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ABSTRACT 

This work sets forth a dialogical paradigm for nursing. This 

paradigm is articulated in terms of the theoretical orientations of 

constructivism and hermeneutics. Piaget, as a principal architect of 

constructivism, provides the foundational work for understanding the 

construction of cognitive realities. Heidegger's hermeneutical method 

allows an approach to examine the construction of human experience, 

particularly the construction of understanding that supports and 

complements the Piagetian interpretation. 

These perspectives are defined and related to the theory and 

practice of nursing with particlar focus on the continuing debate 

between scientific-medicine and holistic-health paradigms. The 17th 

Century roots of present-day science are traced and compared with the 

ancient beliefs in holism. 

Dialogue, not dialectics, is proposed as the preferred method for 

nursing discourse. In order to understand the background and evolution 

of discourse in nursing literature, a thematic synthesis was performed. 

Three journals were selected as being representative of the nursing 

discourse. All items published in Advances in Nursing Science, Nursing 

Outlook, and Nursing Research, from 1978-1986 were categorized 

according to thematic presentation. The sample was futher enlarged by 

including items referenced by the original sample. The total sample of 

1500 articles was reduced to 240 items that were found to express two 

major themes: l) Inconsistency in the use of the word, science, and 

VI 



and 2) The dichotomy between the holistic belief that nursing theory 

supports and the quantitative/reductionistic approaches evidenced in 

nursing research. 

Implications of these findings and directions for constructing and 

understanding holistic discourse in nursing are developed. 
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CHAPTER I 

INTRODUCTION: CONSTRUCTING THE FRAMEWORK 

In the day-to-day interactions with and ministrations to people in 

various phases of health and illness, nurses are faced with processing 

and interpreting different and at times conflicting notions of reality. 

Individuals and their families often have definite ideas about causes 

of illness, prevention, and treatment. Rarely do these ideas match the 

rigid protocols defined by scientific-medicine. The nurse learns 

through experience to listen to the beliefs of the clients in spite of 

the conflict with science. The individual interpretation of health and 

disease often provides the nurse with information and potential 

therapeutic interventions vital to the well-being of the client. 

Nurses also find themselves in the unique position of being 

trained both in scientific-medicine and holistic-health traditions. 

Currently these two points-of-view are most often presented in the 

literature and in nursing practice as diametrically opposed points-of-

view. Confusion, conflict, and frustration often result from the 

inability to articulate and synthesize the seemingly opposing 

viewpoints. The choices do not have to be quite so extreme. The 

scientific-medicine paradigm is not totally inconsistent with the 

holistic-health model. The choices facing the profession can and 

should be easier via appropriate discourse--dialogue rather than 

monologue or dialectic--between and among health-care providers and 

the recipients of health-care. Dialogue affords the opportunity for 



transformation and understanding while monologue or dialectics provides 

only more conflict. 

The purpose of this dissertation is to set forth a dialogical 

paradigm for nursing. The dialogical paradigm is articulated in terms 

of the theoretical orientations of genetic epistemology and 

hermeneutics. Piaget (1970), a principal architect of genetic 

epistemology, provides the foundation for understanding the 

construction of cognitive realities. Cognitive realities are 

constructed in the situations previously described in which clients and 

their families describe the experience of health and illness very 

differently from health-care providers. 

Heidegger's (1926) hermeneutic method allows an approach to 

examining the construction and interpretation of human experience, 

particularly the construction of understanding that supports and 

complements the Piagetian interpretation. Providing the means of 

examining an individual's lived experience, interpretive methodologies, 

such as Heidegger's hermeneutics, offer the opportunity to study 

phenomena of interest to nursing. 

These perspectives are defined and related to the theory and 

practice of nursing with particular focus on the ongoing debate between 

scientific-medicine and holistic-health paradigms. Specific 

implications and directions for understanding and organizing dialogue 

for holistic discourse in nursing will be delineated and discussed in 

Chapters V and VI. 



Nursing is practiced as a form of discourse in interfacing and 

interacting social systems. Discourse is necessary among nurses, 

between nurses and other health-care providers, between nurses and 

patients, between nurses and families of patients, between nurses and 

administrators, and between nurses and health-policy makers. Hence, to 

advance the teaching, technology, practice, science, art and theory of 

nursing and to pave the way for increasing interprofessional 

communication requires looking at discourse, particularly dialogue and 

how it contributes to the construction of experiential realities. 

For the purposes of this discussion, dialogue is defined as 

"conversation; interchange and discussion of ideas, especially when 

open and frank, as in seeking mutual understanding or harmony" 

(Webster, 1983, p. 399). 

For the purpose of clarification, the definition of monologue is 

offered for comparison: "A long speech by one person; to monopolize 

discussion; to speak alone" (Webster, 1983, p. 1163). 

Dialectics is related to monologue. It includes argument and 

conflict between polar opposites. Dialectics is viewed as "logical 

argumentation; method of logic based on the concept of the 

contradiction of opposites (thesis and antitheses) and their continual 

resolution (synthesis)" (Webster, 1983, p. 502). 

Dialogue, not monologue and dialectics, is the more productive 

mode of interaction between people. Dialogue implies conversation, 

communion, communication and conference. The mutual interchange of 

ideas and information in a sharing and non-hierarchical manner is the 



hallmark of dialogue. Synthesis may be the goal of dialectics, but the 

focus on argumentation and polar opposites precludes conversation and 

communion. Shades of differences between polar opposites may also be 

ignored or explored insufficiently when using the dialectical method. 

The professional nurse, when practicing dialogue and 

collaboration, serves the function of guiding individuals, families and 

communities toward the self-determined ideals of health. These ideals 

require more than determination of mere preferences; they require 

transformation of the person and/or group. Transformation emerges out 

of dialogue and committed, participatory action. 

Particular approaches to nursing practice prescribe what nurses do 

and how nurses understand themselves and the practice of nursing. When 

nurses recognize that in practicing particular approaches to nursing 

they are also constructing ways of understanding, nurses are confronted 

with broad-based philosophical concerns, particularly in the area of 

ethics. Philosophical investigations of the nature of knowing may 

initially seem distant from the day-to-day practice activities and 

responsibilities of nursing. One cannot, for example, care for a 

critically ill individual and design care plans that include 

sophisticated monitoring of complex technological, physiological and 

psychological parameters while pondering whether or not the IV infusion 

pump, cardiac monitor or patient is "really real." Yet, the 

experienced nurse, familiar with transcultural nursing approaches 

(Leininger, 1978), realizes that things are not always what they seem 

initially to be. The "same event" experienced by different people is 



reported very differently. Not all people requiring cardiac 

monitoring, for example, understand the procedures in the same way or 

attach the same meaning to the event. Nurses also demonstrate this 

diversity and variability in understanding and attaching meaning to 

events. 

So, even for the busy practicing nurse, the philosophical 

questions of "What is really real?" and "How is reality determined?" 

become of interest. Given the diversity of responses to changes in the 

health/illness status of those with whom the nurse interacts and the 

varying approaches to professional intervention, the nurse often 

discovers herself/himself facing many interpretations of the health

care situation. The question may also be framed as "Whose reality is 

to be followed?" or "Whose reality will be the basis for action?" 

The dialectic polarity of the scientific-medicine paradigm versus 

the holistic-health paradigm argument as it currently exists in the 

health-care arena is presented in Chapter II and serves as an exemplar 

case of the difficulty for nursing. The argument is too often 

presented as an either/or situation with very little attempt at a 

cooperative resolution. 

The intention of this study is to help move nursing theory and 

practice toward discussing scientific and holistic ideas in a 

conversational, dialogical mode rather than the familiar dialectic 

fashion. This approach is based on Piagetian notions of genetic 

epistemology and Heidegger's views of "lived experience" and 

hermeneutic methodology. The application of these ideas to present-day 



nursing literature provides the framework from which to understand the 

developments of scientific thought in the 17th Century as these 

developments apply to present-day nursing. This study suggests a way 

in which to contextualize nursing in a dialogical manner with the 

purpose of moving nursing toward holistic discourse. 

A re-thinking of the philosophical notions of the nature of 

knowing, understanding, and constructing reality provides a resource 

for enhancement of nursing practice. Piaget's theory of cognitive 

development in children is well known and often used by the practicing 

nurse. Nurses are less familiar with Piaget's notion of genetic 

epistemology--the idea of how knowledge unfolds during development. 

Nursing can learn from further investigations of Piaget's ideas about 

how knowledge and the resulting characterization of reality are 

developed (constructed). In a context where all realities are 

constructed and valid to the individual or group experiencing the 

reality, the question is directed to "How does the nurse best utilize 

these constructed realities to enhance well-being and health?" Again, 

dialogue becomes a central issue. 

This study provides the means for a new understanding of nursing 

based on dialogue. Initially, a review of previous work that 

challenges the theoretical assumptions of the seventeenth century 

scientific world- view and the associated paradigm of medicine is 

presented (Ridenour, 1984). The scientific/medical world-view that 

emerges from these theoretical constructions leads to theoretical and 

practical difficulties for the nurse in the medical-care setting. The 



emerging health/holism paradigm questions much of what has, until 

recently, been taken for granted in the medical sciences tradition. 

These differences offer an opportunity for dialogue that is necessary 

in the process of developing the nursing profession. 

Chapter II describes the 17th century scientific world-view that 

is the theoretical basis for medical practice. The ideas of the 

emerging health/holism paradigm that challenge the scientific-medicine 

world-view are also presented. The discussion is developed as an 

either/or distinction in order to highlight the differences in the 

traditions. This either/or distinction casts an authoritarian, 

hierarchical pallor to the argument. The status of the discussion as 

it exists in nursing today is more similar to that of argument than to 

that of conversation. In the sense of both paradigms constructing the 

context of monological argijment rather than dialogical conversation, 

both paradigms are really more of the same. The arguments presented 

in the either/or polarity of dialectics are linear and non-

transformational. Each side further entrenches in its point-of-view 

without engaging in dialogue that offers the potential of developing 

meaningful and shared contexts of understanding. This view is 

presented in order to explicate the underpinnings of the 17th Century 

view of science and its influence on current nursing theory, practice, 

research, and education. 

The belief, held by many scientists, that researchers discover and 

describe a reality that is independent of them and their activities is 

challenged by the premises of genetic epistemology and hermeneutics. 
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Reality, from the perspective of genetic epistemology and hermeneutics, 

is constructed by one's interaction with the environment. Meaning is 

ascribed to events and experiences by way of one's previous experience 

and interactions. Prejudice is necessary for understanding. These 

premises challenge the scientific method. Chapters III and IV present 

background material related to genetic epistemology and hermeneutics. 

Chapters V and VI apply the concepts to nursing literature and nursing 

epistemology. 

Chapter III discusses the approach of genetic epistemology as 

developed by Piaget. Implications for the development of dialogue 

regarding the scientific/medical versus holistic/health argumentative 

monologic conversation are constructed. Guidance for nursing to 

constructing a way out of the either/or trap of current constructions 

of scientific versus holistic toward the recursive, enfolding, and/and 

notion of transformational holism and dialogue is presented. The 

dialectical argument at the thesis/antithesis level is more monologue 

than dialogue. The progression of discourse to dialogue is of a 

spiral, transformational nature similar to that described by Piaget 

(1972a) and, perhaps more familiar to nurses, the "slinky" model of 

nursing theory provided by Martha Rogers (1970). In order to achieve 

transformational holism, one must be able to construct transformational 

dialogue. Such dialogue no longer pits science against holism, but 

calls for a new understanding. 

Chapter IV discusses Heideggerian (Heidegger, 1926) hermeneutics 

and outlines the interpretive study of nursing textual discourse. The 



textual dialogue of nursing represents the construction of reality held 

by the profession. Interpretive study of this construction provides a 

data base from which to construct holistic discourse. 

Chapter V presents the interpretations gleaned from the 

hermeneutic study of the nursing literature which can be categorized 

into two major themes: The use of the word, science, and the 

discrepancy between holistic nursing theory and reductionistic nursing 

research. 

The final chapter. Chapter VI, applies the information constructed 

in Chapters I-V to outline a dialogical way of knowing for nursing 

practice. In particular, the presentation and use of dialogue is 

exemplified to contextualize the discourse of holism without losing or 

dichotomizing the role and functions of nursing. Implications for 

nursing practice, research, and education that emerge from this path of 

knowing are suggested. 

Definitions of some of the terms used in this document are 

highlighted below in order to insure that common meanings are shared by 

all interpreters. 

Allopathic. Refering to the type of medical practices that treat 

disease by remedies that produce effects different from those produced 

by the disease itself. "Alio" is from the Greek which means "other". 

Thus, antipyretics are used to reduce fever and antitussives are used 

to stop coughs. 
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Constructivism. The point-of-view, based on Piagetian genetic 

epistemology, that states knowledge is not discovered, but invented--it 

is the result of continous creation. 

Dialogical. The interchange and discussion of ideas, especially 

when seeking mutual understanding or harmony; of or pertaining to 

dialogue; goal is to understand other points-of-view. It is not 

necessary to convince others of the "correctness" of a particular view. 

Dialectics. Logical argumentation that is based upon the concept 

of contradiction of opposites. The goal is to convince the opponent of 

another point-of-view. 

Ecological. The process of acting in a manner that recognizes the 

interrelatedness of organisms with the environment. This approach is 

based on the belief that the pattern of relations between organisms and 

environment is inherent to life. 

Hermeneutics (theory or philosophy). The interpretation of 

meaning; from the root word, Hermes, the Greek character who relayed 

and interpreted the messages of the gods to mortals. 

Hermeneutic (methodology). The process of ascertaining the 

meaning or context of a word, sentence, text, or situation. The 

process of interpreting metaphoric instructions. 

Historicism. The belief that an adequate understanding of the 

nature of anything and the assessment of its value are to be gained by 

considering it in terms of the role it played within a process of 

development and the place it occupied. 
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Holism. The belief that any part of the whole contains the image 

of the whole. This point-of-view requires the recognition of the 

interdependency of human beings and environment and the interdependency 

of affective, biological, physical, social, cognitive, cultural, and 

religious domains. 

Logical Positivism. (Also Referred to as The Received View). 

The belief in the primacy of veriflability, the reducibility of all 

things to elements, a-contextual evaluation, unification of science, 

expression of reality in numbers, and the removal of metaphysics from 

science. Based on the ideas of the Vienna Circle formed in 1931, the 

scientific method grew out of this point-of-view. 

Monologue. A long speech by one person designed to monopolize 

discussion or to speak alone. 

Paradigm. A model or way of viewing phenomena. A paradigm shift 

is a theoretical shift from outmoded ways of problem solving to a new 

way of organizing reality that attracts an enduring group of supporters 

and requires the development of a new and specialized language. A 

paradigm change is not merely a new explanation for phenomena, but 

rather it represents a major shift in the perception and understanding 

of the phenomena. 

Recursive. A recycling; to occur again; the occurance of 

phenomena in a cyclic rather than linear pattern. 

Reintegration. The process of bringing back together that which 

has in the past and should continue to be a whole. In this context it 

is the creation of a whole, professional nursing, by the synthesis of 
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clinical practice, educative function, scholarly activity, and 

community/institutional service. 

Transformation. The act of changing markedly the form or 

appearance of something. The act of changing the nature, function or 

condition of something. 



CHAPTER II 

SCIENTIFIC-WORLD VIEW VERSUS HOLISTIC-

HEALTH WORLD-VIEW: MONOLOGUE 

IN SEARCH OF DIALOGUE 

Introduction 

Currently conflict is associated with two different world views 

held by people in the health-care professions. These two world views 

are called the scientific world-view and the holistic-health world-

view. Present discussions between health-care practitioners regarding 

these world views occur at the level of monologue or hostile argument. 

Very little dialogue, or sense of attempting to understand the view of 

each framework, exists. This lack of dialogue creates a difficult 

situation for nursing practice and inhibits the opportunity to explore 

ideas and collaborate with health-care professionals and clients 

adhering to ideas different from a particular health-care provider. 

The environment in which most nurses function is dominated by the 

scientific world-view. Yet, individuals and families experiencing 

illness and encountering the health-care system often hold ideas and 

values more similar to the holistic-health world-view than the 

scientific-medicine point-of-view. The nurse, as the health-care 

provider most likely to develop a relationship with individual clients, 

must bridge the gap between the perceptual experience of patients and 

the reality prescribed by scientific medicine. Nursing education also 

teaches both world views with little attention to the practical 

concerns of simultaneous application of two paradigms in conflict. The 

13 
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challenge and opportunity presented to the nursing profession is the 

creation of and/and rather than either/or situations and discussion 

regarding these world views. This chapter provides the framework from 

which to invent such possibilities. 

The ancient and medieval view of the world as a living, 

interactive organism was drastically altered by the philosophical and 

scientific discoveries of the 16th and 17th centuries. A closer 

examination of the development of the 17th century world-view, which 

provided the framework for the modern scientific viewpoint, juxtaposed 

against the 20th century paradigm of health/holism dramatizes the 

conflicts facing contemporary nursing practice. 

The developmental origins and basic concepts of the scientific and 

holistic-health world-views are facilitated by discussing these 

world-views from the perspectives of how each of these paradigms view 

the concepts of nature, cause/effect, cognitive development and 

language, and mind. 

Nature 

Ancient and Medieval 

Traditional societies, both ancient and existent, which embrace 

the shamanistic healing tradition (Harner, 1982, Beckett, 1980) 

characteristically recognize an ecological perspective. Nature is 

alive and organic (Berman, 1981). In the shamanistic tradition, the 

physical and spiritual worlds are inseparable (Grossinger, 1983, 

Eliade, 1964, Leininger, 1978). Thus, restoration of balance within 

nature, in human relationships and in spiritual relationships is the 
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therapeutic emphasis. From this perspective, human beings are part of 

nature and inseparable from it. Similarly, the relationship of 

medieval persons with nature was also reciprocal and interactive 

(Berman, 1981). That is, human beings are considered as part of 

nature. What is done to nature is done to human beings as well and 

vice versa. 

Scientific View 

The 17th century brought about a dramatic shift--no longer a part 

of nature, human beings were seen as conflicting with it. Discoveries 

in the fields of astronomy, mathematics, and physics led to the 

development of the metaphor of the clockwork universe. The universe 

and its contents, including humankind, were considered to be precision 

machines. Ideas based on the 17th Century world-view led to the 

struggle of humankind to control and dominate nature for furthering the 

purposes of human beings as separate from nature. Reductionism, the 

concept that the laws of any complex object or organism can be 

described by its parts, became the primary concept of the scientific 

world-view. The only valid way of obtaining knowledge is via precise, 

purely objective experiments, allowing no introduction of concepts or 

traditions that cannot be verified mathematically. Instead of being 

part of nature, human beings are outside of nature and are in conflict 

with it. 

From this perspective, the human body is a machine with 

replaceable parts and the healer is the objective observer of the 

subjective experience of the client. Objectivity is given preeminence 
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in this world view, thus providing the basis for a superior-subordinate 

relationship between healer and client. The scientist (clinician) is 

the expert and, therefore, can know, via reductionistic manipulation of 

the client, more about the client's experience than can the client. 

Qualitative data (much of which is considered subjective) is viewed as 

"soft" when compared to the "hard, objective" data of the observer. 

