity is the foundation that supports the work of CHNs in 

their relationships with AHWs. Tregenza and Abbott (1995) present a 

comprehensive document investigating the roles of AHWs in Central 

Australia, as perceived by AHWs, community members and non-

Aboriginal health professionals. Their report is entitled Rhetoric and 

Reality: Perceptions of the Roles of Aboriginal Health Workers in Central 

Australia. Tregenza and Abbott (1995, p. 28) assert that the relationship 

between CHNs and AHWs is crucial' to the functioning of the health care 

team in rural and remote communities. The 1995/1996 Annual Report of 

the THS (THS 1996b) presents nursing at 35 per cent of the staffing 

complement for the THS in 1996 and AHWs at 3 per cent. A positive and 

supportive relationship between nurses and AHWs is seen as an essential 

value to adopt, by the nursing profession, in the promotion of PHC. Dr. 
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John Cawte, a psychiatrist with special interests in anthropology and 
Aboriginal health, discusses the necessity for a strong relationship between 
the nurse and AHW. Nurses have daily contact with AHWs and should be 
educated in Aboriginal culture, language and religion (Cawte 1996). At a 
WHO meeting entitled 'Nursing in Support of the Goal of Health for All 
2000', held in 1981, the following statement was made: 

Among the responsibilities of nursing practice in primary 
health care are training, support, and supervision of 
auxiliary nursing personnel and other community-based 
health workers (WHO 1986, p.  31). 

This section explores the partnership between CHNs and AHWs. I begin by 
presenting some of the background or historical context to set the stage for 
the contemporary scene. An examination of the participants' views 
regarding the AHW role, the CHN/AHW partnership, and some of the 
challenges serve to illuminate the status of this important relationship in 
health care provision to Aboriginal clients. Ellen expressed her thoughts 
on the importance of the AHW to empowerment in Aboriginal health 
care: 

I guess I'll say our service is built on working in partnership 
with Aboriginal health workers. So the manner in which 
we do it and the priority we give it is certainly leading to the 
empowerment of Aboriginal communities. 

Historical Background 

The AHW is selected by the community to deliver PHC to its members. 
The AHW role evolved in response to an identified need for health care 
that is meaningful and culturally appropriate to Aboriginal communities 
(Franks & Curr 1992). Aboriginal health workers have undergone an 
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education programme and are registered by the Aboriginal Health Worker 

Registration Board within the THS (Tregenza & Abbott 1995). Aboriginal 

health worker registration, in Australia, is unique to the NT (Palmer & 

Short 1994). Tregenza and Abbott (1995) explain that the AHW role had its 

origins in early European contact time on the missions and settlements. 

Aboriginal people were employed as workers in community kitchens, as 

nurse assistants, and cleaners. When the delivery of health care in 

Aboriginal communities became a responsibility of the government, the 

AHW position took on official status but there was no job description. 

Definitions of the role will be examined later in this section. 

Aboriginal Health Worker Education 

According to Tregenza and Abbott (1995), prior to 1989, AHW education 

was designated a 'Basic Skills' course delivered in the workplace by the NT 

Department of Health and Community Services. In 1989 Batchelor College 

took over AHW training following changes in Commonwealth funding to 

tertiary educational institutions. Tregenza and Abbot (1995) contend that 

since 1989 AHWs and health services have been dissatisfied with the 

AHW educational process. 

Georgia expressed her thoughts and concerns on the educational 

preparation of AHWs: 

I don't know in Aboriginal health whether the Aboriginal 
health workers need extra training. There are aspects of it 
that just don't seem to jell. In terms of managing and 
organising a work load ... Initially the health workers were 
brought in to assist the other staff be they doctors be they 
nurses - to act as translators. Then some of the health 
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workers that showed an interest in some of the clinical 
areas were taught clinical skills and so again it is how the 
role has evolved. So you give a person a few clinical skills 
but they don't have the reason behind it. You know give a 
tablet and you don't know what it is going to do - It is really 
dangerous. 

It is beyond the scope of this thesis to present an in depth analysis of the 
state of AHW educational preparation. I refer you to the report by 
Tregenza and Abbott (1995) for a comprehensive critique and explication of 
recommendations regarding the educational issues. Some of the issues 
addressed included AHW requests for an educational process that: focusses 
more on individual needs; contains more emphasis on emergency 
procedures; and takes place within their communities (Tregenza & Abbott 
1995). 

Aboriginal Health Worker Role 

Tregenza and Abbott (1995) allude to the challenges encountered in 
attempting to define the role of the AHW. They present a list of all of the 
AHW role functions as identified by the participants in their study. The 
eight roles identified are: traditional health, cultural brokerage, clinical 
care and western medicine, health education and promotion, 
environmental health, community care, administration, management 
and control, and policy development and programme planning. The 
delineation of such a vast array of functions signifies the complexity and 
inherent challenges in the AHW role. Donna discussed the confusion 
regarding the AHW role and the necessity to work with the AHWs' 
individual skills. Donna explained: 
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The health workers' role is not very well defined for most 
people. It has certainly been an issue. Nurses go out bush 
with an expectation that health workers are these wonderful 
people who are not only good in the clinic but they deal with 
this and deal with that. They get out there and they think, 
"Oh hang on a minute, I have been given the wrong story." I 
have to explain this properly because I don't want you to get 
it wrong. Health workers are at all different levels. Some 
certainly are good clinically but some aren't so good 
clinically. That is why people want to pigeon-hole them all 
of the time ... We can't expect that they are these marvellous 
people that can take on all of these roles. You know an awful 
lot is placed on them. 

Donna's thoughts are in keeping with the nurses in Tregenza and Abbott's 

(1995, p.  28) study who reported that the role of the AHW is 'overstated' by 

their employers. Donna's sensitivity to the heavy burdens of role and 

responsibilities placed on the AHW was an important consideration in the 

development of her partnerships with them. 

Georgia discussed the confusion surrounding the AHW role. She 

maintained that open communication was the key to the development of 

clearly understood roles. Roles evolve within the context of their 

enactment and CHNs and AHWs must work together to support the 

natural evolution. Georgia stated: 

There are still problems between nurses and health workers 
not understanding their roles even though their roles have 
been clarified. I think you can clarify your roles until you 
die. I think people think because you have clarified a role 
that's it - you know that is something that you live by but it 
is not. We don't talk enough. We don't talk enough about 
what is expected or if the person has done something a 
certain way ask why have they done it that way. 

Tregenza and Abbott (1995) explain that AHWs request enhanced 

collaboration and communication between all people involved in health 
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care in order to lessen the confusion and stress surrounding the AHW 
role. 

Carl contended that the AHW's age is a factor to consider with regard to 
their perception of the role: 

The young Aboriginal health workers seem to want to work 
in the clinic. The older ones want to get out in the 
community and do health promotion ... I think that the 
young ones are locked into the medical model. 

Tregenza and Abbott's report supports the notion of senior AHWs taking 

leadership and responsibility for the health promotion and prevention 
aspects of community health care. 

Kessie described a community focussed role for the AHW and a clinically 

oriented role for the nurse. Kessie explained: 

I see the Aboriginal health worker functioning not so much 
in the clinical role - it can be quite stressful - but in the 
community programme line and getting people motivated 
to community projects and education. 

Tregenza and Abbott (1995) provide some statistical data that correspond to 
Kessie's thoughts on the components of the AHW role. Fifteen per cent of 

the AHW respondents in Tregenza and Abbott's study perceived the main 
emphasis of their role taking place within the clinic as compared to 13 per 
cent of the physician and nurse respondents. Twenty-two per cent of the 
nurses and physicians felt that health education was the major AHW role 

emphasis, while 17 per cent of the AHWs viewed health education as the 

most important component of their role. It appears as though the two 
groups of respondents had similar thoughts regarding the AHWs clinic 
component of their role but the nurse/physician group placed a higher 



priority on the health education aspect of the role than did the AHWs. 

Kessie did not completely dismiss the clinic role for the AHW. She 

indicated the need for their cultural knowledge and brokerage within the 

clinic setting. Kessie explained: 

But we still need health workers in the clinical setting to 
assist with seeing some patients, speaking with them, and 
just to be there so that the patient feels comfortable. 

Tregenza and Abbott's (1995) study presents a disparity between the AHW 

respondents' views on the role of cultural brokerage, and the views of the 

physicians' and nurses' groups. Twenty-two per cent of the physicians and 

nurses perceived cultural brokerage as the most important aspect of the 

AHW role as compared to ten per cent of the AHW group. 

Fiona explained her perception of the AHW role: 

I see their role as being a liaison person and a back up 
person for the nurse. To put it into our perspective of a 
hierarchy I would see them as enrolled nurses. And I think 
that they should be raised to that status when it is right for 
them. I value their assistance ... They do ears on kids - 

things like that - sores, ears. A little bit of filing. They are 
really good at filing. Sort of the basic things. 

The AHW respondents in Tregenza and Abbott's study stated that 

registered nurses tended to become the bosses in the clinic situation. 

Tregenza and Abbott (1995) refer to the nurses' perception that they bear 

the responsibility for the health of the community. These feelings on the 

part of the nurses are based on a complicated concoction of issues 

including: legalities surrounding the juncture of the nursing and AHW 

roles (Kreger 1991a) and persona of the individual AHW, often reflecting 

the tendency of Aboriginal people to withdraw in the presence of 
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presumed or stated superior knowledge and skills (Tregenza & Abbott 

1995). 

Ian perceived that the AHW frequently takes on a subordinate role to the 

nurse in the health centre despite descriptors that present the contrary. Ian 

explained: 

In the job description it will say the senior nurse of the 
health centre will promote the Aboriginal health workers as 
the primary care givers and will support the Aboriginal 
health workers, but I think it is sometimes a personally 
perceived view, by the nurse, that, "I am the one in charge 
here". 

Confusion regarding the role of the AHW persists. Tregenza and Abbott 

(1995) provide four possible reasons for this occurrence that reflect the 

participants' thoughts in this section. The reasons include: non-Aboriginal 

manipulation of the role in an attempt to make it fit with the dominant 

western medical system; ongoing disputes between government, 

community agencies, communities and AHWs; inability to define the role 

within the present context; and a number of challenging factors including 

the characteristics of particular AHWs (Tregenza & Abbott 1995). Tregenza 

and Abbott (1995) contend that AHWs want to work in a health care 

partnership where their role encompasses community care, health 

promotion and prevention, some traditional care and input into health 

policy. 



The Aboriginal Health Worker/Nurse Relationship 

Aboriginal health worker role confusion and ambiguity are inextricably 

enmeshed with the capacity of CHNs and AHWs to develop effective 

working relationships - partnerships that are essential to the promotion of 

PHC principles. Donna explained it this way: 

It is vital that you have a good relationship with the 
Aboriginal health worker. A nurse cannot work in isolation 
without the health worker ... Nothing much will get done. 
You need that link. 

Simone described her version of the ideal AHW/nurse relationship: 

Well I think you have to work together and I think you 
need to identify the skills that both people have and make 
sure that what can't be dealt with by one can be dealt with 
by the other person. So it might be that the health worker 
takes on the health promotion focus for the community 
and the registered nurse deals with the emergencies and 
consultations, you know the day to day operations or 
whatever is needed. 

For Simone, the relationship between the two health care providers is 

symbiotic. Fuller (1995) refers to the necessity for nurses and ethnic health 

workers to work as a team using a partnership approach. Fuller maintains 

that the expertise of the health worker is different from the expertise of the 

nurse. Flexibility and collaboration skills are essential to the relationship 

building between the health worker and nurse (Fuller 1995). 

Isabefle's thoughts on the AHW/nurse partnership imply the notion of a 

symbiotic relationship. She explained: 

The nurse provides the European input and the 
background knowledge and the excuse and the health 
worker provides the cultural knowledge and the knowledge 
of the community. Now that relationship can be extremely 
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good. Sometimes the health workers, knowledgeable 
workers, use the nurse as an excuse. When I say they use 
the nurse as an excuse I mean that if they have to do 
something which the community doesn't like they will say 
that the nurse insists it is done. It gives them the power to 
do it without being ostracised. 

Smith et al. (1995) explained that AHWs value nurses for their capacity to 

deal with situations that are culturally prohibited for the AHW. For 

example, nurses can work during ceremony times and are not subject to 

'pay back'. 

Barbara referred to the philosophical basis for the AHW/CHN 

relationship. Her comments relate to the concept of Aboriginal self-

determination in health care, briefly discussed in Chapter 4. Barbara 

explained: 

You can work on a philosophy of empowering and I am the 
last of the whites to be here, that one. Or you can work on 
the philosophy that we are here to be a team and I can do 
things that I am good at and you can do things that you are 
good at and we can meet between and broker or bargain 
what neither of us does well maybe or share. 

Barbara's explanation points to the high degree of negotiation and 

communication skills needed to promote and nurture the AHW/CHN 

relationship. 

Donna discussed the importance of the establishment of a trusting 

relationship between the AHW and CHN. Donna explained: 

The nurse can't work in isolation. I suppose that we have 
really covered it all by saying the relationship has to be built 
first off. You can't walk into a place with the health workers 
and expect to be accepted straight away. So as I was saying 
these people have been there and seen many nurses come 
and go. The health worker is not going to invest a lot of 
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time initially until she checks you out and gets that trust 
relationship. But you can work on that yourself by including 
people in decision-making, giving them ownership. It is 
their clinic. We are only visitors. 

Donna felt that the nurse is a visitor in the clinic - a perspective that 

empowers the AHWs and clients. 

Georgia contended that the nurse should take a mentorship role with the 

AHW. She felt that some nurses did not perceive mentorship as a 

necessary aspect of their role and were frustrated by the burden of teaching 

when confronted by the heavy demands in the clinic. Georgia stated: 

In the community you really have to adopt the role of 
mentor and have the health worker working beside you. 
The training is ongoing. Training is a process. Training is 
the way you work. The Aboriginal health worker/nurse 
relationship has a history of challenges and sometimes it is 
really hard. Nurses just find it frustrating to have someone 
beside them. You want to get the job done and it is a 
hindrance to have somebody who works in a different way. 

Cramer (1992a) explains that nurses working in remote communities are 

responsible for the ongoing education and support of AHWs. She refers to 

the lack of time available for the provision of mentoring as well as the 

frequent poor preparation of the nurses for such educational activities. 

Smith et cii. (1995) contend that AHWs would like to be taught more 

clinical skills but nurses do not see training as a part of their role and they 

have limited time for teaching activities. 
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Aboriginal Health Worker/Community Health Nurse Relationship 
Challenges 

The AHW/nurse relationship is not without its tensions and challenges. 

The participants presented their views on the derivation of some of the 

difficulties, acknowledging the extreme pressures on AHWs. Ellen 
explained: 

There is always conflict between nurses and Aboriginal 
health workers, you know there are the exceptions, but on 
the whole I think it has almost boiled down to a 
professional distancing between the two. 

Ellen's sentiments were paralleled by many of the participants. Cawte 
(1996) alludes to the historical tension between AHWs and nurses. In 
some of the instances, recounted by the participants, the AHWs' reliability 

was questioned, placing stresses on the AHW/nurse relationship. Georgia 
explained: 

It is hard at times for the nurse to get a day off because if 
health workers don't want to come to work they don't 
come. The nurse wants to go to town, wants a day off, "Oh 
you can't go there is no one here to fill in for you", so the 
nurse has to stay. 

Tregenza and Abbott (1995) discuss the multitude of pressures on health 
workers which often place them in compromising positions within their 
communities. Georgia provided, from her perspective, an explanation for 
the AHWs' difficulty in providing a reliable service in the clinic. She 

explained: 

The health workers not wanting to turn up may be a way of 
them telling us, "Yes, we want to be health workers but the 
pressure is too much for us". There are many complaints 
that the health workers feel too pressured by their families. 
They have to change their whole ethic. In their family 
groups they are responsible for their own family group and 



that is it. As health workers they have to go outside of those 
values. We have set up a system that is really difficult to 
run. In one community if you have seven different skin 
groups then you need a health worker from each skin 
group in order for the system to work. You have one health 
worker and the person is supposed to look after all of the 
people in the community. 

Simone alluded to the dominance of the biomedical model in the nurses' 

orientation and the negative impact of such cultural influences on 

relationship building between the AHW and the CHN: 

I think there is a lot of fear from registered nurses to let go 
and let Aboriginal health workers do what they are 
supposed to do because of the paternalistic attitude of white 
European registered nurses. 

Simones reflections are a reminder of the discussion in Chapter 4 

regarding the influences of the biomedical model on nursing practice as a 

challenge to empowerment. 

Isabelle emphasised the importance of the development of trust between 

the AHW and nurse to the provision of health care within the 

communities. She perceived a lack of support from the health service for 

the AHW/nurse relationship, resulting in increased pressures on the 

relationship and AHW disassociation. Isabelle explained: 

Now, in a given situation, if I come from the outside and 
tell the health worker our nurses are no good that creates 
conflict between them. A problem is created and 
unfortunately by trying to - some people not in the 
community but working - have the impression that the 
health worker has to have the higher level of independence 
and status. These people are creating problems where none 
existed before because they perceive the nurses as a threat to 
the health workers. But the nurses on the other hand are 
the ones who provide the knowledge to the health worker 
and the supervision and the support that is needed. And 
they don't see that and because they don't see the role of the 
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nurse as important they create conflict and the health 
workers give up work ... The way in which Aboriginal 
people deal with conflict is by avoidance and therefore you 
lose health workers ... The people working for the 
department have to support and foster the relationship 
between the nurse and the health worker. This is only a 
feeling in a sense. I can't really say that it is happening 
because we don't know unless you actually study this 
situation you can't say this is the way it is but I am not the 
only nurse that is feeling this way. 

Isabelle's thoughts demonstrate the persistent societal tendency to 

undervalue the nursing role. Nurses and AHWs, as two subjugated 

groups, are viewed as vying for power by the dominant bureaucracy. The 

invisible work that the nurses are providing, in the form of support and 

mentoring, is ignored by the biomedically oriented bureaucracy. In an 

attempt to promote Aboriginal self-determination, the bureaucracy 

dismisses the notion of teamwork and collaboration - an approach that 

would be empowering to all involved, resulting in a health service that 

adheres to the principles of PHC. 

The AHW/CHN relationship is undeniably critical to the delivery of 

culturally sensitive and appropriate health care to the Aboriginal people. 

