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Abstract

The primary purpose of this study was to explore and identify the meaning and
importance of service for health professionals. Those who participated in this study
are all registered nurses who each have between 10 and 40 years of clinical
nursing and nurse lecturing experience. The participants each wrote two stories,
one about the meaning of service and the other about the importance of service.
Definitions of service generally suggest organised labour involving an act of help
or assistance. Our intent was to understand what constituted service for each of us

in the healthcare — and specifically the nursing practice/education — context.

A secondary purpose of this qualitative research was guided by participatory and
critical theory paradigms. Seven participants and | (as the initiating researcher)
formed a co-operative inquiry group to undertake the research using a
collaborative process. Within this method the leader and the group became co-
participants and co-researchers. Nurses and women are identified as marginalised
people and by honouring the principles of co-operative inquiry we were
empowered through this process. While the initial data was analysed thematically
by the lead researcher, the original 19 sub-themes were refined by participants

into five themes.

The findings of the participants are consistent with overseas studies on emotional
labour and sentimental work. The five themes that emerged as the meaning of
service are helping, giving, elements of service, acts of doing, and pride in work.
Helping was defined as an attitude and an action, which often results in a spiritual
connection. Giving involves stretching yourself, and altruistic behaviour that also
incorporated a spiritual component. Five sub-themes merged to form the third
theme elements of service; working with people, being a public servant, being a
servant, need and duty. The complexity and hidden aspect of service work was
expressed in acts of doing where being professional was paramount. The final
theme, pride in work, acknowledged childhood conditioning and a sense of
contributing to the greater good through our unique work as nurses. This study
affirmed that service has much importance to those involved and deepened our
understanding of the blend of meanings service expresses.
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Chapter 1 Background and introduction

Come! We shall transform the world by our discoveries.

Louis Pasteur, 1868 (Adler, 2004)

Origins of an interest in ‘service’
Initial perceptions
To be of service to others is, | believe, the motivation at the heart of
practice for many who work in healthcare. It is certainly true for me. My
perception is that the importance of service work has been poorly
explored, its value diminished, and its proponents marginalised. Women
and nurses are both identified as marginalised groups in society and the

work they do in nursing is often obscured from view (Graham, 1983).

As the quote above suggests, we can transform the world with
discoveries. This thesis seeks to examine the notion of service, to
uncover its changing place in our society, to review how it is perceived in
literature, and to discuss its meaning and importance for a group of
health professionals. In short, it is designed as a journey of discovery. At
the same time | am committed to conduct such research in a manner
that deeply respects and empowers the participants and this has guided
my choice of method. This study has utilised the infrequently used
method of co-operative inquiry where research is done with people
rather than on people; participants become co-researchers with the
initiating researcher (Heron, 1996). The process of co-operative inquiry

and its relationship to this study is discussed in detail in chapter six.

Many nurses have sought to explore and define the functional aspects of
their practice and endeavour to articulate intangible aspects of their work
(Chinn, 1991; Christensen, 1998). The intangible aspects of nurse’s
work are often the most interesting, meaningful, revealing, and difficult to
investigate. This thesis aims to explore service, an imperceptible and
taken for granted aspect of nursing work that has received little attention.

Many people are affected by the service nurses provide. By closely



examining service to understand its intricacies, the nursing profession
may be in a better position to strategise the attraction and retention
issues facing nursing in New Zealand (Nursing Council of New Zealand,
2000). The attraction and retention of nurses is vital for maintaining the
health status and health service delivery to New Zealanders. This is an
important issue for at least the next five years, and the Nursing Council
of New Zealand reports “that the potential pool of women from which
nursing and midwifery students are drawn will be at its lowest” until 2010
(Nursing Council of New Zealand, 2000, p. 11).

This chapter begins with personal reflections on my developing interest
in the notion of service and how childhood experiences and past work
experience in clinical nursing and education have contributed to this

interest.

Personal reflections
This research on the meaning and importance of service is of both a

professional and personal nature. After 20 years in full-time clinical
practice as a nurse my career moved to nursing education and the
opportunity to explore service. Nursing is deemed a service profession
yet, as a concept, service currently receives little if any attention in
nursing. Peter Block (1993) is one proponent of service; he advocates
that the deeper meaning of service involves a search to find a cause and
commitment to a project outside ourselves. Certainly many nurses may
relate to the idea that nursing requires commitment and Block (1993)
also suggests that adventure, risk, and sacrifice are part of the creative

process entailed in service.

Currently in nursing, it appears that service is an abstract component of
the job. Nursing often involves personal sacrifice, but the level of
adventure and risk varies according to the context in which we nurse. |
doubt nurses would be likely to identify adventure and risk as
components of service. Nursing tends to utilise the word service in

reference to itself as a service industry or service profession. There



appears to be a gap in the literature about the nature of service provided

by nurses.

| believe nurses seek to understand nursing they have tended to focus
on understanding the essence of nursing through the lens of nurturing
roles. Salmon (1983) agrees with this notion stating “the unique function
of nursing which is to nurture, sustain, foster, protect, conserve an
individual's or family’s energies, ... the central core or essence remains,
the nurturing” (p. 8). The word nursing is linked to the suckling and
nourishment of infants and was considered fundamental to life
(Weatherston, cited in Christensen, 1998, p. 12). During the 19" century,
Nightingale proposed the interpretation of nursing be expanded to
include nurture of family and the wider community in two distinct roles
(Christensen, 1998). In the West, formalised nursing education began
during the 19™ century. Nurses in the 1950s and 1960s commonly
defined their role by the activities they performed (Christensen, 1998, p.
14). Conceptual models of nursing have also been developed, for
example Wiedenbach (cited in Salmon, 1983, p. 51) states that nursing

is a helping art.

An evolution in the education and preparation of nurses has impacted on
the nursing service in New Zealand. This evolution occurred during the
1960s to the 1980s when nursing was reviewed, and education moved
from hospital-based schools of nursing into tertiary institutions. The
concept of nursing as a service emerges from the struggles nursing
theorists have encountered in defining nursing, as illustrated by this
definition, “a chance kindly act and a professional service” (Wiedenbach,
cited in Christensen, 1998, p. 14).

Childhood influences
My interest in nursing was sparked at an early age. My mother and

aunts were nurses and portrayed strong images of women with special
knowledge and skills. | viewed nursing positively as a helping profession
and my parents and wider family reinforced these views. | can recall my

mother nursing me when | was sick with measles, chicken-pox, and



other childhood aliments. She knew what to do to make me better and |
trusted her knowledge and skill; in our home nurses held mana, honour,

and esteem.

Being helpful, considerate, and accommodating the needs of the wider
family and the community were consistently demonstrated in my nuclear
and extended family. My grandparents, aunts, and uncles were involved
in voluntary work ranging from their churches to more formal community
voluntary groups. Thus a foundation of service values was laid down in
my life and these service values were played out and reinforced at a
more personal level as well. | often participated in the collection of

donations for Red Cross, IHC, and other voluntary community groups.

The expression of service at a personal level is strongly connected with
my twin brother. He required special care as a baby and during his
young childhood years. At school, as the need arose, he would seek me
out and | would take him to the sick bay. Being the eldest of five, | was
expected to watch out for my other siblings too. Outside the home | was
encouraged to participate in activities that contributed to the welfare of
others, such as voluntary work. | grew up believing it was normal to
provide service to people in the community and that you often did this in
your own time. Nursing held positive images for me and | was easily

coaxed into a career in nursing.

