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Abstract
Aim

The study discussed in this doctoral thesis sought to assess a potential mechanism
through which communities, who previously did not have a voice, could influence
practice and systems. The research question was: ‘How can engagement with the
community influence an existing nurse education programme, with regards the
provision of quality care for transgender people? It was based on a research informed
perspective that transgender people experience significant disparities in health and
barriers to healthcare access. The research was posited on a view that nurses are well
positioned, if appropriately informed, to enhance the healthcare encounters for

transgender people.
Methodology

The study used an action research methodology, underpinned by a social
constructionist epistemology and a philosophy of practical knowing. Action research
was selected for this study because, when networking, | discovered that there were
people in the organisation who saw a need for action, | believed that people from the
transgender community needed to inform our actions. An action research approach
would enable those that could instigate change to collaboratively work with those that

should inform change.

Method

Our study adapted a method outlined by Coghlan (2019) that provides a process for
undertaking action research within the researcher’s own organisation. This method
involved repeated cycles of constructing, planning, taking action and evaluation. It is an
approach that contributed to knowledge through focussing on the learning that
occurred throughout the research process. In total, six nurse educators, five community
members, one transgender nursing student, and two student support staff members
participated, at some point, in the action research project. Data were analysed

thematically using reflective thematic analysis (Terry et al., 2017).
Results

Engagement led to a reconstruction of how education could be designed and delivered.

This result was described through four themes:

o Engagement made visible the impact of binary normativity.



e The programme was understood to be lacking in diversity content.
e Transgender group members were repositioned as experts in their field.

¢ Organisational barriers to community engagement became visible.

Engagement led to transformation beyond the nursing programme. This result was

described through four themes:

e Collective concern around NE’s understanding of non-binary genders.
¢ Challenging organisational norms to support transgender engagement.
e Opportunities were created that empowered transgender community members.

e Reconstructing the curriculum through influencing change at a national level.
Recommendations

At a first-person level (the researcher), it is recommended that projects align to social
change movements and researchers commit to purposeful reflection to support
practical knowing. At a second person level, (the group), we found creating a safe
space for engagement, was important. We also found that recognising the experiential
expertise of community members and using a bottom-up (staff) alongside a top-down
(executive level) approach, supported transformative action. At the third person level
(wider organisation and beyond), it is recommended that community people are

positioned as subject matter experts, in the co-design of new content.
Conclusion

This study found that an action research methodology, underpinned by a social
constructionist worldview supported gender affirming practice at a programme,

organisational, local community, and national level.
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Glossary

+ Represents the diversity of genders, sexual orientations, and sex
characteristics (InsideOut, 2020)

Bisexual A person who is sexually attracted to people of their own gender
and people of other genders (Gender Minorities Aotearoa, 2020)

Cisgender A person whose identity aligns with the gender assigned to them at
birth (Gender Minorities Aotearoa, 2020)

Gay A person who is attracted to a person of the same gender
(InsideOut, 2022)

Non-binary Used by some who do not identify exclusively as man or woman
(Oliphant et al., 2018).

Genderqueer Similar to queer but the person specifically rejects binary genders,
or the conventions associated with a particular gender (Gender
Minorities Aotearoa, 2020)

Intersex Describes a variation of sex characteristics present at birth. Sex
characteristics are ambiguous in the context of male/female sex
binary (Gender Minorities Aotearoa, 2020)

Lesbian A woman or gender diverse person who is attracted to women
(InsideOut, 2022)

Queer May be used by people who reject heteronormativity and are not
heterosexual. May also be used by heterosexual transgender
people (Gender Minorities Aotearoa, 2020)

Rainbow An umbrella term that is inclusive of people of gender, sexuality,
and sexual characteristic variations (InsideOut, 2022)

Takatapui A Maori term, for those who are not heterosexual or are not

cisgender. Also used by individuals who identify as bisexual,
transgender, intersex, or part of the rainbow community (Gender
Minorities Aotearoa, 2020)

Transfeminine

A spectrum that includes trans women and people who identify as

feminine but not as binary women (Oliphant et al., 2018)

Transgender An umbrella term used by some people whose gender expression

Or and/or identity differs from what is socially constructed as typical of

Trans their sex assigned at birth. Trans is an acceptable shortening of
transgender (Gender Minorities Aotearoa, 2020)

Trans A spectrum that includes trans men and people who identify as

masculine masculine but not as binary male (Oliphant et al., 2018)

viii




LGBTQAI+ An acronym commonly used to represent members of the rainbow
community. That is, lesbian, gay, bisexual, transgender/Takatapui,
gueer/questioning, asexual, intersex, and other gender and sexual

minorities. Variations of this acronym are used within this thesis.

Note:

¢ Terminology related to gender is evolving, and individuals may define their
identity differently to definitions above. It is important to use the descriptive term
used by the person. It should also be noted that an individual’s identity or
expression of identity may change often or over time.

e New Zealand is often referred to, within New Zealand, as Aotearoa. This study

used the Te Reo Méaori, indigenous word Aotearoa when referring to New
Zealand.




CHAPTER ONE: BACKGROUND AND OUTLINE OF THIS THESIS
1.1 Introduction

Health disparities in Aotearoa indicate a need to better prepare health professionals for
the provision of quality care for transgender people (Gamble Blakey & Treharne, 2019).
Within Aotearoa, nurses make up the largest group of healthcare professionals
(Ministry of Health, 2016). However, initial personal correspondence with nursing
schools within Aotearoa (2018) conducted prior to this study, indicated that nursing
education programmes provided little or no transgender patient care content within
their respective nursing programmes. The study discussed in this thesis sought to
better understand how engagement with people from the transgender community and
their allies, using an action research (AR) process, could influence the revision of an
existing undergraduate nurse education programme. The overarching aim was to better
support the provision of quality care for transgender people. The research question for
this study was: How can engagement with the community influence an existing nurse
education programme, with regards the provision of quality care for people who are
transgender? This study sought to contribute to practical knowing and was

underpinned by a social constructionist worldview.

This chapter will firstly provide a rationale for this study. It will then present my position
by outlining my personal interest in this topic, my epistemological view, and the reasons
for the methodological approach adopted. An overview of nursing education within
Aotearoa, alongside an understanding of my organisation’s nursing programme’s
regulatory environment and factors influencing this study’s curriculum design and

content will also be presented. An outline of the thesis’ chapters will then be provided.
1.2 Rationale for this study

There is a global growing need for a change in practice with regards people who
identify as transgender. Studies outside of Aotearoa, have shown that transgender
people experience significant disparities in health. Transgender people have higher
than general population rates of unemployment, homelessness, poverty, and societal
marginalisation (Chisolm-Straker et al., 2017). They also have higher rates of
substance abuse (Grant et al., 2010), depression (Hyde et al., 2014), and suicidality
(Reisner et al., 2015). Young transgender people may face intolerance at home, or
experience discrimination at school, which could significantly impact on their health and

social wellbeing (Winter et al., 2016).



Transgender people in Aotearoa experience similar disparities. An Aotearoa study (Tan
et al., 2020), involving 1176 survey participants concluded ‘trans and non-binary’
people were more likely, than the general population, to have experienced
psychological distress; to have considered or attempted suicide; to have used
cannabis; and/or to have experienced sexual violence. This study also found
transgender and non-binary people were more likely than the general population to
experience unemployment, financial hardship, and periods of homelessness.
Fenaughty et al. (2021) found that transgender and non-binary school students in
Aotearoa were less likely to have someone they felt cared for them; less likely to feel
connected at school or safe in their neighbourhood; and far more likely to report

symptoms of depression.

International studies have shown transgender people also experience numerous
barriers to accessing healthcare. Such barriers include: challenges to navigating and
accessing gender affirming health care or being refused treatment (Roberts & Fantz,
2014); previous experiences of violence or harassment when accessing healthcare
(Shires & Jaffee, 2015); providers refusing to use requested pronouns (Bradford et al.,
2013; Grant et al., 2010; Lim et al., 2014); patients needing to educate providers on
transgender patient care (Bauer et al., 2014; Grant et al., 2010); and the blaming of
health conditions on gender affirming procedures (Legal, 2010). These studies
exemplify that globally many transgender people experience discrimination, or inept
care when they attempt to access healthcare. Discrimination within healthcare settings
is a salient issue for members of gender diverse communities (Jaffer et al., 2016). Fear
of discrimination deters transgender people from accessing appropriate and timely
healthcare (Bauer et al., 2014; Grant et al., 2010) and may be subsequently

detrimental to health outcomes (Fowler et al., 2018).

An Aotearoa study (Tan et al., 2020) argued health inequities for transgender and non-
binary people were exacerbated by factors that presented barriers to healthcare
access. Over a third (36%) of the participants in their study reported having avoided
seeing a doctor because they were worried about being disrespected or mistreated.
These findings reflect the findings of the 2008 survey undertaken by the Human Rights
Commission (Aotearoa) which found many transgender people in Aotearoa did not
want to seek medical help even for minor matters due to previous negative health care
experiences. Such experiences included misgendering, moral lectures and the use of

dehumanising language (Human Rights Commission [HRC], 2008).



In Aotearoa, when accessing healthcare, individuals have the right to be treated with
dignity and respect, and to receive care of an appropriate standard that is free from
discrimination. These rights are set out in New Zealand’s Health and Disability
Commissioner Act (Ministry of Health, 1996, [reviewed 2014]) and in International
Human Rights Law (Hairsine, 2018). However, there are significant gaps in healthcare
provider education that impact on the ability of healthcare practitioners to competently,
provide appropriate healthcare for members of the transgender community (Gamble &
Treherne, 2019). So, despite these rights, in Aotearoa, healthcare practitioners are not

educated to provide an appropriate standard of care for transgender people.

Action that supports education for nurses in their care of people from the transgender
community would significantly improve the healthcare experience for this population
group. This is because, nurses make up the largest group of healthcare providers in
Aotearoa (Ministry of Health, 2016) and they move into a wide range of medical and
social work fields. Nurses can play a significant role in enhancing the health care
experiences of gender diverse patients, particularly in hospitals, emergency
departments and inpatient settings (Middleton & Holden, 2017). This is because within
such settings they are the health care professionals who have the most direct contact
with patients (Riley, 2015). Additionally, nurses can be influential in health institutions’
organisational policies (Arabi et al., 2014). Nurses are well positioned, if given the skills
and knowledge, to influence healthcare encounters for transgender people and can, if

made aware, challenge policies and processes that are not gender affirmative.

Nurses are required to provide culturally safe care for their patients. At the start of this
study there were no Aotearoa based studies that had investigated how nurse education
supports the provision of quality care (including culturally safe practice) for transgender
patients. Nursing programme leaders, in response to an email sent via the ‘Nurse
Education in the Tertiary Sector’ (NETS) network indicated few nursing programmes
included content pertaining to transgender health care, (personal correspondence,
2018). For programmes that had content related to transgender healthcare it was a
brief one-off presentation session related to LGBT (lesbian, gay, bisexual, and

transgender) culturally safe care.

International studies also indicate there is inadequate attention given to the topic of
transgender healthcare within nursing literature (Merryfeather & Bruce, 2014) and
nurse education (Carabez et al., 2016). According to Nursing Council of New Zealand
(2011) culturally safe care is defined by those who receive it, which implies transgender

people should inform content related to transgender patient care. At the start of this



study there were no published Aotearoa based studies, and few international studies,
that have researched how healthcare educators can engage with transgender people
to inform their programmes. Studies of projects that have sought to incorporate
transgender healthcare content into an existing nursing programme will be reviewed in

chapter two of this thesis.

Within Aotearoa, transgender population groups are becoming more visible, and many
organisations are moving towards becoming more inclusive of gender minorities.
Health providers within Aotearoa have indicated that the demand for gender affirming

services has increased significantly over recent years.

Increasing recognition of transgender and non-binary gender identities, and
associated health disparities, indicate an unaddressed and growing need for
teaching about transgender healthcare. Globally, and in Aotearoa/New Zealand
there is a corresponding need for high-quality research on how to best deliver
this education (Delahunt et al., 2018, p. 104).

The increased need for health services for transgender people has vital implications for

healthcare education, research, and practice.

In summary, national and international literature indicates transgender people
experience disparities in health and healthcare access. Negative experiences within
healthcare settings create barriers to accessing healthcare. Nurses are well positioned
to positively impact healthcare experiences for transgender people; however, they are
not educated sufficiently to enable them to do this. This study sought to engage with
members of the community to influence a nursing programme with regards transgender

healthcare.
1.3 Positioning the researcher
Factors that led to my interest in transgender healthcare.

My interest in transgender people’s health care was initially sparked by a participant in
a previous research project. The previous study was about sexual health vulnerabilities
for midlife and older women. | was pleasantly surprised when an older transgender
woman responded to the request for participants. Her story was enlightening, but also
very saddening when she discussed her health care experiences. This woman'’s stories
saddened me as she described how she had been refused gender affirming therapy by
several healthcare professionals. The therapy she was finally prescribed, after some

time, she realised was aimed at supressing libido, rather than supporting her as a
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woman. She managed to advocate for herself in an unsupportive medical system, and
successfully had gender affirming surgery over 50 years ago. | was fascinated by this
woman’s narrative because she had challenged her poor treatment, and found a way to
gain gender affirming surgery, at a time when it was not readily available. While this
particular interview was focussed on mid-life women’s sexual health vulnerabilities,

years later it led me to reflect on transgender people’s healthcare experiences.

From my own life experiences, | have seen that there can be tough consequences for
those who assert themselves as being outside of western gender norms. As a child, |
was a ‘tomboy’: | was not comfortable with traditional female presentations or interests;
my ‘boyish’ clothes, short hair, deep voice, and muscular physique caused people to
ask about my gender. The “are you a boy or a girl?” questioning, as | got older, made
me feel uncomfortable. As an adolescent, my masculine look, despite my efforts, by
that time, to conform to female norms of presentation, positioned me as ‘undatable’ and
subject to cruel comments from some teenagers and numerous adults. This led to a
decade, or more, of eating restrictions to reduce muscle mass to look petite, my
perspective then of what feminine should look like; promiscuity and unsafe sexual
practices to affirm my desirability as a female; and depression. With marriage, children,
age, and a societal shift in attitudes towards muscular physiques of women, | became
less offended by people’s comments such as “you are so muscular,” and “your voice is

so, uhm, husky”.

Prior to starting my doctoral study, | met an amazing young person who identified as
gender non-binary. This young person discussed their anxiety, in relation to an
impending hospital stay. Their anxiety was based, in part, on what they had heard from
other transgender people who had experienced negative encounters when accessing
healthcare in Aotearoa. This young person was also anxious because they were
uncertain as to how things would be organised with regards the admission process and
the ward they would be admitted to. It occurred to me that nurses, particularly nurses
working in hospital settings, could significantly influence a patient’s healthcare

encounter, if they were educated about gender affirming healthcare.

| reviewed national literature but found no studies on this topic. International literature
indicated that few nursing programmes included content related to transgender
healthcare. Being a science educator within a nursing education programme afforded
me some critical distance and allowed me to consider how nurse education is socially
constructed, with regards nursing practice and transgender healthcare. | initially

considered undertaking a mixed method methodology research to learn more about



transgender people’s healthcare experiences, and subsequently contribute knowledge
to nursing literature on this topic. However, as the preparation for the study progressed,
| realised that an AR approach would better support the study’s purpose. This

realisation is discussed next.
1.4 Why action research?

Initially, | considered positioning this research within the transformative paradigm that is
promoted by Mertens (2010) as an overarching paradigm for mixed methods
methodology. This is an emerging paradigm, inspired by, and bearing a close
relationship to, critical theory (Romm, 2015). In an earlier work, Mertens (2007),
posited that researchers working in the transformative paradigm seek knowledge that
holds potential for social justice. Nursing education in Aotearoa must ensure students
are committed to social justice (Nursing Council of New Zealand, 2021 [updated
2022]). A commitment to social justice needed a project that sought to challenge
oppressive structures and practices that cause individuals to feel disrespected or
unsafe or lead to unequal access to opportunities that would enable them to strive. This
is not so much about resources, although resources are important, but more about
people being able to go about their daily lives without feeling, or being made to feel,

inferior to others.

My personal sense of inferiority stems from my school days. At that time, | lived in a
council/state house, my mother was unmarried, and her boyfriend lived with us. |
attended a high socio-economic Catholic school. | felt, at school, that the girls from the
good Catholic families were treated differently to me. Most times the discrimination was
quite blatant. My school years were awful. While, | am now in a more privileged
situation, | am mindful of how societal norms and structures can lead to the positioning
of some people as having more or less value than others. When planning my doctoral
study, | wanted to undertake research that would bring about change that had a social
justice intent. Lewin (1946), whose work led to the development of AR methodology,
argued: “research that produces nothing, but books will not suffice” (p. 35). Over time, |
came to the opinion that AR would support social justice related changes within the

programme where | worked, and subsequent improvement in nursing practice.

Another factor which influenced my decision to use an AR approach was that several of
my work colleagues, who knew of my interest in transgender people’s health,
approached me individually for support in their developing transgender patient care
content for their respective papers. | realised there were people in my organisation who
wanted to bring about change but were unsure of how to go about this. Lewin (1946)

6



described a comparable situation when he sought a research approach that could
transform the great amount of goodwill of the people, who saw a need for change but
who “felt to be in the fog” (p. 34), into organised, efficient action. | considered co-
workers’ requests for change as an opportunity to transform our curriculum, however, |
was not an expert on transgender health. | came to realise we needed an approach
that would enable nurse educator engagement with transgender people to bring about

change. AR was an approach which addressed this need.
1.5 Why a social constructionist epistemology?

My personal world view is that knowledge is socially constructed. For several reasons,

a social constructionist epistemology aligned well with this study:

e This study focussed on transgender wellbeing. Transgender wellbeing is
impacted strongly by a strong socially constructed view of gender as being
normatively binary.

¢ This study was positioned within an existing nurse education programme.
Nursing education is also socially constructed. Nursing curriculums are
developed within particular socio-cultural contexts and are influenced by
prevailing discourses.

e This study used an AR methodology, underpinned by a philosophy of practical
knowing. A key characteristic of practical knowing is that knowledge is socially
constructed.

While these are big statements, they are presented here to position the research

approach. They will be unpacked and discussed more within this thesis.

In summary, discussions with transgender people led me to seek to understand and
address barriers to healthcare access for transgender people. Nurse educators (NEs)
within my organisation requested support for change with regards the addition of
teaching material related to the provision of quality care for transgender patients. This
led me to an AR approach that assumed knowledge at a discursive level and social
norms with regards gender are socially constructed. The context of this study, nursing

education within Aotearoa, is discussed next.



1.6 Context of this study
Nursing education within Aotearoa/New Zealand.

For nurses to practice in Aotearoa they must have completed a three-year Bachelor of
Nursing degree or a two-year Master of Nursing Science or graduate entry programme.
All students must also pass a state final examination set by the Nursing Council of New
Zealand (NCNZ). ‘Bachelor of Nursing’ students are required to complete their
qualification within five years. ‘Bachelor of Nursing’ programmes are offered at five
universities and 12 polytechnics. That said, all polytechnics in Aotearoa recently
merged into a unified body, Te Plkenga. However, it is likely that the polytechnic sector
will undergo further changes in the near future. Graduate entry programmes are offered
at six universities and one polytechnic. The NCNZ, approves nursing programmes and

administers the ‘State Final Examination’.

The NCNZ is the regulatory body for nursing in Aotearoa. In addition to administering
the state final examination, this body approves providers’ curricula and sets the
standards for Bachelor of Nursing, Enrolled Nursing, and Master’s programmes. The
standards include programme length, contact hours, clinical locations, and placement
hours. NCNZ regularly audits nursing programmes to ensure standards are met, and
subsequently determines if a tertiary provider can continue to run its nursing
programme. NZNC also maintains a register of people able to practice nursing in
Aotearoa. NZNC reviews cases where a particular nurse has been accused of
malpractice and can subsequently remove a person from their register which means

they are no longer able to practice as a registered nurse.

NCNZ policy and practice are influenced by the health sector. For example, the Health
Practitioner Competence Assurance Act (HPCAA), ensures safety of the general public;
it is a driving document for the NCNZ. The NCNZ seeks advice from the sector through
its education reference group and the Nurse Executives of New Zealand (NENZ). The
education reference group is comprised of chairs of: The Council of Deans of Nursing
and Midwifery (CDNM); Nurse Educators in the Tertiary Sector (NETS); and Wharanga
Ruamano (Maori Nurse Educators). NENZ, is a network of nurse leaders who
collaborate with groups and agencies on matters relating to nursing practice and nurse
education. These bodies collaboratively develop position papers to address issues
members have observed in the field of nursing. Thus, nursing programmes in Aotearoa,
while governed by the NCNZ are indirectly informed by industry. NCNZ must also align

itself with international regulatory authorities, to enable New Zealand nurses to register



in other countries. For example, NCNZ has a trans-Tasman agreement where NZ

nurses get automatic registration in Australia and vice versa.

Providers of nursing education, within Aotearoa, must also meet the requirements of
their respective academic governing body. Polytechnics must have their programmes
approved by the New Zealand Qualifications Authority (NZQA). This body manages the
national qualifications framework and school assessments, and quality assures non-
university tertiary programmes. Universities must have their programmes approved by
the Committee on University Academic Programmes (CUAP). Provider institutions must
also comply with their own academic statutes, and their programme’s curriculum
document. An institute’s academic statue lists the general rules for programmes and
courses. A programme’s curriculum document outlines the details of the programme, it
must conform to the institute’s academic statute and its external regulatory

requirements.

The NCNZ programme standards (2021 [updated 2022]) require programmes ensure
“students’ development of knowledge, skills, behaviours, values and attitudes is
congruent with... a commitment to social justice ... cultural safety... equity, diversity
and inclusiveness ... addressing the community aspirations for health” (p. 6). However,
the latest curriculum document (2022) of the nursing programme of the organisation
where | work, advises that when possible clinical specialists contribute to the
development of course content and be guest speakers. The word ‘clinical’ implies that
those who experience disparities in health and healthcare access, unless they are
clinical specialists, do not get the opportunity to be guest speakers or influence course
content. The curriculum document, in my view, contravenes the intention of the
standards. How does a programme reflect a commitment to social justice, cultural
safety, and diversity when its guest speakers are limited to clinical specialists? How
does this programme address community aspirations when it positions clinical

specialists as the community experts that will advise on course content?

Traditional nursing education pedagogies have focussed on content, information recall,
and skill acquisition, (Horsfall et al., 2012). For example, skill acquisition, using
simulation is commonly emphasised in Aotearoa. Within this pedagogical approach
lecturers are the undoubted experts. Such a teacher centric approach prioritises
lecturer knowledge over other sources of knowledge (Horsfall et al., 2012). In teacher
centric approaches students have fewer opportunities to develop critical thinking and
problem-solving skills (Serin, 2018). Some authors, for example, Richards et al. (2020)

suggest that nursing education in Aotearoa is based on learner-centric pedagogies.



However, from my experience, teacher centric pedagogy is still the most dominant
approach. In a teacher centric approach, nurse educators plan and design all course

content, this is discussed next.

Course content, in the programme | work in, is not influenced by people in the
community who experience disparities in health and healthcare access. It is usually
developed by lecturing staff who develop content to meet prescribed learning
outcomes. Nurse educators are kept informed of what is happening in local practices
through formal stakeholder engagement, involving local provider of placements; the
monitoring of students out on placement (workplace practice); and attending local
healthcare provider meetings and presentations. Specific content might also be
influenced by educators’ personal experiences and their professional development, for
example, their undertaking postgraduate study, or attending conferences. Thus, content

in the programme which | work in is not influenced by recipients of care.

The International Council of Nursing, an international body that seeks to represent
nursing worldwide, works to promote ‘health for all’ at a global level (International
Council of nursing, n.d.). Nursing education that supports a principle of ‘health for all’
may require nursing pedagogies that support the challenging of systems and practices
that perpetuate inequities. Such pedagogies include critical pedagogies and

transformative learning pedagogies.

Nurses are influenced by and can also influence the social forces that intersect to
privilege some identities over others (Pitcher & Browne, 2023). With reference to
nursing praxis, an intentional adoption of a critical pedagogy, as seen in Freire (1970)
and Giroux (1997), for example, is necessary to support their critical questioning of
practice (Pitcher & Browne, 2023). The use of a critical pedagogy to support the
development of a course focussed on anti-discriminatory practice was demonstrated by
(Garland & Batty, 2021). They found that the use of a critical pedagogy not only
supported students’ awareness of social justice but also supported a rebalancing of

power in the classroom and action to dismantle oppressive structures.

Transformative learning pedagogies also support the critical reflection of the impacts of
social norms and hegemony on daily life (Ryan et al., 2022). These authors suggest
learning experiences that trigger emotions are needed to develop empathetic and
critically reflective health care professionals. Transformative pedagogies differ from
traditional pedagogies that are based on the lecturer imparting their knowledge, and

instead support the critical questioning of pre-existing perceptions, gained from prior
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experiences, and problem solving and adaptation to unforeseen circumstances
(Tsimane & Downing, 2020).

Cultural safety.

Cultural safety is an aspect of NCNZ’s standards and competencies (NCNZ, 2011).
Cultural safety is a term developed from the term ‘cultural competence’. Cultural
competence was first defined by Cross et al. (1989) in their workshop designed to
develop a model for improving health care delivery to “children of color” (p. 6), as “a set
of congruent behaviours, attitudes and policies that come together in a system, agency
or among professionals and enable that system, agency or those professionals to work
effectively in cross cultural situations” (p. 7). The model developed by Cross et al.
(1989) highlighted the importance of valuing and adapting to diversity, through having
the capacity for self-assessment, having cultural knowledge, and an awareness of the
dynamics of cultural interaction. While both the definition and the model have been
further developed and revised by many since 1989, the work was a seminal piece in
cultural competence understanding and as profoundly influenced future health care

provision.

A review undertaken by Alizadeh and Chavan (2015) of 31 publications related to
cultural competence identified a consensus of cultural competence. The consensus
indicated that cultural competence is the ability to work and communicate effectively
and appropriately with people from culturally diverse backgrounds. In both Cross et al.
(1989) and the aforementioned review, cultural competence is viewed as being
associated with ethnicity. Indeed, the association between culture and ethnicity is so
strong in the literature related to cultural competence that the terms could be
considered to be synonymous. Cultural competency was later refined to cultural safety.
Cultural safety requires, in addition to cultural competence, the provider considers how
the power dynamics within a patient-provider interaction influences the provision of

care.

According to NCNZ, nurses are required to practice in a culturally safe way. The
concept of cultural safety (kawa whakaruruhau) arose from a nurse’s Hui (meeting)
held in Christchurch, Aotearoa/New Zealand in 1988. This Hui sought to address
issues related to the recruitment and retention of Maori nurses. Cultural safety moves
the power from the provider to the recipient of the care. It “requires healthcare
providers question their own biases, attitudes, assumptions, stereotypes and
prejudices that may be contributing to a lower quality of healthcare for some patients”
(Curtis et al., 2019, p. 13), and that they provide a “safe, appropriate and acceptable
11



service which has been defined by those who receive it” (NZNC, 2011, p. 4). According
to NCNZ, “unsafe cultural practice comprises any action which diminishes, demeans or

disempowers the cultural identity and well-being of an individual” (NCNZ, 2011, p. 13).

A commitment to cultural safety within nurse education programmes did not come
without opposition. It was argued that such an emphasis on political correctness
detracted from the provision of a comprehensive nursing education programme and
lowered standards (Papps & Ramsden, 1996). This controversy, Papps and Ramsden
suggested, lies in the confusion as to what cultural safety means, and the belief that it
requires students learn Tikanga Maori (customs) and Te Reo (language). This was not
the case. Papps and Ramsden (1996) emphasised that culture is different from

ethnicity.

Defining culture is beyond the scope of this work however, if we accept a broad
definition of culture as “what we create beyond our biology” (McNaughton, 2003, p. 14)
then culture must also include gender. Gender being the socially constructed
expectations of behaviours and presentations often imposed on children from birth.
Since its introduction in 1992, cultural safety, within the nursing competences
developed by NCNZ, has been expanded to include age, gender, sexual orientation,

socio economic status, ethnicity, spiritual beliefs, and ability.

While NCNZ (2011), in its most recent set of core competency requirements, considers
gender to be an aspect of an individual’s cultural identity, gender identities, beyond
male and female, are not commonly discussed within nursing programmes in Aotearoa.
This suggests gender has been perceived, by nursing education providers, as relating
to male or female. The growing recognition of genders beyond binary male and female,
indicates a need for NCNZ to update its current set of competencies to ensure nurse
education providers are preparing students to provide culturally safe care for
transgender and gender non-binary patients. The studies that have discussed cultural
safety initiatives in relation to nursing care for transgender people will be discussed in

the literature review of this thesis.

In summary, nursing programmes within Aotearoa are governed by internal and
external regulatory bodies. These bodies significantly influence an organisation’s
programme. Course content is normally developed by nurse educators and is
influenced by their clinical experiences. The NCNZ requires nursing programmes
prepare its students: to be committed to social justice; to provide culturally safe care; to
seek equity, diversity, and inclusiveness; and to address community aspirations.
However, the curriculum document of the organisation where | work, does not require
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that members of communities who experience inequity in health, and healthcare
access, be invited to be guest speakers. Nor does it provide a means by which
marginalised community members can influence course content. This contravenes the

NCNZ requirement that culturally safe care is defined by the recipients of the care.
1.7 Study focus

This study sought to improve the healthcare experiences for transgender people. The
transgender terminology, used in this study, and transgender history within an Aotearoa

context, is discussed in this section.
A note on terminology

This study focussed on enhancing healthcare provision for transgender people.
Transgender is an umbrella term which is inclusive of people whose gender does not
align to the sex assigned to them at birth. Transgender people are commonly
positioned as being members of broader population groups, such as lesbian, gay,
bisexual, transgender, queer, intersex, plus (LGBTQI+) or ‘Rainbow’ communities.
These wider communities include non-transgender sexual minorities, such as gay,
lesbian, and bisexual people. The focus on gender minorities here, rather than sexual

minorities, is intentional and is discussed next.

It is acknowledged people from sexual minority population groups experience
disparities in health (Gonzales & Ehrenfeld, 2018) and often face discrimination in
health care settings (Ayhan et al., 2020). However, unlike sexuality status, that in many
healthcare encounters is not recorded and may not be known by the healthcare
provider, gender status, particularly if gender does not align to sex assigned at birth,
might need to be made known to the provider. For some gender minorities this might
significantly influence their healthcare encounter. As such, this study initially sought to
enhance nurses’ capacity to provide quality care for transgender people as opposed to

the wider LGBTQI+ community.

This study used the term transgender rather than ‘gender diverse.” Gender diverse was
defined by Statistics New Zealand (2015) as “having a gender identity or gender
expression that differs from a given society's dominant gender roles” (p. 1). In 2015,
Stats NZ announced it would add ‘gender diverse’ to its statistical data collection tools.
This move would better inform the nation of its future health and social needs.
Following this announcement, several health and educational institutes within Aotearoa
added the term ‘gender diverse’ to their documentation and made moves towards

having gender neutral toilet signage (mostly a sign added to their disability toilets). The
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term 'gender diverse’ was not actually included in the census that followed this decision
due to a dissatisfaction with the terminology within transgender communities. In 2021,
Stats NZ announced it would collect information on “gender, sexual identity, and
variations of sex characteristics” (Stats NZ, 2021, para. 4), a move that highlighted the
pressure from transgender organisations in Aotearoa that ‘Stats NZ’ is mindful of

correct terminology.

| began this study using the phrase ‘people who identify as gender diverse’ as my
population of interest. | considered gender diverse to be an inclusive term for a range
of gender identities including, but not restricted to, transgender, agender, non-binary,
Takatapui, intersex and genderqueer. | thought it was an appropriate term as it was
used by most tertiary education providers, and many other institutions in Aotearoa.
However, as this study progressed, | began to feel uneasy with the term ‘gender
diverse.’ It seemed to me this term propagated the dominant construction of gender as
normatively binary, a construction this study was seeking to challenge. | was advised
by ‘Gender Minorities Aotearoa’ that transgender was the most appropriate term for me
to use. The recently established Professional Association for Transgender Healthcare
Aotearoa (PATHA) also used ‘transgender’ as an inclusive term for gender minorities. |
also came to realise that ‘identifies as’, was not commonly used within transgender
communities. This is because ‘identifies as’ suggests the person is choosing their
gender rather than their gender being their gender. These new understandings,
alongside a view that ‘people who identify as gender diverse’ is long and distracting, for
readers, within a thesis caused me to reconsider my terminology. As such, | decided to

use the term ‘transgender’ when referring to this study’s population group.

This study used the pronouns of the research participants. Misgendering, which means
using an incorrect gender pronoun, for example using he/him versus she/her, or
they/them or another pronoun of the person, causes significant discomfort for
transgender people. A person who identifies as non-binary may have the pronouns
‘they/them.’ This may appear as grammatically incorrect in some sentences. When
referring to other studies, this thesis uses the respective authors’ terminology in relation
to the population group under discussion. They/them was used when referring to a
person who has advised their pronouns are they/them or to people whose gender was

not able to be ascertained.
Transgender history.

Transgender people have always struggled to have a voice in western societies. They
have gained support through aligning with the ‘Gay Rights’ movement and have gained
14



advocacy and support through LGBT organisations such as Stonewall and Rainbow. In
recent years, the transgender community has increasingly developed an identity
separate to LGB, and globally, appear to be on the brink of what the Times Magazine
headline as a ‘transgender tipping point’ (Steinmetz, 2014). The community’s recent
visibility has focussed on social justice, and the rights for all to a liveable life. Credit for
this activism must be given to those earlier transgender activists who spoke out for

social justice, despite threats of violence.
Transgender within Aotearoa.

In the 1950s, Carmen Rupe became the first Maori drag queen. It then took more than
two decades before gender affirming surgery became readily available in Aotearoa.
Transgender people continued to be a mostly invisible and marginalised group for
some time after that. The election of Georgina Beyer in 1995 as the world’s first
transsexual mayor, who, in 1999, became a Member of Parliament, raised the profile of
transgender people. More recently, the Human Rights Commission, advocacy
agencies, and the internet, enabling greater access to supportive networks, alongside
an increased visibility of successful transgender people in popular culture, and legal
and institutional policy changes, have supported transgender identities. Aotearoa is
also influenced by Pacific Island culture. Transgender identities within Pacific Island
culture have long been recognised and valued (Schmidt, 2011). The 2020
parliamentary elections saw Aotearoa elect the “queerest Parliament in the world” (Bull,
2020). Protecting the rights of Takatapui was affirmed as a priority for the Green party
in 2021 (Kerekere, 2021 [email correspondence] 5/2/2021).

Despite an increased visibility and moves within large government organisations in
Aotearoa to support inclusivity, many transgender people continue to experience
discrimination. This may be experienced as blatant, aggressive, verbal abuse, or micro-
aggressions that include subtle, often unintentional, demonstrations of prejudice, such
as seemingly innocuous comments, which are particularly hurtful. Within Aotearoa, it is
illegal to discriminate on the grounds of gender or sexual orientation. The Human
Rights Commission accepts complaints relating to discrimination based on gender
identity and there are several legal acts that provide opportunities for redress. For
example, the Human Rights Act (Parliament Council Office, 1993 [updated 2022])
prohibits discrimination on the basis of gender or sexual orientation (article 19). The
right to freedom is enshrined within New Zealand’s ‘Bill of Rights’ (Parliament Council
Office, 1990 [updated 2022]). Internationally, the United Nations Foundation advises

that “trans rights are human rights” (Parnell, 2017, para 3). Article 1 of the ‘Universal
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Declaration on Human Rights’ states “all human beings are born free and equal in
dignity and rights” (Parnell, 2017, para 4). Despite these legal rights, transgender

people in Aotearoa still experience discrimination.
1.8 Aim of this study

This study sought to investigate how engagement with the community can influence an
existing nurse education programme, with regards the provision of quality care for
transgender people. It is premised on the belief that a nursing education programme
could support student nurses in their future provision of culturally safe care for people
of all cultures, including transgender people, and that this care is defined as safe by the
recipient of the care. This study used an AR methodology. Specifically, it adopted an
approach outlined by Coghlan (2019) which is focused on undertaking AR within the
researcher’s own organisation. It assumes that knowledge is socially constructed, and

AR contributes to practical knowing.
The question of this study is:

¢ How can engagement with the community influence an existing nurse education
programme, with regards the provision of quality care for people who are

transgender?
1.9 Why this study is important?

This study will contribute to knowledge by showing how change can be brought about,
for an existing nursing education programme, through engagement with its local
community. Other nurse education programmes, that embark on developments such as
programme content revision, which seek to draw on the skills, knowledge, and
experiences of people in the community, might benefit from the learnings of this project.
The knowledge gained from this project might also be useful to other programmes of
study such as social or health related programmes that seek change through

engagement with respective communities.

This study will also contribute to AR theory through the researcher’s real time
reflections of a unique study within a nursing education programme context. An AR
thesis seeks to contribute to academia through connecting the events of an AR project
to the contexts of the study and AR theory. Coghlan (2019) suggested that this
connection is made through reflection of the events that occurred and the researcher’s

explicit examination of their own assumptions and inferences as the events unfold.
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Specifically, this study will contribute to AR theory within the context a tertiary

educations organisational practice.
1.10 Outline of this thesis

This study aimed to investigate how an existing nurse education programme could be
influenced by engagement with transgender community members. It used an AR
methodology, and assumed knowledge is socially constructed. The outline of this thesis

is as follows:

o Chapter one, the introduction, outlined the purpose and rationale for this study,
the researcher’s positionality, and the context within which the study was
undertaken.

e Chapter two, the literature review, will further explore the context through a
review of the literature associated with developing and including transgender
healthcare content within existing nurse education programmes.

o Chapter three, the methodology, will discuss the assumptions of social
constructionism; gender as it relates to social constructionism, AR as a
methodology and how practical knowing is constructed through AR.

e Chapter four, the methods, will include: a description of how the AR group was
established, the ethical issues that were considered, how data was collected
and analysed, and a summary of the events that occurred throughout the
project.

e Chapters five and six will present the themes derived from the thematic analysis
of the data.

e Chapter seven will link an overview of what Coghlan (2019) termed the ‘sense
making’ of the findings with the purpose, context, and literature of the study.
This discussion will form the basis of the study’s contribution to practical
knowing and will inform the conclusions and recommendations outlined this

chapter.
1.11 Conclusion

Transgender people in Aotearoa are members of a population group that is growing in
visibility. Transgender people experience significant disparities in health and healthcare
access. Nurses are well positioned to influence their patients’ healthcare experience
and advocate for inclusivity, and subsequently reduce barriers to accessing healthcare
for transgender people. However, anecdotal evidence would suggest there is limited

discussion about transgender healthcare within nursing programmes in Aotearoa
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despite these programmes being mandated to ensure nursing students can provide
inclusive and culturally safe care. Culturally safe care is defined by the recipients of the
care, yet nursing programmes are not mandated to include members of minority
population groups in the development of course content. This study used an AR project
to enable authentic engagement with members of the transgender community. It
contributes to knowledge by demonstrating how engagement with a marginalised

community, using an AR approach, can influence nurse education and nursing practice.
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CHAPTER TWO: LITERATURE REVIEW
2.1 Introduction

The research question for this study is: How can engagement with the community
influence an existing nurse education programme, with regards the provision of quality
care for people who are transgender? The significant role that nurses can play in
improving healthcare encounters for transgender people and the importance of
preparing nursing students for such a role was discussed in chapter one. This chapter
will discuss findings published by tertiary education researchers who instigated
initiatives aimed at enhancing nurse education programmes to better support nursing

students in their future provision of culturally safe care for transgender patients.

The review focused on the degree to which the respective pedagogical strategies used
engaged with people from the transgender community to inform their actions and how
the level of engagement influenced change. It is framed by the view that respecting the
expertise of members of marginalised communities is important to the determination of
culturally safe care. Culturally safe healthcare professionals are competent in the
delivery of safe care for marginalised communities and are able adapt to safely meet
the needs of patients from diverse cultural groups. Cultural safety is care that is defined
as safe by those who receive it (Nursing Council of New Zealand [NCNZ], 2011). Itis a
social construct that acknowledges patients come from diverse backgrounds and are
experts of their healthcare needs. It presupposes that nursing education enables
educator and student engagement with members of minority communities to enable
respective communities to define what safe care means for them. The review found
that few of the studies reviewed engaged transgender community members in the
design and implementation of action, and even fewer studies considered wider

institutional initiatives.
2.2 Search strategy

The search for literature was undertaken using three electronic databases. These were
EBSCO Health (that included CINAHL Complete, and MEDLINE), Google Scholar, and
Scopus. The search strategy aimed to find published articles that discussed studies
from within educational institutes of initiatives aimed at improving nursing students’
cultural competency, humility, or safety with regard their future care of transgender
patients. The following search terms were used: nurse OR nurses OR nursing AND
education OR program OR programme OR curriculum OR train OR training AND

transgender OR transsexual OR transsexual OR ‘gender variant’ OR ‘gender non-
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conforming’ OR ‘gender non-binary’ or ‘gender diverse’ or ‘LGBT’. No date range was

used to limit the search.

From the EBSCO health database, the search found 720 articles, a further 261 were
retrieved from the Scopus database. Google Scholar brought up 71,000 results which
were far too many to review. However, narrowing the search terms subsequently
resulted in too few articles from the EBSCO and Scopus databases. Thus, the original
search terms were retained and the first 500 results in Google Scholar were reviewed.
This number was selected as it was the average number of articles from the other two
databases, and at this point there appeared to be no further articles which closely met
the criteria. ‘Google Scholar’ and ‘EBSCO Host’ alerts were set up to capture literature

published after the initial review in December 2021.

Studies were included if they occurred within nursing education/training institutes,
participants were predominantly nursing students, including advanced practice nursing
students, and the studies included a focus on transgender healthcare. Conference
abstracts, magazine articles that did not provide methodological detail, and articles that
did not have an English translation were not reviewed. The results of the search are

discussed next.
2.3 Results

From the EBSCO search, 36 articles met the selection criteria. Thirty-two of these
articles were also found in the Google Scholar search alongside an additional two
articles. Twenty-eight of the articles from the EBSCO search were also in the Scopus
database, and one additional article was retrieved from the Scopus search. A manual
search using the references of included published literature revealed an additional
three articles. An email alert was set up to retrieve articles published after the first
search, from which a further five acceptable articles were included in this review. In
total, 47 articles, based on 42 studies were reviewed. These 42 studies are discussed
in this review. Most of the studies reported on pedagogical strategies that added one-
off learning sessions related to LGBT or transgender healthcare. Few initiatives led to

changes that expanded to wider organisational transformation.

The findings from the literature review will discuss the pedagogical strategies used to
support transgender education. The findings will be presented in four sections. The first
section will present pedagogical strategies that did not involve transgender people in
the learning session. The second will discuss pedagogical strategies where the

learning sessions provided students with an opportunity to engage with transgender
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people. The third section will discuss the few initiatives that enabled transgender
people to inform the development of new content, and the fourth will review the few
initiatives that sought cultural change within the wider organisation. This chapter is
premised on a view that culturally safe healthcare should be defined by the recipients
of care, learning occurs through discursive interaction, and that change needs to be
supported by a cultural shift within the wider organisation. This review will use the
acronyms/gender terms used by the respective authors. A glossary of these terms was

provided prior to chapter one.
Most studies did not involve the transgender community in delivery.

Most studies reported on learning sessions that did not involve transgender community
members in delivery. While a few studies reported their initiatives were reviewed by
content experts, most were not clear as to what they meant by subject experts. This
section, therefore, discusses studies that did not explicitly involve transgender people
in delivery, and in most cases did not involve them in the review of content. These
learning sessions were mostly not impactful. For example, many of the studies
discussed in this section reported no significant or lasting gains in attitudes, skills or
knowledge or self-reported confidence with regards transgender affirming care. Some
of the studies that reported gains, found students expressed a desire to know more.
These findings suggest students would have benefitted from the opportunity to engage
with transgender people, an approach which would have enabled students to ask
questions. Involving community members in learning sessions enables students to
construct new knowledge by allowing them to ask questions as they process new

information.

Learning sessions that did not involve community members included role-play or
manikin simulations, brief lectures or workshops, case studies, or outside of class
learning. In some of these studies, students received a learning session prior to the
initiative. Seven studies used simulations which involved students in role playing
scenarios, or the use of manikins, or virtual simulation. Six initiatives used lectures or
workshops, and two used a case study approach. The two case studies enabled
students to engage in facilitator supported discussion about ways to assist a patient
and their family in a real-life scenario, and in a professional and unbiased way
(Henriquez et al., 2019), both were transgender case studies. Four studies set students
an assignment or online learning module related to transgender or LGBT health

disparities/health care. These approaches were cost-effective ways to enhance student
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knowledge and required little preparation and cost. The 19 one-off initiatives that did

not involve transgender people in delivery are discussed next.
Role plays, manikins, or virtual simulations.

The initiative in Englund et al.’s study (2019), required 77 students, following a learning
session developed from literature, to role play patient/nurse sexual history taking
scenarios. While one researcher in this study was described as an expert in LGBTQ
healthcare, it was not clear in what capacity they were an expert. This initiative
reported an increased number of students reporting feeling ‘somewhat confident’ about
providing culturally competent care to LGBTQ adults but a reduction in the number of
students reporting feeling ‘very confident’. A shift from feeling ‘very confident’ to
‘somewhat confident’, might indicate that some students reflected on their learning
experience and realised they knew less than they initially thought about LGBTQ
healthcare. One of the scenarios used in the Englund et al.’s study (2019) was based
on a transgender patient. None of the students involved in this scenario were able to
correctly diagnose the transgender patient’s condition, yet over 93% of students
correctly diagnosed the condition that the non-transgender patient presented with. This
suggests that students were ill-prepared for sexual history taking with transgender
patients, and the students had less awareness of non-binary gender identities. An
understanding likely influenced by the dominant constructions of gender as normatively

binary.

The evaluation of Englund et al.’s study (2019) study appeared to be heavily focussed
on culturally competent sexual history taking for non-transgender patients. For
example, the outcomes were assessed using a scale that assessed gay/lesbian
affirming practice (Crisp, 2006). This gay/lesbian affirming practice tool, initially
designed for social workers, enabled the assessment of practitioner’s knowledge,
attitudes, skills, and subsequent cultural competency regarding gay and lesbian
affirming practice. The tool does not mention transgender affirming care. Transgender
people have healthcare needs outside of gay/lesbian/bisexual affirmative practice.
Conversely, the evaluation of the impact of the intervention in McEwing (2020),
discussed next, incorporated transgender cultural competency questions. Transgender
cultural competence cannot be fully assessed using a gay/lesbian affirming practice

framework.

McEwing (2020) used a version of the Sexual Orientation Counsellor Competency

Scale put forward by Bidell (2015), which was designed to enable assessment of

practitioner skills, knowledge, and attitudes about LGBT healthcare provision. This
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scale included a transgender clinical competency assessment component. The 124
senior public health nursing students in this study completed a series of three online
learning modules prior to their simulation exercise. The simulation exercise was based
on an emergency evacuation scenario, where students played one of several roles
including: health officials, transgender people, or their partners. Pre and post test
results were analysed in relation to LGB and Transgender competencies separately.
The students showed improvements in overall LGB and transgender cultural
competency scores which did not decline by the one-month post intervention survey.
The improvement in score was more significant for LGB competency than transgender
competency. A result that is further indicative of how a constructed dominant view of
gender as being normatively binary impacts on students’ cultural competence in
relation to transgender healthcare. This result suggests transgender healthcare

initiatives require consideration of specific healthcare needs beyond LGB inclusivity.

The simulation in Koch et al. (2021) specifically sought to enhance nurses’ skills for
communicating with transgender patients. It required students to role play a scripted
scenario of a couple, one of whom was a transgender person, experiencing a negative
healthcare encounter, followed by a script of the same couple experiencing gender
affirming care. The learning activity was followed by a debriefing session. The authors’
awareness of the basics of transgender communication was evident in this report. For
example, the authors used a non-binary pronoun of ‘they’ when referring to a singular
gender non-binary person and provided correct examples of inappropriate
communication with transgender patients. Most students in this study found the
simulation helpful, with some reporting an increased empathy for transgender people
and a greater understanding of how families may differ. Students also reported an
increased confidence in promoting awareness to other providers and a desire to learn
more. This study was also unique in that it focussed on the role nurses could play as

advocates for transgender people within a healthcare setting.

Alongside role playing, another option for simulation is the use of a manikin. Three
articles reported on their study that used a manikin (Diaz et al., 2017; Stockmann et al.,
2017; Maruca et al., 2018). The content in this study was informally validated by
transgender people and other experts. A trained simulation facilitator led the manikin
simulation. Participation in the simulation was compulsory. Prior to this simulation, 170
nursing students received information related to LGBT people within a lecture.
Students were provided with readings related to the management of patients
presenting with mental health issues and were also informed of resources/services

available for transgender people in the local community. This study, as did Englund et

23



al. (2019) also used a ‘gay/lesbian affirmative practice’ (GAP) measure to assess
changes in practice, behaviours, and beliefs/attitudes towards transgender patients.
GAP scores for students in this study improved significantly but only minimal gains
were seen in students’ belief/attitude scores. Engagement with transgender people
directly, and with their lived experiences, might have better supported changes in
beliefs and attitudes. Following the simulation, students expressed a desire for more
simulations involving LGBTQ people. Students’ desire to know more following this
manikin simulation was a positive outcome of the study. It suggests that raising
awareness in nursing students of genders beyond the prevailing dominant
constructions of gender as binary, led to internal questioning of constructed normativity

regarding gender.

Two other studies also used a manikin for their simulation. The transgender patient, in
Pittiglio and Lidtke (2021), presented with chest wounds which were self-inflicted to
hasten access to gender affirming healthcare. The 91 nursing students in this study
undertook a pre-simulation module and a debrief session. These authors also used a
GAP scale, although adapted to include to transgender healthcare questions, to assess
changes in understanding, before and after the simulation. From the results, the
authors reported that the simulation improved student cultural competency regarding
transgender healthcare. The Muckler et al. study (2019) involved 30 post-graduate
nursing students and focussed on supporting students in gender affirmative practice.
The scenario activity was reviewed by a transgender content expert; however, it was
not made clear in what capacity they were an expert. Students were briefed prior to the
scenario activity. From this intervention, most students reported still feeling unconfident
about transgender healthcare. This might suggest that students reflected on the
learning experience and realised they needed more knowledge and practice to enable
them to provide gender affirmative care. Involvement of transgender people in the
delivery of this learning session would have provided an opportunity for unanswered

questions and areas of uncertainty to be addressed.

A novel approach to simulations is virtual patient simulation (VPS). Altmiller et al.
(2022) developed VPSs which included a transgender person. This study did not
explicitly collaborate with its community when developing their respective learning
session. From those, of the 126 nursing students in the study who undertook the pre
and post-test, using a Transgender Attitudes and Belief scale (Kanamori et al. 2017),
the authors found there were no significant gains in total scores however, mean scores
increased in the human value subscale. While, VPSs modules might become more

common as the world’s digital capability grows, the lack of significant gains from a VPS
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approach demonstrates the value of an approach which enables engagement with real

people.
Brief lectures or workshops.

One large study involving 1398 students, evaluated the impact of a two-hour advocacy
teaching session presented by the researchers Tartavoulle and Landry (2021). The
researchers used validated scales (Hill & Willougby, 2005; Morrison et al., 1999) to
measure attitudes and knowledge of disparities, terminology and care related to gender
and sexual minorities. Similarly, Strong and Folse (2015) used a validated scale (Herek
& McLemore, 2011) modified to include questions about bisexual and transgender
people, to assess the impact of their brief education session. While this session was
only 45 minutes, it was reviewed by students who were members of the organisation’s
LGBT body. In both initiatives, the results from pre-and post-tests indicated that

students made significant gains in knowledge and attitudes.

Braun et al. (2017) studied the impact of 10 x one hour lunchtime elective teaching
sessions. These sessions were developed by student leaders and guided by a faculty
member (the study author). The sessions were delivered by faculty staff members and
were modified in light of student feedback. Impacts were reportedly assessed using a
validated transphobia scale; however, | was unable to find this scale from their
reference. Post-elective assessment results indicated an increase, relative to pre-
elective assessment, in knowledge in three categories of cultural competence without
decline after three months. However, there was some drop off in the number of
students completing the second and, more so, the third survey which may have
skewed these results. Those who completed the follow-up surveys may have found
more positive results from the initiative than those who dropped off. Furthermore, this
programme was an elective, which may also have skewed results and, may have

meant it did not attract the students who would have benefitted most from the initiative.

No funds were available for Braun et al. (2017) to support the development of a module
or the involvement of an expert advisor from the community. This is an example of the
invisibility of transgender healthcare within nursing curricula, and a lack of respect for
the expertise that members of the community would bring to learning experiences for
nursing students. It is a credit to Braun that this learning module produced positive
outcomes, even though it was developed and offered on the proverbial ‘smell of an oily
rag’. This study demonstrates the potential effectiveness of collaborative action. It is

likely the students who assisted with the development of the module and the teaching
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staff who delivered it would have gained significant knowledge about transgender

healthcare through this project.

Similarly, Smith et al. (2021) introduced a learning session aimed at enhancing cultural
competence with older LGBT adults for nursing and social work students. The session
was based on an existing resource (Grubb et al., 2013). It included a video, film clips,
and discussion points, alongside terminology related to LGBT healthcare, education,
and a question-and-answer session. Notable outcomes reported in this study included
statistical gains in attitudes and knowledge, and students indicating a desire to know
more about LGBT healthcare. Opportunities for discussion may have supported the
construction of knowledge for students. The desire to know more demonstrated that
when presented with alternative perspectives to existing gender and sexual normativity,
students felt challenged in a positive way. Their curiosity and desire for equity for all

people was invoked.

In contrast, the study by Klotzbaugh et al. (2020) specifically focussed on gender
minorities. The students in this qualitative study participated in a lecture and set
readings that included critical information related to gender affirming care, such as
disparities in health, pronoun use, inclusive intake forms, gender-neutral toilets and
education about cross-sex hormone therapies. Content was reportedly developed from
relevant literature. The learning session also included an open dialogue session
between students and lecturers. The initiative led to significant improvement in
attitudes and beliefs. It was assessed using a validated transphobia scale (Nagoshi et
al., 2008). There was also a significant increase in students’ perceived comfort levels
towards providing care for transgender patients. Outcomes were likely supported by
the opportunities for students to discuss content and collaboratively construct new

understandings.

Similarly, the ‘Positive Space Training’, adopted by Haghiri-Vijeh et al. (2020), also
enabled discussion. ‘Positive Space Training’ was a three-hour workshop which
included a range of activities including: a presentation, discussions, case studies, role-
plays, and reflection exercises. It was delivered by an equity advisor and two faculty
staff. It was not explicitly inclusive of community members in planning. While this
workshop was principled on constructivism, described as students building on what
they knew, again opportunities for discussion likely supported the collaborative
construction of knowledge. The outcomes revealed that most students, following the
training, reported feeling more knowledgeable, and comfortable with communicating

with LGBTTQ+ patients. Feedback indicated a ripple effect of knowledge transmission
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to friends and family of participants regarding communication with gender and sexual
minority patients. The use of multiple learning approaches and the drawing on
established resources may have supported positive outcomes from this approach.
Another approach which might support knowledge development about transgender

healthcare is through the use of case studies.
Case studies.

