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ABSTRACT

TITLE: An Interpretive Study of Everyday Practices and Clinical Judgments by
Experienced Psychiatric Nurses

AUTHOR: Yoko Nakayama, R.N., M.A.

Christine A. Tanner, R.N., Ph.D., F.A.AN.

The overall goal of this interpretive study was to explore the clinical world of
experienced Japanese psychiatric nurses. Specific aims were to: (a) describe everyday
practices of experienced psychiatric nurses who work at mental hospitals in Japan,
(b) explore the characteristics of clinical judgments which are embedded in their
everyday practices, and (c) understand the meaning of experienced in the expression
experienced psychiatric nurses. Data in this study were written documents, that is,
texts. The texts were composed of (a) transcripts of dialogic interviews in which
participants were storytellers and the researcher was the listener, and (b) the
researcher’s observation notes. Participants were 23 psychiatric nurses and licensed
assistant nurses, 18 females and 5 males, who were selected from three mental
hospitals located in metropolitan Tokyo, Japan. The dialogic interviews lasted
approximately one hour, during which the participants tried to describe their
memorable experiences from everyday practice. The interpretations of the texts were

developed by means of the hermeneutic circle which is the constant task of
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understanding. Themes, issues and exemplars in the texts were tentaiively categorized
from three perspectives: care, development of expertise and history.

With regard to the process of interpretation, the findings that emerged were as
follows:

1. Four levels of expertise were found in the work performance patterns of
experienced psychiatric nurses in everyday practices: the routine work performer’s
practices, the practices of an experienced nurse as a good neighbor, the practices of a
veteran nurse with marked individuality and the advanced experienced nurse’s
practices. Quality differences were also found to exist among the four patterns of work
performance.

2. The central concerns and issues which were revealed by the interpretation
relate to conscious, deliberative judgment in everyday practices. In particular, the
clinical judgments in the stories of patients’ suicides raised two issues: the nurses’
concerns and involvement in the patient-nurse relationship as well as temporality in
clinical judgments. The issue of conflicts between group consensus and the judgments
of individual nurses was also revealed. Most episodes which brought conflict in the
nurse himself/ herself or the nursing team were Judgments regarding activities of daily
living that are very private aspects of human existence.

3. Memoratle experiences were found to make a transformation in nurses’

values, beliefs and world views. In particular, the transition to advanced nurses was
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reflected by not only professional experience but also the experiences in the nurses’
own lives.

The findings in this study will be useful for Japanese psychiatric nurses making
role transitions from institutional care to communily care. And the issues surrounding
clinical judgments will contribute toward work performance changes, which will enable

psychiatric nurses to develop their expertise.



List of Figures

Chapter

TABLE OF CONTENTS

I BELOAAETION '+ vox ¢y nemno a5 Sawauss adhess e 3 et e e oo

Roles for Nurses in Changing Mental Health Care
Systems ........... ... ..

it Review of Literature ...................... .. ... .. ...

Issues Concerning Clinical Judgment ......... ... . ..

Clinical Judgment with Rationale ........ ... ..



m

Influence of Work Setting on Individual Nurses’
Expertise ................ ... ... . ... . . .. ...

Traditional Japanese Women: Stopped Work to Care
forFamily ........... ... ... .. .. ... ... .. .

Opportunity Came to Work in Mental Hospital .......
Married but Workingas Nurse .............. .. ..
Chose Psychiatric Nursing ............. .. .. . ..

Data Collection ........................... .. .

Xi



Methodological Rigor .................... ... ... ... ..
Protection of Human Subjects . . ............... .. ... .. ..
BSOS i« o - o tad he s e sl s g DS e
IV Patterns of Everyday Practices ......................... ..

Practice of Routine Work Performers .............. .. ... .

Practice of Experienced Nurse as a Good Neighbor .. ... . ...
Practical Wisdom in Everyday Life ......... ... . .. .
Using Common Sense ..................... ... ...

Practice of Veteran Nurse with Marked Individuality .......
Effective but Unusual Care ............... .. ... . ..
Challenging the Nurse Who Provides Ordinary Care . . .

Practice of Advanced Experienced Nurse ............... ..
Clinical Judgment Embedded in Everyday Practices . . .

Seeing Patients’ Potential ............... .. ... .. ..

Experienced Routine Work Performers Versus
Advanced Experienced Nurses . .............. .. ...

X1l



xiii

Experienced Nurses as Good Neighbors Versus
Advanced Experienced Nurses ....................

Veteran Nurses with Marked Individuality Versus
Advanced Experienced Nurses .................. ..

A% Central Concerns and Issues in Clinical Judgments ..... . ........

Clinical Judgment and Patient’s Suicide: Relationship and
EEMMPOEAEY o s aw e oo b s e . 8 55 d b e mm e o e e e e

Clinical Judgment in Patient-Nurse Relationship .. .. ..
Clinical Judgment and Temporality ............. ...
Clinical Judgment and Group Consensus .................

The More Nurses Provide Individualized Care, the
More Nurses Have Conflicts . ............... ... . . .

Nursing Care Plan and Individual Nurse’s Clinical
Judgment ... ... ... o

Strategies to Obtain Group Consensus for New Norms .

Overcome Institutionalization ....... ... . ... ... .. .



X1V

VI Experiences That Shape Patterns of Everyday Practices ..........
Initial Nursing/Caring Experiences . ............... ... ...

Memorable Experiences: An Encounter .............

Psychiatric Care Learned from Patients .............

Experience Which Made A Transition to Advanced Nurse . . .

Paradigm Shift: A Transition to Expert Nurse ........

Reflectionsof Life Events . .. .............. ... .. ... . ..

Implication for Japanese Psychiatric Care ...........
Implication for Clinical Judgment ............. .. ...
Recommendations ................ ... ... ... ... ...

CORETIRIEND s . oo €030 e a8 E 230 Bl 58 o s e gl



Appendix
A Trend of Psychiatric Bed Availability in J apan . .................
B Participants ........ ... ... ... . ... . .
T Japanese Nursing Education Systems .................. ...
D Interview GUIdE . ... ... ..o
E COMSEALFOBN. & 300 08 kveoioim s Bid Ko oy sras s e e e



XVi

LIST OF FIGURES
Figure Page #

1 Clinical Judgment and Temporality

2 Clinical Judgment and Group Consensus



CHAPTER I
INTRODUCTION
Statement of the Problem

Nurses have been devoted to the development of théorétical knowledge and
skills about cognitive processes in order to make accurate judgments/decisions and to
solve problems related to patient care (Field, 1987; Tanner, 1987, 1989). Increasingly,
nurses have been required to make judgments/decisions in complex clinical situations
based on very little or ambiguous data (Rew, 1988; Young, 1987). It is not possible to
standardize the processes involved in the decisions and actions that lead to safe and
effective care in highly complex situations (del Bueno, 1990).

On the other hand, we have often observed that experienced nurses provide the
appropriate care after only a few minutes of patient contact. Why is it that
experienced nurses can make j udgments/decisions and take actions immediately?
Nursing researchers point out that expert nurses make clinical Judgments/decisions
through their intuition based on their previous experiences in clinical practice
(Benner, 1984; Benner & Tanner, 1987, Polge, 1995; Rew, 1988, 1991; Schraeder &
Fischer, 1987; Young, 1987). The clinical Jjudgments of expert nurses differ from
those of inexperienced nurses. Expert nurses grasp situations and know the particular

patient through clinical knowledge gained from experience with many people in



similar situations (Tanner, 1996). This experience, Benner (1982) states, does not
refer to a mere passing of time, but the experience rooted in systematic study and
actual clinical practice that is the crucial element in the development of clinical
knowledge.

