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Abstract

The tension between power and caring in nursing is evident through the volume of nursing literature related to power and powerlessness and through nurses' discomfort with notions of power.A dialectical examination of the concepts of power and caring reveals that at one level they appear to be polar opposites. Additional layers of the dialectic reflect different relationships between power and caring until they are seen as intertwined and mutually generative concepts in an approach to caring labeled "empowered caring."


  A recent study of public health nurses' perceptions of the power and powerlessness they experienced in their work found serendipitously that the participants often expressed discomfort with the idea of power. [1] One nurse, for example, described her involvement in linking a family in crisis to community resources, leading to most dramatic results for the family. But she noted, "I did not feel a sense of power [in] ...this situation. I never feel power." This discomfort with acknowledging one's own power is not unique to this nurse or to this study. It has been identified in both nursing [2] and non-nursing literature and has been attributed to a societal reluctance to discuss power, particularly one's own power, openly. [3] Nurses, however, may feel this discomfort more acutely because they are predominantly women and have not been socialized to exert power and because caring is considered central to their practice, yet is perceived to be incongruent with notions of power. This article examines these concepts in an attempt to reconcile the conflict between power and caring.

  Dialectic is a useful method to examine two apparently contradictory concepts. From a Hegelian perspective, dialectic is a logical progression of thought that exposes and examines contradictions and reconciles them through a process of thesis, antithesis, and synthesis. [4] During this process, conflicts evident in initial levels of examination are incorporated into a greater unity, allowing the development of knowledge from simple to complex. [5] An important feature of this helical knowledge development is that differences that initially appear to be related only negatively are preserved rather than destroyed. [5] Moccia [6] suggested that the dialectic is a useful form of inquiry for nursing because it both shares a similar unitary worldview with nursing and is productive in exploring the relational nature of human processes. For these reasons I have used a dialectic approach to identify three layers in the relationship between power and caring that I have labeled "ordered caring," "assimilated caring," and "empowered caring."

  The first step in a dialectic examination is to identify a starting point. Although traditional conceptualizations of power and caring do not originate with the first records of human activity, I have chosen to begin with them because they predominate in the society in which nurses currently live and work and have prevailed throughout the history of modern nursing. Traditional definitions of power and caring stem from a patriarchal perspective. To inform the dialectic examination of power and caring that follows, therefore, a brief review of patriarchy is in order.
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  PATRIARCHY

  Patriarchy may be thought of as an ideology that justifies and perpetuates male dominance [7] through valuing men, their characteristics, and their activities while at the same time devaluing women and their characteristics and activities. [8] Patriarchy has not always been the prevailing ideology but rather developed over a period of several millennia to be firmly in place by about 600 BCE. [9] Volumes have been written detailing the evidence of a patriarchal ideology, and a comprehensive review of this literature is beyond the scope of this article. What is important to note, however, is the conditions that are critical for sustaining patriarchy.

  Foucault's [10] analytics of power provide a useful framework for identifying those conditions. The purpose of Foucault's work was to expose the "web of unequal relationships which underlie and undercut theoretical equity posited by the law." [10] (p185) Foucault viewed power as not simply residing in individuals or groups but as an intricate web of power technologies operating throughout society. [11] His term "technologies" refers to a conceptualization of power and knowledge as inseparable. He denied that his work is a theory of power; rather, he characterized himself as having created a history of the three ways human beings are objectified, or made into subjects, in our culture: (1) dividing practices, (2) scientific classification, and (3) subjectification. [12]

  Dividing practices are those that differentiate one group of people from another. The most effective dividing practices result in the confinement or exclusion of a group based on their differences. Foucault gives examples such as "the mad and the sane, the sick and the healthy, the criminals and the 'good boys.'" [12] (p208) Dividing practices have been instituted in the oppression of races, classes, and other groups that have successfully been designated as different from, and therefore less valuable than, the dominant group. It is the basis of all the "isms." To follow Foucault's thinking, the first step in perpetuating male dominance is to concentrate on the differences, rather than the similarities, between men and women by constructing the categories of masculinity and femininity. The historical exclusion of women from language, history, the priesthood, and boardrooms, as well as other social institutions, is an example of a dividing practice.

  Scientific classification refers to the "modes of inquiry that give themselves the status of science." [12] (p208) As such, "scientific evidence" is generated to support and legitimize dividing practices. In relation to the perpetuation of patriarchy, scientific classification refers to the generation and institutionalization of gender knowledge that accentuates, exaggerates, or mythicizes the differences between men and women and provides evidence for the supremacy of men. It is illustrated in the philosophical, psychological, sociological, and medical theories of women's biological, psychological, and moral inferiority. [13]

  Foucault's third mode of objectification is referred to as "subjectification" by Rabinow, [14] because it involves the active participation of an individual in the process of his or her own self-formation. Typically, however, subjectification is mediated by an external authority Figure through"a variety 'of operations on [people's] own bodies, on their own souls, on their own thoughts, on their own conduct.'" [14] (p11) This phenomenon has been identified as characteristic of oppressed groups who assimilate the characteristics, practices, and values of the groups that dominate them, including the normalcy and inherent superiority of the dominant group. It is a recurrent theme in feminist literature and is described in a variety of ways-false consciousness, [15] women engaging in their own enslavement, [16] and women collaborating in their own oppression. [17] In short, women's subjectivities are molded in a way that ensures continued male dominance.