The approach in Henriquez et al. (2019), used case studies, and focussed on nursing
students’ future care of LGBT older adults, and analysed qualitative feedback. Their
programme of learning included preliminary readings and collaborative problem
solving, based on a family case study. It was a process that enabled active discussion.
The feedback from the 42 students involved in this study was positive. For example,
“students noted how the class content combined with the case study not only increased
their preparation for practice but also increased their empathy when working with this
population and development of critical thinking” (p. 521). Similarly, the case study in
Yingling et al. (2017) also included pre learning and opportunities for discussion. In this
initiative, after a week of self-paced study which included a case study of transgender
woman accessing primary healthcare, family nurse practitioner students reconvened to
discuss their learnings. The authors did not consult with their LGBT community when
designing the initiative and they did not consistently delineate between LGB and T
patients. For example, they stated “to increase knowledge of the day-to-day lives of
LGBT people, students view (sic) videos of personal stories from LGBT people
describing their experiences of being sexual minorities” (p.11). Students’ evaluations of

this learning experience were also positive.

Case studies help students to critically analyse and evaluate situations, particularly
when they are discussed in groups (Mahdi et al., 2020). The use of multiple
approaches within one session appears to support students’ comfortableness with
LGBTQ+ healthcare, as does the opportunity to discuss cases. When collaboratively

discussed, case studies support students’ social construction of knowledge.
Assignments or online learning modules.

The 61 associated nursing students in Maley and Gross (2019), were required to
complete a reflective essay as part of a core nursing course. From a content analysis
of students’ essays, the authors concluded the assignment led to students going
through a revelatory process. Comments within students’ essays affirmed this view. For

example, one student wrote “communication with LGBT+ patients, is the most
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important part of fixing health disparities” (p. 201). Another echoed this sentiment. “I'm
going to consciously think how | address all patients...” (p. 201). The authors also
reported some students sought out faculty members to thank them for including such
an “important assignment” (p. 202). This assignment inspired students to reflect on
their perceived cultural competences and to construct a different view on LGBT

healthcare.

Similarly, students’ assignments in the study by Carabez et al. (2015) were also
analysed. This assignment required students enrolled in a particular course, to
interview two practising nurses. Additionally, students were given readings, and a two-
hour lecture related to LGBT health issues prior to undertaking their scripted interviews.
Following their interviews students summarised their data. The post assignment survey
revealed nearly 40% of students felt ill-prepared to provide healthcare to members of
transgender communities. As suggested earlier, this might indicate their respective
reflections on the information and a realisation that there are genders beyond their
constructed normativity. Data from the 129 practising nurses interviewed were
analysed by the researchers and the findings were later published (Carabez et al.,
2016). The authors noted many of the open-ended comments made by the practising
nurses interviewed, revealed many practicing nurses were ill prepared for transgender

patient healthcare.

The assignment in Kroning (2018), following a pre-test of 15 questions, required
students to read the author’s own article related to transgender youth healthcare. This
was followed by a post-test of the same questions. The author reported students
gained an increased understanding of LGBT health disparities. The initiative also
promoted student engagement with journal articles. Questions in the pre-test might
have prompted students towards attending to particular information in the article and
this may have skewed results. An alternative to an assignment is the use of an online
learning module. In their doctoral study, O’Gorman (2022) developed a one-hour virtual
learning session for 67 advanced practice nurses. The session was developed from
literature and particularly emphasised the transgender population. It included short
vignettes from real patients. O’Gorman’s study did not lead to any significant gains in
knowledge, attitudes, or beliefs, based on pre and post-test scores on two validated
tools (Kanamori et al., 2017; Strong & Folse, 2015) which included questions related to
transgender people. A reason for the lack of gains may have been because the pre-test
scores of the participants were already particularly high. An approach which enabled
students to discuss their understandings with others may have supported improved

outcomes.
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The studies discussed in this section, indicate that there are numerous ways to
enhance students’ knowledge about LGBT health issues and culturally safe care. The
use of multiple teaching approaches supported learning. For example, a combination of
case studies, role plays or assignments, particularly initiatives that included
opportunities for students to discuss content and collaboratively come to new
understandings were most impactful. Studies that focussed specifically on transgender
healthcare had better outcomes with regards transgender competencies. That said,
most of the studies discussed in this section reported little or temporary gains, from pre
to post initiative evaluations. Some of the studies reporting positive results also
reported students requesting more content, an outcome which suggests, that students
once presented with something some may not considered before realised their own
deficits in knowledge on the topic. Involvement of transgender people in the learning
sessions, also led to positive results, likely because, this would have enabled questions
to be answered and confusions to be addressed. Safe communication with transgender
patients requires practice and engagement. Constructions of gender as binary and
fixed, based on sex at birth, is so pervasive within western societies that for some
students engaging with the lived experiences of transgender people is critical to
supporting a shift in thinking. Studies which have enabled students to engage with

transgender community members are discussed next.
Studies that engaged transgender people in delivery were impactful.

The 14 studies discussed in this section provided students with an opportunity to
engage with transgender people or members of the wider LGBT community. Generally,
these studies reported positive results, a finding that demonstrates involving the
community in learning sessions is beneficial to students learning experiences. None of
the studies discussed involved the community in the planning of the initiative but some
had members of the community review aspects of the learning session or engaged a
community education group which had previously developed their own content for
delivery. These initiatives included simulations, guest speakers, speaker panels, or
placements. Some of these interactions included a prior teaching session or pre-

readings.

Simulations enabled students to practice communication skills for their future
engagement with patients. They were useful in supporting students’ communication
skills with members of marginalised population groups, people they might not otherwise
have the opportunity to engage with in a healthcare context. Seven studies, in this

review, employed ‘standardised patients’ (SPs) in simulations. SPs are people who
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have lived experiences of receiving healthcare as gender or sexual minority people, or
people who have been trained to represent gender or sexual minority people in
scenario education. SPs are remunerated for their time. Four studies involved guest
speakers or speaker panels, an approach that enables students to actively engage with
members of the LGBT community. Unlike simulations, these learning activities enable
students to ask questions. In such initiatives, questions can be presented live as new
knowledge is constructed based on previous questions and answers. Only one study
reported on the use of a video. Placements enabled students to learn about their
practice while in practice. Two studies reported on enabling students to undertake
placements with providers of healthcare to transgender patients. These 14 studies are

discussed next.
Simulations

The simulation in Hickerson et al.’s study (2018), involving 230 nursing students,
followed a 90-minute lecture related to terminology and competent care for LGBT
patients. It was based on a young gay male, simulated by gay males, presenting with
symptoms of a sexually transmitted infection. While this simulation was not about a
transgender person, the pre scenario education session included education about
gender non-binary children and adults. Similarly, the study by Kuzma et al. (2019),
involving 99 advanced practice student nurses, was also not specifically about
transgender people. The simulation was with one of the five SPs appointed, which
included gay, bisexual, and transgender patients. Students in this study were required
to read, and participate in a lecture about cultural humility, and then experienced a
history taking exercise prior to their SP simulation. Cultural humility means being
humble when communicating with others and being aware of power imbalances within
one’s interactions. Both simulations included debriefing sessions. The results of both
studies were positive. A finding that highlights the value of discussion and the benefits

of adopting multiple learning strategies within an initiative.

Similarly, Karlin and Nickasch (2022), enabled 21-nurse practitioner doctoral student
participants to complete an online learning module before they participated in one of
five live simulations, one of which was with a male with transgender experience who
played himself. While this study used a resource developed by a national LGBT health
centre (Fenway Health, Boston), it did not explicitly engage with the transgender
community in the planning of its initiative. Simulations were based on gender and

sexual minority patients. Following the simulations, students participated in an

30



extensive online debrief of all simulations. Anecdotal student feedback was positive.

Learning was enhanced by the opportunity to collaboratively debrief the scenarios.

Four simulations specifically focussed on transgender patient care. The simulation, in
Rodriguez (2022), for example, enabled Bachelor of Science Nursing students to
engage with transgender SPs. It followed a virtual simulation learning session.
Participation was voluntary but engagement was credit bearing. Results, based on a
‘Queer Youth Cultural Competency Scale’ (Gandy-Guedes, 2018), from 36 students,
indicated significant increases in overall cultural competence scores. In Ozkara’s study
(2020), two transwomen SPs and an understudy were employed as standardised
patients. This initiative included a pre-brief, observation, debrief, and a reflection.
Analysis of pre and post-test results, based on 41 matching intervention and control
pairs, revealed the intervention resulted in a statistically significant improvement in
student’s knowledge, attitudes, and skills. Almost all students rated this simulation as
enriching and thought the experience would enable more inclusive language with LGBT
patients. Neither study explicitly engaged with members of the community in the
planning of their initiatives, however opportunities to engage with transgender people

likely supported the reported positive outcomes.

The 60 students in the Quinlan and Carino (2021) study, prior to their simulation, first
participated in a ‘contact seminar’, a transgender education session which included
presentations by transgender people about their lived experiences. Statistical gains,
based on the ‘Transgender Attitudes and Belief’ scale (Kanamori et al., 2017), were
only found in students who participated in the contact seminar and the simulation. An
outcome which demonstrates that both contact, and simulations are needed to support
nursing students in the provision of culturally safe care. In Waxman et al. (2020), the
learning scenarios were simulated using transgender, and gender non-conforming SPs:
i.e. not conforming to the dominant construction of gender as binary and fixed on sex
assigned at birth. The testers of the scenarios in this initiative were doctoral students,
(number not provided). Faculty members and students involved in this trial reported the
learning experience was extremely beneficial for them and they considered the session
would better prepare nursing students and other healthcare students for their future
care of transgender patients. Again, opportunities to engage with transgender people

likely supported positive outcomes.
Panel/speaker discussions.

The panel discussion in McNeil and Elertson (2018), included a lecture, a reflexive
exercise, and students’ role-playing scenarios. The panel involved four wider campus
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students who identified as LGBT. Although the training was stated as being
collaborative, it was not clear if members of the LGBT community were involved in the
planning or just the presentation component of this initiative. Panel member safety was
supported by the campus equity facilitator asking the questions which were written on
cards by student participants. The intervention resulted in the small number of
respondents (n=13) reporting a perceived improvement in skills and knowledge.
Several students, in their reflexive journals, also reported an increased confidence in
advocating for change regarding LGBT healthcare. The participants in Rowniak and
Ong-Flaherty (2015) also valued the opportunity to participate in a panel discussion.
This study was located within a Jesuit institution based on the principles of Catholicism.
The panel discussion involved three transgender people and a gay male Jesuit priest.
The feedback, regarding the quality of the presentation, timeliness and the value of the
information provided was “overwhelmingly positive” (p. 75). However, attendance at
this panel discussion event was voluntary and was only attended by 80 members of the
institution. As such, results may have been somewhat skewed in favour of a positive

response.

The speaker in Cornelius and Whitaker-Brown (2015) was able to prepare their
presentation and responses to student questions in advance. This study assessed the
impact of 38 undergraduate nursing students engaging with an African American
transgender woman as a guest speaker. Prior to the learning session, students
received a PowerPoint presentation on LGBT health concerns which had been pre-
reviewed by a transgender female and two nurses. Results showed a significant
increase in knowledge and a non-significant increase in attitudes related to LGBT
healthcare. As noted by the authors, “students expressed appreciation for the

opportunity to openly discuss health care concerns with a transgender individual” (p. 2).

The previous three studies demonstrate that discursive engagement with members of
population groups outside of dominant constructions of sexuality and gender minority
population groups, support new understandings. Conversely, Garcia-Acosta et al.
(2019) did not conclude that students gained from the opportunity to engage with the
transgender community, however, a gain could be inferred from the results. Their study
involved transgender people and other experts in transgender healthcare in a
workshop delivered to students. Students then participated in one of two learning
activities. One learning activity, with 31 students, was a film forum. The other was
problem-based learning with 28 students. Both approaches were reported as being
significantly more effective in enhancing knowledge compared to a control group

consisting of 57 students who did not receive either of the two interventions or the initial
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workshop. The authors suggested that neither of the two intervention approaches were
significantly better than the other. However, that “both interventions shared a
discussion forum with experts” (p. 3) suggests that the pre-session panel discussion
with experts which included transgender people was a factor which led to a significant
gain in knowledge for students. An alternative approach to physical engagement, the

use of video lectures, is discussed next.
Video lectures.

One study, McCave et al. (2019), reported on the use of a video, developed by the
authors, and reviewed for authenticity by two transgender advisors. The video
portrayed a transgender male’s experience of presenting at an emergency department
following a physical assault. Prior to this simulation, the 494 graduate health science
students, including nursing students, attended a question-and-answer session with
‘Stonewall’ speakers, members of the LGBT community, who presented on their
experiences accessing healthcare. Following this, the students watched the video,
participated in a small group discussion with the SP, and then undertook a 25-minute
discharge planning meeting followed by a debriefing session. Unfortunately, due to a
lack of availability, the SP in this study was not transgender. However, the involvement
of transgender people on the panel and the wider LGBT community in the delivery of
this learning experience reportedly enhanced perceived competency. The study
reported 93% of the responses “identified the addition of transgender individuals
sharing their personal experiences as useful or very useful.” (p. 4). This study
demonstrates that simulations where LGBT community members reviewed content,
and group discussion between students and transgender people was enabled, resulted

in highly valued learning sessions.
Placements.

Two studies used placements as a means of enabling students to engage with
transgender people. The placement setting in Rowniak and Selix (2016), involved 30
learners and focussed on sexual healthcare, and differed from the placement setting in
Vance et al. (2017), which involved 18 learners and focussed on young people and
their gender affirming care needs. Rowniak and Selix (2016) reported informal positive
feedback. Vance et al. (2017) reported statistically significant improvements with
regards knowledge and awareness, and participants reported a high satisfaction rating
for the learning experience. However, within Aotearoa, sexual healthcare and paediatric
gender affirming care are specialised services with few agencies providing this sort of
care. This means there are limited slots for this sort of placement. The logistics of
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timetabling all students around a few placements might be challenging for some
institutes and it might also be too burdensome for the small number of providers within
each region. That said, based on these studies, if possible, placements provide

valuable engagement opportunities.

This section focussed on initiatives that engaged LGBT community members in the
delivery of new content on LGBT or transgender healthcare. The results of these
studies indicate that nursing students considered opportunities to engage with
members of the transgender community to be beneficial to their understanding and
subsequent culturally safe healthcare provision. That said, many of the studies involved
voluntary participation which may have skewed results. Outcomes were enhanced by
initiatives which included pre- engagement learning, and discursive interaction between
students or between students and community members. Some of the initiatives were
reviewed or authenticated by transgender people. However, a lack of engagement with
community members in the planning stages of these initiatives means there is the
potential for cultural competency and safety in transgender healthcare to be

inaccurately defined.
Few initiatives engaged the community in designing change.

Approaches that differ from the studies discussed previously are the seven studies that
engaged experts by experience, transgender people, with the lived experiences of
accessing healthcare, in the planning and delivery of the learning initiative. While not a
pedagogical strategy, per se, engaging with the community is an approach that better
allows transgender people to determine what will support nurses in their provision of
culturally safe care and enables them to define the care that is safe for them. It
respects transgender people as experts. The few studies, in the current review, that
engaged the community in the design of new content, used the following pedagogical
strategies: videos, online learning sessions, participatory theatre intervention, and

simulation. Few initiatives engaged the community in designing change.
Videos and online learning sessions.

In the study by Martin et al. (2022), the researchers collaborated with transgender
community members to develop a learning session. The collaboration involved one of
the authors and a transgender woman working with transgender adolescents to
develop videos related to their lived experiences. The researchers also developed a
didactic educational session which included opportunities for questions and answers.

One of the student groups had the content delivered by a transgender woman, and
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another had a cis gender woman presenting using the videos. A second group had the
learning session without the videos but with the same cis gender woman presenting the
session, and a control group had neither. From their 457 pre-and post-tests on
knowledge, attitudes and beliefs about transgender people, the video groups had
higher scores post intervention than the non- video groups. The researchers were
surprised to find that there was little score difference between those educated by a
transgender woman and those educated by a cis woman. The researchers proposed
that sessions could successfully be delivered by cis gender people. However, the cis-
gender woman in this study had been involved in the development of the videos and
had 15 years’ experience in transgender healthcare. The researchers acknowledge
that the same conclusion may not have been drawn had the cis gender person been

new to the topic.

Similarly, Du Mont et al. (2021) also consulted with the transgender community when
developing their seven-session e-learning tool. This consultation occurred through the
development of an advisory group of transgender people and their allies. Responses
from the 47 forensic nurses who completed this training indicated a perceived and
demonstrable increase in competency in working with transgender victims of violence
with a 92.3% satisfaction rate with the e-learning curriculum. The positive outcomes of
this, and the previous study, demonstrate the value of collaboration when developing
new content related to a marginalised population group. The initiatives enabled the
constructed norms of those without lived experiences of being a gender minority to be
challenged. Another, somewhat unique approach, to enabling people with lived

experiences of LGBT in the planning is a participatory theatre intervention (PTI).
Participatory theatre intervention.

Based in Lesotho and Swaziland, Logie et al. (2019) had four audiences which
included nursing students. Audiences were required to co-construct alternative endings
to three performed skits depicting negative events for LGBT people including a
transgender person. The skits were developed in consultation with LGBT people and
members of a theatre company. This study was based on a participatory approach.
“Participatory approaches recognize that stigma reduction initiatives should build on
community understanding of forms and causes of stigma and that persons who are
targets of stigma should be actively engaged to develop solutions (Campbell et al.,
2005; Freire, 1973)” (as cited in Logie et al., 2019, p.147). Following the PTI,
audiences participated in focus group meetings, 12 meetings which involved 106

participants. The data from these meetings were analysed. The authors concluded
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exposure to the lived experiences of LGBT people supported a better understanding of
the impact of stigma for those population groups. This study also highlighted how the
opportunity to co-construct solutions supported the development of new knowledge for

the audiences.
Scenario based activities

The scenario activity developed by Ruud et al. (2021), for health care students, mostly
nurse practitioner students, focussed on sexual health history taking. This study
partnered university staff, sexual health professionals and transgender people to
develop the session. They presented two common scenarios, as determined by the
group. This study enabled members of the transgender community to work as patient-
teachers in the simulation. The 33 students were provided with pre-simulation readings
on providing gender affirming care, and a pre-simulation briefing session. While the
students and the community participants’ feedback indicated improvements could be
made regarding pre-learning activities, student surveys indicated the simulation led to
significant gains in skills and comfort in providing transgender patient care. Student
feedback demonstrated they particularly appreciated their patient-teachers who were
members of the transgender community. The community engagement process used in

this study was also noted as being beneficial for transgender consultants.

“... the community partnership was critical to developing an authentic and
relevant simulation where patient-teachers from a community experiencing
harms in health care settings gave positive feedback about their experience

contributing to education of future health professionals” (Ruud et al., 2021, p. 7)

While this study focussed on Midwifery and Nurse Practitioner students, its outcomes

demonstrated such collaboration is valuable for interventions within nursing education.

In Rogers et al. (2013), the simulation training was developed and managed by a group
of older LGBT facilitators who were trained in delivery. This was a large-scale study
that analysed the responses from 605 participants across several sites which were
mostly tertiary institutions. Feedback indicated participants felt they gained a greater
understanding of issues facing LGBT adults and of their own biases in this area. 94.2%
of participants rated the panel discussion aspect of the initiative as very good or
excellent. Similarly, Corrigan et al. (2022) using a co-production approach, involved
members of the transgender community in the development and delivery of an online
training session. This session was delivered three times to students, to staff, and then

to staff or students who could not attend the initial training session offered. All, bar one
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of the 84 respondents to a feedback survey were positive. These two studies
demonstrate that students valued the opportunity to engage with members of the LGBT

community and the value of community collaboration in developing content.

One study, Ziegler et al. (2021), used a ‘design jam’ approach to create an online
educational tool kit for nursing students. Design jam is an approach where community
members and other professionals collaborate to develop a plan to address an identified
issue. This study enabled ‘content experts’, members of the LGBTQI2S (2S means
two-spirit) community, and other specialists, such as technology and simulation
experts, to collaborate in the design of the toolkit. This toolkit included four virtual
scenarios, two of which were based on transgender people, and vignette mini games
related to non-heterosexual and non-cisgender people. The resource was not formally
evaluated but it was amended following informal feedback. This study demonstrated
authentic collaboration with the community. Authentic in that community members were
recognised as being the content experts and they were involved in the planning from

the onset.

The studies discussed in this section demonstrate how the involvement of community
experts in the planning and delivery, led to meaningful learning sessions. The
opportunity for students to engage with lived experiences supported a greater
understanding of the impact of living outside of socially constructed gendered norms.
However, these one-off learning sessions may not be enough to support future nurses’
cultural competence, safety, or humility, regarding transgender healthcare. The gains
may be fleeting if delivered within a programme that is based on gender binary norms
and does not have any further content related to transgender healthcare. Studies which

sought change beyond a one-off learning session are discussed next.
Even fewer initiatives sought wider programme change.

Only three initiatives sought to have content weaved throughout a whole nursing
curriculum or wider organisational change. While initiatives aimed at supporting
changes beyond the classroom setting are not pedagogical strategies, the inclusion of
transgender specific healthcare throughout the curriculum helps to normalise the
variety of genders that exist beyond socially constructed binary norms. The
‘Transgender Health Curriculum Integration Project’ developed by McDowell and Bower
(2016) and reported on by Sherman et al. (2021) aimed to improve transgender and
gender diverse (TGD) health related knowledge amongst accelerated nursing students.
Content based on literature was integrated into five nurse education papers. This study
engaged a graduate expert in content development. It was not clear how nurse
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educators were trained for the delivery of this new content. Student evaluations
indicated the initiative led to small, yet positive, gains in attitudes and knowledge. In the
free response section, some students expressed their appreciation of the TGD content
and suggested there should be more of such content included, and it should be
mandatory. This feedback indicates firstly a need to consider that a voluntary approach
may mean that those who choose not to attend may be the ones that would benefit
most from participation and secondly that there is a need to consider training for
lecturers when new content related minority groups is introduced. Generally, however,
the study found that an integrated approach that resulted in the weaving content

throughout the curriculum was positive for students.

Similarly, Saini et al. (2022) were also able to weave content throughout their nursing
curriculum. This study used an AR approach which engaged LGBTQI+ experts, to
include content in six semesters across all three years of their nursing programme.
Their study differs from the previous studies discussed as it addressed the need to
train nurse educators to deliver the new content. That said, some students noted not all
nursing staff in the faculty were LGBTQI+ competent. To improve the effectiveness of
content delivery, they may need to make educator training mandatory. In this study,
formative, qualitative feedback, from 87 final semester students, concluded most
students found the content relevant, useful, and reported feeling better prepared for
practice. Some students suggested content should be delivered by people who are part
of the LGBT+ community. A further example of nurse education programmes in
Aotearoa being constructed to have nurse educators deliver all content even when

students might be better served by having community expert involvement in delivery.

A study that considered the wider nursing team is Whitney et al. (2020). Their project
sought to develop a tool (AQUERY) to support nurse educators if they mistakenly
misgendered a transgender nursing student. They engaged students who had
experienced being misgendered alongside nursing educators, in the development of
the tool. The tool has not yet been formally evaluated but is currently publicly available
for use. Transgender nursing care would be enhanced by having more transgender
nurses. For transgender students, correct pronoun use is critical to wellbeing as they
engage in learning. Supporting correct pronoun use supports transgender people’s
success in their healthcare qualification and the subsequent upstream effects of having
more transgender healthcare providers. The importance of incorporating content
throughout a nursing curriculum and the need to address gender binary normativity

within the program is emphasised by Levesque (2015):
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Nursing faculty are charged with the responsibility of crafting a curriculum that is
inclusive of the gender (and sexual) minority. In keeping with this culturally
congruent curriculum, educators have the responsibility of creating a nursing
education unit where those in the gender minority can learn safely and become
the next generation of professional nurses, free from harm and prejudice (p.
247).

Studies in this section demonstrated the value of community engagement with regards
influencing wider change within existing nursing programmes. Initiatives supported new
content across the whole curriculum. Wider organisational change is needed if the
binary normativity that pervades is to be challenged. Institutions reflect dominant
constructions that are reflected in the attitudes of staff, which may be particularly
damaging if these staff are delivering new content related to transgender healthcare.
An institution that is not inviting for transgender people may present barriers to
success. If the culture within the organisation is not inclusive, change is needed for

gender minority students to learn safely.
2.4 Relevance of literature to current study

The research question for this study is: ‘How can engagement with the community
influence an existing nurse education programme, with regards the provision of quality
care for people who are transgender?’ The literature review was positioned around
seeking to better understand how the level of engagement with the community, in the
development of initiatives which sought to enhance nursing education in relation to
transgender healthcare, influenced outcomes. The review found that while almost all
studies reported positive results, the level of community engagement influenced
outcomes. Best outcomes were achieved from initiatives designed and delivered by
community members, particularly when initiatives enabled student discussion, more so
their discussion with transgender people. The value of involving transgender people in
delivery and design of content, and the importance of wider organisational change is
discussed next. This discussion will also consider the value, based on the review, of
supporting discursive interaction when delivering content that challenges normative
perspectives of reality. This section will then link the findings of the literature review to
the methodological approach adopted for this study.

Why is contact in learning sessions important?

The studies reviewed showed that initiatives that provided opportunities for students to

engage with transgender people and hear about their lived experiences, were
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particularly impactful and valued by learners. In a mostly gender binary world, many
gender-binary students may not have considered what it might be like to access
healthcare as a transgender person. Being confronted with the personal lived
experiences of transgender people generally, and their experiences of accessing
healthcare, may have led to questions for some students. Having a person or people
available to answer questions as they arose for students processing new information

supported knowledge.

Stigma and discrimination present barriers for nurses in their provision of gender
affirming, culturally safe care. Direct engagement with people’s lived experiences
supports culturally safe practice. This is a view supported by Moran et al. (2024) who
stated, “learning from lived experiences encourages students to build critically informed
understandings and develop unique insights that challenge negative and prejudicial
attitudes and facilitates skill development” (p. 82). Moran et al.’s view is supported from
the findings of a literature review undertaken by McBride (2015) who advised that
contact improved attitudes through having misconceptions and stereotypical beliefs
challenged. Less than half of the studies in the review discussed in this chapter,
engaged members of the LGBT community in the delivery of learning sessions.
Logistics, availability, and finances may have led to barriers for the respective
researchers’ engagement of community experts in the delivery of their new learning
sessions. Barriers that are indicative of the value western nurse education providers

place on lived experience as an important educational resource.
The value of engaging community members in planning.

Few of the studies reviewed explicitly involved members of the transgender community
in the design of their initiatives. Studies that did, reported positive outcomes.
Transgender people are experts in the determination of what is safe healthcare for
them. Within nursing education in Aotearoa, the dominant view is that nurse educators
are the most appropriate people to determine content. This view undermines the
experiential knowledge that exists within local communities. The key to culturally safe
care is that it is care defined as ‘safe’ by those who receive it. To leave out transgender
community members in defining culturally safe care, means it is inherently inaccurate.
Transgender people need to be able to determine what safe care is for them and the

appropriate ways that this knowledge can be presented to students.

Transgender people were involved in some of the studies reviewed, and in the delivery
of pre-determined scenarios or learning sessions. However, there was a power
imbalance at play between nursing educators and community members facilitating
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these simulations. Transgender people, mostly, were not considered ‘experts’ in these
situations, but rather facilitators of pre-planned content. The inclusion of community
members in facilitation may make the content appear ‘authentic’ to nursing students,
when it may not be, potentially skewing the results of the studies discussed. This view
is supported by Postelnik, et al. (2021) who suggested authentic education is a socially
constructed concept, used to indicate the degree to which the learning session(s) align
to professional practice and that presenting a learning session as authentic might
discourage student’s critical scrutiny of its content. Transgender community members
should be involved, from the onset, in informing nurse educators about their personal
barriers to accessing healthcare and their perspective of what transgender inclusive
healthcare could look like. They should be involved in every stage of development, not

just at the last hurdle.
Why wider organisational transformation is needed.

Supporting gender affirmative practice in nursing requires wider organisational
transformation within nursing education provider organisations. This again speaks to
authentic delivery. Nurse educators purporting the importance of practice and action to
support transgender patient outcomes, whilst also not pushing for change to support
outcomes for transgender students in their own organisation, is somewhat
disingenuous. Only three of the studies discussed in this literature review moved
beyond one-off teaching sessions to wider curricula initiatives to address institutional
barriers to transgender student success. While teaching sessions were shown to
enhance students’ knowledge, attitudes, skills, and reflection of practice, in the short
term, lasting knowledge or attitude changes need initiatives beyond one off learning
sessions. Organisational culture and structures shape what is possible to do and be

within them. They themselves are products of social norms.

It is important that education at a programme level demonstrates that the wider
programme is gender inclusive. According to Levesque (2015), nursing educators need
to be supported in their competent delivery of transgender related content and the
wider team needs to create of a programme which is welcoming and safe for
transgender nursing students. Education delivered within a programme that does not
demonstrate inclusiveness would quickly be forgotten by most and for students with a
more critical lens would appear insincere. Initiatives need to consider the transgender
cultural competence of the nurse educators delivering new content, and the wider

nursing team.
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If we really want to improve transgender patient care outcomes, nursing education
programmes must also consider initiatives that extend beyond their respective
programmes to those that seek to create a transgender inclusive tertiary education
organisation and subsequently support increased enrolments of transgender nursing
students. According to Kellett and Fitton (2017), nurses educated in gender inclusive
settings would be more conscious of gender issues and better able to challenge
practices which lead to transgender and gender non-binary invisibility. Kellett and Fitton
(2016) provided several suggestions for how institutions might better support
transgender students. Unless an institution itself is welcoming and safe for transgender
students, barriers to enrolment or completion may mean nursing healthcare will miss
out on the upstream benefits of transgender nursing graduates. Inclusive educational
institutions support transgender nursing students’ enrolment, successful completion,

and subsequent enhancement of the nursing pool.

An organisation that professes to be inclusive with regards LGBTQ people must be
authentic when making this claim. Authenticity requires the organisation demonstrates
an integrated and sustained commitment to addressing the issues faced by LGBTQ
people and not just a superficial flying of the ‘Rainbow’ flag (Ciszek & Lim, 2021). This
requires meaningful engagement with the community; meaningful in that it must enable
members of the LGBTQ community to determine actions that will address issues
experienced by gender and sexual minorities and actions which will support a more

inclusive organisation moving forward.
The value of discursive interaction.

The literature discussed in this chapter found that studies which enabled students to
interact with other students reported positive results. Studies which enabled students to
engage with transgender community members were particularly impactful. These
findings support a learning position which aligns with the world view that underpins the
current study discussed in this thesis, knowledge is socially constructed. In this world
view, discussion between students would support better understanding of unfamiliar
content as students collaboratively construct new knowledge. Discussion between
students and transgender facilitators enables confusions to be addressed and
discussed as the respective student processes new information. Globally, post learning
discussion opportunities are believed to support reflective thinking and subsequent
improvements in practice (Vanassche, 2023). The findings of this literature review
support initiatives that provide opportunities for students to discuss and process

unfamiliar content.
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Identifying the gaps and linking to the methodological approach.

This literature review identified the benefit of involving the respective minority group in
the collaborative determination of actions aimed at improving the healthcare outcomes
for members of the group. Few of the studies had done this. An approach that is
designed to deliberately foster a collaborative approach to action is action research
(AR). An AR approach engages members of the respective community to be involved
from the onset, in a project which seeks to bring about a change. AR is an approach
that supports an equal voice for all involved and changes that reflect the needs of those

the study seeks to support.

An AR study that engaged members from six minority groups (including LGBTQ
community members) as guest speakers within a participatory AR was undertaken by
Bristol et al. (2020). In this study six guest speakers presented their experiences as a
student and/or nurse to two nursing education conferences involving 531 participants.
After the presentations, participants at the conference worked in small groups,
facilitated by the speakers, to develop strategies to support inclusivity in nursing
education and clinical settings. In this study the speakers and facilitators were
positioned as experts. Engagement with lived experiences supported knowledge and
drove action. Four themes and several strategies were determined demonstrating the
capacity of AR to support understanding and drive change. This finding reflects the
findings of the literature review presented in this chapter, engagement with the
community and positioning marginalised community members as experts in their field,
alongside enabling discursive interaction, supports knowledge and inspires a desire for

change.

Other studies that used an AR approach to support inclusiveness for minority
population groups, also found engagement supported knowledge and a desire for
action, for example, Hafford-Letchfield et al. (2018) and Neville et al. (2022). Hafford-
Letchfield et al. (2018) sought to improve healthcare for LGBT older adults. In this US
study, six aged care homes collaborated with ‘community advisors’ and academics to
develop and implement structured activities to promote LGBT inclusion. Their study
reported gains in awareness and changes in centre staff attitudes. An output attributed
to a participation approach that enabled the organisation to draw on the goodwill of
individuals to develop a strategic resource to support LGBT inclusiveness. Neville et al.
(2022) used a participatory AR approach to better understand older Pacific people’s
engagement with healthcare in Aotearoa. This study involved 104 Pacific people as co-

researchers. An important finding from this study was that an AR process, that
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positioned the participants as experts, empowered older Pacific people to take

leadership roles with regards healthcare engagement for Pacific people.

The study discussed in this thesis used an AR approach underpinned by social
constructionism. Only one study, Saini et al. (2022), in this chapter’s literature review,
used an AR approach. There is a dearth of literature about AR that involves minority
communities, let alone transgender communities, to bring about change in nursing
education. The study discussed in this thesis contributes to knowledge about how an
AR approach can support change within an existing nursing education programme. The
current study is underpinned by a social constructionist world view, a view that
considers how knowledge at a social level, such as gender being normatively binary, is
constructed; and a view that considers knowledge at a local level is constructed

through discursive interaction.
2.5 Conclusion

In total, 47 articles, based on 42 studies of initiatives that sought to enhance nursing
education to better support transgender health care, were retrieved from the initial
search. These initiatives tended to be one-off and nurse educator driven, an approach
that is indicative of how research responds to constructed norms and further
contributes to the construction of nurse educators as being experts when it comes to
designing and delivering content related to the nursing care. Some initiatives enabled
students to engage with transgender people, these studies supported compassion,
discursive interaction, and the construction of new understandings for students. Few
initiatives included transgender community members in all stages of initiative
development and even fewer studies moved beyond one-off teaching sessions to
influence the whole nursing programme or the wider organisation. An inclusive wider
organisation supports transgender student enrolment and more transgender nursing
graduates. It also supports more positive attitudes, with regards gender minorities, for
all graduates of the organisation. The findings from this literature review support a need
to better understand how participatory approaches can influence nurse education

programmes in relation to transgender healthcare.
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CHAPTER THREE: METHODOLOGY
3.1 Introduction

Chapter one provided a rationale for this study and the context of transgender
healthcare as it relates to nursing education in Aotearoa. The rationale for this study
was that transgender people experience significant disparities in health outcomes, and
barriers to accessing healthcare. It suggested in chapter one that nurses are well
positioned to influence the healthcare experiences for transgender people, however,
the literature related to this found few studies sought to investigate how nursing
education can support nurses in their provision of care for transgender people. Chapter
two presented the literature associated with interventions within nursing education that
aimed to support nursing students’ future provision of transgender healthcare. This
review found that studies that enabled students to discuss issues with each other
and/or with transgender people, supported learning. This finding supported a social
constructionist approach. The review also found that studies that engaged transgender
community members in the planning and delivery of initiatives were most impactful.
This finding supported an action research (AR)/community engagement approach.
There is limited research about how engagement can influence an existing nursing

programme. This further supported an AR approach.

The findings from the literature review supported a social constructionist epistemology.
Findings suggested knowledge is supported through engagement with multiple
perspectives and realities. A social constructionist epistemology brings to light that
gender is socially constructed. The ways in which people position themselves and are
positioned by gender can shape both possibilities and constraints for social life and
wellness. The view of gender as being binary and fixed from birth is strongly
constructed as normative in Aotearoa, as it is elsewhere. This means it is difficult to
imagine alternatives, let alone live them. Understanding how gender came to be so
strongly constructed as normatively binary and alternatives to this view is critical to this
current study. This chapter will present this study’s epistemology, its research approach
and the philosophy that underpins the study. The current study assumed a social
constructionist epistemology and used an AR approach. It is underpinned by a
philosophy of ‘practical knowing’ that describes a perspective of knowledge that occurs
through AR.
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3.2 Social constructionism
What is social constructionism?

Social constructionism is an epistemological position. Epistemology is the position a
researcher takes in relation to how we come to know what we know (Crotty, 1998).
Social constructionism considers knowledge is constructed through social interaction;
and that such constructions are influenced by the context of interactions; that is, the
cultural norms of the society within which the interactions are taking place, and the
language and meaning systems available to the respective participants within these
interactions. Social constructionists seek to understand how interpersonal processes,
within particular settings and broader societal structures, influence the formation of
societal constructs, the ideas, concepts and practices that are normalised within
particular societies. They might also seek to understand how socially constructed
norms maintain inequalities (Burr, 2015). Some social constructionists might consider
how socially constructed norms make possible, celebrate, promote particular social
identities while shutting down, constraining, or excluding others. Social constructionists
challenge attempts to identify an objective truth, and instead invite alternative
approaches to knowledge production (Gergen & Gergen, 2014). How social constructs

are expressed and shaped through language and discourse is discussed next.
Social constructs, language, and discourse.

Constructs are shared understandings of objects or ideas that are adopted by people
inhabiting a particular group which become widely accepted as typical (normal) by
those in that group (Schutz, 1962). Shared understandings, held within a group, are
developed, and maintained through social interactions (Lock & Strong, 2010). People
interact with others in ways that are intelligible, based on their perspectives of reality,
these behaviours in turn reinforce common understandings. Social constructionists
seek to unpack and make visible how common understandings come into being. A core
tenet of social constructionism is that how the world is understood does not necessarily
reflect the material world but is a product of how it is represented and produced
through language (Burr & Dick, 2017).

Language makes possible the construction and transmission of thoughts. It is a means
through which social interactions and thus social constructions of reality can occur.
Language is necessary for, and gains meaning within, social interactions (Gergen &
Thatchenkery, 2004). Language is more than vocabulary and syntax. There are

aspects of language that are not readily understood, if literally translated, by those not
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orientated to a particular group (Schutz, 1962). Thus, a stranger to a cultural group,
even if aware of the history and language of the group, might be confused by particular
terms that are normalised within that group (Schutz, 1944). For example, a common
request within Aotearoa that guests ‘bring a plate’ to an event, might be confused by
some from other cultures as meaning the guest literally brings a plate, rather than a
food item. New language terms are developed and understood through existing

terminology, shaped by the events of a particular culture at a particular point in time.

According to (Gadamer, 1970) language is critical to the process of constructing and
reconstructing understandings of ourselves and the world. For Gadamer, “reaching an
understanding is a process that succeeds or fails in the medium of language” (p. 13).
However, as Gadamer argues, it is not just the dialogue that occurs between people
that supports new understandings, but also the dialogue with oneself and the moments
we are speechless with wonder, that moves us to new knowledge. With regards
gender, language has become particularly pertinent, as existing language is used for
the construction and reconstruction of gender identities. For example, non-binary and
genderqueer are new language terms based on existing terms. New language terms

demonstrate the social reconstruction of gender.

Discourse relates to language; it refers to written or verbal communication. However,
discourse is more than spoken or written words, it encompasses societal or institutional
norms and makes understandings of terminology possible. According to Burr and Dick,
(2017), discourse is the meaning system through which people make sense of their
world. It determines the boundaries of thought and communication within a particular
society at a particular point in time (Baumgarten & Ullrich, 2012). While, for example,
terms related to genders which are not male or female have existed for a long time,
they have only come into common use, within western societies, over recent decades.
Gender binary dominant discourse has shaped and limited how some societies can
think about or discuss genders outside of a dimorphic view. Foucault (1969) suggests
discourse is the set of statements pertaining to a particular system, be it general
statements, or a group of statements related to an aspect of the system, or regulations
of practice. So, for example, gender discourse includes general statements related to
expected behaviours and presentations of genders, the groups of statements
pertaining to gender within particular social domains, and the informal or legal rules

that permit or constrain actions based on gender.

Discursive influences operate through normative pressures that infuse social

interactions and expectations of behaviour (Elder-Vass, 2011). Normative pressures

47



are a sum of the admonishments of people who do not conform, and the rewards for
those who are willing and able to comply with socially constructed norms. Discourse
influences how people shape reality and conventions of practice at an interpersonal
(micro) level and at an institutional or social (macro) level. Burr (2015) warned against
a strict division between macro and micro social constructionist approaches to research
because it is possible to synthesise both approaches. The study of this current thesis
assumed that knowledge is socially constructed at a micro level when individuals
discursively interact with others and at a macro level through the social processes that
lead to accepted norms or standards. These forms of social constructionism are

discussed next.

Micro and macro social constructionism.

Micro social constructionists explore how particular discourses function within social
interactions. A social interaction being two or more people communicating with each
other. People draw on discourse to speak and to make sense of the communication.
These interactions occur through means, such as language, that pre-exist the person
(Schutz, 1962) and are also influenced by the context of the interaction. Each individual
brings to the interaction their own subjectivities, cultural norms, and language terms
enabled by discourse. Gergen, (1996) gave credit, for the emergence of micro social
constructionism, to Gadamer (1975). Gadamer sought to understand how a person
who approaches an interaction with a framework of understanding, shaped by their
past experiences, moves, because of the interaction, to a ‘new horizon’ of
understanding. Within AR projects, micro social constructionists seek to explore how
the discursive interaction of group members influences respective subjectivities that

bring about action or change.

Macro social constructionists seek to understand how societal discourses function to
shape ideologies and beliefs, and how such dominant discourses relate to societal
power. That is, they seek to expose how sociocultural processes work to privilege
some discourses over others and influence the construction of knowledge, social
norms, identities, and subsequent perspectives of reality. Gergen, (1989) discussed the
notion of ‘voice’ in social interactions and suggested that those with a greater capacity
to present appropriately, in relation to the dominant discourse of the moment, are better
able to influence the construction of knowledge. The understanding that power
influences the construction of knowledge is relevant in this current study because nurse
education content and how it is delivered within Aotearoa is largely influenced by

people who have a degree of social power. That is, as argued in chapter one and two,
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nurse educators are positioned as experts in their respective fields, and little credence

is given to the lived experiences of the recipients of particular aspects of care.

Power and knowledge production are inextricably linked: one implies the other
(Foucault, 1977a). Research available to be drawn on to construct best practice and
curricula is influenced by power structures which determine what research projects
might be funded and disseminated, and the existing realities of the researchers and the
sociocultural context within which the research takes place. The perspectives of
marginalised people, such as transgender people, have been less likely to influence
the production of research knowledge, and this subsequently influences what is

considered relevant within health care education.

Macro social constructionists seek to understand how prevailing discourses contribute
to marginalisation, the positioning of some identities as less significant, and thus less
eligible of social recognition and support, than others (Burr, 2015). Making the
discursive practices of marginalisation more visible has the potential to contribute to
social change, by opening the possibility of others, such as nurse educators, disrupting
marginalising discourses and the practices and systems they give rise to. Transgender
people are a marginalised population group in Aotearoa. They experience gender-
based violence, victimisation, discrimination, and exclusion. They also experience
significant disparities in health and healthcare access, and reduced access to housing
and employment opportunities. Social constructionists do not consider an individual’s
identity as an essential aspect of them, but rather something that is shaped by their
sociocultural context (Lock & Strong, 2010). While discourses and social cultural
context might impose identities onto individuals, they may also provide multiple options

and possibilities which individuals can negotiate, take, or resist.

People are born into particular social contexts; their identities are shaped through their
interactions and the discourses available to them. The process through which
individuals are classified and defined within a discursive system is, what Foucault
referred to as subjectification (Lock & Strong, 2010). Subjectification is a continuous
social process of attributing cultural typing to particular social positions. An individual
can influence the discourse that defines their identity. That is, not all identities are
absorbed unwittingly, and individuals are capable of resisting the dominant ideologies
which constrain them. However, the agency that enables subversion is part of the
constituted character of the subject (Butler, 1990). The practices available for such are
constructed within the respective culture, society, or social group (Foucault, 1997b).

Therefore, the capacities to challenge the constraints of identities are themselves
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socially constructed. The study discussed in this thesis sought to make visible the
multiple constraints and opportunities operating around transgender identities in
healthcare, so that NEs are able to critically engage with them and find improvement

possibilities.

The social construction of gender.

“There is no such thing as gender other than what we say it is”
(Bornstein [in Bell], 1994, para 3).

This current study holds a view that gender is socially constructed. It sought to draw
attention to how western societies have strongly held constructs of gender as binary
and fixed, based on sex assigned at birth, and how these constructs oppress some
individuals and impact on their access to healthcare. Furthermore, the study sought to
better understand and subsequently address these constructs as they exist within
nursing education in Aotearoa. From a social constructionist perspective, people
attribute a gender to a person based on socially determined elements (physical traits,
clothing etc.) that vary over time and across cultures (Kessler & McKenna, 2006).
Some social constructionists, for example (Lorber, 1994) seek to understand how and
why the dichotomous view of gender, based on genetics or physical presentation at
birth, a view that prevails within western societies, is produced, and maintained. Others
for example DuBois and Shattuck-Heidorn (2021) have sought to challenge the view

that there are two biological sexes, upon which gender is constructed.

Feminist writer Lorber, (1994) suggested, gender construction begins from when a child
is assigned a sex category (boy or girl) at birth. This sex category, Lorber argued,
becomes a gender status through the application of socially normalised gender
markers such as names and dress. This gender status influences the child’s perception
of self, how they behave and interact with others, and how others behave and interact
with them. Gender is a primary cultural frame which enables individuals to define self
and others in social interactions and biases the expectations of behaviours of self and
others (Ridgeway, 2009). What could be considered as normal presentation and
behaviour for a particular sex is, Butler (1990) posited, constructed through the
repeated, over time and space, expressions of acts, postures and gestures which have
been socially constructed to correlate with a biological sex and serve to construct over
time, gendered bodies. Thus, Butler argued gender is both a performance and
performative; through the repeated performances of gender, gender becomes

performative (representative of that which it is constructed to be). Gendered behaviour
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follows through to family, work, and organisational practices, and through this process
gender expectations and binary normativity become embedded into the institutions that

make up the fabric of societies (Lorber, 1994).

Within the hegemonic discursive model of gender, for our bodies to be intelligible
(make sense to others) there must be two stable genders based on heterosexual
practices (Butler, 1990). That is, our understanding of heterosexual and homosexual
desire is based on the notion that there are two sexes - male and female. Within this
model, recognition of same sex or other, through individuals’ embodiment of socially
constructed gender signifiers, has been constructed as necessary to maintain
reproduction. However, Kessler and McKenna (2006), argue if such were true,
dimorphism would only be necessary for the reproductive years, not for a lifetime.
Lorber (1994) suggested dimorphism, with regards gender, is maintained to enable a
reliable division of higher paid (usually male) and lower paid/voluntary workers (usually
female), through power, if necessary, but mainly voluntarily, through the norms and
expectations being built into the individuals’ sense of identity and worth. While
gendered expectations change over time, there are punitive consequences such as
social exclusion, abuse, and disparities in healthcare access and/or economic status
for those who significantly diverge such as transgender or gender non-binary people,
from the socially constructed norms of gender as binary and fixed at birth. However,
given that gender is enacted/performed, socially constructed scripts of gender can be
interpreted and enacted differently, opening the potential for norms to be challenged
(Butler, 1998).

Critiques of social constructionism.

The main criticisms of social constructionism are centred around the view that social
constructionism is based on relativism (Andrews, 2012). Relativists consider all
perspectives of reality are to be accepted and considered equally valid. If such were
true, the critics suggested, then a research finding is but one view that is no more valid
than another, and thus the relevance of any research could be questioned (Andrews,
2012). Walker (2015) argued, such criticisms are based on a misunderstanding,
because social constructionism is an epistemology, how we come to know what we

know, and does not seek to make ontological claims.

Relativism, Burr (2015) posited, has also been critiqued with regards its capacity to
challenge oppressive structures, as challenge infers one particular moral stance is
superior and thus more valid than another. As relativism supports multiple perspectives

of what is ‘right’ or ‘wrong’ any action or perspective, within such a world view, would be
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considered valid. However, from a social constructionist perspective, values are
determined through interaction with others, within particular contexts. What is
considered valued is constituted by discourse and can change over time. For example,
children’s ability to rote learn in education was valued when discourses of education as
a kind of ‘mental training’ were dominant. More recently, however, the capacity to
problem solve has been considered more relevant. Thus, while there are multiple
perspectives of what is right and wrong, from a social constructionist view, they must

be considered relative to the context of their construction.

Social constructionists accept multiple views of reality but seek to understand how
some perspectives become reified and others subsumed within particular societies.
Social constructionists consider realities to be constructed through the medium of
language and the respective social structures that enable or constrain particular
perspectives of reality. With regards research, social constructionism might
complement realist perspectives by encouraging researchers to critically reflect on their
own biases and seek alternative ways of framing their existing realities (Romaioli &
McNamee, 2021).

Social constructionism’s alignment with action research.

“Social constructionism is central in how action researchers work”
(Bradbury, 2020, p.46).

A social constructionist lens aligns with AR methodology. Researchers who assume a
social constructionist epistemology hold a view that what we take to be true is the result
of the social processes that take place within particular historical and cultural contexts.
From this perspective, it is important to bring multiple views of reality to the fore, and
value collaboration to engage with a broader range of possibilities (Camargo-Borges &
Rasera, 2013). AR is an approach that necessitates collaboration and is dependent on

the multiple perspectives that group members bring to the project.

Both micro and macro social constructionism are relevant to AR. Social
constructionism, at a micro level, is a worldview that assumes the importance of
discursive interaction in the production of knowledge, a worldview in common with AR.
An AR process is dependent on the knowledge that is produced within group member
interaction. Social constructionism, at a macro level, acknowledges that power
structures influence the societal norms that subsequently marginalise particular

population groups. AR enables members of marginalised groups to have a voice in the
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collective determination of action to address the issues they see as impacting on their

lives.

Influenced by a social constructionist world view, this current study sought to enable
discursive interaction between transgender community members, and nurse educators,
to support the collaborative construction of action. This required a process that would
give voice to members of a marginalised population group and a purpose that sought to
upset socially constructed norms that have previously led to inequities in healthcare
access for transgender people. An AR methodology supported the requirement of the

study discussed in this thesis.
3.3 Action research

AR is a research approach where the researchers work together to bring about change,
within a particular context. The change needed is ascertained by the researchers.
Change occurs through the repeated cycles of the collaborative understanding of the
issues, determination of actions, the undertaking of actions, and the reviewing of
actions. AR, Newton and Burgess, (2016) suggested, could be considered to have its
origins in the research work of Lewin (1946). It was subsequently taken up within
educational and critical sociology research. While there are numerous approaches that
action researchers can take, Coghlan & Brydon-Miller (2014) suggest all are based
around the integration of theory and action, in order to address, with those affected, an

organisational or social issue.

History of action research.

AR emerged in the 1940s from a growing interest in the development of alternatives, to
positivist approaches to studying sociology and education. Lewin (1946) has often
been credited with establishing AR, and the development of a method to enable the
application and trialling of theories in practice (Carr, 2007). Lewin was a Jewish
psychologist who sought refuge in the United States from Nazi Germany. He worked
with the Tavistock Institute that was contracted to support the redevelopment of British
industries following the war. In 1946, Lewin wrote an article that described an ‘action
research’ process aimed at improving inter-group relations within an organisation. The
process of his AR, described in his article, was repeated cycles of planning action,
executing action, and evaluating action. This work set the stage for AR in Europe
(Levin & Martin, 2007). However, the positivist epistemology that prevailed at that time,

led to a lack of uptake of AR within social science research (Carr, 2007).
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The 1960s saw a resurgence of AR within education and critical orientated research.
The work of Elliott and his subsequent publication: ‘What is action research in schools?’
(Elliott, 1978) was influential in the shift from positivist educational research to self-
reflective examinations of practice (Carr, 1989). Positivist research assumes there is a
single reality that is understood through observation. This is an approach Carr (1989)
suggested, where educational research was preserved for the academic elite and not
something that could be undertaken by teachers in the classroom. Elliott, however,
described educational research as a process by which teachers examined the tacit
theories of their practice (Carr, 1989). Within education, AR became a method by which
teachers could make radical changes to the way curricula were structured and
delivered (Elliott, 1993). Prior to his 1978 publication, Elliott spent over a decade, in the
United Kingdom (UK), facilitating projects that sought to reform curricula through AR
methodology. The uptake of this approach was significant, not just within the UK, but

within educational institutes within Europe, USA, and Australia (Carr, 1989).

Freire, whilst also focussing on education, provided a critical orientation to AR in his
eminent work Pedagogy of the Oppressed (Freire, 1970). For Freire, education that
supports the development of a critical consciousness of the structures that oppress, or
empower people to take action to change conditions, is liberating. His work provided a
model for research that engages with the knowledge and experiences of people in
order to confront inequalities and bring about social change (Brydon-Miller, 1997).
Freire (1972) did not consider education practices to be neutral. He suggested when
curriculum content is developed, or educational policies are drawn up and processes
are planned, educators are making ideological choices. According to Freire (1972),
education might perpetuate alienation as the values of the dominant class, who
organise education, and determine the aims incorporated into and maintained within
the system. In this domesticating praxis, the educator merely transfers existing
knowledge, based on a dominantly constructed norms and perspectives to the
‘ignorant’ student. However, a liberating teaching praxis is possible, Freire (1972)
suggested, where there is no absolute knowledge to be passed on but “a
knowledgeable object which mediates the educator and student as subjects in the

knowing process" (p. 180).

Freire made popular ‘participatory action research’, an approach that engages
marginalised or under privileged participants in an AR project that will change systems
and processes to enhance their lives (MacDonald, 2012). Within critical research, AR is
seen as an approach that supports the emancipation of underprivileged groups by

enabling the challenge of dominant ideologies and coercive structures (Johansson &
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Lindhult, 2008). Thus, Freire’s approach could be considered to be critical AR.
Participatory and critical AR are two of a number of approaches to AR that are

discussed next.

Types of action research.

There are several ways action researchers could approach their study. The approach
selected is influenced by the worldview of the main researcher and the context of the
study. Common approaches to AR are: ‘Participatory Action Research’ (PAR) and
‘Critical Action Research’ (CAR). PAR, made popular through the education research
undertaken by Freire (1970/1972), is an approach that involves the community and is
focussed on action that addresses issues for members of a particular group. Another
approach, similar to PAR is CAR. This approach supports a collaborative approach to
addressing a problem of practice; but, in addition to engagement with others, it also
requires a critical consideration of the social, political, and contextual factors that
contribute to inequities (Kemmis, 2006). CAR seeks transformative change through

education and social justice approaches (Walker & Loots, 2018).