Professional influences
As | began my career, nursing was in the early phase of transition from

hospital-based schools of nursing education to the education of nurses
in the tertiary sector. A review undertaken in 1969 by the Health
Department had identified concerns related to the education and
preparation of nurses. An example of this concern was the deficient
monitoring of student nurses on the three eight-hour shifts worked in 24
hours inside public hospitals. Monitoring of students, in the new tertiary
training system was greatly improved, the apprentice-style hours of
working were reduced and there was a shift to a more academic focus.

This major transformation of nursing education commenced in 1973 and



continued until the final school of nursing attached to a public hospital in

New Zealand closed in 1990.

| was aware from media reports and conversations with my mother
during the mid- to late 1970s that | had options about how to pursue my
nursing career. | decided to follow a similar training to that undertaken by
my mother; the hospital-based training. My decision was influenced by
the knowledge that | would have a place to live and receive an income.

These options were important to a 17-year-old, | wanted independence.

In the early days of my training | often wondered what on earth | was
doing; | did not feel intellectually stimulated and hierarchical processes
dominated my experience with rules that were archaic by today’s
standards. | had awareness that women in other careers throughout
New Zealand society were experiencing unprecedented change and

increasing freedom compared to what | was experiencing in nursing.

It was a jolt to the senses to leave home at 17. Real life was different
from my much-protected home environment, where honesty, truth, and
kindness prevailed. | was the youngest in my class and the experience
of providing nursing care to total strangers in a public hospital
considerably hastened my growing up. It was a tough career; we were
still permitted to work ten days in a row without a day off when | started
work in 1977. The number of days worked in a row was reduced to
seven during my first year when new legislation passed into law. We
were expected to work weekends and the full range of shifts including
night shifts. Military influences echoed from the past in our shoulder
lapels which designated our status and the expectation we would follow
orders without question. Thinking for yourself and voicing your opinion
was not openly encouraged, yet we were expected to think about what
we were doing and were frequently challenged in nursing handovers to

express our thoughts on nursing processes and rationale.

Our rough entrée into life as nursing apprentices was strongly linked to

the expectation that we would serve the needs of others. Many found



this a daunting task and escaped this reality by resigning, only 12 of us
graduated from the original class of 35. In a paper titled “A view on
training of nurses in hospitals” presented to the State Services
Commission in November 1969, Salmon (1983, p. 41) reported that 45%
of students who enter hospital-based schools of nursing fail to complete
the programme. | came from hardy stock with a strong protestant work
ethic and never considered the option of giving up on nursing. Gradually

| gained knowledge, skill, and enjoyment from my chosen career.

My full-time nursing career following registration has spanned two
decades and included work in intensive care, coronary care,
cardiothoracic intensive care, respiratory medicine, orthopaedics,
haematology and oncology, renal, and urology surgery. | have worked
predominantly as a staff nurse with shorter periods as a clinical nurse
educator, charge nurse, duty manager, and clinical product specialist.
My shift to nursing education occurred six years ago. This research
project has evolved from my thinking about what constitutes the essence
of nursing and has been shaped by my experiences as a nurse and
teacher. It is important to consider what others propose is the essence of
nursing. While this is not the place to examine all the constituents of
nursing, caring and partnership have been singled out as two particular
concepts worthy of comment because | believe they lie at the heart of

what constitutes service in nursing.

Service in healthcare
The nature of service
Working with people and offering them help or assistance is, | believe,
the nature of service in healthcare. It includes altruism where the needs
of another are put before your own, even though you may feel tired, and
the person you are helping is disagreeable, angry, or ungrateful. Some
people may commit themselves to the service work of nursing because

of spiritual beliefs.

For some, service in nursing may conjure up images of a nurse as a

gentle, efficient, obedient, kind, handmaiden dressed in white. Yet the



spiritual connection is the nub of the person-to-person interaction that |
suggest is service, a multi-dimensional phenomenon. The nature of
service is explored from six discrete perspectives in a review of the

literature presented in chapter two of this thesis.

Nursing service themes — caring and partnership
When Arendt (cited in Greenleaf, 1991, p. 80) defined work, carework

the production of service for people was excluded from the definition.
Arendt describes carework as labour which the ancient Greeks viewed
as embarrassing and the realm of women, slaves, and beasts of burden
(Greenleaf, 1991, p. 80). According to Chinn (1991), caring has been
suggested as “fundamental to human experience” (p. xv). Caring is
proposed as the essence of nursing (Gaut & Leininger, 1991, p. ix;
Styles, 1982, p. 230). Alternative views of caring have been offered by
Payne and Ellis-Hill (2001, p. 6) who suggest that women in kinship
networks shoulder the burden of the majority of caring in the community.
Another view, though, suggests that caring was not evident in an acute
hospital setting where Kavanagh (2002) described, “caring by nurses as
illusory ... carers do not get paid for caring or being caring, but for
providing efficient care” (pp. 64-65).

‘Partnership’ has been proposed as a significant component of nursing
(Christensen, 1998, p. 25) and more widely applied by Suchmann,
Botelho and Hinton-Walker (1998, p. 266) to health professionals;
indeed identified as a necessary component of health professionals’
competency. | believe the essence of nursing is about the intangible
interaction that occurs between two people, much like the pictorial image
of two circles overlapping. Something happens in the overlap that is

what | call service.

As a charge nurse, and more recently an educator, | have had the
opportunity to stand back from the bedside and view other nurses in
action. Fledgling ideas about the notion of service as a concept or
essence in nursing have simmered away as | observed patients’

response to my nursing and the nursing of my colleagues. Some



colleagues appeared to have an attitude of service obvious in their work,
while others lacked this demeanour. Looking back | am aware that my
cumulative nursing and teaching experiences have shaped my quest to
explore and understand the meaning of service. The opportunity to more
formally scrutinise the concept of service will be made possible through

this thesis.

Marketing and commercial views of service
Prior to my role in education | completed post-graduate study in

marketing, where the notion of service was espoused as a measurable
phenomena that marketers could evaluate and shape into a competitive
advantage for a business. Marketers frequently seek to identify customer
satisfaction via customer feedback. | recall anecdotal evidence about the
customer feedback on hotel services, where the cleanliness of a hotel
bathroom rated the most significant feature of hotel services. My desire
to understand the concept of service and how it related to health was
further fuelled during this study. It appeared that while marketers
measured service there was less conviction around measuring

outcomes relating to the dynamic that occurred between people.

Many similarities do exist between the operation of a hotel and a
hospital. Both provide a service to the public, but a public hospital
service would contrast starkly to with that provided in a private hospital. |
have observed many public hospital patients tolerate unfavourable
environmental and aesthetic issues, such as a communal bathroom for
six people. This is unlikely to be tolerated by a patient in a private
hospital. Perhaps a patient's focus on service in a public hospital is
weighted in favour of the interpersonal relationships, because people
become the measure of service rather than the meal service or room
service. When people are unwell and dependent on health professionals
for timely and considerate interventions and care, trust is likely to rank

highly in their service experience.