  These three methods have interplayed in the construction and institutionalization of masculinity and femininity as norms in Western society. I use the term "constructed" because there is no clear evidence that real differences, other than those related to sexual and reproductive functions, exist. [7] Since knowledge is developed to maintain power, [11] it is not surprising that masculinity has been defined in a way that prepares men to dominate. Characteristics traditionally associated with masculinity include strength, aggression, mastery, independence, logic, and being unemotional, competitive, and ambitious. [18] Femininity, on the other hand, has prepared women to be dominated and has encompassed submissiveness, helplessness, dependence, tenderness, nurturance, and altruism. [18] In short, power is congruent with the characteristics of masculinity, whereas the characteristics of femininity prepare women to care.

  Such gender definitions might serve a useful purpose if conforming to them did not stifle the potential of half the human race and if each were equally valued. Unfortunately, for millennia, women, and that which has been considered feminine, have been devalued. Such devaluation has been and continues to be made in the name of scientific knowledge. Although not the first, Aristotle's denigration of women has strongly influenced Western culture. [7] His pronouncements of women's biological and moral inferiority [9] validated prevailing thought and have been echoed through the ages by other respected political and religious leaders such as St. Thomas Aquinas and Rousseau. [13] Theories of Freud, Maslow, Erikson, Piaget, and Kohlberg are still being taught in higher education, including nursing schools. Often the fact that each assumed the male experience to be the norm and attributed differences among women to female inferiority is never mentioned. For approximately the last 150 years, science, primarily through medicine and psychology, has provided "scientific" evidence that women are biologically and morally inferior and suited, therefore, primarily for sexual and reproductive functions. [7]

  The denigration of women and that which is feminine has been entrenched in all of civilization's major institutions. [7] It is reflected in recorded history, which, until recently, has almost completely omitted the experiences and contributions of women as well as marginalized men. Events such as the witch hunts of the 13th to 16th centuries, in which an estimated 3 million to 8 million people, [19] 85% of them women, were tortured and executed, are skimmed over in history class if mentioned at all. History of the civilizations that thrived on this continent before it was "discovered" by Columbus have not been deemed worthy of study and remain invisible in most history texts. "History," as noted in the video The Burning Times, "is written by the winners." [19]

  Androcentric values are pervasive in Western culture and facilitate the subjectification of men and women. They are reflected in literature, classical and popular art, movies, television, advertising, and music. One of the biggest selling movies of last year, The Lion King, provides a current example. In this movie, the "naturalness" of male dominance is reinforced through projecting this human characteristic onto a matricentric species in which territories are passed not from father to son, but from mother to daughter. [7] Androcentric values are further reinforced through language that excludes 51% of the world's population. Although apparently great gains have been made in this area, the use of inclusive language seems often an empty gesture of "political correctness" rather than a genuine willingness to correct a wrong. There is often little awareness that the use of the generic term "man" for "human" originated at a time when women, children, slaves, and laboring men were considered less than human and propertied "man" was considered to be all that was fully human. [7]

  Legal and religious systems have historically been an effective external authority in influencing the subjectification of women. Laws that enshrined women as property, restricted their participation in political or even personal decision making, and criminalized deviance from established gender roles have entrenched a pattern of male dominance as the legal norm in Western society. [7,9] Even at the end of the 20th century, media reports of judicial decisions that reflect male bias are not uncommon (eg, blaming a child for provoking her own sexual abuse). Earlier this year, a national Canadian morning show [20] reported a story of a physician that the medical association in Quebec had disciplined for "gross exploitation." The physician reportedly had sex with a female patient while she was unconscious in the operating room. What makes this story so amazing is that in the previous week a court had found the physician not guilty. The report quoted the judge as saying, "Can you blame [the doctor] for giving in to her?"

  Religious systems establish a hierarchy in which men are next to God and given dominion over women and nature. Woman is conceptualized as embodying both the carnality that led to the fall of the human race and as an asexual ideal. Religious dogma strips women of control over their own sexual and reproductive functions and perpetuates male dominance as divinely ordained. An illustration of Foucault's premise that power resides in a web of social institutions and practices [11] was provided recently in the Pope's warning to politicians not to support a woman's right to choice.
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  ORDERED CARING

  It is within this context of a prevailing patriarchal ideology that the relationship between power and caring exists. In the first layer of this dialectic, power and caring are strongly aligned with masculine and feminine gender definitions. Also in the first layer of the dialectic, traditional conceptualizations of power and caring are present as polar opposites. For this reason, it is useful to examine them and their implications for nurses and nursing separately.
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  Power

  Power is the "natural" outcome of masculinity with its valued traits of strength, aggression, and independence and is related to having control over others and nature. A typical definition of traditional power is seen in Toffler's recent work: "the use of violence, wealth, and knowledge...to make people perform in a given way." [21] (p14) He proposed that power is being transformed because violence and wealth are being replaced by knowledge as the primary source of power. Whatever its source, power is associated with male supremacy and is the central value in a patriarchal culture. [7]

  Nyberg [3] presented a somewhat less ruthless portrayal of power. He defined it as "the motive and capacity to accomplish plans with others." [3] (p61) Although this sounds somewhat more egalitarian, the uncertainty of whose plans are being accomplished and the consent to power that is required in his model betray a traditional view of power. In contrast to Foucault, [11] who asserted that power always exists in relation to resistance, Nyberg suggested that power is always delegated (ie, if someone has power over us, we consent to it). Consent may include obedience under the threat of reprisal, compliance, indifference, conformity, and conscious or informed commitment. He too, however, allowed for resistance, indicating that the withdrawal of consent is the final power over power.