The participants presented diverse interpretations of the AHW role, 

elucidating the AHW role ambiguity and confusion that permeates the 

health care service. This state of affairs, as well as a multitude of cultural 

and individual considerations, has placed stress on the AHWs, 

influencing their practice. A lack of clarity regarding the nursing role 

reappears in this discussion. Is the primary role of the nurse one of mentor 

of the AHW or primary care clinician? The answer is elusive, hinging on 

individual, community and organisational factors. The aforementioned 

considerations confound the relationship between the AHW and nurse 



but despite the complications there are positive relationships built on 

mutual respect of each other as individuals and the implementation of 

culturally sensitive approaches. Simone explained: 

There are lots of good things happening around the place. 
For example, nurses working with Aboriginal health 
workers with the aim for the health workers to eventually 
take over the role of the registered nurse. So there are 
people I know out there that are working very hard towards 
that. 

Simone's contention that nurses are working in partnership with AHWs 

in support of Aboriginal self-determination implies the nurses' adherence 

to an empowerment model of practice that is rooted in cultural sensitivity. 

The next section broaches the topic of nurses' transcultural work from a 

process orientation. 

The Transcultural Process 

Discussions with the participants revealed a common process that evolved 

in their work with AHWs and Aboriginal clients. This process highlights 

their method of working within another culture in ways that honour the 

values and beliefs of Aboriginal people. The process is fluid in that the 

stages build in a stepwise fashion, dependent upon the fulfilment of the 

preceding stage but permitting movement back and forth as situations 

present themselves. The stages include: culture shock, commitment to 

learning, acceptance, collaboration and coalition. 
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Culture Shock 

Leininger (1995 P.  64) defines culture shock as: 

an individual feeling disoriented or unable to respond 
appropriately to another person or situation because the 
lifeways are so strange and unfamiliar that one feels 
helpless, hopeless and confused. 

The participants described experiencing culture shock upon commencing 
their work, particularly in the remote communities. A period of 
disorientation ensued, upon their arrival, when confronted by the vast 
differences between Aboriginal and European culture; the social and 
cultural isolation of their new situation; and the frequently spartan living 
and working conditions. 

Donna encapsulated her feelings regarding culture shock in this way: 

It is really daunting for people when you first go to 
communities. You do go into culture shock. 

The participants maintained that some nurses never recuperate from the 
initial onslaught, choosing to leave the communities soon after their 
arrival. 

Commitment to Learning 

The participants described their commitment to learning about the 
cultural beliefs and values of the Aboriginal people that began with their 
introduction to the new environment and was operationalised when their 
comfort levels increased. Very few of the nurses had formal educational 



programmes introducing them to Aboriginal cultural beliefs and values. 

Openness, flexibility and the capacity to accept responsibility for their 

cultural blunders were necessary qualities allowing the nurses to begin to 

make sense of their new environment and to be effective practitioners. 

Hannah explained: 

It is all a learning experience on both sides. You pick up as 
soon as you can on the body language and the rules of 
communication that are very important. Things like eye 
contact - you wouldn't approach an elder and stand up close 
to that person you know an important man or an important 
woman and look at them eye-to-eye and try to dictate to 
them. 

One of the principles of transcultural nursing is for the nurse to learn 

cultural beliefs and practices from the client through interviews with the 

client that are based on genuine interest and respect (Leininger 1995). 

Donna described the stressful experiences confronting the nurses at first 

when they are not sensitive to the cultural mores. Donna explained: 

The nurse becomes a real sitting duck. I mean it is hard. It is 
very very hard to know what is always appropriate. And 
you don't always know. I have put my foot in it many 
times. But the people themselves have been very forgiving 
about that. They are not silly. They know that we don't 
know. 

Donna described a scenario, indicating her lack of knowledge regarding the 

cultural practices, that transpired when she was new to a remote 

community. Donna provided this story: 

I can give you a very early example of when I first came 
here. We were at an out-station and I had to do a dressing 
on a leg and as you can imagine it is pretty rough. You've 
got your stuff out the back of the Toyota and it is not as 
sterile as you would like it to be but you try to be as clean as 
you can. The dressing was put on and then I had a dirty 
dressing. There was a fire there so naturally to me I 
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thought, "Oh well I'll burn this". It was the cooking fire 
wasn't it! Well I got told off in no uncertain terms. So our 
culture says, "Oh rubbish I'll burn it". But in their camp, as 
disorganised as it looks to the outsider, it is very organised. 
There is a cooking fire and there is a warming fire. But I 
mean look how simple that is. I'll never do that again of 
course! 

Participants' examples of trial and error learning demonstrated their 
commitment to the idea of absorbing the culture of others and their 
willingness to learn from their mistakes. 

Acceptance 

The acquisition of knowledge about another's cultural beliefs and values is 
an initial important step in transcultural work, but meaningless if 
unaccompanied by attitudinal changes by the nurse that connote an 

acceptance of the other culture. The nurse's lack of acceptance of the 
client's cultural beliefs disempowers clients and impacts on their health. 
Kessie provided the link between learning and cultural acceptance when 
she stated: 

When you first go to Aboriginal communities you have to 
learn some of the basic rules. They will give you a certain 
amount of time to learn the rules, for example kinship 
rules, but after that if you are still not accepting their culture 
they will know. 

Barbara described the acceptance of life on Aboriginal communities as a 
process of self-education. She explained: 

I find it quite hard to go past rubbish without seeing it. You 
do educate yourself not to see things like leather dogs 



yeI 

without fur. I've got dogs and it disturbs me greatly but I 
learned not to see dogs in Aboriginal communities. And the 
same with rubbish, I just have to learn not to see it. 

Barbara's way of accepting situations that contrasted with her cultural 

views was to teach herself to ignore them. 

Collaboration 

Acceptance of another's beliefs and values promotes an environment for 

the sharing of beliefs. Collaboration involves individuals working 

together, sharing ideas to achieve a common goal. In this context, 

collaboration is defined as a cooperative endeavour between nurses and 

Aboriginal people resulting in a partnering of their respective cultural 

values and beliefs. Fiona described a collaborative process between her and 

the Aboriginal people that resulted in the provision of Aboriginal 

traditional medicines as a treatment option within the clinic. Fiona 

explained: 

I got some ladies in the community and said you are the 
boss of the bush medicine. I bought this drum of oil and 
they made it up and now in the clinic we have a 20 litre 
drum of bush medicine that people can come into the clinic 
to use. 

The community members gathered the botanicals for the medicine and 

the women created the bush medicine for use in the clinic. This strategy 

increased client choice and acknowledged Aboriginal traditional health 

practices. 
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Coalition 

The Oxford Dictionary (Simpson and Weiner 1989) define coalition as: 'the 

growing together of parts; union into one mass; to sustain or nourish 
together'. 

Ellen delineates the difference between the collaboration and coalition of 

belief systems through an example that corresponds to the bush medicine 
story mentioned previously. Ellen explained: 

Instead of talking about both ways talk about one way which 
is actually bits from both making one. When we talk about 
both ways what we have is a shelf full of traditional 
medicine and then we have our western medicine. But in 
reality we are saying it is alright for that to sit there but this 
is the dominant therapy that will appear in this clinic. Until 
we actually get into a one way of working I think that it's 
very difficult. 

Nathan and Leichtleitner (1983) discuss the notion of 'two-way' medicine 
as the Aboriginal health care ideal. Integral to this approach is the 

suggestion that western and Aboriginal health care practices are equal. 
According to Nathan and Leichtleitner (1983) this type of equality is far 

from realised. They contend that profound differences between the two 
health care systems are overlooked but should be examined and strategies 
put in place to bring the two belief systems together. A coalition of beliefs 
implies a mingling of approaches where one set of beliefs and practices 
does not have priority over the other. Ellen cites an example that 

demonstrates the challenges encountered when trying to integrate such a 
philosophy and approach. Ellen explained: 

With pregnancy in Aboriginal culture women aren't meant 
to acknowledge the pregnancy at least until the movements 
are felt and there is also the need for the father and other 
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authorised people to acknowledge pregnancies before the 
woman does. The health worker came to me one day and 
said what a terrible time she had had because there was a 
locum nurse in the clinic and a young lady came in 
obviously rotund and the nurse wanted the health worker 
to do a pregnancy test. The health worker knew that it 
wasn't the time to acknowledge the pregnancy and she said, 
"I knew she was pregnant. I saw the bird on the tree. I didn't 
want to do the test and that nurse started to yell at me and 
get cross at me and do the test. I took her aside and I said to 
her, I don't have to do the test we've seen the bird on the 
tree. And the nurse said, The bird on the tree is all very well 
out there but in this clinic you do a pregnancy test!" Until 
we actually get to the point where we say, "Oh, you've seen 
the bird on the tree!" And we write that down in terms of a 
diagnostic tool 'bird on tree' we are never going to really be 
able to work together in the true sense. 

A number of complicated issues are exemplified in this scenario. Power 

struggles are exposed between the AHW and the nurse. The nurse, 

operating from the biomedical model, dismissed the health beliefs and 

practices of the Aboriginal people involved. Ellen explained her 

understanding of sighting a 'bird in the tree' as a sign of pregnancy in 

Aboriginal culture. This example succinctly reveals the precarious position 

of the AHW who is situated at the crossroads between the Aboriginal and 

western health beliefs and practices. A coalition of beliefs would result if 

the nurse adopted an empowering approach, valuing the beliefs and 

choices of the Aboriginal client, the expertise and judgment of the AHW 

and working in partnership to blend the ideas into one. Isabelle provided 

an example of a coalition of beliefs: 

In one particular community there was an outbreak of 
diarrhoea and I asked them what causes diarrhoea. They 
said the wind coming from the diarrhoea place. I took their 
views and my views and working with the health worker 
we combined them to take in all the perspectives and 
created a story that could be told to the people. 
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Working in partnership, Isabelle and the AHW were able to coalesce their 
beliefs and promote the health of the Aboriginal people in the community 
in a culturally sensitive and appropriate way. 

Donna felt that the integration of the two health belief systems is crucial to 
the empowerment process and improved health for the Aboriginal people. 
She explained: 

We have to include their health beliefs. We have to accept 
that and find some common ground in which we can work 
both ways. Often I worked with the ngangkere. There wasn't 
a problem there and he respected my role and I respected his 
role. 

Donna's partnership with the ngangkere exemplified the coalition of the 
western and Aboriginal belief systems. One set of beliefs did not take 
priority over the other but both systems combined to achieve a synergistic 
process that meets the health care needs of the Aboriginal clients. 

The process of working with differing cultural health care beliefs and 
practices is based on a series of increasingly complex tasks. The participants 
contended that curiosity, openness and creativity were qualities that 
separated excellent community health nurses from their mediocre 
colleagues. These characteristics are revealed when nurses overcome 
culture shock, commit themselves to learning about and accepting 
different cultural beliefs and values, and work in partnership with 
Aboriginal people to create a 'one-way' view of health. 



Some Concluding Thoughts 

Culture shock is what happens when a traveller suddenly 
finds himself in a place where yes may mean no, where a 
fixed price is negotiable, where to be kept waiting in an 
outer office is no cause for insult, where laughter may 
signify anger. 

(Toffler 1970, p.  12) 

Toffler's sentiments provide us with food for thought regarding the 

vulnerability of the traveller. The participants enriched our understanding 

of the complexity of CHNs' work as they travel across the borders and 

meld the borderlands. Worldly travellers reach their destination with the 

assistance of a map and a guide. Transcultural nursing principles provide a 

map to help CHNs in their work with Aboriginal people and AHWs act as 

cultural brokers. 

Cultural sensitivity was the foundational transcultural concept in nurses' 

work with Aboriginal clients. It is an elusive concept. The participants 

harboured a number of ideas about its nature and origins. For the 

participants, cultural sensitivity was bound with caring and one's own 

cultural background. Self-reflection was perceived as a necessary skill to 

foster culturally sensitive practice. According to Habermas, self-reflection 

is the key to self-understanding and ultimate liberation. The participants 

demonstrated the capacity to reflect upon their dual citizenship - their 

cultures included their ethnic origins as well as their affiliation with the 

nursing culture. Some felt that a cultural background other than the 

dominant Anglo-Australian heritage enhanced their cultural sensitivity. 

Many of the participants discussed the lack of transcultural nursing 
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preparation in their nursing educational background and felt that such 

preparation would have been beneficial to their work with Aboriginal 

people. These participants described their development of relationships in 

the community that led to the implementation of a variety of innovative 
and creative projects. It appeared as though the nurses' willingness to take 
risks and to admit their fallibility were important personal qualities for 

such ventures. Other characteristics such as creativity and flexibility 

emerged as important nursing attributes. The nursing educational 

implications regarding curricular content that supports such characteristics 

will be explored in the concluding chapter. 

Culture emerged as a prominent consideration in the nurses' work with 

Aboriginal people, but underlying the discussions was an 
acknowledgment of the principle of genuine respect for people as 
individuals, regardless of their cultural background. An analysis of the 

nurses' strategies for working with other belief systems saw a common 

pattern emerge, including the stages of cultural shock, commitment to 
learning, acceptance, collaboration and coalition. At first glance this 

process appears reductionist, in that it simplifies the transcultural process 
to a focus on the interface of belief systems. But situated within the context 
of nurse/client relationships, to be discussed in Chapter 6, the process 

presents as one of the building blocks of those relationships. The 

participants' placement of culture as one dimension of caring practice is 

contrary to Leininger's notion of transcultural theory and concepts as 
steering nursing practice. 



The AHW/CHN relationship emerged as a vital factor in the 

implementation of culturally appropriate and sensitive care. Confusion 

regarding the nurse and AHW roles; divergent individual and 

community values and beliefs; and a lack of organisational support for the 

AHW/CHN relationship are just a few of the barriers to the evolution of 

workable partnerships. In spite of the roadblocks, many solid partnerships 

between the AHW and CHN have flourished. Nurses' view of their status 

as visitors within the communities fosters the empowerment of AHWs to 

create a health care service that is ongoing and under the auspices of the 

community members. Transcultural nursing theorists such as Leininger 

do not examine the role of ethnic community health workers and their 

relationship with nursing. Leininger features the nurse as the 

intermediary between traditional and folk systems and the dominant 

health care system. In the context of Aboriginal health, the AHW assumes 

the role of cultural broker. Chalanda (1995) explains that a cultural broker 

translates and processes information and beliefs from one cultural group 

to another. A cultural broker should be respected by both cultural groups, 

have the knowledge of both systems and be able to translate ideas for both 

involved parties (Chalanda 1995). Chalanda's explanations firmly establish 

the AHWs as the appropriate cultural brokers, pointing to the importance 

of the nurse's role as mentor - a dimension of the nursing role that does 

not appear to be firmly established or extensively recognised. Given the 

importance attached to the AHW/nurse relationship by this study's 

participants the inclusion of this dimension of transcultural nursing 

practice would prepare nurses for their increasing focus on PHC. In fact, 

Leininger's theory does not address PHC per se, focussing more on the role 

of the nurse in institutional settings. 
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The Australian nursing critique of transcultural theory pronounced its 
fundamental limitation as an inadequate theorisation of power. Power 

relationships between the nurse and AHW are inevitable and the 

bureaucracy is featured as a catalyst to the breakdown of relationships and 
the subsequent AHW scarcity. In Habermas's terms the nurses are 

enlightened regarding the situation but empowerment and emancipation 
have not been realised. The bureaucracy's promotion of the AHW and 

dismissal of the nurse's integral role in the AHW/CHN partnership 

prompts the hypothesis that nursing work continues to be viewed within 

Habermas's domain of 'technical interests' (refer to Chapter 2). Habermas's 
'practical knowledge-constitutive interest' with its emphasis on mutual 
understanding and communication is not perceived as playing an 
important role in the dynamics within the clinics. Habermas's 
'knowledge-constitutive interest' of emancipation presents the ideal 

situation where AHWs, CHNs and the organisation meet to discuss the 

power relationships and plan strategies that are emancipatory for both the 

AHWs and nurses, thereby fostering the promotion of PHC principles. 
Evidence of some nurses' adherence to the biomedical model or 
Habermas's technical interests was discussed by some of the participants. 
These nurses dismissed the cultural beliefs and practices of their 

Aboriginal clients and AHWs, resulting in the creation of a 

disempowering environment. 

Foucault's net of power permeates the cultural dimension. The subjugated 
knowledges of nursing and Aboriginal traditional health beliefs and 
practices are taking opportunities to demonstrate their unique properties 
and strengths. Aboriginal beliefs and values are playing an increasingly 



prominent role in the Aboriginal health care system - a phenomenon that 

is supported by many nurses. Nurses' manifestations of power are cast in a 

feminist form as empowerment, evidenced by the empowering process 

involved in the transcultural process resulting in the coalition of health 

beliefs. Chapter 6 will present an in depth exploration of the participants 

views on empowerment strategies, completing the journey that began in 

this chapter. 



CHAPTER 6 

FERTILE SOIL: EMPOWERING RELATIONSHIPS 



CHAPTER 6 

FERTILE SOIL: EMPOWERING RELATIONSHIPS 

Soil supports and nurtures the borderlands' structures. Empowerment 

permeates the chapters of this thesis and is the foundational concept. Soil 

often goes unnoticed except by those who plant the seeds and wait for the 

harvest. A model of nursing practice based on empowerment implies the 

integration of nurturing and supportive strategies that promote the growth 

of client choice and informed decision-making. In this chapter I present the 

participants' views on the antecedents of working in empowering ways 

with Aboriginal clients and the outcomes of such work. The concept of 

mutuality as a centralising theme and the use of language as an 

empowerment vehicle emerged as important considerations. The 

participants asserted that empowering strategies take place within the 

context of the nurse/client relationship. Empowerment provides fertile 

ground for nurses' partnerships with individuals, groups and 

communities, resulting in better health for all. 
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The Participants' Empowerment Model 

The Context 

During the data analysis phase, two specific contextual determinants within 

the nursing situations were discussed by the participants. These factors, 

including relationships and the empowerment continuum, presented a 

framework for the emerging concepts (Figure 3). 

Relationships 

The participants emphasised the development of nurturing and caring 

nurse/client relationships as the key factor in an empowerment model. 

Ellen represented the views of the participants when she explained: 'Well 

everything hangs on relationships'. 

Donna contended: 

I think empowerment depends on the relationships you 
form with people and the relationships you allow those 
people to form with you. 