Clinical experiences contribute to producing clinical knowledge and to
developing nurse expertise. The more experience nurses have in direct patient care,
the more likely they are to make appropriate judgments and provide effective care.
However, the relationship between clinical experience and the development of nurse
expertise is not clear (Garb, 1989; Henry, 1991). Despite having a great deal of
experience, some nurses never develop their expertise; in other words, experienced
nurses are not necessarily expert nurses. For example, in institutions such as mental
hospitals, nurses develop a subculture that strongly influences their practice
(Goffman, 1961; Morrison, 1990). Much of the everyday practice of these nurses is
shaped by group norms which eventually become routine and stereotyped rather than
individualized by patient needs and each nurse’s unique competencies. Even when
nurses have a great deal of experience, the routine and stereotyped everyday practice
does not necessarily contribute to their expertise to provide effective care, because it
lacks reflection.

Clinical experience is a necessary condition for becoming an expert nurse, but
it alone is not sufficient. Here arises the question of how nurses have accumulated

their experience as clinical knowledge/wisdom and developed their expertise.



Expert skills/knowledge based on experience is characterized as practicai
knowledge or knowledge in clinical practice. Experts immediately grasp situations
using mntuition and practical knowledge. The skills of expert nurses stand out in their
clinical judgments which are embedded in their everyday practice. Dreyfus and
Dreyfus (1986) stress that "when things are proceeding normally, experts don’t solve
problems and don’t make decisions; they do what normally works" (pp. 30-31).
Nevertheless, when expert nurses perform actions based on what normally works, the
nurses must have encountered a variety of possibilities in order for them to provide
effective care in the patient situation and respond to the situation consciously or
unconsciously to make a choice of actions for effective practice. Dreyfus and Dreyfus
(1986) explain that because experienced-based holistic discrimination produces deep
situational understanding, the expert can determine what is deemed important in a
situation. The differences between expert nurses and non-expert nurses show up in
their everyday practices in both deliberate, conscious clinical Judgments and
unconscious, non-analytic clinical judgments (Tanner, 1996).

Previous studies reported differences of clinical expertise in developmental
stages from novice to expert, when comparing experienced nurses with inexperienced
nurses (Benner, 1984; Benner, Tanner & Chesla, 1992, 1996; Corcoran, 1986a,
1986b), and in the expert ability of experienced nurses to make a difference to the
patient (Astrom, Norberg, Hallberg, & Janssin, 1993; Tanner, Benner, Chesla &

Gordon, 1993). However, there are few studies concerned with the differences in



clinical expertise among nurses with the same amount of experience (Polge, 1995;
Rubin, 1996). Studies focusing on clinical expertise and competencies of experienced
- psychiatric nurses, in particular, are few (McElroy, 1990). In Japan, there has been no
study of the clinical expertise of experienced psychiatric nurses. Developing a
description of the everyday practices of experienced psychiatric nurses would be a
contribution in itself. It is also possible that a description of the clinical worlds of
these nurses would uncover ways in which the transition to expert nurse occurs.
Furthermore, the study might reveal contributors and barriers in Japanese psychiatric
hospital settings that promote or hinder the development of expertise through clinical
practice.
Purpose of This Study

The overall goal of the study was to explore the clinical world of experienced
Japanese psychiatric nurses. The specific aims of this study were to: (a) describe
everyday practices of experienced psychiatric nurses who work at mental hospitals in
Japan, (b) explore the characteristics of clinical judgments which are embedded in the
everyday practices of these nurses, and (c) understand the meaning of experienced in
the expression experienced psychiatric nurses. This study was set in Japan because
the researcher is a Japanese psychiatric nurse.

Based on Benner and Tanner’s research (Benner, 1984; Benner & Tanner,
1987, Benner et al., 1992, 1996; Tanner et al., 1993), the researcher assumed the

difference between expert nurses and non-expert nurses would be rooted in patterns



of everyday practices and clinical Judgments embedded in their everyday practices.
However, the concept of an expert nurse was not clear in Japanese clinical nursing.
Japanese people recognize experienced nurses as veteran nurses, but the terms expert
nurse (as described in American literature) and veteran nurse were not necessarily
equivalent. The concept of an expert nurses as it is revealed in J apanese psychiatric
nursing practice was also eventually also examined in this study.
Sociocultural Background

In this study, the researcher focused on the everyday practice of experienced
psychiatric nurses who work in mental hospitals in Japan. The researcher chose to
explore the clinical world of experienced J apanese psychiatric nurses because the
nurses are key to designing and providing care that supports: (a) the tradition of
institutional care, and (b) a more professional role for nurses in changing mental
health care systems.

Tradition of Institutional Care

wh

Historically, mentally ill patients in J apan were taken care of by their families.

The Japanese people firmly believed that patient care was the family’s responsibility
and that patients led happier lives living with their family. However, many patients
stayed in miserable environments, referred to as private confinement, in close
proximity to the family dwelling but in a separate structure. The enactment of the

Mental Hygiene Law in 1950 aboelished the private confinement of mentally ill
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patients and empowered the government to stimulate profit-making enterprises out of
private mental hospitals. Mental hospital care was started in J apan at that time.

An amendment was made to the 1950 Mental Hygiene law in 1965 as the
direct result of an accident to the then American Ambassador, Dr. Reishauer.

Dr. Reishauer was hurt by a patient with schizophrenia, and the incident highlighted
the lack of community mental health care services in Japan. The amendment
established new systems including: (a) local mental health centers, and (b)
community mental health services within existing public health centers. Although
these mental health systems materialized, the amendment was more successful in
spurring the development of institutional care in mental hospitals than community
mental health care systems over the next 20 years.

The mental heaith movement has been strongly influenced by social change
that began to accelerate modernization in the 1960s. Modern technological
production, in particular, had a tremendous impact on every facet of social life, and
the "world of work" occupied a dominant position in Japanese social life. However,
despite the westernizing of social structure after World War II, Japanese culture
maintained that the family should share in the responsibility of patient care. For
mentally ill people who were unable to work and live independently, there was no
alternative to hospitalization. Institutional care was needed to provide relief for the

families. Consequently, mentally ill persons took the patient role in mental hospitals.



Under the amendment of the Mental Hygiene Law in 1965, public health
nurses, social workers and other community mental health professionals sent persons
in the community with mental health problems to mental hospitals. At that time,
mental health professionals believed that it was good for patients to get psychiatric
treatment. However, private mental hospitals were built during this period of
economic growth, and many unlicenéeci aides Were employed to provide nursing care.
During ther 10-year-period from 1960 to 1970, the number of péychiatric beds
expanded to approximately 143,000 beds (see Appendix A). Most of the mental
hospitals were merely asylums without professional psychiatric treatment and care
programs. It was during this period that the participants in this study were hired as
psychiatric nursing staff.