  Foucault, [11] Toffler, [21] and Nyberg [3] all acknowledged, though in varying degrees, the importance of knowledge in the generation of power. For Foucault, power and knowledge are inseparable and mutually generative. Toffler predicted that knowledge is currently becoming the primary source of power. Nyberg included knowledge in two of the four sources of power he identified: as myth in a category he calls "fiction" and as expertise in a broader concept he refers to as "fealty." He described this as a trust or loyalty that may be related to another's charisma, prestige, or expertise. Nyberg's other two sources of power include force, which may range from violence to punishment and coercion, and finance or wealth, including the ability to reward others through an organizational position.

  The traditional conceptualization of power is fostered by the separation, strength, and control that are the esteemed properties of masculinity. It is this power that sustains the organizational hierarchies in which most nurses provide care and in which power is vested in certain positions and legitimized as authority over nurses. It is often not accessible to nurses for reasons of gender, position, or status vis-a-vis physicians.

  Foucault [11] maintained that power is always exercised at a cost. The price of obtaining traditional power is the devaluation of that which has been labeled feminine in both men and women. For women, and nurses are mostly women, this means the denigration and denial of one's own characteristics regardless of whether one argues that femininity is biologically determined or culturally acquired. Additionally for nurses, it means rejecting the essence of nursing. Thus, nurses, to acquire power, often distance themselves from other nurses and become marginalized. [22] Such distancing may take many forms from valuing knowledge of other disciplines over nursing knowledge to aligning one's self with other disciplines rather than joining professional nursing associations. The cost of power obtained in this way is professional disunity and lowered individual self-esteem.

  Nurses encounter power being exercised over them in a variety of ways. Historically nurses have experienced control of their personal and professional lives predominantly by male physician and administrator groups. [23] Examples have included or to some degree still include control over nursing practice and working environment and access to and content of education [24] as well as attire, place of residence, and freedom to marry. [25] The increasing use of unlicensed personnel, the American Medical Association proposal for "registered care technologists," and the medical lobby opposing nurses as primary health care practitioners are current examples of attempts to control nurses and nursing. Although resistance to power provides the opportunity for change, more negative consequences of administrative, medical, or gender oppression include experiences of powerlessness, low self-esteem, and horizontal violence. [1,22,26]

  The relevance of traditional power to nursing is not restricted to its practitioners' personal experiences. Nurses frequently provide care in circumstances in which power has been exercised over their clients in the form of social or domestic violence. In addition, nurses frequently care for clients who are experiencing powerlessness related to their lack of control in a paternalistic health care environment, inaccessible or unaffordable health care, or disenfranchisement for other reasons. Yet within a context of being ordered to care, nurses are impotent in effecting the social and political changes necessary to transform their client's realities.
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  Caring

  Caring, as constructed in a patriarchal culture, is a feminine virtue designed to serve men. In contrast to the "naturalness" of power in men, caring encompasses both characteristics designated as feminine (ie, gentleness, tenderness, submissiveness, and altruism) as well as those that are in reality natural for women (ie, their involvement in reproduction and nurturance of their offspring). The latter ensures propagation of the species; the former perpetuates male domination. Both are encompassed in the traditional conceptualization of caring, and both are devalued in Western society.

  Reverby [27] suggested that nursing evolved from women's historical role in caring for the community's vulnerable individuals. She asserted that caring was imposed as a duty first on women, then, as society's needs increased in times of war and epidemics, on a paid nursing work force. In her words, nurses were "ordered to care in a society that refuses to value caring." [27] (p1) Nursing practice, in other words, may be considered an exemplar of ordered caring. As such, its history should provide evidence that traditional caring is a feminine virtue and duty deemed necessary but devalued.

  It is not difficult to find examples in nursing that mandate submissiveness and deference. In the mid-19th century, Florence Nightingale demonstrated that nursing care made a dramatic difference in mortality rates of soldiers in the Crimean War. Yet Palmer [28] suggested that in establishing modern nursing, Nightingale placed it under the control of a male institution, medicine. Many nurses remember being taught deference to physicians in nursing school through gestures that defied conventional social etiquette such as standing when physicians entered the room, opening doors for them, and not questioning their orders. In fact, loyalty to the physician remained an ethical requirement of the International Council of Nurses until as recently as 1973. [29] Even today nurses' language suggests deference is still required of nurses as they follow "orders" that physicians and others write.

  Gentleness and quietness were required of Nightingale's nurses, and many nurses in today's work force that "trained" in the 1960s and earlier can attest to the importance attached to those virtues. It is illustrated by the motto of the first Canadian school of nursing in St. Catherines: "I see and am silent." [30] Coburn [30] believed the choice of this motto is related directly to the high value placed on the genteel character of the nurse.