The key element of trust
Trust is a phenomena explored in an annual survey by the New Zealand

Reader’s Digest magazine (“Who do you trust, New Zealand?” 2005).
From February 23 to March 1, 2005 inclusive, 501 New Zealand adults
participated in the Trust Survey. The three most trusted professions
were identified as fire fighters, ambulance officers, and nurses. It is
interesting to note that all three would identify themselves as service
professions providing a service to the public. Trust, according to
Gasquoine (1996), needs to be developed between nurses and families
and will develop following frequent interactions from the “little things” that
nurses do (p. 107). Van Eyk and Baum (cited in Ayers, Beyea, Godfrey,
Harper, Nelson & Batalden, 2005) comment on trust between a hospital
and community project as, "trust is both a prerequisite for collaboration
and is further reinforced and confirmed [through] collaboration” (p. 266).

Earlier | described my concept of the service dynamic as the overlapping
of two or more circles, service being the shaded area where overlapping
circles meet (see chapter 6, figure 5). The shaded area is where two or
more people may interact in a number of ways. | believe the interaction
may take the form of conversation, expression of feeling through body
language, or intangible intellectual, emotional or spiritual connections;
touch and listening may occur. The interaction may happen with or
without eye contact and with or without verbal consent. Although my
concept spans a wide arena, and is loosely conceived, most people will
have experienced service from a health professional at some point in

their lives; | suggest this service will have involved an element of trust.

Thesis structure
Service is an intangible phenomenon that has influenced my life and

choice of career. I am intrigued to understand the meaning and
importance of service for health professionals and especially nursing
colleagues. In chapter one | have identified the origins of my interest in
the topic of service, through personal reflections, childhood, and

professional influences. The themes of caring and partnership and their



place in nursing were briefly considered. The marketing and commercial

views of service were presented and the significance of trust recognised.

A review of literature is presented in chapter two; a paucity of material
on the meaning of service resulted in a review of six related topics. The
subject matter considered includes vocation, spiritual care, emotional

labour, caring, compassion, and sentimental work.

Chapter three presents and discusses the methodology. Rationale for
utilising the method of co-operative inquiry and information about the
data collection process are addressed. An explanation of participant
selection, provision of information, ethical considerations, and processes

of validity and reliability are presented.

The fourth chapter reveals the findings of this study following a thematic
analysis and is generously illustrated with the voices of participants.
Participants in this study collaborated with the lead researcher and
identified five themes that express the meaning and importance of

service.

Chapter five discusses the findings and five themes in detail. The five
themes that emerged from this co-operative inquiry are ‘helping’, ‘giving’,
‘elements of service’, ‘acts of doing’, and ‘pride in work’. Helping is
expressed as an action and attitude. Giving is seen as women’s work,
involves altruistic behaviour, a spiritual connection with another, and
participants agree that giving stretches us as people and nurses.
Elements of service is composed of five sub-themes; working with
people, being a public servant, being a servant, need, and duty. Acts of
doing comprise two sub-themes, respect and sharing of wairua/spiritual
connection. The last theme discussed in chapter five is pride in work and
also consists of three sub-themes; motivating factors, problem solving or

anticipating, and being proactive.

The process of co-operative inquiry is explained in chapter six. This
infrequently utilised research method is deeply respectful and honouring

of people. The four components that Heron (1996) reports as

10



components of co-operative inquiry are politics, epistemological issues,
ecological concerns, and the spiritual dimension of life; these four

components are explored in relation to this study.

Chapter seven concludes this thesis on the meaning and importance of
service for health professionals. The conclusions of the group of
participants are presented along with their experience of the co-
operative inquiry process. Future research issues are identified.
Personal conclusions and closing thoughts bring this thesis to its

conclusion.

11



Chapter 2 Literature review

The Dali Lama says that;

when you leave this planet, this body, you cannot take one single
penny. All money, or whatever valuables you cannot take. The only
thing which will follow you is merit. [Merit in Buddhism is the good
karma, resulting from selfless actions that accumulate over our lifetime,
or lifetimes]. So, in order to create a good future in this infinite future,
you must utilise the present life to its maximum usefulness. That is
making merit. The best way to accumulate merit is through serving
others. (quoted in Weber, 1986, p. 130)

Introduction
Service work involves an intangible giving and receiving between

people. Due to a paucity of literature on the subject in relation to
healthcare, this literature review adopts a flexible conception of the
notion of service. Following initial scanning of the literature, the author
identified topics that had a synergy with service, thus creating a
manageable boundary for the review. Four main concepts were
eventually singled out. The following three topic areas were identified as
stand alone subjects: vocation, spiritual care, and emotional labour. The
fourth theme considers a combination of caring, compassion, and

sentimental work (Figure 1).

Service as:

1. Vocation

2. Spiritual care

3. Emotional labour

4. Caring, compassion, and sentimental work

Figure 1. Literature perceptions of service

The four topic area headings were utilised as key words in a search
across literature spanning the past 40 years. The electronic databases
of both the Auckland Public library and the library of the Auckland
University of Technology (AUT) were utilised. The searches in AUT

12




library databases such as Health Sciences: A Sage Full Text Collection,
EBSCO Health Databases and ProQuest Nursing Journals were initially
restricted to nursing literature but widened as the search progressed.
This process was a deliberate attempt to manage the potentially large

volume of literature.

The literature review begins with a selection of service definitions that
are provided to ground our understanding of the notion of service. The
definitions are followed by the review of the literature. The four topic
areas are titled and separated into distinct sections, each beginning with
a definition of the term(s), followed by a discussion of the literature and
then a concluding summary. The latter part of this chapter includes a
summary of the main findings of the literature. An assortment of

definitions on service is now presented.

The Collins Concise English Dictionary (1992) provides 25 definitions of
service; of those, only four are advanced here. These four definitions
were selected because they relate most specifically to people. Firstly,
service is “an act of help or assistance”; secondly, “an organised system
of labour and material aids used to supply the needs of the public”;
thirdly, “the act or manner of serving guests, customers”; and finally,
“employment in or performance of work for another” (Collins, 1992, p.
1228). Authors who specialise in the subject of marketing, for example
Kotler, Chandler, Brown, and Adams (1994, p. 789), define service as
“any activity or benefit that one party can offer to another that is
essentially intangible and does not result in the ownership of anything”.
Heskett, Sasser, and Hart (1990) offer a similar exposition where the
service concept is defined “not in terms of products and services but in
terms of results produced for customers” (p. 20). These service
definitions link people who give through their work actions with people
who receive help or assistance. The giving of self through your work is
not a component of every job, and a job which asks this of people may
be viewed by some in society as a vocation; the notion of service as

vocation is now explored.
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Service as vocation
Four relevant articles on vocation were identified (Downe, 1990; Siccard,

1995; Warr, 1996; White, 2002). Vocation is defined as “a specialised
profession or trade; a special urge or predisposition to a particular calling
or career especially a religious one” (Collins, 1992, p. 1511). Two
prominent world figures that epitomise vocation as a calling of a religious
nature are Mother Teresa and the Dalai Lama. Some might argue that
the Dalai Lama does not strictly fit the definition as he was selected for
spiritual training following recognition by others as the 14™ Dalai Lama at
the age of two (Vreeland, 2001). However, the Dalai Lama has and does
continue to freely give service to people all over the world. Mother
Teresa, born Agnes Gonxha Bojaxhiu, reportedly told her mother on
more than one occasion that she had received a call to serve God and
felt deep joy at the prospect (Rai & Chawla, 1996). White points out that
the concept of vocation, where being responsible and serving others
rendered us useful and was linked to our station in life, can be traced
back to Luther's philosophies (White, 2002). Expanding on this
definition, White suggests people in vocational work often not only
experienced difficulties in their own lives, but in the serving of others,
took on their hardships too. Vocations actually involved knowledge, skKill,

and often the individualised care of another.