Health/Holism View 

The ideas of nature emerging in the 20th century are more similar 

to the ancient and medieval notions than to those of the 17th century 

ideas. The contemporary notion that hiimankind is a part of nature and 

strives for understanding and harmony within nature offers an 

ecological perspective characteristic of the health/holism paradigm. 

Diversity and subjective experience are valued. 

This valuing of diversity and subjective experience is 

demonstrated also at the level of care for the individual person. 

Individualized care is planned with participation by all concerned. 

The client, not the healer, is the expert regarding personal responses 

to phenomenon. The therapeutic relationship is characterized by mutual 

interaction. 

Cause/Effect 

Scientific View 

Two influential ways of knowing that emerged in the 17th century 

are Newtonian mechanics and Cartesian dualism. In Newtonian mechanics 

all physical phenomena are reduced to the motion of material particles, 
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which is caused by gravity. Newton's laws, according to 17th Century 

theorists, were immutable and accounted for all changes observed in 

the physical world. If the world consists of discrete particles, they 

argued, then all causes arise from the interaction of these particles. 

In this view, discrete parts are assembled together to make the whole; 

events occur in a linear succession as a parade of events moving down 

the line of time. All that happens has a definite cause and gives rise 

to a specific effect. If results are not verifiable and reproducible, 

they are suspect. 

Newton's laws of thermodynamics brought about a revolution in 

thought. His work demonstrated that the phenomenona of the universe 

are structured in rationally comprehensible ways. The laws were 

magnificent, not only in their fantastic ability to predict, but also 

in their elegant simplicity. These laws paved the way for the 

technological revolution and present day technological health-care. 

The concept of dualism was introduced by Descartes during the 

Renaissance. He considered sense perception and experience unreliable 

when compared to the powers of reasoning. The mind (reason) became 

superior to the body which was characterized along with animals to be 

matter. Man (as mind, not body) was lord over and separate from 

nature. The body became the purview of science, while the independent 

and logical mind belonged to the clerics. As scientific knowledge 

developed, the body was split into ever smaller parts; systems, organs, 

tissues, cells, and so forth. The concept of separation of body from 

mind has come to be known as Cartesian dualism. The combination of 
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Newtonian mechanics and the Cartesian division of spirit and matter led 

to the belief that the world was a mechanical system that could be 

described objectively without considering the human observer. All 

phenomena should be verifiable experimentally. 

Health/Holism View 

Systemic unity is a major concept of the health/holism viewpoint. 

Bateson (1979) recognized this notion of systemic unity when he stated 

that anything should be defined as what it is in relation to other 

things, not by what it is in itself. Linear cause/effect relationships 

rarely, if ever, exist in an ecosystemic complex of interdependencies 

which are self-regulating and self-organizing. Linear cause/effect 

models do not describe these interdependencies. The recognition of the 

nonlinear nature of dynamic systems is fundamental to the health/holism 

perspective. The observer is intimately linked to the observed, as 

mind and matter are not distinguishable. Focusing on relationships, 

patterns, recursions and connections rather than linear causality are 

hallmarks of this approach. 

Cognitive Development and Language 

Scientific View 

The scientific world-view regards cognitive development and 

language communication as consisting of systems of and patterns of 

symbols that stand for objects in the world (Winograd & Flores, 1986). 

Sentences make assertions about the world that can be true or false. 

Sentences correspond with the reality they represent. Words and 
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sentences have literal meanings that are based on a mathematical model 

of language. The meanings are determined without reference to context 

or situation and are the same for all listeners involved. 

Health/Holism View 

From the holistic perspective, language is not a system of 

discrete, identifiable symbols that represent an objectifiable external 

reality. Instead, individuals are constantly involved in interpreting 

the world, using preconceived notions, including assumptions about 

language. The language, too, is learned through interpretation 

(Gadamer, 1976). Language denotes a transactional activity in that 

the individual is changed through the use of language and the language 

changes through use by individuals. Piaget (1937, 1968, 1972b, 1983) 

described the development of language and cognition in the child in a 

similar manner. Piaget contended that the infant, although initially 

unable to verbalize the language of its environment, is an active 

participant, not a passive recipient of language. From this 

perspective, children must be able to manipulate the objects that 

symbols represent before they can manipulate symbols. Language, from 

the Piagetian model, is a form of symbol. The development of language 

and thought are parallel processes that become closely interrelated as 

the child develops preoperational, concrete, and formal operational 

thought. 
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Mind 

Scientific View 

The Cartesian, rational, deductive reasoning that emerged in the 

16th and 17th centuries, partitioned mind and matter into distinct 

compartments destined to experience little interaction. In this 

framework the mind was superior to matter. The notion of separation of 

mind and body became a clear influence at this time in history. 

Health/Holism View 

Twentieth century holism sees the universe as self-actualizing 

(Zukov, 1979). As members of the universal community, human beings, 

too, are self-actualizing. What is perceived to be physical reality is 

one's cognitive construction of the event. Whitehead's (1925, 1929) 

process philosophy is based upon the idea that the common 

interpretation of the world is controlled by unchallenged and 

unsuspected presuppositions. Perception of physical reality requires 

that the perceiver make distinctions and discover patterns of 

relationships, components of what Bateson (1979) classifies as "mind." 

"Mind" in the Batesonian sense is present not only in the human body 

but also in social and ecological systems. Individual minds are 

subsets of larger representations of mind. If one separates 

mindfulness from the larger system, one will tend to exploit what is 

characterized as "mindless" nature. If one realizes connection to the 

larger system, the mindfulness of nature is also recognized. Such a 

realization leads to ecological behavior because what is done to nature 

is done to self. One becomes part of, not separate from, nature. 
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Bateson's (1972) holistic view of consciousness and mind, because 

of the synthesis view of nature, is useful for this discussion. In his 

view, there is no such thing as an independent observer. 

Consciousness, mind, and Behavior are all part of every experiment. 

Batesonian synthesis provides an articulation of holism and science. 

This synthesis is simultaneously scientific and based on unconscious, 

tacit knowing. Mind is regarded as being ever present in the 

arrangement and behavior of phenomena. 

Paradigms of Holistic-Health 
and Scientific-Medicine 

Figure 1 outlines assumptions about health and health care made 

by the paradigms of scientific medicine and health. Other authors have 

classified the health paradigm as new (Ferguson, 1980). However, this 

author's studies lead to the conclusion that the health/holism 

paradigm, because it emerged from the ancient world-view, actually 

predates the scientific-medicine paradigm that has dominated western 

medical thought since the 17th century. 

Implications of the Scientific World-View 

The scientific world-view leads to the following assumptions and 

actions for medical and nursing practice (Ridenour, 1984): 

Reduction of the observed. Human experience is reduced to the 

bodily cellular functions. Clients become "the heart in 201" or the 

"hypokalemic in 320." Body parts are replaceable, with artificial 

organs viewed the same as original organs. Transplants are the mere 

replacement of parts and have no significance regarding the defining 
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ASSUMPTIONS OF THE ASSUMPTIONS OF THE 

PARADIGM OF SCIENTIFIC MEDICINE PARADIGM OF HEALTH 

Treatment of symptoms. 

Specialized. 

Search for patterns and 
causes, plus treatment of 
symptoms. 

Integrated, concerned with 
the whole person. 

Emphasis on efficiency. 

Professional is emotionally 
neutral. 

Emphasis on human values. 

Professional's caring is 
important component of 
healing. 

Pain and disease are wholly 
negative. 

Pain and disease are infor
mation about conflict, 
disharmony. 

Primary intervention with 
drugs, surgery. 

Minimal intervention with 
"appropriate technology," 
complemented with noninvasive 
techniques (diet, exercise, 
relaxation). 

Body seen as machine in 
good or bad repair. 

Body seen as dynamic system, 
field of energy within other 
fields. 

Disease or disability seen 
as thing, entity. 

Emphasis on eliminating 
symptoms, disease. 

Disease or disability seen 
as process. 

Emphasis on achieving maxi
mum wellness. 

Patient is dependent. Patient is collaborator; in 
charge of own health. 

Figure 1. Assumptions of Paradigms of 
Scientific-Medicine and of Health 
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Professional is authority. 

Body and mind are separate; 
psychosomatic illness is mental, 
may be referred to psychiatrist. 

Mind is secondary factor in 
organic illness. 

Placebo effect shows the power 
of suggestion. 

Primary reliance on quanti
tative information (charts, 
tests, dates). 

Prevention is largely environ
mental: vitamins, rest, exercise, 
immunization, not smoking. 

Professional is therapeutic 
partner. 

Bodjmiind perspective; psy
chosomatic illness is province 
of all health-care profes
sionals. 

Mind is primary or coequal 
factor in all illness. 

Placebo effect shows the role 
of the mind in disease and 
healing. 

Primary reliance on quali
tative information, including 
patient's subjective reports 
and professional's intuition; 
quantitative data are an 
adjunct. 

Prevention is synonymous with 
wholeness: work, relation
ships, goals, body, mind and 
spirit. 

No relationship between fact and 
value. 

Fact and value are inseparable 

Nature is known from the outside, 
phenomena are examined in 
abstraction. 

Mind is separate from body. 

Living systems are reducible to 
inorganic matter. 

Nature is revealed in our 
relations with it; phenomena 
can be known only in context. 

Mind/body are aspects of the 
same process. 

Living systems, or minds are 
not reducible to components. 

Figure 1. (Continued) 



24 

characteristics of personhood. All illness is reduced to a prescribed 

set of signs and symptoms requiring specified treatments. Individual 

responses to illness or personal life and coping styles are not 

important. Mind, with its attendant psychological and emotional 

aspects, is viewed with suspicion by the scientist. 

Reduction of the observer. Assuming that the world can be 

understood without understanding self as observer reduces the observer 

to machine. Scientist is reduced to technician. As objective observer 

of the unreliable subjective experience of the client, the healer 

objectifies the client's experience to mathmatically verifiable data. 

Because of objectivity, the scientist/healer is in the superior 

position in a superior/subordinate relationship. The scientist/healer 

is expert. Individual experience and feelings of the 

scientist/healer are also not important. The health-care professional 

is cautioned "not to get too close to his or her patients." Exhibiting 

feeling about a particular case or individual is viewed as non

professional. The eductionistic orientation of the observer engenders 

the belief that observations accurately reflect the external world of 

reality as it REALLY IS, without being contaminated or altered by the 

internal world of values, attitudes, perceptions, or prejudice. 

Reduction of data. The search for primary causes and the emphasis 

on separately located events supports the generation of quantitative 

data. Reducing events to numbers is the ideal. Qualities of 

measureable events that are not readily quantifiable are not worthy of 

investigation and, to the strict reductionist, are NOT REAL. Analvsis 
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is employed. Research is based upon prognosis as related to 

statistical means. The disregard of patient symptoms or complaints 

because all the lab values are within normal limits is a common example 

of this type of reduction. 

Reduction of dynamics to stasis. The scientific model is static 

in orientation. Quantifiable "facts" are regarded as eternal 

revelations. Primary causes are immutable. Strict dedication to 

quantitative traditions of research methodology is also a result of the 

static world- view. This type of reduction leads to the treatment of 

the accepted cause of a particular disease with little attention paid 

to other factors such as economics, politics, and social structure. 

The disease tuberculosis, for example, is treated by giving antibiotics 

to kill the bacteria that causes tuberculosis. Little, if any, 

attention is paid to the associated factors of socioeconomic status, 

political and legal factors such as immigration laws, distribution of 

food and shelter, and sanitation facilities. 

Value-neutral. Subject is seen as separate from object. The 

reductionistic purist views science as value neutral. The "objective" 

nature of science removes it from the subjective or values realm. From 

this perspective science is right. Anything outside of science has no 

foundation in reality. Because concepts and phenomena such as beauty, 

justice, tolerance, hope and despair cannot be exactly quantified, they 

are not considered legitimate areas of scientific inquiry. A real, 

external truth exists that is the same for everyone. Ethics is of 

little concern from this perspective. 
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Short-term versus long-term orientation. Simply located events 

isolated from their context tend to generate short-term approaches and 

solutions. Relationships of past to present and future are not 

emphasized. Treatment of defective newborns, for example, is almost 

exclusively dedicated to their immediate survival. Little attention in 

either time or resources is given to long-term maintenance and 

rehabilitation. 

Reduction of nature. Nature is something to be conquered, 

seemingly at all costs. The war metaphor is invoked for disease. The 

battle against disease and death is the therapeutic approach. Large 

war chests and armies of specialized warriors and super specialized 

armamentaria are invoked. Cure rather than care is of primary 

importance. Health is the absence of disease. The presence of 

incurable disease and chronic illness is seen as a failure by the 

medical team. 

Reduction of cause/effect. The development of the "doctrine of 

specific etiology" (Dubos, 1959, 1980) states that a specific disease 

can be produced by introducing a specific factor. This tradition leads 

to the belief that the understanding of disease means an understanding 

of its cause. The destruction of the cause becomes as important, if 

not more so, than restoration of function. Cure is of primary 

importance. The individual experience of disease is of no interest. 

Health is of little interest to the provider; little emphasis is placed 

upon rehabilitation. 
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Reduction of cognitive development and language. Disease is 

described in a standardized manner. The language of health-care 

providers is representative of the reality. It is the responsibility 

of those outside of the health-care system to learn the language of the 

health-care providers. It is not possible to translate some of the 

special knowledge to those who are not members of the professions. All 

people experience disease in the same manner, as meaning is determined 

without reference to context or situation. Cognition develops as one 

learns what really exists external to one's perception and experience. 

Change is desirable only in the predetermined and catalogued manner. 

Diversity is not valued. The health-care professional provides the 

locus of decision making regarding all cases whether they are general 

or specific. 

Reduction of mind. The understanding of mind as an isolatable 

entity reinforced the separation of mind and body. Physical illness 

is viewed simply as an isolatable disorder to be removed. Mental 

illness occurs in the mind. Neither the mind nor the body interact. 

Emotional overlay to a physical illness is treated by the psychiatrist 

or minister, not by the scientist. 

Implications of the Holistic-Health World View 

In contrast, the health/holism world-view leads to the following 

assumptions and actions for medical and nursing practice (Ridenour, 

1984): 

Holism of the observed. Human experience embodies the interaction 

of mind, body, spirit, and environment. People have unique names and 
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experience. Diversity is interesting and sought out by the health-care 

professional. The health-care professional and client work together 

toward common goals. All illness has emotional aspects related to the 

client's perception of the situation. Each person will respond 

differently to illness. 

Observer as observed. The world is understood only by 

understanding the interrelationship of observer and observed. The 

scientist is scholar, not technician. The internal world of values, 

attitudes, prejudice, and perception affect, and in large part create, 

the observations and interpretations. All information is subjective. 

The therapeutic relationship is collaborative with the client assuming 

more and more responsiblity for care and direction of care as his or 

her condition stablizes. 

Expansion of data. The emphasis on patterns of the holistic 

world-view leads to the generation of qualitative data. Events are 

recorded according to the context of the event. Numbers are useful 

only in their relationship to the context of the phenomenon. 

Qualitative phenomena are desirable. Synthesis is employed. Research 

is needed to sharpen skills of prognosis to predict specific individual 

responses. Individual responses, subjective cues, and intuitions are 

followed up even if lab values are within normal limits. 

Recursion of dynamics and stasis. Change and stability are seen as 

inseparable and complementary components of the holistic paradigm 

(Keeney, 1983). Qualitative and quantitative methods are used to 

develop patterns and context. Patterns and connections of events and 
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people are important. The disease, tuberculosis, for example, would be 

treated by attending to factors contributing to the susceptibility of 

the individual and his or her response to the disease and the 

treatment. 

Value; Subject/object recursion. The subjective experience is 

important to the holistic model. Just as object is not separate from 

observer, so too, subject is not separate from object. So called 

"objective" data are viewed as the observer's subjective perception of 

the event. Science and values are intertwined. Ethics and aesthetics 

are important components of the holistic model. 

Short-term versus long-term orientation. Events seen in their 

relationship to context and overall pattern generate both short-term 

and long-term approaches. Because the relationships of past to present 

and future events are emphasized, the long-term implications of all 

approaches are considered. 

Holism of nature. Humankind as nature leads to working with and in 

nature. Disease is disharmony of nature. Caring, coping and 

adaptation become important themes. Death is seen as part of life--

not as the paramount enemy. Health and disease are recursive; health 

is in disease and disease is in health. Moderation of action and of 

intervention is indicated. 

Holism of cause/effect. Disease occurs in a context and is 

experienced at the individual level. Restoration of the whole 

individual is the focus of intervention. The lived experience of 

disease, rehabilitation, and health is of serious interest. Caring is 
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valued over cure. Health and disease are individually experienced and 

defined. Emphasis is placed upon well-being; disease is a part, not 

the exclusive interest of the health-care provider. 

Holism of cognitive development and language. Because language is 

interpretive, dialogue between people is important. This dialogue 

defines the situation, the disease, the health status, or level of 

rehabilitation. Each interaction is unique. Cognitive development is 

achieved through interaction and experience with the environment. 

Reality is constructed via this interaction. The individual is an 

active participant in the health-care setting. Creative growth and 

change are desirable. Diversity is interesting. 

Holism of mind. Mind and body are viewed as nature. A recursive 

feedback exists between mind, body, and nature. Social, political, 

economic, family, occupational, spiritual, and other issues are 

important for the health-care professional to consider when 

interacting with people. The individual, embodying mind and matter, 

is a decision maker. The professional provides information regarding 

the general case, the individual provides the locus of decision making 

and knowledge of the specific case. 

Current Paradigmatic Tensions in Nursing 

Ethics 

The study of ethics and values is a recent addition to the 

educational process for health-care professionals. Health care, from 

the scientific perspective, addresses the physical organ system and 

cellular and subcellular levels of the study of humankind. Although 
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"valueless" in intent, medical science finds itself dealing with 

troubling, value-laden issues. In a system that values reductionism, 

single location, and simple causality, the locus of decision making 

and control lies with the professional. When the health/holism notion 

of being human is considered, ethics becomes a primary concern of 

health-care professionals. The locus of decision making and control no 

longer lies entirely with the profession. Yet, often the discussions 

that are labeled "ethics conferences" consist of conflictual, 

hierarchical arguments in which each side struggles to convince the 

other of the one right way. Very often the locus of the decision 

making still lies within the professional obligation of the health-care 

provider. It is extremely difficult for an individual to refuse care 

that a health-care professional thinks he or she needs. What is in the 

best interests of the patient can be decided by the health-care 

provider in the midst of the patient's protest. Nursing is in the 

process of generating expertise and experience in the study of human 

values and ethics. Nurses often play the role of advocate for the 

patient's position and attempt to understand the situation from the 

patient's point-of-view. In order to attain ethical decision making, 

conversation at the dialogical level is essential. Currently such 

conversation occurs too infrequently in health-care settings. 

Technology 

Technological sophistication is required of the present-day nurse. 

The technological advances that have resulted from the scientific 

point-of-view have created a need for increasing numbers of highly 
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skilled nurses. These technological advances have also, in some 

respects, provided nurses with the opportunity to demonstrate 

excellence in assessment and decision making. Yet, the reductionistic 

component of the scientific world-view leads to reduction of person to 

machine. Nurses often complain of nursing machines and not the people 

attached to them. 

Mind/body 

Sophisticated technology also reinforces the mind/body split 

characteristic of the scientific world-view. The technology of current 

health-care practice is exclusively dedicated to treatment of the body. 