  Cleanliness and neatness were essentials of nursing in Nightingale's [28] time through to the 1960s. This extended well beyond the personal and environmental hygiene measures that are conducive to healing and the prevention of infection. Nurses' responsibilities in the recent past frequently included duties such as carbolizing beds and cleaning utility and linen rooms. Stories are still being told of the need to be able to bounce a dime off a draw sheet, to fold back the bedclothes in a precise regulated fashion, and to produce crisp, mitered corners. Unfortunately, I have encountered some instructional videos used in teaching nursing students basic skills today that still insist that the open end of the pillow case should face away from the door!

  Nursing practice has also included attending to the comfort and promoting the health and healing of patients. In a traditional view of caring, however, this is not recognized as requiring any particular knowledge or skill; it simply comes "naturally" to women, particularly if they are adequately directed by medicine and administration. Doering [24] (p30) posited that the power relation between medicine and nursing has limited the "recognition, scope, and expansion of nursing knowledge." The lack of recognition that caring involves knowledge is, however, related not only to the power imbalance between physicians and nurses but also to gender inequity. Code [31] suggested that in a patriarchal society men have the advantageous position of declaring what counts as knowledge and who can know it. Stereotypes and "scientific research" are used to both justify limiting women's access to knowledge and discrediting what they do know. Baumgart, [25] a Canadian nursing leader, labeled this the "rightful knower status." She suggested that although nurses acquire "medical" knowledge through their practice, they must play the physician-nurse game as a pretense that they do not know what counts as physician's knowledge. Baumgart's [32] analysis of the proceedings of the Grange Inquiry into the baby deaths at the Hospital for Sick Children in Toronto illustrates, however, that the problem of rightful knower status is also a gender issue. She noted that lawyers, who were mostly male, questioned nurses about what they had experienced, in contrast to physicians, who were asked what they knew. She concluded that experience is considered inferior to knowledge in this society and that there was a message that "nurses should not know." [32] (p21)

  The assumption that caring does not require knowledge is not without consequence. It quite possibly is related to the invisibility of nursing care on the hospital bill and the still-common public perception of nurse as handmaiden. The replacement of registered nurses with less skilled or, in some cases, unskilled personnel may well be less a reflection of economics than a devaluation of caring as an unskilled feminine virtue.

  Just as the perpetuation of women as irrational translates into the assumption that caring does not require knowledge or expertise, "knowledge" of women as morally inferior has implications for the ethics of caring. As a patriarchal construct, caring must necessarily be devoid of an ethical component because women's moral agency is denied. This perhaps accounts for the relabeling of the International Council of Nurses' Code of Ethics in 1965 to the Code of Ethics as Applied to Nursing. Kelly asserted that the change reflected the assumption that "there were no ethical standards unique to nursing, but rather generally could be applied to nursing or any other profession." [33] (p22)

  Altruism was, and some would argue still is, required of nurses. Religious imagery has portrayed women not only as submissive to men, but also as self-sacrificing servants of humanity. Such imagery may contribute both to nursing's position in relation to medicine and to nurses' historically low salaries and poor working conditions. Because of the gains that have been made with regard to nurses' salaries, particularly in Canada, it is not unusual to hear nurses express the idea that further efforts toward fair remuneration are inappropriate. Some have believed the myth that nurses' salary increases are responsible for the health care crisis and understand the "economic" necessities for replacing registered nurses with unlicensed personnel. As part of health care costs, nurses' salaries represent a very small percentage. [34] Yet other sources of health care costs remain untouched (eg, fees for medical services, price gouging of multinational pharmaceutical companies, profit margins of manufacturers who produce the increasingly sophisticated technological devices that have come to be so essential, salaries of hospital administrators, and insurance company profits). Additional evidence for the altruism expected of nurses in demonstrated by the remuneration of physicians' assistants, with varying levels of preparation not exceeding a bachelor's degree, at levels equal to or higher than nurses with advanced degrees.

  There are at least two problems with ordered caring. First, as a feminine virtue it is denigrated in both men and women. Second, and perhaps just as importantly, it allows only a severely limited scope of caring, one that is devoid of knowledge, power, or ethics. It is illustrated in Liaschenko's [35] chilling example of nurses tenderly comforting psychiatric patients on their way to the gas chambers in Nazi Germany without being able to influence the social and political forces that had condemned them to death.
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  ASSIMILATED CARING

  From a Foucauldian poststructuralist viewpoint, power is not only restrictive, but also productive. It is always exercised in relation to resistance, and it is at that point of resistance that change is possible. [24] Assimilated caring reflects resistance to the dominant discourse concerning power and caring. In this layer of the dialectic, the notion of caring as devoid of knowledge, power, or ethics is replaced by one in which caring is a discipline grounded in science as the preferred, if not exclusive, way of knowing and governed by prevailing ethical frameworks. Although dominant conceptualizations of power have not changed, assimilated caring allows access to that power only through appropriation of traditionally male power sources.