Donna discussed the crucial role that relationships play in the 

empowerment process. Her comments revealed the essential qualities of 

openness and encouragement that support effective nurse/client 

relationships. According to Ramos (1992), the nurse/client relationship has 

traditionally been the central theme of nursing practice. Taylor (1994) and 

Gadow (1980) assert that nursing can be defined in terms of the nurse/client 
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The Participants' Empowerment Model of Community Health Nursing Practice 
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relationship. Nurses' roles have evolved over nursing's history, but the 

emphasis on relationships between the nurse and client has maintained a 

consistent presence. These relationships are grounded in a valuing of the 

client's individuality and uniqueness (Ramos 1992). 

environmental considerations 

There were two distinct environmental features of the participants' work 

that impacted on their capacity to build relationships and implement 

empowering strategies. Firstly, their work in the hectic environment of the 

clinic necessitated a focus on the diagnosis and cure of individual client 

problems. The often frantic pace (recalling Fiona's revelation of 50 or more 

client visits in one morning) impinged on the nurse's ability to form 

relationships that fostered empowerment. Many of the participants referred 

to the importance of addressing empowerment in small ways that were 

feasible within the context of clinic work. Hannah, for example, 

incorporated her philosophy of self-care within her work in the clinic. She 

explained: 

When people come in for a dressing change I like to try a 
really basic thing to help people to be responsible for part of 
their own health. It has always been the paternalistic way 
where a person will put their leg up that requires bandaging 
and just wait for you to do everything for them. They 
perceive that you are the care giver and you provide the care. 
So I like to say, "While I am getting this ready can you just 
undo that bandage, and can you have a look and tell me 
what you think you would like me to do with that today?" 
"Do you think it needs the same thing that we did 
yesterday?" - getting them thinking that they can play a role 
in their own care and that they don't have to be dependent 
on somebody else for their care and that is just a basic little 
thing. 
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These relationships that occurred within the clinic environment were 

based on brief contacts focussing on the provision of physical assessment 

and treatment. Morse (1991a) classifies the nurse/client relationship into 

four main types including: clinical relationships, the therapeutic nurse-

patient relationship, the connected relationship and the over-involved 

relationship. The nurse/client interactions within the clinic settings appear 

to parallel Morse's category of clinical relationships. These relationships are 

characterised by their short duration and the nurse's quick and efficient 

assessment and application of treatment. The clients expect their 

immediate needs to be met (Morse 1991a). The nurses' involvement in 

acute and emergent situations would definitely be categorised as clinical 

relationships. 

The second environmental consideration for the CHNs' work involved the 

community setting outside of the clinic. The participants asserted the 

necessity to go beyond the confines of the clinic to work with individuals 

and groups in the assessment, planning and implementation of 

community focussed projects. Ian explained: 

I think it is important to walk around in the community 
instead of driving everywhere. Ride your bike. Just getting to 
know what is going on and people getting to know you. And 
then you can start to look at health promotion issues. You 
can't sit in the clinic or health centre and say "OK we are 
going to do this health promotion programme because it is 
an issue to me". I mean it is important to be involved in the 
community. 

Ian's thoughts present a dramatic contrast between the nurses' PC work 

based in the health centre and the informal approach to community 

development. The participants contended that the PHC oriented work was 
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grounded in the establishment of relationships, primarily with individuals 

and groups. Referring to Morse (1991a), these relationships would be 

categorised as 'connected'. The relaxed and informal environment was 

conducive to the establishment of personal connections between people 

and the consequent evolution of working partnerships. Donna described 

how she initially performed her health promotion duties within the 

confines of the clinic and how her work evolved to incorporate a 

sensitivity to environmental factors. Donna explained: 

What I used to do quite regularly was - I smoke, not much but 
I still smoke - and every morning it became habit that way 
out the back in the back garden Donna would be out the back 
having a cigarette. So the health workers would come out 
and have a cup of tea and then gradually probably a half 
dozen women from the community would come by and we 
would gossip. 

Jackson et al. (1989, p.  69) describe their community development work in a 

health centre and acknowledge that their work depends on 'gossip'. The 

'gossip sessions' provided Donna with the vehicle to exchange ideas about 

the community's health with the community members. They problem-

solved together. The casual, social ambiance nurtured the development of 

egalitarian relationships. Donna became a group member, bringing her 

unique humanness to the situation. Taylor (1994), in her book Being 

Human: Ordinariness in Nursing, explains that nursing is a human 

relationship and the humanness in interpersonal interactions renders 

nursing therapeutic. Donna's commitment to 'being herself' fostered the 

community development process. Donna's perspective on relationship 

building is applicable to the upcoming discussion on the nursing role as 

'friend'. 
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Empowerment Continuum 

The participants viewed their experiences of empowerment on a 

continuum. The integration of separate nurse/client interactions led to the 

empowerment of groups of individuals and then communities. In other 

words, individual nurse/client relationships became the building blocks of 

empowering relationships with community groups. The same principles of 

relationship building, presented in their empowerment model, (Figure 3) 

were relevant to their work with Aboriginal people across the continuum. 

For this reason the term client in this chapter may be applied to 

individuals, groups and communities. Simone discussed her views on 

empowerment, contending that individual empowerment is the beginning 

of a more expansive process that involves the empowerment of 

communities. Simone explained: 

I think empowerment has got to start with the individual 
and as you know Aboriginal people are very community 
orientated so when you talk about the individual you are 
also talking about the community because the individual 
sees themselves as part of the community not necessarily as a 
lone trooper. 

Simone presented her understanding of Aboriginal cultural views 

regarding the role of community in the Aboriginal belief system. In the 

brief synopsis of some of the aspects of Aboriginal culture in Chapter 2, the 

Aboriginal peoples strong community allegiance was discussed. Katz (1984) 

cites a number of cross-cultural studies that describe the propensity for non-

western cultures to integrate the concepts of individual and community. 

He claims that the western devotion to individualism promotes 

competition for scarce resources. On the other hand, Loewy (1993, cited in 
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Clarke & Cody 1994) dismisses the commonly held belief that 

individualism and community are in opposition to one another. According 

to Loewy, individuality and the communal nature of people are enmeshed 

and synergistic. 

The discussion of the empowerment literature, in Chapter 2, supports the 

participants' perceptions regarding an empowerment continuum of client 

situations, incorporating individuals, groups and the community. Collins 

(1991), Labonte (1989a) and Freire (1973) discuss the impossibility of 

achieving community empowerment without individual empowerment. 

The authors equate the empowerment continuum with a sociopolitical 

process - an orientation that differs from the participants' apolitical focus. 

This phenomenon is discussed in the conclusion of this chapter. 

Nurse Factors: Empowerment Antecedents 

Role 

The participants described the nursing roles of enabler, friend, resource and 

learner as particularly relevant to an empowerment model of nursing 

practice. 
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enabler 

Simone felt that the enablement role was the predominant role for the 

nurse to adopt when working in empowering ways. Simone explained: 

Empowerment means to enable Aboriginal people, in this 
case, to look after themselves. To make decisions for 
themselves; to decide what they want to do; to take control 
of programmes; to take control of their own communities; 
and to do that in a way that is culturally appropriate to them. 

Simone's thoughts imply that the nurse facilitates processes that result in 

Aboriginal self-determination and control. Burrows (1997) provides a 

concept analysis of facilitation that features enabling as one of its 

components. Enablement is described as helping another to attain a goal 

(Burrows 1997). Simone's ideas are congruent with those of Zerwekh (1992), 

mentioned in Chapter 2, who alludes to empowerment as an enabling, 

helping process whereby persons take control of their lives, make choices 

and have a belief in their capacities to influence the future. Power is shared 

equally between the client and nurse. Rodwell (1996) incorporates 

individual and group empowerment in her definition, describing it as a 

helping process that enables individuals or groups to create change, 

providing that they are given the skills resources, opportunities and 

authority. She feels that enabling necessitates a shift in the power 

differential, and implicit in this change in distribution is a giving of power. 

Wallerstein (1992) relates empowerment to enablement, contending that it 

involves the endowment of clients with the authority to make decisions, 

and to intervene. 
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friend 

Some of the participants described the intricate nature of the relationships 

that develop between the nurse and client. Living and working in 

communities (particularly remote communities) and isolated from their 

own culture and social circles, nurses are vulnerable to situations that push 

the boundaries of the professional/friend relationship. Participants cited a 

few examples, of a confidential nature, of nurses' indiscretions regarding 

their relationships within the communities. Isabelle described the 

complexities involved: 

You need to be seen as a friend and try to be a part of the 
community to a certain extent but not. You know there is 
very fine line that you have to walk. 

Isabe1l&s thoughts portray the balancing act involved in the negotiation of 

relationships that are appropriate to nursing practice. The substance of the 

bonds between the nurses and clients were as variable as the personalities 

of the nurses and the characteristics of their situations. Carl, for example, 

felt that it was very important for the clients to know his family. He 

explained: 

I was used to having people visit all the time so it was 
nothing to me to have people come to our house. I don't care 
what colour of skin they are it's like if you are working with 
somebody they have to know your family otherwise how can 
they work with you? - that was just me anyway. 

Carl's personal beliefs and values regarding the importance of family were 

manifested in his work with Aboriginal people. For Carl, family 

involvement was an important component to bringing himself to the 

relationships with clients. 
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The nurse participants in Ramos's (1992, p.  500) study used the term 

'modified social relationship' to describe their relationships with clients. 

The relationships were based on 'a liking' for the client and described as a 

process of connecting. The purposeful nature of the relationships 

differentiated them from friendships. Taylor (1994, p.  228) expresses some 

'practice possibilities of friendship' in nursing, characterised by bonds of 

affection and liking between the nurse and the client. These connections 

enrich the lives of both the client and nurse. Taylor (1994) explains that the 

nurse/client relationship always takes place within the realms of client care 

and that the relationship's purpose is the improvement of care. In their 

discussions regarding relationships, the participants in this study 

consistently referred to the development of relationships as a vehicle to 

attain client-centred goals. Morse's (1991a) category of 'over-involved' 

relationships further illuminates the disparity between professional and 

friend relationships. In over-involved relationships the nurse: assumes the 

role of a complete confidante of the client and vice versa; develops a very 

close personal relationship with the client; and loses objectivity and adopts 

an attitude of territoriality regarding a client's care (Morse 1991a). In this 

study, the participants' views indicated the development of nurse/client 

relationships based on friendships that were bounded by their professional 

roles. 

information resource 

The participants described the role of the nurse as a resource in the 

promotion of an empowerment model in their work with Aboriginal 
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provision of health related information in order to facilitate the client's 
capacity to make informed decisions. Ellen explained: 

My version of empowerment involves giving people the 
capacity to make informed choices - providing as much 
information as people need in order to make a decision. 

For Ellen, the nurse played an integral role in the provision of an 
atmosphere that supported information sharing, resulting in client 
decision-making that was based on an understanding of choices. Pender 
(1996) discusses the concept of self-care education, contending that the 
nurse should play an active part in the resolution of environmental 
constraints that impair the client's self-care education activities. 

Kessie described her perspective on empowerment: 

Empowerment, to me, is offering information ... Offer 
information and if people say, "Right yes" - that is great but if 
you are trying to empower people you have got to be willing 
to accept if they don't want it. You can't force information. 

Kessie also expressed the view of many participants, targeting the 
important role for nurses as an information resource for clients. She 
emphasised the crucial concept of client choice regarding the use of the 
provided information. Kessie's thoughts are congruent with Labonte's 
(1989a, p.  25) assertion that: 'a resource is something wielded by the person 
for whom it is provided'. This notion of client control over resources 
requires nurses who are skilled in the presentation of information in a way 
that is sensitive to the client's needs and unique ways of learning. Donna 
described her initial approach as comparable to the traditional 'expert' 
model of health education. She soon discovered the inefficacy of such 
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of health. Donna explained: 

Well certainly initially, in earlier days, I did what every other 
nurse does. We explain what it is [scabies]. We talk about this 
little mite. This thing that gets under your skin, and nobody 
can see this thing but this supposed thing is there. And they 
[Aboriginal clients] are told that they have to wash and they 
have to go home and they have to wash their blankets. Half 
the people don't have a washing machine and I don't know 
about you but I wouldn't like to have to wash a half dozen 
blankets by hand in a tub. And you need to keep the dogs off. 
Well all those expectations are not very realistic. So yes we 
are very good nurses we go and tell them all of these things 
and give them information ... These are the rules and it 
doesn't work! That's why the [place] project started. 

Donna's approach demonstrated her insight into the environmental 

constraints impacting upon the clients' health promotion activities. In 

Donna's example the health information was shared within the context of 

a community-based project that focussed on the community's dog 

population as the cause of many of the community's health problems. 

All of the participants linked health promotion strategies with the 

provision of health information and situated these concepts within the 

domain of an empowerment model of practice. The connections between 

health promotion and empowerment were discussed in Chapter 2. A 

return to the 'Ottawa Charter', mentioned in Chapter 2, is a reminder that 

health promotion includes: building healthy public policy, creating 

supportive environments, strengthening community action, developing 

personal skills, and reorienting health services (WHO-Health and Welfare 

Canada-CPHA 1986). The participants' nursing role descriptions 

highlighted the nurse as an information resource in their work with 
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individuals and, less frequently, as a facilitator in some community 

development projects. The community projects were largely directed at the 

prevention of specific diseases that affected the communities. This 

approach fits with Willis's (1992) discussion of the issue of selective versus 

comprehensive PHC as a major criticism of the PHC movement. These 

concepts will be discussed in the conclusion of this chapter. 

learner 

The nurse as a learner is a perspective that was alluded to by the 

participants in many descriptions of their nurse/client situations. A 

commitment to learning was discussed in Chapter 5 as a critical feature in 

the transcultural process. The biomedical dominance of nursing has 

bequeathed the legacy of an 'expert' model of nursing practice where 

paternalistic approaches to client situations have taken precedence over a 

partnership model. Acquiring the appropriate knowledge, skills and 

attitudes to work in empowering ways suggests that nurses have to be open 

and committed to change, resulting in a reorientation of their practice. Carl 

illustrates the important role of the nurse as learner. He explained: 

The one big learning curve for me was earlier on. I thought, 
"I'll help these poor Aboriginal people", and I came up with 
an idea ... I was formulating this and I hadn't talked to 
anybody. I told [an Aboriginal person] about the idea and she 
said, "Who do you think you are? Figuring out how to fix us 
up?" And she talked for about an hour and I sat there and 
she was able to articulate it in a way that I learned really 
quickly. So that was where I learned from here on in I will 
not try to own - I will not try to become famous on the backs 
of Aboriginal people. So at that stage I threw all the ideas of 
becoming famous out and they all left. 
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Carl's initial foray into community work, although well intentioned, 

indicated his affiliation with the biomedical model. Mentored by an 

Aboriginal person, he was enlightened regarding the impact of the 

paternalistic approach on Aboriginal people and the importance of 

adopting an empowerment model was impressed upon him. Further 

educational preparation in the area of PHC provided him with the essential 

knowledge base, contributing to the integration of PHC concepts and 

strategies into his work. The role of the professional as a learner in the 

empowerment partnership, although not directly explicated in the 

literature, is inherent in the notion of empowerment as a synergistic 

process. Nurse/client relationships require a commitment to learning on 

both sides to affect the achievement of client-centred health goals. In 

discussing his work on a community development project, Labonte (1989a, 

p. 25) stated 'I never had to "motivate" the women with whom I worked. 

While they learned from me, I learned as much from them'. 

Community Health Nurse Attributes 

All of the participants shared their ideas about the personal qualities that 

nurses needed to work in empowering ways with Aboriginal people. They 

stressed the significance of these attributes in the relationship building 

process between the nurse and the client. The priority that the participants 

gave to the nurse's personal qualities is congruent with their emphasis on 

the importance of human relationships. An interesting aspect of the 

participants' comments was their belief that many of the qualities cannot be 

learned - reminiscent of the axiom that 'nurses are born and not made'. 
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I don't think it is something everyone can learn. I think 
some people are definitely not suited to that type of work 
and they very quickly show their colours. 

The list of nursing attributes included: cultural sensitivity, non-controlling, 

flexible, non-interfering, creative, assertive, extroverted, self-reflective, risk 
taker, holistic perspective, and a sense of humour. 

cultural sensitivity 

The nurse quality of cultural sensitivity was discussed in Chapter 5. 

flexible and non-controlling 

These qualities were addressed in the discussions about the biomedical 
dominance of nursing in Chapter 4. 

non - interfering 

Several of the participants stressed the importance of 'minding your own 
business' or not interfering in the Aboriginal people's way of life. They 
alluded to the differences between their personal beliefs and the beliefs and 
values of the Aboriginal people. The participants asserted the Aboriginal 
people's right to live according to Aboriginal rules and cultural traditions. 
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The participants talked about the propensity for some nurses to interfere 

with the purpose of preventing harm but these intrusions destroyed 

relationships between the nurse and the community members and 

perpetuated the colonial approach. Joe presented a thought-provoking 

example: 

You can try to intervene, for example, if a man is bashing a 
woman, and she will start bashing you because you are 
interfering with their business. Sometimes it takes a little bit 
of restraint because you are worried they are going to bash 
their skull. You can fix the after effects but you can't interfere. 
I have seen many of these instances and you just prepare 
yourself for a couple of hours of work at the clinic and that is 
all you do. 

Joe's example presents an ethical dilemma that emerges at the intersection 

of western and Aboriginal belief systems. It is beyond the scope of this thesis 

to enter the ethical debate arena but Joe's narrative does highlight the 

complexity of issues at work in community nursing practice in Aboriginal 

communities. 

creative 

Working in empowering ways with people requires the nurse to reject the 

rigid vision of nursing practice that condones the construction of client care 

within the parameters of preordained approaches. The role of the nurse as 

enabler signifies sharing ideas and pooling resources within the context of a 

human relationship between the nurse and the client. Both parties bring 

their unique outlooks and talents to the relationship, their 

multidimensional perspectives fostering an environment of creativity. 
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Donna's story exemplifies the communal process involved in the 
establishment of a women's centre in a community. The nurses' and 
community members' ideas resulted in a project that addressed the social 
determinants of health. Ellen described her experience: 

It was decided amongst the women and the two of us that it 
would be good if these women had something to do because 
they were continually drunk. There was nothing for them to 
do. So it was decided that we might start up a so-called 
women's centre. Now women's centres were only just 
beginning here in the Territory at that time. We used one of 
the clinic rooms at the end as a building. We forked out our 
own money initially because we wanted to get it up and 
running so we bought canvases and paint and all that sort of 
business and tea and coffee. I suppose it started off with 
about a dozen women who came along and just did their 
painting. 

Creativity in nursing practice embraces the holistic view of health that is 
germane to PHC and an empowerment model of nursing practice. Creative 
nurses make full use of their cognitive processes, tackling challenges in 
imaginative ways in partnership with their clients. 

assertive and extroverted 

Pender (1996, p.  244) defines assertiveness as: 'the appropriate expression of 
oneself, one's thoughts, and one's feelings and can result in greater 
personal satisfaction in living'. The pivotal role of relationships in the 
empowerment process points to the importance of assertiveness as a nurse 
quality. Assertive nurses share their thoughts and feelings in a manner that 
promotes individual and group productivity (Pender 1996). Simone felt 
that assertiveness was a very necessary quality for the CHN to possess and 
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linked assertiveness with the extroverted personality type. Simone stated: 

I think it is important for the nurses to be assertive and 
stand by their principles ... have a more outgoing personality 
- an extroverted person. 