Other approaches to AR include action science, and appreciative inquiry. Action
science is the application of knowledge to action that subsequently contributes to
theories of action (Argryis et al., 1985). It draws on the principles of PAR and focusses
on the theories that help the researcher understand participants’ behaviours, such as
controlling or defensive behaviours. Appreciative inquiry “adopts a positive and
strengths-based approach to identify what is going well’ within a situation” (Sandars &
Murdoch-Eaton, 2017, p. 3). While appreciative inquiry is an approach that could be
criticised for not acknowledging the issues of the context of the study, Hung et al.
(2018) argued it does address the issues by appreciating and reframing the issues into
constructive action. Action science’s emphasises theorising behaviour over instigating
change, and appreciative inquiry’s focus on what is working well, were not suitable
approaches for a study that was primarily seeking to influence change in a programme

that currently has no content related to transgender healthcare.

The study discussed in this thesis aligned with some of the key principles of PAR and
CAR in that the study was participatory and was critical of the hegemonic structures
that impact on marginalised population groups. However, because this study needed to
be explicitly mindful of the internal politics associated with undertaking research within
the researcher’s own organisation, the approach developed by Coghlan (2019)
‘Undertaking AR within your own organisation’ was adopted. The method outlined by

Coghlan was adapted to meet the needs of the current study. This is discussed more in
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the methods chapter of this thesis. Coghlan’s approach acknowledges the contextual
nature of AR and how it might influence the process. For example, it discusses the
challenges the researcher might face due to the politics of the organisation. It is an
approach that emphasises the importance of relationships over rigidity of process and
understands that the researcher must continue to work in the organisation following the

research project. An overview of this approach is presented later in this chapter.

Action research is concerned with practical knowing.

There are many ways of knowing. For example, Indigenous Corporate Training Inc.
(2018) discussed indigenous knowledge as the skills, philosophies, and
understandings gained through people’s historical engagement with their natural
environment. Heron and Reason (2008) described four ways of knowing: propositional,
experiential, presentational and practical. Propositional knowledge is knowledge that
includes ideas and theories borne out of procedures or trials designed to establish
facts. Experiential knowledge is knowing what something is like through having
experienced it, gained by the individual as they engage with others and the world.
Presentational knowing is gained through the expression of action aimed at keeping a
respective audience engaged. Practical knowing is knowing how to behave in a
particular context to achieve a particular outcome. AR is concerned with the
development of practical knowing (Reason & Bradbury, 2001) a knowing that
incorporates other ways of knowing. The philosophy of practical knowing is discussed

next.

Characteristics of ‘practical knowing’.

Practical knowing is the knowledge that supports competence when participating in
day-to-day living. It is knowing how to behave, respond, and interact with others and
the environment when the responses of others and the environment are not
predictable, and each situation is unique. This type of knowing has been explored by
several distinguished philosophers including Aristotle, Dewey, Gadamer and more
recently, Eikeland (2006), Carr (2007), and Coghlan (2016). Coghlan (2016), identified
four characteristics of practical knowing, these are listed below. A discussion that draws

on historical and more recent philosophers of practical knowing will then be presented.

1) Practical knowing is focused on the everyday concerns of human living.
2) Practical knowing is socially derived and constructed.
3) Practical knowing requires attentiveness to the uniqueness in each situation.

4) Practical action is driven by values and is fundamentally ethical.
(Coghlan, 2016, p. 92).
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Reflection is also critical to the development of practical knowledge. The importance of

reflection will also be discussed.

Practical knowing is focused on the everyday concerns of human living.

Practical knowledge, otherwise termed common sense, is not the knowledge which is
taught but what is learnt through everyday experiences (Sternberg et al., 2000).
Practical knowing occurs when people work together to resolve a problem or complete
a task that is important to them. In so doing they gain insight through finding solutions
or new ways of doing things. This knowledge is developed through the building up of
clusters of insights into everyday living (Coghlan, 2016). The person who is formed
through actions that seek to serve their community is fuller and broader than the

person who acts against the needs and purposes of others (Dewey, 1910/1996).

AR seeks to address the concerns of the people involved in the research project. While
other research approaches might also be concerned with issues impacting on the day
to day lives of people, practical knowing is specifically dependant on the collaborative
deliberation of action which seeks to resolve issues that impact on people’s lives. For
example, accessing healthcare presents significant issues in the day to day lives of
many transgender people. The current study, discussed in this thesis, sought to
address barriers to accessing healthcare for transgender people, through enhancing
nurses’ provision of quality care for this population group. AR enables people to work
together to better understand individual concerns and identify actions that will address

these concerns.

Practical knowing is socially derived and constructed.

When faced with a concrete project, we draw on knowledge gained from experiences
and on what we have learnt from our parents, teachers, and other members of society
(Coghlan, 2016). This type of knowledge is socially constructed. It is knowledge that
includes socially constructed norms, expectations, and perspectives of what is real and
true (macro social construction). Individuals bring to the research process their own
perspectives of what is real and true. The AR process enables people to be open to
different ways of viewing the world and the possibilities for enhancing other people’s

wellbeing through changing practice.

At a micro social constructionist level, the process of interpreting and understanding
another’s perspective is described in Gadamer’s hermeneutics (Clark, 2008).
Gadamer’s hermeneutics refers to the back-and-forth interpretation, of parts to whole to

parts etc., which occurs for an individual within an interaction with a text or with
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discussions with another (Austgard, 2012). Hermeneutics is the process through which
a person moves to a new understanding through the reconciliation of their existing
prejudices (perspectives, that have been influenced by their social and cultural history),
with the new information within the text or conversation. Thus, within a collaborative,
discursive interaction, as occurs in AR, if all are receptive to others’ ideas, practical

knowledge is advanced (Carr, 2007).

...practical knowledge and understanding can only be developed and advanced
by practitioners engaging in the kind of dialogue and conversation through
which the tradition-embedded nature of the assumptions implicit in their practice
can be made explicit and their collective understanding of their praxis can be
transformed (Carr, 2007, p. 433).

Practical knowing requires attentiveness to the uniqueness in each situation.

“What should experiences be but the future implicated in the present”
(Dewey, 1917, p. 5).

Practical knowing requires a reflexive attentiveness to what is happening in the here
and now (Coghlan, 2016). Attending to the moment generates insight. Within each new
situation we draw on these insights and, if we are attending to them, these situations
provide new insight. Attending to the uniqueness of the situation is an important aspect
of the AR model adopted for this current study. To be attentive as a researcher means,
closely observing and considering internal and external experiences (Bova et al.,

2018). It also requires the researcher attend to the uniqueness of the research context.

Attending to internal experiences ensures the researcher considers what is happening
for them, at the moment in time, as they engage with others. That is, they attend to
what they are experiencing, what they feel, and what they understand about what they
are feeling (first person inquiry). Attending to external experiences asks the researcher
to question what they observe to be happening for those they are engaging with.
Attending, when engaging with others, directs researchers to actively listen to others, to
reflect on what they say, in relation to what others say, and to observe and consider
people’s expressions, behaviours, and silences, as they interact with others.
Researchers contribute to practical knowing through being explicit about their train of

thought, and how they think and feel as they engage with others to bring about change.

Researchers must also be attentive to the uniqueness of each situation. AR unfolds in

real time, in a unique context, where end points are unpredictable. This current study
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engaged with members of a marginalised community through an AR process. This was
a unique research process for the organisation where | worked. In AR the group needs
to reflect on their current knowledge, challenge what has happened before, and

through action and reflection, improve the organisation’s future (Austin, 2017). Through
this process group members gain practical knowing. Attentiveness to the uniqueness of

a particular context is critical to practical knowing.

Practical action is driven by values and is fundamentally ethical.

According to Gadamer (1975), ethical practice is an essential aspect of practical
knowing. It requires researchers reflect on their prejudices and seek to address them to
support moral decision making. The purpose of action must be well intentioned,
because skill without good intention could lead to self-serving action that does not build
practical wisdom (Schwartz, 2011). Practical knowing draws on the Aristotelian ethical
virtues of phronesis (Coghlan, 2016) and praxis (Carr, 2007). Phronesis is the capacity
to deliberate towards the right course of action in a situation (Friesen, 2000). Aristotle
considered phronesis to be both an intellectual and ethical virtue (Eikeland, 2006).
Phronesis differs from other Aristotelian virtues, such as techne and episteme, because
it cannot be applied universally. Knowing what is right in a particular situation, cannot

be determined independent of that situation (Gadamer, 1975).

Praxis is action orientated towards understanding human good. It is a form of action
where the means and ends are not known in advance but are realised through action
and reflection (Carr, 2007). The current study aimed to address health disparities for
transgender people. It was ethical in intent because it sought to understand human
good through wider engagement with a marginalised population group to determine
actions. Praxis and phronesis relate to moral knowledge that, according to Gadamer
(1975), requires deliberation with oneself and cannot be taught or forgotten. It is gained
when acting within a concrete situation with ethical intent. That is to say, the end, moral
knowledge, is only achieved through moral action, which can only occur within a
situation that cannot be determined ahead of that situation. Yet, determining the moral
action requires moral consciousness which is only gained through encounters that
require moral decisions. Thus, the means determines the end, and the end determines

the means.

Moral consciousness, Gadamer suggested, is influenced by the prejudices embedded
in one’s effective history and cultural traditions (Carr, 2007). Prejudices and traditions
cannot be understood by an existing theory but can be rationally revised through the

reflection of one’s own understanding of the historical and cultural situations that shape
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prejudices (Carr, 2007). Ethical practice (praxis and phronesis) requires the practitioner
reflect on their moral decision making and they have a capacity to be sympathetic of
others (Gadamer, 1975). The understanding of another, Gadamer suggested, requires
a consciousness of one’s prejudices and openness to new understandings. This
current study sought to raise the consciousness of non-transgender/nurse educator
members’ own personal biases with regard transgender people. The AR process was
reliant on authentic reflection. The approach adopted (Coghlan, 2019) supported the

researchers’ attentiveness to, and reflection of, their own assumptions.

Importance of reflection in practical knowing.

A contribution to practical knowing, based on the characteristics discussed in this
section, is heavily dependent on the researchers’ commitment to reflection. Reflection
is the critical link between attending to the moment and taking responsible action
(Coghlan, 2019). One of the earliest writers on reflection, with regards improving

practice was Dewey (1910). For Dewey reflection is the:

Active, persistent, and careful consideration of any belief or supposed form of
knowledge in the light of the grounds that support it, and the further conclusions
to which it tends, a process of being uncertain, when drawing on past
experiences and prior knowledge; inquiry into possible alternatives and testing
to determine a way forwards, with regards improving practice (Dewey, 1910, p.
6).

Later, Schon (1983), in relation to teaching practice, described reflection as a process
by which the practitioner critiques their own initial understandings of practice in order to
make sense of new (unique) situations and construct new theories. Reflection with
regards actionable knowledge has been emphasised in Coghlan (2019), Kemmis
(2006), and Wicks and Reason (2009).

The cycles of action and reflection can take many forms. They might be introspective
solitary self-dialogue, intersubjective (pertaining to relations with others) or a mutually
collaborative (a participatory dialogic) approach (Finlay, 2008). Some AR approaches
emphasise the importance of reflection as solitary processes that support their
personal understanding of practice. Coghlan (2019), suggested, in addition to the
collaborative reflective AR cycles, the researcher must also incorporate their own

reflection cycle as their contribution to actionable knowledge.

A useful guideline in my experience, is that if the report contains extensive
reflection on the personal learning of the author-researcher as agent of the
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action in the story ... then the first-person narrative adds a considerable
strength to the published report (Coghlan, 2019, p. 232).

Solitary process reflection requires practice, practice which might include habitual
meditation and journaling (Reason & Torbert, 2001). Kemmis (2006) considered both
self-reflection and collective reflection as occurring within an established
communicative space. A communicative space supports democratic expression of
differing perspectives with the aim of reaching a consensus on action (Wicks &
Reason, 2009).

Reflection is a critical aspect of practical knowing and other aspects of knowledge
gained through AR. The study discussed in this thesis drew on both solitary reflection
and collective reflection. Solitary reflection occurred through reflective journaling and
explicit reporting of the learning cycles, as presented in chapters five and six of the
current thesis chapters of this thesis. This study also presents the collective reflections
that occurred as group members sought to understand the experiences of others in the

group space.
Doing action research in your own organisation.

Doing action research in your own organisation is an approach to AR developed by
Coghlan (2019). The first edition of this method was published in 2001 (Coghlan &
Brannick, 2001). It was subsequently modified and republished. The 2019 publication
was the fifth edition of the method. At the time of this thesis, Coghlan was a Professor
and Fellow of the Trinity College, at the University of Dublin, Ireland. How his method
was adapted for the current study will be discussed in the methods chapter of this
thesis. Coghlan’s method firstly outlines the repeated cycles of four phases:
constructing, planning action, taking action, and evaluating action as shown in Figure 1.
These phases occur in collaboration with others in the AR group, influenced by the
context and purpose of the current study (Coghlan, 2019). Coghlan suggested there

may be several cycles running concurrently.
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Figure 1 The action-research cycle
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(Coghlan, 2019, p. 29, [used with permission])

The four phases of an action research cycle:

e Constructing: the group collaboratively ascertains the issues of concern for
them. These issues will form the basis for action.

e Planning action: the group identify actions or interventions that align with the
purpose and address the collaboratively ascertained issues to be addressed.

e Taking action: planned actions are collaboratively implemented.

¢ Evaluating action: intended and unintended outcomes of the actions are
reviewed to determine: if the construction of issues was correct; the actions
addressed these constructions; the actions were carried out appropriately; and

what will feed into the next cycle.

The meta-cycle of inquiry.

The meta-cycle of inquiry, as shown in the lower part of Figure 2 (Coghlan, 2019, p.
76), requires the researcher reflect on: content (the main issue being addressed); the
process (the strategies adopted and how they occurred) and the premises (their
underlying assumptions and perspectives). In the current study the issue addressed
was outlined in the introduction chapter; the underlying assumptions were presented in

this chapter, and the methods adopted are outlined in the next chapter.
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Figure 2 The meta-cycle of inquiry
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The general empirical method.

In the model adopted for this study, as shown in Figure 2, the researcher must be
explicit about the learning that occurs for those engaged in the AR project. In Coghlan
(2019) these learning cycles are described in his ‘General Empirical Method’. This
method discusses four steps of learning. These steps are ‘experiencing’,
‘understanding’, ‘judging’ and ‘taking action’. These steps occur within each of the main
phases of the AR cycles. Coghlan indicated that learning occurs at three person levels.
At the first-person level, the researcher outlines their own learning. At the second
person level, group members’ learnings are discussed. At the third person level,
learnings of the wider organisation and beyond are also considered. While the image
appears to depict the process as occurring once within each phase of an AR cycle
phase, this is not the case. Coghlan (2019) advised, learning is the ongoing repetition

of these cycles, throughout the phases.

In first person inquiry, the researcher reflects on the research as it unfolds in the
present tense. It requires the main researcher attends to their experiences, that is, they
attend to what they think, and emotionally and physically feel. The researcher reflects

on these experiences by deliberately trying to make sense of them, and then draws on
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theories and constructs to support their sense making (understanding) of these
experiences. This process Coghlan refers to as interiority, “the cutting edge of theory
and practice” (2010, p. 299). This process contributes to research knowledge through
which the learner will determine what action they might take. This may include deciding

to do things differently when faced with a similar situation.

As the researcher is also engaged in second person inquiry, they must also reflect on
the observed, or reported, learning cycles that occur for group members as the AR
progresses. The integration of first and second person voices supports scholarship that
improves practice and contributes to knowledge through the development of
generalisable conclusions which are disseminated to the third person, the wider
community (Reason & Torbert, 2001). How this AR project influenced learning beyond

the group involved in the project is discussed in the ‘findings’ chapters of this thesis.
3.4 Critiques of action research

AR is an emergent process which occurs within a specific context. AR has been
criticised for appearing to be unscientific (Krumsvik, 2012) and thus lacking rigour.
Rigour requires research validity so that findings can be trusted. One reason for
questioning the validity of AR is low researcher control, as the researcher cannot
control for external factors that might influence outcomes. AR is unpredictable. It occurs
in real time in sometimes complex situations. This unpredictable aspect of AR may
create a vulnerability for the researcher who may experience unexpected changes to
the topic or method or may have to abandon their project altogether (Kock, 2004).
However, AR does not seek to contribute to scientific knowledge. AR contributes to
practical knowing, a knowing how rather than a knowing that. That is, understanding

how practice was changed is more important than knowing what has changed.

AR validity could also be questioned because of a potential for bias in analysis and
reporting due to a strong personal involvement of the participants/co-researchers
(Burns, 2005; Kock 2004), or researchers needing to report findings in a way that
reflects well on the organisation. The concern about bias in reporting, is based on a
view that the focus of the research is the outcomes. Practical knowing occurs in the
doing and is not reliant on successful outcomes. AR avoids misrepresentation of
findings through its dependence on authentic reflection of the events of the research as
they occur. The necessity for transparency with regards process, analysis, and

findings, with group members, also supports validity.
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AR might also be criticised for its low generalisability. Reasons for low generalisability
include the commonly small scale of AR projects (Burn, 2005) and that the findings
could only be considered to be relevant to the particular context of the study (Kock,
2004). However, it could be argued, that because AR contributes to practical knowing,
the ‘knowing how rather than knowing that’ it contributes to knowledge which is
generalisable. Just as other practical skills, such as trades, that are usually transferable

to other contexts.

AR has also been criticised for not always meeting its purpose of addressing the needs
or issues that are identified collaboratively by the group. The thought being that the
researcher could be influenced by organisational pressures to push a focus on issues
that might not have otherwise been collaboratively identified as important by the group.
AR uses a methodical process which includes the group’s collaborative determination
of the issues to be addressed and subsequent actions. AR requires authentic reflection
on how actions are determined and undertaken. Because AR is collaborative,
transparent, and authentically presented means it is less likely than other
methodologies to be influenced by organisational aims or to be misrepresented by the
researcher. How rigour was maintained in the current study is discussed in the

methods chapter of this thesis.
3.5 Conclusion

The current study sought to understand how engagement with the community could
influence an existing nurse education programme with regards to provision of quality
care for transgender people. This study was underpinned by a social constructionist
epistemology. This world view acknowledges that the concept of gender and gender
expectations are, at a macro level, socially constructed and that knowledge is
supported, at a micro level, by opportunities for people to interact with others. The
study’s aim and epistemology necessitated an approach that enabled discursive

interaction, a requirement supported by an AR methodology.

The AR approach, ‘Doing Action Research in Your Own Organisation’ (Coghlan, 2019)
was adopted because the current study was based in the researcher’s own
organisation. The approach adopted outlines the phases of each AR cycle; the meta-
cycle/thesis component of inquiry; and the ‘General Empirical Method’ of learning which
occurs for the researchers as they engage in the AR process. There are numerous
ways of knowing but this chapter has argued that this study’s aim, epistemology, and

research approach would support a contribution to practical knowing.
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Coghlan (2016) presented a philosophy of practical knowing. In this philosophy,
practical knowing occurs when research “... focusses on the everyday concerns of
human living; ... is socially derived and constructed; ... attends to the uniqueness in
each situation; ... its actions are fundamentally ethical”’ (p. 9). Reflection is a critical
aspect of many AR approaches and is particularly important for researchers seeking to
contribute academically to practical knowing. How this study aligns to this philosophy is

discussed in the methods, results, and conclusions of this study.
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CHAPTER FOUR: METHOD
4.1 Introduction

This study used an action research (AR) method developed by Coghlan (2019) that
can be used in your own organisation. It sought to contribute to practical knowing
through its adoption of an approach that is underpinned by a philosophy of practical
knowing, an approach principled on social constructionism (Coghlan, 2016). How the
current study aligned to the characteristics of practical knowing is outlined next. The
context of the study will then be discussed. The ethical considerations, in particular
how member safety was maintained, will also be presented. This chapter will then
provide a detailed outline of the research process, including how the method was
adapted to meet the needs of the study, alongside a discussion of how rigour was

maintained, and data analysis was undertaken.
4.2 Practical knowing

Our AR study sought to contribute to practical knowing through its adherence to the
four characteristics of practical knowing as outlined by Coghlan (2016). These

characteristics and how they were adhered to are listed below:

1) Practical knowing is socially derived and constructed. This study is

underpinned by a world view that knowledge is socially constructed.

2) Practical knowing is driven by values and is fundamentally ethical. The aim of
this study was to improve healthcare experiences for transgender people, an

aim that is ethical in intent.

3) Practical knowing is focused on the everyday concerns of human living. In
the current study initial actions, determined by the group, supported education
for nursing students. Further actions addressed group members concerns about
how content should be designed, and subsequently delivered, and their view

that wider organisational change was needed.

4) Practical knowing requires attentiveness to the uniqueness in each situation.
Chapters five and six of the current thesis focus on the group members’ and the

main researcher’s explicit attendance to the uniqueness of each situation.
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4.3 Understanding the context

Prior to this study, and several times during the study, | consulted with Maori/tangata
whenua, people of the land/indigenous population (Te ara Maori dictionary, 2024) and
with transgender support groups. How these consultations were undertaken and why

they were important, for the study is discussed next.

Consultation with tangata whenua.

Prior to the first group meeting, | met with Matua Mike (matua is a term of respect for
an older male [Te Taha Hauora, 2024]). Matua Mike is the kaumatua, meaning the
respected elder, (Te ara Maori dictionary, 2024), of the local iwi, meaning tribe (Te ara
Maori dictionary, 2024) of the region, of the organisation where | work. | had already
discussed with Matua Mike my initial thoughts for a study and asked if he would be
willing to culturally support me, on my doctoral journey. He enthusiastically agreed to
do this. This consultation was the right thing to do when researching within an Aotearoa
context. It also supported the creation of a safe place for engagement and a personal
critical awareness, about western versus indigenous constructions of gender. AR has
much synergy with kaupapa (meaning ways of doing [Te ara Maori dictionary, 2024])
Maori research. The importance of engagement with a local kaumatua is discussed

next.

Consultation was the right thing to do.

AR is fundamentally ethical, and practical knowing is hinged on researchers working
with ethical intent. While consultation with tangata whenua (Maori) is common practice
when undertaking research in Aotearoa, it was particularly important in this study
because Maori experience significant disparities in health. Health disparities are a
consequence of colonisation which led to a loss of land, culture, and resources, and a
subsequent reduced access to determinants of good health (National Ethics Advisory
Committee [NEAC], 2022). “Under the principle of Manaakitanga, all health researchers
should engage in consultation” (NEAC, 2022, para. 6). Manaakitanga means being
kind and respecting of others. It draws on the concepts of hospitality, respect, and care
for others (Moorfileld, 2024)

Consultation is also a requirement of this study’s national treaty (Te Tiriti o Waitangi).
Te Tiriti o Waitangi is a treaty between Maori and the crown that was signed in 1840 in
Aotearoa. It affirmed a commitment to partnership in decision making and equity of

outcomes (Orange, 2023). It is ethically important that health research, within Aotearoa,
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is informed by tangata whenua (people of the land). Both AR and practical knowing are

essentially ethical in intent and process.

Consultation supported the creation of a safe place for engagement.

Consultation was also important because it supported the creation of a safe space for
research participants within an Aotearoa context. A space that supports
whanuangatanga (a family like atmosphere) enables participants to safely connect with
others and express their personal experiences and perspectives. As a non-Maori
researcher, | needed to better understand how | could support safe meetings within a
bi-cultural context. In our first meeting, Matua Mike prioritised preparing me for my first
group meeting. While | was quite familiar with protocols for meetings within the
Aotearoa context, | appreciated the opportunity to get this aspect of our meetings
correct. In our meeting, Matua Mike and | wrote my pepeha (personal connections to
the land) and a karakia (an opening prayer or greeting commonly used in Aotearoa to
establish an intent of goodwill) and discussed actions that might also support positive

group connections.

Actions suggested by Matua Mike to support a safe space for participants included
starting the meeting with a karakia, introducing myself with my pepeha and inviting
members to introduce themselves ‘in ways that felt comfortable for them’. Alongside
this, Matua Mike suggested | provide a substantive group lunch, to enable group
members to make connections with others, in relation to each persons’ roles and
positions within the community in a more relax meeting setting. This adherence to
Maori meeting protocol supported the development of a communicative space - a
physical and conceptual place that enables participants to safely engage in discursive

interactions (Bevan, 2013).

I met with Matua Mike again during the action phase of our project. | informed him of
our progress, and mentioned that group members, when delivering a workshop
developed by the group, expressed nervousness about the karakia (an opening, an
appropriate way to start a meeting). | asked Mike, with permission from the presenters,
if | could voice record a karakia for this workshop, he agreed to this. The words and
their English translation were put up on the screen at the start of our workshops, his
recording introduced the session. His voice and his mana (the respect afforded to
people of significance) led to a spiritually rich recording of a karakia that supported

culturally respectful openings to our workshops.
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Conversations shaped my thinking about western constructions of gender.

Alongside the discussions about safe spaces, Matua Mike and | also discussed Maori
perspectives of gender. These discussions led me to think about how cultural practices
are socially constructed, and how what is considered to be gendered cultural norms
came to be reconstructed through the influence of social hegemony. For example, we
discussed how what is now considered to be traditional gendered practices, for Maori,
may have been influenced by colonial norms. Matua Mike suggested, for example, that
different expectations of behaviour, based on gender, at a powhiri (an event where
hosts welcome visitors) may have changed. Matua Mike suggested that in our region,
there were some strong wahine (women) leaders, who were unlikely to have taken a
back seat in pre-colonial meetings. Yet, Matua Mike suggested, even respected elders
have come to accept certain practices such as wahine sitting behind men in meetings
as being protocol. Collaboratively we came to a view that colonial norms, where
women were less expected to be engaged in political matters, were adhered to out of
respect for European colonisers, led to new constructions of protocol, in relation to

wahine roles within powhiri.

In later meetings, Matua Mike and | had more discussions related to Maori
constructions of gender and how they differed from western norms. In pre-colonial
times, for example, gay and/or transgender people were accepted members of
communities. There was no word for them because a word was not needed. Takatapui,
is a recently constructed Maori word for gay and/or transgender people. These
discussions with Matua Mike supported personal reflections of how different contexts
shape language and constructions of meanings and led to my critical consideration of
indigenous verses western constructions of gender. Had traditional practices continued,
| believe life would have been significantly easier for gay and transgender people in

Aotearoa.

Kaupapa Maori approaches to engagement align well with action research.

AR has much synergy with indigenous ways of knowing. Kaupapa Maori research, for
example, supports insider research, and empowerment for those involved in the
research project (Tiakiwai, 2001). Kaupapa Maori research seeks to address the
everyday concerns of the community, it views knowledge to be socially constructed,
and is based on a social justice intent. These principles align well with the
characteristics of ‘practical knowing’ that inform the current study. Engagement with
kaumatua enabled a better personal understanding of the similarities between ‘practical

knowing’ and indigenous ways of knowing, and approaches that support both types of
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knowledge production. While both approaches are action orientated and emphasise
collaborative decision making, understanding the synergies led me to drawing on
aspects important to kaupapa Maori approaches to action in the current study. For
example, | sought to build positive relationships (whanaugatanga) with group members

and provided good hospitality and care (manaakitanga) within meetings.

Prior networking with transgender communities.

To further support my understanding of the context of this study, prior to the first
meeting and during this study, | also connected with transgender community
organisations. This was important because ‘practical knowing’ requires the researchers
address people’s everyday concerns. As such, | needed to be informed about the
healthcare concerns of transgender people in the wider community. As a cis-gender
person these consultations were necessary to support my understanding, and the
subsequent provision of a research process that was culturally safe for transgender
group members. Consultations were also important because they supported
networking with transgender communities, networking is an important aspect of the AR

process. The importance of prior networking in AR is discussed next.

Understanding the everyday healthcare concerns of transgender people.

As discussed in chapter one, prior to determining this study’s research question | met
with a young transgender male. We discussed his concerns about an upcoming
hospital procedure, and his views of the changes that were needed with regards
transgender people’s healthcare. This meeting affirmed my earlier discussed
understanding that there are significant barriers to accessing healthcare for
transgender people. | later attended the inaugural ‘Professional Association for
Transgender Healthcare Aotearoa’ (PATHA) conference alongside a preconference
workshop presented by Pearce, the author of ‘Understanding Trans Health’ (2018). |
became an inaugural member of this association. This membership allowed me to
participate in the email discussions largely related to healthcare concerns discussed

between members of this group.

| applied, and was accepted, to be part of two Aotearoa transgender Facebook sites.
These sites were ‘Genderbridge NZ’' and ‘NZ Transgender News Share’. These
memberships further supported my understanding of the minority stresses regularly
experienced by transgender people. Around this time, | had an online meeting with
Oliphant, primary author of ‘Guidelines for gender affirming care...” (Oliphant et al.,
2018). Here, | presented my potential study. She advised that this study would be very
useful with regards supporting future transgender healthcare. These connections
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supported my pre-study journey to better understanding the everyday health concerns

of transgender people.

Supporting safe engagement for transgender people.

Early into my doctoral journey, | connected and spent time with ‘Gender Minorities
Aotearoa’, an organisation that supports and advocates for transgender people. In this
meeting we focussed on terminology and correct pronoun use. Correct pronoun use is
critical to safe engagement with transgender people. We discussed the term
‘transgender people’, and | was informed this was the most appropriate term for the
members of the population group | was working with. We also discussed their
organisation’s role and how it operates. Other topics, too complex to delve into here,
were also discussed. The meeting was important because it was ethical in intent and

supported safer engagement with the transgender people involved in the current study.

Networking was critical to the AR process.

In the model adopted for this study, Coghlan (2019) suggested that the early
establishment of relationships with those invested in the study’s purpose is critical to
the process. Pre-study networking supported early engagement with people who might
become involved in the study. Prior to starting this study, | attended PATHA'’s inaugural
conference. At this conference | met a nursing student who was studying within the
organisation where | worked. | discussed my research interest and they advised that
they would be keen to be involved in my impending study. Advocacy for transgender
people and challenging the status quo was important to them. With ethical approval
they became a member of the group and subsequently a good friend. They co-

presented, with me, at PATHA's first national conference in 2022.

Around this time, | also attended a community workshop about gender and sexual
minority inclusiveness. | learnt much about the Rainbow groups in the community
workshop and made valuable connections with the facilitators. Networking undertaken
prior to this research enabled potential participants to get to know me, and
subsequently led to their willingness to be involved in the project. A co-researcher
advised when | was struggling for words for this section, “they knew you and trusted
you as a researcher and an ally”. The co-researcher's comment suggested that
networking with community groups supported relationships with community members,
an aspect of AR, highlighted by Matua Mike, when he advised of the importance of
establishing whanaugatanga (kinship).
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| also presented my research aims to nurse educators (NEs) in an organisational
research meeting. This led to a number of NEs offering support to the current study, as
participants or educators keen to see inclusiveness within our existing programme. All
NEs at my organisation were invited to participate in the current research project. My
presentation, and subsequent discussions, spurred some to become participants, and
others to support the current study’s actions. Networking supported connections and

the gaining of trust within the local transgender community.
4.4 Study location

This study was located at a tertiary education institute, a subsidiary of Te Pikenga, in
Aotearoa. This subsidiary, in 2022, had almost 6000 students, with 506 Bachelor of
Nursing students and 46 Enrolled Nursing students across three of its four campuses.
Although | work at one of the smaller campuses, this study was based in the largest of
four campuses in a city with a population of over 90,000 people. At the time of the
study there were no active ‘Rainbow’ (LGBTIQ,) support groups in the regions of three
of the four campuses, but there were several support groups in the region of the larger

campus, where this study was undertaken.
4.5 Ethical considerations

Ethical approval for this research was gained from Auckland University of Technology
Ethics Committee (AUTEC) on the 5/11/2019 (see Appendix 1). The reference number
for this consent is 19/366. | also submitted an application to the Health and Disability
Ethics Committee (HDEC) and was informed that the current study did not require a
HDEC review (see Appendix 2). A request to undertake action within the organisation,
where the study was undertaken, was submitted to the organisation’s own ethics
committee and was subsequently approved (see Appendix 3). The aspects of these
consents, discussed in this section, are participant recruitment and group member
safety/privacy. Two amendments (April 2020 and July 2021) to this ethical approval
were sought, and subsequently approved (see Appendices 4 & 5). These amendments
are also discussed in this section. Furthermore, approval to conduct a survey with
people from the organisation, outside of the AR group, was also granted (see Appendix
6).

Participant recruitment.

To reduce group member selection bias, invitations to participate in this study were
sent to all members of the respective groups that the study hoped to gain
representation from (see Appendix 7). The respective groups were nurse educators,
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and ‘student support’ team members (staff of the organisation who support students to
succeed in their studies and work to create an inclusive, inviting, learning environment)
at the institution across all campuses. Members of transgender community groups and
regional providers of transgender healthcare were also invited. | selected the larger
campus as a base for the study, as this was the only campus of the four that was
based in a community that had transgender support groups and transgender specific
healthcare support providers. The AR intent behind this selection process was aimed at
meeting ethical requirements of inviting all that met inclusion criteria, alongside
enabling people who were needed to inform change, or people who could enable

change to participate.

The inclusion criteria for participation in this study were that participants were one of
the following: nurse educators within the organisation; student support team members
of the organisation; members of a community who identify as transgender; or members
of a community that support health and wellbeing for transgender people. There were
no exclusion criteria, but participants needed to be able to attend daytime meetings. |
did not offer online meetings at this time as | thought such would be challenging in the
building of trust and comfortable interaction in early meetings. However, | did not state
that face to face was a requirement of participation. If a potential group member
requested online participation this would have been accommodated. As it was, two

meetings were moved to an online platform during the Covid 19 pandemic.

An invitation to participate in the AR project, alongside information about the study (see
Appendix 8) was sent to all nurse educators and student support team members
across all campuses of the organisation. This invitation was sent from the
organisation’s staff capabilities leader, a person whose main role was to enhance staff
member capability with regards academic delivery. | chose this staff member to be the
person who sent the invites to reduce the potential of any sense of coercion, as she
was not a manager of any of the prospective participants. An invitation was sent to a
gender non-binary nursing student (with ethical consent) who had previously expressed
an interest in participating in the project and had verbalised a desire to engage in
advocacy for gender minorities. An invitation was also sent to all local community
groups and healthcare providers who identified as promoting wellbeing for people who
identify as ‘Rainbow’ (LGBTQI,) or gender diverse. A list of these groups was attained
from the facilitator of a community workshop | had attended prior to the start of this

project.
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Eleven people (four nurse educators, two student success team members, the
aforementioned nursing student, and four community members) expressed an interest
in participating in the study. All prospective members consented to participate (see
Appendix 9) and completed the Confidentiality Agreement (see Appendix 10). The
initial AR group had representation from the following LGBTIQ, population groups: gay
male, transgender male (for the sake of the study, but identifies as male usually),
transgender female, gender non-binary, Takatapui, and cis gender people. The group
later collectively decided to invite an additional, younger, transgender male who was
very active in the local transgender community, and also another nurse educator. This
is typical of an AR process where group members sought to assure that, moving

forward, the right people were at the table as we sought to influence change.

We started with a large group of 12 participants. However, the research project took
longer than anticipated (two and a half years as opposed to the anticipated one year)
and there was some group member attrition. This could be anticipated with such a
lengthy study. Most members who left the group did so to support their respective
career pathways, outside of the organisation. In AR people are more important than a
perfect process, and flexibility is intrinsic to the process. That said, we still had seven

active group members by our last formal meeting.
Participant privacy and safety.

The determination of processes to ensure group member confidentiality and safety in
AR should be collaborative. In this study | was not as collaborative as | should have
been. In the first meeting, for example, | should have ascertained group members’
understandings of privacy and safety and their views on what was needed beyond my
own ethical consent considerations. Coghlan (2019) provided an example of how
shared values might be discussed in a first meeting. However, in my first meeting, |
was more focussed on making sure we met bi-cultural obligations, that all the required
forms were signed, and affirmed, and that the AR process was presented and opened
up for discussion. As it was, no privacy or personal safety issues occurred in this study.
Indeed, all members who fed back their reflections of the study reported feeling
particularly safe throughout the research process. Privacy and safety processes that

were put in place, were in alignment with ethical approval. These are discussed next.

Prior to the first meeting all participants signed a consent form and a confidentiality
agreement (Appendices 9 and 10). New members who joined later also signed these
forms. Participants were reminded of these agreements and the importance of
confidentiality prior to the group’s first discussion. Our signing and agreeing to
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confidentiality, could not guarantee such, particularly when using a research approach
that would lead to actions that would filter out to the wider organisation, and potential
co-authorship of future articles. However, | was mindful of participants’ privacy
throughout the entire project. For example, | never used group members’ names
outside of the meetings, in relation to actions being undertaken, without explicitly
gaining their permission first. Maintaining privacy presented challenges. Privacy in the
context of participatory research may not always be possible or even desirable given
the nature of this type of research (Kalsem et al., 2018). This raises the question of the

suitability of current ethical processes when undertaking AR projects.

In relation to participant safety, group members were advised, in the first meeting, that
there were people from a diverse range of backgrounds in the group, and as such all
members needed to be respectful of the potentially differing perspectives that members
brought to the discussion. | asked the group if they agreed to this and checked that
each member agreed. When reflecting on my own process, | should also have asked
the group if there was anything more we could do to support group member safety. This
is because AR is underpinned by collaborative decision making and this really needed
to be demonstrated from the start of the project. Furthermore, as | have emphasised in
this study, cultural safety is defined by the recipients of care, as such, | really needed to

have given group members the opportunity to define what safe meant for them.

The information sheet provided to participants (Appendix 8) included the contact details
for free counselling, which was made possible by a counsellor involved in the study.
This was a requirement for ethical approval. Furthermore, in the interest of safety,
group members were advised that if when personally reflecting on a meeting, they
wanted something they had said to not be included in the transcript they could let me
know and | would not include it. This was a safety step listed in my ethics application.
Participants could also request the removal of statements they had made after viewing
a meeting transcript. These steps enabled participants to remove comments that they,
on reflection, were concerned, may have repercussions for them personally if publicly

available.

Repercussions from statements made in meetings might include, for example, a
chastisement from management for criticising organisational practice. It was important
to me, and to the methodology of this study, that participants felt safe to chat freely, and
that no member would experience a negative repercussion because of something they
had said in a flowing conversation. These processes further supported the formation of

a communicative space. Additionally, | personally contacted members when | came
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across a statement in a transcript that | thought might have negative consequences for
that member if sent out. These statements included, for example a criticism of a
colleague or family member. This practice enabled group members, if they desired, to
have their comment removed. This step was not part of my ethics requirements, and
was based on a personal judgement, that ‘it doesn’t hurt to check’. | am pleased | put
these safety processes in place as they were occasionally used by group members in

this study.

Ethical amendments.

Two ethical amendments were sought and approved. The first was a request to hold a
meeting via a video conference, during the COVID 19 lockdown period. Only auditory
data was saved, and subsequently transcribed. This amendment was approved on
15/4/2020 (see Appendix 4). The second amendment sought approval to recruit
participants and collect data related to the evaluation of the actions of the group. This
amendment requested permission to survey staff at the organisation to gain their
perspectives of the impact of the actions of the group and potential improvements that
could be taken into the next AR cycle. This amendment was approved on 9/7/2021
(see Appendix 5). The participants who participated in the survey completed a different

Consent Form — Survey Participants (see Appendix 11).
4.6 Action research process

The model adopted for this study has a pre-step process and four repeating phases of
constructing, planning, taking action, and evaluating action. The model also
incorporates a ‘Meta-cycle of inquiry’ and a ‘General Empirical Method’ of human
learning. How the model adopted, reflects the social constructionist lens that underpins
this study is discussed next. The pre step process, ‘Meta-cycle of inquiry’ and the
General Empirical Method’ are then discussed. This is followed by an overview of the
events that occurred for us as a group within each of phases of one AR cycles. This
study merged the ‘constructing’ and ‘planning action’ phases, and group actions were

initiated during the constructing and planning phase.

A social constructionist lens.

A social constructionist approach, at a micro level, suggests knowledge production
occurs when discursive interaction is enabled. The model adopted for the current study,
enabled supported discussion between NEs, student support staff, transgender
community members, and transgender allies. Discussions supported new

understandings for group members regarding the minority stresses regularly
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experienced by transgender people. Macro social constructionism focusses on the
collective questioning of socially constructed norms, develop over time that have
positioned some ways of being as more socially acceptable than others and have led to
social inequities. The model adopted for this study enabled action that challenged
social norms that impact on the wellbeing on transgender people when accessing

healthcare.

The meta-cycle of enquiry.

The meta-cycle of enquiry refers to the researchers’ reflection on the content, process,
and premises of the study as shown in the Figure 3. Coghlan (2019), presented this as
the ‘thesis’ component of the study. Content refers to the researcher’s reflection of the
issues. Chapter one outlined my understanding of transgender barriers to healthcare
access and disparities in healthcare outcomes. How these issues were experienced by
transgender members of the group are further reflected on in chapters five and six of
the current study. The ‘process’ refers to the reflection of the strategies and procedures
of the project. The process is outlined next. This study assumed that knowledge is
socially constructed and is premised on a view that AR supports ‘practical knowing’ and
practical knowing is developed when the four characteristics as outlined by Coghlan
(2016), occur. How our AR process aligned with the characteristics of PK was outlined
earlier in this chapter and is reflected on in the next three chapters of the current thesis.

Content, process, and premises are explicitly reflected on throughout this thesis.

Figure 3 Meta-cycle on action research
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(Coghlan, 2019, p. 35, [used with permission])

78



The action research cycle.

As shown in Figure 3, the AR model adopted for this study, has a pre-step process
(context and purpose), alongside four repeating phases. These four phases are
constructing, planning action, taking action, and evaluating action. In this study we
undertook one AR cycle. Our study merged the ‘constructing’ and ‘planning action’
phases, and group actions were initiated during the constructing and planning phase.
The pre-step process is discussed next. Each of the main phases in the cycle also has
a learning in action process, described as the ‘General Empirical Method’. This method
is discussed followed by an outline of the phases of the AR cycle undertaken in this

study.

The pre step process.

The pre-step process refers to the context and purpose of the study. Understanding the
context is important for action researchers, it supports a better understanding of the
experiences of those the study seeks to support and the establishment of networks that
will enable the recruitment of people relevant to the study purpose. Chapter one
provided a clear rationale and subsequent purpose, based on the literature for the
current study. Chapter one also outlined the socio-cultural context of the study. Chapter
four of this study outlined the actions | undertook to better understand the local socio-

cultural context of the current study.

The general empirical method.

AR contributes to knowledge through focussing on the learning that occurs, throughout
the research process, irrespective of the tangible outcomes or challenges that may
have impeded on progress, with regards the research aim. It is the learning that occurs
for the researchers as they engage in first (their own), second (the group) and third (the
organisation) person inquiry. In the ‘General Empirical Method’, adopted for this study,
Coghlan (2019), advises, learning in action involves four steps: experiencing,
understanding, judging, and taking action (EUJT). This process, as shown in the Figure
4, occurs throughout the phases of the AR cycle. The ‘learning in action’ process
includes an explanation of what was experienced and reflected on, how the
researchers understood and judge these reflections and the actions that were

undertaken in light of reflection.
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Figure 4 The general empirical method
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(Coghlan, 2019, p. 76, [used with permission])

At a first-person level, | regularly undertook a learning in action process throughout the
phases of the study. Examples of my learning in action are presented in chapters five
and six of this thesis. As a group, we did not explicitly step out the learning in action
process. Rather, | let the conversations flow and reported retrospectively on my
interpretation of how we collectively understood group members’ experiences, judged

our understanding of these experiences, and subsequently determined action.

The ‘learning in action’ cycles are change cycles. They demonstrate how
understanding an experience, and making a judgement based on the understanding
leads to action at all levels of inquiry. A specific example of how second-person
‘learning in action’ led to change is included in the outline of the events of each phase
of the AR cycle presented in the next section. The EUJT discussions and how they led
to change were analysed thematically and are discussed in chapters five and six of the
current thesis. Learning in action not only supports organisational change it also brings

about change for those involved in the AR project. At a first-person level, in the current

80



study, the learning in action supported self-awareness and practical knowing about how
to behave in new, and often challenging, situations. At a second person level, it
fostered critical thinking and supported new perspectives for people in the group.
Examples of people gaining new perspectives are discussed in chapter five. First
person learning in action cycles were not analysed but are presented as personal
reflections within the chapters five and six, an approach recommended in the method
(Coghlan 2019) adopted for this study.

Constructing and planning.

‘Constructing’ requires the identification of issues. This is a process undertaken
collaboratively with relevant others. The constructing phase is not the same as social
constructionism, the worldview that underpins this research, however, they are linked.
Social construction at a micro level refers to the collaborative determination of
knowledge which occurs when people discursively interact with others. Coghlan (2019)
suggested the constructing phase involves the collaborative framing of the issues and
determination of a future state - what the organisation could look like if issues were
addressed. This is a fluid and dynamic process. Interpretations of issues are revised as

the process progresses.

In the current study, the issues, based on group members’ experiences were
collectively understood and judged over several meetings. In response, we
subsequently planned actions as these issues were constructed and discussed. Thus,
the ‘constructing’ and ‘planning action’ phases were merged. This merging has
occurred in other studies, such as Austin (2017) and Ferkins (2007). Coghlan (2019)
suggested phases should not be followed too rigidly, as the politics of the organisation
might influence the process. Coghlan emphasised relationships with people are more
important than rigidity of process. Constructing of issues and planning of actions

occurred over several meetings, as shown in Table 1.

Table 1 Events of the constructing and planning action phase

Date Members Purpose
involved

Dec 2019 | Whole group The context and proposed purpose, alongside the
approach adopted were presented. The group went on to
construct the issues and determine the ‘future state’

Feb 2020 | R, four TG To develop a collective understanding of experiences of
(sub-group transgender people accessing health and their
meeting) perspectives of the future state
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April 2020 | Whole group To further discuss some of the issues raised within the first
and the subgroup meeting. Additional potential actions
were planned (EUJT).

Aug 2020 | Whole group Our construction of the issues and the ‘future state’ that
had been determined by the group were affirmed, and the
plans for action were revised in light of this discussion.

R=researcher; TG=transgender members; EUJT = experience, understanding, judging, taking
action (discussed in the next section).

Our constructing and planning phase occurred over several meetings, demonstrating
the iterative nature of AR. Our understanding and judgements of the issues, related to
transgender healthcare, developed as the meetings progressed, as did our awareness
of how the cultural norms within the nursing programme and the wider organisation

might present barriers for progressing nurse education in this space.
Learning in action: experience, understanding, judging, and taking action.

In the constructing and planning phase, one example of the EUJT process was our
discussion about an experience of a transgender group member, raised in a sub-group
meeting. The group member, who was a nursing student, raised a concern that there
was no content related to transgender wellbeing in the mental health course of the
nursing programme they were currently studying. We discussed their concern in the
next whole group meeting. To support our understanding of their concern, they
presented to the group some statistics that showed transgender people experience
significant disparities in mental health in Aotearoa. These statistics alongside our
growing awareness, from other group discussions, of the ongoing minority stresses
experienced by transgender led to a collective judgement. We judged that content
related to transgender people was needed in the programme’s mental health course.
As an action, a nurse educator offered to work with the respective course co-ordinator

to find space in their course for such content. We agreed to this action as a group.

Taking action.

Taking action, Coghlan (2019) advised, is when the actions planned are collaboratively
implemented. In taking action, the group moves the organisation towards what the
group ascertained to be their desired future state. It requires the group members to
draw on the skills and experiences of each other and their organisational capacities. In
the current study, many actions agreed to in the constructing and planning phase, were
implemented, instantaneously within the first phase, by subgroups working together on
agreed actions. As such, ‘taking action’ was not a distinct phase but rather a series of

agreed to actions, instigated by group members that spanned across the
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constructing/planning phase of the project, For example, in the first meeting, NEs
offered space within their respective courses for new content and, as agreed by the
group, transgender group members made a plan to meet to discuss and design the

new content.

As the project progressed actions moved beyond the nursing education programme to
bringing about change within the wider organisation and within the Nursing Council of
New Zealand (NCNZ). How this occurred is discussed in chapter six of this thesis. The
actions, and what members were involved in the actions are presented in Table 2.
Taking action led to more actions, emphasising the iterative nature of AR. Further
actions were driven by group members’ collective reflections on actions previously

undertaken, and their desire, driven by engagement, for more change.
Learning in action: experience, understanding, judging, and taking action.

One example of an EUJT process in the ‘taking action’ phase of the research cycle was
when we formally reflected on facilitators’ (who were group members) first experience
of delivering our developed workshop. This occurred in a reflection meeting, following
the workshop. The reported experience of the facilitators was that they ran out of time.
This meant they were not able to complete all the planned activities. We collectively
understood, based on our discussions about the times that each activity took, that too
much time was spent on preliminary discussions. For example, participants were asked
to indicate where they ranked their knowledge, from one to five, of gender and sexual
minorities. They were then asked, to explain why they ranked their knowledge at that
level. This took more time than originally planned. As a group we discussed the
relevance of this activity compared to later activities that involved real life scenarios of
gender and sexual minorities. We judged that engaging with lived experiences was
more important. Our planned action was to rethink the initial activities, cut them back
somewhat, and enable more time for the activities we judged to be more important. For
example, we chose not to ask participants to present their reasoning for their initial
ranking but rather, at the end of the workshop, to present their reason for a change or

no change in their ranking.
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Table 2 The events of the taking action phase

Date Action Members involved
Jan 2020 | a) Content R, one NE, five TG Developed a three-hour session for a BN 1 Communication paper
focussed on R, one NE, one TG Inclusion of a consideration of a typical urethra in catheterisations in BN2
improving Skills
transgender R, one NE, one community | Inclusion of a sex v gender explanation and an example of intersex caused
healthcare member by alterations to chromosomes into a biology paper
competencies Two NE, two community Development of a profile of a patient who identifies as gender diverse for
developed by the | members clinical assessment (later moved to a primary health paper)
group R, One NE Inclusion of content into 700 level Primary Health Care
R, one NE (non-group), one | Inclusion of content into year two mental health paper
TG
Jan 2020 | b) Nurse educator | R, 4 TG, one CA Nursing/healthcare educator workshop, alongside group member
- attitudes and skills facilitation training
Jan 2021 | are enhanced R, one NE, 3 TG, one Reflected on our experiences of the above workshop and planned for future
student success, one CA workshops. (EUJT)
All members (online) Development of a resource site for nurse educators
March c) The organisation | R, two SS, five TG Seek an amendment to the enrolment form. Some other forms were
2020 — has an inclusive subsequently amended
March learning Whole group Expand the resource site out to all staff
2021 environment for R, one SS, 4 TG, one CP/A | Expand the workshop out to all staff, whilst also enhancing group member
gender and sexual capabilities to deliver this workshop.
minorities R,2TG Two more workshops delivered to members of all departments
R, one SS,4 TG Sought funding and planned events for ‘Pride Day’
Nov Change beyond R, one TG Facilitation of workshops to NCNZ
2021 the organisation

R=researcher; TG=transgender; SS= student success; CA= community provider/ally; EUJT = experience, understanding, judging, taking action
(discussed in the next section).
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Evaluating action.

In the ‘evaluating action’ phase, the actions undertaken by the group, were then
evaluated. The evaluation sought to understand whether the actions moved us towards
the desired future state, and whether they were carried out appropriately. This
evaluation also identified what needed to be taken into the next AR cycle, a process
that supported the iterative nature of AR. In this study we undertook an evaluation, with
ethical approval, of the perspectives of organisational staff members who participated

in the major initiatives instigated by the group.

We would have liked to have evaluated students’ perspectives of the new content.
However, the process of gaining ethical consent to survey students from one tertiary
institute when the current study was being undertaken in another tertiary institute,
required two full and interdependent ethical consent processes. This was time
prohibitive. Thus, we agreed to the evaluation of staff member feedback, a decision
supported by my research supervision team. The research group and the supervision
team assisted with the development of the evaluation survey questions (see Appendix
13 Evaluation Questions). Staff member feedback was critical and informative. We
were able to reflect on feedback, and, in particular, staff criticisms. This enabled us to
better understand the experiences of staff, and their understanding, and judgements of
our actions and their perspectives of further action that was needed. This process
provided a third person learning in action process of experience, understanding,

judgement, and taking action.

In the first evaluation meeting, as shown in Table 3, we explicitly reflected on the
feedback from those attending the workshops we had delivered, those engaging with
our online resource, and those delivering our new content. That is, we sought to
understand feedback from our actions. We judged the feedback from workshop
attendees to be positive, except for one comment which suggested we needed a more
advanced workshop. Our action, from this third person judgement was to move towards
the development of an advanced training session. The feedback from our online
learning platform was almost entirely positive except for one participant who personally
emailed a comment that suggested the use of the term ‘cis-woman’ was offensive for
them. We had not used this term on this learning site. | reflected on this feedback and
group members’ responses in chapter five. In the first evaluation meeting we also
collectively reflected on the research process. Participant responses to the process

were very positive and is discussed in chapter six.
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Three non-group nurse educators, with permission from the group, attended some of
the first evaluation meeting to discuss their experiences of delivering the new content,
specifically the year one learning session. This supported a collaborative reflection of
the major learning session we had developed. It was a major session because it was a
full, stand-alone teaching session rather than an inclusion within an existing session.
These three were the only nurse educators that had delivered the session and so their
perspectives of the major session were valuable to us as a group. Their inclusion and
the subsequent discussions with the group enabled a third person learning in action

process.
Learning in action: experience, understanding, judging, and taking action.

The nurse educators who attended the meeting indicated that they experienced
discomfort when planning and delivering the first-year session. Their verbalised
experience reflected the survey feedback that indicated some nurse educators felt
there was not enough information provided to support them in the delivery of the
session. To understand the learning session, the non-group nurse educators who were
in the meeting, advised they had undertaken some background reading. However, they
verbalised their judgement that without knowledge of personal lived experiences of
being transgender they were ill equipped to deliver this session. These non-group
nurse educators took the opportunity, in our meeting, to engage with transgender
community members to better understand transgender terminology and transgender
healthcare experiences. Their planned actions were to either attend one of our
educator workshops, or seek in-class support from a community expert for the delivery
of this session. Our action was to update the educators’ version of the presentation, so
that it had more notes. Also, we made a note for nurse educators presenting this
session that if they felt uncomfortable, we could arrange a co-presenter to support
them in this session. From our collective understanding and judgement of their
experiences, additional actions were put in place to support the future delivery of this

session.

In the evaluation phase we also had a meeting to review and amend my coding and
potential themes. This was a collaborative process and is discussed in the analysis

section of this chapter. The events in this phase are presented Table 3.
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Table 3 Summary of events during the evaluation phase

Date Members involved Purpose
Dec 2021 | R, one NE, 3 TG, one SS, To review the evaluation responses and
three non-group NEs determine actions for the next AR cycle
(EUJT)
April 2022 | R, 3 TG, one SS To review and amend the researcher’s
coding and potential themes

R=researcher; TG=transgender; SS= student success; EUJT = experience, understanding,
judging, taking action

4.7 Research quality

Quality in AR requires attending to authenticity, rigour, reflection, and relevance. These
aspects of research quality, and how this study sought to ensure these aspects of

quality were attended to, is discussed next.