  Just as an understanding of the context in which patriarchal conceptualizations of power and caring arose facilitates an understanding of ordered caring, a review of the context in which assimilated caring developed is helpful in understanding this layer of the dialectic. Feminism represents a wide diversity of thought that is reflected in a variety of forms (eg, liberal, Marxist, cultural, radical, and others). A comprehensive review of feminism is beyond the scope of this article; rather, the discussion will be limited to those aspects of feminist thought that have informed assimilated caring.

  One commonality shared by all branches of feminism is the recognition of women's oppression in a patriarchal culture. Because nurses are now and in the past have almost exclusively been women, feminist discourse is extremely relevant to nursing. Consciousness of and resistance to gender inequities that disadvantaged nursing and nurses have played an important part in nursing's development. The branch of feminism that seems to fit closely with assimilated caring is liberal feminism. It focuses on political, social, and economic equality for women (eg, the suffrage movement, equal pay for equal work, equal access to male privilege). [36] Liberal feminism has championed women's increased accessibility to universities and formerly exclusive male professions but has not challenged the male privilege of defining what counts as knowledge.

  The liberal feminist focus on equality of access extends to equal access to male power. Power in assimilated caring is gained only through access to male power through assimilation of male characteristics, practices, and values. As such, the cost remains the denial of one's "femininity."

  Bordo [37] noted that although young women today are pressured to retain their femininity if they wish to succeed in the traditionally male professional world, they must assimilate masculine characteristics of self-control, emotional discipline, logic, and mastery. Such assimilation is demonstrated in the slogan "The best man for the job is a woman."

  Nursing again will be used as an exemplar of assimilated caring. The knowledge generated from resisting the oppression of ordered caring is a self-awareness that nursing is essentially different from medicine. Although Nightingale clearly articulated a vision for nursing that was different from medicine, it was not until approximately 100 years later that nurses began to develop what are now considered early nursing theories. Pioneers of contemporary nursing such as Henderson and Abdellah attempted to clarify the nature of nursing and rescue it from its enmeshment in medicine. To be credible in "malestream society," however, nursing could not be based on Nightingale's premise that it was a natural outgrowth of woman's work; nursing needed to be grounded in socially acceptable scientific knowledge. In short, the science of nursing became central in the development of nursing knowledge.

  The acceptance of what counts as knowledge is one aspect of assimilated caring that is further demonstrated in the popularity of nursing research methodologies based on the received view. In efforts to demonstrate rationalism, assimilated caring is embedded in the nursing process, and like physicians, nurses make diagnoses. Assimilated caring is based on knowledge gained in educational institutions where nursing education is the primary focus rather than hospitals, in which nurses' educational needs are secondary to the service they provide.

  Power, at this layer of the dialectic, is still only available to nurses by assimilating male and medical norms. Professionalism is a highly sought after goal in nursing despite the difficulties of meeting criteria established for advantaged men. Professional nursing standards and accreditation processes regulate assimilated caring as nursing attempts to demonstrate that it meets the criteria of self-regulation and accountability to society. Although most assimilated caring is provided in administrative hierarchies, opportunities exist for nurses to work more independently as primary care nurse practitioners. Such positions are based on advanced education that may be medically focused and may actually be sanctioned by the medical community. [23]

  Assimilated caring has an ethical basis that is based on malestream ethics (eg, application of universal principles such as self-determination, beneficence, and rights-based justice). [38] Nursing codes of ethics demonstrate nursing's accountability to society. Assimilated caring is not, however, congruent with a caring ethics based on feminine virtue or a relational ethic based on women's experience because it has assimilated the dominant culture's devaluation of women, their characteristics, and their experience.

  The closest characterization of assimilated caring may be the adage "If you can't beat them, join them." Nurses may "join them" for any number of personal reasons, some willingly, some begrudgingly, some consciously aware of the direction their caring has taken, some unaware that they have assimilated dominant values. Some nurses may become disillusioned and leave nursing, and some may resist and generate yet another form of caring.
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  EMPOWERED CARING

  As social change, influenced by liberal feminism, created an environment for assimilated caring, a broader feminist perspective underpins the tenets of empowered caring. Such a broadened feminist perspective not only recognizes women's oppression, but also values their characteristics and experiences. In so doing, it translates into these basic principles:

  • both sexes are at least equal,

  • this equality must be publicly recognized,

  • the characteristics that have traditionally been viewed as masculine and feminine are at least equally valuable, and

  • the personal is political. [7]

  In other words, because the same cultural norms impinge on the bedroom and the boardroom, there is a need to take political action against injustices incurred by inequitable power relations.

  Empowered caring represents the third layer of the dialectic in which power and caring are intertwined in a greater unity, rather than present as conflicting concepts. In other words, power, as well as knowledge and ethics, is an intrinsic part of empowered caring rather than being alien to caring as it is in ordered caring. Furthermore, whereas assimilated caring incorporates and perpetuates prevailing discourse on power, knowledge, and ethics, empowered caring moves beyond it.

  The power of empowered caring is not limited to traditional "power over," but neither does it exclude its use as a means to an end (eg, to influence change in a health care system and society that desperately need change). Reforming, rather than simply reorganizing, health care requires the capacity to accomplish plans with others through access to traditional power sources. Although often such power sources remain inaccessible to staff nurses, several are available and may be remembered through the acronym CARE (credentials, association, research, and expertise).