In the 1970s, hospital conditions were totally different from those in an ideal
therapeutic community, and the traditional treatment for patients in mental hospitals
was criticized. What occurred inside mental hospitals was revealed through scandals
which documented patient maltreatment. Open-door systems soon evolved in mental
hospitals, and physical conditions improved. However, hospitalized patients did not
obtain liberation, and even today the number of mental hospital beds continues to
increase (see Appendix A).

The community mental health movement of J apan in the 1980s focused on
expanding community-based facilities (e.g., day treatment centers, social clubs,

workshops, half-way houses and group homes) for mentally ill persons, while at the



same time maintaining the traditional mental hospital settings. In Japan, there has
been no deinstitutionalization movement such as has been evident in the United States
and the European countries. There are still many long-stay patients as well as nurses
who provide custodial care in traditional mental hvospitais.

Institutionalization has not only been a problem among inpatients but for
nursing staff in mental hdspitals as well. Psychiatric nurses who had spent substantial
amounts of time with patients in the hospital were confronted by the reality that they
were falling behind in the community mental health movement. In the last 10 years,
Japanese psychiatric nurses, especially those who have worked in mental hospitals for
a long time, have had to make a transition from institutional care to community care.

The Mental Hygiene Law was replaced by an amendment to the Mental Health
Law in 1998 and then that amendment was modified in 1993. These changes were
aimed at the protection of human rights for the mentally ill, the promotion of their
social rehabilitation and the development of the community mental health care
system. In addition, the focus of psychiatric and mental health service was shifted
from hospital-based care to community-based service.

Role for Nurses in Changing Mental Health Care Systems

The 30-year history of mental hospital care produced many institutionalized
patients. Both nurses and patients in the psychiatric wards lost hope that the patients
would ever go back to their families or the community, so the ward became their

home. Nursing staff tried to maintain a peaceful and quiet atmosphere in the ward by



providing consistent day-to-day care. The transition from institutional- to
community-based care, mandated by the Mental Health Law, revealed that the
methods used to care for long-stay patients prior to its enactment were madequate for
patients who were to be relocated to the community. Psychiatric nurses and other
mental health professionals had not sufficiently recognized the necessity for
providing those patients with social skills that would enable them to develop self-care
abilities.

The current movement to community mental health services has resulted in
many changes in mental Bospitals. As the patients obtain freedom and’autonomy in
everyday life in mental hospitals, the nurses’ everyday practices, which the
participants in this study described, have gradually changed. Therefore, it is Important
to uncover clinical competencies in psychiatric care developed by experienced nurses
who have made efforts to provide care in silence for so long. It is also important to
explicate how experienced psychiatric nurses have confronted and overcome the
barriers and difficulties brought about by the many changes.

Japan is currently going through another major change, reforming the health
care systems to accommodate the needs of their aging population. The Mental Health
Law was amended again in 1995 to reflect the 1993 Basic Law for the Disabled and
the Community Health Care Law established in 1994. In particular, as the new Basic
Law for the Disabled provided for those with mental disabilities, the Mental Health

Law needed to incorporate welfare measures. Mental heaith services are gradually
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beginning to focus on social welfare rather than medical care. Consequently,
psychiatric nurses will perform collaborative work with various professionals
including social workers and clinical psychologists in mental health service.
Psychiatric nurses will need to be able to identify their competencies and professional
roles in the reformed mental health care systems. As part of the remarkable transition
to community mental health care, this study will serve J apanese psychiatric nurses in

their efforts to transition from traditional institutional care. .



CHAPTERII
REVIEW OF LITERATURE

The review of literature was directed toward identifying what is known about
clinical expertise, especially development of knowledge through everyday practice,
clinical judgment and their relationship t§ experience. Additionally, there is evidence
that the development of nurses’ expertise is strongly relatéd to clinical settings where
nurses provide patient care. Therefore, organizational and cultural aspects are
included in the discussion of clinical expertise and clinical experience.

Clinical Knowledge

Knowledge Development and Practice

Nursing scholars have discussed the relationship between theory, research and
practice since scientific nursing was emphasized in late 1950s and early 1960s. The
fundamental feature of nursing is practice. Nursing knowledge and theory are
developed through scientific research, and nursing practice is improved by the
scientific knowledge and theory based on the research (Lindeman, 1990). Lindeman
(1990) describes the traditional view of research in nursing practice as follows:

(a) the primary responsibility for developing knowledge belongs to the nurse-

scientist, (b) neither the staff nurse nor the patient is an active participant in

developing new knowledge, (c) the staff nurse applies knowledge in the real
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world, (d) decisions about how new knowledge will be used are not a part of

the research process. (p. 166)

The traditional view holds that nurse clinicians are different from nurse scientists,
with clinicians applying knowledge acquired by scientists. This distinction between
nurse clinicians and nurse researchers and between scientific knowledge and
experiential knowledge has contributed greatly to the gap between knowledge and
practice. In this view, the most (if not all) legitimate knowledge is that discovered or
verified through scientific methods. Experience-based knowledge is viewed as value-
laden, prone to bias and not reliable until tested empirically (Benner, 1982;
Lindeman, 1989). Most scientific researchers and theorists through the 1980s
accepted this conventional view of the relationship between science and practice and
largely ignored the competencies and expertise of nurses who provide patient care
using knowledge.

However, a few outstanding nursing scholars focused on the components of
practice. Wiedenbach proposed a situation-producing theory together with
philosophers Dickoff and James (1968a, 1968b). Benner (1984) applied to nursing a
model of skill acquisition developed by Hubert Dreyfus, a Heideggerian philosopher,
and Stuart Dreyfus, a mathematician (1986).

Wiedenbach, who published her work, Clinical Nursing: A Helping Art, in
1964, contributed to knowledge development based on practice in the 1960s.

Wiedenbach claims knowledge, judgment, and skills as three aspects to the practice
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of clinical nursing, that is, knowledge encompasses everything that has been
comprehended, judgement involves the ability of the nurses to make sound decisions,
and skills represents the nurse’s ability to achieve the appropriate outcome
(Fitzpatrick & Whall, 1989, p. 91). Moreover, she claims that 1dentification,
administration, and validation are three components of practice directly related to the
patient’s care. Wiedenbach developed her model to cultivate the nurse’s ability to
provide effective care, and it was used as such in the 1970s and 1980s in Japan
(Toguchi, 1980).

Wiedenbach emphasized that nurses should perform everyday practice
consciously as professional nurses. She asserted that “theory is born in practice, is
refined in research, and must and can return to practice” (Dickoff, James &
Wiedenbach, 1968, p. 415).

Benner published her work, From Novice to Expert, in 1984. She attempted to

explicate the characteristics of clinical knowledge embedded in nursing practice
through her research project. Benner identified 31 competencies of skilled nursing
practice that emerged from analysis in her research and classified them into seven
domains: (a) the helping role, (b) the teaching-coaching function, (c) the diagnostic-
monitoring function, (d) effective administration of rapidly changing situations,

(¢) administrating and monitoring therapeutic intervention and regimens,

(f) monitoring and ensuring the quality of health care practice, and (g) organizational

and work-role competencies.
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One of Benner’s (1984) main contributions was to highlight the significance of
practical knowledge in nursing expertise and the relationship between theoretical
knowledge and practical knowledge describing it this way:

Knowledge development in an applied discipline consists of extending

practical knowledge (know-how) by means of theory-based scientific

investigations and the charting of the existent ‘know-how’ developed through

clinical experience in the practice of that discipline. (p.-3)

Benner pointed out that theory is derived from practice and then practice is altered or
extended by theory (Marriner-Tomey, 1989).