The nature of community health nursing work requires nurses to be open 

and gregarious in order to establish the relationships necessary to work 

with individuals and groups within the community. 

self-reflective 

Many of the participants talked about the need to reflect on their work. 

They maintained that the self-reflection process heightened personal 

insights and facilitated an understanding of their relationships with clients. 

The participants felt that sharing their reflections with colleagues was 

extremely helpful to their personal and professional growth but regretted 

the scarcity of opportunities to do so. Carl shared his thoughts on the idea 

of self-reflection: 

You reflect on what you do you and you always reflect on 
your work ... The best nurses are the nurses who know who 
they are. 

Nurses need to understand their personal strengths and insecurities to be 

able to work in empowering ways with clients. Participants felt that 

characteristics such as a need to receive constant reassurance and personal 

recognition were incompatible with an empowerment model of practice. 

Being honest with oneself, confronting and taking responsibility for 

personal ways of being were deemed essential nurse qualities. Reflection is 
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inextricably enmeshed with the learning process in that it turns each 
experience into a learning opportunity (Wong et al. 1997). According to the 
participants, self-reflection activities served as an impetus for behavioural 

change that benefited the nurse/client relationship and supported an 
empowerment model of practice. Habermas's definition of self-reflection, 
presented in Chapter 2, promotes self-reflection as the linchpin of the 
emancipation process. The connection between Habermas's views on self-
reflection and those of the participants are discussed in this chapter's 

conclusion. 

risk taker 

The empowerment stories recounted by the participants had the nurse's 
ability to take risks as an underlying theme. Many situations involved 
unique ways of approaching problems and required nurses to forgo some of 

their preconceived ideas about providing care. Some participants used the 
term 'letting go' in recognition of the clients' capabilities to take 
responsibility for themselves and make their own decisions. According to 
the participants, nursing's history of biomedical dominance prompts 
nurses to feel that their expertise and knowledge places them in a position 
to influence the client's decision-making process (refer to Chapter 4). In 
some instances, nurses allow an overly active sense of responsibility to 
result in a paternalistic approach towards clients. These behaviours are an 
impediment to an empowerment model of practice. Some of the 
participants felt that the break with the 'expert' model of nursing practice 
was tantamount to taking risks, requiring nurses to set aside the cloak of 
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You have to be tolerant, broad minded, sensitive, have an 
encouraging, supportive personality, and be willing to say, "I 
don't know the answer". 

The ability to say 'I don't know' is reminiscent of Taylor's (1994) notion of 

straightforwardness between nurses and clients which implies their overt 

expressions of thoughts and feelings and their tolerance of each other's 

humanness. 

holistic perspective 

Holism is concerned with the integration of the body, mind and spirit. 

Nurses who have an holistic orientation look beyond the mechanistic view 

of the person and feature individuals as a mosaic of their personal values, 

spirituality, habits, abilities, hopes, fears and preferences. Ellen contended 

that nurses involved in areas other than acute care had a more pronounced 

affiliation with the holistic philosophy. She felt that an approach that 

encompasses all aspects of the person was essential to an empowerment 

model of practice. Ellen explained: 

I think you have to be a very confident nurse that has got a 
very generic and broad background. When I say broad I 
mean in a very holistic sense, I don't mean necessarily that 
you need to have worked in a million areas I just mean that 
you need to be very open minded - coming from areas like 
aged care, mental health, and public health with an interest 
in natural therapies - they like to deal with alternative 
medicine. 

Ellen contended that nurses with backgrounds in aged care, mental health 

and public health had a broader view of health and viewed clients within 



the context of their everyday living. She noticed that many of these nurses 
were interested in alternative therapies, using them in their personal lives. 
One example she presented was the use of lavender. Taylor's (1994) 
summation of the literature related to alternative therapies supports a link 
between such therapies and an empowerment model. She explains that 
clients appreciate the control that they can assert in natural therapy 
regimes. It would seem feasible that nurses who are accepting of alternative 
approaches embrace the concept of client control. 

sense of humour 

Participants alluded to the importance of humour in two dimensions. 
Firstly, humour that is shared within the nurse/client relationship creates 
an egalitarian atmosphere of friendliness and openness. Secondly, humour 
as an integral part of the nurse's outlook on life helps to alleviate stress by 
providing an alternative perspective on events and situations. Carl 
explained his views on humour and the profession of nursing: 

We are a caring profession but we can't solve every problem. 
We have to be human. And you have to be yourself - it is 
knowing yourself. Knowing your limitations, knowing 
when to have a joke - we shouldn't take ourselves so 
seriously. We take ourselves too seriously. 

Carl's thoughts remind us of the humanness of the nurse/client 
relationship. A nursing approach that incorporates humour creates a 
relaxed atmosphere that is conducive to collaborative problem-solving. The 
participants explained that humour does not detract from the important 
nature of their work, but serves as a strategy for coping with the rigours and 
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responsibilities of their positions. 

In sum, the participants' perceptions provided a profile of nursing qualities 

that support an empowerment model of practice. Nursing's people 

orientation signifies the importance of the nurse's personal characteristics 

to the building of nurse/client relationships. Hildegard Peplau, in her first 

nursing theory publication, entitled Interpersonal Relations in Nursing, 

(1952), contends that the nurse's personality has a substantial impact on the 

patient's learning. Whether or not the nursing qualities identified by the 

participants can be learned introduces an intriguing educational question 

that defies an answer in the context of this thesis. A more realistic 

perspective involves a focus on educational strategies that foster such 

qualities - an area that is explored in the final chapter. 

Client Factors: Empowerment Antecedents 

A clarification of the terms 'relationship' and 'partnership' is necessary at 

this juncture in order to elucidate the 'client' component of the 

empowerment model (Figure 3). The participants endorsed the 

nurse/client relationship as the context for an empowerment model of 

practice. For the participants, nursing is a human-to-human relationship 

that brings the nurse and client together to share their knowledge, skills 

and unique qualities for the benefit of the client. The term partnership 

delineates the balance of power within the nurse/client relationship. 

Pearson and Vaughn (1986, p. 39) present the nurse as: 'a partner in practice 

with the client rather than a director of practice to, for, or at the client'. The 



292 

term partnership implies that nursing is a collaborative process. The 

development of relationships between the nurse and client suggests that a 

focus on interaction style is relevant to nursing practice. Henson (1997) 

presents mutuality as an interaction style and contends that collaboration 

and mutuality are different phenomena. This notion is discussed in the 

next section. 

Mutuality: An Empowerment Antecedent 

Henson (1997, p.  77) defines mutuality as: 'one mode of relating that 

facilitates active involvement of both nurses and clients in effectively 

working toward mutually identified goals'. Henson places mutuality at the 

central point of a 'client-provider mutuality' continuum with paternalism 

at one end, where the focus is on the provider. Autonomy is at the opposite 

pole and the client is the referent. Collaboration is featured toward the 

paternalism pole. Henson asserts that collaboration means equals working 

together in expected roles, thereby dismissing the idea of the flexibility of 

roles with respect to each other. England and Evans (1992) contend that 

empowerment is one consequence of mutuality in health care 

relationships. The characteristics of the collaborative process described by 

the participants constituted the defining attributes of mutuality (Figure 3). 
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Background 

Trust, respect and genuineness were elements mentioned by the 

participants that provided the background for the emergence of mutuality 

between the client and nurse. 

trust 

The participants emphasised the importance of trust as a foundation for the 

development of mutuality between the nurse and client. Donna explained: 

'People get a trust. Trust is essential'. 

Trust influences the degree of sharing within the nurse/client relationship 

and is consequently a prerequisite to the implementation of empowering 

strategies. The participants agreed that trust was fostered through the 

nurse's non-judgmental approach, openness and interest. Isabelle 

explained: 

It is enough for the people to tell you what they think and 
what they believe without being afraid that you are going to 
laugh at them. And therefore they won't tell you things. It is 
the difference between them telling you what they think 
you want to hear and telling you what they believe. 

The participants described some defining characteristics of trust that 

presented challenges to the building of relationships with Aboriginal 

clients. They talked about the degree of care and sensitivity needed to 

maintain trust. Meize-Grochowski (1984) asserts her belief that fragility 

permeates all aspects of trust. According to the participants, the rapid 
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turnover of nursing staff and the hurried atmosphere in the clinics present 

challenges to the development of trusting relationships. Their perspective 

is paralleled by Ruditis (1979, cited in Meize-Grochowski 1984) who 

contends that the development of trust is a slow process. 

respect 

The 'Tiddely-Porn Principle is based on a song by Winnie the Pooh: 

The more is snows 
(Tiddely porn), 
The more it goes 
(Tiddely porn), 
The more it goes 
(Tiddely porn) 
On snowing. 

(Hoff 1982, p.134) 

Hoff in his whimsical book The Tao of Pooh (1982) described the 'Tiddely-

Porn Principle' as the snowball effect. He states that respect is based on this 

principle. Mutual respect fosters the advancement of a respectful climate 

that is conducive to an empowerment model. Carl concurred: 

When people see you respecting them it gathers, so more 
and more people started to treat me with respect. 

Carl's thoughts on respect were inherent in his discussion about rights. He 
claimed that individuals have certain inalienable rights to control their 

own lives and to access information that is needed to support informed 

decision-making. Carl explained: 



You have rights and those aren't anybody's to give to you 
they are yours. Empowerment is about your right to express 
yourself - freedom of speech, access to information, control, 
and freedom of choice. 

Bandman and Bandman (1980) discuss rights in terms of anti-paternalism 

and the role of the individual client's will in decision-making. The authors 

discuss the issues surrounding anti-paternalistic views that operate to the 

exclusion of other considerations. They contend that excessive anti-

paternalism does not demonstrate the relationship between the patient's 

will and judgment. Client competence is neglected in a 'will-based' 

perspective of rights (Bandman & Bandman 1980). Bandman and Bandman 

(1980) beg consideration for the notion of 'benefits rights' where 

individuals have the right not to be harmed and to be helped to recovery. 

Carl raised some interesting issues regarding the ethical considerations of 

empowerment and its relationship to rights. The paramount issue in this 

community health nursing context is the client's right to access 

information that elucidates the array of possibilities available to promote 

client self-determination. 

genuineness 

The participants referred to the concept of genuineness in a variety of ways 

throughout the discussions. Genuineness permeates nursing interactions 

and was defined, in several instances by the participants, as 'just being 

yourself'. Hannah felt that genuineness was the foundation of the 

nurse/client relationship. She expressed her thoughts: 
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Relationships are built on genuineness. People of any race 
and colour can tell if you are not genuine. 

Hannah contended that people's abilities to perceive genuineness 
transcend all cultural boundaries, or have culture care universality 

(Leininger's conceptualisation discussed in Chapter 5). The patients in 
Taylor's (1994) study valued the genuineness that the nurses brought to the 

nurse/client relationship. This revelation suggests that nurses should 
honour patients' perception abilities (Taylor 1994). 

Mutuality: Defining Qualities 

Analysis of the participants' discussion about the empowerment process 
revealed the following concepts that are compatible with the notion of 
mutuality. The concepts include: transcultural process, connectedness, 
common purpose, and fluctuating equivalence. 

transcultural process 

The transcultural process was described in Chapter 5 as incorporating five 
steps including: culture shock, commitment to learning, acceptance, 
collaboration and coalition. Mutuality is the vehicle for the 

implementation of the transcultural process or the amalgamation of 
western and Aboriginal beliefs within the nurse/client relationship. 
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connectedness 

Connectedness implies a bond between people that evolves through a 

process of getting to know and like each other. This connection is 

strengthened through time. The participants talked about ways that their 

relationships with their Aboriginal clients changed over time and 

transformed in ways that were unique to the cultural environment. Donna 

described her experiences in one community: 

I was in a community for two years or so and all of a sudden 
where I fitted in that community changed. I have a skin 
name, not in my own social context, but it is important for 
Aboriginal people so they know where you fit. So after about 
two years over there I was summoned by I guess what you 
would call the head family, and was told by a female 
member, "Your position here now has changed" and I 
thought, "Oh god I'm about to get the sack!" She said, "You 
are part of this family now." Now it was nothing I had done. 
Well I suppose it was something I had done but I don't know 
what it was, but whether it is just treating people in the right 
way, again there is no mystery to that. But then I was privy to 
all sorts of information which affected health outcomes. I 
think that is a message that a lot of nurses don't get to 
because they don't stay long enough or that relationship is 
not formed. 

The concept of family, although subject to varying cultural interpretations, 

implies a form of connectedness. Donna's story exemplifies connectedness 

in a way that made sense to the Aboriginal people and to her. This state of 

connectedness evolved over time and involved mutual respect, trust and 

sharing. Schubert and Lionberger (1995) formulated a theory of nurse/client 

interaction based on 'mutual connectedness'. They postulate that 

connectedness is based on trust that may fluctuate until bonding occurs. 

Donna maintained that connectedness fostered her health promotion 

activities within the community. Taylor (1994) concurs, contending that 
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relationship. Many of the participants referred to their acceptance into the 

Aboriginal kinship system. They acknowledged the process as boosting 

their sense of belonging in the community and enhancing mutuality 

within their nurse/client interactions. 

common goal 

The process of identifying mutually agreed upon health goals is a complex 

and multidimensional task. An intricate dance ensues between the client 

and nurse where the combination of the knowledge and skills of both 

parties results in a well choreographed plan that addresses the health needs 

of the individual, group or community. Henson (1997) presents mutuality 

as a process of interaction between people related to the attainment of a 

common goal. An empowering model implies that the nurse acts as a 

resource and enabler, promoting client control and supporting client 

choice. Clients have their own ideas and interests regarding health issues. 

A disempowering process materialises when nurses impose their interests 

and perceptions of the client's health needs and goals on the clients. 

Labonte (1989b) discusses the elimination of barriers that impede 

community empowerment, asserting that the removal of the professional's 

need to define health problems for the community is an essential starting 

point. The participants talked about the mutual process involved in the 

identification of issues that impact on the health of the community. If an 

issue arose that was of concern to the nurse it was introduced in a 

straightforward way. Isabelle described a community project that she 
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became involved with that had a very successful outcome. Isabelle stated: 

Well to me that was what I call a success story but it wasn't by 
telling them, "Oh you have to do this", or "You have to do 
that". I used the principles of health promotion in a way that 
was acceptable to them. I didn't tell them that there was this 
problem or that problem I just told them that I was worried 
about this and I just repeated that in different venues and 
different times. I was worried and my worry became their 
worry. 

Isabelle introduced the concern and waited for the community members to 

mull it over and draw their own conclusions. Her choice of diverse venues 

was an important consideration (refer to the preceding section entitled 

'environmental considerations'). Isabelle described the different 

environments: 

I used to sit with the ladies and they would teach me to do 
crafts ... and I would go to church and talk to those people in 
there too and go to the canteen and sit in there while they are 
drinking their beer and talk to them. You use the various 
venues and walk around and talk about it ... and then one 
day someone said, "Sister we worry about such and such - 

What do you think we can we do about it?" 

Isabelle's story reasserts the importance of relationships in the 

empowerment process. 

J7 uctuating equivalence 

The mutual realisation of goals is a dynamic process involving an exchange 

between people. Relationships are continually evolving, creating a pattern 

of fluctuations. The participants discussed 'give and take' as a component 

of mutuality - a notion supported by Henson (1997). These temporary shifts 
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in the balance of power are a reminder of Foucault's thoughts on power as 
all-pervasive and productive. Ian described a scenario where quick action 
was required to protect the health of the community but the process of 
mutuality was nonetheless honoured. Ian explained: 

I think if it is things that are public health issues, for 
example hepatitis A, you have a moral or ethical 
responsibility to make sure that it is handled quickly. So you 
can't say, "Well we'll have a talk and in about six months we 
will look at doing something". It needs to be handled very 
quickly but that doesn't mean running around grabbing 
people and jabbing them with Hep A. It means sitting down 
and explaining the importance and that it needs to be done 
straight away. There are other issues that can be played out 
over a period of time - in the community's time. If there is a 
hepatitis outbreak you need to involve the council. You 
need to involve all the relevant people and organisations to 
explain what is going on. So that people understand what 
Hep A is and why the health staff are concerned about it. 
Something like diarrhoea, well the health workers might 
want to put posters around the community telling about 
diarrhoea, how to prevent it, washing your hands after you 
change the nappies and throw them in the bin. If the toilets 
are broken come and see the council. So there are ways 
around not being authoritarian. And the health workers and 
council might have other ways around it. I think that when 
certain diseases crop up they need attention. 

Ian's mention of the ethical dimensions of this public health issue is 
congruent with Bandman and Bandman's (1980) concept of 'benefits rights' 
discussed earlier. In order to prevent harm to the community the nurse, 
with community support, identified the problem and initiated immediate 
action. 



Client Outcomes: Empowerment Consequences 

The antecedents of client empowerment encompass nurse and client factors 

combined in a process of mutuality and embedded in the nurse/client 

relationship. Incorporated in the participants' discussions was a description 

of the consequences of empowerment. These outcomes occurred across the 

empowerment continuum. Some participants focussed on individual 

outcomes while others alluded to community outcomes. 

Outcomes 

enhanced self-esteem 

The participants acknowledged that the empowerment process promotes 

client self-esteem. Pender (1996, p.243) defines self-esteem as: 'the value 

attributed to self'. Research has demonstrated that self-esteem levels can be 

changed through increased self-awareness of positive characteristics and 

positive input from others (Pender 1996). Donna explained her views on 

the connection between empowerment and self-esteem. She stated: 

In a broad general sense I think empowerment conjures up 
someone feeling the right that they are important. Someone 
feeling that what they have to offer and say is important 

Donna's emphasis on enhanced self-esteem as an empowerment outcome, 

demonstrates the importance that she places on the mutual relationship 

between the individual client and nurse as an empowerment vehicle. 

Inherent in the nurse's roles of enabler, friend, resource and learner is the 
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capacity to enhance the self-esteem of others. Authors such as Gibson 

(1991), Tones (1991) and Solomon (1976) discuss the relationship between 

empowerment and self-esteem (see Chapter 2). Individuals with high 

levels of self-esteem are confident in their abilities to change their 

circumstances and overcome obstacles. The enhancement of self-esteem 

implies a shift in the individual's internalised experiences of powerlessness 

to perceptions of increased power. Building self-esteem is an empowering 

strategy. 

sense of control 

The participants contended that empowered clients have an increased sense 

of control over situations and events that impact on their lives. They 

expressed the importance of client control within nurse/client interactions 

and felt that language was an important tool in its promotion (a notion 

discussed in an upcoming section). The concept of control featured in Carl's 

definition of empowerment. Carl explained: 

Empowerment - access to information, control, freedom of 
choice 

Some of the participants discussed the concept of control in terms of 

community control over the community's health, and the health service. 