Historically the vocational model was applied to nursing and articulated
through motherhood, femininity, and altruism. White advocates that
nursing is a vocational job thereby involving a greater focus than simply
getting the job done. Although White supports the view that nursing is a
vocation, she goes on to suggest that femininity was hidden in the home
and resulted in nursing being made invisible, that is, as the

“professionalisation of the domestic” (p. 286).

The values and ideals of caring for others and meeting the needs of
patients often match the stated values and ideals of the nursing vocation
itself; as a result, White proposes that the person engages with the
vocation. Over the past century, the notion of vocation has gone out of

vogue in western societies and White offers three reasons for this
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phenomena. Firstly, the scientific paradigm has shifted the previously
accepted and encouraged view of vocation. Secondly, civil liberties have
exploded and free choice has resulted in movement away from
vocational careers. Finally, following the industrial revolution we now live
in a productive era where people pursue their own goals, often at the
expense of others. In the western world at the beginning of the 20th
century, the population comprised greater numbers of women than men.
Nursing was promoted as an alternative to marriage; it was considered a
moral occupation which contributed positively to society and a
respectable vocation for women (White, 2002). Unfortunately today, the
wider community is still not widely enlightened about the nature of
vocational work such as nursing, and White suggests nursing work is

undervalued and poorly remunerated as a result.

Two authors who suggest that the links between nursing and vocation
are degrading were located. Downe (1990) accepts that nurses provide
care, which is an essential part of humanity and not a weakness, yet
says describing nursing as a vocation is demeaning. Warr (1996)
suggests nursing is an emerging profession, one which needs to focus
on higher education models rather than maintain the links to training or

vocational preparation as these make nursing socially inferior.

This was not the finding of a small Latin American study reported by
Siccard (1995) and comprising 40 participants. When asked ‘why am | a
nurse?’ 90% of the participants identified that they were nursing because
it is a vocation. These respondents also believed that a vocational
leaning results in patients receiving top quality care. Thirty-five percent
agreed that it is natural to serve others, while another group suggested

nursing is a calling from God.

Summary on service as vocation
Prior to the industrial revolution religion played a much bigger role in

people’s lives. Religion was a major contributor towards shaping thinking
about the purpose of work; the vocational rationale for work was
supported and nurtured (Rai & Chawla, 1996; Siccard, 1995; White,
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2002). The notion of nursing as a vocation persists and is reported in

Latin American countries today (Siccard, 1995).

Nursing has been identified as a calling, a noble vocation, offered as an
alternative to marriage, and identified as suitable employment for young
women (White, 2002). Unfortunately the work women do as nurses has
not been articulated as widely as it could be and White suggests society
is not acquainted with its demanding nature or complexity.
Consequently, nursing has struggled to be valued and receive adequate
payment for services rendered.

Warr (1996) advocates that nursing pursue higher education and aim to
fully emerge as a profession. According to Warr, cutting the links with
apprentice type training and moving away from the notion of nursing as
a vocation may elevate the standing nursing has in society. Nursing links
to the notion of vocation are also connected to the concept of service as

spiritual care and this concept is now considered.

Service as spiritual care
The search for literature on spiritual care resulted in a limited response.

Caron (1995) offers a Christian definition of spiritual care, “the second
essential attitude of Jesus’ covenantal ethics” (p. 52). A second
definition comes from Henri Nouwen (cited in Warren, 2002, p. 269) “In
order to be of service to others we have to die to them; that is, we have
to give up measuring our meaning and value with the yardstick of others

thus we become free to be compassionate”. Spiritual care is
considered a transcendent theme that is influenced by culture and
history. Previously part of nursing heritage, as nursing has evolved the
spiritual care of patients has become less important. Lane (1987) has
explored the spiritual care of patients and is hopeful that nurses will,
over time, have an increased desire to attend to this aspect of patient

care.

The spiritual care of other people involves participating in spiritual

activities that extend us as people. Lane suggests this includes reflecting
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on the past, searching out the meaning of life, and achieving some inner
wisdom from this process. The inner journey related to spiritual
development has us learning to live in the present stretching ourselves
and risking loss. The personal struggle clarifies our limitations and will
often inspire us to achieve more (Lane, 1987). The personal journey of

Viktor Frankl is used by Lane to effectively illustrate this point.

During the Second World War Frankl (1964) searched for meaning while
detained in a concentration camp. Frankl suggested it was possible to
experience a deepening spiritual life despite interment, and noted that

this came more easily to sensitive people.

The role of the nurse in the care of the human spirit involves being totally
present, allowing the other person to struggle, and opening up to the
other person without fear. Lane suggests that most nurses prefer to
avoid pain and cannot work in this way. Being able to lay fear and ego
aside requires inner spiritual resources and is not a natural response.
Lane believes that nurses who are ‘called’ can stand in a spirit of
compassion with people and view their world through different lens; their

world has possibly been shaped by past religious experiences.

Summary on service as spiritual care
Spiritual care has been influenced by culture and history. According to

Lane spiritual care was once the domain of nurses but this has
diminished over time. The refinement of our spirit may begin as result of
hardship where we are inspired to search for meaning (Frankl, 1964;
Lane, 1987). Initially we are likely to reflect on our past; achieving some
degree of inner wisdom we then learn to live in the present. This is
followed by a willingness to go beyond ourselves, risk loss, and endure
hardship as we connect with other people (Lane). It is uncommon to find
people naturally imbued with inner spiritual resources and willing to lay
aside their ego (Lane). The people who engage in the spiritual care of
others have usually experienced some type of hardship, searched for
meaning, and learned to trade in the messy landscape of feelings;

Frankl suggests this comes more easily to sensitive people. Emotional
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labour is one name given to this type of work, and emotional labour is

now discussed.

Service as emotional labour
James (1989) defines emotional labour as “labour involved in dealing

with other people’s feelings” and it is undertaken in both the private and
public domain (p. 15). The care of others in a domestic setting is
predominantly carried out by women and considered unskilled labour. In
a phenomenological descriptive study on emotional labour in nursing,
three participants identified that managing emotions was beneficial to
both home and work life (Staden, 1998). Managing emotions is an
integral part of how families function, but it is poorly explored in the
literature. Emotional labour tends to receive a low level of public
consciousness and is hidden from scrutiny, not considered scientific, is
poorly recorded, under-explored, ignored, and poorly defined (Staden,
1998; James, 1992). According to James (1992) women may find
themselves stigmatised as emotional and subordinated in society
because of the emotional labours they perform. The emotional labour
that occurs in health services involves health professionals with
knowledge and skills, doing for patients in the public arena. According to
James, the most visible aspect of the work is physical, with the
emotional aspect long ignored. Nurses retain considerable autonomy in
their work and are able to move beyond the rules, using their discretion
to add something extra to the patient-carer relationship (Bolton, 2000).
This is what Titmuss (1970) described as a gift relationship; it carries no

implicit or explicit demand for a return gift.