Authenticity.

Authenticity is an important aspect of quality within AR (Coghlan, 2008). While
authenticity is defined differently for each research context, it generally refers to the
truthful reporting of the research process and outcomes (Newman & Smith, 2016).
Authentic researchers try to be just and truthful throughout the research process. In this
study authenticity was assured through the sharing of transcripts and transparency of
process with group members and research supervisors. The data analysis process was
transparent and is discussed in the data analysis section of this chapter. Truthful
reporting also requires the researcher reports on aspects of the study that did not go so
well. Aspects of the process that | came to understand | should have done differently
have been reported on in this chapter as a demonstration of authenticity. | also
discussed the challenges | experienced, as the main researcher, within the personal

learning in action processes presented in chapters five and six.

In the method adopted for this study, Coghlan (2019) suggested, authenticity in relation
to the ‘General empirical method’ requires the following: attentiveness, intelligence,
reasonableness, and responsibility. In the current study, our attending to group
members’ and third-party experiences, is evident, it was critical to our determination of
action. How we were intelligent when understanding, reasonable when judging and

responsible when determining action is demonstrated in chapters five and six.
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Rigour.

Attending to rigour might be considered an aspect of quality related to quantitative
research. However, Coghlan & Shani, (2014) consider it to be an important aspect of
quality in AR. Rigour supports the validity of research findings. According to Melrose
(2001) validity in AR requires the researchers demonstrate that: a) outcomes were a
result of the process; b) the findings are generalisable to other communities; and c) the
method aligned with the research paradigm and methodology. In the current study;,
chapters five and six outline how the process supported outcomes (point a). Chapter
seven includes a discussion about how the findings are generalisable to other tertiary
provider organisations seeking to be more inclusive of gender minorities specifically,
and other minority population groups (point b). In writing this thesis | have endeavoured
to demonstrate a clear and strong alignment across method, to methodology and
philosophical underpinnings (point c). The study discussed in the current thesis has

consistently demonstrated rigour.

Reflection.

Reflection is the main researcher’s consideration of how the processes and context
influenced the gaining of new insight/theories. It is the inclusion, within the research, of
an explicit acknowledgement of how the researcher’s situatedness influenced the
study. Reflection supports research credibility and makes evident that an ethical
process was followed (Berger, 2015). In the method adopted for this study, reflection
was critical to the meta-cycle of inquiry, discussed in this chapter, the thesis component
of the project (Coghlan 2019). It is demonstrated through first person reporting,
supported by their reflective journal (Coghlan, 2019). My reflective journal supported
the first person reporting of the current thesis. It also supported first-person learning in

action, examples of which are presented in chapters five and six.

Relevance.

Relevance is established through ongoing consideration of how outcomes support a
change in practice (Alfaro-Tanco & Mediavilla, 2023). How this study led to a change in
practice is discussed in chapters five and six of the current thesis. How the practical
knowing associated with our changes is transferable to other nursing educator

providers and other minority population groups is discussed in chapter seven.
4.8 Data analysis

AR supports practical knowing through capturing the learning that occurs for the
researchers. The main data analysed were the group (second person) ‘learning in
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action’ (EUJT). That is, our collective experience, understanding, judging and
determination of action within each phase. Discussions captured in meetings were
recorded and transcribed. A transcriber ‘Confidentiality Agreement’ (see Appendix 12)
was signed. These were the main data because practical knowing in AR is about how
change happens. Third person EUJT discussed in group meetings were also
considered data. Transcripts of group meetings were analysed using reflexive thematic
analysis. The process of reflexive thematic analysis is discussed next. It includes an

outline of how data were analysed, and how the respective themes were developed.

Analytical method.

This study used thematic analysis (TA) as its main analytical method. | chose to use TA
because | considered it to be an approach that would allow the consideration of all
viewpoints, rather than an aggregated or consensus of responses that did not look at
outliers. This approach is theoretically coherent with AR because everyone’s opinion is
relevant. A TA approach can be used within a range of methodologies to analyse data,
and within a wide range of fields (Boyatzis, 1998). Clarke and Braun (2018),
distinguished between three approaches to TA. These three approaches are: i) a
positivist ‘coding reliability’ approach; ii) the use of a codebook; and iii) an organic
qualitative process of analysis. The current study adopted an organic, qualitative
process to analysis. Specifically, it used ‘Reflexive’ TA (Terry et al., 2017). Reflexive TA
aligns well with AR methodologies because it is hinged on the view that researchers’
reflections are critical data. How reflexive TA was used in the current study is discussed

in this section. The six steps of reflexive TA are presented next.

Step one and two: familiarising with the data and generating codes.

The first step of reflexive TA involves reading and rereading the texts, actively thinking
about the meaning, and making notes of points that may be of interest (Braun & Clarke,
2019). The next step, ‘coding’, is the process of assigning identifiers to features of data
that may be relevant to answering the research question. It is an iterative and flexible
process (Braun & Clarke, 2012). Codes lie on a continuum between being semantic
codes that capture what is said by the participants, and latent codes that express a
more implicit or abstract understanding of the data (Braun & Clarke, 2019). Terry et al.
(2017) suggest a move to more latent codes comes with experience of TA. In the
current study, I, with support from my supervisors, moved from semantic coding to
latent coding. Coding was supported by NVivo a computer programme that enables a
digital assigning of codes to sections of text and supports the storage and movement of

codes and text as the analysis progresses (Academic Consulting, n.d.).
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Coding is influenced by the researcher’s epistemological position, and the context of
the study (Braun & Clarke, 2021). In reflexive TA, the researcher must also be explicit
about their ideological commitments; an example of which is giving voice to
marginalised people (Braun & Clarke, 2019). Our study drew on the characteristics of
practical knowing and was principled on being ethical in intent, and the importance of
marginalised voices influencing process and action. Examples of how this study’s
methodology, context, and ideological commitment influenced the coding are included
in the discussion of our coding process. Our coding process across each of the
research phases is discussed next. After each phase previous coding was reviewed in

light of new codes, a process that demonstrates the iterative nature of AR.

In the first phase, where we constructed and planned actions, the voices of those
representing the marginalised, with regards gender identity, were critical to
understanding how teaching environments are spaces where gender normative
discourses are constructed and enforced through the rituals and interactions between
students and teachers, and the curriculum. Codes in this phase focussed on the
comments made by those who identified as transgender within the group. That is, their
personal experiences of accessing healthcare, and how they subsequently influenced
group members’ understanding of the impact of societal gender binary normativity on
wellbeing (see Appendix 14). For example, ‘GPs are ill prepared’ was a code that
represented participants’ experiences of general practitioners/doctors in primary
practice being unable or unwilling to support them. Other codes such as ‘misgendering
significantly impacts on wellbeing’ and ‘minority stress impacts on mental health’ also
represented the expressed impacts on wellbeing due to abuse, discrimination, or
restrictions, that were regularly experienced by transgender group members. Codes
that indicated our construction phase supported new understandings that led to action
being planned included, for example, ‘engagement leads to an increased
understanding’ which contained comments where a group member had verbalised that
they were surprised, or the information was something they had not previously thought
about. Influenced by new understandings, actions to support change were suggested.
Comments that included examples of this were coded as ‘engagement leads to

enthusiasm for change’.

In the second phase of this study, where we undertook actions, coding was influenced
by a macro social construction lens. The codes focussed on barriers to action that
arose due to the influence of hegemonic structures within our organisation that
maintained a perspective of gender as being normatively binary. For example, one

code ’challenging the system’ highlighted that gender binary normativity was so
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strongly constructed within the organisation that transformation was not easy. Several
factors, at a micro level, that influenced the group’s capacity to bring about change
were also coded. One such code, for example, ‘drawing on group member expertise’
was used to code data where members gave advice on particular actions, informed by
their personal experience. Another code, ‘bottom up, top down’ captured data related to
our growing understanding that we needed to undertake actions at a lecturer level,

whilst also engaging with the executive level to support organisational wide changes.

In the final phase, we evaluated staff member feedback on our actions and reflected on
these actions. The codes of this phase focussed on our understanding and judgement
of what we needed to take into the next AR cycle, based on non-group nurse
educators’ reported experiences of some of our actions. The code ‘educators need
upskilling and support’, for example, included text related to nurse educators reporting
a need for support in the delivery of new content. Another code ‘finding ways to make
changes sustainable’ included data where participants expressed a concern about
payment for transgender community members when co-teaching classes, and
discussions related to participant feedback that indicated a more advanced, next level,
staff workshop would be appreciated. The codes of this phase also acknowledged that
tertiary education processes present barriers to change. For example: ‘education is

socially constructed’ and ‘organisational stated values differ from practice’.

As discussed earlier in this chapter, AR is not just about external actions but also about
change for the individuals that occurs through participation. Examples of codes that
reflect this include ‘engagement led to an increased understanding’ and ‘members gain
from participation’. There was a significant amount of data within these codes, as such,
these codes, with amended wording became themes. They are discussed in chapters

five and six.

The codes and potential themes were discussed, reviewed, and amended by group
members. | met with group members during the action phase of this project, firstly to
discuss our respective progress on actions, and secondly to discuss the codes and
candidate themes that | had developed by this point. The codes and candidate themes
discussion part of the meeting was awkward. While group members expressed
satisfaction with the analysis to date, they were unsure as to what they could add. |
reflected on this awkwardness. In this study, | needed to do the hard graft, the time-
consuming process of coding data, and | was the only one with access to NVivo.
However, | needed to find a way to recognise group members as valuable co-

researchers. | reflected on this and devised a way to be collaborative in the analysis
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whilst acknowledging the constraints associated with involving volunteers, who had no
experience of coding data, and who did not have access to the data analysis

programme.

In our last group meeting, | gave group members, in written form, the codes and the
candidate themes | had developed from my analysis. In this meeting | presented a
verbal explanation of what | thought each code meant and provided examples from the
data. Group members were then given time to collectively reflect on these codes. They
were invited to highlight the codes that they felt were important, or codes that needed
rewording, removal, or merging with other codes. Each member then fed back their
thoughts on the codes and we collectively amended them accordingly. Amendments
suggested by the group are explicitly noted in the list of codes (see Appendix 14). This
approach to involving group members in the analysis, was similar to Neville et al.
(2022) who presented their codes from their data analysis back to the participants of

their PAR group for their participants to review.

Steps three to five: Theme development, review and defining.

In the next step of reflective TA, codes are used to identify candidate themes. This step
builds on previous steps and is guided by the research question. Theme construction
might involve the collation of codes, or the promotion of a code to a theme. In this
study, both approaches were used to develop themes. In reflexive TA, themes would be
reviewed, revised, and defined. When reviewing ‘candidate’ themes the researcher
seeks to ensure the themes tell a “distinctive and meaningful story that answers the

research question” (Terry et al., 2017, p.29).
Step six: The production of the report.

This step will help ascertain the usefulness of the themes in telling the story of the data
in relation to the research question (Braun & Clarke, 2019). In this step the findings are
interwoven with the literature. In the current study this process was supported by a full-
day co-construction meeting with my supervisors. In the meeting, themes were
discussed and further developed. The themes are linked to the literature in chapters
five and six and are further linked to literature in the conclusion chapter of this thesis.
The themes are organised into two chapters that describe the change that occurred in
the programme and changes that rippled out to the wider organisation and nationally.

These two chapters and their respective themes are outlined below:
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Chapter five: Engagement led to a reconstruction of how education could be designed

and delivered:

e Engagement made visible the impact of binary normativity.
e The programme was understood to be lacking in diversity content.
e Transgender group members were repositioned as experts in their field.

¢ Organisational barriers to community engagement became visible.
Chapter six: Engagement led to transformation beyond the nursing programme:

e Collective concern around NE'’s understanding of non-binary genders.
¢ Challenging organisational norms to support transgender engagement.
¢ Opportunities were created that empowered transgender community members.

e Reconstructing the curriculum through influencing change at a national level.
4.9 Conclusion

This chapter discussed the methods of a social constructionist AR project, that drew on
a model presented by Coghlan (2019) focussed on AR within the researcher’s own
organisation. Cultural consultation, with Maori and transgender groups occurred within
each phase of the study. This study merged the first and second phase of the model,
and so the phases of the current study were: constructing (the issues) and planning
action; taking action; and evaluating action. The learning in action process that
occurred for the group and the primary researcher was: experiencing, understanding,
judging, and taking action. The steps in this process occurred within each phase of the
AR project, as such, data were analysed across phases and the analysis was
developed iteratively throughout the study. Data were analysed using reflexive TA. The
eight themes determined from the analysis are discussed in the following two chapters.
These reflect changes within the programme and the ripple out impact of the AR

project.
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CHAPTER FIVE:

Engagement led to a reconstruction of how nursing education could be

designed and delivered.
5.1 Introduction

The research question for this study was: How can engagement with the community
influence an existing nurse education programme with regards the provision of quality
care for people who are transgender? This chapter will present the themes that reflect
changes within the programme. It will be presented as an explanation of how the action
research (AR) process led to NEs repositioning community members as invaluable in
the development and delivery of new content. The explanation will include quotes from
participants, and my own personal ‘learning in action’ reflections (presented in grey
boxes). The abbreviations used in the quotes are, nurse educator (NE), transgender
community member (TG), student support (SS), community ally/provider (CA) and

researcher (R).

The four themes, determined from the reflexive thematic analysis of data, that describe

shifts or changes within the programme, are discussed in this chapter are:

e Engagement made visible the impact of binary normativity.
e The programme was understood to be lacking in diversity content.
e Transgender group members were repositioned as experts in their field.

¢ Organisational barriers to community engagement became visible.

The themes are ordered to demonstrate the iterative nature of AR and how knowledge

is reconstructed over time. They are discussed next.
5.2 Engagement made visible the impact of binary normativity

The AR process enabled group members to engage with the lived experiences of
transgender people. This process enabled them to gain greater insight into the impact
of binary normativity on transgender group members’ health and wellbeing. Hearing
about these experiences influenced the group’s collective construction of the issues to
be addressed and the determination of action. One example of how binary normativity
impacted on transgender peoples’ lives was provided by a transgender group member

who explained how the gender on their passport led to problems when travelling:

TG: ... when changing passports, you can tick male or female or other, if you

tick other it’s great on your passport, for here, but if you go to other countries,
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certain countries, then you might get stopped and they ask questions and you
might get nailed because they don’t recognise other, they only recognise male

and female...
NE: Wow, these are things that | have never thought about...

TG: So, it’s one thing people get caught on, they go oh yes and tick this and
then they go and get stopped, and they need to be prepared for a 3-to-4-hour
delay.

(Stunned silence)

This group member advised that being able to tick ‘other’ as opposed to male or female
on their passport was ‘great’ for them. This example demonstrated how systems that
enable a person to socially affirm their gender reduces stress and promotes wellbeing.
It also highlighted how different countries provide different possibilities and constraints
on being able to live as one’s gender. While ‘othering’ (positioning a group of people as
outside of the constructed norms) has commonly been constructed as marginalising,
they appeared to view ‘other’ as a much-preferred option than officially aligning to a
gender they did not associate themselves with. However, being ‘other’ in some spaces,
they suggested, might be unsafe. For example, in some countries one might get
‘nailed’. In this case the person was held up for many hours at immigration for being
‘other’. This is but one example of the potential harsh consequences for those who step
outside of constructed gender binary normativity. These ongoing stresses significantly
impact on the health and wellbeing of transgender and gender non-binary people
(Testa et al., 2015).

The relaying of a personal experience led to a nurse educator’s expression of shock
and her admitting that these examples of minority stress were not things she had
“thought about”. There was a noted collective stunned silence as group members
sought to understand and judge this experience. From their silence | judged they
viewed that a transgender woman needing to travel with a passport which identified her
as male would be particularly traumatic. Their experience and other relayed negative
experiences were drivers of action. Binary normativity is a pervasive issue for

transgender people when accessing healthcare, for example:

TG: There are a lot of people who make assumptions and then they move

forward and then it becomes embarrassing for the person asking and the

person being treated. | recall an incident where | was misgendered by a health

professional time and time again, its awkward when you have to explain, hey

this is what | would like. In this case | was misgendered again... doctors are the
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ones mainly that don’t use pronouns correctly; they go off on a tangent...there

should be something in there to help nurses advocate to doctors.

The group member advised “there are a lot of people who make assumptions”, with
specific reference to their healthcare experiences. Their comment suggested
healthcare providers making gender assumptions is a common experience for
transgender people. It highlighted how the social construction of gender leads to
normative expectations of appearance and that some healthcare professionals struggle
to use gender pronouns which differ from their expectations of physical appearance. It
is awkward in an encounter when one person in the discussion has made assumptions
about the other, and the other person needs to correct them. Such an experience must
be incredibly distressing when health outcomes might be influenced by the healthcare
professional’s understanding of a patient’s gender. The patient cannot just bear with
the provider's gender confusion or, as may have happened in this case, deliberate

misgendering.

The example provided demonstrated how the dominance of gender normativity in
practice can make it the patient’s responsibility to challenge, in the moment, or be
‘outed’ at a later stage of medical investigation. Challenging is not always easy, given
the power imbalance inherent within doctor-patient interactions. This group member
demonstrated assertiveness. Such assertiveness may have been difficult for younger
or less resilient transgender or gender non-binary patients. Their experience
demonstrated to the group the myriad of ways gender normativity constrains the
wellbeing of transgender individuals. It led, as shown next, to a construction of gender
responsiveness and advocacy for gender non-binary and transgender patients as a

core nursing competency, akin to cultural safety.

Group members sought to understand reported lived experiences and interpret them in
ways that relate to nursing education. For example, one NE suggested a need for

nurses to gain skills in advocacy, to enable nurses to advocate for their patients:

NE: ... in nursing training, the Nursing Council has something in there for
nurses, to advocate to doctors, to say hey, because it is much nicer when
somebody else does your advocating for you, so you don’t have to do it

yourself.

The NE understood the negative healthcare experience raised by the transgender
group member was less than optimal. This was an understanding that supported a
judgement that nurses, if educated, are well positioned to advocate for their patients

when they are placed in uncomfortable situations. While gender affirming advocacy
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would be seen as a natural fit within a cultural safety model, gender minority status is
not, as yet, stated as a ‘cultural competence’ by Nursing Council of New Zealand
(NCN2).

There were numerous discussions throughout the study that positioned doctors or
general practitioners as gender normative or insensitive to their transgender patients.

One response to this emerging construction within the group was provided:

NE: It just angers me so much because all the things we are seeing, not
doctors, but nurses are not upholding the very competencies of the nursing
council. When we ask them to reflect on it, they say, well we don’t know what to
do ...

From the NE’s understanding, it was nurses who were not demonstrating culturally safe
practice for transgender patients. It was not made clear here, whether the nurse
educator had observed nurses being culturally unsafe. The NE went on to suggest that
nurses or nursing students “did not know what to do”. A comment which suggested a
positioning of nurses as ill prepared for transgender healthcare. This highlights that
action, with regards transgender healthcare competencies, was needed within nurse
education in Aotearoa. Another example that demonstrated how negative healthcare
encounters, experienced and relayed by a transgender group member, influenced the

perceptions of NEs in the group was discussed:

TG: You find that for most transgender people, especially our Trans feminine
and Trans masculine, when they get misgendered they’ll correct but if it keeps
on going, if they get a doctor that is not supportive in that respect, they don'’t
rock the boat by going away and complaining because they don’t want to upset
their progress through the system. We know there are people within hospitals
that are very anti-trans and will not deal with this and when we stir the pot it is
going to stir things with the DHB (District Health Board, [now merged into ‘Te

Whatu Ora’]) so they have a tendency to just try and cruise around it.

R: And | guess one way to address that is to educate our nurses so it is not just
about educating them but also teaching them to be advocates, people who will

challenge systems.

This example demonstrated the precarious position the current healthcare system in
Aotearoa positions transgender people. Access to gender affirming healthcare in
Aotearoa is quite a stringent process. It requires multiple levels of consent from various
healthcare professionals. That a person would choose not to complain about their
unsafe healthcare experiences, rather than disrupt their progress towards gender
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affirming care, demonstrated how socially constructed normativities are maintained.
Those in power determine the norms. Those without power conform rather than risk
losing something that is important to them. My response affirmed earlier comments that
emphasised the potential role of nurses, if informed, as advocates and drivers of
change. It was not discussed further during this session because a transgender group
member then advised they had been invited to deliver a learning session to trainee
doctors, the following year. They explained that involvement of transgender people in
learning sessions would model enabling people to speak for themselves about their

expectations of healthcare. This is discussed further in another section of this thesis.

The AR process supported cis gender group members’ understandings of a need for
reform and the need to support nurses to be advocates for change. Although, it could
be argued if the system was more inclusive, we would not need nurses to advocate for
transgender people in their care. The experiences presented so far, supported our
collective understanding of the impact of socially constructed binary normativity for
transgender people accessing healthcare, and led to a number of actions. At the start
of my doctoral journey, | did not appreciate how valuable engagement with
marginalised people’s narratives would be to our collective understanding of the impact

on wellbeing of binary normativity and how engagement could be a driver of change.

In the philosophy of practical knowing (Coghlan, 2016), knowledge is socially
constructed. This section has demonstrated how the social construction of knowledge
was enabled at a micro and macro level. At the micro level, engagement with
transgender people led to new understandings, for group members, of the significant
impact of gender binary normativity on transgender peoples’ wellbeing and healthcare
experiences. This led to the research group considering how nursing education,
particularly in the areas of cultural safety and advocacy, might support change. At the
macro level, transgender participants’ experiences also highlighted how the social
construction of gender, as being normatively binary, has significantly impacted on the
wellbeing of transgender people. The next section discusses how these new
understandings led to the provision of space for new content related to transgender

healthcare.
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Table 4 Researcher’s reflection 1

Experience (E), understanding (U), judging (J), ‘taking action’ (T)

E: There were moments in the first meeting where | felt individuals’ (in particular
transgender community participants) relaying of personal experiences were
taking too much time. | was conflicted, | knew that community voice was
important, but | still wanted to capture the enthusiasm of the nurse educators,

while | had them in the room committing to action.

U: Reviewing the transcript, | realised that personal stories were informative
and led to new understandings of the minority stresses experienced by
transgender people. These understandings were transformed by the group into
something that informed NE action. | wondered if my desire to identify actions
detracted from the AR process. According to Bradbury et al. (2019)
transformation occurs through the creation of a “relational space in which
people share their experiences, stakeholders can then discover relevant/useful

concepts together” (p. 7).

J: Thus, | judged, discussions helped us, as a group, determine intelligent
action. | realised that engagement with members’ challenging lived experiences
was critical to the process, because it supported an understanding and invoked
a judgement that the current situation was not, in a societal sense, fair. A
judgement that led to a barrage of suggestions for action and opportunities for

change.

T: | decided that, moving forward, | needed to be more trusting of the AR
process as a means of bringing about change. My action was to commit to
valuing the personal narratives, within meetings, as these narratives were

critical in the social construction of knowledge and to the AR process.

5.3 The programme was understood to be lacking in diversity content

This section describes how the AR process led to more space being enabled for
transgender related healthcare education within a NE led programme of delivery. A
nurse educator interrupted a discussion related to culturally safe transgender
communication. Her enthusiasm was motivated by the stories of negative healthcare
experiences presented by transgender group members. Prior to the first AR meeting,
influenced by our impending study, a nurse educator had already provisioned time
within a year one communication paper for a two-hour teaching session related to

transgender healthcare.
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NE: They just need to learn, sorry to interrupt, but yes, you could have a two-

hour session on it but you need to pull it through.

NE: Originally it was planned as a two-hour session, in a communication paper,
but | have actually got space now to make it a whole session, add in the self-

directed prior to that which would increase it to a five-hour session really.

The NE here, was thinking from within a traditional construction of nurse education as
being about imparting clinical knowledge or content. A construction based on dominant
discourse and practices within nursing education in Aotearoa. Content in this context
refers to pre-planned information which would be presented to the class. This differs
from learning that is developed by students through interactive discussion. The NEs
positioned themselves as capable of determining and delivering new content that would
enable students to learn about trans-affirming healthcare. In the first AR meeting the
initial time allowance was extended, but we did not discuss how it would be developed.
The nurse educator suggested that one two-hour session would not suffice, indicating
she felt that changing attitudes or building competence needed more than a brief, one-

off session.

Another NE suggested that “you need to pull it through” indicating that she was
beginning to understand that ongoing ‘content’ would be necessary to instil knowledge
and skills for students and the normalising of the diversity of genders beyond the
dominant construction of gender binaries. There were nods of agreement from the
group to this suggestion. Two group members picked up on the suggestion content

should be pulled through curriculum.
SS' Yes, it needs a follow through.
NE: We need to keep weaving it through the curriculum...

These group members agreed to the importance of repeated exposure to transgender
related healthcare content, to support the skills, knowledge, and attitudes needed for
gender affirming care. The suggestions that ongoing education was needed, rather
than a one-off teaching session demonstrated a growing understanding within the
group that teaching students once, and them returning to a society that is so
normatively binary, may not be effective. In response, influenced by a growing
understanding of the importance of nurses as advocates for their transgender patients,

one NE suggested:

NE: ... we get them to reflect on gender diversity as a whole and then present

them with a scenario of when you were faced with a person who is being
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disempowered. That is the link to cultural safety, because of terminology and
incorrect pronouns that are being used, and how can they advocate for that

person.

The NE here gave quite specific examples of what might be included in the previously
discussed, first year communication session. Their suggestions were informed by our
group discussions related to negative healthcare experiences. Misgendering and
incorrect pronouns, were noted and became important aspects of the year one
communication learning session. These were aspects of cultural safety that had
previously been highlighted by transgender group members as important aspects of
wellbeing. The ‘importance of correct pronouns and advocacy’ were codes which

resonated throughout this study.

Another example that demonstrated a shared view that content space could be added
to an existing curriculum, was the possibility of additional content being included within

a year one genetics session:

NE: | have written down a note here that there is this idea in genetics that all
cells have all genes and a lot of them are switched off, but | haven’t got it clear
enough to um...I will try and get it a little bit sharper in my head before | say

more...

Here, the NE indicated a desire to better understand, before determining new content,
genetics, and sexual characteristics at birth. Their coming up against the limits of their
professional and personal knowledge was evident. The NE was not sure of how to
verbalise such but could see a need for additional content that challenges nursing
students’ current constructions of sex as binary and fixed at birth. A need driven by an
awareness of the complexity of the construct of gender made possible through
engagement. The NEs sought to understand gender more deeply and subsequently

pass this information onto students.

Another example that demonstrated our collective judgement, that education for nurses

beyond a one-off teaching session was needed is presented next:

NE: There is also profile, where we teach them to do health history, and get

them to be OK to explore ‘how do | ask the questions?’

The inclusion of a transgender patient profile, within our patient scenarios, would be a
significant divergence from our usual practice. The NEs in the group came to an
understanding that heteronormative patient profiles contribute to the sustainment of

normativities within societies. Schools at all levels, sustain dominant social practices
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through their legitimising of knowledge that aligns with the dominant culture and
interests (Giroux, 1997; Freire, 2021).

Taking a health history commonly occurs in the early part of a healthcare encounter. It
requires the nurse to ask many personal questions to gain an understanding of the
influences on the patients’ health. The NE here suggested some of these questions
might be uncomfortable for transgender patients. For example, questions may relate to
‘name’ and ‘gender’, depending on how the health history form is designed. The NE
suggested some of the questions might be difficult. This view may have been based on
their experience of history taking or their awareness of the organisation’s existing form
and linking this to being incompatible with her growing understanding of non-binary
genders. The form is another example of the socially constructed binary normativity
that currently existed within many of our major institutions. The quote demonstrated
how engagement led to a shift in understanding for this nurse educator with regards the

need to be responsive to the needs of transgender patients.

Nurse educators went on to consider other aspects of the curriculum where content

might be needed. For example:

NE: ... you need to take it into year three too, into the primary health care

paper, which also involves acute scenarios

This comment suggested a need for students to discuss scenarios, particularly acute
scenarios (when the patient presents with an urgent medical need), in primary (first
point of call) settings. It affirmed earlier suggestions of a need for opportunities that
enable students to practice culturally safe communication with transgender patients. It
is in acute healthcare scenarios that patients may feel particularly vulnerable and
culturally safe care becomes more important. The two comments, discussed prior, and
this comment, demonstrated how content space was enabled within all three years of
our programme. This flow of ideas, where suggestions built on earlier suggestions,
demonstrated how actions were proposed through a discursive process that was
enabled through AR. These proposals addressed earlier group understandings that
content needs to be weaved throughout the curriculum, and scenarios were important

to support cultural competencies with regards transgender healthcare.

All bar one of the NEs in the group enabled space for new content within their
respective areas of influence. However, one NE was initially not supportive of the
creation of space for new content related to transgender healthcare. Their reason for

this and my response are discussed in my personal reflection in Table 5.
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Table 5 Researcher’s reflection 2

Experience (E), understanding (U), judging (J), ‘taking action’ (T)

E: There were several moments, during the project, where | met resistance to
change. Some of these moments were quite challenging for me. These
moments were coded as ‘challenging conversations.’ For example, one member
expressed concern about the actions, determined in a meeting. They suggested
that our AR process would enable, “a minority few to have undue influence over
our programme” and that our actions detracted from our nursing education’s
strongly held construct, within Aotearoa, that cultural safety is primarily focused
on seeking to ensure equitable outcomes for members of tangata whenua
(indigenous population). My initial experience to this email was a sense of

panic, would this mean the end of this project?

U: The concept of cultural safety within nursing education was initiated out of a
necessity to improve healthcare outcomes for Maori. It was expanded to include
other aspects of culture (Richardson, 2004). This expansion demonstrates that
‘cultural safety’ is a socially constructed and contested term. Richardson’s view,
| understood to mean, is that as society progresses other aspects of culture that
impact on wellbeing and healthcare outcomes must also be considered within

nursing education in order to support culturally safe care for all.

J: | respected and could not disagree with the dominant construct that Maori,
with regards cultural competency, were a priority group, but this group
member’s concern points to a view that in nursing education there is one
objective truth of what constitutes nursing best practice, irrespective of patient
identity and circumstance. Within Aotearoa, Maori continue to experience
significant disparities in health and healthcare access despite a treaty that
legislates equity (Brown & Bryder, 2023). Gender minorities are also a
population group that experience significant disparities in health. However,
gender identity is not yet listed as an example of culture within NCNZ cultural

safety guidelines. | judged this to be something that needed to be challenged.

T: My action was to personally respond to this group member and acknowledge
that cultural safety for tangata whenua is a priority, and an area that | hoped we
would continue to grow in. | also suggested, that making a difference for
another population group (transgender people) that is so marginalised would
require content, content that might support growth for nursing students through
its emphasis on reflection and subsequent challenging of powerful social

normativity that impact on patient outcomes. The group member that raised her
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concerns, discussed here, continued to be a member of the group and
contribute towards influencing change.

The creation of space for content demonstrated another characteristic of practical
knowing: that researchers attend to the uniqueness of each situation. A “reflexive
attentiveness to unfolding contextual dynamics is central to both understanding and
action. AR’s emphasis on cycles of action and reflection as they unfold in the present
tense is paramount” (Coghlan, 2019, p. 86). The above reflection was an example of
the main researcher’s reflexive attentiveness to the group dynamics. As a group, it was
also unique for NEs and SS staff to engage with the community on an issue of concern.
We collectively attended to this situation, having realised as a group that the needs of
transgender people required education, through the provision of space for transgender
healthcare related content within respective nursing courses. New content included: a
communication session and content within the genetics section in year one papers; a
transgender patient profile; content related to sensitivity when needing to insert a
catheter; content in the mental health paper in year two papers; and content within the
primary healthcare paper in year three. While group members were unsure of the
details of what should be delivered and how, it was clear their intent for change was

driven by a need to attend to the concerns raised.

This section has outlined how engagement with the community led to the creation of
space for content related to transgender healthcare across all three years of a nursing
education programme. The allowance of space was motivated by an access to, and a
greater understanding of, transgender group members’ negative life and healthcare
experiences and a subsequent judgement that new educational content was needed.
The NEs in the group subsequently barrelled ahead with space and ideas for content,
influenced by a collective judgement that to make a difference content needed to be
weaved throughout our curriculum. The next section discusses how TG group

members became the developers of learning sessions.
5.4 Transgender group members were repositioned as experts in their field

The NEs appeared to assume a primacy that they, as clinical experts, would be
developing transgender healthcare content in response to the experiences relayed. As
the study progressed, the AR process led to group members understanding that
transgender group members’ experiences positioned them as transgender healthcare
content experts. The group conversations produced a significant shift from societal
norms that position NEs as the experts of the content they deliver. The comments

below, that followed a nurse educator’s allowance of space for new content, are an
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example of how the AR process led to a reconstruction of how course content could be

developed.

R. So how is that content going to be informed, how is the best way?
[Slight pause]
NE: How am | going to write it? Where am | usually just ... gosh uhm

R. I wonder whether you could get people who have more experience of gender
diversity to review it.

NE: Yes, absolutely, totally ... so that is where you guys could be really helpful.

My comments were ‘in the moment’ responses aimed at nudging the NE towards
considering the involvement of transgender people in the development of content. This
NE subsequently acknowledged the experiential authority of transgender group
members. The NE’s slight pause was noted to demonstrate their shift in thinking as
they took time to understand and judge my comment, and relate it to their prior
experiences and our group’s discussions. Their normative view that nurse educators
develop new content, shaped by institutional norms, was being challenged. This NE
was taken aback at being positioned as a non-expert, but they enthusiastically

conceded to the transgender experts in the room.

The NEs in the organisation where | work when developing content, do not normally
engage with members of marginalised communities. A shift in thinking was made
possible by the AR process that brought organisational members into contact with
experts by experience. The NE’s response to my interjection demonstrated how my
questioning, as Gadamer (1970) suggested, would lead to a shift to a new
understanding as one horizon merges with another. In this case, the NE came to a new
appreciation of the importance of engaging with members of TG communities when
determining content that relates to TG people. Contact made visible the NEs’ limitations
about educational content on this topic. The emerging group construction that
transgender related content should be developed by transgender group members is

further demonstrated:

SS: Yes, from a wellbeing perspective and diverse education, it is obviously
important that those who the content is about are also looked after, and also,
they are involved in it, you know, they are given the opportunity to be involved in

it. It's the nothing about us, without us kind of mentality.

NE: It is representation within the group itself
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SS: Yes, and the option to be involved. Not just be involved in the presentation

but also the creation of the content.

The SS team member’s perspective that there should be “nothing about us without us”
may have been driven by his extensive work with HIV positive people. ‘Nothing about
us without us’ has been referred to many times in literature. This term was first used in
the 1990s within the campaigns for disability rights in decision making processes. It
suggests that decisions should not be made without input from those that the decision
will impact on. This SS member was an out gay male. His passion for inclusion in
decision making for minorities was evident. For him, obviously, transgender group
members would inform content. The NE, in this discussion, readily agreed with this,
even though engagement with marginalised communities is not standard practice in
nursing education. The SS group member suggested that transgender group members
be given the opportunity to participate in the delivery of sessions. A perspective that is

discussed in the next section of this chapter.

One of the project’s significant contributions to the nursing programme was the
development of a year one, three-hour teaching session plus two hours of self-directed
activities. This learning session was placed within a communication course and was
aimed at supporting culturally safe communication with transgender patients. The
specifics of the content were not made clear in the first meeting because, as previously
discussed, we collectively came to a judgement that transgender group members
should develop the session. An excerpt from the sub-group meeting, involving
transgender group members and me, as the facilitator, when we were developing the
session, is presented next. This example demonstrated a view of the potential for

nurses to support their patients in uncomfortable situations.

TG: When | was in hospital here, | had a hysto [hysterectomy] 3 years ago. A
discussion came up with the surgeon about afterwards, about which ward am |
going in because it’s technically split by gender. They said, well obviously you
will make people uncomfortable if you are in the women’s ward but if you are in

the men’s ward, they won’t know how to treat you if anything goes wrong...

TG: (in response to the participant’'s comment above), well, if for some reason
for safety, you had to go into the women’s ward even if the nurse could find a
way to say out loud, “I’'m so sorry we can’t get you a bed, you shouldn’t be in

here” as if to make it clear to the other people that this was just an irregularity.
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TG: Well first | was taken to the women’s ward because there wasn’t space in
the men’s ward, and the lady next to me was like, “Why are you in this ward?”

(Group members chuckled in a supportive way).

The hospital experience, presented here, was clearly not as positive as it should have
been. The surgeon had not ahead of time, determined a safe post-operative space for
their patient. This further demonstrated how healthcare systems in Aotearoa are not yet
constructed to support culturally safe healthcare access for transgender patients. The
patient was consulted, which was positive, but they were not offered an acceptable
option for their post-operative care. The problem was given to the patient to solve. This
experience influenced the session development. For example, the importance of

nurses advocating for their patients in uncomfortable situations was emphasised.

In response to the discussion, a group member offered a rationale for the situation; a
perspective which demonstrated a view that sometimes healthcare situations are not
perfect. However, if there is an acceptable reason, then such a situation might be
tolerated. In their view, the nurse could have made the situation better. This highlighted
the importance placed on the value of nurses as influencers of the healthcare
experience for transgender people. The role of nurses as advocates for their patients

then became a central focus of the teaching session we were developing.

The TG group member was comfortable relaying the surgeon’s view that he, the TG
person would “obviously” make people uncomfortable if placed in a women’s ward
post-surgery and the ward patient’s view that it was odd the TG person was in a
woman’s ward. This was a somewhat surreal way to have one’s gender affirmed.
However, the reiterations of these gender affirmations, when discussing a negative
healthcare encounter, suggested that these affirmations made the encounter less
traumatic. The supportive, chuckles of group members, demonstrated a shared
understanding of having one’s gender affirmed even in difficult situations was a take-

away positive from the situation.

Table 6 Researcher’s reflection 3

Experience (E), understanding (U), judging (J), ‘taking action’ (T)

E: In the transgender subgroup meeting | felt a sense that transgender group
members were very willing to share their negative healthcare experiences with
others in the group. | reflected on this and noted that transgender group
members often arrived early to meetings and would then share their positive
news related to gender affirming access to care or would ask transgender group

members questions related to access to care.

1U7



U: While the negative healthcare experience discussed and others also
discussed in this meeting, helped us prepare for the development of a learning
session, the relaying of these experiences also appeared to be a) somewhat
cathartic, and b) demonstrative of how this process of engagement supported

comradery amongst the transgender group members.

J: My initial intent, when embarking on this study, was about transforming an
existing nurse education programme, with regards transgender healthcare.
However, as the study progressed, | began to see how AR supports individuals
to feel they had a voice, not just with regards informing about their personal
healthcare experiences, but also through seeing their experiences being
translated into nursing education. This judgement was affirmed as the study

progressed.

T. My action from this reflection was to commit to supporting opportunities for
group members to benefit from their experiential knowledge and their

involvement in this AR study.

In the philosophy of practical knowing (Coghlan, 2016), practical knowing occurs when
action researchers are ethical in intent. The above reflection demonstrates my own
ethical intent for the project. Other co-researchers participated in this research with an
initial understanding that we were seeking to improve healthcare outcomes for
transgender people, through influencing nursing education. Their participation was also
ethical in intent. NEs, agreed with the suggested ethical stance that there should be
‘nothing about us without us.” Their understanding was influenced by the exposure to a
viewpoint that was persuasive because it was argued passionately and based on lived
experience. From quotes presented in this chapter, it is clear that ethical intent was an

important influencer of our collective judgements and subsequent actions.

This section has demonstrated how, as an AR group, we collectively came to
understand and judge that transgender group members should design the content
which NE group members had enabled space for. Our action from this judgement was
to commit to involving transgender group members in the development of new content.
This was a diversion from the norm, community members are not normally called on to
design nurse education content. The evaluation of the new learning sessions led to
concerns that nurse educators were not confident in delivering the new content, and

our rethinking of how content is delivered. How this occurred is discussed next.
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5.5 Organisational barriers to community engagement became visible

In the first meeting all transgender group members expressed an interest in
participating in education sessions for nursing students. For example, when discussing
the importance of involving transgender group members in the development of learning

sessions, one group member advised:

TG: | could help, | would be happy to do a talk.

The enthusiasm by TG group members to be involved in delivery, resonated throughout
the study. For example, one participant, later in the study, in a personal email (used

with permission) said:

TG: For so long | didn’t have a voice, now | have a voice, and although it is

hard, | want to use it to help others.

These TG group members’ comments suggested that it would be empowering for them
to be able to influence change through their involvement in the learning sessions. The
comment “| didn’t have a voice” demonstrated the impact of marginalisation that occurs
for minority population groups, due to dominant social constructions which position
some perspectives as more relevant than others. The comment suggested current
systems of healthcare render transgender people as invisible with regards being able
to relay their personal experiences. Both responses highlighted how binary
normativities constrain the possibilities of transgender people defining culturally safe
care. Constraints, which occur through the constructed norms in nursing education with
regards marginalised peoples’ healthcare, have positioned nurse educators or other

academics as the experts.

All transgender group members, despite how uncomfortable it might have been for
them, were willing to facilitate learning sessions. Their willingness to work through this
discomfort, or as one transgender member stated “to walk across some rocks” to bring
about change, epitomised how important change was for these group members. In

response to these comments a community ally advised:

CA: We always co-facilitate so an ally and a Rainbow person

SS: That'’s really nice pairing

CA: Yes again, it is not putting everything on a minority population to have to do
all that work, it’s kind of anyone can be involved but you do need to work with a
Rainbow person

SS: Its good when you use that word ally, it’s kind of like a coming together.
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The support of a co-facilitation model, presented here, demonstrated group members’
concern about transgender group members’ personal safety. It demonstrated a
collective understanding that a teaching approach which involved both transgender
group members and a nurse educator, or other ally, was optimal because it positioned
transgender people as experts, whilst also supporting their personal safety. | was fully
supportive of a transgender/ally approach; however, | had a personal concern about

how this might occur within our nurse education teaching programme.

My early assumption, there would be barriers to involving community members in the
delivery of teaching sessions, influenced how transgender group members developed
new content. For example, the aforementioned three-hour teaching session for the year
one communication paper was developed with a view that transgender community
members would not be guest speakers or facilitators of the session. In the organisation
of this study, learning sessions are normally developed to be delivered by NEs. Thus,
we developed the session for nurse educators to solely deliver. As the project
progressed, however, engagement led to increased involvement of community
members in the delivery of learning sessions, through a new understanding, discussed
next, that nurse education related to transgender healthcare would be very challenging

without co-facilitation.

Table 7 Researcher’s reflection 4

Experience (E), understanding (U), judging (J), taking action (T)

E: At this point | was quite nervous. | was aware, from my personal experience,
as an educator within a nursing programme, that it was not easy to respect the

time and experience of community experts within teaching sessions.

U: To gain funding to appropriately recompense a speaker for their time, and
travel, requires an incredible amount of administration. Any payment or gift
beyond a box of chocolates needed a formal contract that required a detailed
justification, and management signoff. Engaging transgender people as
instructors within learning sessions would require an ongoing commitment, from
me, to apply for funding for every session across all campuses ad infinitum, or my
personally paying transgender group members for the sessions they deliver. The
process undervalued the expertise of marginalised people and the benefit of

engaging with their lived experiences in learning sessions.

J: | judged it to be too hard for this content to be co-delivered in the long term. |

openly iterated this as a concern. This reflection highlights barriers to involving

community experts within nursing education. It demonstrates how institutions
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such as nursing education within Aotearoa are not constructed to enable
marginalised community members to be involved in the delivery of healthcare

content.

T:. My action was to push for content, with significant notes, that could be
delivered by nurse educators, whilst also seeking to find ways to involve
community people in the delivery of sessions and investigating how we can

appropriately financially compensate them for their time and expertise.

Three events led us, as a group, to understanding some NEs were not confident about
delivering the major communication session we had developed. The first was that all
the NEs who delivered the main session we had developed, subsequently attended
one of our staff training workshops related to gender and sexual minorities. This will be
discussed later. The second was the evaluation of this learning session indicated NEs
were supportive of the content, but they expressed a lack confidence in the delivery.

For example, one NE advised:

NE (non-group): Resources were not well explained for someone who had not

presented the topic previously.

Delivering the learning session raised an awareness, for the non-group NEs, of how
little they knew about non-binary genders. This is a further confirmation of how

pervasive binary normativity in Aotearoa is.

Feedback about the main learning session from our non-group nurse educators, was
discussed in our evaluation meeting. Three non-group NEs requested to attend this
meeting, and with permission from the group, attended some of it. These non-group
NEs reiterated a finding from our evaluation that they did not feel confident in the
delivery of the newly developed year one session. The non-group NEs considered the
topic of culturally safe communication in relation to non-binary genders as a specialised

topic that required practice and more support for delivery.

NE (non-group): Yeah, | haven’t heard that before. | haven’t heard non-binary

masculine, non-binary feminine.
NE (non-group): Nor have |
TG: Like, | identify as Trans masculine, non-binary...

The NEs admitted to not knowing some of the basic terminology of transgender and

gender non-binary people. Transgender group members, following these comments,
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educated the NEs about the terms. After the discussion, the NEs took the opportunity
to ask numerous questions related to transgender terminology and transgender
healthcare. Another example of an NE admitting that involving transgender people in

delivery would be beneficial was:

NE (non-group): And therefore, | would have wanted personal journeys,
personal thoughts, personal beliefs, because | feel like that has a bit more of an
emotive layering. So, for me, the only thing, with this, other than the fact that |
have no idea and there it is, you've got three hours, go away, and do something
with it.

The NE, when given a three-hour session to deliver, admits to having “no idea”. They
considered themselves to be positioned in a situation of being somewhat out on a limb.
The NE emphasised the importance of experts being involved in the delivery of the new
content, because they considered personal journeys, thoughts, and beliefs were critical
to student nurses’ understanding of this topic. A point previously made by NEs in the
AR group, a point that demonstrated the power of contact. Engaging with the lived
experiences, it was suggested, supports an “emotive layering”. Meaning that hearing
first-hand about the minority stresses of transgender people supports a development of
empathy and increases nursing students’ desire to provide culturally safe care for this
population group. The NE’s comments demonstrated what can be made possible,
when the limits of clinical expertise are acknowledged, and experiential authority is
recognised. My response to this comment, reflected my ongoing concern about how

transgender community members would be recompensed for their time:

R: One of the issues with actually getting people in as guest speakers, which is
ideal, is that you have to fund that person ... for me it's going cap in hand
constantly and asking and they’re like “hmmm” and it’s just becomes too hard
for the nurse educator to try and get the particular funding, that’s why it ended

up being more like this (designed to be delivered by nurse educators).

This comment made transparent my previously discussed concern about securing
funding to recompense guest speakers, for their time and expertise, and was based on
personal experiences of seeking funding for guest speakers. From my experience, NEs
would generally self-fund a small gift for their guest speaker, which is acceptable as
these guest speakers would usually be a representative of a healthcare provider and
would be paid by their organisation for their time. However, a community expert should
not be expected to give up three hours of their personal time for a box of chocolates. In
response to my comment, a non-group NE, advised that she would request funding for
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transgender group members to be involved in the delivery of the major learning
session. This was an example of good intent, in the moment, driven by engagement,
but it was not actioned. Enabling funding for community experts continues to be a

struggle within my organisation.

A transgender group member offered to support, without payment, a NE in their first
delivery of a learning session. The transgender support person arrived early for the
session but was asked to leave the teaching room, while a senior lecturer discussed
the session with the NE. Both lecturers participated, as students, in the three-hour
teaching session which was, in whole, delivered by the transgender community
member. Being asked to leave the room while the ‘experts’ discussed the session, was
disrespectful to the community member as the main presenter of the learning session.
This reflected the dominant positioning of NEs as the experts in the provision of nurse
education. This session, as evidenced by the feedback, was well received by the class.
An NE provided feedback of the learning session, sent in an email (used with

permission):

NE (non-group): Yesterday | was able to speak to the class in some detail
regarding the session and got really great feedback. They were very grateful
that a transgender community person was able to speak to them and they found
it particularly useful that they were able to engage with an individual who is
actually part of the community being discussed. They enjoyed the activities and

felt that they learnt a great deal from the session.

The feedback indicated students valued having a community member deliver this
session. Their feedback reflected a quote by a NE, discussed earlier, that personal
stories add an emotional layering for students. The stirring of emotion helps keep
students engaged in the learning session and evokes a desire to support social change
for the respective population group (Keehn, 2015). This view is supported by Postelnik
et al. (2021) who found using a co-facilitation model involving a clinical expert and a
community mental health expert, and the “sharing of personal stories brings the training
content to life and makes it more meaningful for participants” (p. 300). The value
students placed on learning from the lived experiences of transgender people, and the
interactive activities within the session, highlights the benefits for learners when
community people are able to design and deliver learning session. That the community
member was not paid for the delivery of the session and was excluded from pre-

session discussions by the senior lecturer, demonstrates how educational institutes are
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not structured to value community involvement in education. This is discussed and

elaborated on in the next chapter of this thesis.

According to Coghlan (2016), practical knowing requires the researchers address the
everyday concerns of people. The involvement of the non-group NEs into our
evaluation discussion meeting demonstrated how our AR study engaged with and
addressed the non-group NE everyday concerns. These concerns were that NEs were
not confident about delivering the learning session we had developed. In the meeting
the NEs attended, we sought to collectively answer their questions. We also provided
training for all staff, which is discussed in the next chapter, and enabled the co-delivery
of learning sessions so they could learn from community members how to deliver the

session they were concerned about.

Table 8 Researcher’s reflection 5

Experience (E), understanding (U), judging (J), taking action (T)
E: During the study, | experienced delivering the major year one learning session
alone and alongside a transgender group member. | found it much easier to co-

deliver the session.

U: It felt safer for me to have a more experienced co-facilitator alongside me who
could confidently answer tricky questions. Also, the involvement of a person with
lived experiences of minority stresses appeared to evoke a certain degree of
compassion that may have influenced how some questions were posited by
students. When teaching alone, for example, | experienced in one session,
questions that came from, what | had judged to be, a position of transphobia.
Despite my many years of studying and engaging with transgender people, my

answers did not satisfy this student.

J: It was suggested in the first meeting of this study, that if nurse educators
delivered the session, it might enable students to ask difficult questions, without
fear of causing offense to a community member. However, having reflected on
the sessions | delivered; my judgement is that the students overall are better

served by having a trained community member deliver the session.

T: My action from this reflection was to continue to advocate that trained

community members deliver this session and they be recompensed for their time

This section outlined how the AR process enabled non-group NEs to discursively
interact with transgender community members and gain new knowledge about gender

terminology and the regular stresses experienced by gender minority people. The
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section demonstrated how transgender community members came to be positioned as
experts and how they came to be delivering nursing education sessions. NEs could see
how beneficial it was for students to have people with lived experiences delivering
sessions. However, the system was unwilling or ill-prepared for community experts to
be involved in content delivery. This demonstrated how powerful the social construction

of clinical expertise is in healthcare education.
5.6 Conclusion

This chapter provided specific examples of how the study aligned with the
characteristics of practical knowing. The process demonstrated how knowledge is
socially constructed at a micro and macro level. Our making space for new content
demonstrated our attending to the uniqueness of the situation. Attending to the
uniqueness was further demonstrated at a main researcher (first person) level, through
the personal reflection cycles. Group members demonstrated their ethical intent
through collectively determining that content related to transgender healthcare should
be designed by those the care is about. The positioning of community members as
appropriate designers of new content was contra to how nursing education is normally
designed in Aotearoa. We addressed the everyday concerns of transgender people in
the group through the provision of space for content which sought to address their
concerns related to healthcare provision. We attended to the concerns of non-group
NEs through enabling processes whereby their questions could be answered, and they

could be supported in their delivery of new education related transgender healthcare.

The AR process, through enabling discursive engagement with transgender community
members, supported a greater understanding for NEs and support staff of the impact of
binary normativity on people’s lives. We collectively judged nurses as healthcare

providers, could positively influence the healthcare experiences for transgender people.
Motivated by new understandings NEs jumped into action mode. Multiple opportunities
for new content were offered. Cultural safety, patient advocacy, and content being more
than a one-off session, were topics commonly discussed as important aspects of

transgender healthcare education, and codes within the thematic analysis.

While space for new content was provided, as a group we sought to understand how
new content could be developed. Through discussion we came to understand and
subsequently judge transgender group members should design new content. Thus, we
positioned transgender group members, as content experts. As the study progressed,
we learnt from NEs’ feedback that these experts were also needed by some to support

their delivery of new content; something that is not the norm within the nursing
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programme that | work in. The next chapter discusses how the AR process led to
transformation beyond the nursing education programme. It further demonstrated the

transformative capacity of AR.
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CHAPTER SIX:

Engagement led to transformation beyond the nursing programme.
6.1 Introduction

The research question for this study was: How can engagement with the community
influence an existing nurse education programme, with regards the provision of quality
care for people who are transgender? This chapter will discuss how engagement led to
transformation beyond the nursing programme. It will present an explanation of how the
action research (AR) process led to wider organisational change, empowered
community group members, and led to change at a national level. Four themes
determined from a reflexive thematic analysis of data demonstrated how engagement
led to transformation beyond the nursing programme. These themes were:

e Collective concern around NE'’s understanding of non-binary genders.

¢ Challenging organisational norms to better support transgender engagement.

e Opportunities were created that empowered transgender community members.

e Reconstructing the ‘hidden curriculum’ through influencing change at a national

level.

The themes are ordered to demonstrate the ripple out effect of change that can be

attributed to the adoption of an AR approach.
6.2 Collective concern around NE’s understanding of non-binary genders

As outlined in chapter five, engagement influenced the provision of space for new
content related to transgender healthcare education, within the existing programme.
Furthermore, we agreed as a group that transgender group members would inform this
new content. However, in one meeting there was a concern raised that some NEs may

not be confident in delivering this new content:

NE: | think it is all very well to talk about educating the nursing students, but you
also have to educate the people that are part of the education system, that are

actually delivering.
SS: Receptionists?
R: So, are you meaning our nurse educators or our administrators?

NE: Our nurse educators
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The NE, based on her experience, understood, and judged that other nurse educators
may not be confident in the delivery of content related to transgender healthcare. The
NE considered such content may present challenges for delivery. This demonstrated
how our society is strongly constructed as normatively gender binary. Within our
nursing programme we would not generally consider NEs would need educating before
delivering particular content. The term ‘educating’, used here, | understood to mean
NEs may need to attend a training workshop which would better support their sensitive
delivery of new content related to culturally safe care for transgender people. The NE’s
view turned out to be an accurate understanding of the situation. As outlined in chapter
five, our evaluation process revealed non group NEs were not confident delivering

transgender related healthcare content.

The view that some NEs may not embrace teaching about transgender health was

raised again in the next whole group meeting:

NE: But it is the culture within a school that is critically important too, isn’t it? It's
the same | guess that we talked about in our last meeting, about the fact that
even though we are doing this within our programme and we are enhancing our
programme as we are, ultimately, we are still, you know, if people are carrying
attitudes and biases, our nurse educators are carrying attitudes and biases, that

still might, uh, come through, so it is something to be mindful of.