The immediacy of maintaining the machines often takes precedence over 

the ministration to the thoughts, feelings, and emotions of the person 

receiving care. 

Qualitative/Quantitative 

Many of the phenomena of interest to nursing such as hope, care, 

and individual responses to health and disease are not easily studied. 

Quantitative data do not reflect the complicated and rich nature of the 

phenomena that nurses have shared with patients. Qualitative 

approaches are, at times, overwhelming because of this complexity and 

richness. 

Nursing as a profession and nurses as individuals express an angst 

that something is missing from professional nursing. Attempts to 

develop holistic nursing seem to represent a similar phenomenon. The 

pulling together of treatment modalities outside of the realm of 
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scientific-medicine does not ensure holism. More reductionism is a 

likely outcome. The whole has not been approximated. Nursing has the 

opportunity to synthesize concepts from the scientific world-view and 

the holistic health point-of-view by the use of dialogue. 

Summary 

This chapter has presented the foundations of the 17th Century 

view of science and the implications these foundations hold for nursing 

practice. The assumptions regarding reality held by the ancient and 

medieval people are similar to those proposed by current advocates of 

holistic health. The foundational material in this chapter serves to 

orient the reader to the philosophical and historical underpinnings of 

current nursing practice, theory, and research. Merely using so called 

non-traditional therapies does not ensure holism. Returning to ancient 

and medieval therapeutics also does not provide acceptable approaches 

for nurses in the 20th century. Science has been invented and the 

results of the scientific age are profound. Nursing is challenged to 

create holistic approaches that include science. The profession of 

nursing is advised to consider the notions of constructivism as they 

apply to the development of holistic nursing at the level of 

transformational dialogue, and not merely the dialectical level of 

current activity. Such approaches offer the potential of professional 

growth and development. 

In order to understand more fully the suggestion that reality is 

constructed and that everyone of necessity has a prejudiced point-of-

view, the next chapter explores Piaget's concept of genetic 
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epistemology and the resulting understanding of how reality is 

constructed. Piaget's ideas regarding reality will be combined with 

Heidegger's notions of hermeneutics as presented in Chapter IV to 

construct a research approach to study the development of dialogic 

discourse in nursing. 



CHAPTER III 

GENETIC EPISTEMOLOGY: CONSTRUCTION OF 

DIALOGICAL REALITY 

Introduction 

Nurses are familiar with the cognitive developmental process as 

described by Piaget and apply Piagetian concepts in nursing practice. 

Nurses are not, however, generally familiar with Piaget's theoretical 

concept of genetic epistemology. If Piaget's theoretical model of 

learning and knowledge described by genetic epistemology has any merit, 

as contemporary theorists and psychologists believe, then a holistic 

approach to nursing practice is even more necessary because such an 

approach allows for differing interpretations of reality. A working 

knowledge of the concepts of genetic epistemology will also assist the 

practicing nurse to work with people who express variable 

interpretations of reality. A discussion of Piaget's interpretation of 

the construction of reality follows. 

Piaget's Genetic Epistemology 

Genetic epistemology, according to Jean Piaget, "attempts to 

explain knowledge, and in particular scientific knowledge, on the basis 

of its history, its sociogenesis, and the psychological origins of the 

notions and operations upon which it is based" (1970, p. 1). The 

concept of genetic epistemology is perhaps Piaget's most significant 

contribution to developmental theory. His goal was to show that 

constructivism, the creation of reality via active participation in the 

world, explains the acquisition of knowledge (Vuyk, 1981). Piaget 

35 
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identified the need to study the origins of knowledge--a view of how 

knowledge unfolds over the course of human development from birth to 

maturity (Piaget, 1972b). He questioned whether the operations he 

was studying were the products of social life or of nervous or organic 

activity, and concluded that the question itself was problematic. It 

was not a question of either/or, but of and/and (Vuyk, 1981). Piaget 

transformed the epistemological question of "What is knowledge?" to 

"How do we know what we know?" and "What does it mean?" 

Piaget stated that scientific knowledge is in perpetual evolution 

and that scientific thought is a process of continual construction and 

reorganization. These thoughts are reflected in the work of Kuhn 

(1970) regarding the development of scientific paradigms. Kuhn would 

agree that scientific knowledge is in continual evolution. He (Kuhn, 

1977) applied a Piagetian point-of-view to his studies that led to the 

construction of the notion of scientific revolution. For Piaget, 

psychology as well as logic is to be taken seriously in genetic 

epistemology, as it is important to deal with both the formal and 

empirical aspects of human knowledge. Thus, genetic epistemology deals 

with both the formation and the meaning of knowledge. Piaget made his 

study of childhood development and the resulting cognitive 

developmental theory in an effort to explore his hypothesis regarding a 

parallelism between logic and psychological knowledge. Piaget believed 

that study of intellectual activities of the child provides 

understanding of adult intellectual development. 
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The hypothesis proposed by genetic epistemology can be expressed 

in another manner. Human knowledge from this perspective is active. 

To know is to assimilate reality and transform it in order to 

understand. This transformation requires action, construction. The 

resulting constructions are not copies of reality but merely possible 

models that experience enables one to choose and refine. It is the 

action or the process itself, and not the object acted upon that is of 

interest to the Piagetian. The roots of logical thought are not found 

in language alone, but in the coordination of actions. Language, 

Piaget (1972c) argued, is primarily a behavioral activity that does not 

have a linguistic structure independent of the activity. 

Sensori-motor intelligence embodies the logic of action. Active 

interaction with and exploration of the environment via sensori-motor 

skills is not only essential for the child's growth and development but 

also provides the basis for the child's developing construction of 

reality. This knowledge and way of interaction and transformation is 

apparent at the end of the child's first year or the beginning of the 

second, before the appearance of language in the middle of the second 

year. Sensori-motor actions are repeated and generalized. Language 

does not appear in children until the sensori-motor intelligence is 

achieved (Piaget, 1970). 

Perception 

Within a genetic epistemologic framework, perception and how the 

organism .transacts within the environment are of interest. Heidegger 

(1926), Merleau-Ponty (1962), Polanyi (1958) and Wittgenstein (1953) 
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attempted to describe everyday experience. They concluded that 

perception cannot be explained by the application of specific rules. 

Human understanding is a skill akin to knowing how to find one's way 

about, rather than knowing numerous facts and rules for application 

to action. One's basic understanding is knowing how rather than 

knowing that (Dreyfus & Dreyfus, 1986). Piaget (1968, 1969a) believed 

that perceptual constancy is the product of action. Bodily skills not 

only enable one to recognize objects in a sense modality, but also to 

experience the object as well. This concept of embodiment tells one 

that consciousness is found throughout the body and finds expression 

through the body (Munhall & Oiler, 1986a). Body position and action 

shape experience by giving one access to the world. This point-of-

view advocates the necessity of the body and its perceptual senses for 

the development of thought and consciousness. 

Unlike Descartes, who doubted perceptions, Piaget recognized the 

primacy of perception to cognition. Piaget's (Piaget & Inhelder, 1969) 

approach to epistemology is in conflict with the logical positivist 

position that holds that reality exists external to an observer and is 

waiting to be discovered. The philosophy of knowledge in vogue at the 

time Piaget developed genetic epistemology (and to some extent still 

today) was based on logical and linguistic analyses, not on 

psychogenesis (Piaget, 1980). He rejected the view of knowledge as a 

passive copy of reality, believing that such an idea creates the 

vicious circle. One must first know what is being copied before a 
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copy can be made, . yet the only way one can know reality, from the 

"passive receiver of objective reality" point-of-view, is to make a 

copy. 

Constructivism 

Knowledge can never be a copy because of the adaptation, 

organization, and regulation of actions. A copy would be pure 

accommodation without assimilation or equilibration (Vuyk, 1981). 

Knowledge, for the genetic epistemologist, is not discovered, but 

results from continuous construction. In each act of understanding, 

invention and creation are involved. The passage from one 

developmental level to another requires the development of new 

structures that previously did not exist. This position is labeled 

constructivism. The child is inventing ideas rather than discovering 

reality (Gruber & Voneche, 1977). Process is emphasized over products, 

and qualitative change over quantitative. 

Genetic epistemology emphasizes the activity of the knower in the 

organization and integration of sensations and ideas. The "validity" 

of knowledge cannot be verified by checking "reality," because 

"reality" is continually being constructed. Now the knower is faced 

with the task of discovering (constructing) how to test ideas and 

intuitions. The assessment of knowledge cannot be accomplished by 

comparison with an antecedent reality, but by the consequences of 

planned operations. Because of the interactive nature of the 

relationship, environment cannot be separate from the organism. The 

description of the relation between an organism's responses and 
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external stimuli with causal influences does not make sense in the 

framework of the constructivist nature of genetic epistemology. 

Knowledge is whatever an organism holds invariant in the changing flow 

of experience (von Glasersfeld, 1979). Knowledge cannot be taught but 

only constructed (learned) (von Glasersfeld, 1974). 

Accommodation/Assimilation 

Self-regulatory systems are the hallmarks of genetic epistemology. 

Structures are not preformed, but are self-regulatory and 

transformational via the processes of accommodation and assimilation. 

Through a continuous process of assimilation and accommodation, the 

organism tends toward equilibrium. 

Piaget's (1972b) definitions of these terms are outlined below (p. 

6-7). 

Accommodation. The manner in which objects act on the 
subject, so that behavior is adapted (accommodated) to the 
objects; creation of a new schema or the modification of an 
old one in order to more accurately differentiate a behavior 
or stimulus from an existing schemata; active modificatiom of 
the structure itself to adapt. In accommodation a 
discrepancy leads to the formation of a new pattern. 
Accommodation occurs only when there is a discrepancy or 
disturbance. 

Assimilation. The process by which the subject applies 
sensori-motor or conceptual schemes to the objects; stimuli 
are recognized and integrated into an already existing 

. classification scheme; modification of information by the 
activity of a pre-existent structure. To assimilate means to 
make like. Assimilation reduces the generation of error. 
Constructs remain viable as long as experience can be 
assimilated to them. Viability in this sense does not imply 
uniqueness or correctness. There may be numerous other 
constructs equally or more viable than the one constructed. 
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Equilibrium. Covers adaptations to meet bodily needs 
and the way in which classificatory activities develop into 
more abstract ones; relatively stable (but inherently 
dynamic) state of some structure such that it can accept and 
adapt to variation without essential change. 

Equilibrium in this sense does not mean stasis as Riegel (1975) 

has criticized. Equilibrium, for Piaget, is a continuous process of 

the complementary balance of accommodation and assimilation. The 

course of the process of adaptation, assimilation, and equilibration 

is best described not as a linear and static process, but as an ever-

widening spiral. The attainment of a new level of development does not 

simply mean that one can now think of more kinds of things more 

efficiently, but that the thinking process now operates differently 

than before. Novelty and creation are characteristic of genetic 

epistemology. 

The self-regulatory, cybernetic nature of epistemology and the 

recursive nature of stability and change suggested in Piaget's 

definitions and use of assimilation, accommodation and equilibrium are 

more fully developed by Keeney (1983, Keeney & Morris, 1985). 

Cognitive constructs are the result of an organism's active 

interpretation of experience, similar in principle to interpretation in 

linguistic communication (von Glasersfeld, 1980, 1983). Interpretation 

rather than quantification best describes human experience. Self-

reference suggests that one cannot make observations independent of the 

characteristics of the observer (Klein & Meadows, 1980). The 

Cartesian view that one may observe nature like a bird-watcher from a 
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perfect blind or a scientist from a perfect laboratory no longer holds. 

There is an unbreakable connection between the observer and the 

observed. 

Construction of World View 

How does Piaget avoid idealism or solipsism that perhaps all 

knowledge is illusion? He appeals to the biological basis of knowledge 

(Boden, 1979). The organism inherits a genetic program that gradually, 

through the process of maturation, provides the biological equipment 

necessary for constructing a stable internal structure out of its 

experiences with that environment. That stable structure, 

intelligence, then helps the organism adapt to changes in that 

environment and to impose environmental change as well. It is 

important to be aware of the self-selection that results from being 

Homo sapiens. Human bodies are designed for specific ranges of 

perceptual awareness. The human range of hearing, for example, is 

different from that of the domestic dog. While the fertility of 

one's thought depends on the internal resources of the organism, 

including the perceptual apparatus inherent to the human being, the 

efficacy of the processing depends on the organism/environment 

transaction. 

Objects certainly exist. According to genetic epistemology, 

however, (Piaget, 1972b) objects and their regularities can be known 

only by virtue of operational processes applied to them and from the 

framework of the process of assimilation that enables one to know them. 

Objects and their regularities are arrived at by successive 
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approximations. The world as one senses it is always just that, the 

world as one senses it (Richards & von Glasersfeld, 1979). One sees 

what one looks at (Berger, 1973). Perceiving involves volition. One 

chooses what to look at, what to taste, what to touch, what to listen 

to, and what to think about. This necessity of choice requires that 

ethics and interpretive methods be hallmarks of the tradition. Far 

from the "nothing matters" statements of the solipsists, "everything 

matters" from the point-of- view of genetic epistemology. Because 

hiiman beings are self-regulatory organisms and members of larger groups 

of self-regulating organisms, all human actions and perceptions are 

interrelated. 

Reality does exist but cannot be known as such by the subject. 

There can be no access to any world prior to and independent of 

experience. An observer can distinguish an organism and its 

environment, but this does not mean that the observed environment of 

that organism must be in any way like another's. What is of interest 

to Piaget is how the person attaches meaning to experience. 

Ethics 

The interrelatedness inherent in genetic epistemology calls 

attention to personal responsibility. Von Foerster (1984, 1986) 

identified the ethical imperative of the constructivist not to 

determine what is the correct way, always to act to increase the number 

of choices. Such action promotes diversity, creativity, and dialogue. 
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Holistic Model 

Piaget^s constructivism implies a holistic model while the 

scientific approach implies an additive model comprised of antecedent-

consequent explanations. The scientist believes reality to be a 

replica or reflection of independently existing structures, while the 

constructionist is aware of the experiencer's role as orginator of all 

structures (von Glasersfeld, 1974). 

Piaget's use of stages and steps is based on a logical and not 

chronological sequence (von Glasersfeld, 1984a). The logic is an 

observer's logic that applies to the model the observer is building. 

The distinction between an organism and its environment can be made 

only by an observer of the organism. Consistent with a holistic 

philosophy, all communication and understanding are a matter of 

interpretive construction on the part of the experiencing subject (von 

Glasersfeld, 1984a). 

The tenor of the Western psychological tradition, similar to the 

Western scientific-medicine tradition, has been to describe behavior 

in terms of a sequence of steps in a process-analysis approach. This 

approach obscures the qualitative shifts in structure fundamental to a 

Piagetian approach. The emphasis on normative data collection and 

standardization ignores individual differences that are extremely 

important in a Piagetian approach. Qualitative interpretation, with 

its emphasis on the uniqueness of human situations, is preferable to 

quantitative description as the methodology appropriate to the study of 

phenomena from the genetic epistemologic perspective. 
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Summary 

The idea of genetic epistemology provides the foundation for 

understanding the construction of cognitive realities. Piagetian ideas 

suggest that an understanding of how nursing knowledge and the 

resulting characterizations of reality are constructed is an area 

deserving of further study. Conceptually, sensori-motor intelligence 

indicates that manipulation of objects and interaction with the 

environment are essential for cognitive development and provide the 

foundation for the construction of reality. Further interactions and 

manipulations via the process of assimilation, accommmodation, and 

equilibration serve to refine the construction of reality. 

Perhaps of most significance to nursing is the belief that one 

cannot make observations independent of the characteristics of the 

observer. The Cartesian mind/body and observer/observed split that are 

prevalent in the 17th Century scientific-medicine point-of-view are 

challenged by the tenets of genetic epistemology. The Piagetian 

notions of reality are coupled with hermeneutic interpretive 

methodologies in order to construct a dialogical paradigm for holistic 

discourse in nursing. 



CHAPTER IV 

HEIDEGGERIAN HERMENEUTICS: DIALOGICAL 

INTERPRETIVE METHODOLOGY 

Introduction 

Just as constructivism is a viable conceptual point-of-view from 

which nursing can study phenomena of interest, so too does Heidegerrian 

hermeneutics provide a framework for such study. Hermeneutic 

philosophy integrates the tenets of genetic epistemology and the 

resulting constructivism. Hermeneutic methodology provides the means 

for performing interpretive studies. 

Hermeneutics 

Definition 

Hermeneutics can be defined in a general sense as the theory or 

philosophy of the interpretation of meaning. The word hermeneutics 

originated from the root word Hermes, the Greek mythological character 

who relayed and interpreted the gods' messages to mortals. When Hermes 

accepted his post, he promised Zeus that he would not lie. He did not 

promise to tell the whole truth, presumably not because he was a liar, 

but because he realized that he could never know the whole truth 

(Crapanzano, 1986). 

Interpretive Methodology 

Hermeneutics began as the systematic study of texts, most 

particularly the Bible. Early scholars utilized this method for 

biblical exegesis and jurisprudence. More recently it has been applied 
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to historical research and literary criticism (Palmer, 1969, Pellauer, 

1979). Currently the approach is being applied to several professional 

fields in which skill acquisition and the development of expertise and 

practiced based intuition are crucial. The hermeneutic method based on 

Heideggerian principles has been applied to training of skilled 

airline pilots (Dreyfus & Dreyfus, 1979), chess players (Dreyfus, S. 

1976), business managers (Dreyfus, S., 1982; Dreyfus, S., 1983) and 

nurses (Benner, 1982a, 1982b, 1983, 1984, 1985; Dreyfus & Dreyfus, 

1986). 

Hermeneutics, as interpretive method, engages in two important 

tasks: 

1. Ascertaining the exact meaning or context of a word, 

sentence, text, situation, or transaction (Bleicher, 1980, Dreyfus, H., 

1980). 

2. Discovering instructions contained in symbolic metaphoric 

forms (Bleicher, 1980). 

Heideggerian Hermeneutics 

The specific type of hermeneutics employed here is based on Martin 

Heidegger's notions of human beings and experience. These notions are 

most clearly presented in Being and Time (1926), although his approach 

is consistent throughout his works on phenomenology and on language 

(Heidegger, 1971). Hermes, as divine messenger, brings tidings because 

he can listen to a message. For Heidegger (1971) hermeneutics means 

not just the interpretation but also the bearing of .messages prior to 
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interpretation. This is a recursive transaction, not a linear one. 

The message bearer must carry forth the message, but must also have 

sought the message. 

Heidegger (1926) stressed the notion that human behavior and 

understanding are formed by the historical and cultural practices in 

which they develop. The practices, which contain meaning, form a 

background that is never completely explicit. They embody a way of 

understanding and adapting to things, people, and ontological Being. 

This interpretive meaning Heidegger called hermeneutics. He asserted 

that people are able to understand what a chair or hammer is only 

because they fit into a whole set of cultural practices in which they 

grow up and with which they become familiar. Heidegger generalized the 

previous work of biblical and historical scholars and developed 

hermeneutics as a general method for understanding human beings. 

The essential assumptions of this Heideggarian (1926) approach 

are: 

1. Human beings are self-interpreting. These interpretations do 

not merely represent the self, they are constitutive of the 

self. 

2. To be a hioman being means that one takes a stand on the kind 

of person he or she is. 