According to Hochschild (1983, p. 7) emotional labour “requires one to
induce or suppress feelings in order to sustain the outward countenance
that produces the proper state of mind in others — the sense of being
cared for in a convivial and safe place”. Seeking to explore the idea of
emotions as a messenger, Hochschild tracked flight attendants
performing a day’s work in his quest to unravel this phenomenon.
Hochschild was able to identify the characteristics of emotional labour

undertaken by air hostesses and separated them into three distinct
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groupings. Face-to-face contact with the public was revealed as the first
characteristic of emotional labour. Secondly, the air hostess would
produce an emotional state, such as gratitude, in the other person.
Lastly, the behavioural activities of the air hostess were controlled and
influenced by the employer’'s training scheme and close ongoing

supervision.

Emotional labour involves a host of learned skills. These skills include;
listening to someone, being with someone, using intuition and instinct,
juggling time, anticipating, trouble shooting, and demonstrating warmth
through personal attention (James, 1989). It can be physically and
emotionally exhausting; the worker does not provide a formulaic
response, and society does not recognise the challenges this creates
(James, 1989; Staden, 1998).

It is reported that men tend to work as the emotional managers, setting
the parameters of the work with the real emotional work completed by
semi-professional females (Hearn, cited in James, 1989, p. 32). Men’s
work is valued and viewed as rational; on the other hand women’s work
is marginalised and subordinated. In the age of management
accountability, it is startling to realise that the impact and consequences
of emotional labour are rarely accounted for. Levinson (cited in James,
1989) suggests that aggressive emotion is sanctioned if it contributes to
competition. Men tend to be under-represented in jobs that require
significant emotional labour (James, 1989, p. 36). Until men are better
represented in careers such as nursing, one wonders how much
recognition emotional labour will receive and how much financial reward

women can achieve.

Summary on service as emotional labour
Emotional labour deals with people’s feelings and is considered

beneficial as well as being considered a commodity (Hochschild, 1983;
James, 1989). Occurring in both the public and private sides of life,
emotional labour receives scant attention in comparison to physical

labour (James, 1989; Staden, 1998). The public is reported to have a
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low level of awareness of emotional labour, as it is under-explored and

hidden from scrutiny.

One of the key characteristics of emotional labour is face-to-face
contact; another — identified in the study of flight attendants -
acknowledged that the employer maintained significant emotional control
over the employee via training and supervision (Hochschild, 1983).
Despite this, James (1989) maintains that managers rarely, if ever, take

emotional labour into account.

There is no set formula for the delivery of emotional labour and it takes
much energy from the person providing this type of work (James, 1989;
Staden, 1998). Elements of emotional labour can be learnt and include
listening, being with, anticipating, troubleshooting, and provision of

personal care.

Men are seldom involved directly in emotional labour, they tend to plan
and supervise its delivery. James reports that women carry out the bulk
of emotional work. There is an association between emotional labour
and caring, compassion, and sentimental work, this affiliation is now

considered.

Service as caring, compassion, and sentimental work
The strategies for maintaining composure developed by nurses caring

for dying patients was identified as sentimental work (Strauss,
Fagerhaugh, Suczek, & Weiner, 1982). One definition of sentiment is “a
mental attitude determined by feeling” (Collins, 1992, p. 1224). Strauss
et al (1982) classified seven types of sentimental work during their large
qualitative grounded theory study that considered the impact of medical
technology in hospitals. It is acknowledged that there may be more than

seven types of sentimental work (Strauss et al, 1982).
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The first type of sentimental work involves an interaction between
people. The hallmarks include being courteous, listening without
interrupting, and interacting with the patient in a pleasant manner.
Strauss et al (1982) related several stories about neglectful and insulting
experiences where this interactional work did not occur. The second
type of sentimental work is trust. The building of trust varies from
situation to situation and person to person. It may involve lengthy
discussions and possibly demonstrations; in an emergency situation this
type of work may be neglected (Strauss et al). Creating composure
through the holding of a hand or offering reassuring words of comfort
comprise the third type of sentimental work. According to Strauss et al
the flow-on effects of composure work can be significant, especially
when procedures or treatments are repeated.

The fourth type of sentimental work is called biographic (Straus et al).
Used predominantly to obtain a patient’s history for diagnostic purposes,
it can enhance the therapeutic relationship when healthcare
professionals disclose some of their own biography. A second positive
outcome that results from biographic work is the motivating force it
creates to assist patients through tough times. The lack of biographic
work is reported to reduce both patient and general ward morale
(Strauss et al). Physiological work is connected strongly to the identity of
the patient and identified by Strauss et al as the fifth type of sentimental
work. Strauss et al note approvingly that there is a trend in nursing to
“work with a patient” to prepare the patient for the next phase of their
health journey. The sixth type of sentimental work is awareness of
context and is aimed at helping patients maintain composure and will, on
occasion, involve the withholding of information regarding an
unfavourable diagnosis (Strauss et al). The final type of sentimental
work is called picking up the pieces and is likely to involve a healthcare
professional making an apology to a patient. The apology usually relates
to inconsiderate behaviour by another healthcare professional (Strauss

et al).
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Interestingly, Strauss et al (1982) report that sentimental work is not
made explicit, and is not usually documented in the notes of hospital
patients. Neither is anyone held accountable for this type of work.
Despite acknowledgement that this type of work is complex, it tends to
be embedded in other work performed by doctors and nurses. Strauss et
al caution healthcare workers not to neglect sentimental work because
lack of it is likely to incur patient complaints related to depersonalisation.
Connecting with patients will often result when the healthcare workers,
often the nurses, provide physical and emotional care to a patient. The
concept of caring in nursing practice has resulted in the production of

multiple theses. Some of these views are now considered.

Caring is defined as “showing care and compassion; of or relating to
professional social or medical care” (Collins, 1992, p. 201). According to
Chinn (1991) “caring is fundamental to human experience” and although
it has remained largely unexamined by academia, Chinn suggests
nurses need to embrace caring as an aspect of their practice (p. xv).
Vezeau and Schroeder (1991) selected seven authors and examined
their views on caring. The view of each author is briefly presented.®
Mayeroff (p. 2) proposes that caring brings self-actualisation for the one
being cared for and is grounding for the one who provides caring. Caring
is described by Gadow (p. 3) “as an end in itself and the highest form of
commitment to patients”. Noddings states that caring may or may not
involve action or verbal communication and is a way of being. Watson

identifies nurses as the leaders in caring where,

caring involves the will to care, the intent to care, and caring actions.
These actions can be positive regard, support, communication, or
physical interventions of the nurse. Caring is commitment to an end, the

protection, enhancement, and preservation of the dignity of the other.
(p- 3-4)

Rather than action, Buber like Noddings states that caring is a way of

being. Jonas is a philosopher who believes caring “arises out of the

1 All of the authors in this section are cited in Vezeau & Schroeder, 1991 [V & S]).
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freedom to relate” (p. 4). The final view of caring was obtained from
Audubon, who suggests that it involves the preservation of the natural

state of things.