This was the first time we collectively considered how the culture of the school might
impact on the delivery of content related to transgender healthcare. This demonstrated

a shift from considering content to context.

Context reflects how dominant social norms influence curriculum content and the
organisational backdrop to content delivery. It reflects the hidden curriculum within
which values and expectations, not made explicit, serve to perpetuate dominant social
norms. The NE here understood that nurse educators’ attitudes and biases might
present challenges for some when delivering the content we developed. They judged
that if NEs held biases against transgender people, it might be reflected in their
delivery. An important principle of nursing in Aotearoa is that nurses “respect the dignity
and individuality of health consumers” (NCNZ, ‘Code of Conduct’, p. 4). While NEs
might seek to adhere to this principle, genders which are not male or female, might for
some, be outside of their cultural norms or religious beliefs. As such some NEs may not
understand genders outside of socially constructed binary norms. My response was to
suggest an action that we develop an online training programme for nurse educators.

The response to this suggestion was:
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NE: | mean online would be easy, but | personally think, we do need somewhere
where it is face-to-face, because in some ways, like happened here, because
those of us who are really open are going to embrace it... people perhaps who
are not going to embrace it as much are going to pick up a lot in that
discussion... It is a really an important issue and we need to make sure that
when we are teaching it, that it is being taught genuinely and with the passion

and the emphasis it needs and the respect and everything so it's not a tick box.

This NE placed considerable value on face-to-face engagement. Their “like happened
here” comment affirmed this study’s epistemology that the construction of new
knowledge occurs through discursive interaction. The comment demonstrated how the
AR process, which enabled NEs to engage with the experiences of transgender
people, was judged to support a better understanding about transgender people and
their healthcare needs. The suggestion that action could be to provide education that
would enable NEs to engage with transgender community members was vehemently
supported through nods and expressions of agreement. The group recognised that
interactive engagement supported a better understanding of the impacts of binary
normativity on health and wellbeing. Furthermore, contact is critical to ensuring
transgender healthcare is delivered in a sensitive and appropriate manner. ‘Not just a
tick box’, demonstrated the NE’s judgement that educating nursing students about
transgender people is more than the inclusion of content; how the content will be
delivered, also needs to be considered. ‘Not just a tick box’ became a code which

resonated throughout the project. In response a CA advised:

CA: Sometimes you offer something and people attend but | think sometimes it

is the ones who aren’t there that should be attending.
TG: Yes, they just avoid it.

CA: Then policy becomes very important. If you have people that are
misgendering, using the wrong pronouns, even after being corrected, then you
have policy to go back to that says this is how we do things in our

organisation...

The CA and TG community people understood, based on their experiences that some
people may choose not to attend non-compulsory workshops related to transgender
inclusiveness, even though people who hold strong heteronormative and gender binary
normative perspectives might gain from having their views challenged. The CA’s
suggested action, from this judgement, was to refer to policy. This CA was talking about

a policy of their own organisation, which was not a policy in the organisation where |
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worked. Addressing policy was not raised as an action for the group to discuss.
Perhaps, because we collectively understood, although not verbalised, that to get
anywhere near discussions about such a policy at the executive level, would require a
significant cultural shift within the wider organisation. Seeking policy change was
something much bigger than action to influence an existing nursing programme, the
initial aim of the project. My reflections on the notion of us discussing policy change,

alongside how compulsory workshops might be funded are discussed next.

Table 9 Researcher’s reflection 6

Experience (E), understanding (U), judging (J), taking action (T)

E: My ‘in the moment reflection’ here was that changing organisational policy to
such a degree would not be something that could not be realistically actioned
within our AR project. | did not interject and mention that the organisation did
not have a policy that required people who were consistently misgendering

people attend an in-house gender inclusiveness workshop.

U: | reflected on why | did not start a discussion on organisational policy and
came to a view that | did not want to lead us into discussions which would
detract from feasible actions. In seeking to understand my ‘in the moment’
decision, | reviewed the literature related to what would be needed to bring
about a policy change, and what would be needed to challenge dominant social
constructions within an organisation. The literature related to organisational
change with regards LGBT inclusion, for example, Eckstrand et al. (2017) and
Everly and Schwarz (2015), primarily focussed on how change occurs once a
wider organisation has committed to organisational change to support LGBT

inclusiveness.

J: | judged that policy change would be much easier within an organisation that
had identified a need for change. As we were a small AR group seeking to bring
about change within a very large organisation, | judged we would struggle to
influence wider organisational policy. This would require a significant culture
change within the organisation. A culture change would, | judged, require a

push from the top by someone at the executive level who was willing to support
such a change, alongside a push from the bottom where people in the
organisation indicated a need for change. | coded data related to this judgement
as ‘top down/bottom up’.

T: The CA comment that inspired this reflection, did not, in my view, require

action at this point. However, as the project progressed, | became more aware

that to progress some actions we would need some top-down support.
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Experience, understanding, judging, taking action

E: Another in the moment reflection during this time, based on experience, was
that the nursing programme | worked in rarely funded training workshops.
Workshops offered were generally those delivered for free by nurse educators

in the programme or those provided by people from the wider organisation.

U: This caused me to think how gender minority inclusiveness training would be
positioned within the school’s professional development agenda. The groups’
collective understanding of ‘nothing about us without us’, would require our
transgender competency workshops to be co-delivered by external facilitators,

who would need to be appropriately recompensed for their time.

J: I judged a gender and sexual minority workshop would be unlikely to receive
funding, from the respective programme managers, and certainly not receive

ongoing funding.

T: My action from this reflection was to see if we could draw on the resources of

the people in the room. This is discussed next.

The CA understood their own face-to-face training, usually provided to new nurses and
community groups, would be beneficial for the NEs in the organisation. They also saw
value in offering the training to other ‘teachers’ within the organisation, this is discussed
in the next section. Their training used a Rainbow and ally partnership model for
delivery, an approach that was discussed in the chapter five and was judged as an
appropriate and safe way of education delivery for community members. The next
quote is added again to emphasise why the approach adopted used such a partnership

approach for their workshops.
SS: That'’s really nice pairing

CA: Yes, again it is not putting everything on a minority population to have to do
all that work, it's kind of anyone can be involved but you do need to work with a

rainbow person
TG: Its good when you use that word ally, it’s kind of like a coming together.

Allies are people from a socially constructed dominant population group, with regards a
particular social characteristic such as race, sexuality, or gender, who seek to address
social inequities. They are people who support the challenging of behaviours or
systems that marginalise particular population groups, such as transgender people. By
now, the group had already come to understand from the reported experiences of

transgender people in the group, that challenging behaviours or systems was
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exhausting, so the CA’s “all that work” comment aligned with these earlier discussions.
The “nice pairing” comment reiterated the same member’s earlier comment that there
should be “nothing about us without us”. Both the SS and the TG group members
judged working together would be the most effective mechanism for preparing NEs to
deliver education to support transgender health equity. Our action was to organise a
‘train the trainer’ workshop, for NEs. This workshop would use a Rainbow/ally
partnership approach, involving, primarily a person who identifies as transgender with
an ally, a person who does not necessarily identify as gay or gender diverse, but who
openly works to support members of the ‘Rainbow’ community. My view of such an

approach to delivery is discussed next.

Table 10 Researcher’s reflection 7

Experience (E), understanding (U), judging (j), taking action (T)

E: With regards the partnership model discussed above. | reflected on earlier
discussions, outlined in chapter five, where transgender community members
enthusiastically expressed a willingness to be involved in educating others. |
began to think that an educational role might not only be positive but might also

be empowering for transgender group members.

U: Other studies affirmed this perspective. A study by Riggle et al. (2011), for
example, found activism through the education of others was a positive aspect
of transgender self-identification. A finding echoed in a study by McFadden et
al. (2013) who suggested educating others about the transgender community

was a source of resilience for some transgender people.

J: Enabling some group members to develop facilitation skills, through being
coached, using a ‘train the trainer’ approach, in the delivery of a workshop,
aligned well with my values of social justice and with the ethical intent of this
study. A train the trainer approach would be empowering for the new facilitators,
| judged, such an approach would also provide a valuable resource for the

organisation.

T: As a training workshop using an ally model had been agreed to by the group,
my action was to email group members to ascertain who wanted to be involved

and trained as facilitators.

While the events discussed demonstrated most of the characteristics of practical
knowing as outlined by Coghlan (2016), they particularly demonstrated how the group
attended to the concerns, based on their everyday experiences. Their concern was
NEs may not have the experience or understanding to enable them to sensitively
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deliver content related to transgender healthcare. We collectively attended to this

concern by enabling a training workshop for nursing, and other healthcare educators.

This section has demonstrated how we came to understand as a group, NEs may need
further educating. We judged training for NEs was important in order to ensure the new
content would be delivered in a way which supported student nurses in their provision
of culturally safe care for transfer people. Our ‘taking action’ was to enable the
provision of training for NEs. This action was based on a view the workshop would use
a train the trainer and ally/Rainbow model of delivery. Some of the quotes used to
illustrate this theme also demonstrated how we as a group began to move towards an

understanding that change was needed within the wider organisation.
6.3 Challenging organisational norms to support transgender engagement

Engagement with the community moved us as a group towards an understanding that
transgender representation in health education is a key part of transgender health
equity. That is, transgender people’s enrolment and success in health education
supports the reconstruction of social norms through their presence in education and
healthcare systems. This shift in understanding was a gradual process, influenced by
the involvement of people in the research group whose focus for change was more on
the organisation than the programme. It led us to focus on actions that would influence
wider organisational change. Transgender representation in health education was

hinted as being important several times, for example:

CA: We are making sure that [student] nurses, who start the nursing
programme are being tutored from the beginning towards the whole classes,
and they are aware of the language we use. They are on a journey too, how are
they supported so we ensure we actually get gender diverse students coming
into the nursing programme and out into nursing, you know we want our nurses

to be reflective or our community.

This comment was made in the first meeting, but it took us, as a group, several
meetings to collectively come to understand that to make a difference, change was
needed within the wider organisation. A key to this shift in understanding was a
collective deepening recognition of how organisational nhorms, which led to uncritical
approaches to education, support inequities - a shift brought about by contact with
transgender community members and their allies. We came to understand
organisational practice is largely influenced by dominant norms in ways that are taken

for granted.
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An organisation that is inclusive of minority population groups, including gender
minorities, would support the diversity of students and subsequently increase the
diversity of qualified nurses. Extrapolating this out, an inclusive organisation would also
increase the number of gender diverse people qualified in the provision of other types
of healthcare and other social services. Increasing the diversity of providers within
health and social institutions, given their importance in society, would support the wider
reconstruction of gender social norms. While the CA affirmed our initial aim was to
enable and subsequently develop new content related to transgender nursing
healthcare within the programme, they judged wider organisational change would be

more impactful.

The view presented was not contested. There were nods of agreement from all in the
group. We understood that a transgender nurse would provide culturally safe
healthcare for transgender patients and the transgender nurse would be able to
empower transgender patients and advocate for change within their respective
healthcare provider organisation and the wider healthcare system. The CA went on to
provide some examples of actions that needed to happen to support inclusiveness

within the organisation.

CA: It is right through all that you do like your application forms, your templates

and so on so that intersect with anybody coming in.

Forms based on a dominant social construction of gender as binary present barriers to
access for gender non-binary and transgender people and further reproduces binary
genders as normative in society. Templates and learning resources that are not
inclusive of diverse population groups marginalise minority groups by making them feel
invisible. This comment led to a discussion about my organisation’s enrolment form.
One member advised that our enrolment form had been updated. However, in a later
sub-group meeting a group member advised it had not been changed, or if it had been

changed, it was still not acceptable:

TG: Well, the way they changed it | thought an A for effort but, well they took the

name thing, legal name preferred name and applied that to gender
TG: What!
TG: Yes, they had preferred gender and legal gender...

TG: Well anyway an A for effort but that is culturally not safe, it doesn’t translate

tome ...

TG: Some other polytecs just have Gender Diverse ...
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This is a snippet from a lengthy discussion where we collectively came to understand
the use of terms such as ‘legal gender’ and ‘preferred gender’ on a form was offensive
to transgender group members. One member, for example, made it quite clear in a
personal email, when he introduced himself, “male was his gender, not his preferred
gender”. Preferred implies of all the possible genders, a person likes being one gender
more than others. People do not prefer a gender; they are a gender. “It doesn’t
translate to me” indicated that the person would not be able to complete the enrolment
form. The form in its current state was judged to be culturally unsafe by the
transgender people in the group. This judgement further demonstrated the movement
of the group towards constructing education, from a transgender health equity
perspective, as being so much more than 'content’ to also being able to demonstrate
that organisational practice was safe. This was a view so different from where the
project started. A view made possible through the whanaungatanga (respectful

relationships formed within the group), enabled through an AR process.

Another group member advised other tertiary providers had already moved towards
inclusive enrolments forms, albeit through enabling a tick in a very generic box of
‘gender diverse’. A move, nevertheless, that indicated a societal shift, within tertiary
education generally in Aotearoa towards recognising transgender and other genders.
Our organisation was still using culturally unsafe enrolment forms which demonstrated
there was room for improvement. This was an understanding made visible through the
AR process that enabled transgender group members to see their voices were relevant
because they could see they were influencing change within a programme. They saw a
need for change within the wider organisation, and being part of a process bringing

about change empowered them to push for more.

My personal action, with permission from the group, was to enquire into how we might
get the enrolment form changed. When enquiring about the form, | asked a member of
the organisation’s executive leadership team why we needed a student’s gender for
their enrolment. | was advised this was for statistical purposes. The notion that we
need to have data related to gender for those participating in educational programmes,
highlights the socially constructed significance of gender in western societies. Those
designing the form had given consideration to transgender or gender non-binary people
but did not appear to have consulted with members of the respective community. The
process of getting the form changed was quite challenging and involved most group

members, a process that is reflected on below.
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Table 11 Researcher’s reflection 8

Experience (E), understanding (U), judging (j), taking action (T)

E: After making an enquiry about the form, to a member of the executive
leadership team, | was advised that the enrolment form could be changed and
that the AR group would be consulted on the wording of the change. After
waiting several months and then enquiring again, | was sent the amended form.
| knew it would not be agreeable to the group. While it now included a ‘gender
diverse’ option, in line with other tertiary providers (this alignment was the
means by which | got agreement at the executive level for an amendment), it
still asked for ‘preferred gender’. When | spoke with the person responsible for
the change, their response was quite aggressive, and they advised it was too
late to amend the form as it was about to go to print. | experienced significant
discomfort at this point. To challenge decisions already made would require
assertiveness and diplomacy. | needed to buy us some time. | did not consider

myself to be a comfortable negotiator, but | had to try.

| was given two hours to determine the wording for the ‘gender’ aspect of the
form, and this had to be agreed to by the manager of our student support team.
| was able to contact transgender group members to find an acceptable wording
(it was a back-and-forth process), seek agreement from others in the group,
and gain sign off from the manager of student support in the time given. These
conversations were not easy for me. Meanwhile a SS group member assisted
the process by taking the form to another executive leader, advising them as to
why it was not acceptable. This escalated the issue and led to us to being able

to get the form amended to something that was agreeable to all in the group.

U: To understand this experience, | drew on Aristotle’s intellectual virtue of
phronesis. Phronesis (practical wisdom) relates to knowing what to do in praxis
(in practice) with others, when the events are unpredictable. Phronesis is
gained from moments that are unpredictable, provided one is acting with

virtuous intent.

J: | judged that the outcome of challenging constructed institutional norms,
predicated on gender binary expectations, was unpredictable, but was ethical in
intent. This experience led me to a view that challenging organisational norms,
particularly in relation to strongly held normativities and socially unjust practices
was uncomfortable. | also came to a judgement that people, in organisations,
pass on tasks and do not always make clear what is expected. My practical
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knowing from this encounter was that advocating for organisational change
takes time, persistence, and often comes at personal cost. It is crucial that all
members are empowered to take some of this load to avoid main researcher
burnout. | also learnt how to diplomatically negotiate for time. | did this by
presenting a view that consultation with the group, was agreed to by an

executive officer, and ethically needed to be undertaken.

T: This learning cycle occurred through action. My action to follow this was to
verbally acknowledge, in the next meeting, the work of all involved in bringing

about the change.

Another action, which further demonstrated a shift toward considering the wider
organisation, was that the previously discussed training for NEs was expanded to

include all staff at the organisation.

CA: ... as well [in addition to nurse educators] as those teachers that feel like

they want the training

SS ... so maybe it could be a workshop that is included in the staff on boarding

process ...
CA: How many staff do you have?

These comments demonstrated an almost instantaneous move from us considering
that NEs may need training, to including all staff. Two factors supported a shift towards
considering the wider organisation. Firstly, the SS group member had a focus on the
wider organisation, the work team he was part of was concerned with enhancing
success for all students. Secondly, this CA referred to the wider organisation in an
earlier meeting, and at the time group members agreed with her views. Over time these
perspectives influenced group member’s thinking. This demonstrated a social
construction of knowledge at a micro level that occurred as people reflected on
discussions, in the moment, and then drew on these understandings in future
interactions. A layering occurred of what was being understood, onto what was
previously discussed and understood. The process described by Gadamer (1975) as a

‘shifting of horizons’.

The suggestion that wider organisational teaching staff be considered led to a
discussion about how action might support wider organisational change. That is, the

logistics of expanding the training out to the wider organisation. | suggested:
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R: We are just talking about building the in-house capacity to deliver the
workshop [wider] ... and how we can build our capacity to do that... the issue is
then about the money because if we are using a partnership model then we
have to pay a person who comes from the community, they can’t just keep

giving their time for free really.

I made this comment because of my own ongoing concern about how external
facilitators would be funded. | had reflected on this concern earlier when we discussed
training for NEs. My raising it here not only demonstrated my ongoing commitment to
ensuring that the transgender community members were respected for their expertise,
but it also indicated a shift for me as an action researcher. This shift was from feeling
personally responsible for the actions determined by the group to involving the group in
addressing issues which may present barriers to action. This shift is discussed in the

next learning cycle.

Table 12 Researcher’s reflection 9

E Experience (E), understanding (U), judging (j), taking action (T)

E: As meetings progressed, | experienced a sense of burden. | felt, as a group,
we were determining actions, | considered, that were not realistically actionable.
This view was based on my perception of where the organisation was
positioned regarding gender minority inclusiveness. In regards the provision of
staff training, having already enquired, | had been advised “there was a very

limited budget”.

U: In seeking to understand this | drew on Coghlan (2019) who advised that
political dynamics may be an obstacle to the project and may put the researcher
off. At this point | was also trying to understand myself as an action researcher
and the difference between consultation/stakeholder engagement and
collaboration. In a consultation mind set, | judged that | was gaining an
impossible wish list for change which | felt obliged to try to follow through on to
maintain the enthusiasm of the group. | needed to be more collaborative, |
needed to share the load. Collaboration to support AR for organisational change
is emphasised in Brydon-Millar and Coghlan (2014) and Coghlan (2019).

J: | judged that in a collaborative way of thinking | needed to be more

transparent about my concerns related to the barriers to action.
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T: The action | took was to raise my concern about funding with the group. The
outcome of my action is discussed below. It demonstrated the value of

collaboration over consultation when undertaking action research.

In response to my concern about funding, and my stating that | had, unsuccessfully,
tried through our usual ‘funds for professional development’ to gain funding, a group

member offered a solution:

SS: I'm surprised that X hasn’t got behind it. Because there is definitely money.
When we developed the strategies, there was money set aside in the budget for
this kind of stuff. | might do an e-introduction about it with X. Say “hey, what
about that fund?”

This group member had, in an earlier meeting, emphasised the importance of there
being “nothing about us without us”. His commitment to involving marginalised people
in action that related to them was evident throughout the project. His experience within
the organisation meant he understood what funding was available. He judged that he
was able to influence some financial decisions and suggested an action. He did follow
up on his agreed action and successfully sourced funding for two workshops per year
for the wider organisation with all our anticipated costs covered. This outcome
demonstrated how actions within organisations are themselves products of social
constructionism. That is, funding is determined by the respective power one holds
within an organisation. A deepening understanding of procurement sat behind and

made so many actions thinkable.

Organisations are microcosms of their respective societies. The previous example
demonstrated how positional power influenced the reconstruction of a constructed
norm. When funding is scarce people allocate funds to events that are socially
constructed to be more important. However, when people have the power to influence
funding, a reallocation becomes possible. Following the discussion about expanding
the workshop out to the wider organisation we went on to discuss the timings of these

trainings. | sought to clarify the details:

R: If we can get that [funding] and then we are going to go there [location of
next training], | can put that PowerPoint together, and [TG group member, who
agreed to facilitate] is going to come. It looks like we have got a plan, that’s

awesome. |s that alright?

TG: Yup, it just depends on when next year because pride months are

February/March so I'm all over the place.
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R: | actually thought ‘Pride Month’ would be a good time, as it also ticks the
other box of doing something for Pride Day. To just do something to say, ‘hey

it's this, so we thought we’d offer this. But if you’re busy?

The importance of celebrating ‘Pride’ had been raised in an earlier meeting. In the
above discussion, | suggested merging the two actions, thinking this would make things
financially easier for us. However, the proposed TG facilitator of the workshop, based
on his experiences, advised that his time was limited around ‘Pride’ celebration time. In
the end we found a time that worked for him, and the session was subsequently

delivered. | raised the possibility of celebrating a ‘Pride’ day again in a later meeting:

R: ... that brings me to the notion that | was going to ask the student support,
whether they could be the ones who could assist financially and time wise with
the Pride Day.

SS: That’s on their calendar
R: Student success calendar
SS: Yup.

Again here, | was expressing my personal concerns about the funding of actions. That
the organisation had for the first time put the celebration of Pride formally into the
organisation’s calendar was evidence of a cultural shift in the organisation. This was
likely influenced by the AR project and the two group members, who were part of
student support teams, who pushed for action on the two campuses that went on to
celebrate Pride Day. The decision to support Pride Day may also have been influenced
by my discussions, in relation to project actions, with the manager of ‘student support’,
and through non group members of ‘student support” team attending one of the training

workshops we provided. My learning from reflecting on this is discussed below.

Table 13 Researcher’s reflection 10

Experience (E), understanding (U), judging (j), taking action (T)

E: | was relieved that the student support team was now supporting Pride Day
celebrations. A first-time celebration of Pride, and a continued commitment to
this, alongside permanent transgender flags being erected on campuses, felt to
me to be a huge achievement for the group. At the same time, | experienced a
small sense of disappointment that the SS team had not sought involvement
from the group when making these decisions.

U: Trying to understand this was more of a self-reflective process than seeking
to find answers in the literature. | was disappointed but drew on the words of a
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friend who was also studying AR: “Just giving something legs, and it taking a life
of its own, is an achievement” (C. Williams [personal correspondence, used
with permission] 2022). Our project had supported transformation within the
organisation, and | needed to feel proud that we as a group had influenced
change. | also wondered, if not an action directly instigated by the group, what
factors had also supported change? | reflected here on where we were as a
society and whether social change, alongside the group’s actions, influenced

wider organisational change.

J: | judged that as other tertiary education providers were already celebrating
Pride Day, and as a society, gender and sexual minorities were becoming more
visible and had a stronger voice, that social norms, alongside our actions,
influenced change. | also judged that the student support team that is focussed
on student achievement wanted to demonstrate to the wider organisation its
own recognition of a need for change in this space. Two members of our

research group were part of the wider student success team.

T: My action, with agreement from the group, was to offer our support to the
day. This was readily accepted. The event was actioned on two campuses,
supported by group members. This event was well received by students and

became a regular activity in the students’ event calendar.

As previously discussed, an online resource site was also suggested as an idea for

action. It was mentioned again by the group’s community ally:

CA: Could we do an online learning module which would be like a brief
introduction and then you can add the resources on to that and then people
would look at it... It is where we are kind of hoping people will go before they
even come to the workshop, just to have the basics... It's like a brief
introduction just to get the basics around the difference between sex, sexuality
and gender and different terminologies and where to go for more information.
And then come to the face-to-face workshops to do more of the interactive,

value-based activities. That’s where we landed after all of the discussion.

This CA understood, based on her experience of facilitating training workshops, and

her personal understanding of what is needed to be effective, that a resource site

would be beneficial. It would enable workshop participants to gain the basics and

enable more time for the interactive, value-based activities. This group member’s

comments highlighted that heteronormativity and gender binary are so strongly

constructed within western societies that some people may need educating about non
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heterosexual and non-binary identities prior to attending a workshop. Her comment
indicated that she understood more time in the training to focus on interactive activities
would support changes in attitudes. The CA viewed interaction would enable
participants to reflect on and consider personal responses to incidences of
discrimination and to socially interact with others to construct, with them, new

understandings.

The development of a gender and sexual minority resource site was a real group effort.
Most members sent me articles or resources they thought were useful. One member
set up the site and | loaded the resources and presented the final site to the group. It
was well received by them. One CA asked if they could have the resource site for their
organisation. The site was promoted as part of our organisation’s Pride celebrations.
More than 10% of the large organisation accessed the resource site. We formally

evaluated participants’ views of this resource.

All evaluation responses were positive. However, one staff member, emailed me
directly to advise that while she thought the site was great, she felt that transgender
communities’ use of the term ‘cis woman’ was offensive because she considered
herself to be a woman, not a cis woman. | responded with a polite email and advised
that the site, and we as a group, did not use this term, but | appreciated her view and
would bear it in mind moving forward. She thanked me for my response. We later
discussed the comment as a group. | learnt that cis gender was derived from Latin,
meaning ‘on the side of’. With regards gender, it was later constructed to mean people
whose gender is the same as their sex assigned at birth. It appears to be losing favour
in transgender discourse, perhaps because it is a word that is contentious for some. As
a group we decided that this person wanted to express a view and have it

acknowledged. We agreed there was no need for further action.

Two other events demonstrated how engagement influenced a cultural shift within the
wider organisation. Firstly, the establishment of a support group for ‘Rainbow’ students,
now promoted to all students in their ‘orientation week’. Secondly, the provision of an
annual grant for a ‘Rainbow’ student at the organisation. Evidence of the first event is

the quote below:

SS: Yeah, the other thing X is doing is they’ve got funding to have an on-
campus support group for gender diverse, or however people fit under the

rainbow group.

R: Wow
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SS: Yeah, starting next year, every second week on a Wednesday, lunch time, |
think.

R: This is your TG support group?
TG: Yup.

While not a direct action from the group, the establishment of a support group for
‘Rainbow’ students was likely influenced by the transformative actions of the project.
One group member was employed to lead this support group. The organisation
authorised a support group for sexual and gender minority students to support their
sense of belonging to the organisation. It provided a point of connection with others
and demonstrated the organisation’s recognition and valuing of ‘Rainbow’ students.
The importance of enhancing a sense of belonging for non-binary students in tertiary
education was stressed by Budge et al. (2020). Other tertiary education providers
within Aotearoa already had similar supports groups. This was being socially
constructed as the norm. So, in addition to group action influence, social factors also
supported this change. That a group member was contracted to lead this group, further
indicated that the AR project in some way influenced this transformative action within

the organisation.

The other example which also demonstrated a cultural shift in the organisation, is its
partnering with the regional branch of ‘Te Whatu Ora’ (our national healthcare provider)
to provide an annual study grant for a ‘Rainbow’ nursing student to study at the
organisation. This action was driven by two group members, one a TG student and the
other an employee of Te Whatu Ora. They got to know each other through the project
and worked together after the project to organise the grant. The organisation was open
to discussing this grant and formally celebrated the grant at a public event. This further
demonstrated that the AR project led to a reconstruction of practice, with regards

transgender inclusivity within the organisation.

While the actions discussed in this section demonstrated aspects of all four
characteristics of practical knowing (Coghlan, 2016), they particularly highlight that
action was underpinned by a view that knowledge is socially constructed. For example,
group members emphasised the importance of face-to-face interaction in our training
workshops. They judged based on their respective experiences and understandings,
that knowledge is supported when participants are given the opportunity to problem
solve with each other and to discursively interact with people with lived experiences of
the topic. As a group we also came to understand that a cultural shift was needed

within the organisation if we were to achieve greater representation of transgender
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people in healthcare. Our actions supported a reconstruction within the organisation of

how we value and support transgender students.

This section has outlined how the group constructed a need for change beyond the
nursing education programme. Changes included enabling the ongoing delivery of a
training workshop for all staff, amending the enrolment form, developing an online
resource site for staff, and supporting the first and ongoing celebration of Pride Day.
This section also discussed changes which occurred within the wider organisation that
were not planned by the group, such as, the establishment of a support group for
‘Rainbow’ students and an annual scholarship for a ‘Rainbow’ nursing student. It was
suggested in this section that these changes occurred due to group actions influencing
a cultural shift within the organisation that supported change, and through the

connections made between group members.
6.4 Opportunities were created that empowered community members

Group members participated in the project to support transformative action in relation
to transgender nursing care. Much was achieved in this regard. Furthermore, actions
which supported transgender inclusiveness within the wider organisation were also
planned and actioned. Beyond these actions the research project also benefitted group
members in other ways. This is an important principle of many AR approaches, as
suggested by Dupont (2008) “...community psychologists and critical sociologists have
long embraced participatory research and co-operative inquiry approaches—where the
empowerment of research participants is as important as the contribution to knowledge
and policy development ...” (p.197). It was important to me that group members, in
particular transgender group members, personally benefitted from their participation.

How the AR project benefitted group members is discussed in this section.

Non transgender group members, in addition to gaining a personal satisfaction from
actively influencing a positive organisational transformation, benefitted from their
involvement in the AR in other ways. For example, NEs, in the organisation, are
required to be actively involved in research and this project enabled them to achieve
that whilst also participating in a project they considered important. The two SS people,
both active members of the ‘Rainbow’ community were able to bring about
organisational change in ways that were important to them. The CA, whose personal
work position was to promote sexual and gender minority health amongst healthcare
providers and within the community, was able to participate in a project that supported

change in relation to her role.
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The project was also reportedly rewarding for transgender group members beyond the
transformation that occurred within the nursing programme, and its wider organisation.
These benefits include members being able to draw on their new learnings within their
workplace; gaining work opportunities; and for one member, presenting at both the
NCNZ and at a national conference. One participant for example, when asked what

she gained from involvement in the group, advised:

TG: Well, little things I'm picking up from here, I’'m bringing into there and trying
to instigate those, and | had a good meeting with a regional manager two weeks
ago, and she informed me about a webinar [related to transgender wellbeing]

thing coming up, so we’re going to do it together.

This group member, who works in disability support, was happy to share that they were
taking their experiences from being part of the group, and new understandings gained,
into their workplace management role. Her recent ‘good meeting’ with the regional
manager suggested the research project empowered her to make changes in her

organisation and to discuss these changes with her manager.

Another group member, a nursing student, who was trained through a group action to
be a facilitator of our training workshop, went on to gain a part time position as a
community training facilitator, working for another member of the group. A position
gained through connections made within the group. This member also delivered the
workshop to NCNZ, discussed in the next section, and presented the actions of the
group at a national conference. This person went on to be a trainer and an activist in

this space after the project.

A third group member, during the research project, as previously discussed, gained a
contract with the research organisation to lead a ‘Rainbow’ support group. He also
gained a position as a transgender peer support worker through the regional branch of
Te Whetu Ora. It is acknowledged, while he was encouraged to apply for this position,
by others in the group, gaining this role cannot be directly attributed to their

participation in the research.

One transgender group member was just pleased to be part of a project where they

were able to influence change:

TG: | think there’s definitely lots of times where gender diverse people in
general are caught out like “what’s your perspective on this?” and we’re like “it's

terrible” and they’re like “okay cool”, that’s it, not doing anything more about it.

R: We consulted!
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TG: Yeah so, | think kind of yeah actually seeing that action and how that can

empower people as well is quite good.

From this feedback it is clear that this person had experienced numerous ‘tick box’
consultations that did not result in action. Their experience of our AR process was one
of collaborative action occurring as a process of engagement. Our process, they
understood, was also empowering for people in the group, an experience they judged

be a positive aspect of an AR approach.
Another transgender group member affirmed his appreciation of our AR approach:

TG: | really enjoyed how the process was ‘organic’ and how the project lead
was willing to ‘flex’ and ‘stretch’ within the scope of the project, for example

[numerous examples provided].

| flexed and stretched because this is how AR works. The group determined actions,
based on their experiences and judgement of what needed to change. Then we
collectively sought to undertake these actions. These last two people presented their
experiences and understanding of the AR process. Both participants explicitly stated
that the AR process was positive for them. This study has described how a ‘stretch and
flex’ approach, enabled through an AR methodology, was particularly transformative. It
was also an approach that allowed us as a group to meet the needs of group members,
which supported ethical practice. Working with ethical intent is another characteristic of

practical knowledge.

This section has focussed on how the AR process benefitted group members. It
described how transgender group members valued the process or benefitted in a
tangible way through the connections made. Our support, as a group, of actions which
benefitted transgender group members demonstrated our ethical intent, another

characteristic of practical knowing.
6.5 Reconstructing the curriculum though influencing national level change

As discussed, the curriculum reflects and perpetuates dominant social norms. The
nursing curricula in Aotearoa is influenced by the national body ‘Nursing Council of
New Zealand’ (NCNZ) which governs nursing programmes in Aotearoa. Amongst many
things, NCNZ works to ensure nursing competency and ethical practice, alongside
determining the code of conduct for nursing practice. An important way NCNZ
influences curricula content is through its emphasis on nursing graduates being
culturally competent in a specified set of cultural competences. These competences do

not yet include gender or sexual minorities.
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In the first group meeting we discussed the role of NCNZ. This was an informative
discussion for those of us in the group who were not nurses. Following this discussion

one member advised:

TG: | did email the nursing council at the beginning of the year, saying | was a
first-year nursing student, and wondered if the nursing council were thinking of
adding gender identity within its documentation amongst a range of identities.
They said it is something they have been thinking about. | plan to email them at
the start of next year (year two) and say “Hi it's me again | am a second-year

nursing student”
[Group laughter], SS: That’'s awesome
TG: And then, it’s just me again, in third year (group laughter again).

This TG group member’s comments demonstrated their understanding of a need for
change with regards what was considered cultural competencies. The NCNZ’s
response that gender identity was something they had been thinking about, but clearly,
they were not committing to at that point in time, provided an example of how dominant
constructs are maintained. Thinking about it suggested that gender minority
inclusiveness was something they were aware needed to be considered, due to the
increased visibility and voice of transgender people. However, there was not a
dominant driver of action within their organisation to bring about a revision of existing
competencies. The AR group’s support for the member’s personal action is
demonstrated by their supportive laughter and positive comments. The group member
did contact NCNZ in their second year, but they received a similar non-committal
response. They tried again in their third year but contacted me beforehand and | made
a few suggestions for change in their email. They received a more positive response to

the third email and reported this back to the group:

TG: Trish (R) recommended that we offer them, free of charge, the diversity
training if they want it so | offered that to them, and, as well if they wanted Trish
can also give a summary of the research project and what we’ve been doing at
[organisation], because | also asked about content being put into all institutions
about gender diversity and stuff. It's the most positive response I've had, I've

sent one every year for the last three years, and it was much more positive.

While this was an individual action, undertaken based on a suggestion | made, they
shared the response with the group because they had previously discussed their quest
to gain traction with the NCNZ. Also, it was shared, because we would be using a

resource developed by the group (with permission) in this education session we were
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offering. With agreement from the group, this person and | delivered the training
workshop to NCNZ twice, with almost all staff at NCNZ attending the training. The

training led to changes within NCNZ. These changes are discussed next.

As a consequence of our delivery of a training workshop to NCNZ, they advised us of
their planned changes. One change was that NCNZ staff insisted that at least one toilet
in their multi storey building be gender neutral. More importantly, we were advised, they
had subsequently included the importance of enhancing diversity, specifically with
regard gender and sexual minorities within their 2020 to 2025 strategic plan. Their
priority five (of five) advised they would seek to “promote diversity, equity, and inclusion
within systems of nursing practice, education and regulation” (p.5). Within this priority

area they stated:

“It is critical that the nursing profession can meet the needs of all people and
communities within Aotearoa New Zealand. This includes respect and safe care
for people of different ethnicities and cultures, with diverse gender identities and
sexualities, who have differing experiences of disability, and with a range of

ages and social backgrounds.” (p. 12).

To have the NCNZ, the main authorising body of nursing education and practice in
Aotearoa, following our workshop, commit to actions which would support safe care for
people of diverse gender identities and sexualities, was a great outcome for the project.
As discussed in chapter one, while gender was already considered to be an aspect of
culture within NCNZ cultural competencies, nurse education providers viewed this from
a binary perspective of gender. NCNZ'’s inclusion of the statement ‘diverse gender

identities’ made explicit that they are referring to genders beyond binary norms.

NCNZ highlighting a focus on safe care for gender and sexual minorities will influence
nursing education and the future nursing healthcare of transgender patients. Given the
critical importance of nurses and the respect afforded them within Aotearoa, actions at
a national level which influence nurses’ knowledge and attitudes about transgender
people would support the reconstruction of gender norms in Aotearoa. The shift in
thinking by the nursing council was influenced by them having the opportunity to
engage with the lived experiences of a transgender person. The presentation we did
also included examples of healthcare experiences the transgender facilitator had
gained from people in a private Facebook group they were part of. These experiences
were confronting and shocked some workshop participants. It was an impactful
presentation made possible through involvement of a transgender facilitator who had

gained confidence through our AR facilitator training action.
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NCNZ included within the strategic plan document (NCNZ, 2022a), its actions already
undertaken towards its prioritising diversity, equity, and inclusion. An action stated was
the provision of “internal staff training on diversity in gender identity and sexuality” (p.
10). This was the training provided by members of this study’s AR group. Another
action, not related to our AR project, although influenced by our work, was NCNZ
publicly announcing, as a major banner on their website, their making of a ‘Pride
Pledge’. This pledge makes explicit NCNZ’'s commitment to making sure members of
the ‘Rainbow’ community feel welcome in their workplace, and that members of the
‘Rainbow’ community feel understood, respected, and supported, when receiving

nursing healthcare.

Our involvement with NCNZ was largely influenced by the persistence of one group
member. | coded data, related to their comments in meetings, as ‘quiet activist’. They
needed group action to get their quest over the line. This highlights the significance of
AR in bringing about transformative change. The group member occasionally
mentioned other actions they were doing individually to bring about change. One
particular action mentioned, in a meeting, was to challenge the New Zealand Nurses

Organisation (NZNO) membership application:

TG: They [NZNO] are pretty good, when | registered with them, they had gender
diverse as an option, but it didn’t let me proceed as it needed a title, but they

didn’t have a gender non-binary title.

Group: [shocked laughter]

The group thought it laughable that the NZNO had taken steps to being more gender
inclusive, yet people who did not have a binary (such as Mr or Miss) title still could not
join their organisation. The transgender person contacted the NZNO directly to advise
them of their barriers to registering. Their system was, after some time, altered to
enable non-binary people to join the organisation. This example demonstrated that as a
society we are very much at a point of socially reconstructing gender norms. In many
organisations there appears to be, once triggered, an understanding of a need for
change and a willingness to instigate action towards transgender inclusivity. However
organisational change is complex and needs to be informed by those who will be
affected by the changes. Factors that support change within the organisation where |
work, influenced by an AR process are discussed in the next chapter. The group

member’s action discussed here is reflected on in the next learning cycle.
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Table 14 Researcher’s reflection 11

Experience (E), understanding (U), judging (J), taking action (T):

E: It was surprising for me that this person was not able to join the NZNO
because its online system did not enable them to proceed. Why take one step
without thinking about the next. Not being able to apply for something, because

of my gender, was not something | had not previously considered.

U: To understand this, | attempted to register with numerous organisations as if |
were a transgender person. | came to understand that many organisations in
Aotearoa were not set up to enable registration by non-binary people. Some did
however, and this affirmed my view that we really are at a pivotal point of social

reconstruction with regards gender minority inclusiveness in Aotearoa.

J: | judged that barriers to applying for something or to registering with a
particular organisation would significantly contribute to minority stress. Minority
stress is the additional stress, beyond usual life stresses, experienced because of

being a gender or sexual minority (Frost & Meyer, 2023).

T: My personal action from this reflection was to commit to emailing my
dissatisfaction, to organisations, that | noticed, when personally applying for
something, would not allow the application to proceed if | were gender non-

binary.

This section provided an example of how we as a group demonstrated another aspect
of practical knowing — attending to the uniqueness of a situation. We applauded the
transgender group member’s respective requests for change within NCNZ and NZNO.
We collectively jumped at the opportunity to present a training workshop at NCNZ. This
was a somewhat unique opportunity that led to an important positive outcome. The
main researcher’s attentiveness to the uniqueness of the events as they unfolded was

also demonstrated through their personal learning cycles included in this chapter.

The emphasis in this section has been on demonstrating how AR within your own
organisation can lead to change at a level beyond the organisation. It demonstrated
how saocially constructed norms can be challenged and changed over time. This section
has described how we as a group brought about change beyond the wider

organisation. Our actions led to changes at an NCNZ level and changes within NZNO.
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6.6 Conclusion

Chapter six discussed how:’ Engagement led to transformation beyond the nursing
programme’. These changes included the provision of NE training, aimed at addressing
an identified need that nurse educators might need educating, and actions supporting
wider organisational inclusiveness such as training workshops, and amending the
enrolment form. These actions supported a culture change within the organisation and
led to further changes such as the celebration of Pride Day and the setting up of a
support group for ‘Rainbow’ students. Also discussed, was how group members
benefitted from the AR process and how we as a group supported change at the

national level.
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CHAPTER SEVEN: CONCLUSION
7.1 Introduction

| embarked on the current study after identifying an issue in health related to
transgender people’s healthcare outcomes. | came to a view that nurses are well
positioned, if educated, to make a difference in this space. The literature reviewed in
chapter two showed involvement of transgender people in learning sessions, and
enabling discursive interaction between students and facilitators, was beneficial to the
students. The literature review identified two important gaps. Firstly, few studies
engaged transgender community members in the planning of their respective learning
initiatives. Secondly, even fewer studies considered the need for wider organisational

change. These gaps were addressed in our study and are discussed next.

Involving transgender people in the planning of initiatives was important in this study for
several reasons. Firstly, as identified in chapter one, culturally safe care is defined by
the recipients of the care. | have argued throughout this thesis that the quality of
community engagement to define safe care increases when people from a particular
social group are positioned as experts by experience. Drawing on the work of Freire
(1970), education related to marginalised people needs to be positioned within an
equity and empowerment lens. Within this lens people from marginalised communities
are empowered to determine change. As a group we also quickly came to an
agreement when discussing how we would design new content, that there would be
‘nothing about us without us.” That is, new content would be designed by transgender
community members. Adopting an AR methodology meant for us that all participants

would be involved in all stages of the planning and action of the initiatives.

Adopting an AR methodology also led to wider organisational change. The group
collectively constructed a view that nurse educators delivering content, related to
transgender wellbeing, who were not themselves demonstrating trans- inclusive
attitudes would be problematic. This led to us collectively reaching a view that wider
organisational change was needed. We subsequently undertook action to support

transformation, beyond the nursing programme.

The research question was: How can engagement with the community influence an
existing nurse education programme with regards the provision of quality care for
people who are transgender? This chapter will start with a summary and will then
address the research question, through an explanation of what was changed, and what
was reconstructed, within an existing nurse education programme, as an outcome of
engagement with the community. The conditions that made change possible, as
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practical knowledge that might be extrapolated to other tertiary education providers,
programmes or population groups, will then be discussed. Limitations of the study,

recommendations, and an executive summary will also be presented.
7.2 Summary

The previous two chapters discussed how engagement led to programme change and
change beyond the nursing programme. Eight themes, derived from a thematic
analysis of data provided the building blocks for each of these two chapters. The two

chapters and their respective themes are presented next.

Chapter five: Finding One ‘Engagement led to a reconstruction of how nursing

education could be designed and delivered’ was based on the following four themes:

o Engagement made visible the impact of binary normativity.
e The programme was understood to be lacking in diversity content.
e Transgender group members were repositioned as experts by experience.

¢ Organisational barriers to community engagement became visible.

Three of the four themes listed above demonstrate how, as the project progressed,
other ways of designing and delivering new content were accepted. After gaining a
better understanding of how binary normativity impacted on the healthcare experiences
of transgender people, space for new content was enabled. As a group we quickly
agreed that this new content should be designed by transgender people. The
involvement of community people in content design was not normal practice in the
programme | worked in. While non-group nurse educators were supportive of the new
content, they admitted they were not confident in its delivery. This led to transgender
community members supporting the delivery of new content. Again, this was not normal

practice where | worked.

The fourth theme highlighted challenges with engaging the community in the design
and delivery of the new content. Mostly this was because the ‘lived experience’ was not
valued as much as qualifications and clinical expertise. As such, there was no budget
allowance for community involvement. It was our shifts in thinking as we attempted to
bring about change that made these challenges visible and able to be discussed and

addressed.

Chapter six: Finding two ‘Engagement led to transformation beyond the nursing

programme’ was based on the following four themes:
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e Collective concern around NEs’ understanding of non-binary genders.
¢ Challenging organisational norms to better support transgender outcomes.
¢ Opportunities were created that empowered community members.

e Reconstructing the curriculum through influencing change at a national level.

Wider organisational change occurred due to a ripple out of concern, from the group,
that some nurse educators may need educating about gender and sexual minorities.
This led to training being offered for all staff in the organisation and other practices and
procedures within the organisation with regards gender and sexual minority
inclusiveness being challenged. The facilitation workshop training we undertook
supported some transgender group members to gain positions in the field of
transgender advocacy and training. One group member pushed us, as a group, to seek
change within the national regulatory authority for nursing in Aotearoa, Nursing Council
of New Zealand (NCNZ). Our facilitation training supported action in that space, and

subsequently this push, led to change at a national level.
7.3 What was changed?

Our AR project led to new content, related to transgender healthcare, being developed
and included in all years of an existing nurse education programme. Furthermore, the
new content was designed and mostly delivered by group members. We provided
training opportunities for nurse educators to support the delivery of the new content.
The AR project also led to changes that extended beyond the nursing programme. For
example, we developed an online learning LGBTQI+ resource for all staff and enabled
opportunities for staff to attend training about gender and sexual minority inclusiveness.
We also successfully sought to make the enrolment process within our institution more
inclusive of gender minorities, and we celebrated Pride Day across the organisation for

the first time.

Our study also influenced change within the national regulatory body, Nursing Council
of New Zealand. This resulted in the inclusion of the priority of supporting diversity
within nursing as part of their five-year strategic plan, with their specific reference to
gender and sexual minorities (Nursing Council of New Zealand, 2022a). Following the
project, two group members worked together to enable the regional health provider to
provide an annual grant to support a Rainbow nursing student to study at the
organisation, and one group member went on to be the facilitator of a support group for

Rainbow students in the organisation (Manawatu Gaurdian, 2023).
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7.4 What was reconstructed?

The study, discussed in this thesis, was underpinned by a social constructionist
worldview; a worldview that influenced the choice of methodology, the methods, and
the study’s analysis. AR aligns well with a social constructionist world view (Gergen &
Gergen, 2008). The AR methodological approach adopted for the study philosophically
considered practical knowledge to be socially constructed. This section will discuss

what was reconstructed in the process of change.

Chapter five discussed how: Engagement led to a reconstruction of how nursing
education could be designed and delivered. Change, from a social constructionist

perspective occurred because:

e Marginalised communities, as key stakeholders, were made visible.
¢ Clinical expertise was productively challenged by trans lived experience.

e Empowerment and advocacy were constructed as central to nurse education.

Chapter six discussed how: Engagement led to transformation beyond the nursing

programme. Change, from a social constructionist perspective occurred because:

¢ Norms that limited the freedom and engagement of transgender people within
an organisation were challenged.

o Cultural safety as a socially constructed concept was contested and expanded.

These reconstructions are discussed next. How change was practically enabled will be

discussed after this section.

Marginalised communities as key stakeholders were made visible.

Despite critical commentary (for example, Gill et al., 2015, and Craddock, 2022) and
explicit policy (Ministry of Health, 2020), that supports service user involvement, there
is still disconnect between service users and providers of healthcare (Shaw et al.,
2023).

The current study created the conditions of possibility for educators to critically
consider where marginalised community members and users of healthcare generally
are positioned when considering stakeholder engagement. Gill et al. (2015) criticised
the lack of healthcare consumer input in the development of competency frameworks
for critical care in nurse education in the UK, Europe, and the US. Conversely, with
regard mental health, in Aotearoa, consumers have had an increasing role in informing
health care practice and research. For example, a government inquiry into mental

health and addiction (He Ara Oranga, 2018) was heavily focused on hearing the voices
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of those with lived experiences of mental health and addiction problems. However,
based on a lack of Aotearoa based literature, and my observations, there does not
appear to have been the same progress with regards service user involvement in

nursing education in Aotearoa.

Where | work, a small amount of input from students is gained through programme
evaluation processes. Input from our other ‘relevant’ stakeholders, such as local
healthcare managers, and providers involved in students’ placements, is gained
through regular stakeholder meetings. In these meetings placement providers are
priority stakeholders because nursing students are required to undertake a minimum
number of hours in healthcare to complete their qualification. It is often a challenge for
education providers to find and retain placement opportunities (Macintosh, 2023).
Ensuring our programme meets the needs of placement providers takes priority over
other aspects of stakeholder engagement. Marginalised community members are not

generally positioned as stakeholders.

The importance of giving voice to marginalised people has been acknowledged
(Craddock, 2022). However, Craddock suggested there are challenges to ensuring
“authentic direct participation of marginalised groups and the practical reality of
engaging with these groups and communities” (p. 18). A view supported by De Abreu
Lourenco, (2021). The New Zealand study (Maher et al., 2017), using a co-design
approach to ‘patient’ engagement in healthcare service design, also highlighted the
importance of involving ‘patients’ in healthcare initiatives. They too found challenges to
engagement. Co-design in health research, has become increasingly popular over
recent years. It originates from participatory AR and incorporates a range of
approaches, where providers and ‘end-users’ collaborate to find ways to address a
persistent problem (Butler et al., 2022). It differs from the AR approach adopted for this
study through its predetermination of the problem to be addressed and having less

emphasis on participant reflection.

The study discussed in the current thesis demonstrated that respecting transgender
community members as important stakeholders is critical to enhancing the nursing
programme. This was made possible through an AR process. Our AR project enabled
nurse educators in the group to gain a greater understanding through social
construction at a micro level of the healthcare challenges faced by many transgender
people. This new understanding drove programme level changes and wider
organisational change. It also provided an important resource of knowledge to support

educational content and delivery. This is discussed further in the next section.
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Clinical expertise was productively challenged by people with lived experience.

Most nursing education in Aotearoa is delivered by registered nurses. Their experience
in the field is considered critical to supporting student nurses’ knowledge and nursing
practice. Registered nurses are constructed as experts in particular aspects of nursing
based on their clinical experiences. This view is supported by Brand and Dart (2022)
who suggested that healthcare research positions the expertise of clinicians,
researchers, and educators, as more relevant than that of people with lived
experiences. However, it was the nurse educators in our AR group, because of
engagement with the study, who conceded they were not ‘experts’ in transgender
healthcare and that they would need to draw on the expertise of people ‘in the room’ for

the development of new content.

Some non-group nurse educators also admitted that culturally safe transgender
communication was outside of their level of expertise. This led to transgender
community members supporting NEs in their session delivery. NEs and staff within the
wider organisation were offered training workshops, using an ally and community
member model, where transgender community members were positioned as the
experts. We successfully gained funding, for the training session, to respect their

expertise.

The literature review, presented in chapter two, of the current thesis, found that
initiatives, for example Karlin and Nickasch (2022) and Rodriguez (2022), that enabled
nursing students to engage with transgender community members in learning sessions,
were positively received by students and led to demonstratively improved knowledge,
attitudes, and skills. These findings highlight the importance of involving transgender
community members in the delivery of learning sessions about them. Involving people
from transgender communities as educators in learning sessions, supports an
understanding, for students, of the impacts of everyday social structures and practices
on the wellbeing of transgender people. It is beneficial knowledge for nursing students

and supports their future culturally safe practice.

The finding that engagement with the community is positively received by students, is
supported by the integrated literature review undertaken by Orgel (2017). Their review
of initiatives aimed at supporting LGBT cultural competence in nursing students found
that “attitudes have been improved by cultural competence education, especially when
students have opportunities for face-to-face encounters with members of cultural
groups through interventions such as panel discussions, guest speakers, and
community outreach” (p.18). Engagement with the community in training is not only
positively received by students, but it also supports their future practice (Kline et al.,
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2020). Kline et al. in their study found that enabling medical students to authentically
engage with autonomous ‘patient’ educators/mentors supported their later patient

centred practice.

While many of the studies reviewed in chapter two, involved transgender people in the
delivery of content, only seven studies, for example Martin (2022) and Rudd et al.
(2021) involved community members in the design of learning initiatives. In most of the
studies discussed in chapter two the transgender person was engaged as a guest

speaker, rather than an expert facilitator of the learning session.

The current study created the conditions of possibility for positioning transgender
community members as experts in their field. They were valued as expert consultants
and paid accordingly. From this perspective, involvement in teaching sessions, not
initially planned and determined by the respective transgender community member,
denigrates the guest speaker to a tokenistic representation of engagement. Not
involving transgender people from the start of an initiative becomes inauthentic and
disrespectful of their significant value as critical to the process of determining what and
how educational transgender healthcare content is delivered. Brand et al. (2023)
suggested that such an approach “negates the authentic and experiential knowledge
derived from human experience” (p. 2). Authenticity with regards community

engagement is discussed next.

Authentic engagement

The need for authentic community engagement in healthcare has been discussed
much in recent years, particularly in relation to the COVID-19 response. For example,
Schiavo (2021) and Gilmore et al. (2020) suggested that in the time of a health crisis,
authentic community engagement is more important than ever. Both studies argued
that engagement with marginalised communities, who were disproportionately affected
by the pandemic, is needed to support an understanding of the national health
response. Studies that have discussed how authentic engagement is supported are

discussed next.

Authentic engagement in health research is when stakeholders are involved in all
stages of the research process, from design to dissemination of results (Woolf at al.,
2016). Authentic engagement is engagement “built on trust, inclusion, a willingness to
listen and an openness on how research will be used, communicated and shared.” (De
Abreu Lourenco, 2021, p. 9). Burgess et al. (2021) offered one mechanism for
meaningful engagement - community co-design forums. Brand et al. (2023) supported

this view. They suggest that a co-design research approach involving people with lived
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experience can disrupt academic power imbalances by enabling a shared ownership of
knowledge. There is the possibility, however, that co-design has become popularist,
with the risk of superficial consumer engagement (Mark & Hagan, 2020). AR provides a

structured approach to ensure authentic engagement when co-designing.

Group members in the current study, co-constructed meaningful engagement as being
“more than a tick box process”. A tick box process of engagement, for example, is a
one-off focus group meeting or an invitation to a stakeholder meeting that does not
influence change. Community participants in the current study expressed the view that
our engagement was authentic. They appreciated that they were not just being
consulted but they could see their views were respected and influenced transformative
action. Our project considered all group members to be co-researchers, and decision
makers, in all phases of the research. They were involved from the onset in the design
and in most cases the delivery of new content. They were also instrumental in the
determination and implementation of action that led to wider organisational change.
Our study positioned transgender people at the forefront of action in the design and
delivery of content, and showed how this can significantly influence nursing education

and lead to wider organisational and national level changes.
Empowerment and advocacy constructed as central to nurse education.