Ian's perception of empowerment incorporated the notions of effective 

communications, community involvement and community self-

determination in the health service. He explained: 

I think empowerment involves health control in the 
community. Having good community networks so that the 
community has input into the health service - not just the 
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health workers but beyond that. 

The participants' thoughts regarding control exemplified the 

empowerment continuum. Individual control was perceived as an 

outcome of an empowering relationship between the nurse and client and 

community control was supported through nursing efforts that promote 

Aboriginal self-determination. Wallerstein (1992), McMurray (1991), 

Rappaport (1985) and Katz (1984) are authors who link control and 

empowerment (refer to Chapter 2). A sense of mastery over one's situation 

indicates a feeling of personal power. Self-determining communities have 

the power to address issues that impact on the health of its members. 

Consequently, strategies that support client (individual and community) 

control are empowering. 

choice 

In the discussion on the empowerment literature, in Chapter 2, the links 

between control and choice were discussed. Choice was an important 

element in Ellen's definition of empowerment. Ellen explained: 

Empowerment is the ability to make choices through 
developing an understanding of what the options are. 

The participants highlighted the importance of outlining the options 

regarding health issues with the clients in the nurse/client interaction. The 

role of the nurse as a resource suggests that clients have access to 

information and use the available information in a way that is appropriate 

for them. Individuals and communities not only need access to 
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information but must also be supported in their capacity to make 

independent choices based on their acquired knowledge. Foucault and 

Habermas endorse the power/knowledge nexus. Strategies that promote 

client knowledge and choice recognise the client's power, upholding an 

empowerment model. 

personal responsibility 

Underlying the participants' discussions regarding client choice and control 

was the theme of client responsibility. Hannah explained: 

To me, the most basic definition of empowerment would be 
that people are responsible for their own health. 

Pender (1996, p.  97) refers to the role of the nurse in 'empowerment for self-

care'. She extends the concept of self-care from its traditional biomedical 

connotation, or linkage with illness. Self-care for health promotion 

indicates that clients gain knowledge and skills to maintain and promote 

their own health (Pender 1996). Client control and choice suggest that 

personal responsibility for health includes the traditional practices that are 

embodied in the belief system of the client - a topic of discussion in Chapter 

5. Pender (1996) contends that the promotion of self-care practices presents 

opportunities to expand the horizons of our health understandings beyond 

the biomedical approach. 
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improved health 

The ultimate goal of empowerment is the improvement of the health of 

individuals and communities. The participants proposed that the 

empowerment outcomes of client choice, control, personal responsibility 

and enhanced self-esteem result in overall improvements in health. 

Wallerstein's (1992) review of the health and social science literature 

describes the role of powerlessness as a precursor to disease and 

empowerment as a health promoting strategy. The broad applicability of 

empowerment and its links with an expansive definition of health are 

demonstrated by the empowerment continuum. Simone's views integrated 

empowerment within the PHC model. Simone explained: 

Empowerment is such a broad area you can entail everything 
into it because it is always based on the primary health care 
model. In terms of the improvement of Aboriginal people's 
health you have got to empower them to be able to work 
within that primary health care model ... If health is going to 
improve it has got to incorporate all of those things in a 
primary health care model including basic sanitation, water, 
power, communication, education, all those things. 

Simone's ideas illuminate the complexities involved in reaching beyond 

the biomedical approach to health problems to tackle social inequities. The 

participants acknowledged the broad spectrum of health issues, including 

the socioeconomic determinants, that impact on the health of the 

Aboriginal people. 
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Nurse Outcomes: Empowerment Consequences 

The nature of mutuality suggests that it extends outside of the parameters 
of client empowerment to include the reciprocal empowerment of the 
nurse (Figure 3). Enhanced self-esteem, sense of control and choice for 
clients implies the nurse's affiliation with an empowerment model and 
PHC practice. The participants talked about their challenging but gratifying 
experiences working with their Aboriginal clients. They described the 

opportunities to work in creative ways in partnership with the AHWs and 
community members to address the health issues of individuals and the 
community - opportunities that broadened their scope of practice beyond 
the confines of the biomedical model. Ian explained: 'I see it as such a 
fantastic opportunity to work out bush'. 

A truly mutual relationship between the client and nurse includes the 
previously discussed attributes of connectedness, common purpose and 
fluctuating equivalence. These attributes are summed up by Donna when 
she explained: 

It is not a hierarchical structure. We all have something to 
contribute. We can empower one another by working 
together. 

Donna's sentiments paralleled the views of the other participants in their 
discussion of empowerment as a sharing of power within the context of the 
nurse/client relationship. An extrapolation of nurse empowerment 
incorporates outcomes of enhanced self-esteem, sense of control and choice 
for nurses as PHC practitioners and professionals within the health care 
system. I reserve further comment on nurse empowerment until the 
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concluding chapter. 

Empowerment Language 

Language is powerful; language is power. Language is a 
change-creating force and therefore to be feared and used, if at 
all, with great care, not unlike fire. 

(Lakoff 1990, p.  13) 

Robin Lakoff, a sociolinguist, in her book Thinking Power (1990), presents 

power, politics and language as a compelling triad. According to Lakoff, 

politics allocates and uses power and, like Foucault, Lakoff contends that 

power permeates all human relationships. Politics is the tool that allows 

power to create and define relationships. Language is the driving force 

behind politics, instigating and translating power relationships. Lakoff 

(1990, p.  13) asserts: 'Politics is language'. 

Consideration of the power and language linkage is crucial to the provision 

of safe and effective health care. In a background paper addressing public 

participation in the Australian health care system, the following statement 

further elucidates the power and language connection in health care: 

For consumers, the power differential is experienced in a 
number of ways ... Patients and individual consumer 
representatives can feel that their view is not important. 
This can often be reinforced by the language used by 
providers and professional groups. 

(National Health Strategy 1993, p. 42) 
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Fairciough (1990) uses the physician/patient interaction to illustrate a form 
of discourse where the participants are unequal. Fairciough contends that 
language was used, in his example, as a form of control or an exhibition of 
power. Another type of unequal encounter occurs between 'non-powerful 
people' with differing cultural and linguistic backgrounds from the 
'powerful people' (Fairclough 1990, p.  47). 

The participants acknowledged the crucial role that language played in their 
interactions with Aboriginal clients (Figure 3). To the participants, language 
was the vehicle for empowerment. Consequently, each interaction carried 
the political intent of sharing power within the context of mutuality and 
the nurse/client relationship. Lakoff (1990) cautions us to use language 
with great care. This sentiment was reinforced by the participants. Carl 
discussed the sensitivity involved in the use of language which supports an 
empowerment model. Constant self-awareness regarding the presentation 
of self through both verbal and non-verbal communications is an essential 
ingredient in an empowerment model. Carl explained: 

If you were to teach anyone you would say, "OK from the 
minute you walk outside your door you switch on and it is 
really hard work. You've got to say and do everything right" 

It's exhausting. 

Carl and the other participants based their practice on conscientious detail 
to language that promotes egalitarian relationships and situates the client's 
ideas as the focal point of the interaction. Carl explained: 

You ask, and the way you ask is like, "Oh I wonder if - it 
probably isn't is it?" - so there is never anything that comes 
out that is your own idea. 
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The participants talked about their intense concentration on their use of 

language and the high degree of mental energy required to enable, support, 

and mentor the AHWs and clients through the language medium. 

Feminism is about politics and changing existing power relations between 

women and men in society. Given the politics, power, and language triad, it 

follows that language is a feminist issue. Authors such as Cameron (1990) 

and Spender (1985) contend that women use language differently from 

men, who, generally, hold the power in society. Feminists argue that men 

have had the power to make language, using it as a tool to further enhance 

their control (Lakoff 1990). Lakoff does concede that many of the questions 

surrounding the differentiation of language use between men and women 

remain poorly answered, but some form of women's language exists in a 

number of cultures. 

Throughout their discussions, the participants provided examples of their 

language use within their interactions with clients. The features of 

'planting the seed' of an idea, a non-dominating approach, and the 

willingness to be patient, permitting the clients to think through options 

and arrive at their own conclusions, were dominating themes in the 

nurses' interactions with clients. According to Lakoff (1990) women tend to 

listen more than men, be less direct and more sensitive to language than 

their male counterparts. Compared to men, women are deemed to be more 

attentive and focussed on the person in conversation (Cameron 1990). 

Donna described her use of language in her involvement with some 

community members in the implementation of a health promotion 

programme. Donna explained: 
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So as it started out I sort of planted a seed. I said, "What do 
you think if we try and fix up those dogs?" That was all I said. 
Weeks went by and nobody said another thing and then one 
day [Aboriginal person] came back and said, "That thing you 
were talking about the other day - I reckon we should do 
that". 

Donna presented her concern and suggestions in the form of a question, 

promoting client choice and acknowledging the time factor needed for the 

client to contemplate the situation. Lakoff (1990) presents a list of 

characteristics of women's language, including the propensity for women to 

be more collaborative in speech and to use more questions. Fiona also used 

questioning as a technique to promote an empowerment model. She 

explained: 

I find that it is best to not give directives - always ask what 
clients would like to do. Make it an individual choice. "I 
have made up this drink of gutsake medicine". "Would you 
like to take it and give it to the baby?" "If you want me to I 
can come to see you before it gets dark and we'll see how baby 
is going". That is how I speak so that they have a choice. 

Fiona's ways of communicating supported the collaborative style 

characteristic of women's language. 

Hannah discussed her view on non-verbal language and ways to promote 

an egalitarian partnership and the empowerment model. Hannah 

explained: 

If you are being dominating it will soon be picked up. You 
must be aware of your body language and ways of presenting 
yourself in a non-authoritarian way. 

Hannah and the other participants agreed that non-verbal ways of 

communicating were essential in the promotion of an egalitarian 
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atmosphere for their relationships with clients. Lakoff (1990) contends that 

women use non-verbal communication more than men. 

The nursing literature is replete with information regarding 

communication styles and their use within the nurse/client relationship. 

Techniques such as open-ended questioning, active listening and 

sensitivity to body language are used to foster a collaborative climate where 

the nurse and client can work in partnership to meet the client's health 

needs. I was impressed, in this study, by the emphasis that the participants 

placed on the use of language as a vehicle to shift power imbalances in their 

interactions with clients. Their ways of communicating were reminiscent 

of women's language. The link between feminine language and an 

empowerment approach supports the feminist perspective in this study. 

Invisibility of the Nursing Role: An Empowerment Consequence 

Of the best rulers 
The people only know they exist 
The next best, they love and praise 
The next, they fear 
And the next, they resist 

But of the best when their task 
accomplished, their work done, 
The people all remark, 
"We have done it ourselves." 

(Lao Tzu 1958, cited in Simon 1990,p. 36) 

Simon (1990) discusses the inconspicuous quality of the empowerment 

process, exemplified by Lao Tzu's conception of leadership in the 25 century 
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old Tao Teh King (The Book of Tao). Adherence to an empowerment 

model of practice frequently renders the nurse's work invisible. Hancock 
(1988, cited in Jackson et al. 1989. p.  70), provides a similar view, contending 

that community development work is 'largely invisible'. This invisibility 

was an underlying theme in the empowering strategies incorporated into 

the participants' work with clients. Joe explained: 

You just have to first find out what is going on in the 
community and then if you see a problem you work on it but 
gently sort of - what is the word - unobtrusively ... You are 
patient and you persevere. 

Simon (1990, p.  3) describes the empowerment process as 'slow, 

unobtrusive, yet indispensable'. Joe described his ways of working in subtle 

ways that involved community members in health strategies. The 

participants discreetly applied empowering strategies across the 

empowerment continuum, but the social nature of their work outside of 

the clinic (see the previous section entitled 'environmental 

considerations') precipitated a less conspicuous nursing role. In describing 

her partnership with a colleague and the community in the development 

of a programme Donna explained: 'We [Donna and colleague] did not claim 

it as our thing'. 

Joe's and Donna's thoughts highlight the invisibility of empowering 

nursing practice. Empowering relationships position the nurse on the 

sidelines, supporting and mentoring clients. 

Documentation is acknowledged as one tactic to increase the profile of 

nursing work (Street 1992b). Georgia discussed the reluctance of many 

CHNs to document adequately. Georgia explained: 
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Some nurses go out and think, "Oh thank god I don't have 
to do any of the paper work, that has nothing to do with 
patients'. But your paper work is part of your patient care 
you know, also the legal side of it is there. 

In Street's (1992b) discussion on the invisible aspects of nursing, she 

explains that nurses do not reflect their oral communications in written 

data. Consequently, the extensive scope of nursing practice is not recorded. 

Considering the participants' venues for practice outside of the clinic and 

the informal atmosphere of community development work, it is feasible 

that the intricate nature of the empowering strategies involved in such 

instances will defy recognition in the medically oriented recording that 

surrounds individual client cases. 

The nursing uniform and nurses work environment outside of the clinic 

emerged as contributors to the invisible aspect of empowering nursing 

practice. Foucault's concept of 'bio-power' provides a useful framework for 

the discussion. The concept of bio-power originated from Foucault's 

'genealogical' studies of the classical age and is constructed around two 

distinct poles. The human species constitutes one pole and is accompanied 

by the delegation of scientific categories to areas such as population and 

fertility (Rabinow 1984). The human body is the other bio-power pole 

signifying the body as an object to be controlled (Rabinow 1984). Foucault 

refers to 'technologies' that give rise to 'disciplinary technology' that has as 

its target the objectification of the body. Disciplinary technology is realised 

in a variety of institutional forms, including prisons, schools and hospitals, 

and its aim is to produce a: 'docile body that may be subjected, used, 

transformed and improved' (Foucault 1977, p.  198). Rabinow (1984) explains 

that this subjection occurs in different ways including: drills and training of 
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the body, the routinisation of actions and the control of environmental 
space. These manipulations ensure the supervision and surveillance of 
individuals. Disciplinary power is internalised to the extent that 
individuals oversee themselves (Sarap 1989). 

From Foucault's vantage point, the nursing uniform is a form of 
'disciplinary technology' or institutional control over the uniform wearer. 
Street (1992b) refers to the controlling effects of the nurses' uniforms within 
the hospital environment. She explains that the strict uniform code for 

nurses is reinforced by the hierarchical chain of command and the use of 

the uniform is rationalised on the basis of discipline and hygiene. 
Although the nurses in Street's study acknowledged the practicalities of 
uniform use, they objected to the oppressive administrative practices that 
result from the policing of the uniform regulations. They questioned the 
application of these rules that do not apply to other health care 
professionals (Street 1992b). Street (1992b) discusses the invisibility of nurses 
that transpires as a result of the uniform. She contends that the uniform 
makes nurses 'invisible as distinct individuals' (Street 1992b, p.  155). 

The nurse participants' dress ranged from the casual civilian dress code for 
managers and educators to the optional wearing of uniforms in remote and 
rural health centres. The THS is contemplating the implementation of a 
uniform policy for all nurses, on all levels, within the Service (personal 
communication, unnamed source). I did not enter into discussion with the 
nurses regarding the dress code in remote and rural health care centres but I 
would like to share some personal reflections. The rural and remote health 
centres have much less staff and consequently a more flattened hierarchical 
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structure than a large urban hospital. Rather than a method of 

subordinating nurses, the uniforms could symbolise the biomedical model. 

The uniform could convey a power differential between the nurse as the 

biomedical authority and the client as the passive recipient of care. Dean 

and Bolton (1980) maintain that uniforms were originally initiated to 

signify the nurse's power. As a biomedical symbol, the uniform could 

preclude the CHN from fulfilling a community development role within 

the community. The uniform, as a physical representation of mechanistic 

care, could inhibit the nurturance of the social ambiance that is a necessary 

environment for community development work. A uniform defines a 

rigid institutional role for the nurse. The use of uniforms appears 

incongruent with the diversity of venues where nursing takes place in 

Aboriginal communities. Nurses that choose civilian dress are opting for a 

form of invisibility. Largely European in background, the nurses are a 

visible minority and carry the stigma of coloniser, but their casual dress 

could signify a commitment to the equalisation of power relations. 

The participants thoughts on the environmental context for their work 

correspond to Foucault's view on disciplinary technology and the use of 

routines, drills and environmental space. Joe described his venue for 

health promotion activities: 

You know you have to do it sort of in a way that doesn't 
invade people's privacy or their rights and I have never had 
any problem with it. We went fishing you know and you 
just start talking about different things and you may start 
talking about diseases. You know and they [Aboriginal 
clients] like talking to you about these things occasionally. 
You say it would be good if your child was immunised 
because he can get it [a disease]. You just do it indirectly. You 
just don't go to the health centre and push it. You do it in 
informal ways - sort of easy fun ways. 
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Joe and the other participants agreed that successful community projects 
emanate from the clients' own turf. Baum (1989) asserts that community 

developers must spend minimal time in their offices and be out amongst 
the people. The participants met with Aboriginal clients in a variety of 
venues outside of the clinic structure to address the health needs of the 
community. The clinic structure relates to Foucault's description of the 
Panopticon, an architectural structure designed by Jeremy Bentham towards 

the end of the eighteenth century. This building was constructed with a 
view to controlling the behaviour of its inhabitants through the 
surveillance capacity of its physical structure. The Panopticon is used as a 
metaphor for disciplinary power. It has been paralleled with the computer 
monitoring of modern society (Sarap 1989). For the most part, health 
centres are isolated structures within the communities. Clients enter the 
sterile, functional atmosphere, and wait their turn for their interface with 
the health practitioner and the numerous technologies that are a part of the 
biomedical health care system. Client records are kept and, on occasion, 
invasive procedures are performed. The nurse in the clinic is performing 
tasks and procedures that enhance the visibility of the nursing role. Nurses 

decrease the visibility of their role by working outside of the confines of the 
physical structure of the health centre. Such a strategy shifts the balance of 
power. Health promoting work that is negotiated on neutral territory 
signifies a sharing of power. The participants' insights revealed that the 
environment where nursing takes place is an essential ingredient in the 

promotion of empowering partnerships between the nurse and Aboriginal 
client. 
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In sum, the invisibility of the CHN role is a byproduct of an empowerment 

model. Nurses work behind the scenes, developing relationships with 

clients that nourish the empowerment process. Foucaults views on the 

embodiment of power contributes to our enlightenment by placing the 

environment where nursing happens and the use of the uniform within 

the domain of power. The invisibility of empowering work often defies 

description, a phenomenon which undermines the value attributed to an 

empowerment model and neglects to recognise the degree of skill that 

nurses require to work within it. Empowering work is based on the 

paradoxical situation of actively working very hard to appear not to be. Carl 

explained it this way: 

You are as active as possible not to take over even the 
smallest smallest thing. 