3. The self is not an isolated arbitrator of meaning. Meanings 

are limited by a particular language, culture, history, and 

environment. (I am adding genetics and physiology to this 
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list as well). Meanings available to and constructed by an 

individual are subject to transformations but are limited by 

the "lived in world." 

4. Practical understanding is more fundamental than detached 

theoretical understanding. 

5. Human beings always participants as long as they move within 

the natural language. They cannot step outside to the role of 

reflective observer. 

6. Understanding is a mode of being, not a mode of knowledge 

(Bauman, 1978). 

7. All meaning results from interpretation. It is something to 

be constructed (Bauman, 1978). 

8. Reason is historical, functioning within traditions and 

gaining its power within a living tradition. What are taken 

to be facts are shaped by preunderstandings and interpretations 

(Bernstein, 1983). 

Hermeneutics, in Heidegger, is a fundamental theory of how 

understanding emerges in human existence (Palmer, 1969). The 

interwoven web of meaning is human existence. Human existence, human 

experience cannot be reduced to predefined elements. Meaning is 

dependent upon the prior existence of a shared world of understanding 

within which human dialogue is constructed. Understanding occurs 

through the mediation of language. Everything said and done is set 

against the backdrop of experience and makes sense only because of that 
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experience. Knowledge, therefore, is the result of interpretation. 

Knowledge depends upon previous experience of the interpreter and on 

tradition. 

The hermeneutic approach from the Heideggerian tradition is 

holistic in that it understands the person in the situation. 

Variables of the situation and person are not analyzed separately and 

then put back together. Synthesis rather than analysis is the primary 

cognitive activity in the interpretive method. From the holistic 

perspective, parts gain some of their meaning from the whole in which 

they are embedded. From this perspective, research is directed toward 

discovering principles of organization, the relations of parts and 

wholes, rather than toward deriving the whole from some set of 

elementary processes. 

The possibility of understanding depends upon entering into a 

dialogue with foreign beliefs or at least with different ways of 

knowing and being. Hermeneutics emphasizes that meaning is not 

reducible to subjective intentions nor to the mere context of its 

generation. The meanings of objectified intentions are open to actual 

and potential interpretations. Prejudice of the investigator 

(interpreter) is a precondition of the potential for understanding. 

One's capacity to understand is rooted in his or her own definition of 

self. There is no outside vantage point from which to gather "raw" 

data. People are self-determining and self-defining creatures. What 

are taken to be the "facts" are reflections of traditions and 

preconceptions. 
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Just as genetic epistemology is the study of the conditions of 

knowing hermeneutics is the study of the conditions for 

understanding. As Piaget calls attention to the inescapable embodiment 

of experience and resulting cognition, Heidegger points out the 

inescapable convergence of personal experience and cultural tradition. 

Experience gained via bodily sensations and perceptions as well as the 

experience gleaned from cultural tradition provide the means for human 

knowledge and understanding. 

Gadamer (1975, 1976), an adherent to Heideggerian philosophy, 

strongly emphasized that it is impossible to assign meaning to a text 

by suspending prejudicial judgments. It is not possible to escape 

prejudgments. It is experience, prejudgments formulated by this 

experience, that provides the possibility of understanding. Rather 

than denying or attempting to isolate prejudices of the observer, as is 

suggested by the scientific method, for example, hermeneutics calls for 

making prejudices explicit. There can be no knowledge or understanding 

in the absence of the very thing that makes interpretation possible: 

predjudgments (Maranhao, 1982). 

To interpret a text for example, one gains new meanings from it 

only by bringing to the situation old meanings that enable one to 

understand the situation. Interpretation creates both possibilites and 

blindness. As people interpret in the domain they have defined, they 

are blinded to the context from which it originated and open to 

potential possibilities generated from this context. These new 
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possibilities create new openness based upon previously hidden context 

(Winograde & Flores, 1986) and simultaneously close other 

potentialities. 

It is important to realize that the understanding and use of 

language is crucial to the employment of this method. Gadamer (1975, 

1976), Piaget (1983), and Heidegger (1926) asserted that language and 

cognition are fundamentally social. The human ability to think and to 

give meaning to language is rooted in participation in a society and a 

tradition. Language is the storehouse of tradition and the resource 

for creating new experience (Agar, 1982). The word experience, for 

example, is time-linked in common parlance. A job application 

routinely addresses experience in number of years. Heidegger (1926) 

and Gadamer (1975, 1976) used the word experience to represent a 

quantitatively and qualitatively different phenomenon. In this sense 

experience is gained when theoretical knowledge is refined, challenged, 

or disconfirmed by actual practice-based evidence that enhances or 

challenges the theoretical understanding. Time is irrelevant to this 

use of the term. One can be involved in a particular activity for 

several years without acquiring experience. If one's practice is based 

upon rote application of sets of rules and principles without 

consistent and continual evaluation of the process, then one is not 

experienced. 

Bellah, et al. (1985) and Garfinkel (1967, 1972) (sociologists) 

Geertz (1973) (an anthropologist) Benner (1982a, 1983, 1984. 1985) (a 

nurse), H. Dreyfus (1972, 1980) (a philosopher), Taylor (1971, 1979) (a 
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political scientist) and S. Dreyfus (1976, 1982, 1983) (an engineer and 

computer scientist) have identified themselves with the hermeneutic 

method. Kuhn (1977) applied the hermeneutic method to Aristotelian 

physics. Despite their disparate fields, for all, the task of 

hermeneutics is to find cases that embody the meaning of everyday 

occurrence. The data may be field notes, participant observation, 

text, discourse, conversation, or electronic media. Dreyfus and 

Rabinow (1982) distinguished two levels of interpretation: 

1. Commentary for the recovery of meanings and truths from 

everyday practices or from those of another age or culture. 

2. The search for a deep truth which has been purposefully 

hidden. 

Gadamer (1975, 1976), following in the Heideggerian tradition, 

took very seriously the ways in which experience impinges upon 

consciousness through language. Gadamer emphasized the dialogical 

nature of understanding. 

Hermeneutic Circle 

Meanings of texts are based upon the meanings and experiences 

that readers bring with them and the context in which the text is being 

interpreted. The interrelationship of personal and textual meanings is 

known in philosophy as the hermeneutical circle. Understanding in this 

frame of reference, means going in circles rather than a unilinear 

process towards better knowledge. Understanding consists of an 

infinite reprocessing and reassessment of collective, yet selective, 

memories. The task of the interpreter is to find the question to 
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which the text presents an answer. To understand a text is to 

understand the question (Bleicher, 1980). Recursively, a text becomes 

an object of interpretation only by presenting the interpreter with a 

question. 

The methodological device of the hermeneutic circle brings 

understanding to the text through the "reciprocal interpretation of a 

whole and its constituent elements" (Bleicher, 1980, p. 258). The 

whole is understood from its parts and the parts from the whole. The 

hermeneutical circle implies the movement of understanding from the 

whole to the part and back to the whole. Parts which are determined by 

the whole themselves determine the whole. The question is not how to 

avoid the circle, but rather how to get into it. Prejudgments draw one 

into the circle (Ulin, 1984). In order to formulate a meaningful 

question, some knowledge or experience of the problem must be part of 

one's tradition. Prejudgments are neither denied nor maintained, but 

are corrected or modified through the dialogical movement of 

understanding in the relationship of part to whole and of whole to 

part. (See Figure 2). 

The unity of the understood meaning is to be extended in 

concentric circles. Harmony of details with the whole is an 

appropriate criterion of correct or shared understanding. The 

concentric circle metaphor is useful only if it conveys an idea of 

dynamism. In a closed circle, one is protected; but one might also be 

confined within the circle. A circle open in one direction, however. 
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CONCENTRIC 

HERMENEUTIC CIRCLES 

Figure 2. Dialogical Relationship of Parts to Whole 
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allows for interchange. Security can be found in a round space broken 

to accommodate flow. A spiral or slinky shape allows for interchange 

as well as security. 

During the dialogical process, participants come to recognize 

their own prejudices and to expand these to create new understandings. 

The goal of obtaining an objective finality does not exist, but rather 

experience and understanding require an ongoing dialogue. Through this 

dialogue, nurses can join other investigators in the task of 

identifying those prejudices that are enabling (Thompson, 1985). This 

dialogue, from the hermeneutic perspective, allows for correction or 

modification of prejudgments rather than the denial of prejudgments 

prescribed by the scientific method. The hermeneutic dialogue also 

requires previous knowledge and experience in order to ask questions 

that are meaningful. One is part of, not separate from, the dialogue. 

Dialogue in the Hermeneutic Circle 

Dialogical communication is necessary to insure access to the 

hermeneutical circle and to provide the potential for the spiral or 

concentric circles of understanding. The task of the interpreter is 

not merely to reproduce what is said, but to express what is said in 

the way that expresses the real situation of the dialogue. Most errors 

of interpretation or communication represent misunderstandings of the 

relationships of parts to wholes (Kirk & Miller, 1986). Communication 

breakdowns indicate a need for participants to become translators. 

Each participant must recognize the others as members of communities 

that do not share the meaning of words. Each must learn to translate 
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the others' theory and consequences into his or her own language and 

simultaneously describe to others in each language (Kuhn, 1970). Thus, 

engaging and working with the hermeneutic circle are vital activities 

to promote understanding and growth. 

Heidegger (1926) described the hermeneutic circle so that the 

understanding of the text remains permanently determined by the 

anticipatory movement of preunderstanding. The circle of the whole and 

the part is not dissolved in understanding but is more fully 

actualized. The goal is not to develop a procedure of understanding, 

but to clarify the conditions in which understanding takes place. 

Understanding begins when one is interested by something. The essence 

of the activity is to open up and to keep open the possibilities. To 

reach a dialogical understanding is not merely a total self-expression 

and successful assertion of one's own point-of-view, but a 

transformation into a communion in which one does not remain what one 

was (Gadamer, 1975). To be satisfied with mere self-expression and 

assertion of one's own point-of-view is to be confined to dialectics, 

to fall short of understanding and experience, and to shorten the range 

of possibilities. Dialogue provides the opportunity for opening the 

range of possibilities, examining one's own views and transforming the 

pieces of the interchange into a new whole. Assimilation is not mere 

repetition of the text, but is a new creation. (Just as the circle of 

assimilation and accommodation proposed by Piaget leads to 

transformation to a new equilibrium). 
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How is any communication, whether spoken, written, or gesture, 

really understood? The dialogical relationship provides a situation 

for understanding (Palmer, 1969). The speaker, author, or actor 

constructs a sequence of words or gestures to convey meaning. Through 

some process a person receives a series of words or body movements and 

divines their meaning while simultaneously conveying a message in 

return. Dialogue does not produce final conclusions. Dialogue is 

open-ended and flowing. Questions are explored rather than settled. 

Dialogue demands a participatory mode and reflects the insights of each 

partner at this moment, but does not negate the fact that another 

moment may bring forth different responses. Dialogue in this sense is 

creativity (Weber, 1986). This dialogical process of interpretation is 

the hermeneutic process. 

The concept of dialogue is fundamental to comprehending 

hermeneutical understanding and evokes the memory of a living 

conversation or dialogue between persons (Bernstein, 1983). Written 

text is a dialogue between author and audience. Text, because it 

endures, escapes an author's intention. The context of the original 

intent may no longer be obvious to the interpreter. The interpreter 

also comes to the text from a set of prejudices and traditions. The 

issue becomes not so much what the text really says, but rather the 

circumstances surrounding the selection of the subject by the author 

and the reasons why the text was chosen by the interpreter. A text 

cannot be analyzed by looking at its elements (Pellauer, 1979). Text 



59 

is not a collection of sentences or words. It is a vehicle for 

expressing context, traditions, prejudgments and transference of 

meaning. 

Human behavior can be likened to texts in that actions are like 

inscriptions interpretable by potential readers from the reader's own 

perspective (Labra, 1982). The goal is to uncover meanings in everyday 

"lived" experience without over-analysis, decontextualization or 

trivialization. These meanings are dependent neither solely upon the 

participants nor exclusively on the situation, but involve transaction. 

The individual simultaneously constitutes and is constituted by the 

experience. Every question arises out of a tradition, a pre

understanding that opens a space of potential answers. In attempting 

to understand a tradition, one must realize that it is concealed by its 

obviousness. Tradition is a way of being; a background within which 

one interprets and acts and lives (Whitehead, 1925). 

Hermeneutics as Method 

Hermeneutics as method is a systematic approach to textual 

interpretation. Hermeneutics does not mean interpretation in terms of 

correctness and agreement. "Hermeneutics carries deeper overtones of 

bringing out a hidden meaning, of bringing what is unknown to light; 

revelation and disclosure" (Palmer, 1969, p. 147). The interpretation 

involves a systematic synthesis of the whole text, a systematic 

synthesis of parts of the text and a comparison of the two 

interpretations for conflicts and for understanding the whole in 

relation to the parts and the parts in relationship to the whole 
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(Benner, 1985). The shifting back and forth in the hermeneutic circle 

between the parts and the wholes can reveal new ideas and new questions 

that are generated by the process itself. The interpreter enters into 

dialogue with the text. The constant comparative method of Glaser and 

Strauss (Glaser, 1977) is similar to the hermeneutic methodology used. 

The major difference lies in the intent. The goal of grounded theory 

is to come up with theoretical terms at a higher level of abstraction. 

The goal of hermeneutics is to identify meanings and content within 

context. 

When focusing upon textual interpretation, it is necessary to deal 

with the paradox of microanalysis: the more microscopically one 

analyzes the actions that motivated the sequence of events and 

resulting text, the further one is removed from the lived experience of 

the text (Labov & Fanshel, 1977). When checking for validity, it is 

important to keep in mind that too careful a description of what is 

done tends to suggest an obsessive preoccupation with detail on the 

part of the researcher. This type of a description is an artifact of 

the description, not a recommendation for compulsive researchers (Kirk 

& Miller, 1986). 

Benner (1985) outlined three research strategies as being useful 

for highlighting particular claims of the text and for presenting 

transactional relationships. She labeled these three strategies 

paradigm case, exemplars, and thematic synthesis. All three 

strategies work to allow presentation of contextual meaning. Attempts 

to decontextualize the meaning change the phenomenon. Hermeneutic 
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interpretation generates explanations and predictions that offer 

understanding and the possibility of choice. Control and manipulation 

are not appropriate in this framework. These three strategies are 

discussed in greater detail. 

Paradigm case. A whole case that represents a strong example of a 

pattern of meaning. The pattern of meanings depicted by the case 

cannot be broken down into smaller units without disrupting the 

pattern. A presentation strategy that presents the context, the pers 

or persons in the situation and the meaning of the situation. 

Exemplars. A vignette or story of a particular transaction that 

represents the meaning in the situation so that the interpreter can 

recognize the same transaction in another situation. Like a paradigm 

case, an exemplar presents the context, the person or persons in the 

situation and the meaning of the situation. An examplar is shorter and 

briefer than a paradigm case. 

Thematic synthesis. The interpreter picks common themes and pulls 

out excerpts to present the theme to the reader. This approach is used 

to present common meanings. 

Issues in Methodology 

Validity and reliability. Hermeneutic method includes strategies 

for validity and reliability; albeit these strategies are different 

from those used in quantitative research methodologies. Interpretive 

work is qualitative. Deciding what to count as an interpretive issue 

requires judgment and choice, where meanings rather than frequencies 

assume importance (Punch, 1986). Specifying which process one is 
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attending to is a problem of focus, which is always arbitrary if viewed 

from the scientific perspective of control of variables (Lutz, 

1981). The interpretive methods emphasize the important role of 

context in determining behavior and the holistic or ecological 

interrelationship of behavior and events within a functioning system. 

Holistic, as it is used in this context, means that interpretations are 

made up of interconnected schemas rather than isolated ones. 

While encouraging the use of holistic interpretations. Agar (1982, 

p. 790) warned of the risk of the "holistic fallacy"--a tendency to 

overemphasize consistency and integration at the expense of conflict 

and disharmony. The interpreter must realize that internal consistency 

does not mean that interpretation should only reveal consistent 

practices and commitments by participants. Human behavior often 

reflects inconsistent practices and commitments. Interpretations are 

internally consistent and credible if they follow from the textual 

data. Credibility rather than internal validity is the criterion 

against which the truth value of interpretive research is to be 

evaluated (Sandelowski, 1986). Interpretive research emphasizes the 

meaningfulness of findings achieved by reducing the distance between 

investigator and subject and by eliminating artificial lines between 

subjective and objective. Confirmability is achieved when 

auditability, credibility and applicability are established 

(Sandelowski, 1986). 

The hermeneutic strategies for validity, auditability, 

applicability, credibility, and reliability include: 
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1. Study of multiple texts written by the same person allows 

patterns to emerge and prevents emphasis being placed on a nonrecurring 

item. Redundancy adds confidence to the interpretation. 

2. Because Heidegger (1926) assumed that the meaning and 

structure of a culture provide the framework for individual meaning, 

other readers of the culture should recognize shared interpretations. 

Expert consensual validation of the interpretation prevents the 

interpreter from adding meanings that are not supported by the text. 

3. The interpretation should help the interpreter and others to 

better understand the lives of the subjects and the complex pattern of 

human experience. Interpretation should elucidate, not obfuscate 

patterns of meaning and experience. 

4. Presentation of data to support the interpretations allows 

the reader, listener, or viewer to share or disagree with the 

interpretation. 

5. Reported conclusions are consistent with the reader's, 

listener's, or viewer's experience. 

6. Knowledge uncovered by the interpretation is used to develop 

new understanding. 

7. Context is described in sufficiently vivid detail so that the 

reader, listener, or viewer is pulled into the hermeneutic circle 

(Knapp, 1979). 

8. A clear decision trail is provided by the researcher so that 

the reader, listener, or viewer can follow the researcher's 

procedure. 
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How then, does one know if the interpretation presented is 

correct? "Presumably because it makes sense of the original text" 

(Taylor, 1971, p. 5). Making sense of the original text depends upon 

the factors listed above. Better interpretations are those that are 

more liberating (Dreyfus, H., 1980). This means that a better 

interpretation is one that makes the interpreter more flexible and open 

to dialogue than with other interpretations. 

Indications for Hermeneutic Methodology 

Why would someone be interested in discovering the meanings of 

lived experience in a contextual sense? Why should someone be 

concerned with wholeness? Moody offers an explanation: "Any question 

about the meaning of life finally comes back to intuitions about 

wholeness; the unity of an individual life, the unity of the human 

species, the unity of the universe as a whole" (1986, p. 15). 

Bellah, et al. (1985) explained that narrative is a primary and 

powerful way to know about a whole. Active dialogue creates the 

possibility of public conversation, argument and consensus. 

Current Conflict with Science 

The empiricist orientation of science, however, is likely to be 

hostile toward a conduct of inquiry that is based on interpretation and 

that encounters the hermeneutical circle. The contemporary view of 

science as a categorical rather than hermeneutical inquiry leads to the 

popular notion that subjective meanings are not only irrelevant but 

also perhaps subversive (Woodward, 1986). The requirements considered 
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essential to science, intersubjective, non-arbitrary and repeatable 

verification cannot be met (Taylor, 1971). Experience, in the 

scientific world-view, is valid only if it is confirmed. Confirmation 

requires repeatability. In order to meet this criterion of science, 

experience must ignore its history, its tradition. When an 

interpretive situation is approached within the context of technical, 

non-dialogical thinking, interpretation is used for conceptual and 

perhaps physical mastery of an object. When thinking becomes the 

manipulation of ideas and concepts, it is no longer creative but merely 

manipulative. Such manipulation fails to leave open all possibilities. 