  Credentials are a source of power of extreme political importance in present U.S. society. As a goal in themselves, they are reflective more of assimilated power than empowered caring. However, when they are used as a means to an end, they are critical in enhancing credibility. In other words, credentials can give nurses confidence in themselves and give others confidence in nurses and nursing. If nurses are to enjoy the same credibility as members of other health care disciplines, however, their credentials must be equally valued and respected.

  Association refers to relationships, not only with powerful people and organizations, but just as importantly, with each other. It includes working with other professional groups such as the World Health Organization in its pursuit of primary health care. It involves lobbying elected officials and making them aware of nursing's contributions to and potential for the improvement of health care. The power of association is realized in joining other nurses in professional associations as well as in collegiality that values and respects the expertise and experience of other nurses.

  Research empowers by building nursing knowledge that in turn generates power. It is needed to make visible what nurses do to promote healing and health within and outside of the context of cure. As the population grows older, as health care continues to shift to the community, and as younger people need care for chronic illnesses such as acquired immunodeficiency syndrome (AIDS), nurses need to investigate the most effective nursing interventions to promote health. Research is needed to eliminate from nursing practice those interventions that are ineffective, even if based on tradition or the practices of other disciplines. Commitment to research involves not only doing it, but also facilitating and using it.

  Expertise is closely linked to research and credentials but also develops from nursing practice. [39] Recognizing nursing expertise requires making visible nurses' contributions to healing that are often invisible to themselves and others and resisting the temptation to look outside nursing for answers to nursing questions. A recent study found that nurses perform almost 500 of the same procedures that physicians perform and for which they bill. [40] Yet because caring has not been valued in Western society and because nursing care has been upstaged by medical technology in the past 50 years, nurses often have had self-doubts about their expert contributions to health and healing. Expertise must be acknowledged by nurses themselves before they can expect others to recognize it.

  Benner [39] asserted that in addition to providing a source of traditional power, nursing expertise is a source of power that often has a transformative influence on clients' lives. As such it illustrates power that moves beyond "power over" to include power that enables others. This type of power is based on respect for and connection with others and nature. Rather than exerting control over others, enabling power requires their active and equal participation. [41] In contrast to traditional power, it enhances rather than reduces personal control. Consistent with the tenets of feminism, this power has a revolutionary component that involves an awareness of and a commitment to change problematic social and cultural contexts. When power is reconceptualized in this way, nurses have access to a power within themselves that is able to facilitate the empowerment of others, whether they be colleagues or clients.

  Chinn [42] offered a description of such an expanded conceptualization of power. It is characterized by valuing the personal power of each individual and is illustrated in decision making by consensus in which each person's perspective is heard and considered. Enabling power is based on respect for the diversity among people, rather than an expectation of conformity. In contrast to controlling power, which often uses force to exploit others, enabling power is characterized by nurturance of others in recognition that they are integral to one's own existence. As opposed to loyalty that may be demanded by someone who exercises power over another, enabling power shares the responsibility for decision making within the group and demonstrates a respect for the choice in self and others instead of requiring polarization in a "for or against" stance. Enabling power distributes knowledge so that all may grow, rather than hoarding it to give a few the edge. Unlike controlling power, enabling power is not invested in a position, so group leadership is free to shift as the situation demands different talents, interests, or abilities. Finally, in contrast to controlling power, which is often maintained through creation of myths, enabling power is strengthened though increased awareness of and commitment to exposing controlling forces.

  The reconstruction of power is one aspect of empowered caring; the other is the reconstruction of caring. Traditional caring has been criticized as representing a division of labor that primarily serves men and their interests but has been disguised as the essence of women's nature. [35] Empowered caring values equally the characteristics that have been traditionally assigned to women and to men and is not relegated to only one sex. Thus, caring does not need to be associated with timidity and subservience but is as likely to be associated with strength and assertiveness. Nurses, caring from this perspective, are aware of the social and political forces that impinge on themselves and their clients and are willing to take political action against injustices that become evident.

  Empowered caring may be viewed as ontology, epistemology, ethics, and praxis. As an ontology it may be considered a virtue, but one that is equally valued with other human virtues and not relegated only to women. Such a view marks a sharp contrast to the emphasis on separation and detachment that have characterized dominant thinking. Furthermore, an empowered caring ontology creates the opportunity for being equal in relation. It is not consistent, therefore, with deference to medical or administrative authority. Neither, however, is it consistent with paternalism. That is, empowered caring does not involve assuming the role of expert and "doing what's best" for the client. It requires active and equal participation of the nurse and client in health care decisions. Finally, an empowered caring ontology is a relational way of becoming. This reflects the notion of both the patient and the nurse being transformed during the caring relationship, a feature identified in nursing [39] and non-nursing literature. [43,44]

  As an ethics, empowered caring stems from a heightened awareness of interrelatedness and emerges as a sense of responsibility toward others. As such, it is believed by some to be critical to the very survival of humanity. [43,44] The ethics of caring has been linked to feminine values [44] and criticized in that regard. [35] Noddings, [45] in response to that criticism, emphasized that these values arise from women's experiences, not their nature. In keeping with the feminist position of valuing equally the characteristics of women and men, Noddings noted, "If the ethic of care is valuable, that makes an argument for changing the experience of men, not for rejecting the experience of women." [45] (p27) Empowered caring is a relational ethics that is contextual and may at times be guided by principles but is not always driven by them. [46]