At a health consumer and health provider level, nurse education programmes seek to
enable nurses to empower those they are caring for to make informed decisions about
their healthcare and to advocate for them when prejudice is apparent (Nursing Council
of New Zealand, 2016). Education is needed to support such quality care for
transgender people (Roosevelt et al., 2021). Within healthcare, non-affirmative practice
causes minority stress and creates barriers to access for transgender people (McCann
et al., 2021). As advocates, nurses can push for organisational change when systems
or processes are not conducive to wellbeing for a particular population group (Nursing
and Midwifery Council, 2015, Myers, 2020; Scott & Scott, 2021). That is,

... if one takes the role of patient advocacy seriously, as core to the nursing
role, two things are required of nurses: We must (a) broaden the
conceptualisation of patient advocacy beyond the individual patient to the
system of healthcare resourcing and provision and (b) see systemic change as

important as change at the bedside.

(Scott & Scott, 2021, p. 723).
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Healthcare systems are reconstructed over time to adapt to the needs of society, a
process influenced by changing social and political environments (Goh & Loh, 2019).
Likewise, as society interacts with healthcare, given its relevance to people’s lives,
changes within healthcare will influence social norms. Education that supports
empowerment and advocacy for transgender people, or other marginalised groups, that
subsequently leads to systemic changes in healthcare practice will likely have wider

social impacts.

The current study has demonstrated how our working with staff to support their
advocacy for LGBT students and co-workers led to wider organisational change. At a
nursing level, wider organisation action enabled NEs, from the group, and other NEs
who engaged with our actions, to walk the talk. Engaging in action provided them with
examples of how to empower and advocate for clients and co-workers when practices
are not inclusive. An example of how the current study had a wider social impact is the
previously discussed partnership, between Te Whatu Ora (Health New Zealand) and
the organisation of the current study that enabled an annual grant for a Rainbow
student to study nursing at the organisation. This outcome was published in the local
paper. Given that media is an important influencer of social norms (Arias, 2019) and
the relevance of the two organisations, in the region of this event, would likely have

been socially impactful.

Only one of the studies (Tartavoulle & Landry, 2021) discussed in the literature review
of the current thesis explicitly focussed on advocacy. These authors included content
related to culturally competent care for LGBTQI+ people into an advocacy programme.
They recommend advocacy education to support outcomes for particular population
groups. In the nurse education programme of the current study, prior to the study,
content related to empowerment and advocacy was embedded throughout the
curriculum. However, it was generally not specific to any population group, with the
exception of Maori. Students, in the programme, were taught how to enable Maori
patients to voice their healthcare needs and desired healthcare outcomes. Students
were also taught how to advocate for Maori patients within the wider healthcare team
when healthcare provision was not meeting their cultural and healthcare needs. Now,
as an outcome of our study, students will be taught how to empower and advocate for

transgender people in their care.

Being able to empower and advocate for transgender people specifically, is important
because transgender people often have negative healthcare experiences. For
example, they may experience disrespectful communication or an environment that is

not inclusive of all genders. Because gender binary is so normalised in Western
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societies, some cis-gender nurses may need educating on how to advocate, in the
moment, for a patient who is not being treated respectfully and how to recognise and
challenge environments that communicate exclusion for transgender people (Paradiso
& Lally, 2018).

‘Empowerment and advocacy’ for transgender people was a common code within the
data analysis of the current study, which highlighted that the group collectively
constructed a view that enabling students to empower and advocate for transgender
people specifically, was important. This was because we came to understand people
who are transgender have unique healthcare needs that many nurses or other
healthcare providers may not be familiar with. Some transgender people experience
healthcare providers who demonstrated transphobic attitudes or systems and
processes that make their healthcare experience less than optimal. Until all providers
are familiar with transgender healthcare needs and organisational barriers to access
are addressed, specific education related to empowerment and advocacy for
transgender people is needed to equip nurses with the knowledge and skills to

challenge disrespectful or non-inclusive care.

Norms that limited the freedom and engagement of the transgender people within
the organisation were challenged.

The constructed norms within the organisation of our study were such that it was not
welcoming of students who identified as anything but gender binary. As a direct
consequence of our actions there was a cultural shift within the organisation which led
to significant changes to adopted practices. The wider organisational changes were
aimed at supporting increased enrolment and successful completion for transgender
students. Only two of the studies discussed in the literature review of the current thesis
(Kellett & Fitton, 2017; Saini et al. 2022), focused on wider organisational change.
Group members, in our study, suggested that organisational barriers to enrolment or
completion may mean nursing healthcare will miss out on the upstream benefits of
transgender nursing graduates. Our study emphasised the importance of learning
institutions creating a welcoming and safe learning environment for transgender

students.

The importance of addressing wider organisational barriers to success, for transgender

students was highlighted in some studies, for example McKendry and Lawrence (2018)

and Knutson et al. (2022). McKendry & Lawrence, in an earlier study, found there were

barriers to success for transgender students and staff within the higher education

organisation where they worked. Their subsequent actions, in their 2018 study,

supported wider organisational change. The authors went on to develop a free, open-
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access, support website, with resources, for other higher education institutes seeking
to support transgender people. Knutson et al. used a socio-ecological model to better
understand sources of stress for transgender students. They used this information to
provide recommendations for change at a structural, interpersonal, and individual level.
At a structural level Knutson et al. suggested that organisational policies and
paperwork, alongside recruitment and access processes needed to be reviewed to

support more inclusive learning environments.

The actions of our study supported a cultural shift within the organisation with regard
gender and sexual minority inclusiveness. For example, a training and an education
resource site related to gender and sexual minority inclusiveness was developed and
made available to all staff, and ‘Pride’ day was celebrated for the first time (see
Appendix 15) and became a regular event at two of the three campuses.
Organisational changes occurred as a direct outcome of this study’s AR process.
Actions related to wider organisational change were informed by the transgender

students who were part of the group and other transgender community members.

Cultural safety as a socially constructed concept was contested and expanded.

‘Cultural safety’ was an important code and influencer of the themes and subsequent
findings of the current thesis. NCNZ mandates that nursing programmes integrate the
principle of the ‘Code of Conduct’, which includes cultural safety (NCNZ, 2021
[updated, 2022]). Culturally safe nurses “will have undertaken a process of reflection on
his or her own cultural identity and will recognise the impact that his or her personal
culture has on his or her professional practice. Unsafe cultural practice comprises any
action which diminishes, demeans, or disempowers the cultural identity and wellbeing
of an individual.” (Nursing Council New Zealand, 2011. P. 7). Cultural safety is a social

construct. How it is defined and who it refers to has been reconstructed many times.

Cultural safety has its origins in cultural competence, a concept, as previously
discussed, originating from the work of Cross et al. (1989). It was premised on the
importance of having knowledge of others. A view that positions white people as the
norm and ‘others’ being non-whites (Reid et al., 2018). Maori have long contested for
changes in healthcare, through an equity lens. In that space, it was the eminent work of
Irihapiti Ramsden that shifted us as a society towards the concept of cultural safety
(Cox 2016). “A key difference between the concepts of cultural competency and
cultural safety is the notion of power” (Curtis et al., 2019, p. 12). Cultural safety
requires providers to reflect on their own biases, cultural assumptions, and potential

power imbalances of their healthcare interactions (Curtis et al., 2019).
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The NCNZ (2022b) defined cultural safety as the “effective nursing practice of a person
or family/whanau from another culture and is determined by that person or family” (p.
13). The NCNZ is not clear about how the recipients of care are able to determine what
safe care is for them. The current research suggests that culturally safe care should not
be defined within a patient-provider interaction. An interaction, for example, when the
patient is in a situation of being significantly unwell, or in a healthcare emergency, or in
a post-operative vulnerable state. It must be defined when people from particular
cultural groups are in an equal position with providers. An example of where members
of a particular population group are engaged in the defining of what cultural safety
means for them, outside of a healthcare context, is seen in Urbanoski et al. (2020).
This study enabled 75 people who ‘use substances’ to participate in focus group
meetings. The analysis of data from these meetings was used to develop a model of
safe primary care. In their study, Urbanoski et al. (2020) used a model of cultural safety

to enable a marginalised group to define culturally safe care for them.

In the current study, it became evident to the group, after NEs acknowledged they
would need to ‘draw on the expertise in the room’, that transgender group members
would be involved in the design of new content. There was a realisation that
transgender peoples’ determination of culturally safe healthcare requires their active
involvement in the process of defining what is safe healthcare for them. For this to be
an authentic process, it must occur when recipients of the care are in a position of
equity with providers. Together there can be co-construction of what safe care for
transgender population groups looks like. An AR methodology, within a social
constructionist lens as undertaken in the current study, respected participants’
experiential authority and enabled transgender community members, through their
designing and delivery of course content, to define culturally safe care for transgender

people.
7.5 Practical knowing

As discussed, there are numerous types of knowledge. The most understood is
propositional/factual knowledge, a knowing ‘that’. Another type of knowledge is
practical knowledge, a knowing ‘how’ (Wiggins, 2012). The current study was based on
practical knowing. This section will focus on how, from a practical viewpoint, we as a
group were able to bring about transformative change within the organisation. Coghlan

(2016), determined four characteristics of practical knowing:
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1) Practical knowing is focused on the everyday concerns of human living.
2) Practical knowing is socially derived and constructed.
3) Practical knowing requires attentiveness to the uniqueness of each situation.
4) Practical action is driven by values that are fundamentally ethical.
(Coghlan, 2016, p. 92).

How our AR process aligned to these characteristics was discussed in the methods
chapter and in chapters five and six. Our study demonstrated that an AR process that
adheres to these characteristics supports practical knowing. The practical knowing

presented in the current thesis is how we were able to bring about change.

A safe space for communication was established.

In our study, establishing a communicative space was critical to transformative action.
According to Bevan (2013) the “concept of the communicative space in action research
was developed from the critical social theorist Jurgen Habermas (1970, 1971, 1981,
1987)” (p.14). It is a space where people can participate as equal partners in the AR
process (Bevan, 2013, Kemmis et al., 2014). Our established space enabled group
members to speak freely about their experiences, which supported a collective
understanding of the issues being addressed and the action needed to support change.
Establishing a communicative space for AR is necessary to realise the emancipatory

interests of marginalised people in an AR project (Kolenic, 2021).

Creating a safe space for community participation requires a consideration of the
venue and the timing of the project (Warrington, 2020). Warrington suggested, finding
an easily accessible location that is not stigmatising is important, whilst also ensuring
the timing works around participants’ childcare and work arrangements. Our study was
based at a location that was easily accessible for all participants, and access to the
venue was made easy for anyone outside of the group. For example, all external group
members were met at the door of the organisation, and the research rooms were
always next to an all-access toilet. The timing of our meetings was designed to work

around group members’ work schedules, and childcare arrangements.

Also critical to creating a safe space for communication is ensuring all voices are heard
and respected. From Dewey (1916) to Habermas (1987) to Kemmis (2014) the
importance of equal partnerships in AR has been emphasised (Edwards-Groves &
Rénnerman, 2022). An initial action, on my part, to support the voices of transgender

community members was to ask, in the first meeting, if we as a group agreed to
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respecting the voices of people outside of the community. Group members agreed to
this. In retrospect, as previously discussed, | could have been more collaborative in the
determination of how all voices in the group would be heard and respected.
Establishing a shared commitment to ways of working together was emphasised in the

eminent work by Kemmis and McTaggart (2014).

In the current study, a safe space for communication was also supported in part by me
being an experienced facilitator, but mostly by there being a trained counsellor/group
facilitator within the group. My actions as a facilitator were to ask questions that
demonstrated an inquisitiveness of transgender group members’ experience of
healthcare. | believe my interest led to these members wanting to disclose more. | also
sought to involve the less vocal group members by directing questions that came to
mind related to their expertise, to them when the opportunity arose. The counsellor in
the group, | believe, had a presence. He demonstrated active listening to the
marginalised voice, which, | observed, was mirrored by others in the group. Warrington
(2020) emphasised the importance of facilitators, when creating a safe space for
participatory group work, having facilitation skills supported a safe space for the current
study. An additional action towards establishing a communicative space was enabling
group members to retract comments after a meeting or after they had viewed the
transcript. This enabled group members to speak freely without fear of saying

something they might later regret and not be able to retract.

Critical to establishing a communicative space, within an Aotearoa context, is drawing
on indigenous ways of knowing. Tipene-Matua et al. (2009) advised that cultural
protocols in research ensure the dignity of people in the group is maintained by
enabling space for people to have their say. These authors suggested that an AR
approach aligns to kaupapa Maori (indigenous) research. Our actions to establish a
communicative space, were similar to those presented by Tipene-Matua et al. (2009)
and were approved by my cultural advisor, a highly respected elder of the region of the
study. The recommendation from our study is that further research is needed to better
understand how drawing on indigenous practices, alongside published guidelines, and
literature, can support communicative spaces in AR so that all group members can be

safely included and feel valued in all stages of the AR process.

Community members were valued as experts.

Positioning community members as experts in their field was ethical in intent. Thurber
et al. (2020) concluded, from their study, that engaging community people as experts in
their aged care related AR process “amplified residents’ self-determination and

provided greater congruence between the researchers’ social justice values and our
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research methods” (p. 414). Valuing community members as ‘experts by experience’
was also critical to the transformative outcomes of our study. The skills and desire for
change of transgender group members, and community allies, supported new
understandings for nurse educators and student success members, and drove
transformative action. ‘Experts by experience’ is a term that has been commonly used
recently within healthcare, mental health, and social work research. It includes a
diverse range of population groups. For example, experts by experience include
community service users and their carers (Cabiati & Levi, 2021); people who
experience daily living challenges (Howlett et al., 2023) and people living with a
particular healthcare experience (Hollins, 2019). In our study experts by experience
were transgender people whose experiences of discrimination in their day-to-day living,
and when accessing healthcare, were particularly informative to our determination of

actions.

While not an AR project, Hollins (2019) provided suggestions about respectful and
successful co-working with ‘experts by experience’. The author suggested that
researchers have clear expected outcomes and that barriers to engagement are
minimised. For example, they suggest recompensing participants for their time and
making reasonable adjustments to accommodate participation. Hollins also argued that
progress should be regularly evaluated, and plans adjusted accordingly. These
suggestions appear to be more about supporting participation than recognising people
as experts by experience. Our AR process aligned with these suggestions, with
additional considerations. For example, community group members were not just
recompensed for their time, they were recompensed at a consultant rate. This was a
tangible way to position community members as experts, and likely elevated their mana
(prestige) through demonstrating that their experiential knowledge was valuable to the
project. As discussed in the last section, participation was made easy, and our AR

process meant we regularly, collaboratively reviewed and adjusted our plans.

Other ways that the current study supported the positioning of those with lived
experience as experts included our acknowledging and respecting the expertise of
community people in meetings. This occurred through our being attentive to their
stories and often referring to them as the ‘expertise in the room’. This way of engaging
may have been supported by my questions. Such questions included asking how
particular new content would be informed or designed, which led to some in the group
‘in the moment reflecting’ and then advising they would need to draw on the ‘expertise
in the room’. Secondly, a community ally group member, insisted the workshops we
delivered to the health educators and then to all staff, were delivered in a partnership

model (a transgender person and an ally). We agreed to this as a group. This meant
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we would not run a workshop without a transgender facilitator as they were the experts.
Thirdly, we as a group, were particularly responsive to suggestions made by
transgender people and community allies in the determination of actions. Indeed, one
transgender group member described our AR project as refreshingly different to other
types of ‘consultations’ they had been involved in because community members’

suggestions were actioned.

A particular mix of people supported action.

Transformative action, in the current study, was supported by having a particular mix of
people who collectively enabled the micro social construction of new knowledge and
transformative action. This view is supported by Hollins (2019) who suggested the
success of a project is determined by the qualities that those involved bring to the
whole research process. In the study discussed in the current thesis, the involvement
of transgender community members, community allies, NEs, and student support was
a particularly salient mix with regards supporting change within the organisation that

this study was based.

While our study was based on a model of ‘Doing Action Research in Your Own
Organisation’ (Coghlan 2019), the involvement of people from outside of the
organisation was invaluable to our collaborative construction, planning, and
implementation of the actions. For example, engagement with non-organisation
transgender people’s personal healthcare experiences supported an understanding for
NEs and student support team members of the need to improve access to safe
healthcare and a more inclusive education environment for transgender people. Inviting
a community ally who worked in the area of transgender and sexual minority healthcare
was also a propitious move. This ally enabled our ‘train the trainer approach’ to
organisational staff training, through her experience of regularly delivering training

sessions within the community.

Within the organisation where | work, the involvement of NEs and members of the
student support team was also a critical move for the project. NEs were able to
influence change within the papers they had leverage over. Student support members
drove wider organisational change. Furthermore, the involvement of a transgender
nursing student was particularly fortuitous for the project as they were able to provide a
transgender view of accessing healthcare and a nursing student’s perspective of the
actions related to new content within the nursing programme. Two studies reviewed in
chapter two also had a particular mix of people who were collectively impactful with
regards transformative action. One such study, Saini et al. (2022), involved

researchers, nurses, educators, and community members in their AR group. Another
15/



study, McDowell and Bower (2016), also engaged NEs and community members in
their project. Both studies were able to get content woven throughout their respective

nursing curricula. In both studies, content was well received by students.

The mix of people in our group did not happen by chance. It was supported by prior
networking. Networking was important in this study as it supported engagement with
prospective group members, and a better understanding of the social context of the
study. It also, as one group member commented, demonstrated to the community my
personal commitment to change and supported the trust of the ‘Rainbow’ people and
‘Rainbow’ allies who went on to become group members. The current study found prior
networking was important in AR. It supported a greater understanding of the study
context, the gaining of trust of prospective group members, and subsequent

participation from group members that can inform and influence change.

Few retrievable recent studies have emphasised the importance of prior networking to
AR. However, Cornish et al. (2023) suggested that PAR researchers, if new to a
particular community, must earn their trust by, for example, attending public events and
informal meetings. Our study found that prior networking supported the recruitment of
the appropriate people to the project and a better understanding of the issues to be
addressed. In the context of our study, prior networking included my attendance at a
national conference and a community training, meetings with community groups, and
presenting my research ideas to the nurse education team at the organisation. Prior
networking, in the current study, supported my own understanding of the issues faced
by transgender people accessing healthcare. It also supported the engagement of a

particular mix of people who collaboratively enabled transformative action.

A bottom-up/top-down approach supported change.

The project discussed in this thesis was undertaken by a small group of people, small
that is, relative to the number of people within the organisation. The study was
undertaken by community members and people from the organisation who did not hold
management roles. As such, it was very much a ‘bottom-up’ project. A bottom-up
approach is not a novel approach to research. James and Buffel (2022), for example,
undertook a systematic review of studies that engaged older people as co-researchers.
Their review discussed 27 studies that enabled older people to be actively involved in
determining change. The authors concluded that it is important to involve the
respective population group in the determination of action that will impact on their lives

and the communities where they live.
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Our study found that a bottom-up approach was supported by the involvement of
‘champions.” Champions are people internal to the organisation who have a personal
interest in implementing change and are willing to work tirelessly without recompense
or formal recognition (Miech et al., 2018). The successful engagement of champions to
overcome organisational barriers in healthcare settings and support the implementation
of evidence-based practice, is well documented (e.g. Cullen et al., 2020; Miech et al.,
2018; Wood et al., 2020). Effective champions can advocate for change, motivate
others, and use their influence to plan and facilitate practice change. In our study, one
person particularly aligned with the Miech et al definition of a ‘champion’. They were a
nursing student and a transgender community member. | coded my thoughts on their
drive for action as ‘quiet activist’. They were instrumental in wider organisational

change, and they now continue to push for change at a national level.

Establishing a ‘Community of Practice’ (CoP) is also an example of how a bottom-up
approach can influence change within an existing education programme. A CoP is
similar to an AR group. It is a group of people within a particular context who are
working together, and collectively reflecting on their respective practices, to co-
construct new ways of working. A literature review of 11 qualitative studies of CoP
initiatives, related to supporting indigenous health education, undertaken by Wynn et
al. (2023), found that CoPs can support the development of culturally appropriate
responses to health education and strategies for learning that may play a role in

improving health and education outcomes for indigenous population groups.

Another study that demonstrated the potential of CoPs was undertaken by Johnson
(2023) who studied the experiences of members of a CoP which sought to create more
inclusive primary school learning environments for LGBTQI+ students. While their
group members faced challenges, over time they were able to make cultural shifts
within their respective organisations. During their challenging times members of the
CoP discussed needing the support of their wider organisation, which included their
respective leadership teams. In the current study, a bottom-up approach enabled
change at the nursing programme level, however, we too needed the support of the

organisation’s leadership team to bring about wider organisational change.

The ‘safe and brave spaces’ method discussed by Ladwig (2022) promoted a multi-
level approach to organisational change. Ladwig’s study sought organisational change
to support gender non-binary inclusiveness in the organisation of their study. The
author suggested that a bottom-up approach supports attitude and behaviour change
at an individual level, but a top-down approach is needed to support wider

organisational change, such as structures and policy changes. The need for a bottom-
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up, top-down approach to bring about individual and wider organisational change was

an important finding of the current study.

If both bottom-up and top-down approaches are needed for transformative action, as
argued in this current thesis, then what enables the bottom-up to influence a top-down
approach? Ladwig (2022) suggested the research method facilitates the connection
between the two levels to support enduring positive change. Our current study
demonstrated that our research method, AR, led to a bottom-up, top-down approach to
transformative action. The participants in Johnson (2023) “...described developing key
alliances within the school leadership team to drive organizational change ...” (p. 551).
In the current study, the position of some members in the group, due to their length of
time in the organisation and previously established connections, enabled them to gain
support from the members of the executive leadership team who were able to authorise
actions related to wider organisational change. The findings of Johnson (2023) and our
study suggest the skills, experiences, and connections of people in an AR group

combine to bring about wider organisational change.

An increased visibility of gender minorities supported action.

The current study was undertaken at a time of increased visibility of transgender
identities within Aotearoa and internationally. For example, as stated in chapter one,
the transgender community, globally, appeared to be on the brink of what the Times
Magazine headline as a ‘transgender tipping point’ (Steinmetz, 2014). Within Aotearoa,
Delahunt et al. (2018) acknowledged that the increased recognition of gender minority
identities, indicates a need for high quality research in the gender minority space. In
nursing, the New Zealand Nurses Organisation (2016) has acknowledged a need for a
response from the profession to ensure culturally safe care for gender and sexual
minorities; and ‘Emerge’, one of largest mental health providers in Aotearoa has
launched a Rainbow network (He Muka Tangata) for its staff and the people who use
their services (College of Nurses Aotearoa, 2022). One reason why the study
discussed in the current thesis led to wider organisational change, despite none of the
group members being in a formal position to make wider organisational decisions, is
that our study aligned with social movements, within Aotearoa, that were focussed on

transgender inclusiveness.

An increased social awareness of transgender people supported the involvement of
people into the AR group. It supported engagement, for example, from some NEs who
saw a need for change within the nursing programme and participation from members

of the student support team who also saw a need for change within the wider
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organisation. An increased number of recently formed transgender support groups,
within the local community, alongside the recently developed community education
workshops, provided access points for inviting community transgender people and their
allies to be involved in the project. Social change, with regards transgender visibility,

made networking and recruitment easier.

An increased social awareness of transgender people also supported our actions. For
example, NEs, who were not part of the AR group, readily accepted new content
related to transgender healthcare being included in the papers they taught.
Furthermore, these NEs participated in the diversity training offered by the group. Other
actions, such as the institution’s first celebration of ‘Pride Day’ being well supported by
students and staff, alongside many staff accessing our resource site and/or attending
the diversity training, further demonstrated a growing social awareness of gender

minority inclusiveness.

Wider organisational participation in the actions developed by the group, supported
their continuance, because higher management influenced by the popularity of these
actions financially supported the continuance of the actions. The ongoing resourcing of
actions by the higher management team, in response to actions being well received by
staff and students, indicated a growing sense of social responsibility. Wider
organisational participation in actions made the management team more aware of their

need to respond to staff and student support of gender and sexual minorities.

The link between AR methodology and social movements has been discussed. AR is
commonly rooted in an activism/social change or organisational learning (Pettit, 2010).
Eminent action researcher Freire (1970) considered participatory AR in education as a
means of challenging oppression, and linked AR to educational change and activism.
More recently, Comas-Dias and Rivera (2019) also highlighted the potential of AR to

support social action and social justice.

The current study agrees that AR within education can support social action and social
justice. However, our study sought to contribute to practical knowledge by discussing
how our AR project was able to bring about transformative action. Our study was
posited within a sociocultural context where the notion of transgender identities had
much social and political attention. It is suggested here that AR within your own
organisation is more likely to be transformative if it aligns to a social awareness of a
need for change influenced by a social change or activism within the social/political

context of the study.
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7.6 Extrapolation to broader context

Professional doctoral research seeks to contribute to practice as well as academic
knowledge (Creaton & Anderson, 2021). The current study has outlined how
engagement with the community, using an AR methodology, was able to influence a
change in practice within an existing nursing education programme, within the
organisation and at a national level. AR leads to practical knowing, that is, knowing how
to determine and carry out virtuous and wise action (Cohoe, 2022). The practical
knowledge gained from our study is transferable to other contexts. Eminent action
researchers including Gustaven (2008) and Coghlan (2021) suggest that AR should
draw on and contribute to theory. This study drew on Transgender theory and
contributes to theory through connecting the work of transgender theorists to nursing

practice.

Contribution to practice

The practical knowledge, gained from our using an AR methodology which engaged
the community with a nursing programme is transferable to other education
programmes seeking to enhance students’ future provision of quality care for
transgender people. Enhancing the capabilities of healthcare and other service
providers, to meet the healthcare needs of transgender people in our communities, will

subsequently support more equitable health and social outcomes.

While not the initial purpose, our AR project brought about wider organisational change;
change that would support transgender student enrolment and successful completion
of programmes outside of nursing. Enhancing the learning environment for other
health, allied health and social work programmes will support successful completion of
these programmes by transgender students and the flow on impact of having more
transgender health, allied health, and social work providers of care. Obstacles to
transgender people’s successful completion of health or social work programmes,
excludes them from professional practice and further perpetuates gender binary in the

particular health or wellbeing sector (Austin et al., 2019).

Being a gender minority is but one aspect of a person’s identity that may lead to
marginalisation, subsequent minority stress, and poor health outcomes (Tan et al.,
2019). The practical knowing discussed in the current study is also transferable to
action researchers seeking to enhance a nursing or other health programmes to
support the provision of quality care for members of other marginalised groups, such as

indigenous groups, sexuality minorities, refugees and people with disabilities.
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Theoretical contribution

The current study drew on and also contributes to transgender theory. This theory
supports an understanding of people who identity as transgender. It is a theory that has
its origins in feminist and queer studies but particularly, it takes a social constructionist
approach and questions essentialists’ perspectives of gender and sexuality (Nagoshi &
Brzuxy, 2010). While transgender people have been supported by some feminist and
queer theorists, gaps for this population group, within these theoretical perspectives,
influenced the emergence of transgender studies towards transgender theory.
Transgender theorists seek to understand how identities within multiple minority
population groups intersect to support or oppress individuals (intersectionality). They
also highlight the importance of drawing on (and appreciating) the narratives of the

lived experiences of those who identify as transgender.

Inadequacies with other theoretical approaches made clear that there was a need for a
theory that supported both a fluid self-embodiment and a self-construction of gender
identity. What was needed was a dynamic theory that sought to understand self-
embodiment within the context of social expectations and an individual’s lived
experiences (Nagoshi & Brzuxy, 2010). Both Roen (2001) and Nagoshi and Brzuxy,
(2010) highlight the importance of self-embodiment, self-identification beyond the
confines of socially constructed identities. | have demonstrated how action research
can facilitate, within nurse education, an understanding of transgender identity as the
interaction of that which is embodied, that which is self-constructed, and that which is

socially constructed.

Also critical to transgender theory is intersectionality. The term ‘intersectionality’ is
accredited to the work of Crenshaw (1989), who discussed how the discrimination
experienced by black women, was greater than the sum of the discrimination
experienced by women and the discrimination experienced by black people. “It is a
useful ‘catchall’ phrase that aims to make visible the multiple positioning that constitute
everyday life and the power relations that are central to it” (Phoenix & Pattynama,
2006, p. 187). Intersectionality supports an understanding of how membership of
multiple disadvantaged groups influences wellbeing. It questions how the experiences
of occupying a particular social category are shaped by the other social categories that
they simultaneously occupy. It moves beyond the assumption that there is an additive
effect of the respective minority stresses associated with a person’s social identities.
The current study demonstrated the need to consider the compounding experiences of

disadvantage.
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Engaging with the lived experiences of transgender people is also key tenet of
transgender theory (Roen, 2001; Nagoshi & Brzuxy, 2010)). It was a critical aspect of
the current study. We pushed as a group to support the provision of opportunities,
within our workshops and major class teaching session, for participants to gain a
greater understanding of the lived realities of transgender people. The study found

such engagement was impactful for participants.

More recently Breaux and Thyer (2021) stated that “The principles of transgender
theory are relatively simple - you are who you say you are, you exist, you are not
invisible, you should not be subjected to the emotional labour of educating others, and
you are the expert on your own body and life’s experience.” (p. 74). While Nagoshi and
Brzuxy, (2010) and Breaux and Thyer (2021) presented from a social work practice
perspectives, their views align with the findings of the current study as it relates to

nursing education and practice. That is:

e Self-embodiment and self-identification are important, ‘you are who you say you
are’.

¢ Educating others is emotionally challenging, an ally/gender minority partnership
model is needed

¢ Transgender people should be able to make decisions about the healthcare
they need

o Experiential expertise (experts by experience) should be appropriately

recognised

This study contributes to practical knowing through its discussion on how change was
supported. It contributes to theory by drawing on and linking Transgender theory to

nursing education and practice.

7.7 Recommendations

In alignment with this study’s method (Coghlan, 2019), the recommendations
presented next, relate to three audiences. These audiences are: first person (the
individual or main researcher); second person (the group); and third person (the wider
organisation, researchers outside of the organisation and national bodies).

Recommendations to these three voices or audiences are presented next.

At a first-person level, for others intending to undertake an AR project in their own
organisation, the analysis and findings of our study led to a number of practical
suggestions. Firstly, our study was undertaken at a time of social change concerning
the visibility of the population group of concern. The increased social awareness of the

disparities faced by transgender people supported engagement with the actions from
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people in the wider organisation. It is recommended that action researchers seeking
change within an organisation align their projects to social change movements.

Secondly, for me, a personal commitment to regular, purposeful reflection using the
learning cycles presented by Coghlan (2019) supported practical knowing at a first-
person level. Action researchers should not underestimate the value of a structured

reflection process.

Also, at a first-person level, prior networking, when undertaking a project related to a
marginalised community group, is recommended. It supports a greater understanding,
for the main researcher, of the issues faced by members of the community, alongside
engagement of people who could support transformative action within the organisation
of the study. It also helps build the trust of perspective group members. | suggest action
researchers actively participate in relevant conferences, consultations with community
organisations, community workshops, and internal research workshops prior to their
study. The current study was based on a ‘Research within your own organisation’
model (Coghlan, 2019), however half of the group were from outside the organisation.
More research is needed in understanding the impact of action researchers bringing

community people into organisational models of AR.

At the second person, group level, | found that creating a communicative space,
recognising experiential expertise, and drawing on a bottom-up top-down approach,
supported transformative action. The current study found that establishing a
communicative space was important. Many studies have discussed how a
communicative space can be established, however more research is needed to better
understand how indigenous practices can be drawn on to support communicative
spaces so that all group members can be safely included and feel valued in all stages
of the AR process. The current study needed both bottom-up and top-down to bring
about a change in practice. It was the make-up of the group that enabled support at
both levels. There is a need for more organisational AR studies that have attempted
organisational transformation from a position of not having a prior executive leadership

decision, and subsequent funding allocation for change.

At the third person level, within the context of tertiary nursing education, the current
study found that an AR methodology enabled community members, as subject matter
experts, to work alongside NEs in the co-design of new content. This was important
because NEs in the group, and subsequently NEs in the wider organisation, admitted
to not feeling confident about the development or delivery of such content.
Engagement led to training opportunities and classroom support for nurse educators to

assist them in their delivery of new content.
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A recommendation of the current study is that nursing and other health related
programmes adopt more learner centric pedagogies. Richards et al. (2020) suggest
that nursing education in Aotearoa is based on learner-centric pedagogies. Learner
centric pedagogies seek to meet the individual learning needs of students (Oermann et
al., 2017). From my experience, nursing education in Aotearoa is based on teacher
centric pedagogies. From this study, it is recommended that nursing education
considers pedagogies that have a social justice intent, such as critical and
transformative learning pedagogies. Such pedagogies would consider members of
population groups that experience disparities in health or healthcare access as
important subject matter experts and co-designers of content. Approaches that better
enable members of population groups that experience disparities in health and

healthcare access to define culturally safe care for them.

Throughout the current study | argued that if cultural safety, is care defined as safe by
the recipients of the care, then for people from cultural groups that experience
disparities in health, or healthcare access, we need to consider how they get to define
safe care. This study contributes to academic work related to ‘Cultural Safety’ through
related discussions that were weaved throughout the entire thesis. Bresnahan and
Zhuang (2024) undertook a scoping literature review about culturally safe healthcare.
Their study led to five themes. These themes and how they relate to the current study

are presented next:

Theme one suggests that provider communications with marginalised patients
were less than optimal. They suggested that trusting communication was
supported by providers who showed warmth, inclusiveness, and being
responsive to patients’ needs. Our study led to the development of a learning
session specifically focussed on culturally safe communication for nurses when

caring for transgender patients.

Theme two advises that providers need to be aware of the history of racial
inequity, institutional racism, and the deep causes of racial inequities. The
current study links to this, it found that providers of care need to be made aware
of the history of inequality with regards transgender health and the need for
students to understand the impact of societal normalisation of binary genders

and how this impacts on transgender people’s wellbeing.

Theme three relates to patient mistrust of providers of care. The current study
affirms a deep mistrust for marginalised people to accessing healthcare.
Transgender participants of the current study outlined how previous negative

healthcare experiences led to a mistrust of healthcare provision.
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Theme four states that there are issues for cultural minorities with regard the
dominant biomedical model of health. From our study, | have come to
understand that the biomedical model of health does not work well transgender
people accessing healthcare. In particular, this study has helped me understand
that the pathologising of genders that differ from binary norms and the need for
psychiatric approval before gender affirming care can proceed, impedes on the

process and negatively impacts on wellbeing.

Theme five focusses on patient care and provider alllyship. This theme
highlights the importance of building allyship between patients and providers of
care. Allyship was critical to the current study, actions were based on an

allyship model.

In Aotearoa culturally safe care is care that is deemed safe by its recipients, however,
NCNZ is not clear about how the recipients of care are able to define what safe care is
for them. A recommendation from the current study is that NCNZ, and governing bodies
of other health, wellbeing, or social qualifications, mandate content related to
marginalised population groups is designed through a process of authentic

engagement with people from that group.

7.8 Limitations of this study

The current study adopted an AR model within the main researcher’s own organisation.
It was located within one organisation, which was positioned within a unique
community. While the knowledge gained from the process is useful to other tertiary
providers seeking wider organisational change, with regard outcomes for a
marginalised population group, it is acknowledged that an organisation, with different
systems and processes and different management structures, using the same
methods, may reach quite different findings. The community context also influenced our
findings. The current study, for example, took place within a community that had
‘Rainbow’ support groups and a ‘Rainbow’ community health promoter. Involvement of
people from these groups supported change. The generalisability of its findings is
reduced as the current study was undertaken in one organisation within a unique

community context.

The current study was also limited by its involvement of only five transgender
community members, and two wider ‘Rainbow’ community members. These members
were established advocates and presented their healthcare and personal experiences
with confidence. However, transgender and ‘Rainbow’ communities are very diverse
communities that encompass people from a broad range of personal experiences of

accessing healthcare. The views of group members may not be representative of the
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wider transgender or Rainbow communities and so may not be generalisable to nursing
programmes in other institutions. Other nursing programmes seeking change with
regards quality care for people who are transgender are advised to authentically

engage with their respective transgender community.

The current AR study was not initiated from a management desire to instigate change
in relation to organisational practice. As such, there was no funding for our project.
Staff involved in the AR group were not given time release for the project, nor was
there any funding to recompense community members for their time or, initially, to
instigate the actions aimed at supporting wider organisational change. If we had more
time as a group, and more funding for actions, we may have achieved more. Other
studies that have focussed on organisational change, mostly discuss models of
changed based on an established wider organisational/leadership team commitment to
a particular change. The study by Doherty et al. (2022), for example, sought to
implement “lasting change in health systems and experts working to advance health
equity through organizational change” (p. 263). In their model of organisational change,
four of the six factors needed were dependant on a prior organisational commitment to
change. The current study was limited by it not being a study initiated out of

management decision for a particular change.

This study was also limited by me, the researcher, not being transgender, or even a
member of the Rainbow community (other than being an ally). | do not know what it is
like to be a gender that differs from the sex assigned to me at birth and how this might
impact on day-to-day living and healthcare experiences. | have not experienced the
ongoing minority stress that is felt by transgender, gender non-binary people or sexual
minority people. This limitation, however, enabled this study to provide useful guidance
about being an effective and authentic ally. Allyship, during the current study, at a group

level and personal level is discussed next.

Examples of group allyship that were demonstrated throughout our study included: our
collective genuine interest in the lived experiences, and being empathetic when made
aware, of the gender norm related negative experiences of the transgender people in
the group, alongside our workplace actions to support wider organisational change.
Fletcher and Marvell (2023) supported these suggestions, based on their study that
looked into allyship in regard to enhancing workplace inclusion for transgender people.
From their study they concluded that, for them, three areas of allyship within the
workplace needed to be studied more. These are “understanding perspectives of

different stakeholders, examine both individual and contextual factors together, focus
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on the lived experience of minoritised groups” (p. 1750). Our study might contribute to

knowledge in these areas.

Based on personal reflections, during the current study, | came to understand that at an
individual level, allies are involved with the work of support organisations, are activists
for change, are passionately mindful of correct pronouns, and are there to support their
transgender friends during difficult times. Gender minorities Aotearoa (n.d.) support
both my individual understandings and actions related to the group level/workplace
allyship discussed in the previous paragraph. In addition, in relation to being a friend or
co-worker, Gender Minorities Aotearoa, also suggest allies challenge biological
essentialism, and examine own biases. These were actions that were critical to the
current study. Our study aligns well with Fletcher and Marvell (2023) and Gender
Minorities (n.d.) models of allyship. It is suggested here that our knowledge gains
related to allyship in a workplace, AR, or individual level, that also align with literature,

supports study related to transgender wellbeing.
7.9 Conclusion

The study discussed in this thesis sought to understand how community engagement
might influence an existing nursing education programme with regards the provision of
quality care for transgender people. Its rationale was based on my preliminary research
and community discussions where | learnt that transgender people experience
significant disparities in health and barriers to healthcare access. This drove my desire
for action in this space. The study used a methodology underpinned by a philosophy of
‘practical knowing’ and a social constructionist world view. As discussed in chapter one,
in Aotearoa there appears to be a fundamental mismatch between the construct that
culturally safe care is defined by the recipients of care and what happens in practice.
The study used an approach that demonstrated how authentic engagement can lead to
a reconstruction of how nursing education could be designed and delivered to enable
transgender community members to define safe care for them. Engagement also led to

transformation beyond the nursing programme to the wider organisation.

The study found that because our AR initial purpose did not specifically align to the
study’s organisation’s strategic plan and was not a project of focus for the organisation,
there were barriers to action. For example, internal group members were not given a
time allowance for their involvement in the study, and we struggled to get funding for
actions. However, the study was undertaken at a time of increased visibility of
transgender/gender non-binary identities which supported transformative action.

Establishing a communicative space, valuing transgender community members as
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experts, and having a particular mix of influential people in the group that could bring
about action or gain policy and financial support at a management level were critical

factors that drove wider organisational change.

The knowledge gained from the study is transferable to other nursing education
programmes, or other healthcare or social services programmes who are considering
educating about cultural safety for a particular marginalised group. It is also
transferable to other tertiary education providers seeking to be more inclusive for
people from minority population groups. It is acknowledged, however, that this study’s
findings are limited by the fact that it involved people from one organisation and
externally engaged with people from one geographical community. The study
recommends that nursing programmes position members of population groups who
experience disparities in health or healthcare access as important stakeholders and
that they authentically involve them in determining content design and its delivery. It
also recommends wider organisational actions are needed to support their enrolment
and successful completion of nursing qualifications. From a practical knowing
perspective, more research into how to establish a communicative space within a
particular cultural context is needed. Additionally, it is suggested that there is a need for
more research into better understanding how AR supports an organisation’s sense of
social responsibility, and active allyship, how this links to a growing social awareness of
a need for change, and the subsequent support of action aimed at addressing social

inequities.

In summary, engagement with the community enabled those that could influence
change in the nursing programme to gain a greater understanding of the lived
experiences of transgender people. This drove action at a nursing programme level
and led to a partnering with the community to design and deliver trans-affirming nursing
education. Engagement also supported critical consciousness that led to actions that
rippled out beyond the nursing programme to organisational change. Wider
organisational change was supported by the organisation’s leadership team, likely
influenced by staff and students of the organisation and their enthusiastic participation
in actions, and some members of the group having connections to this leadership

team.

The main researcher admitted that she was new to both AR and transgender people’s
research and has been open, in the current study, about her journey of understanding
in both of these areas. From a practical knowing perspective, this study found that

change within your own organisation, when seeking action that supports equity for a
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particular minority population group, is supported by an AR approach underpinned by a

social constructionist epistemology.

171



References

Academic Consulting. (n.d.). Top 5 reasons to use Nvivo [blog]. Top 5 reasons to use

NVivo (academic-consulting.co.nz)

Alfaro-Tanco, J. A., Mediavilla, M., & Erro-Garcés, A. (2023). Creating new knowledge
while solving a relevant practical problem: success factors for an action
research-based PhD thesis in business and management. Systemic Practice
and Action Research, 1-19. https://doi.org/10.1007/s11213-022-09628-6

Alizadeh, S., & Chavan, M. (2015). Communication competence in health care: The
case of the cross-cultural caregivers. International Management and
Intercultural Communication: A Collection of Case Studies; Volume 1 (pp. 53-

68). London: Palgrave Macmillan UK.

Altmiller, G., Wilson, C., Jimenez, F. A., & Perron, T. (2023). Impact of a virtual patient
simulation on nursing students' attitudes of transgender care. Nurse Educator,
48(3), 131-136. http://doi.10.1097/NNE.0000000000001331

Andrews, T. (2012). What is social constructionism? Grounded theory review, 11(1).

What is Social Constructionism? | Grounded Theory Review

Arabi, A., Rafii, F., Cheraghi, M. A., & Ghiyasvandian, S. (2014). Nurses’ policy
influence: A concept analysis. Iranian Journal of Nursing and Midwifery

Research, 19(3), 315. Nurses' policy influence: A concept analysis - PubMed

(nih.gov)

Argyris, C., Putnam, R.W., & Smith, D.M. (1985). Argyris, Chris, Robert Putnam, and

Diane Maclain Smith, Action Science: Concepts, Methods, and Skills for

Research and Intervention. San Franciso: Jossey-Bass, 1985.
https://api.semanticscholar.org/Corpus|D:202279096

Arias, E. (2019). How does media influence social norms? Experimental evidence on
the role of common knowledge. Political Science Research and Methods, 7(3),
561-578. hitps://doi.org/10.1017/psrm.2018.1

Austgard, K. (2012). Doing it the Gadamerian way—using philosophical hermeneutics
as a methodological approach in nursing science. Scandinavian Journal of
Caring Sciences, 26(4), 829-834. https://doi.org/10.1111/].1471-
6712.2012.00993.x

172


https://www.academic-consulting.co.nz/blog/top-5-reasons-to-use-nvivo.php
https://www.academic-consulting.co.nz/blog/top-5-reasons-to-use-nvivo.php
https://doi.org/10.1007/s11213-022-09628-6
http://doi.10.1097/NNE.0000000000001331
https://groundedtheoryreview.com/2012/06/01/what-is-social-constructionism/
https://pubmed.ncbi.nlm.nih.gov/24949073/
https://pubmed.ncbi.nlm.nih.gov/24949073/
https://api.semanticscholar.org/CorpusID:202279096
https://doi.org/10.1017/psrm.2018.1
https://doi.org/10.1111/j.1471-6712.2012.00993.x
https://doi.org/10.1111/j.1471-6712.2012.00993.x

Austin, A., Craig, S. L., Dentato, M. P., Roseman, S., & Mclnroy, L. (2019). Elucidating
transgender students’ experiences of microaggressions in social work
programs: Next steps for creating inclusive educational contexts. Social Work
Education, 38(7). https://doi.org/10.1080/02615479.2019.1575956

Austin, D. (2017). Facilitating health professional wellbeing following critical incidents:
An action research study [Doctoral thesis, Auckland University of Technology].

Auckland University of Technology Open Thesis and Dissertations. AustinD.pdf
(aut.ac.nz)

Ayhan, C. H. B., Bilgin, H., Uluman, O. T., Sukut, O., Yilmaz, S., & Buzlu, S. (2020). A
systematic review of the discrimination against sexual and gender minority in
health care settings. International Journal of Health Services, 50(1), 44—61.
https://doi.org/10.1177/0020731419885093

Bauer, G. R., Scheim, A. I., Deutsch, M. B., & Massarella, C. (2014). Reported
emergency department avoidance, use, and experiences of transgender
persons in Ontario, Canada: Results from a respondent-driven sampling survey.
Annals of Emergency Medicine, 63(6), 713-720.
http://dx.doi.org/10.1016/j.annemergmed.2013.09.027

Baumgarten, B., & Ullrich, P. (2012). Discourse, power, and governmentality. Social
movement research with and beyond Foucault. [Discussion paper].

Wissenschaftszentrum Berlin fur Sozialforschung (WZB), Berlin. Discourse

power and governmentality: Social movement research with and beyond

Foucault (econstor.eu)

Berger, R. (2015). Now | see it, now | don’t: researcher’s position and reflexivity in
qualitative research. Qualitative Research, 15(2), 219-234.
https://doi.org/10.1177/1468794 112468475

Bevan, A. L. (2013). Creating communicative spaces in an action research study.
Nurse researcher, 21(2). https://doi.org/10.7748/nr2013.11.21.2.14.e347

Bidell, M. (2015). Using the ‘Sexual Orientation Counsellor Competency Scale’
(SOCCS) in mental health and healthcare Settings: An instructor’s guide.
MedEdPORTAL. https://doi.org/10.15766/MEP_2374-8265.10040

Bornstein (1994). In Bell, S: Kate Bornstein: A transgender transsexual postmodern
Tiresias. C Theory, 10-20.
https://journals.uvic.ca/index.php/ctheory/article/download/14356/5132

173


https://doi.org/10.1080/02615479.2019.1575956
https://openrepository.aut.ac.nz/bitstream/handle/10292/10947/AustinD.pdf?sequence=5&isAllowed=y
https://openrepository.aut.ac.nz/bitstream/handle/10292/10947/AustinD.pdf?sequence=5&isAllowed=y
https://doi.org/10.1177/0020731419885093
http://dx.doi.org/10.1016/j.annemergmed.2013.09.027
https://www.econstor.eu/bitstream/10419/71402/1/741313480.pdf
https://www.econstor.eu/bitstream/10419/71402/1/741313480.pdf
https://www.econstor.eu/bitstream/10419/71402/1/741313480.pdf
https://doi.org/10.1177/1468794112468475
https://doi.org/10.7748/nr2013.11.21.2.14.e347
https://doi.org/10.15766/MEP_2374-8265.10040
https://journals.uvic.ca/index.php/ctheory/article/download/14356/5132

Bova, C., Perry, D. J., Kane, A. T., Morris, N. S., & Fain, J. (2018). Expanding horizons:
Lonergan's philosophy as a guide to PhD program pedagogy. Nursing Outlook,
66(1), 77-83.
https://doi.org/10.1016/j.outlook.2017.07.003

Boyatzis, R. E. (1998). Transforming qualitative information: Thematic analysis and

code development. Sage. Transforming qualitative information: Thematic

analysis and code development. (apa.org)

Bradbury, H. (2020). Action research and social constructionism: transformative inquiry
and practice in community. The Sage Handbook of Social Constructionist

Practice.

Bradbury, H., Waddell, S., O’ Brien, K., Apgar, M., Teehankee, B., & Fazey, |. (2019).
Call-to-action research for transformations: The times demand it. Action
Research, 17(1), 3—10. https://doi.org/10.1177/1476750319829633

Bradford, J., Reisner, S. L., Honnold, J. A., & Xavier, J. (2013). Experiences of
transgender-related discrimination and implications for health: results from the
Virginia Transgender Health Initiative Study. American Journal of Public Health,
103(10), 1820-1829. http://doi.org/10.2105/AJPH.2012.300796

Brand, G., & Dart, J. (2022). The hunter and the lion: Amplifying health care
consumers' voices in health care education. Medical Education, 56(7), 693-695.
https://doi.org/10.1111/medu.14817

Brand, G., River, J., Molloy, R., Kemp, H., & Bellingham, B. (2023). Whose knowledge
is of value? Co-designing healthcare education research with people with lived
experience. Nurse Education Today, 120, 105616.
https://doi.org/10.1016/j.nedt.2022.105616

Braun, V., & Clarke, V. (2012). Thematic analysis. American Psychological Association.
https://psycnet.apa.org/doi/10.1037/13620-004

Braun, H. M., Garcia-Grossman, I. R., Quinones-Rivera, A., & Deutsch, M. B. (2017).
Outcome and impact evaluation of a transgender health course for health
profession students. LGBT health, 4(1), 55-61.
https://doi.org/10.1089/LGBT.2016.0119

Braun, V., & Clarke, V. (2019). Reflecting on reflexive thematic analysis. Qualitative
Research in Sport, Exercise and Health, 11(4), 589-597.
https://doi.org/10.1080/2159676X.2019.1628806

174


https://doi.org/10.1016/j.outlook.2017.07.003
https://psycnet.apa.org/record/1998-08155-000
https://psycnet.apa.org/record/1998-08155-000
https://doi.org/10.1177/1476750319829633
http://doi.org/10.2105/AJPH.2012.300796
https://doi.org/10.1111/medu.14817
https://doi.org/10.1016/j.nedt.2022.105616
https://psycnet.apa.org/doi/10.1037/13620-004
https://doi.org/10.1089/LGBT.2016.0119
https://doi.org/10.1080/2159676X.2019.1628806

Braun, V., & Clarke, V. (2021). One size fits all? What counts as quality practice in
(reflexive) thematic analysis? Qualitative research in psychology, 18(3), 328-
352. https://doi.org/10.1080/14780887.2020.1769238

Breaux, H. P., & Thyer, B. A. (2021). Transgender Theory for Contemporary Social
Work Practice: A Question of Values and Ethics. International Journal of Social
Work Values & Ethics, 18(1).https://jswve.org/volume-18/issue-1/item-09/

Bresnahan, M., & Zhuang, J. (2024). Culturally safe healthcare: changing the lens from
provider control to patient agency. Journal of Communication in Healthcare, 1-
10. https://doi.org/10.1080/17538068.2024.2323856

Bristol, T., Brett, A., Alejandro, J., Colin, J., Murray, T., Wangerin, V., Linck, R., &
Walton, D. (2020) Nursing faculty readiness for student diversity. Teaching and
Learning in Nursing 15, no.1 (2020): 104-108.
https://doi.org/10.1016/j.teln.2019.09.001

Brown, H., & Bryder, L. (2023). Universal healthcare for all? Maori health inequalities in
Aotearoa New Zealand, 1975-2000. Social Science & Medicine, 319, 115315.
https://doi.org/10.1016/j.socscimed.2022.115315

Brydon-Miller, M. (1997). Participatory action research: Psychology and social change.
Journal of Social Issues, 53(4), 657-666. hitps://doi.org/10.1111/].1540-
4560.1997.tb02454 .x

Brydon-Miller, M., & Coghlan, D. (2014). The big picture: Implications and imperatives
for the action research community from the sage encyclopaedia of action
research. Action Research, 12(2), 224-233.
https://doi.org/10.1177/1476750314533135

Budge, S. L., Dominguez Jr, S., & Goldberg, A. E. (2020). Minority stress in nonbinary
students in higher education: The role of campus climate and belongingness.
Psychology of Sexual Orientation and Gender Diversity, 7(2), 222.
https://psycnet.apa.org/doi/10.1037/sqd0000360

Bull, J. (2020, October 10). New Zealand now has the queerest parliament in the world.

New Zealand now has the queerest Parliament in the world | Newshub

Burgess, R. A. et al. (2023). Whose knowledge counts? Involving communities in
intervention and trial design using community conversations. Trials, 24(1), 385.
https://rdcu.be/dE4HY

175


https://doi.org/10.1080/14780887.2020.1769238
https://jswve.org/volume-18/issue-1/item-09/
https://doi.org/10.1016/j.teln.2019.09.001
https://doi.org/10.1016/j.socscimed.2022.115315
https://doi.org/10.1111/j.1540-4560.1997.tb02454.x
https://doi.org/10.1111/j.1540-4560.1997.tb02454.x
https://doi.org/10.1177/1476750314533135
https://psycnet.apa.org/doi/10.1037/sgd0000360
https://www.newshub.co.nz/home/politics/2020/10/new-zealand-now-has-the-gayest-parliament-in-the-world.html
https://rdcu.be/dE4HY

Burns, A. (2005). Action research: An evolving paradigm? Language Teaching, 38(2),
57-74. https://doi.org/10.1017/S026144480500266 1

Burr, V. & Dick, P. (2017). Social constructionism. In the Palgrave handbook of critical

social psychology. Palgrave, Macmillan. http://eprints.hud.ac.uk/id/eprint/26455/

Burr, V. (2015). Social constructionism. Routledge. https://doi.org/10.4324/9781315

Butler, J. (1990). Gender trouble: feminism and the subversion of identity. Routledge.