Vezeau and Schroeder (1991) summarise the seven propositions on
caring as a means to an end and propose that caring can be seen as an
instrument in this situation. Alternatively the caring relationship may
have greater value when the caring is not related to a specific outcome
(Vezeau & Schroeder). Caring is reported to be beneficial for both the
carer and the person receiving care; it may promote healing, and
facilitate life being experienced fully. Vezeau and Schroeder suggest
that caring can be understood in a variety of forms and that one

definitive model does not exist.

Pellegrino (cited in Bishop & Scudder, 1991, p. 24), “describes four
types of caring — all of which are integrally related in healthcare; (1)
compassion for others, (2) doing for others what they can’t do for
themselves, (3) using professional understanding and skill for the
patient’s good, and (4) taking care in the sense of being diligent and
skilful in actual practice”. These findings are similar to those presented
by Staden (1998) in a phenomenological study that explored caring and
the emotional labour components of nursing. The six themes identified
by Staden that emerged are briefly listed here; public and private
spheres, giving of yourself, coping, appearing caring, value and visibility,

and nurses are human too.

Graham (1983) believes that caring can affect how we define ourselves
and our social relationships, and that caring impacts on social policy.
Caring is depicted as a labour of love that usually occurs in the privacy
of our homes (Graham, 1983; Staden, 1998). Feelings expressed in
conversation convey caring to friends, children, lovers, and parents
(Hochschild, 1983; Graham, 1983). Although caring is recognised as a
universal need, Graham suggests that care is only facilitated in certain
social relations and is usually undertaken by women, in contrast men

tend to have relationships based on competition.
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Most jobs accept social distance as the norm, but jobs such as nursing,
teaching, and social work are the exception. According to Graham
(1983), many psychologists suggest women achieve femininity and a
sense of fulfilment through caring. Graham states that psychologists
“misrepresent and trivialise the nature of women'’s role” (p. 20). Graham
agrees with Greenleaf (1991) that civilisation has not recognised the
contribution of caring. Caring is dismissed and, at most, considered an
incidental contribution to the maintenance of patriarchy and capitalism.
The stressful nature of caring is obscured according to Graham. The
conclusion reached by Graham is that there are disadvantages in
separating labour and caring, with caring seen as a sacrificial female act

rather than self-actualisation and fulfilment.

Caring is unique in that it remains a form of labour with limited scope for
mechanisation, while profit making is usually dependent on
mechanisation (Graham, 1983). Baker Miller (cited in Graham, 1983, p.
21) suggests that women acquire the predisposition to care to survive in
a male-dominated society. Graham does not agree with Baker Miller and
postulates that economic and social relations at work and at home affect
the caring role. By supporting the assumption that women enjoy this
role, the ideology that supports women’s subordination is perpetuated
(Sayers, cited in Graham, 1983, p. 22).

Social scientists suggest that for an economy to function, families must
provide significant privatised care, labelled as unspecific labour
(Graham). Caring, or the lack of it, becomes visible only when it is not
undertaken as expected (Meylan, 2005; Johns, 2005). According to
Graham women in caring roles outside the home often confront the very
demands that oppress them within the home; unending helping,
nurturing, supporting, and educating. Women experience contradictory
tensions in relation to caring; they often provide care but may not receive
care from others (Graham).

Compassion is the third and final theme in this section. Compassion is

defined in the Collins Dictionary (1992, p. 269) as “a feeling of distress
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and pity for the suffering or misfortune of another”. McNeill, Morrison,
and Nouwen (1982) define compassion from the Latin words pati and
cum — to suffer. In a narrative study on compassion in organisations,
Frost, Dutton, Worline, and Wilson (2000) define compassion as
empathetic concern for the welfare of others. Frost et al (2000) link
compassion with people sharing pain, fear, anguish, and vulnerability.
McNeill et al offer an opposing view, that most people avoid being
compassionate and consider suffering in this way to be abnormal. Frost
et al report that participants in their study did not adhere to normal
organisation rules when they engaged in a dialogue about compassion.
One of the normal rules that was cast aside was that of putting on a front
to keep life problems at home and separate from the workplace (Frost et
al, 2000).

According to Frost et al people bring their pain to their work. Actions of
kindness and affection allow people (staff members as well as patients)
to connect with each other and promote healing in these workplace
communities in broad, reciprocal relationships; this compassion
represents humanity in the workplace. Acts of compassion may be
planned or spontaneous, solo or collective, and usually target the
moment that might make a difference for someone; “compassionate
action involves moving from not knowing and using attunement to guide
action” (Frost et al, 2000, p. 32). Advanced nursing practitioners are
reported by Frost et al to have developed emotional attunement that
enables them to read a patient and grasp the emotional tone of the

situation.

Frost et al have identified nine characteristics of compassion; (1) being
present, (2) patience, (3) sensitivity, (4) giving of self (5) strengthened
relationship, (6) increased trust, (7) co-operation, (8) mutual support,
and (9) collaboration. Workplaces that were identified as being
compassionate were able to attract and retain staff, despite work
exhaustion or emotional overload limiting or inhibiting expressions of

compassion (Frost et al). According to Roach (1991) the world is crying
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out for meaning, love, tenderness, and compassion and Nouwen (cited

in Roach, 1991, p. 13) suggests we:

go where it hurts, to enter into the places of pain, to share
brokenness, fear, confusion, and anguish. Compassion
challenges us to cry out with those in misery, to mourn with those
who suffer loneliness, to weep with those in tears.

Compassion requires us to be weak with the weak,
vulnerable with the vulnerable and powerless with the powerless.
Compassion means full immersion in the condition of being
human.

Summary on service as sentimental work, caring, and compassion

The seven types of sentimental work identified by Strauss et al (1982)
are headed by ‘interaction between people’ — which was listed first of the
seven types — and is where being courteous, listening without
interrupting and being pleasant are important. ‘Building trust’ was the
second type of sentimental work. The third type is called ‘creating
composure’ where the health professional offers verbal reassurance and
physical reassurance through touch, such as holding a patient’s hand.
Motivating the patient through tough times and enhancing the
therapeutic relationship is claimed to be achieved through ‘biographic
work’. This fourth type of sentimental work involves disclosure of
personal information or sharing the health professional’s biography with
the patient. ‘Physiological work’ is the fifth type of sentimental work. The
sixth type is called ‘awareness of context’, and means working with the
patient to maintain the patient’'s composure in the context of the patient’s
situation. The seventh and last type of sentimental work is called ‘picking
up the pieces’, and involves one health professional making an apology
to a patient regarding the attitude or behaviour of another health

professional.

When sentimental work is not attended to, patients report that their care
lacks a personal touch and feels depersonalised. Strauss et al have
highlighted that sentimental work is important, but note that it is rarely
specifically assigned to any particular health professional, made explicit,

and not usually documented in the patient’s records.
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Vezeau and Schroeder (1991) considered the views of seven theorists
on the notion of caring. Mayeroff (p. 2) linked caring with self-
actualisation. Gadow (p. 3) suggested caring is the highest form of
commitment to a patient. Noddings and Buber (p. 3) agreed that caring
is a way of being. Watson (pp. 3-4) promotes the idea that caring is
protective, enhancing, and preserves dignity. Jonas (p. 4) says caring
creates freedom to relate. Finally, Audubon (p. 4) believes caring
preserves things in their natural state. No one model of caring was
elevated above others by Vezeau and Schroeder but they suggest that
caring is beneficial to both the carer as well as the person being cared

for.