Both Wiedenbach and Benner described the nature of nursing practice in terms
of complementary philosophies. In the 1960s, Wiedenbach attempted to develop
epistemological knowledge in nursing practice, while in the 1980s, Benner attempted
to describe practical knowledge as embedded in nursing practice. In a discussion
about the movement during the 20-year period from Wiedenbach to Benner,
Lindeman (1990) notes that the following new view of research arose:

(2) the research subject is given an active role in the research process,

(b) knowing ‘how’ is viewed as equally important to knowing ‘that’, (c) the

scientist and practitioner are partners in research, and (d) research takes place

in clinical research settings. (p. 166)

The body of knowledge has served as the rationale for nursing practice. However, the

nurses, who were devoted to the development of scientific knowledge in nursing,
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were aware that various forms of knowing contribute to the development of
knowledge for a practice discipline (Carper, 1978; Chinn & Kramer, 1991; Moch,
1990). Chinn and Kramer (1991) note: “Nurses’ patterns of knowing provide ways
for sharing insights and understanding that can be used in practice” (p. 11).

Knowledge as Embedded in Practice

According to Schén (1983), professionals have become aware of the limits of
technological rationality. Problems in practice are characterized by complexity,
uncertainty, instability, uniqueness, and value-conflict, and not all characteristics are
suitable to the model of technical rationality based on the positivist epistemology.
From the positivist perspective, professional practice is a process of problem solving
through instrumental application of scientific knowledge. In the real world of
practice, however, problems do not always surface for the clinician to resolve.
Moreover, in everyday practice, clinicians make judgments for which they cannot
state adequate criteria, and they display skills for which they cannot state the rules
and procedures (Schén, 1983).

Professional knowledge does not always match the changing character of the
practice situations. A gap exists between professional knowledge and the demands of
real-world practice in that basic and applied sciences are convergent, whereas practice
is divergent (Schon, 1983). The gap is identified as a significant difference between

ways of knowing: knowing that and knowing how, theoretical knowledge and



16

practical knowledge and scientific knowledge and knowing-in-action (Benner, 1983,
Polanyi, 1974; Schén, 1983).

Knowing-how and practical knowledge are skills of knowers. The skillful
knowing and doing are enabled through the personal participation of the knower in all
acts. Polanyi referred to these kinds of knowledge as personal knowledge. Personal
knowledge, therefore, is concerned with the knowing, encountering and actualizing of
the concrete, individual self (Carper, 1978). For nurses in particular, knowing is a
pattern of knowledge gained through interpersonal relationship, and to gain the
personal knowledge in nursing care, it is essential that the relationship be established
(Jenks, 1993).

Clinical Judgement
Issues Concerning Clinical Judgment

Gordon (1988) summarizes the common understanding of clinical judgment as
“cognitive, mental, or intellectual reasoning, that involves combining data through
inference, logic, probability statistics, or decision rules, based on a series of conscious
steps” (p. 267). Clinical judgment is, therefore, primarily intellectual, cognitive,
analytic.

In nursing, the term clinical judgment includes nursing process, nursing
diagnosis, clinical decision making, diagnostic reasoning and information processing.
According to Tanner (1987), the distinction among these terms is found in the

theoretical perspectives: the rationalist perspective and the phenomenological
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perspective. For example, the term clinical decision making implies a rational
application of formalized and/or scientific knowledge as the means for making the
decision. On the other hand, the term clinical judgement is characterized by arational
approaches based on tacit knowledge including intuition and experience in addition to
rational/analytic approaches.

Tanner (1987, 1989) defines clinical judgment as the use of knowledge in
making one or more of several kinds of decisions: (a) observations to be made in a
patient situation, (b) the evaluation of the cues observed and/or recognition of
patterns and meanings, and (c) actions to be taken (or not taken) with or on behalf of
the patient. Insofar as this definition which is based on Kelly and Hammon’s (1964;
Kelly, 1966) work, Tanner considers clinical judgment as a process that includes
nurses’ actions.

Brykczynski (1989) stresses that clinical judgment is the essence of practical
wisdom. Therefore, expert nurses’ practices are shown in their clinical Judgment.
Brykczynski (1989) describes the characteristics of clinical Judgment as follows:

Clinical wisdom is the kind of global integration of a body of knowledge that

develops when theoretical concepts and practical know-how are refined through

experience in actual situations. Clinical judgment is the essence of practical
wisdom. It is the least specifiable, yet most crucial, aspect of clinical

knowledge. (p. 76)
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There is an assumption that clinical judgments by expert nurses who hold knowledge
embedded in clinical practice differ from those who make clinical judgments with the
deciston-theory perspective and the information-processing perspective (Tanner, 1989).
Expert nurses often make judgments/decisions using their perceptual abilities
characterized as a gut feeling, a sense of uneasiness or a feeling that things are not quite
right. They also use intuitive grasp or intuitive perception based upon prior experience
and understanding (grasping) the clinical situation as a whole (Benner, 1984; Schraeder
& Fischer, 1987).

Merleau-Ponty (1962) clearly makes a distinction between judgment and
perception:

I cannot put perception into the same category as the syntheses represented by

the judgments, acts or predictions. . . . Perception is not a science of the world,

it is not even an act, a deliberate taking up of a position; it is the background

from which all acts stand out, and is presupposed by them. (p. x)
For Merleau-Ponty, perception gives a sense “to see” on the hither side of judgment
and the far side of the quality or impression. That 1s, perception is the world of actual
experience which is prior to the object world. Therefore, to perceive is to grasp the
sharpness of an object in the background, and this ability as clinical judgment is the

expert nurses’ intuitive grasp (Benner, 1984).
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When nurses make clinical judgments, they not only act on practical knowledge
and experience, but also use theoretical knowledge. Tanner (1989) and Brykczynski
(1989) stress that both types of knowledge are required in complex clinical situations.

Clinical Judgment with Rationale

Nursing diagnosis as a problem-solving process refers to strategies utilized to
make a judgment in clinical settings. Nursing diagnosis is a labeling skill of clinical
judgment/decision making and recognition of the health problems that are focused on n
nursing. The term diagnosis is used as a category name for a health problem and a
process of identifying health problems (Gordon, 1987). Gordon notes that the following
points were emphasized in the description of diagnosis as a process of judgment:

1. The diagnostic process includes the collection, interpretation, and
clustering of information. Then a name is given to the health problem.
2. Diagnosis as a process and diagnosis as a category can be separated

for purpose of discussion, but they are inseparable when used in practice. (p. 28)
Nursing diagnosis is a cognitive process and a highly standardized diagnostic judgment
skill directed at interventions. The thinking process and the knowledge used in nursing
diagnosis are clarified. However, it is unclear in actual complex situations how nurses
are able to make judgments and provide effective care based on nursing diagnosis or
problem-solving skills.