  Empowered caring is praxis: a practice informed by various forms of knowledge. Mayeroff [43] suggested that caring without knowledge remains simply a matter of good intentions, and Watson [47] echoed this thought. In identifying the 10 carative factors that summarize the caring process, she noted that they presuppose a knowledge base and clinical competence. As Benner [39] suggested, however, knowledge is also gained through the kind of engagement empowered caring requires. In this sense, empowered caring is an epistemology and demonstrates the mutual generativity of power and knowledge. It is captured in Chinn's [42] admonition to do what we know and know what we do.

  As praxis informed by various forms of knowing, empowered caring is reflected but not limited to nursing's traditional involvement in health promotion and healing. It is not restricted by setting or age and is as appropriate in intensive care units as it is in public health nursing, in assistance with birthing as it is in assisting patients to find meaning in death. Empowered caring is necessary if advanced practice nursing is to fill the existing gap in health care and provide primary health care rather than simply extend the medical model through primary care. It may well take the form of emancipatory nursing actions directed at addressing broad determinants of health and precipitating change in the social structures that maintain inequitable power relations. [48]

  The relational aspect of empowered caring creates possibilities for complementary healing modalities. It is consistent with Watson's conceptualization of caring as an "energy field of its own which... can potentiate healing and release one's own inner power and resources by creating the expanded energy field." [49] (pp176-177) On a similar note, Quinn proposed the intentional use of the nurse's consciousness as a healing environment and suggested that therapeutic touch is an exemplar of healing modalities in which "the intentional use of expanded consciousness... can allow a unique, healing human-environment process." [50] (p34) As a form of caring grounded in knowledge, moreover, empowered caring subsumes the need for rigorous but appropriate research to investigate both traditional and complementary healing modalities.

  The layers of the dialectic between power and caring are neither hierarchical nor chronological but rather demonstrate the helical nature of evolving as a double-stranded helix from simplicity to increasingly complex levels. In ordered caring, power and caring are seen as dualistic concepts. The conflict that is relieved at the level of assimilated caring gains power at the expense of caring values. Empowered caring represents a unity that resolves the conflict between power and caring evident in previous layers. At this level of unity, power and caring remain distinct yet intertwined concepts that, like power and knowledge, are mutually generative.

  Back to Top

  REFERENCES
1. Rafael ARF. Content Analysis of Public Health Nurses' Perceptions of Power and Powerlessness. Buffalo, NY: D'Youville College; 1992. Thesis. Cited Here...

2. Prescott PA, Dennis KE. Power and powerless in hospital nursing departments. J Prof Nurs. 1985;1:348-355. Cited Here...

3. Nyberg D. Power Over Power. Ithaca, NY: Cornell University; 1981. Cited Here...

4. Flew A. A Dictionary of Philosophy. 2nd ed. New York, NY: St. Martin's Press; 1984. Cited Here...

5. Gadow S. Body and self: a dialectic. In: Kestenbaum V, ed. The Humanity of the Ill: Phenomenological Perspectives. Knoxville, Tenn: University of Phenomenological Perspectives; 1982. Cited Here...

6. Moccia P. The dialectic as method. In: Chinn PL, ed. Nursing Research Methodology: Issues and Implementation. Rockville, Md: Aspen; 1986. Cited Here...

7. French M. Beyond Power: On Women, Men, and Morals. New York, NY: Ballantine Books; 1985. Cited Here...

8. Gray ED. Patriarchy as a Conceptual Trap. Wellesley, Mass: Roundtable; 1982. Cited Here...

9. Lerner G. The Creation of Patriarchy. New York, NY: Oxford University Press; 1986. Cited Here...

10. Dreyfuss HL, Rabinow P. Michel Foucault. Chicago, III: University of Chicago Press; 1982. Cited Here...

11. Foucault M; Gordon C, trans. Power/Knowledge: Selected Interviews and Other Writings 1972-1977. New York, NY: Pantheon; 1980. Cited Here...

12. Foucault M. The subject and power. In: Dreyfuss HL, Rabinow P, eds. Michel Foucault: Beyond Structuralism and Hermeneutics. Chicago, III: University of Chicago Press; 1982. Cited Here...

13. Ashley JA. Power in structured misogyny: implications for the politics of care. ANS. 1980;5:3-22. Cited Here...

14. Rabinow P. The Foucault Reader. New York, NY: Random House; 1984. Cited Here...

15. Lather P. Getting Smart: Feminist Research and Pedagogy Within the Postmodern. New York, NY: Routledge; 1991. Cited Here...

16. Baker Miller J. Toward a New Psychology of Women. Boston, Mass: Beacon Press; 1976. Cited Here...

17. Sawicki J. Foucault and feminism: a critical reappraisal. In: Kelly M, ed. Critique and Power: Recasting the Foucault/Habermas Debate. Cambridge, Mass: MIT Press; 1994. Cited Here...