Four types of caring were proposed by Pellegrino (cited in Bishop and
Scudder, 1991, p. 24): firstly, compassion for others; secondly, doing for
others; this was followed by applying professional skill for the good of
others; and lastly, ensuring you were mindful in your provision of skilled

care.

In a study undertaken by Staden (1998) six themes on caring emerged;
firstly it was considered beneficial to learn how manage your emotions
and these benefits affected both the private and public spheres of life.
The next theme involved nurses being ‘real’ with patients and role
modelling alternative methods for emotional management to patients in
their care. The third theme identifies women as emotional sponges who
cope with the highs and lows of providing care. Being able to control
your facial expression and body language was the fourth component of
caring. The fifth theme that emerged in the study suggested that caring
is not valued and receives poor visibility. Lastly, the relatives of patients
suggested that nurses are superhuman when they deal with, and care
for, demanding and difficult patients. Nurses believed they were simply
human but required appropriate remuneration and greater

acknowledgement for the caring they provide.

Graham (1983) believes that caring is usually expressed by women,

hidden predominantly in the home, and involves an expression of
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feelings that creates stress. Caring cannot be mechanised and does not
follow a set formula. The caring roles women perform are often
trivialised and Graham (1983) suggests that women’s subordination is

perpetuated by the assumption that they enjoy the caring role.

Compassion in the workplace was considered unusual but recognised
as enabling connection between people (Frost et al, 2000). This
connection was considered a hallmark of advanced nursing practice.
According to Frost et al, compassion comprises the following nine
characteristics: being present, patience, sensitivity, giving of self,
strengthened relationships, increased trust, co-operation, mutual
support, and collaboration. Compassionate action was limited in times of

workplace exhaustion and emotional overload.

Summary
Vocation is identified as a special urge or predisposition, a religious

calling, and has traditionally been used by men to persuade women into
professions such as nursing. Appropriate financial remuneration for
service jobs such as nursing has not been forthcoming and as the
scientific paradigm has gained prominence, and as civil liberties and
individual rights have gained prominence over the 20™ century, the
notion of vocation has gone out of favour. These issues have impacted
on the attraction and retention of people into service professions such as
nursing. Interestingly, the links between vocation and nursing appear to
have remained dominant in Latin American countries where the Roman

Catholic Church continues to play a significant role in people’s lives.

Spiritual care as service has a very low profile in the west. A journey of
self-reflection, ego reduction, and a willingness to work with others
usually involves pain and fewer people are prepared to travel this path.
The spiritual care of another does have links with vocation, emotional
labour, and sentimental work. All these concepts involve some degree of
face-to-face contact, where listening skills, being with, problem solving,
and personal care are utilised. These concepts demand a degree of

emotional self-management/emotional intelligence and are usually also
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physically demanding. Unfortunately the complexity and challenges of
these aspects of work have been poorly explored, not made explicit, and
not bought into the public consciousness. As a result, the spiritual care
of another, emotional labour, and sentimental work remain
predominantly the realm of women and a myth exists that women are

fulfilled in these roles.

Caring and compassion underpin our society, yet their importance and
value to society is hidden; ironically, they tend to become visible only
when they are absent. Caring and compassion cannot be prescribed or
mechanised they require time and energy. Some aspects of service
work are learnt; for example, it is possible to improve your listening skills
and therapeutic communication skills through repetition and practice.
Use of intuition and patience, building trust, and sharing something of
your own biography are essential to skilful service work with others in
this field.

Multiple perceptions of service exist, and this literature review has
presented a selection of the views of academics and theorists. Exploring
the complexity and demanding nature of service may highlight
contributions that are made to society, promote and re-brand nursing as
a fulfilling career, uncover hidden meaning, and enhance and expand
the dialogue on service. It is important to hear the voices and experience
of health practitioners for their perception on the meaning and

importance of service.
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Chapter 3 Methodology

A lack of clarity surrounds the meaning of service, why it matters, and to
whom it matters. | have a deep conviction that service matters to people
who provide it and to people who receive it. Yet the notion of what
service is and its meaning rarely receives attention in healthcare circles.
It does not appear to be fashionable to be attracted to a career where
you provide service to others. A case in point is the increasing difficulty
schools of nursing have encountered in attracting potential candidates to
a career in nursing (Nursing Council of New Zealand, 2000).

As a nurse and educator | have observed and participated in many
service encounters. | noticed how my colleagues interacted with patients
and students and how the patients and students responded. | have tried
to 'cherry pick’ the best ideas and integrate these ideas into my own
practice; many of these ideas were related to the delivery of service. For
example, the simple courtesy of introducing yourself to a patient and
explaining how long you'd be on duty and how to call for assistance if
you were not around appears to have a very positive affect on the
ensuing relationship. | have not found it demeaning to serve, to help, to
meet another person’s needs, to educate, to facilitate, or to assist with

day-to-day activities of living in the course of my profession.

With a deep conviction that service matters, | am interested in knowing
whether it matters to other health professionals, especially nurses. |
believe it is important to explore this challenging issue and, importantly,
to utilise a process that empowers people. Women and nurses can often
find themselves marginalised, so group processes were specifically
utilised to empower and maximise success with this venture. Instead of
the lead researcher potentially holding all the power, everyone who
attended the group sessions was encouraged to have power, by
contributing ideas and being actively engaged with analysis and decision
making. Everyone in the group agreed to be involved both as a

participant and as a co-researcher. The participants acknowledged that
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a group of people would often challenge, debate, and develop an idea
past the point that an individual can achieve. This whole approach then
sought to use a research methodology that philosophically honours the
participant, contributes to participatory involvement, and in so doing
increases the epistemological validity of the data generated (Reason,
1988).

Methodology
A qualitative rather than a quantitative paradigm was required to address

the research question in this study. Subjective information was sought
from participants avoiding the use of variables and quantitative
measures. The qualitative research approach has evolved from
poststructuralist schools where the number of participants is small and
the purpose of the study is to understand them rather than measure
them. A qualitative methodology was selected in preference to a
guantitative methodology because the notion under study is of a
subjective nature and involves the lived experience of the participants.
The research involved “collaboration, participation and valuing
naturalistic experiences rather than setting up controlled experiments in
which the researcher is distanced from the subject” (Cotter & Smith,
1998, p. 217). The participants and researcher expected to work

together to uncover meaning during the research process.

The initiating researcher required the research approach to complement
critical social theory and is asking whose interests were being served.
The research must also be emancipatory and participative in character.
“The simplest description of co-operative inquiry is that it is a way of
doing research in which all those involved contribute both to the creative
thinking that goes into the enterprise ... and making sense of what is
found out ... a form of education, personal development and social
action” (Reason, 1988, p. 1). According to Heron (1996) co-operative
inquiry is “a vision of persons in reciprocal relation using the full range of
their sensibilities to inquire together into any aspect of the human
condition with which the transparent body-mind can engage” (p. 1). Thus

the co-operative paradigm follows post-positivist thinking, where the
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worldview was reductionist; in co-operative inquiry people participate in
the research rather than have the research done on them (Reason,
1988).