Nursing diagnosis and problem solving in nursing process developed in the ‘70s

are central concerns. On the other hand, they have been criticized by clinicians because



of limitations in actual clinical practice, because nurses are involved performers in
clinical situations. A nurse’s emotional or subjective responses to situations influence
his or her judgments, and the nurse’s Judgments are influenced by social context factors
(Field, 1987). Wilkinson (1987/ 88) reports that nurses who feel a strong sense of
responsibility for their own actions seem to be unabie to cope with moral distress in
making ethical judgments/decisions regarding patient care. Similarly, in an actual
situation nurses are required to make a subjective qualitative judgment/decision.
Arguments have arisen as to whether highly standardized and decontextual nursing
diagnosis/problem-solving skills are useful in highly complex clinical nursing
situations. McGuire (1985) claims that different types of problems require different
kinds of strategies.

Refuting the notion that nursing diagnosis is decontextual, Gordon (1994)
proposes a model of clinical judgment which integrated diagnostic-therapeutic and
ethical reasoning. Gordon argues that most ethical concerns arise in the context of
nursing assessment, diagnosis, caregiving, and evaluation. She also asserts that all
clinical situations have diagnostic-therapeutic and ethical dimensions and that the
ethical dimensions are an integral part of each nursing process component.

Addressing another concern, Shamansky and Yanni (1983) point out that
nursing diagnosis may preclude the intuitive elements of decision making which are
embedded in expert practice. Consequently, the relationship between the amount of

clinical experience and the extent of one’s problem-solving ability is inconsistent. A
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gap exists between being an expert experienced nurse and being an expert problem
solver or an expert diagnostician. In their study about expert nurses knowing the
patient, Tanner and her associates (Tanner et al., 1993), stress that “The practical
discourse on knowing a patient and its significance to clinical judgment simply cannot
show up when practice is viewed through the lens of the rational models” (p. 279).
Intuition and Intuitive Judgment

Tanner (1989) uses the term intuition to describe Jjudgment without rationale.
Moreover, Benner and Tanner (1987) state, “Intuitive judgment is what distinguishes
expert human judgment from the decisions or computations that might be made by a
beginner or by a machine” (p. 23).

How is intuition defined when used in the context of nurses in a clinical setting?
Intuition may be a sixth sense that involves perceptions outside the traditional channels
of hearing, sight, smell, taste, and touch. Issack (1978) states that terms such as hunch,
guess and feel are synonymous with intuition when they are used in a context which
alludes to arriving at knowledge without conscious awareness of rational thinking.
Intuition also is defined as a personal ability to grasp the deeper meaning and
significance of problems without the use of linear analysis (Bruner, 1960). Hence,
ntuitive behaviors may reflect skills at integrating and synthesizing diverse and
complex information (Cosier & Aplin, 1982).

Benner and Tanner (1987) interviewed 21 expert nurses who had at least 5 years

of experience in a single clinical area. They considered the examples of nurses’
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intuitive judgments using six key aspects of intuitive Judgment introduced by Dreyfus
and Dreyfus (1986): pattern recognition, similarity recognition, commonsense
understanding, skilled know-how, sense of salience, and deliberative rationality.
Benner and Tanner stressed that the experts’ intuitive judgments are recurring, skilled
capacities based on education and experiential learning. The problem with formal logic
is that it ignores the human expertise that can involve itself in ambiguous, open,
unstructured situations. Finally, Benner and Tanner concluded that intuitive knowledge
and analytic reasoning are not in an either/or opposition; they can work together.

In her conceptual analysis, Rew (1986, 1988) defined intuition in terms of
knowledge that was received in an immediate way, was perceived as a whole, and was
not arrived at through a conscious linear, analytic process. Rew (1988) interviewed 11
registered nurses and asked (a) how they experienced intuition in clinical practice, and
(b} what they did immediately after an intuitive experience occurs. In response to the
first question, the majority of nurses described their intuitive experiences in both global
and specific feelings. Several nurses described their experiences of intuition as
knowing rather than feeling. Analysis of the responses to the second question resulted
in the formation of three categories of responses: affective, cognitive, and behavioral.
Affective, cognitive, and behavioral consequences of intuition are reflected in decisions
and actions. As a result, Rew (1988) indicates, “Findings provide evidence that nurses
recognize intuition as a component of clinical practice in making decisions and taking

action” (p.153).
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Based on her earlier research, Rew (1991) interviewed 16 nurses who worked
with child or adolescent psychiatric-mental health patients. She reported that in
situations that are frequently ambiguous and of crisis proportions, such as psychiatric-
mental health care of children, nurses who are sensitive to nonverbal cues and willing
to act on their hunches can make a difference in the care planned and provide effective
care.

Young (1987) believes that nursing process is a multidimensional activity that
may include intuitive data and decisions that are grounded in subjectivity. In her
research using the grounded theory approach, Young asked 41 female registered nurses
to describe their past intuitive experiences. From the results Young was able to
conclude that in the process of intuition, there were isolated cues, images, feelings, and
recollections of past and present experiences that became integrated with the current
situation. The outcome of an intuitive experience is a consequence in the form of
knowing or doing, that is, the data indicate that intuition functions during nursing
judgments as both a process and a product.

Polge (1995) conducted a quantitative study using instruments and examined the
relationship between self-reported level of nursing proficiency and the use of intuition
to make clinical judgments in critical care nurses. The study showed that as the level of
nursing proficiency increased from advanced beginner to expert, there was a significant

increase in the use of intuition to make clinical judgments.
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As Benner and Tanner (1987), Rew (1988, 1991), Young (1987) and Polge

(1995) all suggest, intuition in nurses is related to their previous experiences in clinical
practice. The more experience nurses have, the more they use intuitive judgments,
because the expert’s ability has been developed through clinical experience. Experience
provides the critical source material from nurse-patient interactions and judgments that
become the framework of clinical intuition (Young, 1987).

Moreover, Young (1987) suggests the following elements of the personal
dimension which refer to conditions and attributes that facilitate intuition: (a) direct
patient contact, (b) self-receptivity, (c) experience, (d) energy, and (e) self-confidence.
The personal dimension is significant when considering individual differences among
experienced nurses.

Clinical Judgment in Psychiatric Care

Most of the research on clinical judgment and on intuition has been conducted
in critical care settings. In contrast with critical care settings, psychiatric nurses are
rore often required to make judgments in fuzzy and ambiguous patient situations.
Regan-Kubinski (1991) conducted a qualitative study of clinical judgment based on the
model of nursing process in psychiatric care. Fifteen American psychiatric nurses in
this study were interviewed, and the in-depth interview data were analyzed using
comparative content analysis. The findings of this study suggest that their nursing
judgment rests primarily upon present patient behavior, embedded in a context of past

psychiatric history, previous functioning, and psychiatric diagnosis. Furthermore, these
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findings suggest that nursing judgment has an action-oriented rather than a labeling
function.

Liukkonen (1993) performed content analysis on nursing care plans in
psychogeriatric wards in a mental hospital in Einland. In the study, Liukkonen found
that the nursing plans focused on the patient’s physical needs more than psychic and
social needs in a problem-solving approach. Despite the psychogeriatric patients’ need
for comprehensive care, nurses made an assessment only on the patient’s physical
aspects.