Analytic thinking without hermeneutic interpretation blinds one to 

experience. 

Summary 

Just as Piaget is not interested in what knowledge really is, but 

in how knowledge is constructed and developed, the researcher 

implementing an interpretive method is not concerned with discovering 

the facts, but with the question of how facts are accounted for within 

a particular context (Sevigny, 1981). 

Chapter V uses the hermeneutic method to explore nursing 

literature and to trace the ideas of holism in the development of 

nursing theory and the context of nursing practice. This author 

identifies the personal prejudice of genetic epistemology, Heideggerian 

hermeneutics, the preference of dialogue over monologue or dialectic, 

and holism at the dialogical level. These prejudices direct the study 

of the nursing literature in Chapter V. 



CHAPTER V 

HERMENEUTIC INTERPRETATION: DIALOGUE 

WITH NURSING'S LITERATURE 

Introduction 

In keeping with the lived experience of hermeneutics and the 

embodiment of learning from the Piagetian perspective, this chapter is 

written from the perspective of the author. First person pronouns are 

applicable when expressing personal point-of-view and perspective. 

Personal prejudgments are employed to gain understanding. The 

discussion begins with questions. 

Questions 

As a practicing nurse and nurse educator, I have been concerned 

with inconsistencies in nursing theory, practice, education and 

research. These concerns began in the very first months of 

undergraduate nursing school when we were told emphatically that 

intuition had no legitimate business in nursing. Topics that did not 

easily fit into the null-hypothesis formulation were not considered 

legitimate subjects to study. Yet, the nursing philosophy I was 

expected to espouse was a general systems view of holism. As a novice 

student gaining clincial experience, I began to suspect that something 

was amiss. The rigid focus on "facts" and "numbers" served me well in 

some areas of practice--in interpreting lab values, measuring and 

administering medications and knowing the expected course of certain 

disease processes. These "facts" and "numbers," however, did not help 

at all to sort out the wide diversity among individuals, or the 
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variable responses (physiological, psychological, sociological, 

cultural) to health and disease. I was particularly disenchanted when 

in practice as a new registered nurse, I was told that some of the 

"facts" had changed. The accepted treatments for many diseases 

continue to change. The nursing philosophy of holism has often been 

operationalized as a way of looking at parts and attempting to build up 

to the whole. This operationalization has failed to understand the 

essence of the whole. 

The discourse in current literature has been studied to 

distinguish the patterns that demonstrate this phenomenon--the 

incongruity of nursing practice, theory, education, and research that I 

continue to experience. The contextual, relational aspects of nursing 

are described as vital to the definition of nursing. Yet, the 

definition of science and the dominant research approach utilized in 

nursing is similar to the a-contextual, reductionistic approach of 

medical science. 

I contend that the tension between science and holism is based on 

polar arguments and conflict among viewpoints; therefore, I have chosen 

the hermeneutic method of thematic synthesis to identify and present 

the common themes in nursing literature. 

Method 

Prejudices 

The success of the hermenutic method is based on the premise 

that understanding occurs in the context of previous experience and 

points-of-view. In order to interpret more fully the researcher's 
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prejudices, the following data are presented as being relevant to the 

research topic. It is assumed that the points-of-view of genetic 

epistemology and hermeneutics were chosen as being reflective of the 

researcher's point-of-view. Other items of relevance to the 

researcher's point-of-view include being the eldest of six daughters of 

two rural, general-practitioner physicians. From an early age I saw 

the family physician in action. I accompanied my parents on house 

calls, worked in the office and talked with patients when they called 

the house. My interest in human responses to health and illness 

emerged during these experiences. The fascination for Native American 

folklore and healing practices led to an interest in cultural diversity 

and more thorough study at the collegiate level of Native American and 

Oriental philosophy and healing practices. 

From the time my twin sisters were born when I was six years 

old, I was intrigued by how people develop an understanding of their 

world. I put my twin sisters, and two subsequent sisters as well, to 

multiple tests of perception and interpretation. When I learned about 

the work of Piaget in my studies in Nursing School, I recognized 

familiar territory. I often wonder how things would have differed had 

I known of Piaget's work when I was interacting with my young sisters. 

Prior to attending nursing school, I attended engineering school, 

majoring in chemistry. As a senior chemistry major, I decided that 

although I enjoyed math and science, spending the rest of my adult 

working life in a laboratory was a bleak prospect. I sorely missed the 

complexity and excitement of human interaction. In nursing I found the 
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opportunity to blend science, math, and humanity. Since completing a 

masters degree in nursing, I have received two fellowships from the 

National Endowment for the Htimanities to study philosophy of science 

and the history of medicine (Williams College and Princeton 

University). I also attended Georgetown University to study bioethics. 

It is logical to find myself now at this juncture--constructing 

dialogical paradigms. 

Scimple 

Three journals were selected as representative of the topic of 

interest: Advances in Nursing Science, Nursing Outlook, and Nursing 

Research. All issues of these journals from 1978 through 1986 were 

studied. The year 1978 was selected as the starting point, as it is 

the initial year of publication of Advances in Nursing Science. The 

sample consisted of 1500 articles. The entire sample was categorized 

for relevance to the broad topic of the incongruity of nursing 

practice, education, theory, and research or incongruity between 

nursing and medical world-views. This initial categorization procedure 

produced 240 sources of data. These 240 items were abstracted in 

detail to more concisely describe the categories. The bibliographies of 

these items were also searched for relevant materials. This secondary 

source of data yielded an additional set of data from dissertations, 

textbooks, other nursing and medical journals, and conference 

proceedings. The dates for these latter documents were not limited to 

the 1978-1986 time frame in order to provide sufficient historical 

background information from which to develop interpretations. 
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Thematic Synthesis 

The 1500 articles in the initial sample were coded N (No) or Y 

(Yes) as to the general topics of incongruity of nursing practice, 

education, theory and research or incongruity between nursing and 

medical world-views. Those coded as N were given one or two general 

thematic topics and stored for possible future reference. Those coded 

as Y were sorted according to the general topic area. The Y group was 

then examined by topic area with the categories concisely described 

during this phase of the synthesis. Once the initial categories were 

described, all 240 items were re-evaluated in light of the 

descriptions. The secondary source of data (the set of data gleaned 

from the bibliographies of the primary source of data) was also 

examined for relevance to the categories. The abstracts of the 

original 1500 articles were again examined relative to the descriptions 

of the categories. In order to identify additional data sources from 

frequent authors, a general search by author was conducted. 

Two major themes emerged from the data. Evidence of the 

polarity of the scientific-medicine versus holistic-nursing argument 

was also identified. The 240 articles and relevant secondary data 

sources were again evaluated in terms of the two major themes and the 

monological argument between scientific-medicine and holistic-nursing. 

During this evaluation, another theme, albeit minor in comparison to 

the original two themes, began to emerge. The entire sample was again 

reviewed for this minor theme. The construction of the two major 

themes is presented in the Results section. The emerging third theme 



71 

is discussed briefly. This emerging theme will be more fully developed 

in future research. Exemplars of the monologic argument between 

scientific medicine and holistic nursing are also presented. 

Credibility and Validity 

The presence of documents supporting the researcher's point-of-

view lend credence to the study and provide sources of consensual 

validation. Recent publications in nursing offer such support to this 

study. 

After completing the initial categorizations, I discovered a new 

textbook: Perspectives on nursing theory (Nicoll, 1986). This book 

validated my ability to identify appropriate articles. I had already 

chosen all of the articles that originally appeared in Nursing Outlook, 

Nursing Research and Advances in Nursing Science and were subsequently 

reprinted in Nicoll (1986). 

The recent publication (First issue was November, 1986) of a new 

journal. Holistic Nursing Practice, also offers confirmation that the 

topic I am discussing, that of the confusion and conflict with 

reductionistic science and holism, is of interest to other nurses. 

The concepts of philosophy of science similar to genetic epistemology 

and hermeneutics have begun to appear in Advances in Nursing Science 

and recent books (Parse, 1987a; Malinski, 1986a; Rogers, 1985, 1987; 

Jacox and Webster, 1986). Reeder, for example, recognized the knower 

as crucial in the critique of knowledge: 
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Facts in the world are not simply real facts to be 
discovered, but rather interpreted facts determined by what 
the knower brings to the observation. Facts are as 
theoretical as theoretical statements. Therefore, testing 
observational statements against the "real world" only 
allows conclusions based on the accepted theories or 
theory-laden facts. (1984b, p. 18) 

Thompson (1985), basing her statements on the works of Gadamer, 

wrote that the process of human understanding is comparable to the 

interpretation of tradition. It is a dialogical process of discovering 

prejudgments, recognizing some as blind and others as enabling. In the 

application of this dialogue, values/ethics become very important. 

Thompson believed that nursing is leaving behind blind obedience to 

tradition and recognizing that some prejudices may be better than 

others. Nursing has not yet reached the place of distinguishing which 

aspects of tradition are enabling and which are not. The process of 

understanding is just that, a process--always open and anticipatory. 

Tucker (1979) also recognized that all research judgments are value 

judgments and that the generation of knowledge is a personal and 

dynamic process in the tradition of Piagetian genetic epistemology. 

Munhall (1982) explicated my concern about the apparent dichotomy 

of nursing theory and nursing research, stating that nursing theory 

advocates self-determination, uniqueness, and holism while the 

traditional scientific method utilized most often in nursing research 

is based on external control, generalization, and reductionism. Jacox 

and Webster (1986, p. 335) realized that nursing's "philosophy of 

science does not match our philosophy of nursing. The research methods 
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reflecting the logical positivist notion of science have restricted 

nursing research by overemphasizing precision, quantification and 

numbers." 

Results 

Two common themes emerged from the initial review of all documents 

collected. The first theme expresses that nursing research is 

quantitative and reductionistic, yet, nursing theory is holistic. 

Nursing practice is predominantly quantitative and reductionistic, 

although to a lesser degree than is nursing research. In conjunction 

with the belief in holism, nursing research and practice traditions 

simultaneously reward the reductionistic ideology and methodology of 

the scientific method. Quantitative and qualitative approaches to 

research are viewed in opposition rather than as equally useful 

approaches to studying human phenomena. The second theme is the use of 

the word science. The word is not used in a consistent manner in the 

literature. Some authors advocate moving away from the reductionistic 

notions advocated by science. Yet, others use the concept of science 

in such a way that it is compatible with holism. A third theme, as 

yet merely emerging, revolves around feminism and women's studies. A 

common theme of these articles is the metaphor of power and domination 

by physicians of the health-care system, especially nurses. This 

emerging theme is recognized, but not pursued further in this study as 

the researcher is not well versed in the feminist writings and point-

of-view. 
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Evidence of the monologic argument of scientific medicine versus 

holistic nursing also exists in the sample. Examples of this monologic 

argument are presented first, followed by an in-depth discussion of the 

two major themes identified. 

Monologic Argument of Scientific Medicine 
Versus Holistic Nursing 

Several nursing authors criticized the scientific approach to ill 

people adopted by the medical profession. Excerpts from each author's 

material are presented to illustrate these criticisms. 

Connors (1980) was very critical of medical science in an article 

entitled "Sickness unto death: Medicine as mythic, necrophilic and 

iatrogenic." She stated: 

Medicine thrives on the maintenance of polarization--
expert versus laity, superior versus subordinate, 
healthy versus sick, infallible versus fallible, 
physician versus patient. In effect, medicine today 
legitimizes and lives out an ethic of domination that 
is profoundly destructive. (1980, p. 39) 

The medical profession perpetuates and lives out myths 
in order to ensure its continual existence. It 
receives legitimation for what it claims to do rather 
than for what it does and hence gains access to a 
brand of infallibility. (1980, p. 40) 

The use of passive voice [by medicine] is also a means 
of obscuring meaning by making the agent unclear and 
by appealing to some unspecified authority. The 
phrases j ^ ^s thought, it is understood and j ^ is 
known imply that underlying a particular statement is 
a great body of universal agreement. (1980, p. 43) 

Connors implicated nurses in perpetuation of the myths of medical 

science and called for nurses to "begin removing their energies and 

healing powers from the medical profession, where they are drained and 
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distorted" and to "begin to rechannel them into envisioning and 

creating biophilic health care" (p. 50). 

Lovell (1980) also criticized the role of scientific medicine: 

The relationships between medicine and nursing and 
between nurses, patients and physicians have 
historically been symbiotic. Medicine has carefully 
nurtured this symbiosis with calculated deception, 
paternalistic hostility and blatant sexism. The 
economic, political and social forces inherent in 
these practices have been systematically manipulated 
by the medical profession throughout the past 
century. As the United States embarks on the 1980s, 
these abuses continue to enhance medicine's power and 
control over people's minds and bodies. (1980, p. 73) 

Lovell further criticized nurses: "In spite of the evidence 

illustrating nurse exploitation by physicians, nurses seem enamored of 

the medical model" and called for nurses to "create new levels of 

health for themselves and their clients that are impossible when 

encumbered with deception" (p.85). 

Schlotfeldt (1981) pointed out: 

The profession of medicine has been and continues to be 
appropriately concerned with diagnosing and treating 
ills in human beings. Physicians, however, also see 
themselves in ownership and control of those they serve. 
Recently, despite being accused of medicalization of 
society, they have grown more expansive and claim to be 
responsible for the health and even quality of life of 
human beings. Since when? What evidence is there that 
medical practice, education, or research is essentially 
focused on health? That is not to deny that the 
successful treatment of pathology does not permit the 
restoration of human health. But typically, 
knowledgeable nursing care is needed to insure, hasten 
or maximize that restoration, and most physicians and 
nurses know that. (1981, p. 297) 

Janet Rodgers (1981, p. 478) attributed what she called "nursing's 

morbid and seemingly endless preoccupation with its grievances against 
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medicine" to "nursing's unresolved adolescent conflict." She cited 

statements such as "Medicine is concerned with pathology and nursing is 

concerned with health" as evidence of a focus on an either/or dichotomy 

rather than differentiation of the roles. She concluded that "to be 

for nursing does not mean we need to be against physicians or 

administrators" (p. 481). 

A study by Weiss (1983) was performed to determine if a series of 

systematic dialogue sessions with nurses, consumers and physicians 

produced agreement regarding unique areas of nursing practice as 

differentiated from medical practice. The data from this study 

indicated "(1) a lack of clarity within the nursing profession 

regarding the competencies specific to the discipline of nursing, and 

(2) a continuing public image of nursing as a mere extender of 

functions performed by the physician" (p. 138). Weiss (1983) 

concluded: 

While the overlapping areas of practice identified in 
this study [diagnosing the level of wellness and 
directing the details of a consumer's health-care 
program] can clearly be evidenced in nursing education, 
literature, and research as being within the nursing 
domain, the same cannot be said for medicine. The 
areas of health promotion and maintenance, self-care, 
consumer satisfaction, and family and cultural 
considerations have rarely been addressed within the 
mainstream of medical education, literature, or 
research, (p. 139) 

Masson (1985) in her discussion of the relationship and 

distinctions between nursing and medicine stated: 

The difference between medicine and nursing is the 
difference between a pill and a presence, between 
technology and teaching. It is the difference 
between a house call and a home visit. Whereas 
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medicine is based on the use of tools, nursing is based 
on the use of self: to listen, to teach, guide, 
support, be there. You can design, standardize, and 
automate tools to achieve efficacy and speed. The 
self, on the other hand, cannot be streamlined, 
packaged, or delivered. Its effective use requires 
time, quality time. (p.71-72) 

Masson (1985) characterized the contrast between nursing and 

medicine: 

A physician focuses on the diseased part or system 
and asks the question: What does this case have in 
common with all others and how can it be classified? A 
nurse is more likely to look at the diseased part in 
the context of the whole person. She asks the question: 
How is this person unique? (p. 72) 

The examples cited above express the either/or status of the 

monologic argument of scientific medicine versus holistic nursing as it 

currently exists in the nursing literature. Dialogue, in the sense of 

seeking mutual understanding, is not likely to emerge from dialectical 

approaches such as these. 

Reductionistic Research/Holistic Theory 

Nursing theorists write about holism and nursing researchers 

demand "objective" data. The tension between the theory of holism and 

the objective, reductionistic approaches used in nursing research is 

similar to the dichotomy between scientific medicine and holistic 

nursing presented in Chapter II. 

Reeder (1984a) analyzed textbooks of nursing research from 1954-

1982 focusing on philosophies of science and the assumptions underlying 

nursing research. A major point of agreement among all the textbooks 

in this study was the use of a philosophical approach that depended 
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upon empirical evidence to verify or disconfirm hypotheses and a 

preoccupation with exact science based on reductionism. Implicit in 

this trend is the research standard of testing theory against the real 

world, rather than against other theories. 

Two trends emerged from the textbooks published during the 1970-82 

period: 

1. More textbooks were published each year. 

2. Textbooks on nursing theory became very popular. 

Authors of nursing research texts (Treece & Treece, 1973, Krueger, 

1978) advocate the interrelation of theory, research, and practice. 

However, the major trends identified by Reeder (1984a) indicate greater 

emphasis on methodologies of the research process and diminishing 

attention to the nuances of theory conceptualization and development. 

Conceptualization as described in the nursing textbooks was directed to 

hypothesis and design development not on conceptualizing the research 

question or considering questions of point-of-view. It is not 

surprising, given this trend, that experimental design received most 

attention. This progressive shift toward experimental design is not 

accompanied by congruence with the theoretical rationale or nursing 

philosophy. There is a shift away from employing philosophy of science 

as a basis of decision making in research. Recent studies rarely 

mention the philosophical foundation of the researchers or of the 

approaches used. The tendency to require nursing questions to give way 

to methodological demands rather than producing a demand for methods 
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more useable for nursing questions has been termed "pseudotechnical 

judgment" (Dickoff, James & Semradek, 1975, p. 85). 

Fawcett (1978) viewed this trend toward favoring experimental 

research as having encouraged more sophisticated statistical and 

methodological studies lacking a theoretical foundation. In 1984(a), 

Fawcett was more optimistic as she assessed the "increased quality of 

nursing research reports and discourse on issues surrounding the 

conduct of nursing research" (1984a, p. 1). Sweeney (1985) complained 

that nursing researchers are preoccupied with pseudotechnical methods 

and suggested recording observations of patients as they occur 

naturally as opposed to imposing controlled interventions on natural 

events. 

Research emphasis in nursing has been on mastery of methodologies 

at the expense of the search for new questions and creative approaches 

to knowledge generation and understanding of phenomena (Donaldson & 

Crowley, 1978). An expression of the tension between holistic theory 

and reductionistic research is exemplified by the confusion regarding 

quantitative and qualitative data and the correspondingly appropriate 

methodologies. The issues related to qualitative/quantitative research 

are discussed in further detail. 

Quantitative/Qualitative Research. In continuous publication since 

1952, Nursing Research was the first journal devoted to research in 

nursing. The first nursing research textbook appeared in 1954. 