The research paradigm needs to match the topic under inquiry. The co-
operative inquiry methodology is suited to the question under
consideration (that is, to determine the meaning and importance of
service for health professionals) as well as my own philosophical values.
These values include the notion that people are unique, that group work
can be healing and empowering, and that we honour each other by

listening to each other’s experiences and stories.

The challenges to this approach include the time and energy
commitment required from participants. It may be difficult to capture
interest in a venture that requires such a commitment. However,
knowing this in advance helped when scoping the agreed group
process. For example, we agreed to have monthly meetings on campus,
in a central location, and to meet at the end of our working day for no
longer than two hours. Co-operative inquiry allows two or more people to
experience and reflect on a research topic; a description of the origin,
intent, and general manner and structure of co-operative inquiry is now

presented.

Co-operative inquiry
Experiential learning and action research developed from the work of
Kurt Lewin during the 1950s and has some affinity but also difference
with co-operative inquiry. Heron (1996) suggests that in co-operative
inquiry both the researcher and participants engage in a reciprocal
relationship where they take on the double role of being both a
participant and co-researcher. Heron presented the model of co-
operative inquiry in 1968-69 as the result of reflection on mutual gazing
that occurred during interpersonal encounters. During the 1970s Heron
applied rudimentary forms of co-operative inquiry during workshops that
explored a large number of topics, and reports that three phenomena
emerged. Firstly, that an interdependence exists between observing
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phenomena and exploring alternative behaviour. Secondly, in the field of
transpersonal psychology it was possible to counter authoritarianism and
arbitrary intuitionism by applying peer experiential research. Lastly,
social oppression and disempowerment could be opposed with co-
operative inquiry to form a self-generating culture (Heron, 1996).

John Heron, Peter Reason, and John Rowan established the New
Paradigm Research Group in London in 1978. During the early 1980s
Peter Reason and John Heron collaborated on the methodology of co-
operative inquiry and worked on research projects with counselling
colleagues and later with a group of general practitioners. The academic
centre for co-operative inquiry in the UK is located in the School of
Management at the University of Bath, within a Post Graduate Research
Group that includes Peter Reason (Heron, 1996).

Meanwhile, in other parts of the world, co-operative inquiry has
developed its own distinct style. Finnish academics Marja-Liisa Swantz
and Arja Vainio-Mattila have worked in Africa for many years with an
emphasis on establishing a dialogue between grass roots peoples and
researchers. They call their form of co-operative inquiry ‘participatory
research’ (Reason, 1988). In the USA, collaborative inquiry and action
science emerged from critical theory, humanistic psychology, and
organisational development and its proponents include Bill Torbert and
Bob Krim (Reason, 1988).

The intent of co-operative inquiry is to undertake research with people
where any feature of being human is explored by considering the group
experience. Heron (1996) suggests that most qualitative research is
explained as an interpretative science within a constructivist paradigm.
However, co-operative inquiry rests in what Heron describes as a fifth
paradigm, called participative reality, which has two wings — the
epistemic and the political. The epistemic wing is interested in truth and
values. The political wing is concerned with human flourishing where
participative decision-making affects all aspects of life and the

ecosystem (Heron, 1996). Both the epistemic and political wings may
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result in personal transformation, liberate disadvantaged groups,
develop theory, bring about change and development within institutions,

and culminate in the exploration of the human experience.

The general manner or structure in which co-operative inquiry is
undertaken includes the following processes. Firstly, reflection on the
subject under consideration followed by planning and decision making
about the way ahead. Secondly, the agreed action occurs and data
about the action is recorded. The group involved is likely to meet and
discuss progress and consider the data and come to some new
awareness on the topic of the inquiry. At this point the focus of the topic
may be reviewed and the way ahead discussed and decided. It is
common to cycle through these four processes between five and eight
times before the concluding threads are pulled together and final
decisions about the reporting process are agreed. It is common for the

report writing to be collaborative in nature.

Research method
The collection of data for this study occurred during focus group

interviews. This is a common method used in the social sciences
(Sarantakos, 1993). The process of co-operative inquiry allows
contribution from all involved and the distinction between participants
and researcher disappears as all become co-researchers and

participants (Reason, 1988, p. 1).

Story telling was utilised as the method to explore the meaning and
importance of service by seven tertiary educators. Tate (1998) suggests
that marginalised groups can use story telling as a powerful method for
revealing the history of a group. Qualitative research is characterised by
a small sample that share their experience. The aim of the research is to
understand the participants’ experiences.

The potential participants met together in process meeting one, to gather
first-hand information about the project and the purpose of the research.

The participants met for a second process meeting and committed to the
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study by signing consent forms and agreeing to follow a timetable to
facilitate the process. Two focus group interview meetings followed,
where the seven individuals and lead researcher shared their stories on
the meaning and importance of service. These sessions were not
process meetings. The focus group gathered for a third process meeting
to review the themes that had emerged from the initial focus groups
interview sessions. The themes revealed the meaning and importance of

service; these themes were reviewed, discussed, and agreed by the
group.

In the first process meeting, the focus group spent time discussing and
coming to an agreement on group process prior to addressing the issues
under consideration. The participants received an information sheet
(Appendix B & D) about the method, and a consent form (Appendix C). |
made it explicit to the group that the purpose of this endeavour was
primarily for the intention of completing my Master’s thesis. The group
collaboratively agreed that we would continue to meet following
completion of the thesis to pursue our desire to publish data that

emerges from this study.

The focus group discussions were audio taped and later transcribed.
Each participant received a copy of the transcripts following each
meeting and a table of the emerging themes via e-mail prior to the third
(final) meeting where the emerging themes were discussed.

Data collection
The data collection occurred via audio taping of the focus group

interview sessions, and these recordings were typed as transcripts. As
the person who initiated this research, | also recorded my own
impressions, feelings, and thoughts of this journey in an electronic
journal. The data analysis was undertaken by the initiating researcher
only and followed the story telling focus group sessions; the data
analysis aimed to make sense of the data collected. Each participant
had shared their thoughts through two stories, one on the meaning of

service and a second on the importance of service. The stories were
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from both a personal and professional stance. The story telling
stimulated other group members to contribute new ideas and insights on
matters presented. This occurred after participants had shared their

stories.

The process of data analysis occurred following the four-step process
that is described by Lamnek (cited in Sarantakos, 1993, pp. 305-306);
step one, transcription of the audio tape recordings into typed script.
Step two, analysis of the transcripts for key themes. Step three,
generalisation occurred where the differences and similarities from each
participant’s story was identified. Step four; a process of control occurred
when the participants examined the transcripts and where the material

was organised into agreed themes.

Participant selection
The prospective participants identified themselves to the researcher by

responding to an e-mail distributed across the Faculty of Health,
Auckland University of Technology (AUT) (Appendix A). Initially 14
prospective participants from various schools such as Occupational
Therapy, Physiotherapy, Nursing and Sport and Recreation within the
faculty made contact and attended the preliminary discussion meeting.
They were all health professionals involved in health education and they

were selected according to the following cri