Research on clinical Judgment/decision-making in psychiatric and mental health
care has also focused on ethical/moral aspects. In a study of 177 psychiatric nurses in
the Unites States, three case vignettes depicting restrictive situations were used
(Garritson, 1988). Three possible Interventions, each representing a different moral
principle, were presented in each vignette. The subjects were to select one intervention
for each vignette. Garritson found that nurses selected interventions supporting the
beneficence principle more than those representing autonomy and distributive justice.
In a study conducted in Sweden by Liitzén and Nordin (1993a, 1993b), benevolence as
a central moral concept of nurse decision making in psychiatric settings derived from a
grounded theory approach. The subjects were 14 experienced psychiatric nurses. In this
study, benevolence was defined as the wish to do good compared to beneficence which

is the practice of doing good.
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The decisions of psychiatric nurses in psychiatric hospital settings are strongly
influenced by patients’ limitations and social expectations. Psychiatric nurses
experience conflicts between patient autonomy and control in the ward. The nursing
Jjudgment/decision focused on patient autonomy will be more difficult to make than that
focused on patient beneficence.

Toguchi, a psychiatric nurse specialist and prominent leader in the area of
nursing in Japan, and her associates (including the researcher in this study) have
explored the clinical judgments and everyday practices of psychiatric nurses since
1980. This group held seminars for psychiatric nurses and discussed the relationship
between clinical judgment and nursing action in everyday practices from 1980 to 1984
(Nakayama, 1984; Toguchi, 1980; 1981; 1982; 1983). In these seminars, interpretation
of a case study through group discussion was used as a study method. This
methodology focused on the process of caring in terms of “KATARAI” (in Japanese),
that is, telling stories, searching the hidden meanings of the stories and, through
discussions among a case presenter and group participants, uncovering the nurse’s
judgment which was the basis for his/her taking a particular action in a clinical
situation. The issues of conflicts between individual judgment and group consensus in
nursing teams, and disconnection between making judgment and providing care were
disclosed using “KATARAL?” It was discovered that in psychiatric hospital settings,
even experienced nurses did not make their own jud gments; rather, they worked on the

rules and group norms in the nursing team. Therefore, the nurse’s action in a clinical
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setting was considered a reflection of a choice made from multiple possibilities in the
situation.

These studies of clinical judgment in psychiatric care suggest that nursing action
is more significant than cognitive judgment itself, and psychiatric nurses more often
use criteria which enable them to evaluate moral judgments easily.

Clinical Expertise

Differences Between Novices and Exnerts

Observing the expanding influence of computers on society, Hubert Dreyfus
(Dreyfus, 1979, 1984; Dreyfus & Dreyfus, 1986) chose to examine the notion of the
superiority of artificial intelligence over human capabilities. He tried to understand
human capacities and skills and determine what goes into becoming a human expert.
Based upon the study of chess players and airline pilots, Dreyfus developed a model of
skill acquisition with his brother, Stuart Dreyfus (Dreyfus & Dreyfus, 1986). In their
study, the Dreyfus brothers identified five stages of skill acquisition and development:
novice, advanced beginner, competent, proficient and expert.

Benner (1984) applied the Dreyfus model of skill acquisition to her work,
conducting research using interviews and participant observations in six hospitals. The
subjects were 42 (21 pairs of) newly graduated nurses and 51 experienced nurses.

Benner and her associates pointed out that the difference between levels reflects
changes in four general aspects of skilled performance: (a) movement from a reliance

on abstract principles and rules to the use of past, concrete experience; (b) shift from
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reliance on analytic, rule-based thinking to intuition; (c) change in the learner’s
perception of the demand situation; and (d) passage from detached observer to involved
performer (Benner, 1984; Benner et al., 1992).

Corcoran (1986a, 1986b) conducted a study of task complexity in hospice

nursing using information processing. The subjects were six expert nurses in leadership

- positions and five novice staff nurses. The planning task was to develop a drug
administration plan with a goal of controlling pain. The presented cases had severe
chronic pain, and the subjects were required to make a decision in complex situations.
Based on the findings, Corcoran (1986a) identified several factors as nursing expertise.
First, knowledge of sources, types, and treatments of pain are important in the
development of nursing plans to control pain. Expertise requires domain-specific
knowledge and decision-making skills. Second, in the more complex cases, nurses
generated more altemativ§: actions. Third, the strong relationship between expertise
and quality of plans are explained by the variability in nursing experience.

Hobus, Schmidt, Boshuizen, and Patel (1987) conducted research with 18
experienced doctors, 12 final-year medical students, and 5 doctors who had graduated
less than 1 month prior to the research experiment as its subjects. The purpose of the
research was to look for the reasons why the differences between experts and novices
arise. As a result, they were able to determine that experienced doctors make extensive
use of contextual information. The medical education provides the students with the

anatomic and pathophysiological knowledge needed to understand the patient’s



symptoms. However, in a critical phase of the diagnostic process, doctors are needed
to understand the context of a patient.

Comparing the clinical judgment process in experienced nurses with student
nurses, Itano (1989) found out that experienced nurses collected more cues than student
nurses. As Pyles and Stern (1983) noted, that past experience lets nurses take in cues
and analyze them so rapidly that their conclusions appear to be instantaneous. Astrom
et al. (1993) also found that the involvement of experienced and skilled nurses had a
positive effect on the patient. These studies indicate that clinicians develop their
expertise through clinical experience.

However, in a review of studies on training, experience, and clinical Jjudgment
in the mental health field, Garb (1989) concludes that the study reports do not support
the notion that experience is positively related to professional competence. For
example, in a personality assessment study, experienced clinicians were no more
accurate than less experienced clinicians, and presumed expertise was not related to the
validity of judgments (Garb, 1989). Why was the value of experience not supported in
the mental health field? Garb points out that clinicians have trouble learning from their
experience because feedback is unavailable or biased for some tasks, and the Judgment
strategies of clinicians are not always adequate. Garb’s research further indicated that
clinical experience is not a sufficient condition to make accurate Judgment. In order to

become expert clinicians, they needed to be able to learn from experience.
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Rubin (1996), a participant in Benner’s research group, conducted a non-
expert/experienced nurses’ study. Participants in this study included 25 nurses who
had worked in ICUs for at least 5 years and were identified by nursing supervisors as
being experienced. Rubin found that the practice some experienced nurses described
was safe but not expert. They never came to experience their patients as individuals
because their contacts were limited to the patient’s medical needs; therefore, the nurses
had little memory of their patient contacts. Consequently, despite years of experience,
they do not accumulate their clinical experience in patient care. In other words, these
nurses have no developmental trajectory of skill acquisition to expert.

Clinical Competencies and Domains of Practice

Benner (1984) identified seven domains of nursing practice as competencies:
(a) the helping role, (b) the teaching—coaching function, (c) the diagnostic and patient
monitoring function, (d) effective management of rapidly changing situations,

(e) administering and monitoring therapeutic interventions and regimens, (f) monitoring
and ensuring the quality of health care practices, and (g) organizational and work role
competencies. In this research, Benner showed that “nursing is a practice with its own
competencies derived from the practice of nursing itself” (Bishop & Scudder, 1990,

p. 65). The practice requires developing from the novice stage to that of expert.

Fenton (1985) identified competencies and skills of clinical nurse specialists
using Benner’s domains of nursing practice. Fenton conducted interviews and

participant observations of 30 master’s-prepared nurses who worked as clinical nurse
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specialists at a large health sciences center. As a consequence of this study, Fenton
added “consulting role of the nurse” as a new domain of clinical nurse specialists, and
stressed three domains—organizational and work-role competencies, monitoring and
ensuring the quality of health care practice, and the consulting role—as important
competencies of clinical nurse specialists.