Brown, Tanner and Padrick's (1984) analysis of the changes and 
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trends found, in research published in four major nursing research 

journals for the period of 1952-1980, that the amount of nursing 

research has consistently risen over the period surveyed. The focus of 

the research has gradually shifted from the nurse to patient-care 

services. Data collection has commonly been via questionnaire. In 

1952, a majority of the studies used qualitative methodologies, yet 

every year since 1952, a preponderance of studies were quantitative in 

nature. In 1980, for example, only six out of 57 studies (10.5%) 

employed qualitative approaches. Likewise, the increasing number of 

quantitative analyses have also become more sophisticated, utilizing 

complicated statistical analysis and research designs. Very little 

attention was paid, however, to the theoretical underpinnings of the 

hypotheses development and testing. Full attention was paid to 

reporting statistical significance. Participant observation and 

records were very infrequently used. No study in the sample used life 

histories or personal documents. 

Recently, several excellent nursing research texts devoted to 

qualitative methodologies and analysis have been published (Chenitz & 

Swanson, 1986; Field, P., 1985; Leininger, 1985b; Munhall & Oiler, 

1986a; Parse, Coyne & Smith, 1985). This is a new trend in nursing 

literature. It is significant to note, however, that qualitative and 

quantitative methodologies are still viewed in a dialectical and not a 

dialogical manner. The majority of pages of major nursing research 

texts are devoted exclusively to quantitative methods and design. 

Selected new editions of the standard texts have recently added one 
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chapter related to qualitative methods, but these chapters are minor 

parts of the larger message imported by the text. In one text the 

author warns the reader that the text is "revolutionary" in its 

qualitative approach (Wilson, 1985). Yet, this "revolutionary" 

approach devotes very little attention to qualitative methodology or 

conceptualizations of qualitative approaches. The items discussed are 

very basic and not at the advanced level of the quantitative methods 

and issues discussed in the same text. 

Detailed attention, for example, is given to describing 

experimental design and the correspondingly appropriate statistics. A 

very adequate experimental design study could be developed, performed 

and analyzed from the information in the textbook. Grounded Theory, in 

contrast, is given a few short paragraphs. Additional references must 

be consulted to understand how to use Grounded Theory. The text can be 

viewed as revolutionary, however, in that it more comprehensively 

covers qualitative methodology than do any of the other general nursing 

research texts. 

During the 1980s, methodologically based journal articles 

presented the relevance of qualitative methodologies versus 

quantitative ones (Klenow, 1981, Knafl & Howard, 1984, Swanson & 

Chenitz, 1982). Klenow (1981, p. 281), for example, called qualitative 

methodology "a neglected resource in nursing research." From his 

perspective, qualitative and quantitative approaches are not opposing, 

but are rather complementary and additive methodologies. Knafl & 

Howard (1984, p. 17) recognized that "confusion about the purposes of 
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qualitative research and the absence of a standardized format for 

reporting such research make it difficult to assess the validity of 

qualitative studies." They suggested guidelines for reporting 

qualitative research based upon the purpose of the study. 

The questions arise. Why are qualitative and quantitative methods 

treated as either/or situations? What has created the recent interest 

in the qualitative approach--enough interest to warrant separate 

textbooks? At least part of the response to these questions lies in 

the current dialectic argument that pits reductionistic medical science 

against holism. Nursing, since the 1950s, has adopted and formalized 

the tenets of the scientific method. Research is often equated with 

quantity--with numbers--much in the same way as the 17th Century world 

view describes reality in numbers. 

Downs, as editor of Nursing Research, presented the 

quantitative/qualitative dichotomy this way: 

The qualitative camp holds that quantitative research 
is reductionist, aims to prove what is already known, 
has no meaning for nursing practice, and is generally 
of limited scope because the objective is to produce 
statistics. Quantitative research is said to have been 
visited upon us by the Logical Positivists through the 
"Received View." Meanwhile the quantitative camp is 
said to believe that qualitative research is 
unscientific and "soft" because it cannot be 
numerically categorized." (1983, p. 259) 

Downs did not think that the journal Nursing Research deserved its 

reputation for publishing only quantitative research. While admitting 

to be a "numbers person," Downs recommended development and use of 

research methodologies appropriate to the phenomena, finding it 

unnecessary to create a dichotomous approach. 
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Carter (1985), too, labelled the dichotomy that exists between 

qualitative and quantitative a false one. He attributed this dichotomy 

to the "continued adherence by some nursing scientists" to the logical 

positivist approach to science (p. 27). This approach asserts that 

there is only one scientific method, and that method is reductionistic. 

Carter believes that forecasts in nursing science cannot evolve from 

results obtained via quantitative research approaches. He argued: 

The building of a science of nursing, which is 
predicated on a focus on wholes in the life experience, 
fundamentally requires qualitative research methods. 
Research methods based upon reductionism can never 
capture the elusive qualities of phenomena that nurses 
know exist. These qualities are more than and 
different from the sum of the parts and cannot be 
understood by any attempt to study only the parts. 
(1985, p. 31) 

Leininger suggested an open mindedness to research approaches to 

discover the largely unexplored nature of human caring. She stated: 

The prevailing quantitative type of research used in 
nursing reflects logical positivism and an emphasis on 
studying people as reducible and measureable objects 
independent of historical, cultural and social 
contexts. Different philosophies of humankind and 
different research methods to know the "truths" and 
nature of humans and their care needs can help 
challenge the belief that people are mainly statistical 
figures or data that can be known in finite ways. 
Indeed, to reduce people and nursing practices to 
parts, machine-like operations, or sensual empirical 
data has never been congruent with nursings' 
traditional values of personalized, intimate, holistic, 
and human services. (1985a, p. xi) 

Tripp-Reimer (1983, 1985) reported a study combining qualitative 

and quantitative methodologies. The qualitative portion of the study 

was designed to provide background information about features of the 

topic that would influence the nature of the questions that need to be 
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studied with quantitative methods. Qualitative data provided new 

information and offered a fresh perspective. Quantitative methods are 

required when answers to questions such as "How much?" or "How often?" 

are desired. 

In response to Downs' (1983) challenge to qualitative researchers, 

Swanson-Kauffman presented a combined qualitative methodology utilizing 

grounded theory, ethnography and phenomenology. This strategy is 

offered "as a methodology that is congruent with conceptualizations of 

nursing as a human science—" (Swanson-Kauffman, 1986, p. 58). 

It is also of interest to note what is missing from the research 

literature in nursing. Very few historical studies exist (less than 1% 

from 1956-1983) with most designs being quasi-experimental and cross-

sectional rather than longitudinal (Jacobsen & Meininger, 1985). 

Loomis (1985) found very few doctoral studies related to economics, 

history, culture, politics, and interventions in nursing. Loomis also 

correlated the method of USPHS grant funding of research in the 1960s 

with a dearth of clinical research. Studies seem to be done in 

isolation with very little replication (Downs, 1985). These trends may 

relate more to the interpretation of tenure requirements (original 

research) and financial constraints than to the most appropriate 

approaches for studying the phenomena of interest to nursing. 

Science 

The understanding and use of science in the context of nursing 

has greatly influenced the trend toward quantitative approaches to 

research. There is little disagreement as to what constitutes 
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quantitative and qualitative approaches. The general trend is to 

dichotomize the approaches and the points-of-view underlying them. The 

common polarization is quantitative = scientific and qualitative = non-

scientific. 

The Nurse Scientist programs of the 1960s educated nurses at the 

doctoral level in fields that adhered to the scientific method as 

described in Chapter II. During the 1960s nurse educators were very 

interested in establishing collegiate school of nursing programs. The 

move toward academically based schools was coupled with the nurse 

educators' desire to be recognized as legitimate and respected academic 

scholars with other academic disciplines. The use of quantitative 

scientific methods was seen as meeting this goal. Most academic 

disciplines within which nurses obtained doctorates during the Nurse 

Scientist program also pursued knowledge from a logical positivist 

tradition. It is not surprising, therefore, that much of the published 

research done by nurses during the 1960s and 1970s focused on 

quantitative issues. The methods valued by the academic environment, 

society at large, and the nurses themselves were quantitative. As 

more quantitative studies were published and granted funding, this 

trend became formalized to the point that currently, although 

qualitative approaches are receiving some attention, it remains far 

easier to obtain funding and publication of a quantitatively based 

study. Nurses embraced the theories and research traditions of the 

disciplines in which they were being educated. At that time there was 

little opportunity for recognizing the emerging nursing knowledge. 
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Gortner and Nahm (1977) found that the formulation of nursing problems 

as questions of social science rather than as questions of practice was 

a direct result of the Nurse Scientist program. The development of the 

interactionist theories in nursing during the 1960s was greatly 

influenced by nurses trained in the social sciences in the Nurse 

Scientist program (Flaskerud, 1986). 

During the 1960s, nursing was seeking status as a full-fledged 

profession. This search was appropriate to the social scientists from 

the Nurse Scientist program (Murphy, 1981). 

Another factor operating in the move toward university-based 

nursing education is the different level of thinking and action of the 

university as compared to the hospital. The reflective mode of 

thinking that is characteristic of university based disciplines, may 

seem antithetical to the activity, intervention, and orientation of 

nursing practice (Peplau, 1987). 

Watson (1981) suggested that prior to the Nurse Scientist 

program, a research tradition had been established by Nightingale and 

then Henderson, that encompassed the art and science of nursing. Watson 

suggested that it is more than coincidence that the break from this 

earlier tradition and move toward more reductionistic research 

approaches corresponds to the development of Nurse Scientist programs. 

Watson was optimistic when she characterized the adoption of 

reductionistic points-of-view and what she describes as the current 

development of nursing's "own processess of rejection" as the expected 

process of scientific development (Watson, 1981, p. 412). Gorenberg 
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(1983) agreed that Nightingale provided a research legacy that 

"combined scientific principles and practical experience with 

administrative and financial independence" (p. 348). 

The inconsistency in the nursing literature of the use of the 

concept of science is dramatic. Watson (1979, 1981, 1985) used the 

word science in the title of each of these works, yet the content 

presented is directed at a definition of science that is not 

reductionistic. 

Given that this concept, science, seems to have more than one 

standard meaning, and the basis for differentiating those meanings is 

not clear, the first approach is to find standard uses of the concept. 

It is important here to realize that from the perspective of genetic 

epistemology and hermeneutics, the goal is not to invent a new concept 

or idea of science or to specify what should be meant by science. The 

aim is to understand the concept of science more thoroughly as it 

already exists in our language in general and how it relates to the 

context of nursing in particular. 

At least four questions can be addressed: 

1. How is the word science emloyed in the nursing literature? 

2. How does science differ from non-science? 

3. What examples demonstrate the use of science? 

4. What examples demonstrate the use of non-science? 

Abdellah (1969), co-author with psychologist, Levine (1965), of 

the first nursing research textbook, defined nursing science as a body 

of cumulative scientific knowledge whose aim is the discovery of new 



88 

knowledge to improve nursing practice. New concepts evolve from 

experiment and observation. Abdellah did not find it necessary to 

explicate scientific knowledge, although the nursing research texts she 

has written are based on the quantitative, reductionistic scientific 

method. The scientific approach as described by Polit & Hungler 

(1987) was based entirely on the reductionistic, cause-effect 

approaches of positivism. 

Batey (1972, p. 507) stated that the "goal of science is the 

continuing advancement of an objective body of knowledge" and that the 

norms of science include "disinterestedness, organized skepticism and 

opening sharing and exchang •" While stating that science is objective 

and disinterested, Batey continued: "Whatever problems a scientist 

selects, he selects for a reason, and these reasons can be expected to 

relate to his values or to the values of those who influence his 

choice" (1972, p. 507). Thus, in this context, science is both 

disinterested and based on values. 

Crowley (1968) identified the goal of all science as 

understanding, explaining, and predicting in some way. McKay (1969) 

seemed to separate science from value when she stated that "it is 

evident that nursing is not all science. The ethical and aesthetic 

elements cannot be disregarded" (p. 393). Leininger (1969) defined 

science in the following way: 

The goal of any scientific field is to accurately 
describe phenomena, to explain and compare different 
orders of phenomena and to utlimately predict and 
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control phenomena under investigation. The goal of 
science is the discovery of substantive knowledge 
and/or the reaffirming of previously held knowledge, 
(p. A89) 

Gaut (1984, p. 19) warned not to confuse the word science with the 

scientific method. "Unlike science, the scientific method is not a 

way of thinking or an attitude, but a procedure for working out a 

problem." Gaut likened science to philosophy in that they both are 

activities of arranging facts into groups under general concepts and 

then judging the concepts by the outcomes of the actions upon which 

they are based. According to this view, science changes with the 

political climate and cannot stand apart from human institutions. 

Science, according to Gaut (1984), is embedded in society with 

scientists reflecting the social prejudices of their own lives, classes 

and culture. 

Gortner (1975) imaged science as consisting of test tubes, 

laboratories and increasing remoteness from the real world: 

Science is also the means of achieving the kind of 
caring that is not simple sentiment, but a kind of 
caring that includes deliberate, scientifically 
selected action. Science can be an effective tool of 
the humanist. It is not his enemy, (p. 196) 

Gortner neglected to specify, however, how science can be an 

effective tool of the humanist. She also confuses science and 

scientific method. In an earlier article, Gortner (1974, p. 767) 

asserted that "few of us have the advantage of being exclusively 

involved in research activities and thus able to divorce ourselves from 

the outside pragmatic world." In a later article, Gortner (1980a, 

p. 180) defined science as "the body of codified understanding of the 
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natural universe and of human social and individual behavior." She 

also stated that some people have mistaken research for science. 

Research, according to Gortner, is the tool of science. Nursing 

science is defined by Gortner "as the body of codified understanding of 

human biology and behavior in health and illness" (1980b, p. 205). 

More recently, Gortner (1983) criticized those who would discard 

quantification, stating, "The profession would be unwise to reject 

scientific techniques now because of fear of dehumanization or concerns 

about the validity of analytical approaches" (p. 5). She also 

recognized art (aesthetics), morality (ethics), intuition (personal or 

subjective) and science (empirics) as representing sources of 

knowledge. Nursing, according to Gortner, has focused its research 

activity mainly on the empirics. 

Jacox (1974) identified the ambiguity between the process and the 

outcome of science. Science as process is concerned with the methods 

or research strategies by which knowledge is developed and tested. The 

product of science is "a body of accumulated knowledge that purports to 

describe some selected aspects of the universe" (p. 4). 

Others describe science as: 

...both a process of coming to know and the product of 
knowledge. It is characterized as being systematic in 
nature. There is nothing in the term "science" that 
excludes many processes of knowing. Science has come 
to have a narrow meaning, however, that does exclude 
philosophy, intuition, etc. (Munhall & Oiler, 1986a, p. 
xii) 

Silva (1977) criticized Gortner (1974) for suggesting that the 

logic of science is closed to intuition. Silva (1977, p. 62) asserted 
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that nurses have been "indoctrinated into a methodology of nursing 

research which excludes anything but strict adherence to the scientific 

method." Silva stated that if an explanation cannot be formulated in 

the form of a testable hypothesis, then "it is dismissed by the 

scientist as being of no interest" (p. 60). When nursing knowledge is 

arrived at via the scientific method, meaningfulness is too often 

sacrificed for rigor (Silva, 1977). In a more recent publication 

(1986) Silva remained critical of the scientific focus of nursing 

research by finding little evidence of a systematic effort to test 

nursing theory through research. 

Silva also outlined the changing trends of philosophy of science 

and the relationship of these trends to nursing theory development 

(Silva & Rothbart, 1983). Two different philosophical conceptions of 

science are presented by Silva & Rothbart: 1. logical empiricism and 2. 

historicism. Tinkle and Beaton (1983) used the terms "Paradigm I" and 

"Paradigm II" to identify these philosophical conceptions of science. 

The logical empiricist (or positivist to some authors) conceives of 

science in terms of the results of activities of scientists, while the 

historicist understands science as a process of human behavior and 

thought understood in terms of the activities of working scientists and 

demonstrated by that work. Logical empiricists focus on the outcome of 

scientific endeavors with the goal of logical explanation of nature, 

while historicists focus on the process of scientific activity with the 

goal of seeking historical explanation of the nature of knowledge. 

Study of the actual practice of scientists and the paths to their 
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"discoveries" indicate that scientific development is at times aided by 

illogical and nonrational decision making. The logical positivist 

believes that there is a body of facts to be discovered that is a-

contextual. Historicists, on the other hand, believe that facts are 

inextricably linked to a particular historical, sociocultural setting. 

Facts are dynamic and found only in contextualized interactions. 

Silva and Rothbert's (1983) review indicated that logical 

empiricism (positivism) has been the dominant viewpoint in nursing 

theory since 1964. Since 1979, however, there is evidence of a shift, 

or at least a questioning of the logical positivist point-of- view. 

Authors are discussing and questioning the logical positivist approach. 

Individuals are also writing from a different perspective. For 

example, Jacox (1974), presented nursing theory from a logical 

positivist perspective. Later, Jacox joins others who are critical of 

the "ghost of the received view"; the received view is identified as 

logical positivism (Webster, Jacox, & Baldwin, 1981; Jacox & Webster, 

1986). Tinkle and Beaton (1983) worried that as more nurses obtain 

doctoral education in areas in which Paradigm I is dominant, nursing 

may become entrenched in the logical positivist approach. They 

ventured that uncritical acceptance of logical positivism denies the 

fundamental conception of nursing that views human beings as holistic 

beings. 

Silva and Rothbert (1983) suggested that logical empiricism is 

inadequate to deal with many phenomena in nursing, especially holistic 

phenomena. These authors suggest the historist point-of-view as more 
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appropriate for the development of nursing theory and the study of 

phenomena of interest to nursing. This point-of-view indicates that 

nursing theory is a dynamic process. Like any discipline, nursing 

theory will "never culminate in some static set of eternal truths but 

will represent one episode in its evolving history" (Silva & Rothbert, 

1983, p. 11). 

Kuhn (1970) and Laudan (1977) are considered historicists. 

Questions regarding truth and falsity are irrelevant to understanding 

the process of development of scientific knowledge. A theory's problem 

solving ability--the degree to which it solves more problems than does 

rivaling theories--is the important idea to the historicist. 

Reductionism is counterproductive to the goal of solving scientific 

problems. Rather than seeing research traditions as competion, the 

historicist seeks to collaborate toward the goal of solving problems. 

The process involves synthesizing research traditions. The resulting 

integration of research traditions offers possibilities for explaining 

different dimensions of the same phenomena under study. 

Questions regarding the appropriateness of the scientific method 

for nursing research continue into the 1980s (Gorenberg, 1983). Watson 

(1981), Webster, Jacox, and Baldwin (1981) are concerned that nursing 

has adhered without question to the scientific method. Watson (1985) 

admitted that nursing is questioning whether it "should continue to 

align itself with traditional science or to abandon science in favor of 

some other approach to reality" (p. 9). Watson indicated: 
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It would be inappropriate and irresponsible to discard 
science and discount scientific progress, but at the 
same time, science, as traditionally viewed and 
presented, must be questioned and challenged in nursing 
and human sciences, (p. 9) 

Munhall (1982), Hardy (1978), Swanson & Chenitz (1982) and 

Winstead-Fry (1980) asserted that the scientific method is not the best 

approach for building nursing knowledge. Munhall (1982) for example, 

portrayed scientific method as a single method, a method based upon 

reductionism. This type of approach does not allow for a broader 

definition of science and scientific method. Winstead-Fry (1980) found 

that the scientific method creates problems for the concept of holism 

by the "overwhelming acceptance of reductionism" (p. 5). She called 

for employing the useful aspects of the scientific method that include 

the pre-17th century notion of science and experimental testing as 

studying the natural environment. Winstead-Fry acknowledged that 

adequate definition of the phenomenon under study and hypothesis 

formulation and testing are vital components of a scientific method for 

nursing. She would require, however, that the definitions, hypothesis 

formulation and hypothesis testing be implemented in natural as opposed 

to the more controlled laboratory conditions. 