Toward an Empowerment Model of Community Health Nursing Practice 

This transition in our concept of power is radical. It involves 
seeing power not as a property we own, not as something we 
exert over others, but as a verb, a process we participate in. 
This is a huge evolutionary shift. 

(Macy 1984, cited in Wheeler and Chinn 1989, p.  5) 

Macy provides us with a feminist definition of power, presenting power as 

an egalitarian, participatory process. The participants' model of 

empowerment shares many characteristics with the feminist view of 

power. The participants contributed to an empowerment model of CHN 

practice that embraced the key concepts of relationships, mutuality, and 

language. These concepts mesh to promote client self-esteem, control, and 
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choice - empowerment outcomes that represent a shift in the balance of 

power. Labonte (1989a, p.  24) explains that the root of 'power' is the Latin 
'potere' - the ability to choose. Community health nurses are working with 

clients to support personal and community choice. Their work is powerful 

and tantamount to a feminist alternative to traditional exemplars of power. 

Our experiences and conditioning in the patriarchal power model tend to 

skew our perspective. Consequently we are not accustomed to viewing 

feminist alternatives within the domain of power (Wheeler & Chinn 1989). 

The participants' model is based on the premise that empowerment is a 

powerful process with powerful potential. 

As portrayed by all participants in this study, empowerment is a social 

process based on mutuality that is played out in relationships between the 

client and nurse. The participants' emphasis on nurses' personality 

characteristics as a critical antecedent for empowerment indicates their 

commitment to the idea that empowerment is a human-to-human 

endeavour. Nurses and clients combine their uniqueness, strengths and 

humanness in a dynamic process that results in both personal and 

situational change. Power is inherent in a process that amalgamates 

strengths for the purpose of transformation. A nurturing and caring 

environment implies that peoples' experiences are viewed as a resource to 

be valued and respected. Nurses and clients learn from each other's life 

experiences and the empowerment process is enhanced. The idea of process 

is integral to mutual goal-setting and decision-making. Mutuality suggests 

that power is balanced by a give and take approach and an acceptance of 

people as they are. Language that is person-centred, encouraging and 

supportive, in other words, broadly based on women's ways of speaking, 
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facilitates the empowerment process. 

One of Habermas's pivotal themes is the power of language and its role in 

the critical theory elements of enlightenment, empowerment and 

emancipation (refer to Chapter 2). Language was cited, by the participants, as 

having empowerment potential. Habermas's conceptualisation of language 

as a collaborative search for truth suggests that communicative processes 

are non-hierarchical and free from coercive factors in the environment. 

The participants' emphasis on mutuality is congruent with Habermas's 

concept of the 'ideal speech situation', but the sociopolitical context of their 

work (refer to Figure 2) challenges the idealism of such an idea. 

The underlying purpose of Habermas's work is human liberation. Nurses 

work under a variety of constraints with individuals in the clinic setting 

but the participants articulated their commitment to the empowerment 

process by implementing a number of self-care strategies. The clinic 

environment is not conducive to work that incorporates the sociopolitical 

context of people's lives. The work in the clinic is, for the most part, 

governed by Habermas's 'technical interests'. The interactions between the 

nurse and client takes place on a one-to-one basis and are also in line with 

Habermas's 'practical knowledge-constitutive interest'. The emphasis is on 

mutual understandings and communications encompassing client illness 

states and attempts to alleviate client problems with disease focussed health 

teaching and self-care measures. 

The environment beyond the clinic walls proved to support 

communications that had their foundations in relationships between 
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nurses and individual clients, evolving to include groups of community 

members. Some of these projects came under the rubric of community 

development. Projects such as the establishment of a women's centre were 

attempts to tackle some of the socioeconomic determinants of health such 

as unemployment and poverty. Habermas equates self-reflection with the 

movement towards emancipation. The participants posed self-reflection as 

a technique to guide their practice within an empowerment model. For the 

most part, projects in the community could be described as selective PHC 

activities, rather than vehicles for consciousness-raising. Willis (1992) 

explains that selective PHC projects target specific diseases and at risk 

populations. Comprehensive PHC approaches address the social and 
political causes of illness and disease (Willis 1992). Dixon (1989) alludes to 

the limits and potential of community development activities, contending 

that community development is useful in the promotion of personal and 

planned social change. But Dixon questions the capacity of community 

development activities to create fundamental social change. Time 

limitations and the polarisation of CHNs' skill levels are two of a number 

of factors that influence their degree of involvement in community 

development work. One of the fundamental questions that emerges is: 

'What is the role of the nurse in community development?' - an enigma 

that will be broached in the concluding chapter. 

Foucault's proposition that power is omnipresent and constructive is a 

common thread throughout the empowerment model. The nurse/client 

relationship is a power relationship. Reiterating Philp's (1990) analysis of 

Foucault, mentioned in Chapter 2, power relationships are not based on 

consent or force but reside in situations where individuals are able to get 
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others to do something they would not otherwise have done. The 

participants' technique of raising concerns suggests a method of 

enlightening clients regarding health issues and promoting client choice. A 

cynical view of empowerment is presented by Skelton (1994, p.  417) when 

he warns professionals of the empowerment pitfalls. He explains: 

Empowerment is about getting you to come round to a way 
of behaving that I, the expert, knew in advance was good for 
you, whilst encouraging you to think that changing your 
behaviour was your idea in the first place. 

The participants avoided such manipulative tendencies through their 

allegiance to an interactive process based on mutuality. The process of give 

and take, based in genuineness and respect, allowed for fluctuations of 

power that eventuated in a balance of power between the nurse and client. 

A seesaw is a useful metaphor to describe the process. Pockets of resistance 

encountered along the way are viewed as the normal 'ups and downs' of a 

relationship, provide focal points for learning, and are addressed within the 

context of the clients' rights to self-determination. Contrary to Foucault's 

emphasis on resistance rather than transformation, empowerment 

transforms the personal power of nurse and client into a synergistic process 

that meets the health needs of individuals and communities. 

Finally, the participants' thoughts resulted in the development of an 

empowerment model for CHN practice that is steeped in feminist views of 

power and enriches our understanding of the empowerment process that 

occurs between nurses and their Aboriginal clients. In Chapter 2, I discussed 

the literature in terms of the psychological and political nature of the 

empowerment process. Community health nurses' empowerment 

activities are biased towards their development of relationships with 
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individual clients, which in turn, establishes the groundwork for their 
work with community groups. The process of mutuality melds the 
strengths of the nurse and client, resulting in the transformation of 
individual and group circumstances into healthy outcomes. The next phase 
of the empowerment journey involves a transformation of consciousness 
where individual strengths and competencies are linked to social policy 
and social change. In the final chapter I discuss the fertility of the 'ground' 
with respect to its capacity to support the CHN empowerment role. 



CHAPTER 7 

FERTILE SOIL: EMPOWERING RELATIONSHIPS 



CHAPTER 7 

THE BORDERLANDS: CONCLUDING COMMENTS 

The participants' perceptions revealed strategies that promote 

empowerment and challenge its operationalisation, within the context of 

CHNs' work with Aboriginal clients. Simultaneously, the participants' 

expert views on CHN practice provided the vehicle for the exploration of 

the borderlands between nursing and Aboriginal clients, medicine and the 

organisational hierarchy. This discovery process exposed the threads of 

Foucault's net of power and elements of Habermas's vision of critical social 

science that permeated the borderlands. The participants' model of 

empowerment for nursing practice was steeped in feminist perspectives on 

power. 

I mentioned in Chapter 1 that the glaring omission in this study was the 

Aboriginal people's perspectives on empowerment. However, I propose 

that the participants contributed to our comprehension of the issues 

surrounding empowerment and CHNs' practice with Aboriginal clients 

and enhanced our understanding of empowerment in the broader context 

of Aboriginal health. Nurses have direct clinical contact with Aboriginal 

clients, signifying the importance of their perceptions to the provision of 

health care that is appropriate and acceptable to Aboriginal people. I began 

this exploration with some personal preconceptions about the concept of 

empowerment. In retrospect, my view of empowerment was narrow, 
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focussing on its application to clinical practice with Aboriginal people. The 
participants exposed the multiple facets of empowerment, especially its 
inextricable link to power. Power simulates a border in that it separates the 
borderlands but at the same time it allows the borderlands to meet. 
Empowerment knows no borders - a notion that provides the foundation 
for this concluding chapter. 

The participants have provided an empowerment model for nursing 
practice that emanated from their work with Aboriginal clients. They 
discussed the importance of the cultural dimension of care, but contended 
that nursing practice that promotes individuals primarily as a product of 
their culture denies the individuality of each person. According to the 
participants, empowerment was rooted in egalitarian relationships that 
honoured the client's uniqueness. For this reason, I suggest that the 
participants' model is applicable to nursing practice in all cultural contexts. 

Defining Empowerment 

The participants presented empowerment primarily as a process, but their 
multifaceted view of empowerment incorporated the philosophical 
domain. The terms PHC, health promotion, community development and 
empowerment were frequently interchanged. Empowerment was the 
underlying theme in their discussions regarding the aforementioned 
health care models. McMurray (1993) describes empowerment as a PHC 
principle. The participants presented empowerment as a guiding principle 
of their community health nursing practice. The participants' 
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dissatisfaction with the word empowerment was based on their 

interpretation of empowerment as a patronising feature of a hierarchical 

relationship and a symbol of bureaucratic rhetoric. Their ideas regarding 

empowerment purveyed an aura of humility, they contended that an 

egalitarian nurse/client relationship connoted that power cannot be given. 

The participants felt that power was shared in an interactive process that 

could best be described by the term mutuality. Self-empowerment 

occasionally emerged in the participants' discussions as a term that 

achieved a more comfortable fit with their view of the 

power/empowerment nexus. Client empowerment is ultimately a product 

of the individual's personal resources but the participants' model 

implicates the nurse in an empowerment partnership. Rooted in the 

participants' empowerment model is the subtle guiding influence of the 

nurse supporting the empowerment process. An empowerment model 

based on mutuality connotes the reciprocal empowerment of the nurse. 

Consequently, I suggest that the concept of mutual empowerment more 

adequately reflects the meaning of empowerment within community 

health nursing practice. I expand on the phenomenon of nurse 

empowerment in the conclusion of this chapter. 

A consolidation of the participants' perceptions of empowerment in their 

work with Aboriginal clients led me to summarise their thoughts in the 

following way: Empowerment is an interpersonal process based on 

mutuality that is enacted within the egalitarian relationship between the 

nurse and Aboriginal client. Empowerment links the strengths and 

uniqueness of both the client and nurse to enhanced self-esteem, control, 

and choice for the involved parties. Empowerment is a synergistic and 
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circular process in that the combined humanness of the nurse and client 

transforms the relationship into a powerful force that promotes the health 

of individuals and communities. 

Revisiting the Borderlands 

Mutuality was the definitive concept in the participants' model of 

empowerment. For this reason I use the idea of mutual empowerment as a 

template to be held up against the power relationships that were embedded 

in the borderlands. I have chosen to revisit the borderlands one at a time, 

discussing the implications of the findings, presenting my 

recommendations and drawing conclusions as I go. Labonte (1991, p.  3) 

states that: 'everything is connected to everything else' - an axiom that, in 

its sagacious simplicity, suggests the links between the power relationships 

in this study. 

The Nurs e/Ab original Client Relationship 

The participants' emphasis on the humanness of the nurse/client 

relationship provided a solid foundation for their empowerment strategies 

with individual clients. The participants' empowerment model 

exemplified the sensitivity that nurses bring to the nurse/client 

relationship and the high degree of skill required in the negotiation of 
empowering partnerships. Community health nurses' adaptability and 

ingenuity were demonstrated in their unique ways of implementing an 
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empowerment model of practice within the diversity of venues. Much of 

the nursing role focussed on the nurse's work with individuals. The 

literature (refer to Chapter 2), supports the idea that CHNs excel at one-on-

one relationships with clients but contends that they experience some 

discomfort with a community development role. Nursing practice that 

concentrates on the well-being of individual clients neglects the social 

context and suggests an apolitical empowerment model. Empowerment is 

described in the literature as a sociopolitical construct. The personal and 

political are enmeshed, indicating that strategies to promote the health of 

individuals and communities are interdependent and embedded in the 

social context. The participants demonstrated a keen awareness of the 

challenges to an empowerment model of practice that incorporated the 

social, political, cultural and environmental domains (refer to Chapter 4). 

From Habermas's perspective, CHNs are enlightened regarding the 

sociopolitical context of their work with Aboriginal clients. The movement 

towards client enlightenment, empowerment and emancipation has the 

potential to be influenced by the nurse/client partnership. The participants 

descriptions elucidated the complexities involved in defining the role of 

the CHN within rural and remote communities. Nursing roles evolve as 

the result of a complex blend of community expectations, organisational 

strategies and constraints, and the knowledge, skills and attitudes of the 

nurse. 

The participants discussed the ultimate goal of community empowerment 

as Aboriginal self-determination and self-management of their health care. 

Such a goal implies that Aboriginal community members play an integral 

part in the planning, implementation and evaluation of their health 
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services, including the realisation of their view of the CHN role. According 

to the participants, in many of the Aboriginal communities the nurse is 
expected to fulfil a biomedical role within the clinic, raising the question of 

the Aboriginal people's allegiance to PHC. Perhaps their past experiences 
with nurses have prompted a limited view of nurses' capacities to work 
within a PHC model. Similarly, Aboriginal community members could 
question the appropriateness of a PHC, or community development role for 
the CHN within the context of Aboriginal culture. The influence of the 
organisational hierarchy on the CHN role is another consideration that I 

address in an upcoming section. The facets of the CHN role dilemma are 

numerous and complex. I have chosen to highlight the issues of the 
biomedical orientation of some Aboriginal communities and the 
appropriateness of CHNs as community developers. These matters featured 
prominently in the data. The issue of Aboriginal choice of the biomedical 
model over PHC reintroduces the ethical domain referred to in Chapter 6, 
in the section entitled 'Respect'. Bandman and Bandman (1980) discuss the 
concept of 'uninformed or misinformed choice' and present the following 
example borrowed from the philosopher Mill (1948, cited in Bandman & 
Bandman 1980, p.  131): 

If either a public officer or anyone else saw a person 
attempting to cross a bridge which had been ascertained to be 
unsafe and there were no time to warn him of his danger, 
they might seize him and turn him back, without any real 
infringement on his liberty; for liberty consists in doing what 
one desires, and he does not desire to fall into the river. 

Mill's story suggests that it is the responsibility of the CHN, and others with 
PHC knowledge, to inform Aboriginal community members about the PHC 
model and associated health benefits. This educational strategy accentuates 
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the role of the nurse as enabler and resource, introducing the element of 

the client's informed decision-making based on Habermas's tenets of 

enlightenment, empowerment and emancipation. Freire's con sc ie n t iza c ion 

critical social science method (discussed in Chapter 2 in the section entitled 

'Powerlessness') has been used with considerable success in the health field 

(Minkler & Cox 1980). It has been touted as an effective method to improve 

the health of communities by raising the people's awareness of the root 

causes of their problems and initiating action to rectify their situations. 

Minkler and Cox (1980) provide an example of Freire's method in health 

care in rural Honduras. The programme was initiated by the social action 

wing of the Honduran Catholic Church. Church workers chose to target the 

Honduran women in the village for conscienticizing because of their 

potential to assume more powerful positions in the community. These 

women were also the most oppressed members of the community. They 

were chosen by the community and trained as health workers, learning 

basic diagnostic and curative skills, first aid, hygiene, medication 

administration and midwifery. The health worker role was secondary to 

the woman's role of conscienticizer in her village. Prior to the teaching of 

health content such issues as the Honduran reality, Honduran women's 

role, and the role of grassroots organisations in change were discussed. 

Other course content included the global perspective, the politics of food 

distribution, and the politics of health care. The women were taught group 

facilitation skills and subsequently they initiated dialogue with community 

members. According to Minkler and Cox (1980) the results of the health 

workers' input was impressive. I am not in the position to suggest the 

extent that Freire's methods are being implemented in Aboriginal 

communities but I offer the Honduran example as a model to demonstrate 
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empowerment possibilities that address the sociopolitical context. My 

suggestion implies that nurses and other health workers understand the 
method and take opportunities to incorporate the philosophy and strategies 
within Aboriginal communities. The foundation of this model is the role 
of the indigenous health worker in the implementation of such a scheme. 

The participants alluded to the AHW as an essential ingredient in the 
empowerment model. Community health nurses' status as visitors in 

Aboriginal communities indicates the transient nature of their positions. 
The relationship building that is an essential component to an 
empowerment model of practice is compromised by nurses' short stays and 
cultural difference. Freire's model points to the importance of non-
Aboriginal health workers in mentoring AHWs and providing them with 
support. Strategies based on interdisciplinary and intersectoral collaboration 
would support the AHWs' efforts in the spirit of true empowerment and 
self-determination. 

My awareness of the idealism represented in my discussion of possibilities 
prompts my return to the participants' model of mutual empowerment. 
Jackson et al. (1989) present a community development continuum, 
contending that health professionals' work with individuals and their 
work with communities are both components of community development 
and should not be viewed as separate entities. The 'community 
development continuum' demonstrates the developmental nature of 
community development and locates CHNs' work with individual clients 
at the starting point of the community development process. The 
participants maintained that the human-to-human relationship that 
transpires between the nurse and client is the strength of the 



331 

empowerment model - an idea that is congruent with the continuum 

model of Jackson et al. Community health nurses have the sensitivity and 

interpersonal skills to establish a strong foundation for community 

development activities, an affiliation with strategies that support the 

sociopolitical context of the clients' reality would empower both the client 

and nurse. 

The participants' narratives exposed the broad spectrum of CHN skills 

regarding the implementation of an empowerment model. Some CHNs are 

immersed in the biomedical model to the extent that they do not look 

beyond the diagnosis and cure orientation of their role to address 

community health issues. Conversely, many CHNs are working with 

AHWs and community members to implement creative programmes that 

focus on specific at risk groups and disease threats to the community's 

health. A lack of clarity regarding the meaning of community development 

and its strategies emerged from the data. The variability of CHNs' 

affiliations with a community development model have educational 

implications that I discuss at the end of this chapter. 