Brykczynski (1989) added a new domain and the competencies in her research
based on Benner’s 1984 study. The subjects in the research were 22 experienced nurse
practitioners practicing in hospital-based ambulatory care settings. Brykczynski labeled
the new domain as “management of patient health/illness status in ambulatory care
settings,” interpreting this domain as more typical of nurse practitioner practice. Using
Benner’s domains of nursing practice, McElroy (1990) also tried to uncover clinical
knowledge in expert psychiatric nursing practice. Once again, clinical knowledge,
consistent with competencies in Benner’s domains, was found in the paradigm cases of
expert psychiatric nurses.

Influence of Work Setting on Individual Nurses’ Expertise

Nurses work with other nursing staff and health care professionals. Shanley
(1988) reports that for charge nurses, the relationship with nursing staff members is
the most important criteria in the evaluation of whether a nurse is a good or a poor
mental health nurse. Corcoran, Narayan and Moreland (1988) claim that peer

dialogue is useful for the continuing development of experienced nurses.
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In order for a nursing/treatment teamn on the ward to be successful, group.
consensus and a sharing of ideas and values is often required. The quality circle, a
Japanese management style, is a strategy used to develop the nurse’s expertise in -
terms of sharing ideas and improving the quality of product and service toward
patient care. It is best described as a small group of employees that meets regularly to
identify, analyze, resolve, and prevent problems associated with their area of work
(Smith, Mangelsdorf, Piland & Garner, 1989). The contributions of quality circles to
nursing management include: (a) participating in organizational decision making,

(b) improving the quality of patient care, (¢) increasing nurse job satisfaction,
(d) improving recruitment and retention of nurses, (e) reducing costs of nursing care,
and (f) maximizing nurses productivity (Wine & Baird, 1983; Smith, et al., 1989).

The underlying strategy of this management style is a group-oriented working
style. In Japan, nurses are expected to perform their role as a nursing team in hospital
settings. The quality circles significantly contribute to support the function of the
nursing team as a task performance group and to create morals and norms in the team.
However, while a group becomes cohesive, group decision making tends to “average
out” individual differences in opinions among group members (McGrath, 1984). The
group cohesiveness influences clinical decision making/judgment of the individual
nurse. That is, although the nursing team allows nurses to be a part of the decision-
making process, it often does not accept the minority opinion. The pressure to

conform isolates nurses who have different opinions or judgments from those of the
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team. As a result, the creativity of individual nurses decreases, and the nursing staff
become task-oriented. This form of work style in a psychiatric ward does not function
as well in a crisis situation.

Goren and Ottaway (1985) address the problem of organizational chronicity.
They found that as a result of avoiding the risk of failure, collusion develops in a
team, and the team does not want to change. Consequently, the organiiation ’produées
a culture éf chronicity which is characterized by staff prediction of negative outcome
and passive acceptance.

Furthermore, work based on formal models that is highly routinized hinders
nurses from developing expertise. Gordon (1988, 1984) points out that formal models
which require group consensus and standardized behavior result in monotonous social
interaction. The formal models do not allow for tact, understanding, and the nuances
of interpretation in situations.

Morrison (1990) describes the problem of task-oriented nursing staff in
psychiatric settings as a tradition of toughness. The primary purpose of this study was
to explore the relationship of organizational factors and violence. Morrison conducted
the study using participant observation and in-depth interviews of patients and
nursing staff members in the psychiatric units of an urban, a general, and a public
hospital in the United States. The data, produced by interviews and participant
observations, were analyzed using grounded theory. The ‘tradition of toughness’ was

the key concept that emerged from the data. This concept was composed of three



components: value, norm and role. That is, control of patient behavior was
emphasized, resulting in unit norms and staff roles in psychiatric care. The study
results suggested that, “When control and safety are highly valued, then procedures
and standardized behaviors result that seem to promote violence” (p. 36).

This tradition in psychiatric unité was maintained by enforcers, staff members
with high status, the staff member’s feeling of bélonging to the group, and the
organizational need to manage violent patients. Morrison (1990) comments that the
contribution of the formal system to toughness is unclear, but reports that the informal
organizational system has a strong influence on promoting and maintaining the
tradition of toughness. The tradition in mental hospitals takes over through informal
mechanisms for training and socializing new staff members.

Summary

As the result of observing an ever-widening gap between professional
knowledge and real-world practice, nursing theorists and researchers have tried to
develop nursing knowledge for a practice discipline and to identify the nursing
knowledge embedded in practice. Based on Benner’s (1984) work, which applied the
Dreyfus model of skill acquisition, nursing researchers have tried to uncover clinical
knowledge and clinical competencies of expert nurses. In the studies addressing
clinical judgment, the differences between experts and non-experts in the area of
clinical expertise were explored, and clinical judgment based on intuition and

experience was identified as an expert nurse’s ability used by expert nurses. However,
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most of these studies on clinical knowledge and clinical judgment focused on highly
complex care settings such as critical nursing care. There are few studies addressing
clinical judgments and everyday nursing practices in psychiatric mental health care
settings.

Furthermore, the review of literature strongly adhered to the view that expert
nurses develop their expertise through clinical experience. Although clinical
experience was found to be a necessary condition, it was not sufficient to promote the
development of an expert nurse. The relationship between clinical expertise and
clinical experience is, however, unclear. Rubin’s (1996) study of experienced nurses
who were likely non-expert experienced nurses found only one study which focused
on clinical knowledge, and clinical and ethical judgment. Rubin’s study suggested
that for experienced nurses who lacked knowledge of qualitative distinctions and
memorable experiences with patients, the years of experience did nothing to advance
their skills to the expert level.

In psychiatric and mental health care, most of the studies on everyday nursing
practice and clinical judgment, including moral decision making, were focused on
patient violence and nursing staff dilemmas. A few studies uncovered the clinical
world in psychiatric hospital settings in the United States and Japan. Consequently,
this interpretive study of everyday practices and clinical Judgment by experienced
psychiatric nurses will address the clinical world in J apanese psychiatric hospital

settings. It will identify not only the content of psychiatric nurses’ experiences but



also examine the meaning of the word experienced in the expression experienced

psychiatric nurses.

36
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CHAPTER IlI
METHODS
Research Design

The study design forbthis research was based on the philosophic underpinnings
and methods brdadly referred to as hermeneutics. Hermeneutics is the theory and
practice (;f interprétation of -texts, but it is neither firmly united behind a single thedry
nor a rigorous philosophicai method. That is, hermeneutics is a philosophical
movement or a family of critical concerns rather than a body of doctrine (Shapiro &
Sica, 1984; Wachterhauser, 1986). Gadamer (1984) defines hermeneutics as the way
to an entirely different notion of knowledge and truth that is revealed and realized
through understanding. Gadamer also described it as interpretive study. In this study,
the term hermeneutics refers to a method for interpretation of the written documents.

Data in this interpretive study were written documents, that is, texts. The texts
were composed of (a) transcripts of clinical episodes and stories that participants
described, (b) transcripts of the researcher and participants’ dialogue, and (c) the
researcher’s observation notes.