Butler, J. (1998). Sex and gender. In Simone de Beauvoir's Second Sex. Yale
University Press. (pp. 35-49). https://doi.org/10.2307/2930225

Butler, T., Gall, A., Garvey, G., Ngampromwongse, K., Hector, D., Turnbull, S. .... &
Anderson, K. (2022). A comprehensive review of optimal approaches to co-
design in health with First Nations Australians. International journal of
environmental research and public health, 19(23), 16166.
https://doi.org/10.3390/ijerph192316166

Cabiati, E., & Levy, S. (2021). ‘Inspiring conversations’: A comparative analysis of the
involvement of experts by experience in Italian and Scottish social work
education. The British Journal of Social Work, 51(2), 487-504.
https://doi.org/10.1093/bjsw/bcaa163

Camargo-Borges, C., & Rasera, E. F. (2013). Social constructionism in the context of
organization development: Dialogue, imagination, and co-creation as resources
of change. SAGE Open, 3(2), 1-7. https://doi.org/10.1177/2158244013487540

Campbell, C., Foulis, C. A., Maimane, S., & Sibiya, Z. (2005). “I have an evil child at my
house”: stigma and HIV/AIDS management in a South African community.
American journal of public health, 95(5), 808-8. https://doi-
org.ezproxy.aut.ac.nz/10.2105%2FAJPH.2003.037499

Carabez, R. M., Eliason, M. J., & Martinson, M. (2016). Nurses’ knowledge about
transgender patient care. Advances in Nursing Science, 39(3), 257-271.
https://doi.org/10.1097/ANS.0000000000000128

Carabez, R., Pellegrini, M., Mankovitz, A., Eliason, M. J., & Dariotis, W. M. (2015).
Nursing students’ perceptions of their knowledge of lesbian, gay, bisexual, and
transgender issues: Effectiveness of a multi-purpose assignment in a public
health nursing class. Journal of Nursing Education, 54(1), 50-53.
https://doi.org/10.3928/01484834-20141228-03

176


https://doi.org/10.1017/S0261444805002661
http://eprints.hud.ac.uk/id/eprint/26455/
https://doi.org/10.4324/9781315
https://doi.org/10.2307/2930225
https://doi.org/10.3390/ijerph192316166
https://doi.org/10.1093/bjsw/bcaa163
https://doi.org/10.1177/2158244013487540
https://doi-org.ezproxy.aut.ac.nz/10.2105%2FAJPH.2003.037499
https://doi-org.ezproxy.aut.ac.nz/10.2105%2FAJPH.2003.037499
https://doi.org/10.1097/ANS.0000000000000128
https://doi.org/10.3928/01484834-20141228-03

Carr, W. (1989). Action research: ten years on. Journal of Curriculum Studies, 21(1),
85-90. https://doi.org/10.1080/0022027890210108

Carr, W. (2007). Philosophy, methodology and action research. Journal of Philosophy
of Education, 40(4), 421-435. https://doi.org/10.1111/j.1467-9752.2006.00517 .x

Chisolm-Straker, M., Jardine, L., Bennouna, C., Morency-Brassard, N., Coy, L.,
Egemba, M. O., & Shearer, P. L. (2017). Transgender and gender
nonconforming in emergency departments: a qualitative report of patient
experiences. Transgender Health, 2(1), 8-16.
http://doi.org/10.1089/trgh.2016.0026

Ciszek, E., & Lim, H. S. (2021). Perceived brand authenticity and LGBTQ publics: how
LGBTQ practitioners understand authenticity. International Journal of Strategic
Communication, 15(5), 395-409.
https://doi.org/10.1080/1553118X.2021.1988954

Clark, J. (2008). Philosophy, understanding and the consultation: a fusion of horizons.
British Journal of General Practice, 58(546), 58-60. Philosophy, understanding

and the consultation: a fusion of horizons (bjgp.orq)

Clarke, V., & Braun, V. (2018). Using thematic analysis in counselling and
psychotherapy research: A critical reflection. Counselling and Psychotherapy
Research, 18(2), 107-110. https://doi.org/10.1002/capr.12165

Coghlan, D. (2008). Authenticity as first-person practice: An exploration based on
Bernard Lonergan. Action Research, 6(3), 351-366.
https://doi.org/10.1177/1476750308094649

Coghlan, D. (2010). Interiority as the cutting edge between theory and practice: A first
person perspective. International Journal of Action Research, 6(2-3), 288—-307.
http://dx.doi.org/10.1688/1861-9916 IJAR 2010 02-03 Coghlan

Coghlan, D. (2016). Retrieving a philosophy of practical knowing for action research.
International Journal of Action Research, 12(1), 84—107.
https://doi.org/10.1688/IJAR-2016-01-Coghlan

Coghlan, D. (2019). Doing action research in your own organization (5" ed.). Sage
Publications Limited.

Coghlan, D., & Brannick, T. (2001). Doing action research in your own organization.

Sage Publications Limited.

177


https://doi.org/10.1080/0022027890210108
https://doi.org/10.1111/j.1467-9752.2006.00517.x
http://doi.org/10.1089/trgh.2016.0026
https://doi.org/10.1080/1553118X.2021.1988954
https://bjgp.org/content/bjgp/58/546/58.full.pdf
https://bjgp.org/content/bjgp/58/546/58.full.pdf
https://psycnet.apa.org/doi/10.1002/capr.12165
https://doi.org/10.1177/1476750308094649
http://dx.doi.org/10.1688/1861-9916_IJAR_2010_02-03_Coghlan
https://doi.org/10.1688/IJAR-2016-01-Coghlan

Coghlan, D., & Brydon-Miller, M. (Eds.). (2014). The SAGE encyclopaedia of action

research. Sage Publications Limited.

Coghlan, D., & Shani, A. B. (2014). Creating Action Research Quality in Organization
Development: Rigorous, Reflective and Relevant. Systemic Practice and Action
Research, 27(6), 523-536. https://doi.org/10.1007/s11213-013-9311-y

Coghlan, D., & Shani, A. B. (2021). Abductive reasoning as the integrating mechanism
between first-second-and third-person practice in action research. Systemic
Practice and Action Research, 34, 463-474. https://doi.org/10.1007/s11213-020-
09542-9.

Cohoe, C. M. (2022). Knowing in Aristotle part 2: Techn&, phronésis, sophia, and divine
cognitive activities. Philosophy Compass, 17(1), e12799.Knowing in Aristotle

part 2: Techn&, phronésis, sophia, and divine cognitive activities (wiley.com)

College of Nurses Aotearoa NZ (2022). Emerge Aotearoa shows commitment to
Rainbow community with new LGBTQIA+ network and partner.

https://www.nurse.org.nz/Blog/2647/Emerge-Aotearoa-shows-commitment-to-

Rainbow-community-with-new-LGBTQIA+-network-and-partner

Comas-Dias, L., & Torres-Rivera. E. (2019). Liberation psychology: Theory, method,
practice, and social justice. Washington, DC: American Psychological

Association. Liberation psychology: Theory, method, practice, and social justice.

(apa.org)

Cooper, H. E., Camic, P. M., Long, D. L., Panter, A. T., Rindskopf, D. E., & Sher, K. J.
(2012). APA handbook of research methods in psychology, Vol 2: Research

designs: Quantitative, qualitative, neuropsychological, and biological (pp. x-

701). American Psychological Association. APA handbook of research methods

in psycholoqgy, Vol 2: Research designs: Quantitative, qualitative,

neuropsychological, and biological.

Cornelius, J. B., & Whitaker-Brown, C. (2015). A brief learning experience designed to
increase nursing students’ knowledge of and attitudes toward LGBT health care.
Journal of Nursing and Health Care, 2(1). https;//doi.org/ 10.5176/2345-
718X 2.1.55

Cornish, F., Breton, N., Moreno-Tabarez, U., Delgado, J., Rua, M., de-Graft Aikins, A.,
& Hodgetts, D. (2023). Participatory action research. Nature Reviews Methods
Primers, 3(1), 34. https://doi.org/10.1038/s43586-023-00214-1

178


https://doi.org/10.1007/s11213-013-9311-y
https://doi.org/10.1007/s11213-020-09542-9
https://doi.org/10.1007/s11213-020-09542-9
https://compass.onlinelibrary.wiley.com/doi/epdf/10.1111/phc3.12799
https://compass.onlinelibrary.wiley.com/doi/epdf/10.1111/phc3.12799
https://www.nurse.org.nz/Blog/2647/Emerge-Aotearoa-shows-commitment-to-Rainbow-community-with-new-LGBTQIA+-network-and-partner
https://www.nurse.org.nz/Blog/2647/Emerge-Aotearoa-shows-commitment-to-Rainbow-community-with-new-LGBTQIA+-network-and-partner
https://psycnet.apa.org/record/2020-47579-000
https://psycnet.apa.org/record/2020-47579-000
https://psycnet.apa.org/record/2011-23864-000
https://psycnet.apa.org/record/2011-23864-000
https://psycnet.apa.org/record/2011-23864-000
http://dx.doi.org/10.5176/2345-718X_2.1.55
http://dx.doi.org/10.5176/2345-718X_2.1.55
https://doi.org/10.1038/s43586-023-00214-1

Corrigan, M., Quinn, B., Moore, A., & O’'Donnell, S. (2022). Co-producing transgender
awareness training for healthcare students and professionals. Nursing
Management. https://doi.org/10.7748/NM.2022.E2050

Cox, L. (2016). Social change and social justice: Cultural safety as a vehicle for nurse
activism. Proceedings of the 2nd Critical Perspectives in Nursing and Health
Care International Conference (pp. 1-11). University of Sydney.
https://eprints.qut.edu.au/101590/

Craddock, E. (2022). A qualitative UK study exploring counterpublic engagement of
marginalized women via a Women'’s Health Network. Health Promotion
International, 37(4). HPI revised article final draft 150822 accepted version .pdf

(bcu.ac.uk)

Creaton, J., & Anderson, V. (2021). The impact of the professional doctorate on

managers’ professional practice. The International Journal of Management
Education, 19(1), 100461. https://doi.org/10.1016/.iime.2021.100461

Crenshaw, K. (1989). Demarginalizing the Intersection of Race and Sex: A Black
Feminist Critique of Antidiscrimination Doctrine, Feminist Theory and Antiracist
Politics. University of Chicago Legal Forum: Vol. 1989: Iss. 1, Article 8.
http://chicagounbound.uchicago.edu/uclf/vol1989/iss1/

Crisp, C. (2006). The Gay Affirmative Practice Scale (GAP): A new measure for
assessing cultural competence with gay and lesbian clients. Social Work, 51(2),
115-126. https://doi.org/10.1093/SW/51.2.115

Cross, T. L., Bazron, B. J., Dennis, K. W., & Isaacs, M. R. (1989). Towards a Culturally
Competent System of Care: A Monograph on Effective Services for Minority
Children Who Are Severely Emotionally Disturbed. National Institute of Mental
Health, Child and Adolescent Service System Program (CASSP).

ED330171.pdf

Crotty, M. J. (1998). The foundations of social research: Meaning and perspective in

the research process. The Foundations of Social Research, 1-256.

Cullen, L., Hanrahan, K., Farrington, M., Anderson, R., Dimmer, E., Miner, R., Suchan,
T., & Rod, E. (2020). Evidence- based practice change champion program
improves quality care. JONA: The Journal of Nursing Administration, 50(3),
128-134. https://doi.org/10.1097/NNA.0000000000000856

179


https://doi.org/10.7748/NM.2022.E2050
https://eprints.qut.edu.au/101590/
https://www.open-access.bcu.ac.uk/14026/1/HPI%20revised%20article%20final%20draft%20150822%20accepted%20version%20.pdf
https://www.open-access.bcu.ac.uk/14026/1/HPI%20revised%20article%20final%20draft%20150822%20accepted%20version%20.pdf
https://doi.org/10.1016/j.ijme.2021.100461
http://chicagounbound.uchicago.edu/uclf/vol1989/iss1/
https://doi.org/10.1093/SW/51.2.115
https://files.eric.ed.gov/fulltext/ED330171.pdf
https://doi.org/10.1097/NNA.0000000000000856

Curtis, E., Jones, R., Tipene-Leach, D., Walker, C., Loring, B., Paine, S. J., & Reid, P.
(2019). Why cultural safety rather than cultural competency is required to
achieve health equity: A literature review and recommended definition.
International Journal for Equity in Health, 18(1), 1-17.
https://doi.org/10.1186/s12939-019-1082-3

Cyril, S., Smith, B. J., Possamai-Inesedy, A., & Renzaho, A. M. (2015). Exploring the
role of community engagement in improving the health of disadvantaged
populations: a systematic review. Global health action, 8(1), 29842.Exploring

the role of community engagement in improving the health of disadvantaged

populations: a s (tandfonline.com)

De Abreu Lourenco, R., Devlin, N., Howard, K., Ong, J. J., Ratcliffe, J., Watson, J., ... &
Huynh, E. (2021). Giving a voice to marginalised groups for health care
decision making. The Patient-Patient-Cantered Outcomes Research, 14, 5-10.
https://doi.org/10.1007/s40271-020-00456-1

Delahunt, J. W., Denison, H. J., Sim, D. A., Bullock, J. J., & Krebs, J. D. (2018).
Increasing rates of people identifying as transgender presenting to Endocrine
Services in the Wellington region. The New Zealand Medical Journal,
131(1468), 33-42.

Dewey, J. (1910). How we think. Lexington Books

Dewey, J. (1917). The need for a recovery of philosophy. Creative intelligence: Essays

in the pragmatic attitude, 3-69.
Dewey, J. (1996). Theory of the moral life. Irving Publishers

Diaz, D. A., Maruca, A., Gonzalez, L., Stockmann, C., & Hoyt, E. (2017). Using
simulation to address care of the transgender patient in nursing curricula. BMJ
Simulation & Technology Enhanced Learning, 3(2), 65.
https://www.ncbi.nIm.nih.gov/pmc/articles/PMC8936827/

Doherty, J. A., Johnson, M., & McPheron, H. (2022). Advancing health equity through
organizational change: Perspectives from health care leaders. Health Care
Management Review, 47(3), 263.
https://doi.org/10.1097/hmr.0000000000000326

Du Mont, J., Kosa, S. D., & Macdonald, S. (2021). Evaluation of an e-Learning
Curriculum for Forensic Nurses on Trans-Affirming Postsexual Assault Care.
Transgender Health, 6(5), 284—289. https://doi.org/10.1089/trgh.2020.0087

180


https://doi.org/10.1186/s12939-019-1082-3
https://www.tandfonline.com/doi/pdf/10.3402/gha.v8.29842
https://www.tandfonline.com/doi/pdf/10.3402/gha.v8.29842
https://www.tandfonline.com/doi/pdf/10.3402/gha.v8.29842
https://doi.org/10.1007/s40271-020-00456-1
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8936827/
https://doi.org/10.1097/hmr.0000000000000326
https://doi.org/10.1089/trgh.2020.0087

DuBois, L. Z., & Shattuck-Heidorn, H. (2021). Challenging the binary: Gender/sex and
the bio-logics of normalcy. American Journal of Human Biology, 33(5), €23623.
https://doi.org/10.1002/ajhb.23623

Dupont, I. (2008). Beyond doing no harm: A call for participatory action research with
marginalized populations in criminological research. Critical Criminology, 16(3),
197-207. https://doi.org/10.1007/s10612-008-9055-7

Eckstrand, K. L., Lunn, M. R., & Yehia, B. R. (2017). Applying organizational change to
promote lesbian, gay, bisexual, and transgender inclusion and reduce health
disparities. LGBT health, 4(3), 174-180. https://doi.org/10.1089/Igbt.2015.0148

Edwards-Groves, C., & Rénnerman, K. (2022). Action Research conceptualised in
seven cornerstones as conditions for transforming education. IJAR—
International Journal of Action Research, 18(2), 7-8.
http://dx.doi.org/10.3224/ijar.v18i2.03

Eikeland, O. (2006). Phrénésis, Aristotle, and action research. International Journal of
Action Research, 2(1), 5-53. https://nbn-resolving.org/urn:nbn:de:0168-ssoar-
356898

Elder-Vass, D. (2011). The causal power of discourse. Journal for the Theory of Social
Behaviour, 41(2), 143-160. https://doi.org/10.1111/j.1468-5914.2010.00449.x

Elliott, J. (1978). What is action research in schools? Journal of Curriculum Studies,
10(4), 355—-357. https://doi.org/10.1080/0022027780100407

Elliott, J. (1993). What have we learned from action research in school-based
evaluation? Educational Action Research, 1(1), 175-186.
https://www.tandfonline.com/action/showCitFormats?doi=10.1080/09650799300
10110

Englund, H., Basler, J., & Meine, K. (2019). Using simulation to improve students’
proficiency in taking the sexual history of patients identifying as LGBTQ: A pilot
study. Clinical Simulation in Nursing, 37, 1-4.
https://doi.org/10.1016/J.ECNS.2019.07.007

Everly, B. A., & Schwarz, J. L. (2015). Predictors of the adoption of LGBT-friendly HR
policies. Human Resource Management, 54(2), 367-384.
https://doi.org/10.1002/hrm.21622

181


https://doi.org/10.1002/ajhb.23623
https://doi.org/10.1007/s10612-008-9055-7
https://doi.org/10.1089/lgbt.2015.0148
http://dx.doi.org/10.3224/ijar.v18i2.03
https://nbn-resolving.org/urn:nbn:de:0168-ssoar-356898
https://nbn-resolving.org/urn:nbn:de:0168-ssoar-356898
https://doi.org/10.1111/j.1468-5914.2010.00449.x
https://doi.org/10.1080/0022027780100407
https://www.tandfonline.com/action/showCitFormats?doi=10.1080/0965079930010110
https://www.tandfonline.com/action/showCitFormats?doi=10.1080/0965079930010110
https://doi.org/10.1016/J.ECNS.2019.07.007
https://doi.org/10.1002/hrm.21622

Fenaughty, J., Sutcliffe, K., Fleming, T., Ker, A., Lucassen, M., Greaves, L., & Clark, T.
(2021). A youth19 brief: Transgender and diverse gender students.

www.youth19.ac.nz

Fenway Institute, (2015, May 3). Improving Health Care for Transgender People.

https://www.lgbtgiahealtheducation.org/courses/improving-health-care-for-

transgender-people/

Ferkins, L. (2007). Sport governance: Developing strategic capability in national sport

organisations (Doctoral dissertation, Deakin University).

Finlay, L. (2008). Reflecting on ‘Reflective practice’. Practice-based Professional

Learning Paper 52, The Open University.Finlay, L., (2008) Reflecting on

reflective practice. PBPL paper 52 (open.ac.uk)

Fletcher, L., & Marvell, R. (2023). Furthering transgender inclusion in the workplace:
Advancing a new model of allyship intentions and perceptions. The International
Journal of Human Resource Management, 34(9), 1726-1756.:
https://doi.org/10.1080/09585192.2021.2023895

Foucault, M. (1969). L'archéologie du savoir (Vol. 1) (S. Smith, Trans). Pantheon

Books.
Foucault, M. (1977b). Discipline and punish: The birth of the prison. Tavistock
Foucault, M. (1997a). The politics of truth. Semiotext.

Fowler, K. G., Strang, J. F., Call, D., Morgan, C., Brandt, A., Buchanan, C., & Gomez-
Lobo, V. (2018). Healthcare experiences of transgender and gender diverse
youth: a qualitative analysis. Journal of Paediatric and Adolescent Gynaecology,
31(2), 182. https://doi.org/10.1016/J.JPAG.2018.02.059

Freire, P. (1970). Pedagogy of the oppressed (M.B. Ramos, Trans.). Continuum.
Freire, P. (1972). Education: domestication or liberation? Prospects, 2(2), 173—-181.
Freire, P. (1973). Education for critical consciousness (Vol. 1). Bloomsbury Publishing.
Freire, P. (2021). Education for critical consciousness. Bloomsbury Publishing.

Friesen, H. (2000). Phronesis, tradition, logos and context: A reading of Gadamer's
philosophical hermeneutics [Doctoral dissertation, Institute for Christian
Studies].

182


http://www.youth19.ac.nz/
https://www.lgbtqiahealtheducation.org/courses/improving-health-care-for-transgender-people/
https://www.lgbtqiahealtheducation.org/courses/improving-health-care-for-transgender-people/
https://oro.open.ac.uk/68945/1/Finlay-%282008%29-Reflecting-on-reflective-practice-PBPL-paper-52.pdf
https://oro.open.ac.uk/68945/1/Finlay-%282008%29-Reflecting-on-reflective-practice-PBPL-paper-52.pdf
https://doi.org/10.1080/09585192.2021.2023895
https://doi.org/10.1016/J.JPAG.2018.02.059

Frost, D. M., & Meyer, I. H. (2023). Minority stress theory: Application, critique, and
continued relevance. Current Opinion in Psychology, 101579.
https://psycnet.apa.org/doi/10.1016/j.copsyc.2023.101579

Gadamer, H. G. (1970). Language and understanding. Theory, Culture & Society,
23(1), 13-27. https://doi.org/10.1177/0263276406063226

Gadamer, H. G. (1975). Truth and method. Continuum Publishing Group

Gamble Blakey, A., & Treharne, G. J. (2019). Overcoming barriers to transgender
healthcare education in Aotearoa New Zealand. New Zealand Journal of
Educational Studies, 54(2), 357-366. https://doi.org/10.1007/s40841-019-
00143-2

Gandy-Guedes, M. E. (2018). The queer youth cultural competency (QYCC) scale:
Measuring competency in direct-care behavioural health workers. Journal of
Gay & Lesbian Social Services, 30(4), 356-373.
https://doi.org/10.1080/10538720.2018.1516171

Garcia-Acosta, J. M., Castro-Peraza, M. E., Arias Rodriguez, A., Perez-Canovas, M. L.,
Sosa-Alvarez, M. |., Llabrés-Solé, R., Perdomo-Hernandez, A. M., & Lorenzo-
Rocha, N. D. (2019). Impact of a formative program on transgender healthcare
for nursing students and health professionals. Quasi-experimental intervention
study. International Journal of Environmental Research and Public Health,
16(17). https://doi.org/10.3390/ijerph16173205

Garland, R., & Batty, M. L. (2021). Moving beyond the rhetoric of social justice in
nursing education: Practical guidance for nurse educators committed to anti-
racist pedagogical practice. Witness: The Canadian Journal of Critical Nursing
Discourse, 3(1), 17-30. http://dx.doi.org/10.25071/2291-5796.96

Gawith, L., & Abrams, P. (2006). Long journey to recovery for Kiwi consumers: Recent
developments in mental health policy and practice in New Zealand. Australian
Psychologist, 41(2), 140-148. https://doi.org/10.1080/00050060600657988

Gender Minorities Aotearoa (2020), December 24) Trans 101: glossary of trans words

and how to use them. https://genderminorities.com/glossary-transgender/

Gender Minorities Aotearoa. (n.d.) Being an ally 101. Retrieved April 23 2024. Be an

ally 101 - Gender Minorities Aotearoa

183


https://psycnet.apa.org/doi/10.1016/j.copsyc.2023.101579
https://doi.org/10.1177/0263276406063226
https://doi.org/10.1007/s40841-019-00143-2
https://doi.org/10.1007/s40841-019-00143-2
https://doi.org/10.1080/10538720.2018.1516171
https://doi.org/10.3390/ijerph16173205
http://dx.doi.org/10.25071/2291-5796.96
https://doi.org/10.1080/00050060600657988
https://genderminorities.com/glossary-transgender/
https://genderminorities.com/2021/04/17/be-an-ally-101/
https://genderminorities.com/2021/04/17/be-an-ally-101/

Gergen, K. J. (1989). Warranting voice and the elaboration of self. Texts of identity: 70-
81.https://www.researchgate.net/publication/232494080 Warranting voice and

the elaboration of the self

Gergen, K. J. (1996). Social psychology as social construction: The emerging vision. In
C. McGarty, C. & A. Haslam (Eds.), The message of social psychology:

perspectives on mind in society. Blackwell

Gergen, K. J., & Gergen, M. M. (2008). Social construction and research as action. In
Reason, P. & Bradbury H (Eds) The SAGE Handbook of Action Research:
Participative inquiry and practice. (pp. 159-171). Sage publications.

Gergen, K. J., & Gergen, M. M. (2014). Social Construction and Research as Action. In
Reason, P. & Bradbury H (Eds). The SAGE Handbook of Action Research:
Participative Inquiry and Practice. (pp 159-171). Sage publications.

Gergen, K. J., & Thatchenkery, T. J. (2004). Organization science as social
construction: Postmodern potentials. The Journal of Applied Behavioural
Science, 40(2), 228-249. https://doi.org/10.1177/0021886304263860

Gill, F. J., Leslie, G. D., Grech, C., Boldy, D., & Latour, J. M. (2015). Development of
Australian clinical practice outcome standards for graduates of critical care
nurse education. Journal of Clinical Nursing, 24(3-4), 486-499.
https://doi.org/10.1111/jocn.12631

Gilmore, B., Ndejjo, R., Tchetchia, A., de Claro, V., Mago, E., Lopes, C., &
Bhattacharyya, S. (2020). Community engagement for COVID-19 prevention
and control: a rapid evidence synthesis. BMJ global health, 5(10), e003188.

Community engagement for COVID-19 prevention and control: a rapid evidence

synthesis (bmj.com)

Giroux, H. (1983). Theories of reproduction and resistance in the new sociology of
education: A critical analysis. Harvard educational review, 53(3), 257-293.
https://psycnet.apa.org/doi/10.17763/haer.53.3.a67x4u3397682734

Giroux, H. A. (1997). Pedagogy and the politics of hope: Theory, culture, and schooling:
A critical reader. Westview Press.

Goh, J., Loh, E. (2019). Health systems and policy. In: Loh, E., Long, P., Spurgeon, P.
(eds) Textbook of medical administration and leadership. Springer, Singapore.
https://doi.org/10.1007/978-981-10-5454-9 5

184


https://www.researchgate.net/publication/232494080_Warranting_voice_and_the_elaboration_of_the_self
https://www.researchgate.net/publication/232494080_Warranting_voice_and_the_elaboration_of_the_self
https://doi.org/10.1177/0021886304263860
https://doi.org/10.1111/jocn.12631
https://gh.bmj.com/content/bmjgh/5/10/e003188.full.pdf
https://gh.bmj.com/content/bmjgh/5/10/e003188.full.pdf
https://psycnet.apa.org/doi/10.17763/haer.53.3.a67x4u33g7682734
https://doi.org/10.1007/978-981-10-5454-9_5

Gonzales, G., & Ehrenfeld, J. M. (2018). The association between state policy

environments and self-rated health disparities for sexual minorities in the United

States. International Journal of Environmental Research and Public Health,
15(6). https://doi.org/10.3390/ijerph15061136

Grant, J., Mottet, L., Tanis, J., Herman, J. L., Harrison, J., & Keisling, M. (2010).
National transgender discrimination survey report on health and health care.

National Center for Transgender Equality and the National Gay and Lesbian
Task Force.

Grubb, H., Hutcherson, H., Amiel, J., Bogart, J., & Laird, J. (2013). Cultural humility

with lesbian, gay, bisexual, and transgender populations: A novel curriculum in
LGBT health for clinical medical students. MedEdPORTAL.
https://doi.org/10.15766/MEP_2374-8265.9542

Gustavsen, B. (2008). Action research, practical challenges and the formation of

theory. Action research, 6(4), 421-437. https://.org/10.1177/1476750308094130

Habermas, J. (1987). The theory of communicative action: Lifeworld and system.
Boston: Beacon Press

Hafford-Letchfield, T., Simpson, P., Willis, P. B., & Almack, K. (2018). Developing
inclusive residential care for older lesbian, gay, bisexual and trans (LGBT)
people: An evaluation of the ‘Care Home Challenge’ action research project.

Health & social care in the community, 26(2), e312-e320.
https://doi.org/10.1111/hsc.12521

Haghiri-Vijeh, R., McCulloch, T., Atack, L., & Bedard, G. (2020). The impact of positive

space training on students’ communication with LGBTTQ+ communities.
Nursing Education Perspectives, 41(2), 115—116.

https://doi.org/10.1097/01.NEP.0000000000000474

Hairsine, K. (2018). International human rights law & sexual orientation & gender

identity. International Human Rights Law, 1. https://www.unfe.org/wp-

content/uploads/2018/10/International-Human-Rights-Law-English.pdf

He Ara Oranga. (2018). Report of the government inquiry into mental health and

addiction. He Ara Oranga : Report of the Government Inquiry into Mental Health
and Addiction | Mental Health and Addiction Inquiry

185


https://doi.org/10.3390/ijerph15061136
https://doi.org/10.15766/MEP_2374-8265.9542
http://dx.doi.org/10.1177/1476750308094130
https://doi.org/10.1111/hsc.12521
https://doi.org/10.1097/01.NEP.0000000000000474
https://www.unfe.org/wp-content/uploads/2018/10/International-Human-Rights-Law-English.pdf
https://www.unfe.org/wp-content/uploads/2018/10/International-Human-Rights-Law-English.pdf
https://www.mentalhealth.inquiry.govt.nz/inquiry-report/he-ara-oranga/
https://www.mentalhealth.inquiry.govt.nz/inquiry-report/he-ara-oranga/

Henriquez, N., Hyndman, K., & Chachula, K. (2019). It's complicated: Improving
undergraduate nursing students’ understanding family and care of LGBTQ older
adults. Journal of Family Nursing, 25(4), 506-532.
https://doi.org/10.1177/10748407 19864099

Herek, G. M., & McLemore, K. A. (2011). Attitudes toward lesbians and gay men
(ATLG) scale. In: Fisher, T., Davis C.M., Yarber W.L., & Davis S.L. (Eds),
Handbook of sexuality-related measures. (pp. 415-417). Oxford.

Heron, J., & Reason, P. (2008). Extending epistemology within a co-operative inquiry.
In Reason, P. & Bradbury H (Eds) The SAGE Handbook of Action Research:
Participative inquiry and practice. (pp. 366—380). Sage publications.

Hickerson, K., Hawkins, L. A., & Hoyt-Brennan, A. M. (2018). Sexual orientation/gender
identity cultural competence: A simulation pilot study. Clinical Simulation in
Nursing, 16, 2-5. https://doi.org/10.1016/j.ecns.2017.10.011

Hill, D. B., & Willoughby, B. L. B. (2005). The development and validation of the
‘Genderism and Transphobia Scale’. Sex Roles, 53(7), 531-544.
https://doi.org/10.1007/s11199-005-7140-x

Hollins, L. (2019). Working alongside people with lived experience (experts by
experience). Principles for ensuring respectful and fair co-working. A community
of practice resource. Restraint Reduction
Network.Co Working CoP_Guidelines 07 09 19 1-1.pdf

(restraintreductionnetwork.org)

Horsfall, J., Cleary, M., & Hunt, G. E. (2012). Developing a pedagogy for nursing
teaching—learning. Nurse Education Today, 32(8), 930-933.
https://doi.org/10.1016/j.nedt.2011.10.022

Howlett, H., Catte rick, M., Onukwugha, F. ., Roberts, H. V., Dyson, J., & Smith, L.
(2023). Reflections of experts by experience and research team members on
research and development about a sensitive issue that attracts stigma.
Research for All, 7(1). https://doi.org/10.14324/rfa.07.1.02

Human Rights Act (Parliament Council Office, 1993 [updated 2022]).
https://www.leqgislation.govt.nz/act/public/1993/0082/latest/DLM304212.html

Human Rights Commission [HRC]. (2008). To be who | am: Report of the Inquiry into
discrimination experienced by transgender people. 1-110.
https://www.hrc.co.nz/files/5714/2378/7661/15-Jan-2008 14-56-

48 HRC Transgender FINAL.pdf
186



https://doi.org/10.1177/1074840719864099
https://doi.org/10.1016/j.ecns.2017.10.011
https://doi.org/10.1007/s11199-005-7140-x
https://restraintreductionnetwork.org/wp-content/uploads/2019/11/Co_Working_CoP_Guidelines_07_09_19_1-1.pdf
https://restraintreductionnetwork.org/wp-content/uploads/2019/11/Co_Working_CoP_Guidelines_07_09_19_1-1.pdf
https://doi.org/10.1016/j.nedt.2011.10.022
https://doi.org/10.14324/rfa.07.1.02
https://www.hrc.co.nz/files/5714/2378/7661/15-Jan-2008_14-56-48_HRC_Transgender_FINAL.pdf
https://www.hrc.co.nz/files/5714/2378/7661/15-Jan-2008_14-56-48_HRC_Transgender_FINAL.pdf

Hung, L., Phinney, A., Chaudhury, H., Rodney, P., Tabamo, J., & Bohl, D. (2018).
Appreciative Inquiry: Bridging Research and Practice in a Hospital Setting.
International Journal of Qualitative Methods, 17(1).
https://doi.org/10.1177/1609406918769444

Hyde, Z., Doherty, M., Tilley, P. J. M., McCaul, K. A., Rooney, R., & Jancey, J. (2014).
The first Australian national trans mental health study: Summary of results.

https://policycommons.net/artifacts/1635954/the-first-australian-national-trans-
mental-health-study/2326287/

Indigenous Corporate Training Inc. (2008). What does indigenous knowledge mean? A

compilation of attributes [blog]. https://www.ictinc.ca/blog/what-does-indigenous-
knowledge-mean

InsideOut. (2022). Rainbow terminology: InsideOUT terminology handout.
InsideOUT Terminology Handout

International Council of Nursing (n.d). What we do: Global health. Retrieved, March 27
2024 from Global Health | ICN - International Council of Nurses

Jaffer, M., Ayad, J., Tungol, J. G., MacDonald, R., Dickey, N., & Venters, H. (2016).
Improving transgender healthcare in the New York City correctional system.
LGBT Health, 3(2), 116—121. https://doi.org/10.1089/Igbt.2015.0050

James, H., & Buffel, T. (2023). Co-research with older people: A systematic literature
review. Ageing & Society, 43(12), 2930-2956.

https://doi.org/10.1017/S0144686X21002014

Johansson, A. W., & Lindhult, E. (2008). Emancipation or workability: Critical versus

pragmatic scientific orientation in action research. Action Research, 6(1), 95—
115. https://doi.org/10.1177/1476750307083713

Johnson, B. (2023). Creating and sustaining LGBTQ+ inclusive communities of

practice in UK primary schools: An interpretative phenomenological analysis.
Journal of LGBT Youth, 20(3), 545-560.

https://doi.org/10.1080/19361653.2022.2032529

Kalsem, K., Martin, A., Lalonde, C., Boucher, L., Kendall, C., Marshall, Z., & Ha, V. S.
(2018). Anonymity, privacy, and confidentiality. In Banks, S., & Brydon-Miller, M.

(Eds.), Ethics in participatory research for health and social well-Being: cases
and commentaries (pp. 131-154). Routledge

187


https://doi.org/10.1177/1609406918769444
https://policycommons.net/artifacts/1635954/the-first-australian-national-trans-mental-health-study/2326287/
https://policycommons.net/artifacts/1635954/the-first-australian-national-trans-mental-health-study/2326287/
https://www.ictinc.ca/blog/what-does-indigenous-knowledge-mean
https://www.ictinc.ca/blog/what-does-indigenous-knowledge-mean
https://insideout.org.nz/wp-content/uploads/2022/08/InsideOUT-Rainbow-Terminology-July-2022.pdf
https://www.icn.ch/what-we-do/global-health#:~:text=ICN%20influences%20and%20informs%20the%20design%20and%20implementation,and%20regional%20level%20to%20promote%20health%20for%20all.
https://doi.org/10.1089/lgbt.2015.0050
https://doi.org/10.1017/S0144686X21002014
https://doi.org/10.1177/1476750307083713
https://doi.org/10.1080/19361653.2022.2032529

Kanamori, Y., Cornelius-White, J. H. D., Pegors, T. K., Daniel, T., & Hulgus, J. (2017).
Development and validation of the transgender attitudes and beliefs scale.
Archives of Sexual Behavior, 46(5), 1503—1515.
https://doi.org/10.1007/S10508-016-0840-1

Karlin, J., & Nickasch, B. (2022). Development and Implementation of LGBT
simulations with standardized patients in a primary care setting. Nurse
Educator, 47(2).

https://journals.lww.com/nurseeducatoronline/Fulltext/2022/03000/Development

and Implementation of LGBT Simulations.32.aspx

Keehn, M. G. (2015). “When you tell a personal story, | kind of perk up a little bit more”:
An examination of student learning from listening to personal stories in two
social diversity courses. Equity & Excellence in Education, 48(3), 373-391.
https://doi.org/10.1080/10665684.2015.1056712

Kellett, P., & Fitton, C. (2017). Supporting transvisibility and gender diversity in nursing
practice and education: embracing cultural safety. Nursing Inquiry, 24(1),
e12146. https://doi.org/10.1111/NIN.12146

Kemmis, S. (2006). Participatory action research and the public sphere. Educational
Action Research, 14(4), 459-476.
http://dx.doi.org/10.1080/09650790600975593

Kemmis, S. K., & McTaggart, R. M. (2014). The action research planner: Doing critical

participatory action research. Springer.

Kessler, S. J., & McKenna, W. (2006). Toward a theory of gender. The Transgender
Studies Reader, 165—-182.

Kline, C. C., Park, S. E., Godolphin, W. J., & Towle, A. (2020). Professional identity
formation: a role for patients as mentors. Academic Medicine, 95(10), 1578-
1586. https://doi.org/10.1097/acm.0000000000003561

Klotzbaugh, R. J., Ballout, S., & Spencer, G. (2020). Results and implications from a
gender minority health education module for advance practice nursing students.
Journal of the American Association of Nurse Practitioners, 32(4), 332-338.
https://doi.org/10.1097/jxx.0000000000000249

Knutson, D., Matsuno, E., Goldbach, C., Hashtpari, H., & Smith, N. G. (2022).
Advocating for transgender and nonbinary affirmative spaces in graduate
education. Higher Education, 83(2), 461-479.

http://dx.doi.org/10.31234/osf.io/hagwg
188



https://doi.org/10.1007/S10508-016-0840-1
https://journals.lww.com/nurseeducatoronline/Fulltext/2022/03000/Development_and_Implementation_of_LGBT_Simulations.32.aspx
https://journals.lww.com/nurseeducatoronline/Fulltext/2022/03000/Development_and_Implementation_of_LGBT_Simulations.32.aspx
https://doi.org/10.1080/10665684.2015.1056712
https://doi.org/10.1111/NIN.12146
http://dx.doi.org/10.1080/09650790600975593
https://doi.org/10.1097/acm.0000000000003561
https://doi.org/10.1097/jxx.0000000000000249
http://dx.doi.org/10.31234/osf.io/haqwg

Koch, A., Ritz, M., Morrow, A., Grier, K., & McMillian-Bohler, J. M. (2021). Role-play
simulation to teach nursing students how to provide culturally sensitive care to
transgender patients. Nurse Education in Practice, 5, 103123.
https://doi.org/10.1016/j.nepr.2021.103123

Kock, N. (2004). The three threats of action research: A discussion of methodological
antidotes in the context of an information systems study. Decision Support
Systems, 37(2), 265-286. https://doi.org/10.1016/S0167-9236(03)00022-8

Kolenick, P. (2021). Communicative space and the emancipatory interests of action
research. Action Research, 19(2), 129-145.
https://doi.org/10.1177/1476750317699461

Kroning, M. (2018). Lesbian, gay, bisexual, and transgender education in nursing.
Nurse Educator, 43(1), 41. https://doi.org//10.1097/NNE.0000000000000429

Krumsvik, R. (2012). Action research and ICT implementation. Research in
Comparative and International Education, 7(2), 209-225.
https://doi.org/10.2304/rcie.2012.7.2.209

Kuzma, E. K., Pardee, M., & Darling-Fisher, C. S. (2019). Lesbian, gay, bisexual, and
transgender health: Creating safe spaces and caring for patients with cultural
humility. Journal of the American Association of Nurse Practitioners, 31(3), 167—
174. https://doi.org/10.1097/JXX.0000000000000131

Ladwig, R. C. (2022). Proposing the safe and brave space for organisational
environment: including trans* and gender diverse employees in institutional
gender diversification. Gender in Management: An International Journal, 37(6),
751-762. https://doi.org/10.1108/GM-06-2020-0199

Legal, L. (2010). When health care isn’t caring: Lambda Legal’s survey of
discrimination against LGBT people and people with HIV. New York: Lambda
Legal, 1-26.

Levesque, P. (2015). Meeting the Needs of the Transgender Nursing Student. Nurse
Educator, 40(5), 244—248. https://doi.org/10.1097/NNE.0000000000000163

Levin, M., & Martin, A. W. (2007). The praxis of educating action researchers: The
possibilities and obstacles in higher education. Action Research, 5(3), 219-229.
https://doi.org/10.1177/1476750307081014

Lewin, K. (1946). Action Research and minority problems. Journal of Social Issues,
2(4), 34—46. https://doi.org/10.1111/j.1540-4560.1946.tb02295.x

189


https://doi.org/10.1016/j.nepr.2021.103123
https://doi.org/10.1016/S0167-9236(03)00022-8
https://doi.org/10.1177/1476750317699461
https://doi.org/10.1097/NNE.0000000000000429
https://doi.org/10.2304/rcie.2012.7.2.209
https://doi.org/10.1097/JXX.0000000000000131
https://doi.org/10.1108/GM-06-2020-0199
https://doi.org/10.1097/NNE.0000000000000163
https://doi.org/10.1177/1476750307081014
https://doi.org/10.1111/j.1540-4560.1946.tb02295.x

Lim, F. A., Brown Jr, D. v, & Kim, S. M. J. (2014). Addressing health care disparities in
the lesbian, gay, bisexual, and transgender population: A review of best
practices. AJN, The American Journal of Nursing, 114(6), 24—34.
https://doi.org/10.1097/01.naj.0000450423.89759.36

Lock, A., & Strong, T. (2010). Social constructionism: Sources and stirrings in theory

and practice. Cambridge University Press.

Logie, C. H., Dias, L. v, Jenkinson, J., Newman, P. A., MacKenzie, R. K., Mothopeng,
T., Madau, V., Ranotsi, A., Nhlengethwa, W., & Baral, S. D. (2019). Exploring
the potential of participatory theatre to reduce stigma and promote health equity
for lesbian, gay, bisexual, and transgender (LGBT) people in Swaziland and
Lesotho. Health Education & Behavior, 46(1), 146—156.
https://doi.org/10.1177/1090198118760682

Lorber, J. (1994). The social construction of gender. In Grusky, D. (2018), The
inequality reader: Contemporary and foundational readings in race, class, and
gender. Routledge. (pp. 318-326). http://dx.doi.org/10.4324/9780429494468-36

MacDonald, C. (2012). Understanding participatory action research: A qualitative
research methodology option. The Canadian Journal of Action Research, 13(2),
34-50. http://dx.doi.org/10.33524/cjar.v13i2.37

Macintosh, C. (2023). Boost to student placements' amazing'-but do we have enough

teachers? Kai Tiaki: Nursing New Zealand, 1-2.

MacNaughton, G. (2003). Shaping early childhood: Learners, curriculum and contexts.
McGraw-Hill Education (UK).

Mahdi, O. R., Nassar, I. A., & Almuslamani, H. A. I. (2020). The role of using case
studies method in improving students’ critical thinking skills in higher education.
International Journal of Higher Education, 9(2), 297-308.
https://doi.org/10.5430/ijhe.v9n2p297

Maher LM, Hayward B, Hayward P, Walsh C. Increasing patient engagement in
healthcare service design: a qualitative evaluation of a co-design programme in
New Zealand. Patient Experience Journal. 2017; 4(1):23-32.
https://doi.org/10.35680/2372-0247.1149.

Maley, B., & Gross, R. (2019). A writing assignment to address gaps in the nursing
curriculum regarding health issues of LGBT+ populations. Nursing Forum,
54(2), 198—-204. https://doi.org/10.1111/NUF.12315

190


https://doi.org/10.1097/01.naj.0000450423.89759.36
https://doi.org/10.1177/1090198118760682
http://dx.doi.org/10.4324/9780429494468-36
http://dx.doi.org/10.33524/cjar.v13i2.37
https://doi.org/10.5430/ijhe.v9n2p297
https://doi.org/10.35680/2372-0247.1149
https://doi.org/10.1111/NUF.12315

Manawatu Guardian. (2023. November 22). UCOL Te Pikenga and Te Whatu Ora
launch New Zealand'’s first Rainbow Nursing Scholarship. The New Zealand
Herald. UCOL Te Pukenga and Te Whatu Ora launch New Zealand’s first
Rainbow Nursing Scholarship - NZ Herald

Mark, S and P, Hagen (2020) Co-design in Aotearoa New Zealand: a snapshot of the

literature, Auckland Co-design Lab, Auckland Council. Co-design in Aotearoa

New Zealand: a snapshot of the literature - Knowledge Auckland

Martin, A., Celentano, J., Olezeski, C., Halloran, J., Penque, B., Aguilar, J., & Amsalem,
D. (2022). Collaborating with transgender youth to educate healthcare trainees
and professionals: randomized controlled trial of a didactic enhanced by brief
videos. BMC Public Health, 22(1), 1-11. https://doi.org/10.1186/s12889-022-
14791-5

Maruca, A. T., Diaz, D. A., Stockmann, C., & Gonzalez, L. (2018). Using simulation with
nursing students to promote affirmative practice toward the lesbian, gay,
bisexual, and transgender population: A multisite study. Nursing Education
Perspectives, 39(4), 225-229.
https://doi.org/10.1097/01.NEP.0000000000000302

McBride, M. (2015). What works to reduce prejudice and discrimination? A review of

the evidence [report]. Scottish Government. What works to reduce prejudice

and discrimination? - A review of the evidence - gov.scot (www.gov.scot)

McCann, E., Donohue, G., & Brown, M. (2021). Experiences and perceptions of trans
and gender non-binary people regarding their psychosocial support needs: A
systematic review of the qualitative research evidence. International Journal of
Environmental Research and Public Health, 18(7), 3403.
10.3390/ijerph18073403

McCave, E. L., Aptaker, D., Hartmann, K. D., & Zucconi, R. (2019). Promoting
affirmative transgender health care practice within hospitals: An IPE
standardized patient simulation for graduate health care learners.
MedEdPORTAL: The Journal of Teaching and Learning Resources, 15, 10861.
https://doi.org/10.15766/mep 2374-8265.10861

McDowell, A., & Bower, K. M. (2016). Transgender health Care for nurses: An
innovative approach to diversifying nursing curricula to address health
inequities. Journal of Nursing Education, 55(8), 476—479.
https://doi.org/10.3928/01484834-20160715-11

191


https://www.nzherald.co.nz/manawatu-guardian/news/ucol-te-pukenga-and-te-whatu-ora-launch-new-zealands-first-rainbow-nursing-scholarship/HN6NH5OATZHHND5RRUEFOYJZOA/
https://www.nzherald.co.nz/manawatu-guardian/news/ucol-te-pukenga-and-te-whatu-ora-launch-new-zealands-first-rainbow-nursing-scholarship/HN6NH5OATZHHND5RRUEFOYJZOA/
https://knowledgeauckland.org.nz/publications/co-design-in-aotearoa-new-zealand-a-snapshot-of-the-literature/
https://knowledgeauckland.org.nz/publications/co-design-in-aotearoa-new-zealand-a-snapshot-of-the-literature/
https://doi.org/10.1186/s12889-022-14791-5
https://doi.org/10.1186/s12889-022-14791-5
https://doi.org/10.1097/01.NEP.0000000000000302
https://www.gov.scot/publications/works-reduce-prejudice-discrimination-review-evidence/
https://www.gov.scot/publications/works-reduce-prejudice-discrimination-review-evidence/
https://www.mdpi.com/1660-4601/18/7/3403
https://doi.org/10.15766/mep_2374-8265.10861
https://doi.org/10.3928/01484834-20160715-11

McEwing, E. (2020). Delivering culturally competent care to the lesbian, gay, bisexual,
and transgender (LGBT) population: Education for nursing students. Nurse
Education Today, 94, 104573. https://doi.org/10.1016/j.nedt.2020.104573

McFadden, S. H., Frankowski, S., Flick, H., & Witten, T. M. (2013). Resilience and
multiple stigmatized identities: Lessons from transgender persons’ reflections
on aging. In J. D. Sinnott (Ed.), Positive psychology: Advances in understanding
adult motivation (pp. 247-267). http://dx.doi.org/10.1007/978-1-4614-7282-7_16

Mckendry, S., & Lawrence, M. (2019). Empowering leadership to support transgender
students and staff within higher education: What works to raise awareness and

effect change? Retrieved from: SDP-empowering-leadership-to-support-staff-

students-in-he.pdf (strath.ac.uk)

McNiel, P. L., & Elertson, K. M. (2018). Advocacy and awareness: Integrating LGBTQ
health education into the prelicensure curriculum. Journal of Nursing Education,
57(5), 312-314. https://doi-org.ezproxy.aut.ac.nz/10.3928/01484834-20180420-
12

Melrose, M. J. (2001). Maximizing the rigor of action research: why would you want to?
How could you? Field Methods, 13(2), 160-180.
https://doi.org/10.1177/1525822X0101300203

Merryfeather, L., & Bruce, A. (2014). The invisibility of gender diversity: Understanding
transgender and transsexuality in nursing literature. Nursing Forum, 49(2), 110—
123. https://doi.org/10.1111/nuf. 12061

Mertens, D. M. (2007). Transformative paradigm: Mixed methods and social justice.
Journal of Mixed Methods Research, 1(3), 212-225.
https://doi.org/10.1177/1558689807302811

Mertens, D. M. (2010). Philosophy in mixed methods teaching: The transformative
paradigm as illustration. International Journal of Multiple Research Approaches,
4(1), 9-18. https://doi.org/10.5172/mra.2010.4.1.009

Middleton, I., & Holden, F. A. (2017). Urological issues following gender reassignment
surgery. British Journal of Nursing, 26(18), S28-S33.
https://doi.org/10.12968/bjon.2017.26.18.s28

Miech, E. J., Rattray, N. A., Flanagan, M. E., Damschroder, L., Schmid, A. A., &
Damush, T. M. (2018). Inside help: An integrative review of champions in
healthcare-related implementation. SAGE Open Medicine, 6.

https://doi.org/10.1177/2050312118773261
192



https://doi.org/10.1016/j.nedt.2020.104573
http://dx.doi.org/10.1007/978-1-4614-7282-7_16
https://www.strath.ac.uk/media/ps/sees/wideningaccess/research/SDP-empowering-leadership-to-support-staff-students-in-he.pdf
https://www.strath.ac.uk/media/ps/sees/wideningaccess/research/SDP-empowering-leadership-to-support-staff-students-in-he.pdf
https://doi-org.ezproxy.aut.ac.nz/10.3928/01484834-20180420-12
https://doi-org.ezproxy.aut.ac.nz/10.3928/01484834-20180420-12
https://doi.org/10.1177/1525822X0101300203
https://doi.org/10.1111/nuf.12061
https://doi.org/10.1177/1558689807302811
https://doi.org/10.5172/mra.2010.4.1.009
https://doi.org/10.12968/bjon.2017.26.18.s28
https://doi.org/10.1177/2050312118773261

Ministry of Health. (1996). Health and Disability Commissioner: Code of Health and

Disability Services Consumers’ Rights,1-9. https://www.hdc.org.nz/your-

rights/about-the-code/code-of-health-and-disability-services-consumers-rights/

Ministry of Health. (2016). Health of the Health Workforce 2015. Wellington: Ministry of
Health. https://www.health.govt.nz/system/files/documents/publications/health-
of-health-workforce-2015-feb16 0.pdf

Ministry of Health (2020). Health and disability system review — final report. Health and
Disability System Review - Final Report | Ministry of Health NZ

Moran, R. J., Martin, R., & Ridley, S. (2024). “It helped me open my eyes”:
Incorporating lived experience perspectives in social work education. Affilia,
39(1), 78-93. https://doi.org/10.1177/08861099221107387

Morrison, T. G., Parriag, A. V., & Morrison, M. A. (1999). The psychometric properties of
the homonegativity scale. Journal of Homosexuality, 37(4), 111-126.
https://doi.org/10.1300/j082v37n04 07

Muckler, V. C., Leonard, R., & Cicero, E. C. (2019). Transgender simulation scenario
pilot project. Clinical simulation in nursing, 26, 44-48.
https://doi.org/10.1016/j.ecns.2018.10.007

Myers, C. R. (2020). Promoting population health: Nurse advocacy, policy making, and
use of media. Nursing Clinics, 55(1), 11-20.
https://doi.org/10.1016/j.cnur.2019.11.001

Nagoshi, J. L., Adams, K. A., Terrell, H. K., Hill, E. D., Brzuzy, S., & Nagoshi, C. T.
(2008). Gender differences in correlates of homophobia and transphobia. Sex
roles, 59, 521-531. http://dx.doi.org/10.1007/s11199-008-9458-7

Nagoshi, J. L., & Brzuzy, S. I. (2010). Transgender theory: Embodying research and
practice. Affilia, 25(4), 431-443. https://doi.org/10.1177/0886109910384068

National Ethics Advisory Committee. (2022). Research and Maori.

https://neac.health.govt.nz/national-ethical-standards/part-two/3-research-and-

maori/

Neville, S., Wrapson, W., Savila, F., Napier, S., Paterson, J., Dewes, O., Soon, H. N.
W., & Tautolo, E. S. (2022). Barriers to older Pacific peoples’ participation in the
health-care system in Aotearoa New Zealand. Journal of Primary Health Care,
14(2), 124—-129. https://doi.org/10.1071/HC21146

193


https://www.health.govt.nz/system/files/documents/publications/health-of-health-workforce-2015-feb16_0.pdf
https://www.health.govt.nz/system/files/documents/publications/health-of-health-workforce-2015-feb16_0.pdf
https://www.health.govt.nz/publication/health-and-disability-system-review-final-report
https://www.health.govt.nz/publication/health-and-disability-system-review-final-report
https://doi.org/10.1177/08861099221107387
https://doi.org/10.1300/j082v37n04_07
https://doi.org/10.1016/j.ecns.2018.10.007
https://doi.org/10.1016/j.cnur.2019.11.001
http://dx.doi.org/10.1007/s11199-008-9458-7
https://neac.health.govt.nz/national-ethical-standards/part-two/3-research-and-maori/
https://neac.health.govt.nz/national-ethical-standards/part-two/3-research-and-maori/
https://doi.org/10.1071/HC21146

New Zealand Nurses Organisation (2016). Position statement: Nursing and sexual and
gender diversity.
https://www.nzno.org.nz/Portals/O/publications/Position%20Statement%2020Nu
rsing%20and%20sexual%20and%20gender%20diversity, %20N2016.pdf

New Zealand Qualification Authority (n.d.). Qualification overview: Bachelor of Nursing.
Retrieved, January 1 2023.
https://www.nzga.govt.nz/nzgf/search/viewQualification.do?selectedltemKey=M
N4457

Newman, G. E., & Smith, R. K. (2016). Kinds of Authenticity. Philosophy Compass,
11(10), 609-618. https://doi.org/10.1111/phc3.12343

Newton, P., & Burgess, D. (2016). Exploring types of educational action research:
Implications for research validity. The Best Available Evidence: Decision Making
for Educational Improvement, 199 9, 33—-46. https://doi.org/10.1007/978-94-
6300-438-1 3

Nursing and Midwifery Council (2015) The Code: Professional Standards of Practice

and Behaviour for Nurses and Midwives. NMC, London

Nursing Council of New Zealand. (2011). Guidelines for cultural safety, the Treaty of
Waitangi and Maori health in nursing education and practice. Guidelines for

Cultural Safety (flippingbook.com)

Nursing Council of New Zealand (2021). RN education programme standards.

Retrieved, January 11 2023 Standards for programmes (nursingcouncil.org.nz)

Nursing Council of New Zealand. (2016). Competencies for registered nurses.