The Nursing/Medicine Relationship 

The biomedical aspects of the CHN role, in rural and remote communities, 

featured predominantly in the participants' discussions. The focal point of 

the nurse's workday was the activity that transpired within the clinic where 

the illness needs of the community members were addressed. Habermas's 

technical interests play a central role. Typically, AHWs and community 
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members rely upon nurses' biomedical expertise to diagnose and treat 
common ailments and provide emergency care in the event of acute illness 
states. This illness focus is understandable, given the poor state of health of 
the Aboriginal people. Brown (1988) refers to the 'sickness-go-round' in a 
discussion regarding the challenges inherent in shifting the health care 
system from a biomedical orientation to one that emphasises wellness. 
Community health nurses are caught on the horns of this dilemma when 
they attempt to integrate the nursing perspective, including PHC principles, 
into their roles. Community health nurses' empowerment strategies 
ranged from the promotion of self-care to involvement in community 
development projects but the provision of care in the clinic took 
precedence over the promotion of community health. Nurses dealt with 
the domination of the biomedical model in a number of ways. The 
participants described the propensity for some of their colleagues to pay 
homage to medicine, practising nursing from the biomedical model. The 
typical way for nurses to deal with the dominance of medicine was to 
acknowledge its power by integrating the required medical tasks into their 
role. But nurses maintained their allegiance to nursing by taking 
opportunities to integrate empowerment strategies and nursing principles 
into their work. In Habermas's terms nurses, for the most part, are 
enlightened regarding the power of medicine. Nursing empowerment is 
within their grasp, as evidenced by nurses' promotion of nursing 
knowledge in client care. However, emancipation will only be realised 
when the nursing profession is valued for its unique contributions, 
achieving equal status in the health care system. From Foucault's 
perspective, equality means the acknowledgment of nursing as a discourse 
in its own right. 



333 

When components of the participants' mutual empowerment model are 

applied to the nursing/medicine relationship some interesting features 

unfold. The pivotal concept of mutuality remains unrealised within the 

relationships between these two professions. Medical skills and knowledge 

occupy a superior position to the knowledge and skills of CHNs. Greater 

value is placed on the biomedical approach when community illness care 

monopolises the health service. Mutuality's background components of 

trust and respect are challenged by the history of dominance and 

subordination between medicine and nursing. This gender based issue is 

exemplified, to some extent, by the nurses' use of empowerment language. 

The collaborative tone of the nurse's communications can be overwhelmed 

in interprofessional interactions that take place within the context of a 

health care patriarchy. The transcultural process, one of the defining 

attributes of mutuality, queries the degree of cultural sensitivity between 

the two professions. Nursing has a long history of assimilation that 

promotes its knowledge of the culture of medicine. The participants 

demonstrated an in depth understanding of medicine's culture and the 

power relationships between medicine and nursing. However, the 

reciprocal position questions medicine's knowledge of nursing culture. 

Cramer (1994-1995), in her study of support needs of remote area nurses, 

found that physicians appeared to be unaware of the remote area nursing 

role. Until some mutual ground is established for understanding each 

other's cultures, the attributes of connectedness, common purpose and 

fluctuating equivalence will remain elusive. The achievement of these 

attributes would mean the establishment of non-hierarchical 

interdisciplinary collaboration, one of the defining principles of PHC. 
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The subtle nature of empowerment work decreases its profile and 

consequently its value in the biomedically oriented health care service. 

Watson (1990) states: 

if nursing is ever to mobilise its collective power to influence 
change in public health policy, it will first have to overcome 
its invisibility as a major contributor to effective health care. 
Yet, for some unintelligible reason, the vast cadre of female 
health and human caring professionals (nurses) continues to 
be "invisible". 

Watson's 'unintelligible reason' is clarified, at least in part, by the 

participants' views on the empowerment process. The participants 

presented their empowerment strategies in unassuming ways, couched in 

phrases such as 'there is no mystery to it' and 'it is as simple as that' which 

belied the skills involved in the intricate dance that occurs in an 

empowering relationship between the client and nurse. The complex 

quality of the empowerment process is demonstrated by the participants' 

empowerment model. When empowerment is done well the perpetrator is 

unseen. I discuss recommendations to tackle this dilemma in the 

conclusion of this chapter. 

The Nursing/Organisational Hierarchy Relationship 

The organisational hierarchy exerted a dominating influence on the CHN 
role in rural and remote health care settings. Community health nurses are 

employed to implement the philosophy and operationalise the strategic 

plan of the health care service. The high priority accorded to the biomedical 

model emanated from the organisational hierarchy. The organisation is 
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biomedical focus of the CHN role. According to Dixon (1989) community 

development has three unique characteristics including: an egalitarian 

philosophy; an emphasis on process rather than product; and an 

enablement of indigenous leaders to control community development 

interventions. Dixon (1989) discusses the constricting effect that 

government agencies can have on community development activities, 

inhibiting the operationalisation of the three characteristics. Firstly, 

government workers receive their direction from their employers. This 

allegiance impinges on the worker's capacity to be directed by the people. In 

this instance, the CHNs are placed in their positions in health centres to 

carry out the mandate of the health service. Dixon (1989, p.  88) quotes 

Minkler (1978): 

the principle (of starting where the people are) may cause 
serious moral dilemmas for the health educator caught 
between the sometimes conflicting agendas of the 
community and a health agency employer. 

Secondly, government funded services and projects inhibit the potential for 

social change because the existing local power relations remain 

unchallenged. Community health nurses working with community 

members to challenge health service delivery or other processes that imply 

power relationships may be jeopardising their relationship with their 

funding agency. 

The application of the participants' empowerment model further elucidates 

the power relationship between CHNs and the organisational hierarchy. It 

is difficult to achieve mutuality when the background components of trust, 

respect and genuineness are unfulfilled. The participants described the 
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theory and practice gap that separates the organisational hierarchy's 

philosophical talk about empowerment from the realities of life in the 

communities. The participants were frustrated by the organisation's 

rhetoric. Community health nurses are hired to implement health services 

that promote a philosophy based on PHC principles, but their biomedical 

role in the communities leaves little time for community oriented health 

promoting activities. The defining attribute of the participants' 

transcultural process points to a comparison of the cultural understandings 

between the CHNs and the organisational hierarchy. Similarities to the 

nursing/medicine relationship are exposed. The participants' critique of the 

organisational hierarchy demonstrated their insight regarding the power 

relationships that permeate such organisations. The participants' 

discussions revealed the organisational hierarchy's lack of support for 

nursing's potential within a PHC model of service. However, CHNs have 

limited opportunity to demonstrate their PHC skills and another possibility 

implicates the CHNs' lack of experience and skills in the PHC arena. Both 

perspectives convey 'chicken and egg' situations that add to the 

complexities of the CHN role. Language emerged as an important 

consideration in the form of bureaucratic rhetoric and Habermas's vision of 

speech as an emancipatory tool. There were limited opportunities for open 

dialogue between the CHNs and the organisational hierarchy. The power 

base of the relationship between the two parties and the lack of 

organisational infrastructure to support such sharing inhibited the 

attainment of mutuality's defining attributes of connectedness, common 

purpose and fluctuating equivalence. In keeping with Foucault's vision of 

power, CHNs tend to resist, and at times ignore, the power forces at work in 

their relationship with the organisational hierarchy. They direct their 
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attention to their relationship building with clients - a phenomenon that is 

integral to the final section of this thesis. 

A Feminist Model for the Political Empowerment of 

Community Health Nurses 

Politics, like power, is all-pervasive; in fact the two terms appear to be 

synonymous. Lakoff (1990, p.  12) explains that politics: distributes power, 

determines who has it and how it can be used; it is the handmaiden of 

power - or better, its parliamentariant. I have borrowed from Lakoff's view 

and refer to politics as the interpersonal and intergroup processes that 

constitute the infrastructure for power relationships. The participants' 

thoughts about the challenges to an empowerment model of practice 

included sociopolitical issues but their empowerment model of practice 

neglected the sociopolitical context. This omission is a reminder of 

Habermas's concerns about the theory/practice gap. The participants 

referred to the political naivete of nurses, a notion that is endorsed by 

others, including Roberts and Group (1995) and McMurray (1991). The 

participants' views on empowerment and their work with Aboriginal 

clients implicated power relationships between nursing and the 

dominating forces of medicine and the health care bureaucracy in nurses' 

capacities to work in empowering ways with clients. The mutual 

empowerment model suggests that the empowerment of the client is 

embroiled with the empowerment of the nurse. The application of 

components of the mutual empowerment model to power relationships 

outside of the nurse/client relationship revealed several areas of 
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contention, indicating the potential for the disempowerment of nurses. 
This study informed us that nurses continue to experience 
disempowerment in their relationships with medicine and the health care 

bureaucracy. The nurses' tendency to avoid the political domain was also 
revealed. I have chosen to summarise my recommendations from this 

thesis with a model for the political empowerment of nurses in the belief 
that nurses must strengthen their political skills in order to work in 
mutually empowering partnerships with clients - partnerships that go 

beyond individual nurse/client relationships to incorporate the 
sociopolitical context. The components of the political empowerment 
model are: the nurse/client partnership, enhanced self-esteem, control and 
choice, skills for political action and education for empowerment. 

The Nurse/Client Partnership 

The power of the mutuality based relationship between the nurse and 
client deems it potentially political. Authors such as Taylor (1994), Street 
(1992b), Oakley (1986) and Fagin and Diers (1983) present perspectives on the 
mutuality of the nurse/client relationship that connote its power potential. 
Street (1992b) emphasises the importance of nurturance as a uniquely 
female form of power and advocates a combination of power/knowledge 
and nurturance/knowledge critiques to facilitate the development of 
nursing knowledge that is both emancipatory and empowering. Street 
(1992b) describes nurturance as a form of female power that nurses use in 
their interactions with clients. Street's nurturance/power link supports the 

notion that mutual empowerment is immersed in feminist perspectives on 
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power. Her thesis also presents the powerful transformative potential of 

the nurse/client relationship. The concept of mutual empowerment is 

implicit in Taylor's (1994, p.  37) thesis regarding ordinariness in nursing 

where ordinariness is described as 'the common bond of humanity that ties 

people together'. Taylor contends that clients affiliate with nurses because 

of their sense of connection with nurses as humans. Taylor (1994, p.  241) 

states: 'the shared human qualities of nurses and patients have within 

them the generative source of humanness, which is the ability to care for, 

and cure, one another'. Fagin and Diers (1983) discuss the image of nursing 

as a metaphor. They describe equality as one of the metaphors, claiming 

that there is little social distance between the nurse and patient or a nurse 

and other nurses. These authors' egalitarian sentiments were echoed by the 

participants in their perceptions of the nurse/client relationship. Oakley 

(1986) contends that the typical power differential between the bureaucracy 

and nursing places nurses in an ideal position to affiliate with clients. She 

urges nurses to join forces with clients to analyse the health care system 

and initiate change. The literature supports the strong affiliation between 

the nurse and client - a potentially political partnership that promises 

change. As a result of the mutually interactive process, the nurse as well as 

the client is empowered. Relationship building with clients emerged as the 

CHNs' dominant attribute. Fostering nurses' interpersonal skills promotes 

the empowerment of both the nurse and the client. From a feminist 

perspective, Yeaworth (1976, p.  9) states: 'We need to decide upon the 

qualities and capabilities that are considered feminine that need to be 

valued, preserved, built upon - qualities in which women can take pride'. 

Nurses and Aboriginal clients have the potential to form powerful political 

alliances to influence change in health policy. 



between clients and the bureaucratic structures inherent in the system. The 
coalition of nurses' political knowledge and skills with the skills and 
experiences of clients indicates the powerful political potential for such a 
partnership. McMurray (1991, p.  20) concurs, asserting the need for nurses 
to adopt a 'political advocacy' role. 

Enhanced Self-esteem, Control and Choice 

The process of mutual empowerment resulted in the client outcomes of 
enhanced self-esteem, control, choice and ultimately improved health. The 
mutually interactive process implied that the nurse's input into the 
relationship with the client has supported the empowerment of the client. 
The nurse and client have formed a successful partnership within a PHC 
model. Positive client outcomes suggest reciprocal outcomes of enhanced 
self-esteem, control and choice for the nurse. 

The participants demonstrated a genuine sense of pride in their work with 
Aboriginal people, expressing appreciation for the opportunities that this 
study afforded them to share their experiences. One of the participants used 
the metaphor 'blowing your own horn' to explain her reticence at 
discussing her work with other nurses. Her discomfort is a reminder of the 
'tall poppy' phenomenon, an acknowledged stereotype of Australian 
culture (Mitchell 1984). Street (1992b) discusses the work of feminist 
scholars and contends that feminist methods of collaborative storytelling 
and knowledge sharing serve to enhance the value that women place on 
their experiences. These strategies also present opportunities for 



341 

consciousness-raising. Techniques such as those suggested by Street, 

including, the use of audio video technology, could be used by CHNs to 

record the richness of their work. Street (1992b, p.  270) warns that these 

techniques must not evolve into an 'insidious form of surveillance'. 

Community health nurses' reports of their work are needed to facilitate the 

promotion of empowerment work, since there is a paucity of information 

available to explain the techniques involved in such work. The CHNs' 

skills at empowerment language would be an integral component of their 

descriptions. Opportunities to meet and share experiences are a rarity given 

the isolation of CHN practice in rural and remote communities. The 

Council for Remote Area Nurses of Australia (CRANA) provides a vehicle 

for CHNs to network, and share their experiences through organised 

conferences and a regular newsletter. Nurses must actively participate in 

professional organisations to promote pride in the profession and personal 

pride and self-esteem. These nursing attributes will translate into improved 

care and empowerment for the client. 

Mason et cii. (1991) contend that hegemony is maintained through the 

promotion of traditional roles. Community health nurses who promote a 

PHC model are opting for increased autonomy and self-control of their 

practice. The expansive view of health inherent in the PHC model offers 

multiple opportunities for broadening the scope of nursing to work with 

individuals, groups and communities on their path to health. Primary 

health care nursing links the client, nurse and other health care 

professionals in a collaborative process that embraces an holistic view of 

health. Political empowerment of the nurse is integral to a PHC model. 
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The discussion in Chapter 4 entitled 'Nursing and Medicine Role 
Assimilation' presents Hegney's (1997) promotion of the term advanced 
practice to describe the generalist scope of rural nursing. Enhanced self-
esteem, control and choice would be outcomes of the legitimisation of an 
advanced role for rural and remote nurses. The development of skills for 
political action would be an essential ingredient in the process required to 
change legislation. 

Skills for Political Action 

Since mutual empowerment is a transformative process that synergises 
power, it follows that empowerment skills can be used to bring about 
change and influence decision-making. Mutual empowerment can 
therefore be construed as a political activity. The participants' 
empowerment model contained the components of transcultural process, 
connectedness, common purpose, and fluctuating equivalence. These 
attributes embody the common themes of collaboration and equality - 

concepts that are congruent with feminist theory. The nurses' skills at these 
power techniques suggest that they should put these attributes to work in 
the broader political arena. Nurses and women in general have 
traditionally assumed the power tactics of the patriarchy, a proposition 
acknowledged by authors such as Roberts (1983). According to Speedy (1987), 
nurses opt for liberal feminist tactics that seek equality with the male 
dominated medical profession. Nurses avoid radical feminist strategies that 
promote the deconstruction of patriarchal systems (Speedy 1987; Chinn 
1985). The Chinn and Wheeler (1989) Peace and Power handbook (see 
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Chapter 2), provides a resource for the operationalisation of feminist 

processes that address the need for strategies to develop systems that are 

based on feminist theory. The Chinn and Wheeler method emphasises 

collaboration, group process and consensus building. The participants' 

mutual empowerment model demonstrates an affiliation with these 

concepts. Mason et al. (1991, p.  75) recommend the use of Chinn and 

Wheeler's approach in their model of political empowerment for nurses, 

but allude to the challenges involved in this new way of thinking. The 

health care system accentuates product, whereas the feminist method 

focusses on process. Mason et al. suggest the implementation of feminist 

process in committee structures. In contemplating my conclusions and 

attempting to present workable recommendations to enhance the political 

empowerment of CHNs, I was confronted by the challenging aspects. A 

basic given in a process approach is that people meet to share ideas and 

reach consensus. The isolation of CHNs practice in rural and remote 

communities restricts opportunities for CHNs to meet. The high turnover 

rates and short stays of many CHNs could limit their commitment to 

change and also have a deleterious effect on process. Supposing that 

opportunities for sharing do arise within the health service, the question 

remains regarding the organisation's support of processes that are intent on 

changing hegemonic relationships within the bureaucracy. The THS 

provides workshops and inservices, including initial orientation sessions 

for staff. The initial orientation session is 10 days in one THS department. 

Included in this programme are sessions on cultural awareness, PHC, 

public health, clinical skills, four wheel driving, and critical incident 

debriefing. They also present an introduction to the structure and function 

of the Aboriginal Health Strategy Unit and standard treatment protocols. 



This is an interdisciplinary programme that emphasises team work in rural 
and remote communities. Attendance is not mandatory and staffing 
shortages impinge on CHNs' attendance at these sessions (personal 
communication, anonymous source). Inservice sessions such as these 
promote a process orientation and have the potential to empower the 
programme participants. These sessions present opportunities for sharing 
and fostering mutual understanding between the cultures of nursing, 
medicine, other allied health professionals and the Aboriginal people. The 
incorporation of feminist principles in inservice sessions would highlight a 
theme of collaboration and point to a critique of the power structures in the 
health care system that hinder the PHC model. But a commitment to open 
dialogue would be essential. Perhaps the PHC principles of equity, cultural 
sensitivity, empowerment and self-determination (McMurray 1993) could 
be used as a framework to explore the health of the organisation with 
representation from all levels of the organisational hierarchy in attendance. 
The power relationships that exist within bureaucracies are amenable to 
critique by the four domains. A healthy organisation promotes an 
egalitarian approach, understands and supports the potential of staff at all 
levels and provides opportunities for open dialogue between all concerned. 
These empowerment strategies within the service nurture the community 
empowerment process. Optimistic suggestions abound but the realities of 
hegemonic, patriarchal bureaucracies are slow to change. Nurses must use 
feminist strategies of networking and political activism. Authors such as 
Taylor (1997) and McMurray (1991) concur that in order to create lasting 
change nurses must form political lobby groups, develop affirmative action 
strategies and seek political representation at local, state and federal levels. 
McMurray (1991) alludes to nurses' fears that political involvement 
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compromises our capacity to care and nurture. A feminist model of 

political empowerment supports those collaborative and supportive 

qualities that were deemed important by the participants. I propose that the 

essential ingredient for political empowerment, from the participants' list 

of nurse attributes, is assertiveness. Wheeler and Chinn (1989, p.  2) define 

praxis as 'values made visible through deliberate action. Nursing's 

political empowerment hinges on fusing its values of cooperation and 

nurture with assertive techniques to allow true praxis. The educational 

recommendations discussed in the next section address the issue of 

assertiveness education for nurses. 