The narrative texts of (a) and (b) were produced by dialogic interviews in
which participants were storytellers and the researcher was the listener. The oral

episodes and stories that participants told in the interview were dynamically
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developed by respondents and different from written case reports and case histories
(Polkinghorne, 1988). Van Manen (1990) explains about the dialogic structure of
questioning-answering:

Every time a view is expressed one can see the interpretation as an answer to a

question that the object, the topic or notion, of the conversation asks of the

persons who share the conversational relation. (p- 98)

Van Manen defines the dialogic interview as hermeneutic mnterview.

A nurse’s practice experiences are personal. Although they cannot share the
experience itself with another person, fellow nurses can begin to understand the
meanings and realities in the clinical situations which nurses describe. The
interpretation in this study does not aim at re-experiencing another nurse’s
experience. Rather, it aims at using narrative texts of everyday practices to grasp the
hidden meanings of practice that were verbalized by nurses. The interpretation of
narrative texts made it possible to reveal the nurses’ concerns, chinical
knowledge/wisdom in everyday practices and clinical judgments.

Sample
Settings and Participants

The participants in this study were 23 psychiatric nurses and licensed assistant
nurses, 18 females and 5 males, who were selected from three mental hospitals
located in metropolitan Tokyo, J apan (Appendix B). Nineteen participants were

nurses, and four participants were licensed assistant nurses. Although most of the
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nurses participating in this study were assistant head nurses and head nurses, each
nurse provided direct patient care. The following criteria were used to select the
participants: (a) more than 20 years experience on a nursing staff with direct patient
care, and (b) more than 10 years of psychiatric nursing experience. Selection of
participants was done in two phases to ensure a cross section of educational
background and level of nursing license (nurse or assistant nurse).

First phase. The largest group of participants in this study was selected from
the staff of a 700-bed private mental hospital. This private hospital is characteristic of
traditional, asylum-like mental hospitals. Its history spans more than 60 years. There
are many institutionalized patients living in this hospital, and the largest body of
professional personnel are middle-aged nursing staff. A list of 60 experienced nurses
and licensed assistant nurses was presented to the researcher by a nursing director in
this mental hospital. The researcher sent each person on the list a personal letter
requesting their participation in this study. Thirteen nurses and 4 licensed assistant
nurses participated in this study. Twe more nurses participated and attended the
interview, but after it was discovered that they did not meet the criteria, their
interview data were not used. Eight of the nurses and licensed assistant nurses who
responded refused to participate, and four did not meet the schedule for an interview.
Twenty-nine of the listed nurses and licensed assistant nurses did not respond. Age,
educational background and the level of nursing license were not used as criteria to

select participants. However, during the process of interviewing the participants and
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interpreting their narrative texts, their ages and educational backgrounds were
discovered to have influenced their nursing experience. Eight of the participants were
approximately 60 years old, and 5 of the participants graduated from a 2-year nursing
program for assistant nurses.

Second phase. Following the first phase, the researcher decided to arrange for
a second sampling to recruit nurses who were in their 40s and/or had graduated from
a regular 3-year nursing program to become nurses. (See information about the
Japanese nursing education system in Appendix C). The participants of the second
phase were selectéd from a 750-bed, asylum-type private mental hospital built
approximately 30 years ago, and from a national hospital which holds 200 psychiatric
beds and has a history for providing long-term psychiatric care. The procedures and
criteria of selection were the same as for the first phase sample. The participants
selected during the second phase were 2 nurses from the private mental hospital and 4
nurses from the national hospital. The participants were recruited personally by two
nurses who were members of the seminar for psychiatric nurses in Japan (see
Chapter II) and knew the researcher in this study as a result of that seminar. The
researcher got permission from the nursing directors of each of the two hospitals

before the participants of the second phase took part in the study,
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Life Courses of Participants

Participants” life courses as nurses were varied. Generally, however, the
participants were divided into four groups by age, educational background, and social
and economic situation when they began working as nursing staff,

The Japanese nursing education system is extremely complex, in part because
the nursing education system has been strongly influenced by the Japanese social-
economic situation. Consequently there are 13 possible pathways to become a nurse,
a public health nurse and/or a midwife (see Appendix C). Also, there are two levels of
nursing licenses: nurse and assistant nurse. The basic nursing education for nurses is a
3-year program in nursing open to high school graduates. The assistant nurse program
is open to junior high school graduates and above. Licensed assistant nurses can later
enter a 2-year nursing program to became nurses. The following described the life
courses of the participants.

Traditional Japanese Women: Stopped Work to Care for Family

The first group of typical nurses is comprised of approximately 60-year-old
females who grew up during World War II. When they were adolescents, they
experienced the end of the war, during which time values and belief systems changed
remarkably. Some of these nurses were educated as mulitary nurses and were active at
the end of the war. Some of them entered their initial nursing programs just after the

war ended.
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Nurses in this first group were brought up in a traditional Japanese family and
learned to obey their fathers and husbands. They quit their careers while taking care
of their children, but they liked to work and came back when they were in their late
30s and 40s. Motives that influenced their return to work were death of a spouse,
divorce or children becoming independent. They started nursing in the general
hospitals and then transferred to work in the mental hospitals. After 30 years of age,
these nurses had difficulty getting nursing staff positions in general hospitals because
of age discrimination. That is, the general hospitals recruited young nurses. Mental
hospitals, which had severe nursing staff shortages, hired nurses without age
limitations. As a result, middle-aged nurses went to work at the mental hospitals.
These nurses who experienced the end of World War II were trained to be hard
workers, and they were strong-minded. They were survivors who overcame various

barriers.

Opportunity Came to Work in Mental Hospital

The second group was comprised of nurses and licensed assistant nurses who
were educated in mental hospitals. This group included all the male nurses in this
study and only one female nurse, all in their 40s or 50s, They graduated from high
school and started working as nursing aides at the mental hospitals. The mental
hospitals were historically isolated from the community as asylums, and it was
traditionally common that non-professionals worked at mental hospitals as nursing

aides until they were trained as licensed nurses. Some nurses earned their nursing



43

license as they worked, and consequerntly their only wark experience has been at
mental hospitals.

Half of this second group of nurses remain licensed assistant nurses. Some
tried to get the nurse license, but gave up for various reasons. In the 1960s, the nurses
in this group organized a labor union with nursing aides at mental hospitals and
worked to improve their work environment. One of the participants in this study was
a labor union leader for 21 years.

The reasons the participants in this group became psychiatric nurses varied.
Initially, they thought their work at the mental hospital would be time limited and
short, yet all the participants interviewed had more than 20 years experience as
psychiatric nursing staff. One participant said, "I think that I like patients as I
continue working with patients at the mental hospital." For others, time Jjust passed.
Yet another said that she was motivated to become a psychiatric nurse because of
patient care. She learned how to care from psychiatric patients and thus developed her
expertise.

Private mental hospitals in Japan were built during the economic growth in the
1960s. At that time mental hospital administrators wanted men on their staff for their
physical strength as well as for additional manpower. Participants in this second
group include male nurses recruited at that time.

Although the second group and the third group come from the same

generation, their motivation to become nurses differs greatly. The second group’s
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nurses were required by administrators to enter assistant nurse programis in order to
continue working at the mental hospitals. In contrast, the nurses in the third group
chose assistant nurse programs because they truly wanted to become nurses.

Married But Working as Nurse

The third group of participants were females in their 40s and followed a
different professional pathway from licensed assistant nurses to nurses. During the
1960s, the difference between the assistant nurse programs and nu<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>