Newman (1983) believed that some aspects of human phenomena are 

not amenable to scientific explanation. The scientific method cannot 

produce knowledge based upon assumptions of open systems and holism. 

She also suggested that the "methodology of pattern" is appropriate for 

the development of nursing (p. x). Pattern processing from this 

perspective is reminiscent of the hermeneutic process. Pattern 
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processing is subjective and has two essential components: Enhancement 

and pattern recognition. Enhancement brings things into focus. 

"Pattern recognition is at the heart of awareness. All of the things 

that appear to be separate but interacting entities are really part of 

larger undivided wholes" (Newman, 1983, p. xi). 

Another point-of-view posits that the apparent lack of a 

scientific base in nursing may indicate something about the domain of 

nursing. Nursing focuses on individual differences and on the 

interaction of many different variables relevant to health and long-

term adaptation. Currently these phenomena represent uncharted 

territory for which science in the restricted definition may be unable 

to respond (Vistintainer, 1986). 

Some authors (Goodwin & Goodwin, 1984; Gorenberg, 1983; Downs, 

1983; Watson, 1985; Wilson, 1985) suggest something more akin to the 

and/and approach, believing that the qualitative/quantitative 

distinction is artificial. Watson stated that false dichotomies are 

created between science and art and between medical/natural science 

models and human science and nursing models. Swanson-Kauffman (1986) 

responded to Downs' (1983) challenge to qualitative researchers to 

present auditable material in their reports. Swanson-Kauffman combined 

grounded theory, ethnography and phenomenolgy to study the human 

experience of miscarriage and offered the "combined qualitative 

strategy as a methodology that is congruent with the conceptualization 

of nursing as a human science" (1986, p. 58). 
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Adam (1983) claimed that the specialization in nursing has 

followed the medically oriented perspective to science. Adam called 

for increased "cross-boundary association between nurses of all 

specialties" (p. 44). Such dialogue would help nurses of various 

specialties to discover that their concerns and problems are shared by 

other groups and are not merely a function of the specialty. 

Bartol (1984) suggested an approach that encompasses both art and 

science rather than art opposed to science. Science in this context is 

"concerned with knowledge acquired as a result of careful study using 

prescribed methods" (p. 64). 

Science is defined by Sward (1980) as the search for "universals, 

quantification and replicability" with arts revealing the "uniqueness 

of the individual via concern with quality, freedom and style" (p. 12). 

Sward recommends the lived dialogue of science and humanities. 

Wilson (1985) recognized that scientists may operate from 

different epistemologies. She outlined the assumptions made by 

positivists and by nonpositivists. These assumptions are organized 

very similarly to the scientific medicine/health dichotomy presented in 

Chapter II. Wilson categorized both approaches as science. Martha 

Rogers (1970) asserted that "science is concerned with meanings rather 

than with facts" (p. 83). 

While the discipline and clinical practice of nursing share a 

common relevance and practicality, the discipline, according to 

Donaldson and Crowley (1978) must not be confused with practice. From 

this point-of-view, the discipline or body of knowledge of nursing is 



97 

more than the science of nursing, because "only a part of nursing 

employs scientific method" (Donaldson & Crowley, 1978, p. 118). The 

practice is the process of conducting research, providing service and 

educating. This approach to science in nursing seems to equate science 

with the scientific method. The authors advocate the use of other 

approaches in addition to the scientific method. These additional 

approaches include philosophical and historical methods of inquiry. 

Some recent authors continue to dichotomize reductionistic science 

and holistic approaches. Beckingham (1982), for example, defined 

science as "objectively verifiable truth, and its method is 

experimental verification" (p. 42). Humanities are defined as "truths 

which cannot be verified and the understanding of values which cannot 

be measured" (Beckingham, 1982, p. 42). Medical students are 

classified by Beckingham as scientists approaching their patients with 

detached objectivity with dehumanization necessary in order to diagnose 

symptoms. In the same article, Beckingham promoted viewing people in 

context. While acknowledging that science is essential as a base for 

nursing knowledge, overemphasis on science occurs in much of health 

sciences education leading to what Beckingham identified as defects. 

She identified these defects as producing a sense of confidence that is 

unjustified by level of knowledge and understanding, and the habit of 

concentrating only on the measurable and quantifiable. 

The science of nursing is separated by Carper (1978) from the art 

of nursing, the ethics of nursing, and the personal knowledge in 

nursing. The science of nursing as one way of knowing is not as highly 



98 

integrated and "systematic in its explanations" (Carper, 1978, p. 14) 

as are the more mature sciences. It would seem, that for Carper, 

science is distinguishable from other ways of knowing and that nursing 

is immature in its scientific development. Rogers (1980b) also 

distinguished the science from the art of nursing: 

Nursing as a learned profession is both a science and 
an art. A science may be defined as an organized body 
of abstract knowledge arrived at by scientific research 
and logical analysis. The art of nursing is the 
imaginative and creative use of this knowledge in human 
service, (p. 1719) 

Chapman (1983) pointed out the paradox that most descriptions of 

nursing focus on common themes of maintenance of health and prevention 

of disease and stress the goal of patient independence as soon as 

possible. These descriptions also highlight the responsibility and 

autonomy of the nurse in maintaining health and preventing disease. 

Yet, nursing practice and education remain largely task-oriented and 

based on the "medical model of disease orientation and bound by 

tradition" (Chapman, 1983, p. 270). Specialization in nursing may 

fragment rather than augment the delivery of nursing care if 

specialized nurses take over the care of parts of the patient rather 

than act as advisors to the nurse who is providing total patient care. 

Further support for these challenges to nursing practice is 

offered by Chenitz and Swanson (1984). Staffing patterns are 

determined most often by the requirements to fulfill the medical 

regimen. Rarely are the needs of the nursing care plan considered when 

planning personnel assignments. Completing the medical plan of care is 

expected, and failure to do so results in very serious consequences for 
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the nurse. Failure to carry out the nursing care plan is rarely 

associated with negative consequences for the practicing nurse. Much 

of nurses' clinical education has emphasized the scientific-medicine 

perspective. Nursing has develped specialized practice according to 

medical model categories and has tended to assess patients according to 

organ systems and write nursing process for disease (Field & Winslow, 

1985). 

The requirements demanded to implement nursing process, as it is 

currently defined and practiced, may lead to nurses putting more 

emphasis on the form rather than the substance of nursing (Henderson, 

1987). Nursing is challenged to cease defining itself by function or 

role, methods or process and areas or focus of practice. Instead, 

Fuller (1979a) asked nursing to consider that the knowledge and 

concepts essential to nursing are already defined by the nature of the 

human being and the relationship of the concepts central to nursing: 

"When we have a science of nursing which recognizes its responsibility 

for the discovery of relationships among the dimensions of the human 

being and a condition of health, we have substantive content" (p. 705). 

The inherent difficulty of applying the nursing concept of 

holistic human beings with the traditional scientific research design 

was recognized by Chinn and Jacobs (1983). Jacox (1986) saw the need 

for integration of nursing research in the scientific community. Jacox 

viewed nursing as being on the periphery of biomedical and behavioral 

sciences. She wrote that: 



100 

Nursing's emphasis on combining behavioral and 
biological aspects of health in a holistic approach to 
patient care does not reflect the dominant values in 
the scientific community. These dominant values 
emphasize understanding fundamental mechanisms of the 
biological aspects of disease and finding cures. (Jacox, 
1986, p. 276) 

Jacox (1986) believed that better patient care would result from the 

integration of nursing research with the scientific community. 

Previously other authors have challenged the nursing community to 

identify significant nursing questions and then seek out appropriate 

research methodologies rather than selecting a methodology and then 

seeking a nursing question (often trivial) that lends itself to the 

selected methodology (Crawford, Default & Rudy, 1979). Nursing still 

has to decide what methods are recognized as appropriate for the 

questions nursing is asking or needs to ask. Because of this 

conceptual confusion, nursing also has not determined what criteria are 

appropriate for assessing acceptability of research findings. Hardy 

(1986) wondered if holistic approaches might promise more than can be 

delivered. 

The profession of nursing is chastised by Donnelly (1986) for its 

"self imposed pressure to establish itself as scientific" (p. 3) and 

expedient use of standard ingredients of theory from other disciplines. 

Because of the need to be scientific, Donnelly believed that serious 

problems exist in the development, use and testing of nursing theory. 

Some of these problems include a pervasive belief in absolute truth, a 

belief that one theory can account for all nursing, and a failure to 

develop theory from practice. Donaldson (1983) also worried that 
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"having only science programs, such as those granting the Ph.D. in 

nursing science and the doctor of nursing science degrees, may severely 

limit us--especially if program titles are taken seriously" (p. 43). 

Nursing's link with humanism is viewed as providing strength and 

scholarliness to the field. 

The reliance on the nursing process may also lead to conceptual 

difficulties for nursing. Nursing process was developed as a 

scientific as opposed to intuitive process in the 1970s (Donnelly, 

1987). The nursing process methodology is now considered standard 

practice and is expected and required for accreditation, promotion, and 

so forth. As currently defined and practiced, nursing process delays 

the development of collaborative practice. The emphasis on linear, 

reductionistic science, inherent in nursing process, has downplayed the 

art of nursing (Henderson, 1987). The question for the future is thus: 

Will nursing process stagnate and fulfill the linear, a-contextual 

approach to phenomena (the legacy of its origins) or will nursing 

process evolve as a metaphor for the continuous, dynamic change 

connoted by the word, process? 

Ellis (1982b) offered a more general definition of science: 

The type of knowledge correctly labeled science is that 
which is generated and validated through processes that 
are communicable to others and subject to review and 
critique in light of accepted expectations and norms of 
peers, (p. x) 

Feldman (1981) characterized science as "the discovery of new 

knowledge, the expansion of existing knowledge and/or the reaffirming 

of previously held knowledge" (1981, p. 64). 
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Folta (1968) defined science as "an enterprise, a style of 

systematic inquiry, which begins with the realization that current 

knowledge is inadequate to handle many of our problems. Science 

operates under a model of contest and collaboration" (p. 503). 

The patterns a scientist observes in nature, according to Malinski 

(1986b), are bound with the patterns of minds. The results obtained 

and technologies derived will be connected to thoughts and values. 

Relationships and not objects are important. The patterns and the 

context that elucidates them offer the potential for holistic 

construction of reality. 

These definitions do not limit science to the dichotomies inherent 

in the more limited definitions of science. The journal. Advances in 

Nursing Science, uses a general definition of science. The journal has 

a reputation for publishing the "new" ideas and "think pieces" of the 

profession. 

The nursing literature does not reveal a consensus as to the 

existence or value of nursing science. Nursing has been criticized for 

using the name of science rather than true scientific method in an 

attempt to justify itself as a profession. The claim that nursing is a 

scientific discipline by using the word scientific does not ensure that 

nursing i^ scientific. Such approaches tend to ignore the knowledge 

gained in the practice and art of the field (McMurray, 1982). 

Scientific theories provide understanding by providing 

conceptualizations through which instances may be brought for study. 

Scientific theories do not provide the type of understanding that is 
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gained from having experienced a particular event (Walker, 1971). One 

of the repercussions of nursing's attempt to gain professional status 

by embracing the scientific method has been the exclusion of data 

outside the sensory-physical realm (Cowling, 1986). Another difficulty 

with the scientific method is the tendency to be context-stripping when 

used for human phenomena that are context-dependent (Newman, 1983). 

For Jacobs and Huether (1978), "Nursing science is the process and 

the result of ordering and patterning the events and phenomena of 

concern to nursing. In this context, science refers to the method of 

inquiry, the process as well as the outcomes of that inquiry, the 

product" (p. 66). Others note that an aim of nursing science is to 

define common goals and guide the practice of nursing (McCloskey & 

Grace, 1985). 

Fawcett (1984b) disagreed with those who found that the 

development of nursing theory has not established a tradition of 

scholarship. Fawcett perceived consensus in the literature regarding 

the central concepts of the discipline: Person, environment, health, 

and nursing. Combining these central concepts of nursing with the 

three recurrent themes identified by Donaldson and Crowley (1978, p. 

113), Gortner (1980a, p. 180), and Fawcett (1984a) proposed a 

metaparadigm of nursing. Three recurring themes for nursing inquiry 

constitute this metaparadigm: 

1. The principles and laws that govern the life processes, 
well-being, and optimum functioning of human beings--
sick or well. 

2. The patterning of human behavior in interaction with 
the environment in critical life situations. 
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3. The processes by which positive changes in health 
status are affected. 

While it is hopeful to think that nursing scholarship is 

developing a focused and coordinated approach to scholarly endeavors, 

Fawcett is perhaps guilty of the "holistic fallacy" of seeing 

connections that are weak at best. It is also quite possible that 

premature seeking of consensus may arrest the development of future 

nursing theory. Hardy (1978) placed nursing in a pre-paradigm stage of 

development as a discipline. According to Kuhn (1970) the pre-paradigm 

stage is characterized by divergent schools of thought with little 

agreement. Much time and effort is devoted to justifying pre-

paradigms. Leininger (1969) concluded that multiple theories with 

diversity of thinking provide a rich environment from which to 

challenge, refine and generate theory and new areas of research. 

Peplau (1987) recognized that there are currently competing paradigms 

in nursing and advocated discussion and comparisons of performance to 

challenge these paradigms. For Parse nursing is a scientific 

discipline characterized by a "body of knowledge encompassing more than 

one paradigm to guide inquiry toward an understanding of phenomenon" 

(Parse, 1987a, p. 2). 

The appearance of these competing paradigms in nursing is a sign 

of growth and increasing intellectual maturity of the discipline. The 

task now is to continue the dialogical process to preserve the useful 

prejudices and not anihiliate them because of blind obedience to a 

particular tradition. 
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Dialogue and continued discussion are necessary. It would be 

unfortunate if, in haste to reach a goal of common agreement, common 

understandings of the language being used were neglected. Nursing 

superficially appears to agree on common goals such as those expressed 

by "person," "environment," "health," and "nursing." However, when 

definitions of the concepts are elicited, there is much disagreement 

both about goals and the means of achieving them. Take the concept of 

health, for example. While many authors agree that health is one of 

the central concepts of nursing, (Walker, 1971; Fawcett, 1978; 

Donaldson & Crowley, 1978; Fuller, 1979b; Flaskerud & Halloran, 1980), 

consensus does not exist as to what constitutes health. Smith (1981) 

identified several distinct views of health that are currently 

accepted. Interpretation of the meaning of a word in a particular 

model or practice activity requires an exact assessment of the 

occasions, intentions and practical consequences of using the word 

(Manchester, 1986; Wittgenstein, 1953). 

Summary 

Exemplars of the monologic argument of scientific medicine versus 

holistic nursing support the researcher's point-of-view as presented in 

Chapter II. Medicine is rigidly categorized as reductionistic while 

nursing is categorized with equal rigidity as holistic. Often the 

power metaphor is evoked to express this dichotomy. Little evidence of 

dialogue on this topic is present in the nursing literature sampled. 
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The issue of inconsistencies in nursing theory, practice, 

education and research was partially represented by the theme, nursing 

theory promotes holism while nursing research strongly favors 

reductionistic and quantitative approaches. The theme, "What is 

science in nursing?" overshadows all other subjects. This heavy 

emphasis on defining and/or justifying nursing science precludes 

explorations of other questions such as "What is the nursing 

interaction?" or "What is the nature of nursing in practice?" Dialogue 

is required to provide the environment in which the interactive nature 

of nursing can flourish. 

This study has led to the following conclusions regarding the four 

questions asked previously in this chapter: 

1. How is the word, science employed in the nursing literature? 

The word is used inconsistently. Some authors use science to mean 

"scientific method," a prescribed approach to discovery and 

verification of knowledge that requires objectivity, reductionism, 

and control of variables. Other authors use the word science to 

describe an organized collection of knowledge without placing 

restrictions on how that knowledge is obtained. 

2. How does science differ from non-science? 

Many authors agree that science is based on objective and 

verifiable data. The repeated reference to the science and the art 

of nursing indicates that science and art represent different 

phenomena. 
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3. What examples demonstrate the use of science? 

The experimental method and quantitative data represent the 

hallmarks of science for many authors. The inconsistency in the 

conceptual use of the word, science, however, is problematic in 

this case as it was for question #1. For those who define science 

as a prescribed approach to discovery and verification of knowledge 

that requires objectivity, reductionism, and control of variables, 

the experimental method demonstrates the use of science. For 

those, however, who use science to describe an organized collection 

of knowledge without placing restrictions on how the organized 

collection of knowledge is obtained, qualitative data and non-

experimental research approaches are employed to demonstrate the 

use of science. 

4. What examples demonstrate the use of non-science? 

In the materials studied, science and art were mentioned as 

separate concepts. It would seem, therefore, that art is 

demonstrative of non-science. This conclusion, however, leads to 

another question, "What is the definition of art?" For those who 

defined science to mean verification of knowledge that requires 

objectivity, reductionism, and control of variables, studies using 

qualitative data collection techniques and skills such as intuition 

are demonstrative of non-science. For those employing the broader 

view of science as an organized collection of knowledge. 
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qualitative methods and skills such as intuition are seen as 

valuable and necessary aspects of research and knowledge 

generation. 

The presence of these conditions in nursing literature suggests a 

potential readiness for change, and opportunity for development to 

occur. Dialogue at the transformational level is needed to clarify the 

conceptual confusion in the nursing literature regarding the role of 

science in nursing and the comparative worth of approaches to knowledge 

generation. If the process is truly dialogical and not dialectical, 

participants come to recognize prejudices and to expand the useful 

ones, creating new possibilities of understanding. No objective 

finality occurs in this situation, but ongoing dialogue is possible. 

Wisdom is the ability to recognize important factors in a 

situation, filtering the less important ones, and attaching relative 

weight to each factor in deciding how to proceed. Experience, in the 

Heideggerian sense, is required. This process requires knowledge, 

feelings, morals, and the lived experience or practice. Wisdom is 

being whole. From a developmental perspective, the discipline of 

nursing can be viewed as moving toward post-formal operations, or 

wisdom. Meleis (1983), for example, predicted that there will be 

increased acceptance of the complexity and dynamism of nursing concepts 

and practice. 

Chapter VI offers a model of dialogue at the transformational 

level as a framework for growth and development in nursing. 



CHAPTER VI 

DIALOGUE FOR NURSING: TOWARD 

HOLISTIC EPISTEMOLOGY 

Introduction 

The previous four chapters contain information that provides the 

context for the dialogue that is presented here. The dialogical format 

is employed to exemplify the concepts and constructions this study 

provides to nursing. The following conventions are used throughout 

this chapter to identify participants in the dialogues: 

Participants: 

N 
NR 
NT 
NE 
A 

Professional Nurse in Direct Clinical Practice 
Nurse Researcher 
Nurse Theorist 
Nurse Educator 
Author 

Initially cacophony reigns as everyone talks at once. Comments 

such as "What does this all have to do with nursing?", "This is not 

real research," and "Nursing educators do not work in the real world" 

can be heard above the din of everyone talking at once. The author 

attempts to organize the discussion. 