Standards and guidelines for nurses (nursingcouncil.org.nz)

Nursing Council of New Zealand. (2022a). Strategic plan, Mahere Rautaki. Retrieved,
August 27 2023. https://online.flippingbook.com/view/428423818/

Nursing Council of New Zealand. (2022b). Competencies for registered nurses.
Retrieved, January 11 2023.

https://www.nursingcouncil.org.nz/Public/Nursing/Standards and quidelines/NC

NZ/nursing-section/Standards and quidelines for nurses.aspx

Oermann, M. H., De Gagne, J. C., & Phillips, B. C. (2017). Teaching in nursing and role
of the educator: The complete guide to best practice in teaching, evaluation and

curriculum development. Springer.

194


https://www.nzno.org.nz/Portals/0/publications/Position%20Statement%2020Nursing%20and%20sexual%20and%20gender%20diversity,%20N2016.pdf
https://www.nzno.org.nz/Portals/0/publications/Position%20Statement%2020Nursing%20and%20sexual%20and%20gender%20diversity,%20N2016.pdf
https://www.nzqa.govt.nz/nzqf/search/viewQualification.do?selectedItemKey=MN4457
https://www.nzqa.govt.nz/nzqf/search/viewQualification.do?selectedItemKey=MN4457
https://doi.org/10.1111/phc3.12343
https://doi.org/10.1007/978-94-6300-438-1_3
https://doi.org/10.1007/978-94-6300-438-1_3
https://online.flippingbook.com/view/960779225/2/
https://online.flippingbook.com/view/960779225/2/
https://www.nursingcouncil.org.nz/Public/NCNZ/Education-section/Standards_for_programmes.aspx?hkey=52a51787-905a-481b-a4f7-4007742cbdbe
https://www.nursingcouncil.org.nz/Public/NCNZ/nursing-section/Standards_and_guidelines_for_nurses.aspx?hkey=9fc06ae7-a853-4d10-b5fe-992cd44ba3de
https://online.flippingbook.com/view/428423818/
https://www.nursingcouncil.org.nz/Public/Nursing/Standards_and_guidelines/NCNZ/nursing-section/Standards_and_guidelines_for_nurses.aspx
https://www.nursingcouncil.org.nz/Public/Nursing/Standards_and_guidelines/NCNZ/nursing-section/Standards_and_guidelines_for_nurses.aspx

O'Gorman, M. A. (2022). Impact of an Education Session on Nurse Practitioner
Attitudes and Knowledge in the Care of the Sexual and Gender Minority

Population. [Doctoral dissertation, Georgetown University].

Oliphant, J., Veale, J., MacDonald, J., Carroll, R., Johnson, R., Harte, M., Stephenson,
C., & Bullock, J. (2018). Guidelines for gender affirming healthcare for gender
diverse and transgender children, young people and adults in Aotearoa, New
Zealand. University of Waikato. Transgender Health Research Lab.
https://hdl.handle.net/10289/12160

Orange, C. (2023). Story: Te Tiriti o Waitangi — the Treatry of Waitangi. In Te Ara, the
Encyclopedia of New Zealand. Te Tiriti o Waitangi — the Treaty of Waitangi — Te

Ara Encyclopedia of New Zealand

Orgel H. (2017) Improving LGBT Cultural Competence in Nursing Students: An
Integrative Review. ABNF J. Winter; 28(1):14-18. PMID: 29873456

Ozkara San, E. (2020). The influence of the oncology-focused transgender-simulated
patient simulation on nursing students’ cultural competence development.
Nursing Forum, 55(4), 621-630. https://doi.org/10.1111/NUF.12478

Papps, E., & Ramsden, I. (1996). Cultural safety in nursing: The New Zealand
experience. International journal for quality in health care, 8(5), 491-497.
https://doi.org/10.1093/intghc/8.5.491

Paradiso, C., & Lally, R. M. (2018). Nurse practitioner knowledge, attitudes, and beliefs
when caring for transgender people. Transgender health, 3(1), 48-56.
https://doi.org/10.1089/trgh.2017.0048

Parliamentary Council Office. (1990). New Zealand Bill of Rights Act 1990. Retrieved
January 11 2023. New Zealand Bill of Rights Act 1990 No 109 (as at 30 August
2022), Public Act Contents — New Zealand Legislation

Parliamentary Council Office. (1993). Human rights act 1993. Retrieved January 11
2023.Human Rights Act 1993 No 82 (as at 01 December 2022), Public Act

Contents — New Zealand Legislation

Parnell, R. (2017). Transgender rights are human rights [blog]. Transgender Rights are

Human Rights | unfoundation.org

Pearce, R. (2018). Understanding trans health: Discourse, power and possibility. Policy

Press.

195


https://hdl.handle.net/10289/12160
https://teara.govt.nz/en/te-tiriti-o-waitangi-the-treaty-of-waitangi#:~:text=Te%20Tiriti%20o%20Waitangi%20%28in%20English%2C%20the%20Treaty,treaty%2C%20and%20breaches%20of%20it%2C%20have%20caused%20conflict.
https://teara.govt.nz/en/te-tiriti-o-waitangi-the-treaty-of-waitangi#:~:text=Te%20Tiriti%20o%20Waitangi%20%28in%20English%2C%20the%20Treaty,treaty%2C%20and%20breaches%20of%20it%2C%20have%20caused%20conflict.
https://doi.org/10.1111/NUF.12478
https://doi.org/10.1093/intqhc/8.5.491
https://doi.org/10.1089/trgh.2017.0048
https://legislation.govt.nz/act/public/1990/0109/latest/DLM224792.html
https://legislation.govt.nz/act/public/1990/0109/latest/DLM224792.html
https://www.legislation.govt.nz/act/public/1993/0082/latest/DLM304212.html
https://www.legislation.govt.nz/act/public/1993/0082/latest/DLM304212.html
https://unfoundation.org/blog/post/transgender-rights-are-human-rights/
https://unfoundation.org/blog/post/transgender-rights-are-human-rights/

Pettit, J. (2010). Learning to do Action Research for Social Change. International
Journal of Communication, 4, (8), 820-827.

https://www.researchgate.net/publication/283437938 Learning to do action re

search for social change

Phoenix, A., & Pattynama, P. (2006). Intersectionality. European Journal of Women's
Studies, 13(3), 187-192. https:// doi.org/10.1177/1350506806065751

Pitcher, C. F., & Browne, A. J. (2023). The potential influence of critical pedagogy on
nursing praxis: Tools for disrupting stigma and discrimination within the
profession. Nursing Inquiry, 30(4), e12573. https://doi.org/10.1111/nin. 12573

Pittiglio, L., & Lidtke, J. (2021). The use of simulation to enhance LGBTQ+ care
competencies of nursing students. Clinical Simulation in Nursing, 56, 133—136.
https://doi.org/10.1016/j.ecns.2021.04.010

Postelnik, T., Robertson, R., Jury, A., Kongs-Taylor, H., Hetrick, S., & Tuason, C.
(2021). Lived experience and clinical co-facilitation of a mental health literacy
programme: qualitative exploration of satisfaction and factors supporting
effective delivery. The Journal of Mental Health Training, Education and
Practice, 17(3), 288-303. https://doi.org/10.1108/jmhtep-06-2021-0057

Quinlan, A., & Carino, C. (2021). Implementing multi-method transgender education
into a baccalaureate nursing program. [Doctoral dissertation, Rutgers
University-School of Nursing-RBHS]. https://doi.org/10.7282/T3-49D5-SF26

Reason, P. & Torbert, W. (2001). The action turn: Toward a transformational social
science. Concepts and transformation, 6(1), 1-37.
https://doi.org/10.1075/CAT.6.1.02REA

Reason, P., & Bradbury, H. (2001). Handbook of action research: Participative inquiry

and practice. Sage.

Reid, P., Jones, R., & Curtis, E. (2018). Maori health and equity capability among
health professionals: From 'competence’ to 'safety’ [YouTube video]. Tomaiora
Aug 2018 Prof. Papaarangi Reid, Dr Rhys Jones, AP Elana Curtis

(youtube.com)

Reisner, S. L., Vetters, R., Leclerc, M., Zaslow, S., Wolfrum, S., Shumer, D., &
Mimiaga, M. J. (2015). Mental health of transgender youth in care at an

adolescent urban community health centre: A matched retrospective cohort
study. Journal of Adolescent Health, 56(3), 274-279.

https://doi.org/10.1016/j.jadohealth.2014.10.264
196



https://www.researchgate.net/publication/283437938_Learning_to_do_action_research_for_social_change
https://www.researchgate.net/publication/283437938_Learning_to_do_action_research_for_social_change
https://doi.org/10.1111/nin.12573
https://doi.org/10.1016/j.ecns.2021.04.010
https://doi.org/10.1108/jmhtep-06-2021-0057
https://doi.org/10.7282/T3-49D5-SF26
https://doi.org/10.1075/CAT.6.1.02REA
https://www.youtube.com/watch?v=S1U4a_BoB9U
https://www.youtube.com/watch?v=S1U4a_BoB9U
https://www.youtube.com/watch?v=S1U4a_BoB9U
https://doi.org/10.1016/j.jadohealth.2014.10.264

Richards, R. D., Emery, T., & France, L. (2020). Internationalisation of NZ Tertiary
Education: Supporting International Students’ Adjustments to Learner-Centred
Education. Teacher Education in Globalised Times: Local Responses in Action,
53-73. http://dx.doi.org/10.1007/978-981-15-4124-7 4

Richardson, S. (2004). Aoteaoroa/New Zealand nursing: From eugenics to cultural
safety. Nursing Inquiry, 11(1), 35—42. htips://doi.org/10.1111/j.1440-
1800.2004.00195.x

Ridgeway, C. L. (2009). Framed before we know it: How gender shapes social
relations. Gender and Society, 23(2), 145-160.
https://doi.org/10.1177/0891243208330313

Riggle, E.D., Rostosky, S.S., McCants, L.E., & Pascale-Hague, D. (2011). The positive
aspects of a transgender self-identification. Psychology & Sexuality, 2, 147 -
158. https://doi.org/10.1080/19419899.2010.534490

Riley, J. B. (2015). Communication in nursing. Elsevier Health Sciences

Roberts, T. K., & Fantz, C. R. (2014). Barriers to quality health care for the transgender
population. Clinical Biochemistry, 47(10—11), 983—-987.
https://doi.org/10.1016/].clinbiochem.2014.02.009

Rodriguez, C. (2022). Increasing lesbian, gay, bisexual, transgender, and queer
(LGBTQ) cultural competence among Bachelor of Science in Nursing. (BSN)
students: An educational simulation intervention (ESI). [Doctor of Nursing
Practice (DNP) Translational and Clinical Research Projects].
https://kb.gcsu.edu/dnp/62

Roen, K. (2001).Transgender theory and embodiment: The risk of racial
marginalization. In S. Stryker & S. Whittle (Eds.).(2013).The transgender
studies reader (pp. 656-665).Routledge.

Rogers, A., Rebbe, R., Gardella, C., Worlein, M., & Chamberlin, M. (2013). Older LGBT
adult training panels: An opportunity to educate about issues faced by the older
LGBT community. Journal of gerontological social work, 56(7), 580-595.
https://doi.org/10.1080/01634372.2013.811710

Romaioli, D., & McNamee, S. (2021). (Mis) constructing social construction: Answering
the critiques. Theory and Psychology, 31(3), 315-334.
https://doi.org/10.1177/0959354 320967757

197


http://dx.doi.org/10.1007/978-981-15-4124-7_4
https://doi.org/10.1111/j.1440-1800.2004.00195.x
https://doi.org/10.1111/j.1440-1800.2004.00195.x
https://doi.org/10.1177/0891243208330313
https://doi.org/10.1080/19419899.2010.534490
https://doi.org/10.1016/j.clinbiochem.2014.02.009
https://kb.gcsu.edu/dnp/62
https://doi.org/10.1080/01634372.2013.811710
https://doi.org/10.1177/0959354320967757

Romm, N. R. A. (2015). Reviewing the transformative paradigm: A critical systemic and
relational (indigenous) lens. Systemic Practice and Action Research, 28(5),
411-427. https://doi.org/10.1007/s11213-015-9344-5

Roosevelt, L. K., Pietzmeier, S., & Reed, R. (2021). Clinically and culturally competent
care for transgender and nonbinary people: A challenge to providers of perinatal
care. The Journal of perinatal & neonatal nursing, 35(2), 142-149.
https://doi.org/10.1097/jpn.0000000000000560

Rowniak, S., & Ong-Flaherty, C. (2015). Promoting transgender understanding and
acceptance at a Jesuit university. Nursing and Health Professions Faculty

Research and Publications. https://repository.usfca.edu/nursing fac/89

Rowniak, S., & Selix, N. (2016). Preparing nurse practitioners for competence in
providing sexual health care. Journal of the Association of Nurses in AIDS Care,
27(3), 355-361. https://doi.org/10.1016/j.jana.2015.11.010

Ruud, M. N., Demma, J. M., Woll, A., Miller, J. M., Hoffman, S., & Avery, M. D. (2021).
Health history skills for Interprofessional learners in transgender and nonbinary
populations. Journal of Midwifery and Women’s Health, 1-9.
https://doi.org/10.1111/jmwh.13278

Ryan, C. L., Cant, R., McAllister, M. M., Vanderburg, R., & Batty, C. (2022).
Transformative learning theory applications in health professional and nursing
education: An umbrella review. Nurse Education Today, 119, 105604.
https://doi.org/10.1016/j.nedt.2022.105604

Saini, S., MacDonald, J., Clunie, M., Slark, J., Prebble, K., Paton, N., Hodgson, K., &
Anderson, N. E. (2022). Embedding LGBTQI+ competency into nursing
education: Formative evaluation of an interdisciplinary project. Nurse Education
Today, 119. https://doi.org/10.1016/j.nedt.2022.105546

Sandars, J., & Murdoch-Eaton, D. (2017). Appreciative inquiry in medical education.
Medical Teacher, 39(2), 123-127.
https://doi.org/10.1080/0142159X.2017.1245852

Schiavo, R. (2021). Looking at 2021: key action areas to center equity issues in health
communication research, policy, and practice during COVID-19 response and
recovery. Journal of Communication in Healthcare, 14(1), 1-4.
https://doi.org/10.1080/17538068.2021.1878750

Schmidt, J. (2011). Gender diversity. Te Ara — the encyclopaedia of New Zealand.

Retrieved, January 11 2023. https://teara.govt.nz/en/gender-diversity
198



https://doi.org/10.1007/s11213-015-9344-5
https://doi.org/10.1097/jpn.0000000000000560
https://repository.usfca.edu/nursing_fac/89
https://doi.org/10.1016/j.jana.2015.11.010
https://doi.org/10.1111/jmwh.13278
https://doi.org/10.1016/j.nedt.2022.105604
https://doi.org/10.1016/j.nedt.2022.105546
https://doi.org/10.1080/0142159X.2017.1245852
https://doi.org/10.1080/17538068.2021.1878750
https://teara.govt.nz/en/gender-diversity

Schon, D. A. (1983). The reflective practitioner: How professionals think in action.

Routledge. book49 (open.ac.uk)

Schitz, A. (1944). The stranger: An essay in social psychology. American journal of
Sociology, 49(6), 499-507. https://psycnet.apa.org/doi/10.1086/219472

Schitz, A. (1962). Common-sense and scientific interpretation of human action.

Philosophy and Phenomenological Research, 14, 1-37. Common-Sense and

Scientific Interpretation of Human Action | SpringerLink

Schwartz, B. (2011). Practical wisdom and organizations. Research in Organizational
Behaviour. 31, 3-23. doi:10.1016/j.riob.2011.09.001 (swarthmore.edu)

Scott, S. M., & Scott, P. A. (2021). Nursing, advocacy and public policy. Nursing ethics,
28(5), 723-733.Nursing, advocacy and public policy - Shane Matthew Scott, P
Anne Scott, 2021 (sagepub.com)

Serin, H. (2018). A comparison of teacher-centered and student-centered approaches
in educational settings. International Journal of Social Sciences & Educational
Studies, 5(1), 164-167. International Journal of Social Sciences & Educational
Studies ISSN 2520-0968 (Online), ISSN 2409-1294 (Print), September 2018,
Vol.5, No.1 (tiu.edu.iq)

Shaw, S., Atkins, D., Hoskyn, K., Stretton, T., & Hamer, H. (2023). Enabling action: Re-
envisaging education of health professionals in Aotearoa New Zealand. Policy
Futures in Education. Sage publications.
https://doi.org/10.1177/14782103231176363

Sherman, A. D. F., McDowell, A., Clark, K. D., Balthazar, M., Klepper, M., & Bower, K.
(2021). Transgender and gender diverse health education for future nurses:
Students’ knowledge and attitudes. Nurse Education Today, 97, 104690.
https://doi.org/10.1016/j.nedt.2020.104690

Shires, D. A., & Jaffee, K. (2015). Factors associated with health care discrimination
experiences among a national sample of female-to-male transgender
individuals. Health and Social Work, 40(2), 134—141.
https://doi.org/10.1093/hsw/hlv025

Smith, S. D., Rowan, N. L., Arms, T. E., Hohn, K. L., & Galbraith, C. S. (2021). An
interdisciplinary approach to enhancing health knowledge and cultural
awareness with LGBT older adults. Educational Gerontology, 47(2), 79-85.
https://doi.org/10.1080/03601277.2021.1876584

199


https://studenthublive.open.ac.uk/sites/studenthublive.open.ac.uk/files/reflective%20practitioner%20-%20schon.pdf
https://psycnet.apa.org/doi/10.1086/219472
https://link.springer.com/chapter/10.1007/978-94-010-2851-6_1
https://link.springer.com/chapter/10.1007/978-94-010-2851-6_1
https://www.swarthmore.edu/sites/default/files/assets/documents/user_profiles/bschwar1/Schwartz%20ROB.2011-PracWisOrganizations.pdf
https://journals.sagepub.com/doi/abs/10.1177/0969733020961823
https://journals.sagepub.com/doi/abs/10.1177/0969733020961823
https://eprints.tiu.edu.iq/80/1/ijsses.v5i1p164.pdf
https://eprints.tiu.edu.iq/80/1/ijsses.v5i1p164.pdf
https://eprints.tiu.edu.iq/80/1/ijsses.v5i1p164.pdf
https://doi.org/10.1177/14782103231176363
https://doi.org/10.1016/j.nedt.2020.104690
https://doi.org/10.1093/hsw/hlv025
https://doi.org/10.1080/03601277.2021.1876584

Statistics New Zealand (2015). Statistical standard for gender identity.
https://unstats.un.org/unsd/classifications/expertgroup/egm2017/ac340-22.PDF

Stats NZ (2021). Gender, sex, variations of sex characteristics, and sexual identity.

Gender, sex, variations of sex characteristics, and sexual identity | Stats NZ

Stats NZ (2023). 2023 census: Final content report.

https://www.stats.govt.nz/reports/2023-census-final-content-report.

Steinmetz, K. (2014). The transgender tipping point. Time Magazine, 183(22), 38-46.
The Transgender Tipping Point | TIME

Sternberg, R. J., Forsythe, G. B., Hedlund, J., Horvath, J. A., Wagner, R. K., Williams,
W. M., Snook, S. A., & Grigorenko, E. (2000). Practical intelligence in everyday

life. Cambridge University Press.

Stockmann, C., & Diaz, D. A. (2017). Students’ perceptions of the psychological well-
being of a transgender client through simulation. Journal of Nursing Education,
56(12), 741-744. https://doi.org/10.3928/01484834-20171120-07

Strong, K. L., & Folse, V. N. (2015). Assessing undergraduate nursing students’
knowledge, attitudes, and cultural competence in caring for lesbian, gay,
bisexual, and transgender patients. Journal of Nursing Education, 54(1), 45-49.
https://doi.org/10.3928/01484834-20141224-07

Tan, K. K,, Ellis, S. J., Schmidt, J. M., Byrne, J. L., & Veale, J. F. (2020). Mental health
inequities among transgender people in Aotearoa New Zealand: Findings from
the ‘Counting Ourselves Survey’. International journal of environmental
research and public health, 17(8), 2862. https://doi.org/10.3390/ijerph17082862

Tan, K. K., Treharne, G. J., Ellis, S. J., Schmidt, J. M., & Veale, J. F. (2019). Gender
minority stress: A critical review. Journal of homosexuality.
https://doi.org/10.1080/00918369.2019.1591789

Tartavoulle, T., & Landry, J. (2021). Educating nursing students about delivering
culturally sensitive care to lesbian, gay, bisexual, transgender,
questioning/queer, intersex, plus patients: The impact of an advocacy program
on knowledge and attitudes. Nursing Education Perspectives, 42(4), E15-E19.
https://doi.org/10.1097/01.NEP.0000000000000819

Te ara Maori dictionary. (2024). Te Aka Maori Dictionary (maoridictionary.co.nz)

200


https://unstats.un.org/unsd/classifications/expertgroup/egm2017/ac340-22.PDF
https://www.stats.govt.nz/reports/gender-sex-variations-of-sex-characteristics-and-sexual-identity
https://www.stats.govt.nz/reports/2023-census-final-content-report
https://time.com/135480/transgender-tipping-point/
https://doi.org/10.3928/01484834-20171120-07
https://doi.org/10.3928/01484834-20141224-07
https://doi.org/10.3390/ijerph17082862
https://doi.org/10.1080/00918369.2019.1591789
https://doi.org/10.1097/01.NEP.0000000000000819
https://maoridictionary.co.nz/

Te Tahd Hauora, Health Quality and Safety Commission. (2024). Communicating

effectively with older people and their family/whanau. Health Quality & Safety

Commission | Te Tahd Hauora Health Quality & Safety Commission

(hgsc.govt.nz)

Terry, G., Hayfield, N., Clarke, V., & Braun, V. (2017). Thematic analysis. The Sage
Handbook of Qualitative Research in Psychology, 2, 17-37.

Testa, R. J., Habarth, J., Peta, J., Balsam, K., & Bockting, W. (2015). Development of
the gender minority stress and resilience measure. Psychology of sexual

orientation and gender diversity, 2(1), 65. Development of the Gender Minority

Stress and Resilience Measure. (apa.orq)

Thurber, A., Collins, L., Greer, M., McKnight, D., & Thompson, D. (2020). Resident
experts: The potential of critical participatory action research to inform public
housing research and practice. Action Research, 18(4), 414-432.
https://doi.org/10.1177/1476750317725799

Tiakiwai, S. J. (2001). Maori participation in higher education: Tainui graduates from the
University of Waikato, 1992 to 1997 (Doctoral dissertation, The University of

Waikato). DSpace (waikato.ac.nz)

Tipene-Matua, B., Phillips, H., Cram, F., Parsons, M. & Taupo, K. (2009). Old ways of
having new conversations: Basing qualitative research within Tikanga M&ori.
Auckland: Katoa Ltd.

Tsimane, T. A., & Downing, C. (2020). Transformative learning in nursing education: A
concept analysis. International journal of nursing sciences, 7(1), 91-98.
https://doi.org/10.1016/].ijnss.2019.12.006

Urbanoski, K., Pauly, B., Inglis, D., Cameron, F., Haddad, T., Phillips, J., ... & Wallace,
B. (2020). Defining culturally safe primary care for people who use substances:
a participatory concept mapping study. BMC health services research, 20, 1-12.
https://doi.org/10.1186/s12913-020-05915-x

Vanassche, E. (2023). Talking to learn: Patterns of discursive interaction in post-lesson
debriefs. Teaching and Teacher Education, 133.
https://www.sciencedirect.com/science/article/abs/pii/S0742051X23002895

Vance, S. R., Deutsch, M. B., Rosenthal, S. M., & Buckelew, S. M. (2017). Enhancing
paediatric trainees’ and students’ knowledge in providing care to transgender
youth. Journal of Adolescent Health, 60(4), 425-430.

https://doi.org/10.1016/J.JADOHEALTH.2016.11.020
201



https://www.hqsc.govt.nz/
https://www.hqsc.govt.nz/
https://www.hqsc.govt.nz/
https://psycnet.apa.org/record/2014-57149-001
https://psycnet.apa.org/record/2014-57149-001
https://doi.org/10.1177/1476750317725799
https://researchcommons.waikato.ac.nz/bitstream/handle/10289/14445/thesis.pdf?sequence=1&isAllowed=y
https://doi.org/10.1016/j.ijnss.2019.12.006
https://doi.org/10.1186/s12913-020-05915-x
https://www.sciencedirect.com/science/article/abs/pii/S0742051X23002895
https://doi.org/10.1016/J.JADOHEALTH.2016.11.020

Walker, C. A. (2015). Social Constructionism and Qualitative research. Journal of

Theory Construction & Testing, 19(2), 37-38. Social Constructionism and

Qualitative Research - ProQuest

Walker, M., & Loots, S. (2018). Transformative change in higher education through
participatory action research: a capabilities analysis. Educational Action
Research, 26(1), 166—181. https://doi.org/10.1080/09650792.2017.1286605

Warnke, G. (2005). Race, gender, and anti-essentialist politics. Signs, 37(1), 93-116.
https://doi.org/10.1086/431373

Warrington, C. (2020). Creating a Safe Space: Ideas for the development of
participatory group work to address sexual violence with young people.
University of Bedfordshire.final-

uob ovtoo creatingsafespaces toolkit pages.pdf (openrepository.com)

Waxman, K. T., Rowniak, S., Donovan, J. B. L., & Selix, N. (2020). Using simulation to
provide culturally competent care to transgender and gender nonconforming
patients. Clinical Simulation in Nursing, 47, 48-51.
https://doi.org/10.1016/j.ecns.2020.06.015

Whitney, C., Greene, M. Z., & Dudek, A. (2020). Getting it right after getting it wrong:
Using the AQUERY tool in conversation with transgender nursing students.
Nurse Education Today, 94, 104560. https://doi.org/10.1016/j.nedt.2020.104560

Wicks, P. G., & Reason, P. (2009). Initiating action research: Challenges and
paradoxes of opening communicative space. Action research, 7(3), 243-262.
https://doi.org/10.1177/1476750309336715

Wiggins D. (2012). Practical knowledge: Knowing how to and knowing
that. Mind, 121(481), 97-130. https://www.jstor.org/stable/23321752

Winter, S., Diamond, M., Green, J., Karasic, D., Reed, T., Whittle, S., & Wylie, K.
(2016). Transgender people: health at the margins of society. The Lancet,
388(10042), 390—400. https://doi.org/10.1016/s0140-6736(16)00683-8

Wood, K., Giannopoulos, V., Louie, E., Balillie, A., Uribe, G., Lee, K. S., Haber, P. S., &
Morley, K. C. (2020). The role of clinical champions in facilitating the use of
evidence-based practice in drug and alcohol and mental health settings: A
systematic review. Implementation Research and Practice, 1.
https://doi.org/10.1177/2633489520959072

202


https://www.proquest.com/docview/1801609087?sourcetype=Scholarly%20Journals
https://www.proquest.com/docview/1801609087?sourcetype=Scholarly%20Journals
https://doi.org/10.1080/09650792.2017.1286605
https://doi.org/10.1086/431373
https://uobrep.openrepository.com/bitstream/handle/10547/624916/final-uob_ovtoo_creatingsafespaces_toolkit_pages.pdf?sequence=2
https://uobrep.openrepository.com/bitstream/handle/10547/624916/final-uob_ovtoo_creatingsafespaces_toolkit_pages.pdf?sequence=2
https://doi.org/10.1016/j.ecns.2020.06.015
https://doi.org/10.1016/j.nedt.2020.104560
https://doi.org/10.1177/1476750309336715
https://www.jstor.org/stable/23321752
https://doi.org/10.1016/s0140-6736(16)00683-8
https://doi.org/10.1177/2633489520959072

Woolf, S. H., Zimmerman, E., Haley, A., & Krist, A. H. (2016). Authentic engagement of
patients and communities can transform research, practice, and policy. Health
Affairs, 35(4), 590-594.10.1377/hlthaff.2015.1512

Wynn, E., Delbridge, R., Palermo, C., & Wilson, A. (2023). The role of communities of
practice in improving practice in Indigenous health and education settings: A
systematic review. Focus on Health Professional Education: A Multi-disciplinary
Journal, 24(2), 1-26. https://doi.org/10.11157/fohpe.v24i2.589

Yingling, C. T., Cotler, K., & Hughes, T. L. (2017). Building nurses’ capacity to address
health inequities: incorporating lesbian, gay, bisexual and transgender health
content in a family nurse practitioner programme. Journal of Clinical Nursing,
26(17-18), 2807-2817. https://doi.org/10.1111/jocn.13707

Ziegler, E., Luctkar-Flude, M., Carroll, B., Tyerman, J., Chumbley, L., & Shortall, C.
(2021). Development of an online educational toolkit for sexual orientation and
gender identity minority nursing care. Revista Latino-Americana de
Enfermagem, 29. https://doi.org/10.1590/1518-8345.4712.3470

203


https://doi.org/10.1377%2Fhlthaff.2015.1512
https://doi.org/10.11157/fohpe.v24i2.589
https://doi.org/10.1111/jocn.13707
https://doi.org/10.1590/1518-8345.4712.3470

Appendices
Appendix 1 AUT Ethics Committee Approval

Tl“.'ul!«ﬂ-l .ﬂlﬂml
Auckland University of Technology Ethics Committee (AUTEC) e T T
Mapechd wrvel Usiwer ity of Tachnal agy

DB, Pt B SO006, A ke 2147, KD

T: 464 S 921 9090 ant. 2316

E: inhicsltint e g
AR B e 1B Tk rehinides

5 Mevembar 2019

Katie Palmer du Preez

Faculty of Health and Ervironmental Scie noes

D Katie

R Ethics Application: 19366 Enhancing nurse education to support the provision of quality of cane for gender diverse
peopls

Thank you for providing evidencs as requestad, which satisfies the points raised by the Auckiand University of Technalogy
Ethics Cammittes (AUTEC)

Your ethics application has been appraved in stages for three years until 29 Octaber 2022,
This appraval is far the initial Action Graup stage of the study. Mo participants may be recruited, and no data collected far the

interviews, foous groups, action impl dan and luation stages af the study befare full information abaut each stags
has been submitted to and appraved by UTEC

Standard Conditions of Approval

1. The research is to be undertaken in accordance with the Auckland University of Technalogy Code of Conduct far
Research and as appraved by AUTEC in this application.
. Aprogress repart is due by an the anniversary of the app | dates, usimg the EAZ form.

3, Afinal report & due at the expiration of the appraval periad, or, upon completion of praject, using the CA3 form,

4. Any amendments to the project must ks appraved by AUTEC prior to being implemented.  Amendments can ba
resquested using the A2 farm.

5. Amy serious or unexpected adverse svents must be reported to AUTEC Secretariat as & matter of priority.

6. Ay unfareseen events that might affect continued ethical acceptahility of the project should alse be reported ta the
ALTEC Secretariat as & matter of priority.

7. Itis your responsibility to ensure that the spelling and grammar of documents being provided to participants or
external organisations is of a high standard.

AUTEC grants athical approval anly. You are resparsible far sbtsining managemsnt approval for access for yaur ressarch fram
any instiution or ocrganisation at which your research is being conducted. When the research is undertaken outside New
Lealand, you nesd to mest all ethical, kegal, and locality chligations or requirements for those jurisdictions.

Please quots the application number and title on all future correspondence related to this praject.
Far anmy enquiries please contact ethiss@autacn: The Forms mentioned above are availsble onfine  through

hitp:f e aut. s n, richet hies
Yours sinceredy,
v
|
Kate OrCannar

Executivs Manager
Auchland University of Technology Ethics Committes
[+ Lol s g Oana Aot ing Stephien Nl b

204



Appendix 2 Health and Disability Ethics Committee

™ Health Health and Dizability Ethicz Commitiees
amd NrksTy o Heai
123 Kl i Shmad
b Disability FoEme3
Ethics Theiingion
[ ciph
@ Committees e
sfefTrohprine
15 May 2019
M5 Trish Morisan

Auckiand Institute of Technology
trmarcniucol.esc.ne

Diear {5 Morisan,

Study fifle:  How can nurse educalion support the pravisian of quality care for gender
diverse patients

Thank you for emailing JRLER 2 completed scope of review fom on 14 May 2019, The
Secretariat has assessed the information provided in yaur farm and supporting
dacuments against the Standard Operating Procedures,

Yaur study will nat require submis=ian ba JREG &%, g0 the basis af the infomatian yau
have submitied, il does not appear 19 be within the scope of BREG review. This scope is
descrbied in seclion ihree of the Slandard Operating Procaduras for Health and Disability
Ethics Cammitteas.

An abservational sfudy requires HOEG review only if the siudy involves mone than
minimal risk (that is, potental participants could reasonably be expacied o regard the
prabability and magnitude of possible hams resulting fraom their participation in the study
to be greater than those encountered in thase aspects of their everpday B2 1hat relate 1o
the shudy).

For the avsidancs af daubl, an observational study always imohees mone than minimal
rick if it invalves ane or maee af the ollsing:
= one or mone parlicipants who wil nat have given informed consent 1o participabe,
or
= one or mone participants who ane vulnarable (that i, who hase resincled
capabilty to make indeperdent decisions about their paricipation in the study), or
= slandard treatment being withheld from one or mare participants, or
= the storage, prasarigiian or use of human tissue without consent, or
= the disclosure of health informatian withou? guiboosaing

If you con=sider that our advice an yaur praject being out of scope i= inesereet plesse
confacl us as soon as possible giving reasons for this.

This letter does no? canstitube ethical appraval or endorsement for the activity described
in vour aeplication bup may be used as evidence that BREG review iz nat required far it

Please mote, your lacality may have additional ethical review policies, please chieck with
vour lacality. If yvaur study invalves a DHE, yvau must contact the DHE's research offics
befare yau begin. If your study ineolves a university or polybechmic, you must contact is
inslitutional athics committes bedors you begin.

Plaase don't hesitaba b contacs ws far furtber nfarmatian.,

Lt =i Soope - G e pl ae s miamen Fegalefl

205



Waurs sincersly,

Josl Tyrie

Azsistant Advisar

Health ard Dizability Ethics Cammitteas
hdessi@mah.pout.nz

206



Appendix 3 Universal College of Learning Approval

13 September 2019

Trish Morizon
Health and Science
UCOL Wairarapa Campus

Dear Trish,

RE: Enhancing nurse education to support the provision of quality care for gender
diverse people.

The UCOL Research and Ethics Sub-committee have completed their review of your
research application, including your request fo both recruit subjects through WCOL and
undertake thiz research at WCOL. | have the pleasure to Inform you the above project has
been approved, subject to receiving ethical approval from Auckland University of
Techmology {AUT).

We wish you all the best for your project, and if you have any guestinns please do not
hesitate to contact me.

Yours sincerely,

Wz’ﬁ\

Dean Rankin
Chair- Research and Knowledge Transfer Commities
UCoL

sncjUing i ucal.&c.nz J www seolac.nz | Privale Bag 11022, Palmension Marth, Mew Zeatand ok B&Hﬁi
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Appendix 4 AUT Ethics Committee Amendments Approval

T WAKARG & RO
0 TR i ALY

Auckland University of Technology Ethics Committee [AUTEC)

Ackland Lisdears ity of Technolagy

D-88, Frivate Bag 90006, Aucklond 1142, HZ
T: #6564 % 911 909 exr. B316

E: R L. e

L. it i et

15 April 2020

Katie Palmer du Preez
Faculty of Health and Environmental Sciences

Dear Katie
Re: Ethics Application: 19366 Enhancing nurse education to support the provision of quality of care for gender
diverse people
Thank you far your reguest for approval of amendments to your ethics application.
The amendment ta the data collection protocol (online platform| & approved.
Hon-Standard Conditions of Appraoval
1. Update the Executive Secretary to Dr Carina Mearas

Man-standard conditions must be completed befare e ncing yaur study. Non-standard conditions do not need to
be submitted to or reviewed by AUTEC befare commencing yaur study.

| remind yau of the Standard Conditions of Approval.

1. The research is to be undertaken in accordancs with the Auckland University of Technology Code aof Conduct
for Ressarch and as approved by AUTEC in this application,

2. Apragress report is due annually on the anniversary of the approval date, wsing the A2 form.

3. Afinal report is dus at the sxpiration of the approval pariad, or, upan completion of praject, using the EA3
Ferm.

4. Any amendments b the project must be approved by AUTEC prior ta being implemented. Amendments can
be requested using the EA2 form.

5. Any seriout or unexpected adverse avents must be reparted to AUTEC Secretariat as & matter of priority.

6. Any unforeseen events that might affect cantinued ethical acceptability of the praject should also be reparted
to the AUTEC Secretariat as @ matter of priority.

7. Itis your responsibility to ensure that the spelling and grammar of documents being provided to participants
or external organisations & of a high standard.

AUTEC grants ethical appraval anly, You are responsible far abtaining management approval for access for your research
fram any institution ar organisation at which your ressarch is being cond ucted. When the research is undertaken outside
Mew Zealand, you need ta mest all ethical, legal, and locality obligations ar requirements for thase jurisdictions.

Please guote the application number and title on all future correspondence related to this project.

For any enquiries please contact ethics@autacnz. The forms mentioned above are awailable online through
hittpeffanirw At ae.nEf resears earchethics

{Thiz is a computer-generated letter for which na signature is reguired |

The AUTEC Secretariat
Auckland University of Technalogy Ethics Committes

[as Lmonsenducalae. nt; & et aeitis@vew d cn; Saphan Hevlk
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Appendix 5 AUT Ethics Committee Amendment Approval 2

|
0 TAMAK] MAKAL RAL

Auckland University of Technology Ethics Committee (AUTEC)

Auckland University of Technology

C-E8, Private Bag 92006, Avckland 1142, NZ
T:+64 0971 9099 axt. BI16

E: ethicsiSaut. ac.ng

s aut s nxy researchethics

9 July 2021

Katie Palmer du Preez
Faculty of Health and Environmentz] Sciences

Dear Katie

Re: Ethics Application: 19/366 Enhancing nurse education to support the provision of quality of care for gender
diverse people

Thank you for submitting your responses to the conditions for the amendment to your ethics application.
The amendment to the data collection protocol has been approved.
I remind you of the Standard Conditions of Approval.

1. Theresearch is to be undertaken in sccordance with the Auckland University of Technolosy Code of Conduct
for Research and =5 approved by AUTEC in this application.

2. Aprogress report is dus annually on the anniversary of the approval date, using the EAZ form.

3. Afinsl report is due st the expiration of the approval period, or, upon completion of project, using the EA3
form.

2. Any amendments to the project must be approved by AUTEC prior to being implemented. Amendments can
be requested using the EAZ form.

5. Anyserious or unsxpected sdverse events must be reported to AUTEC Secretarizt 25 a matter of priority.

&. Anyunforesesn events that might sffect continued ethical acceptability of the praject should also be reported
to the AUTEC Secretarist as 3 matter of priority.

7. Itis your responsibility to ensure that the spelling and grammar of documents being provided to participants
or external grganizations is of a high standard.

AUTEC grants ethical approval only. You are responsible for obtaining management spproval for access for your ressarch
from any institution or grganisation, at which your research is being conducted. When the research is undertzken outside
Mew Zealand, you need to meet all ethical, legal, and locality obligations or requirements for thoss jurisdictions.

Flezse guote the application number and title on all future correspondence related to this project.

For any enguiries plesse conmtact ethicsi@autacnz. The forms mentioned abowve are available online through
http: Laut.ac.nzfresesrch/researchethics

(This is a computer-generated letter for which no signature is required)

The AUTEC Secretariat
Aucklzand University of Technology Ethics Committee

e tmorsan@ucel.acny; dianaaustin@nraacn; Stephen Mevile
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Appendix 6 UCOL Approval to Conduct Survey

Te Pae Mat; kite Ao
V .h::sn wu::ﬂv‘

26 May 2021

Trish Morison
Nurse Education Team
UCOL Wairarapa Campus

Dear Trish,
RE: “‘Enhancing nurse education to support the provision of quality care for gender diverse people.’

I have the pleasure to inform you that our Research and Knowledge Transfer Committee has approved
your request to survey UCOL staff for your above project subject to gaining ethical approval from AUT and
considering the below feedback from the committee:

¢ Intellectual property should be held by both UCOL and AUT if the project will be carried out during
UCOL time. Please refer to the updated UCOL Intellectual Property Policy which discusses a formal
contract between the two organisations.

e The definitive responses on the questions make them closed. Could a different method be used
to gain qualitative insights?

We wish you all the best for your project, and if you have any questions please do not hesitate to contact
me anytime.

Yours sincerely,

Dean Rankin
Chair- Research & Knowledge Transfer Committee
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Appendix 7 Invitation to Participate Email

Email to staff:
Kia ora koutou

| am part of an action research project that consists of 6 UCOL staff and 6 community members. The
aim of this project is to investigate how engaging with the community might support enhancement
of an existing nurse education programme with regards the provision of quality care for transgender

people.

You have been sent this request to participate in a brief survey, because you may have been
impacted by changes within the organisation that were triggered by the project. The survey asks
about the influence of the changes on your awareness of the issues for gender minorities, examples
where you have applied this new knowledge, and how the particular resource you accessed could be

improved.

Before participating in this survey you will be asked to agree that you have read and understood the
information sheet and agree to the conditions of the consent form. These documents are attached
to this email. All responses will be anonymous. Your thoughts would be very much appreciated.
Please click on one or more of the links to surveys below.
Changes that you may have been impacted by are:

e Delivering new content to students that focused on the provision of quality care for

transgender people. (survey one link)
s Attending a “Gender and Sexual Minorities @ Work” workshop. (survey two link)
e Accessing the Moodle site of resources related to Gender and Sexual Minorities (survey

three link)
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Appendix 8 Participant Information Sheet

TE WG B BT
0 TR WAL AL

Participant Information Sheet

Thisinformation sheet is intended for staff at the Universal College of Learning {UOOL| wha have accessed raspurees
related to the action research project: Enhancing Nurse Education to support the provision of quality care for
transgender people.

Date Information Sheet Produeced:
25 June 2021

Project Tithe
Enhancing Murse Education to support the provision of guality care for transgender penple

An Invitation
My name is Trish Marisan. | am a nursing lecturer at UCOL. This is an invitation to participate in a survey about the

impact of changes that have accurred at UCOL in relation to above project. This rasearch project will contribute
towwards a Doctaeate of Health Srience qualification. This survey is woluntary and you will not be advantaged nor

disadvantaged by participating or not participating.
What is the purpose of this research?

The purpose of the initial research project was ta i i how &ng with the cammunity cauld influence
an existing nurée education programme {or the contest in which it i located) with regards supporting nurses in
thisir futurs provision of care for transgender pesple. ThE aspect of the ressarch project will seek ta svaluats the
impact of changes, within papers or the wider arganisation that were triggered by the action research project. The

findings of the entire praject may be used for academic publications andfor presentations.
How was | identified and why am | being invited to participate in this research?

You have been identified and invited ta participate in this phase of the ressarch a8 you are part of the nurging
education programme of @ member of a team that supports this programme that may have been impacted by
changes triggered by the action research project. All staff who accessed & resource developed by group members
hiawe been invited to participate in part of the study.

How do | agree to participate in this research?

A cansent farm is attached to the email you have been sent. Your responding to the survey indicates you have read
this infarmation sheet and the consent foem and you consent to participate. Your participation in this research is
valuntary (it is your choice) and yohatbet pr pgb you chaase to participate will neither advantage nor disadvantage
yau. You gpe gble tq withdraw fram the study at any time. If you choose to withdraw from the study, however, as
the sureey will be anonymaus, the removal of your dsta may not be possibla.

What will happen in this research?

Your participation in this part of the praject invakees responding to & surdey. Your responses will be anonymaus. All
respanses will be collated and thematically analysed {themes will be develaped to tell 3 story of the data), Quotes
fram respondents may be used to illustrate themes but any potentially identifying information waould be remaved
befarehand. The findings, including respondents’ quotes, may be included in my research thesis, @ ppbliggtion or a
conference presentatian.

What are the discomforts and risks?

| anticipate the survey will take about 15 minutes to complete, It may be that you decide to do a longer than
expected response to @ guestion, or you take more time than anticpated to respond to a particular question. As
such, the survey may take mare than 15 minutes of yaur time. You will be able ta skip any questions that you don’t
fesl comfartable answering and continue with the survey.

How will these discomiorts and risks be alleviated?

You da not need to answer all the questions, indeed you might start the survey and decide you do not want anvaesr
any guestions. This will be fine, you will be able to click ‘submit’ and whatever you have answered, if anything, wil

28 June 2011 pigie 1 &l 3 This v i b wi i adibed s Mo mber DoAS
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be submitted. IF you need time ta think about a particular guestion you will be able ta submit the questions
answered already and repeat the sureey gt g later diate and answer any further questions.

What are the benefits?

Your respanses will suppart existing ar future actions in relation to inclustveness for gender and sexual minorities
at UCOL or in relation to transgender healthcare. As this research will assist me in gaining a Doctorste of Health
Seimpre it may benefit UCOL through the advancement of a staff member's qualifications, If the findings are
publithad ar used in a conference presentation it may benafit UCOL through contributing to ressarch autputs.

How will my privacy be protected?

The survey will be anonymous, that is, | will not know whao has responded. &s such, no findings or quotes could be
attributeed ta a person. It i possible, howeser, that a person may be identifiable by a particular comment made.
Comments that | believe might enable a respondent ta be identified will not be included in the data that will be
analysed ar included in the findings.

What are the costs of participating in this research?
| halimve the sureey will take about 15 minutes ta complete.
What opportunity do | have to consider this invitation?

The furvey will be available for one manth fram when you recereed this invitation. You will be gend anather reguest
to participate two wesks before the survey closes,

Will | receive feedbadck on the results of this research?

& summiary of the findings, with any identifying information removed, will be available on the Moodle site
established far this praject. The URL for this site is hug::.f_."mnndle.u:nl.ac.n sicoursefview. phaPid=43435 and the
enrelment key is purphe’.

What do | do if | have concerns about this research?

Any concerns regarding the nature of this project shauld be notified in the first instance to the Project Supervisar,
Stephen Neville; email: Stephen.neville@asut ac ne: phone 021985685

Concerns regarding the conduct of the research should be notified to the Executive Secretary of AUTEC,

ethiru@lant ae ae (<649 921 9999 gt G038,

Whom do | contact for further information about this research?

Please keap this Infarmation Sheet and a copy of the Cancent Form far your future referance. Yoo are alsa able to
contact the research team as follows: email t.morison @ weal ac.ne

Researcher Contact Details:
Trich Karison, email; Lmorgon@ueol.ac.nz; phone: D6 952 7001 ext. 72031
Project Supervisor Contact Details:

Stephen Neville; email: Stephen.neville@asut ac ne: phone 021985680

Approvid by the Aucklind U ity of Technokagy Ethics C i on fypi B dobi final dtlci apprewal wai granbad, AUTEC Rl renos
aumber hype the rafareros sussbar.
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Appendix 9 Consent Form — Action Group

AUT |
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Consent Form — Action Group

FProject title: Enhancing nurse educotion to support the provision of gquality care for
gender diverse people

Project Supervisar: Katie Palmer Du Preez

Researcher: Trish Morison

o I have read and understood the information provided about this research project in the Information
Shest dated 215t July 2019,

| have had an opportunity to ask guestions and to have them answered.

I understand that identity of my fellow participants and our discussions in the action group is
confidential to the group and | agree to keep this information confidential.

o I understand that notes will be taken during the action group mestings and will alse be audio-
taped and transcribed.

o I understand that taking part in this study is voluntary [y choice) and that | may withdraw from
the study &t any time without being disadvantaged in any way.

o I understand that if | withdraw from the study then, while it may not be possible to destroy all
records of the action group discussion of which | was part, | will be offered the choice between
having any data that is identifiable as belonging to me removed or allowing it to continue to be
used. However, once the findings hawe been produced, removal of my data may not be possible.

| agree to take part in this research.
I wish to receive a summary of the research findings (please tick one): vesQ Mo O

Participants signaturs - ...

Famicipani's name: et nah e s e e e st e e e 0
Participant.s Contact Details (if 3ppropriztal:

Date:

Approved by the Avckiond University of Technology Ethics Committee on type the dote on which the finol
opproval was granted AUTEC Reference number type the AUTEC reference number

Note: The Participont should retain o copy

April 2018 page1of1 This version was last edited in April 2018
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Appendix 10 Confidentiality Agreement

AU

TH WA MARS & ARORA
0 Tkt ol | el ALY RS

k:onfidentialit',r Agreement

Action group porticipants
Fraoject titie: Enhancing nurse education to support the provision of guality core for gender
diverse people

Froject Supervisor: Katie Palmer Du Preez

Researcher: Trish Morison

o | understand that all the material | will be asked ta review from action group mestings & confidential.

o lunderstand that the contents of the Consent Farms, tapes, or interview notes can only be discussed with the
researchers,

o I will mot keep any copies of the information nor allow third parties scesss to them.

Signature :

MName :

Approved by the Aucklond University of Technology Ethics Committes on the 52 November 2019; AUTEC Reference
number 19/366

Kate: The participant should retain a copy of this form.

Al 201 page1all This warsion was last adhed in Aprl D018
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Appendix 11 Consent Form - Survey Participants

AU

TE WANANGA ARONUI
O TAMAKI MAKAU RAU

Consent Form

Project title: Enhancing Nurse Education to support the provision of quality care for
transgender people

Project Supervisor:  Stephen Neville

Researcher: Trish Morison

o] | have read and understood the information provided about this research project in the Information Sheet
dated 25" June 2021

o | understand that responses to the survey may be used in a thesis, publication or conference presentation

o]

| understand that taking part in this study is voluntary (my choice)

o | understand that, as the survey is anenymous, if | choose to withdraw from the study it will not be possible to
remove my data from the findings

o} | agree to take partin this research.

o} | have been advised as to where | will be able to access a summary of the findings

Approved by the Auckland University of Technology Ethics Committee on type the date on which the final approval
was granted AUTEC Reference number type the AUTEC reference number

Note: The Participant should retain a copy of this form.
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Appendix 12 Confidentiality Agreement — Transcriber

UcoL AUT
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0 TAMAKI MAKAU RAU

Confidentiality Agreement (transcriber)
Project title: Enhancing nurse education to support the provision of quality care for

gender diverse people

Project Supervisor: Katie Palmer Du Preez

Researcher: Trish Morison

(e 1 understand that all the material | will be asked to transcribe is confidential.

(@] | understand that the contents of the tapes or recordings can only be discussed with the researchers.
@] 1 will not keep any copies of the transcripts nor allow third parties access to them.

Transcriber’s SIgNAatUre:  ......ccviininsnseinniniienens

Transcriber’s name: T

Transcriber’s Contact Details (if appropriate):

Date:

Approved by the Auckland University of Technology Ethics Committee on type the date on which the final approval
was granted AUTEC Reference number type the AUTEC reference number

Note: The Transcriber should retain a copy of this form.
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Appendix 13 Evaluation Questions

Evaluation surveys were undertaken using Qualtrics

Consent to participate was required before the participant could access the

survey

Survey One:

Delivering new content to students that focused on the provision of quality care
for transgender people.

1.

How (if at all) did delivering this session enhance your knowledge of
transgender people or the provision of care for transgender people?

2. How did delivering this session influence or change your views about
transgender people or the provision of care for transgender people?

3. How have you applied a new understanding of this topic at work or in your
social life?

4. What examples (if any) do you have of how this session enhanced student
competences or influenced their views with regards their future provision of care
for transgender people?

5. What suggestions do you have as to how the structure, content, or activities of
the session you delivered might be improved to increase student engagement
or understanding?

6. What ideas do you have for other actions that might support health students in
their future provision of care for transgender people?

Survey Two

Attending a “Gender and Sexual Minorities @ Work” workshop

1.

2.

How (if at all) did attending this workshop enhance your knowledge of gender
and sexual minorities?

How did atttending this workshop influence or change your views of gender and
sexual minorities?

What examples do you have of where you have applied a new understanding of
this topic at work or in your social life?

What suggestions do you have as to how the structure, content, or activities of
the workshop might be improved to increase staff engagement or
understanding of this topic?

What ideas do you have for actions that might support inclusiveness at UCOL
for ‘rainbow’ staff or students?

Survey Three

Accessing the Moodle site of resources related to Gender and Sexual Minorities

1.

How (if at all) did the resources on the Moodle site enhance your knowledge of
gender and sexual minorities?

2. How did the resources on the Moodle site influence or change your views of

gender and sexual minorities?
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. What examples do you have of where you have applied a new understanding of

this topic at work or in your social life?

. What suggestions do you have as to how the structure, content, or activities

might be improved to increase staff engagement or understanding of this topic?

. What ideas do you have for actions that might support inclusiveness at UCOL

for ‘rainbow’ staff or students?
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Appendix 14 Collation of Codes After Group Suggested Amendments

Constructing and planning Taking (added) Action Evaluation

(empowered by process added)

—PEonhvsinom-for elippnaoe
(repeated)




Constructing and planning

Taking (added) Action

Evaluation

Binary normativity, particularly in
health, constructed as unsafe

e GPs constructed as ill prepared for
transgender

e Lack of access to GA care

e Systems and processes do not
meet the needs of TG

Cultural safety

e Encouraging student nurse
reflection

e Nurses as advocates

e Nursing education is a social
construction

Impact of binary normativity on mental
health

e Gender minority status intersects
with other minority identities

e Minority stress and mental health

e Misgendering significantly impacts
on well being

Binary normativity particularly in
health constructed as unsafe

e HC providers may make incorrect
assumptions
e Lack of access to GA care

Cultural safety

e Educating about intersex (in
catheterisation session)

e Self-determination or identification

e The importance of sensitivity

Education is a social construction

e Challenging the system or facing
barriers
e Educators need educating
¢ s Organisational stated values differ
Ifrom practice
¢ "Organisational willingness to
change

221

Binary normativity particularly in health,
constructed as unsafe

e Discrimination in healthcare settings
e Expectation of unsafe care

e Barriers to access to GA therapy

e Challenging transphobia

Cultural safety

e Challenging student's gender binary
normativity Content support students

e social construction of knowledge

e Enabling nurses as advocates

e Nursing competencies

Education is a social construction

e Change is not without challenges

e Maintaining the momentum of change

e Need to ensure actions are maintained

e Finding ways to make to changes
sustainable Reality contradicts policy

e Ripple out effect

e Celebrating Pride



Constructing and planning Taking (added) Action Evaluation

Top down/bottom up needed
(moved to here)

Making sense of terminology and pronouns

e Terminology confusing for some

+ Needing a top down and a bottom
dup-(moved down)




Constructing and planning Taking (added) Action Evaluation

swport _

Gender as a social construction

e Ludicrous gender binary normativity

e Perceptions of identities are socially
(How do we preserve this?) constructed

*kkk

Key to table: amended by group; group suggested merging; . highlighted as important by the group
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Appendix 15 Pride Day Posters

Te Mana Tauira invites you to enjoy

PRIDE

A Slice AT UCOL WAIRARAPA
PRIDE -

Engaging & empoweri
to break down gender

MARCH 30TH
12NOON TO 1PM
BY THE CREEK
In the hub if wet When: Wednesday 30 March
. Time: 12-1pm

Location:  Waiwaka Creek Space
Dresscode: Anything rainbow

1D-19 traffic light settings
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