Education for Political Empowerment 

Nursing education is a fundamental strategy to meet society's requirements 

for PHC practitioners and the nursing profession's need for political 

empowerment. The WHO (1986) publication Leadership for Health for All: 

The Challenge to Nursing; A Strategy for Action identifies future 

educational programming as a key factor in the promotion of a PHC model 

for nursing. Hospital institutions have been the dominating venue for the 

practicum component of nursing education for the last 50 years, dictating a 

biomedical focus (Clarke & Cody, 1994). The participants referred to the 

disempowering effect of their nursing educational experiences in the 

hospital and indeed some of the participants questioned the validity of the 

hospital as a venue to prepare future PHC practitioners. Maclean (1992) uses 

Habermas's theory of 'knowledge-constitutive interests' as a framework to 

critique nursing education and contends that nursing educational practices 
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have not kept up with the ethos of nursing practice in the '90's. Perry and 
Moss (1989) present a model for a 'transformative curriculum' that views 
nursing as a political process. I propose that nursing knowledge must 
include Habermas's technical, practical and emancipatory interests - a 
notion supported by Perry and Moss (1989). But the challenge for nurse 
educators is the establishment of a balance between the three knowledge-
constitutive interests that acknowledges the political nature of nursing and 
the need to transform the profession and health care. Discussions regarding 
the future of nursing education inevitably initiate reflection on some 
fundamental issues of nursing unity. Queries such as: 'What is the role of 
the nurse? and 'What does nursing want to change?' emerged as factors for 
consideration throughout this thesis. However, it was clear that CHNs' 
vision of nursing embraced educational processes that emphasised PHC as 
the centralising feature of nursing practice. Primary health care as a 
philosophy permeates all levels of care provision (see Chapter 2, PHC). An 
adherence to PHC philosophy supports the principles of empowerment, 
and health promotion regardless of the nurse's practice setting. Stewart 
(1990) for example, has developed a conceptual framework for nursing 
education based on PHC principles. In a discussion regarding nursing 
leadership for PHC, WHO (1986, p.  18) appeals to the nursing profession to 
expand its scope: 

The community which exists outside the hospital 
world - with all its problems, facilities, possibilities 
and resources - should become their major, and most 
frequently used, territory to learn and practice their 
art. 

Broadening nursing's scope in such a direction is not without challenges. 
The participants referred to the lack of PHC knowledge and the biomedical 
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focus of some nurse educators. Nursing's image is firmly situated within 

the hospital. Gaining support for an expansion of nursing's venues 

requires interdisciplinary recognition, support and interdisciplinary and 

intersectoral collaboration. The participants referred to the difficulties 

involved in implementing such collaborative approaches with other 

disciplines and authors such as Ebrahim and Ranken (1988) concur. 

Support for an expanded scope for nursing must also emanate from the 

nursing profession itself through the work of nursing leaders, educators 

and professional organisations. Clarke and Cody (1994) discuss the 

argument that if nurses are not taught how to practice in hospitals they will 

not have jobs. This is undeniably a reality of an illness based health care 

system. But Clarke and Cody (1994) assert that a change in educational 

processes that focus on the principles of community based care provide 

future nurses with the skills to create change. 

The participants' mutual empowerment model provides a framework to 

highlight the specific educational needs that were embedded in this study. 

An empowerment model based on feminist perspectives of power conveys 

the need for feminist and critical theory approaches to nursing curricula. 

The National League of Nursing (1989) publication 'Curriculum 

Revolution: Reconceptualising Nursing Education' establishes the 

foundation for empowerment through education. Chinn (1989a) authors a 

chapter entitled 'Feminist Pedagogy in Nursing Education' where she 

applies her strategies outlined in the Peace and Power handbook to nursing 

education. Moccia (1989) suggests a number of steps that are required to 

move the curriculum revolution forward, including paying explicit 

attention to power relationships between student and faculty with a view to 
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promoting change in the power relationships in the nursing profession, 

health care delivery systems and in society at large. The participants' 

presentation of power relationships as the centralising theme of this study 

endorses the incorporation of feminist, postructuralist and critical theory 

perspectives into nursing curricula. A curriculum based on feminist theory 

would place more emphasis on process, providing a vehicle for students to 

build on their process oriented skills. The nurse attributes presented by the 

participants would be nurtured by an empowering curriculum. Such 

curricula would provide a learning environment that allows students to 

practise assertiveness skills, providing a foundation for assertive practice. 

Habermas's view of language as potentially empowering and emancipatory 

supports a curriculum model that encourages students to share their views 

and fosters their participation in sociopolitical critiques. Roberts and Group 

(1995) suggest that nurses' contemporary educational preparation is too task 

oriented to produce risk takers. Biomedically oriented nursing programmes 

offer rigid and linear curricular content that inhibits creativity. Creativity 

was a quality valued by the participants in this study. Practicum placements 

in a variety of community service settings would serve to broaden the 

students' vision of health in preparation for PHC practice. Increased 

opportunities for students to fulfil their practicum requirements in remote 

and rural health care centres would offer them opportunities to implement 

PHC principles into practice in settings that support nurses in more 

autonomous roles. This would necessitate a commitment on the part of 

health service agencies to provide practicum placements for students. 

Community health nurses would contribute to the next generation of 

nursing by preceptoring and mentoring students as a part of their role 

expectations. The participants maintained that the ability to self-reflect was 



an important nurse attribute. Taylor (1997) reports that nursing 

programmes in Australia have incorporated reflective practitioner concepts 

since 1988. She cites the aim of these processes as the creation of change in 

hegemonic health care organisations. Taylor (1997) urges educators to be 

cognizant of the ramifications of teaching reflective skills to practitioners 

who could be unsupported in their attempts to bring about change in 

practice settings that are entrenched in hegemony. Individual efforts must 

be teamed with collective political action for the realisation of emancipated 

nursing practice. Taylor's views suggest the necessity for closer ties between 

educational institutions and health care settings. In order to close the 

theory/practice gap nurse educators, nurses and other health care 

professionals in practice arenas must share their expertise in order to 

change the power structures that disempower nurses in the workplace and 

in turn inhibit clients from receiving the highest quality of care. 

The participants' perceived a lack of commitment, on the part of the 

organisational hierarchy, to comprehensive orientation programmes and 

ongoing educational opportunities for CHNs practising in remote and rural 

areas. It is beyond the scope of this thesis to give detailed educational 

suggestions but I refer the reader to studies by Kreger (1991a,b) and Cramer 

(1994). They provide in depth studies of issues regarding remote and rural 

nursing practice and present a number of recommendations, including 

educational strategies to support CHN practice. Hegney (1997) places the 

onus on the nursing profession to ensure that nurses who work in rural 

practice have adequate educational preparation for the advanced practice 

role. The participants' thoughts about their work with Aboriginal people 

presented some educational possibilities related to the cultural aspects of 
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care. The participants contended that nursing education programmes 

should have a cultural component. The key to culturally appropriate care is 

an understanding of one's own culture and a commitment to cultural 

sensitivity in all aspects of community life. The participants alluded to the 

importance of departmental inservice education sessions focussing on 

Aboriginal cultural beliefs and values as taught by the Aboriginal people 

themselves. The CHN/AHW partnership is crucial to the health of the 

community and nurses must be educationally prepared for such mentoring 

roles in PHC models of care. Nursing education content based on feminist 

principles supports a mentorship model. CHNs require an understanding 

of power relationships, teaching/learning principles, and community 

development skills in order to nurture the CHN/AHW relationships and 

promote the health of the community. At this point I wish to reiterate the 

lack of clarity regarding the community development process that emerged 

from the participants discussions. These findings imply the need for 

nursing programmes to supply content that targets community 

development theory and provides opportunities for practice. Thirty-six 

Aboriginal nurses have graduated from programmes since 1985 (Tattam 

1996). As nurses we must stop perpetuating the societal norms of inequality 

by addressing the racial, ethnic and class inequalities within our midst. 

Schools of nursing that promote empowering curricula are committed to 

the implementation of strategies that support Aboriginal students, 

preparing them for leadership roles in Aboriginal health. 
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Recommendations for Further Research 

In attempting to close with recommendations for further study I am 

overwhelmed by the richness of the data and the participants' generosity in 

sharing their views with me. Their insights exposed research possibilities 

in the domains of challenges and strategies to working in an empowerment 

model with Aboriginal people that are too numerous to mention. 

Therefore I limit my discussion to broad recommendations regarding the 

aforementioned domains. 

My hope is that CHNs will not only have opportunities to reflect on their 

practice in critical ways but will be afforded occasions to combine forces to 

take action for equality in the health care system. The isolation of CHNs in 

rural and remote communities presents barriers to collaboration and 

collective action. I regret that I was unable to contribute to the 

emancipation process by implementing a participant action research 

methodology for this study. Consequently, it is my wish that future 

researchers will be afforded opportunities to work in partnership with 

CHNs to bridge the theory/practice gap by identifying the issues and 

strategising together to liberate community health nursing practice. 

I feel that my discussions with the participants regarding their strategies for 

working in empowering ways with Aboriginal clients constituted a 

beginning step towards an understanding of the complexity of the CHN 

role. Further studies should target their relationship building with 

Aboriginal clients and AHWs and evaluate the impact of the process on the 

Aboriginal peoples capacity to gain control over matters that affect their 
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health and well-being. My examination of the literature pertaining to 

concepts such as empowerment, PHC and community development 

revealed a paucity of nursing theory development and conceptual clarity 

addressing these areas. Nurse researchers must focus their efforts on the 

description and evaluation of community based projects. Such efforts will 

serve to make the nurse's role more visible in these areas as well as 

contribute to 'health for all' through our understanding of the PHC model. 

Research methods that allow the exploration of social processes are more 

appropriate for expanding our understanding of community health needs 

and the efficacy of community health programmes. Providing clients and 

workers with the opportunity to tell their stories humanises the research 

process, allowing the clients to become active partners in the development 

of the health service. 

Finally, a study of the Aboriginal people's views on empowerment, 

executed by Aboriginal researchers, is essential to the achievement of a 

balanced perspective. 

Some Closing Thoughts 

This thesis has provided an exploration of CHNs' perceptions on 

empowerment and their work with Aboriginal clients. This window into 

the world of community health nursing revealed a political landscape. 

Medicine and the health care bureaucracy were figures in the political 

landscape that cast a shadow of dominance over the scene, constraining 

CHN practice. Nevertheless, nurses form partnerships in health with 
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Aboriginal people that are transformative, healing and health promoting. 

Empowered communities share resources and organise their members to 

ensure that health is brought within reach of everyone. Empowerment 

moments occur within the context of humanness and sharing between 

CHNs and their Aboriginal clients. Empowerment is a subtle and pervasive 

force that unites individuals and communities in the achievement of 

'health for all'. Each empowering incident inevitably repercusses on all 

others and the momentum builds. Gleik (1993) in his book on chaos theory 

presents a thought-provoking metaphor which reminds us of the scope of 

the empowerment process: A butterfly flutters its wings in Brazil, setting off 

a tornado in Texas. 
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RESEARCH DESCRIPTION 

Hello! My name is Linda Ritchie and I am a postgraduate nursing student 

at Northern Territory University. I am an experienced community health 

nurse and have chosen to research the concept of empowerment and its 

application to community health nurses' work with Aboriginal clients. My 

research question is: What are community health nurses' perceptions of 

empowerment and their work with Aboriginal clients? This research will 

contribute to an understanding of empowerment - its meaning, strategies 

that promote empowerment and barriers to its implementation within the 

context of community health nurses' work with Aboriginal people. 

I am inviting registered nurses with expertise in Aboriginal and 

community health to participate in interviews to discuss the topic. 

Consent forms with a study description will be presented to the 

participants. The interviews will last approximately 1-2 hours and will be 

audio taped with the permission of the participants. Their anonymity and 

confidentiality will be protected through the use of a coding system. 

Results of the research will be offered back to the Territory Health Service 

and the participants. 

If you require more information regarding the study do not hesitate to 

contact me at NTU, School of Health Science. A research proposal is 

available upon request. 

Phone: 89466596 email: lritchie@banda.ntu.edu.au  Fax: (089)466595 

Thank you. 

Linda Ritchie. 
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PARTICIPANT INFORMATION 

Research Project 

Community Health Nurses' Perceptions of Empowerment and their Work 
with Aboriginal Clients. 

Chief Researcher 

Linda Ritchie, PhD (Nursing) Candidate. 

Purpose of Study 

I am inviting your participation in this study to learn from you. I am 
interested in your perceptions about your nursing work with Aboriginal 
clients, particularly your views on empowerment. 

Benefits of the Study 

This study will contribute to an understanding of empowerment in nurses' 
work with Aboriginal people. This exploration will help nurses, other 
health care providers, Aboriginal clients and others to gain perspectives on 
the meaning of empowerment, the part it plays in primary health care, and 
some associated challenges. 

What would be expected of you? 

If you decide to take part in this study you will be invited to share your 
views with the researcher in an interview. This meeting could take place at 
your work setting or any other venue suitable to you. Estimated length of 
the interview is about one hour but flexibility with regard to time will be 
built in. 

Confidentiality 

The interview will be kept strictly confidential and will be available only to 
me and my research supervisor. Your name will not be used. A coding 
system will be implemented to protect the anonymity of you and your 
workplace. Excerpts of this interview may be made part of the final research 
report, but under no circumstances will your name or identifying 
characteristics be included in this report. 

Your Participation 

I would like to assure you that as a participant in this project you have 
several rights. Your participation in this research is entirely voluntary. You 
are free to withdraw from the interview at anytime. You can refuse to 
answer any of the questions. 



Results of the Study 

A transcription of the tape will be made and you are welcome to read it it 
you wish. A summary of the interview will be forwarded to you for your 
comments. A summary of the research results will be forwarded to you 
also. 

Contact Person 

If you have any concerns or questions before commencing, during or after 
the completion of the project do not hesitate to call: 

Linda Ritchie 

Northern Territory University, School of Health Science 

Phone: 8946 6596 

email: lritchie@banda.ntu.edu.au  

Fax: (089)466595 

Thank You. 

If you have any concerns regarding this study and wish to speak to 
someone not directly involved, contact Elizabeth Jacob, Executive Officer, 
Research Office, Northern Territory University, 8946 7064. 
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CONSENT FORM 

I • of . 

Hereby consent to be a participant in a research study to be undertaken by 
Linda Ritchie, PhD Candidate (Nursing), Northern Territory University. 

I understand that the purpose of the research is to explore community health 
nurses' perceptions of empowerment and their work with Aboriginal clients. 

I acknowledge that 

The aims, methods and anticipated benefits of the study have been 
explained to me. 

I voluntarily and freely give my consent to my participation in such a 
research study. 

I understand that aggregated results will be used for research purposes and 
may be reported in academic journals. 

Individual results will not be released to any person except at my request 
and on my authorisation. 

I am free to withdraw my consent at any time during the study, in such an 
event, my participation in the research study will immediately cease and any 
information obtained from me will not be used. 

Signature.................................................... 

DateS ............................................................. 
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Date. Time: . 

Participant Code. ........ 
PARTICIPANT DATA 

Please do not hesitate to omit any questions that you feel uncomfortable 
answering. 

Personal Information: 

Sex. ...... 

Birth dateS .................. 

Ethnic background..................................................................... 

Present job tit1e........................................................................... 

Number of years in present position..................................... 

Number of years of experience in community health nursing 

Nursing qualifications, certificates, degrees ..................................................... 

If you are presently working in a community health centre please answer 
the following: 

Number (approximate) of clients seen per dayS................ 

Percentage (approximate) of Aboriginal clients seen per day................... 

On any given day you could work with: 

Registered nurses: Yes No Number ........ 

Aboriginal health workers: 

Physicians: 

Other....................................... 

Yes No Number ........ 

Yes No Number ........ 

THANK YOU! 
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HEALTH SERVICES 

:cretaly 
Lone: (08) 89 8999 2761 

P0 Box 40596 
Casuarina 

Norfhern Territory 0811 
Australia 

HC961592 

April 1997 

s Linda Ritchie 
ist Graduate Student 
hool of Health Sciences 
)rthern Territory University 
&RWfl'. NT 0909 

ar Ms Ritchie 

E: PERMISSION TO INTERVIEW NURSES FOR RESEARCH STUDY 

iank you for your application to interview nurses working in Territory Health Service facilities 
part of your research study. Your research outline is most interesting and relevant to the 

Drk of this department. I look forward to the results. 

rnsent is granted on the condition that the study gains approval from the Northern Territory 
rliversity Ethics Committee and that the nurses involved will give fully informed consent. 
ou will need to negotiate access to the nurses through their appropriate Director of Nursing 

;uggest you discuss your study with the Principal Consultant-Nursing, Margaret-Ann Cook. 
ie can also provide you with the appropriate contact people once you have determined the 
cations of the nurses you wish to approach for interview. 

Nish you well with your study. 

ours sincerely 

ter Plummer 
ECRETARY 

Central Office • Darwin Urban U Darwin Rural 
Tel (+61) 89 99 2400 Fax (+61) 89 99 2700 Tel (+61) 89 22 7499 Fax (+61) 89 22 7482 Tel (+61)8922 8317 Fax (+61) 89 22 8940 
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HUMAN ETHICS COMMITTEE CLEARANCE 

NEW PROPOSAL 

HEC REFERENCE: 97013 

PROJECT TITLE: Community Health Nurses' perceptions of their role 
in the empowerment of Aboriginal clients 

CHIEF INVESTIGATOR(S): Ms Linda Ritchie 

Your project has been considered by the Northern Territory University Human Ethics Committee. 

The Committee is satisfied that the proposed experiments involved in this project conform with the 
general principles set out in the current National Health and Medical Research Council regulations on 
experimentation, and with the policy of the Northern Territory University. 

It should be noted that data must be stored securely on campus. Storage in a central facility (with 
limited access if necessary) is available. Researchers should address any queries concerning data 
storage to their relevant faculty. 

Expiry date: 21/05/98 

*Final Report due 31 October 1998 or progress report due before the above expiry date. 

APPROVED 

Chair, / / Dated 
H NTU n Ethics Committee 

cc: Supervisor Professor Kay Roberts 
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