18. Achterberg J. Woman as Healer. Boston, Mass: Shambhala; 1991. Cited Here...

19. Pettigrew M, Armstrong M (Producers), Read D (Director). The burning times. Los Angeles, Calif: Direct Cinema; 1990. Videotype. Cited Here...

20. Canada AM. Toronto, Ontario: Baton Broadcasting Company; April 13, 1995. Videotape. Cited Here...

21. Toffler A. Powershift. New York, NY: Bantam Books; 1990. Cited Here...

22. Roberts SJ. Oppressed group behavior: implications for nursing. ANS. 1983;8(7):21-30. Cited Here...

23. Lovell MC. Feminism and nursing: daddy's little girl: the lethal effects of paternalism in nursing. Revolution J Nurs Empowerment. 1992;2(1):17-23. Cited Here...

24. Doering L. Power and knowledge in nursing: a feminist poststructuralist view. ANS. 1992;14(4):24-33. Cited Here...

25. Baumgart AJ. The quality of work life of hospital nurses: the legacy of history. In: Attridge C, Callahan M, eds. Women in Women's Work: An Exploratory Study of Nurses' Perspectives of Quality Work Environments. Victoria, British Columbia, Canada: University of Victoria; 1987. Cited Here...

26. Attridge C, Callahan M. Women in women's work: nurses, stress, and power. Recent Adv Nurs. 1989;25:41-69. Cited Here...

27. Reverby S. Ordered to Care: The Dilemma of American Nursing, 1850-1945. New York, NY: Cambridge University Press; 1987. Cited Here...

28. Palmer IS. From whence we came. In: Chaska N, ed. The Nursing Profession: A Time to Speak. New York, NY: McGraw-Hill; 1983. Cited Here...

29. Kelly LY. Dimensions of Professional Nursing. 6th ed. New York, NY: Pergamon; 1991. Cited Here...

30. Coburn J. "I see and am silent": a short history of nursing in Ontario, 1850-1930. In: Coburn D, D'Arcy C, Torrance G, eds. Health and Canadian Society: Sociological Perspectives. Toronto, Ontario: Fitzhenry & Whiteside; 1981. Cited Here...

31. Code L. Credibility: a double standard. In: Code L, Mullet S, Overall C, eds. Feminist Perspectives: Philosophical Essays on Method and Morals. Toronto, Ontario: University of Toronto Press; 1992. Cited Here...

32. Baumgart AJ. Women, nursing, and feminism: an interview with Alice J. Baumgart. Can Nurse. 1985;81(1):20-22. Cited Here...

33. Kelly CW. Dimensions of Professional Nursing. 2nd ed. New York, NY: Macmillan; 1968. Cited Here...

34. Callan ME. Why NYSNA is leading a campaign to promote the RN. NYSNA Rep. 1995;26(1):14. Cited Here...

35. Liaschenko J. Feminist ethics and cultural ethos: revisiting a nursing debate. ANS. 1993;15(4):71-81. Cited Here...

36. Reuther RR. Sexism and God-talk: Toward a Feminist Theology. Boston, Mass: Beacon Press; 1983. Cited Here...

37. Bordo S. Unbearable Weight: Feminism, Western Culture, and the Body. Los Angeles, Calif: University of California Press; 1993. Cited Here...

38. Bandman EL, Bandman B. Nursing Ethics Through the Life Span. Norwalk, Conn: Appleton & Lange; 1990. Cited Here...

39. Benner P. From Novice to Expert: Excellence and Power in Clinical Nursing Practice. Menlo Park, Calif: Addison-Wesley; 1984. Cited Here...

40. Griffith HM, Robinson KR. Current procedural terminology (CPT) coded services provided by nurse specialists. Image J Nurs School. 1993;25(3):178-186. Cited Here...

41. Gibson CH. A concept analysis of empowerment. J Adv Nurs. 1991;16:354-361. Cited Here...

42. Chinn PL. Peace and Power: Creating Community for the Future. 4th ed. New York, NY: National League for Nursing; 1995. Cited Here...

43. Mayeroff M. On Caring. New York, NY: Harper Perennial; 1971. Cited Here...

44. Noddings N. Caring: A Feminine Approach to Ethics and Moral Education. Los Angeles, Calif: University of California Press; 1984. Cited Here...

45. Noddings N. Feminist fears in ethics. J Soc Philosophy. 1990;21(2):25-36. Cited Here...

46. Carse AL. The "voice of care": implications for bioethical education. J Med Philosophy. 1991;16:5-28. Cited Here...

47. Watson J. Nursing: Human Science and Human Care: A Theory of Nursing. New York, NY: National League for Nursing; 1988. Cited Here...

48. Kendall J. Fighting back: promoting emancipatory nursing actions. ANS. 1992;15(2):1-15. Cited Here...

49. Watson J. New dimensions in human caring theory. Nurs Sci Q. 1988;1(4):175-181. Cited Here...

50. Quinn JF. Holding sacred space: the nurse as healing environment. Holistic Nurs Pract. 1992;6(4):26. Cited Here...



Keywords: caring, dialectic, empowerment, ethics, feminism, knowledge, power



Copyright © 1996 by Aspen Publishers, Inc.
  OEBPS/images/cover.jpg