Dialogue 

A: I realize that several topics have been covered in this 
presentation. Many of the concepts may be new to some of you, or at 
least the familiar concepts may be used in an unfamiliar manner. So 
that we may continue productive dialogue, I suggest that we discuss 
issues that emerge in each chapter. 

NT: It is important not to commit the error of reductionism. The 
ideas need to be viewed as a whole. 

109 
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A: I agree, that the ideas represent an entity that is not 
reducible to individual parts. I also understand that we as a group 
cannot continue this dialogue until we can reach mutual understanding 
as to what it is we are discussing. 

NT: How will you insure that the topic is holistic and not 
compromised by breaking it into parts? 

A: If my hypotheses are on target, as we find ourselves drawn 
into the hermeneutic circle, we will deal with the parts and whole 
simultaneously. I suggest that you be in charge of protecting the 
holism of the dialogue. 

N: I do not comprehend how we can deal with the parts and whole 
s imultaneously. 

NT: It's like she explained in Chapter IV, you remember, the 
hermeneutic circle. 

N: Yes, but.... 

A: Perhaps what is missing is the experience. Reading about 
these ideas and experiencing them are different things. Perhaps as we 
get started talking about Chapter II, we can clarify the issues and 
formulate questions. 

Scientific World-View/Holistic-Health World-View 

N: I certainly could relate to the ideas you outlined in Figure 
1. I recognize some of the assumptions in my own practice, but I don't 
think they are as clear as you make them out to be. 

A: Clear? 

NR: What data do you have to substantiate your claims? 

N: I mean, that in my own practice I find myself doing things 
which are characteristic of the scientific-medicine world-view and the 
holistic-health world-view. 

A: Yes, your statement fits my experience as well. Can you give 
us an example from your experience? 

N: Well, I was caring for this young man with cancer. It was 
very important to monitor his blood counts, as he was being 
aggressively treated with chemotherapy and the neutropenic response to 
the chemo was dramatic. He was on TPN (Total Parenteral Nutrition), 
was hooked up to several IV pumps and was complaining of discomfort. 
I found myself focusing on keeping his lines open, insuring that the 
TPN kept running, administering the chemo and monitoring the blood 
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counts. His numbers looked good, but he was not getting better. The 
physicians were very pleased with his progress and response to the 
chemo (numbers). I remained concerned, however. He just didn't look 
and act right. I discussed my concerns with some of the other nurses 
caring for him and decided to explore the issue further. The next time 
I went into the room, instead of focusing on the machines and the 
numbers, I sat down by his bed and asked him how he was doing. His 
wife who had been with him constantly since his hospitalization began 
crying, saying, "Everyone keeps saying how well he is doing. Look at 
him, does that look like someone who is doing well?" For the first 
time I looked at him from the wife's perspective. No, he did not look 
like someone who was doing well. How could someone who was gaunt from 
rapid weight loss, continually nauseated and bald from chemotherapy, 
constantly in pain from his tumor and isolated from friends, family, 
and work look like someone who is doing well? I realized that response 
to chemotherapy meant different things to patients and their families 
than it did to physicians and quite often nurses also. 

A: How did this experience alter your actions? 

N: From then on I tried to reevaluate my priorities. The pumps, 
medications, TPN could not be ignored and following the neutropenia 
remained a priority, but I began seeing this man and his wife as 
people. 

A: People? 

N: Yes. Before this experience, he was a man with cancer--with 
the emphasis on cancer. After this experience the emphasis was on 
man...this specific one. 

NE: How did your nursing care change? 

N: I am not sure that someone watching me would have noticed a 
lot of difference. I still took care of the IV pumps, the TPN, and so 
forth, but I felt differently about my care and the situation, and I 
think the man and his wife felt differently about me also. 

NR: How do you know that they felt differently about you? 

N: They began requesting that I be assigned to his care. They 
talked openly about the situation and their fears and plans. When the 
man was discharged, the family requested that I be available for his 
visits to the clinic and both the man and his wife called me from home 
when they had questions. Throughout his repeated admissions, the 
family requested that I be assigned to his case. 

A: NR, you asked earlier about the data N had to substantiate 

her claims. 
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NR: I recognize some similarity to what Benner and Tanner (1987; 
1984; 1983) call clinical expertise and intuition, but I am still not 
sure how this is measured. 

A: Yes, measurement issues will continue to haunt us. Please 
hold that measurement insecurity for the time when we talk about 
Chapter IV. 

NE: We teach students the importance of the psychosocial issues 
of health and illness, and often deemphasize the daily worksetting 
pressures to conform to the majority view. 

A: Majority view? 

NE: Yes, the focus on efficiency and numbers. Administration 
looks at such things as numbers of nursing care hours, incident 
reports, overtime, and unreimbursed readmissions. Physicians look for 
such things as timeliness of medication administration and preparation 
for diagnostic tests. Rarely does anyone in the system monitor those 
things you identified as holistic. Yes, patients respond favorably to 
nurses who practice like N described, but very few rewards are built 
into the system. 

N: Yes, I agree. I often was told by supervisors to learn to be 
faster in my care and admonished for the "extra" things I did like go 
to the clinic with the man and his wife or answer their questions when 
they were at home. Several people, including the doctor, thought that 
I should refer the family to a psychiatrist to deal with the emotional 
and mental problems. I believe, however, that my interactions with 
this family did lead to more efficient care in the long run. 

NR: More efficient? 

N: Yes, because I was able to handle the identified 
reductionistic components of his care as well as deal with him and his 
family in a more holistic manner, I believe that he responded more 
favorably to the treatment, and we prevented several hospitalizations. 
I was in a position to coordinate care rather than keep referring the 
family to more and more specialists. 

NR: Prevention is hard to measure. 

N: I would be interested in working on a project with you to 
look at my suggestion. Such a project would be more interesting to 
staff nurses than the questionnaires you have sent us before. 

NE: I would like to be involved as well. There are probably some 
aspects of learning theory and education that are applicable to a study 
of this sort. 
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NT: Of course, from a theoretical perspective such a project has 
interest, as little theoretical work has been done on the efficiency of 
holistic care. 

A: What seems to be emerging from this conversation is that 
excellent nursing care combines scientific medicine and holism. 

NT: Combines? How can reductionism be holism? 

A: In the context of N's case, for example, the attention to the 
details of the man's response to chemotherapy was a vital part of her 
overall holistic care. If neutropenia or TPN had been ignored, the 
care could not be holistic. Yet, if the focus was only on neutropenia 
or TPN the care could not be holistic. 

NT: Are you saying that reductionism is a part of holism? 

A: Let me explain by drawing a picture. (See Figure 3) 

NE and NT: Models are useful in explaining concepts. 

NT: So, if I understand what you are representing, linear 
approaches to science, reductionism, and holism in the either/or sense 
are all more of the same. It takes a transformation of the concepts at 
the and/and level to achieve HOLISM, encompassing scientific, 
reductionistic, and holistic approaches to health and illness. 

A: Yes. When nurses talk about holistic care in the linear 
sense, they commit the same reductionistic error they chastised 
medicine for committing. 

N: How does this apply to the case I discussed? 

A: In your presentation, you described how seeing the man from 
his wife's perspective changed your interaction with the family. You 
did not deny the importance of your previous approach, but rather put 
it in the larger context of the many possible perspectives involved. 
To focus just on the psychosocial aspects of care to the exclusion of 
the scientific medical-care would have been equally linear as the 
initial approach of focusing on blood tests and IV pumps. Seeing the 
larger perspective and generating more options are the purpose and 
outcome of the transformational HOLISM approach. 

N: I think I see your point, but it seems like one is never 
done. There will always be more. 

A: In the sense that more perspectives and more options could 
always be generated that is true. The hallmarks of growth and 
development are change and increasing complexity. Such hallmarks are 
true of transformational HOLISM in nursing as well. 



114 

HOLISM (Transformational) 

SPIRAL 

scientific holistic (Linear) 

Figure 3. Linear and Transformational 
Aspects of Holism 
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NE: NR, perhaps the historical perspective presented in Chapter I 
could be used to justify the claims made. It does seem that the ideas 
of the 17th Century regarding nature and science have impacted our own 
world view. 

NR: Historical perspectives could perhaps present indirect 
evidence... 

A: What would direct evidence regarding world views look like? 

NR: I do not know at this moment. I will have to think about 
that. 

NE: I can see how the historical perspective helps to explain why 
ethics, technology, mind/body, and qualitative/quantitative issues are 
so relevant in nursing today. 

N: I certainly was faced with ethical dilemmas when the man 
tried to refuse chemotherapy. If I have followed this discussion so 
far, I think the model you are presenting requires that the patient and 
his family be involved in dialogue as well. 

A: Your insight brought me to Figure 4. 

N: So, when we talk about being advocates for clients and 
ethical decision making Transformational DIALOGUE is what is required. 

NT: What would Transformational DIALOGUE be like? 

N: Well, I have often been uncomfortable about ethics rounds or 
the meetings of the ethics committee that I have attended. I think 
this discussion has provided some understanding for me regarding my 
discomfort. Let me see if I can explain. Too often when we talk about 
ethics in the health-care setting we are talking at the linear level. 
We advocate involving the client in his or her care, but in my 
experience, ethics discussions usually revolve around convincing 
someone else of our particular point-of-view. Very little 
Transformational DIALOGUE exists. 

A: How would you change the context of ethics discussions to 
create more Transformational DIALOGUE? 

N: More attention should be made to the point-of-view of the 
client with decreased attention to the perspective of the health-care 
professionals. 

NR: Decreased? Are the perspectives of the health care 
professionals not as valid? 
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DIALOGUE (Transformational) 

SPIRAL 

monological dialogical dialectical (Linear) 

Figure 4. Transformational DIALOGUE 



117 

N: I mean decreased in relationship to the current value placed 
on the health-care professionals' perspectives, not decreased in 
relationship to the point-of-view of the client. Currently the 
perspectives of the health-care professionals carry much more weight 
than do those of clients. Perhaps several clients with similar 
problems or conditions should sit on ethics committees. Too often the 
committee and its resulting decision is stacked in favor of the 
health-care professionals. I think it is difficult for the client's 
perspective to be heard. 

A: So, changing the composition of the committee to include more 
clients... 

NE: Perhaps more education in values clarification and experience 
with client issues. 

NT: Experience seems to be an important theme in this discussion. 

A: Yes. Experience will continue to receive a great deal of 
attention throughout this dialogue. 

NR: I agree that ethics, technology, and the mind/body separation 
are issues important to contemporary nursing. I think we have 
adequately discussed these issues. I'm not sure that I understand how 
the qualitative/quantitative split has such an impact on nursing. 

A: Yes, I agree that more discussion is needed. I would 
suggest, however, that before proceeding with such a topic, that we 
consider Chapters III and IV. 

NR: What is your rationale for postponing the discussion of 
quantitative/qualitative? 

A: I think that more background information will prepare all of 
us to engage in the discussion. 

NR: OK. As long as we get to the discussion. 

A: Most assuredly. The qualitative/quantitative issue is of 
major concern to nursing and its future development. If there are no 
further comments regarding Chapter II, let us proceed to Chapter III. 

Genetic Epistemology: Construction 
of Reality 

N: We were taught in nursing school Piaget's stages of cognitive 
development. I have used these ideas in pediatrics, but I have a 
feeling that you are talking about more than just things like, "Now the 
child is in concrete operations, so I need to talk to him in concrete 
terms." 
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A: You are correct on both counts. 

NE: I agree with N. Piaget's stages of cognitive development are 
an important part of nursing education's approach to growth and 
development. All students are expected to do developmental assessments 
and to adapt their nursing interventions to the capacities of the 
client. I do not follow, however, your assertions that reality is not 
discovered but constructed. This does not make sense. 

A: Sense? 

NE: How can each of us construct reality? Either we would all 
have to construct the same reality or we could not communicate or 
exist. 

N: How would anyone know what is really real? 

NT: Ah, the notion of solipsism rears its head. Author, I am 
interested in how you construct your response to this issue. 

NR: I doubt that you can substantiate your claims with research-
based data. 

A: Yes, NE, your response is a common one when the ideas of 
genetic epistemology and constructivism are first encountered (or 
perhaps more accurately, constructed). And, NR, research methodologies 
and measurement issues are certainly a vital component of what I am 
attempting to present. 

Let's begin with the research and measurement issues first. Do 
you recall the sections in Chapter II that discussed the implications 
of the scientific and holistic world views? 

NR: I read them, yes. 

A: The concept behind your concern with research and measurement 
is based on the premises of the scientific world-view. Reduction of 
the observed, reduction of the observer, reduction of data, reduction 
of.... 

NR 

NR 

NR 

That's not a valid response! You are evading the issue! 

How did you determine that it is not valid? 

You are not answering the question. 

Perhaps the question is not clearly articulated. 

Ugh! You holistic types are impossible. It is no wonder 
that you cannot convince anyone of your point of view. You never 
answer the question. 
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A: I agree with you somewhat in that I do not answer the 
question. From the perspective of genetic epistemology, the process of 
formulating and interpreting the question, or knowledge is of more 
interest than is the quantitative answer. 

NR: Discussions with you are very frustrating. 

NT: Perhaps the two of you are engaged in the linear discourse as 
presented in Figure 4, each attempting to convince the other of a 
particular point of view without engaging in Transformational Dialogue. 

A: How would you suggest that we proceed to Transformational 
Dialogue? 

NT: Now, that's a switch. The notion of Transformation Dialogue 
is yours, and now you are asking me to explain how to do it. 

A: It is very easy to get stuck in the particulars to the 
exclusion of the whole. I see that you are paying attention to 
protecting the holism of the dialogue. 

NT: I am beginning to understand why you have also included 
hermeneutics in your presentation. The notion of the hermeneutic 
circle seems to be operating in this discussion. 

NR: Another convenient evasion of the question. 

NE: If I may make a suggestion, I would like to back down a 
moment from the larger issue of how this all relates to everything, and 
focus on understanding your ideas of constructivism and genetic 
epistemology. 

N: I also would like to understand how this all relates to my 
practice....What should I be doing? 

NT: I again feel the hermeneutic circle. 

A: OK, the best way for me to explain it is to focus on Piaget's 
ideas of sensorimotor development. I think the concepts are most 
obvious in this stage. I must also add, parenthetically at this point, 
that language and the conceptual maps that we construct related to 
words and their interpretation are very much a part of this discussion. 
It is likely that we do not share exactly the same interpretation of 
meanings of words. 

NE: Because we construct different interpretations? 

A: Yes. Take the word development, for example. It is often 
used in our culture to connote an adding up of parts. We talk of 
physical, social, emotional, and cognitive development as though they 
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were different parts to be added together for some kind of whole. The 
word stage also has come to commonly connote a static rather than 
dynamic concept... 

NE: This is frustrating. Are you suggesting that we create a new 
language? 

A: Not at all. I am pointing out that the interpretations that 
we attach to the words we use in our language may not be shared. 

We're on a circle all right...going in circles getting NR: 
nowhere. 

A: I agree that it can be frustrating, but I think that 
endeavors to clarify our conceptual approaches will provide more 
accurate communciation in the future. 

NR: Accurate? How can you talk about accuracy in a framework 
that you have just said is constructed by individuals? 

A: Because of the variablity of individuals, it is important to 
look at different perspectives to understand different points-of-view. 
I am not saying that we must agree on the right perspective. I am only 
saying that we must agree that there are many workable perspectives. 

N: I think I may have an example. I was caring for a Navajo 
baby last month. The child was dehydrated and required an IV. As you 
know, the scalp veins are often used as IV sites in babies. When I 
approached the child to shave an area of her head to prepare for the IV 
insertion, the mother became extremely agitated and grabbed her baby. 
It took me several minutes to realize that from the mother's 
perspective, the hair was very important to the normal growth and 
development of this baby and that the baby would not develop speech and 
language skills appropriately if her hair were cut before she learned 
to speak. Luckily, I was able to immobilize one of the baby's arms and 
utilize a different IV site to avoid shaving an area of the child's 
head. 

A: Yes, I think you've got the idea. 

NT: In the situation you described there is little benefit to be 
gained in proving which perspective is the correct one. By attempting 
to understand the mother's perspective, you were able to provide what 
you think is appropriate nursing intervention as well as to avoid what 
the mother perceived as potentially serious injury to her baby. 

A: Framing this example in terms of genetic epistemology might 
go something like this: Because N was actively involved in the 
situation, she received information from the environment to make her 
assessment, that the baby's mother was agitated. From the story N 
described, it can be assumed that N realized that this was important 
information and set out to gather more data. These data were then 
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processed (assimilated) by N. Her assessment then directed her to a 
plan that accommodated both perspectives. 

N: Yes. I also realized that I need to pay more attention to 
how all parents, not just Navajo mothers, react to invasive procedures 
being performed on their infants. 

NR: Tell me more about this. 

N: I realized after this experience that parents are often 
"agitated" when I prepare to start IVs, draw blood or give injections. 
Because this mother was dramatically affected, I was forced to pay 
attention to her. Now I think I need to go back and reassess the cues 
that other parents have been giving me. Perhaps their cues have been 
more subtle, but certainly just as important. 

NR: I am beginning to see potential researchable questions. 

NE: I agree that is important to consider individual perceptions 
and interpretations of events in order to provide expert nursing care. 
Certainly one goal of nursing education is to provide nursing students 
a sound foundation of knowledge and experience from which to develop 
such expertise. I am still confused, however, about the notion of 
constructivism and how we manage to communicate at all if we are all 
constructing our own realities. 

NT: She is going to force you to speak to the issue of solipsism. 

A: Yes. From the perspective of genetic epistemology, things do 
exist. Our only way of knowing about things and interpreting their 
meaning, however, is by our interaction with them. Because our 
cognitive development depends very much upon our interaction with 
objects and their environments, each of us has an unique developmental 
history, thus, human diversity. However, because of the species 
commonalities, the range of diversity is prescribed by the limits of 
the human organism. 

NE: Let me see if I can explain it. Because all of us interact 
with the environment in unique ways, it is logical to expect that we 
will all have somewhat different interpretations of the meanings of our 
interactions. But, because all of us are endowed with a similar number 
of genes, prescribed range of vision and hearing capacities, and so 
forth, we should be able to find some common ground from which to 
communicate. 

A: Yes! And through continuous processes of assimilation 
accommodation equilibration assimilation accommodation. . . . 

NT: In keeping with the models you have presented thus far, I 
suggest that you express this idea in this manner. (Figure 5). 
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Assimilation 

Equilibration Accommodation Equilibration Accommodation 

assimilation 

equilibration accommodation 

Assimilation 

Equilibration Accommodation 

Figure 5. Genetic 
Epistemologic 
Dialogue 
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A: That's a complicated diagram, but I think you are 
representing the transformational and cyclic nature of the 
interrelationships between concepts. 

NT: Yes. The spirals indicate transformation. 

A: The critical contribution of human perception to the 
acquisition and use of knowledge requires active participation of the 
body with the mind. This embodiment of human knowledge and experience 
suggested by genetic epistemology indicates that the separation of mind 
and body often practiced in health-care settings is artificial. What 
are some of the implications of genetic epistemology for nursing? 

N: The importance of the sensori-motor interaction with the 
environment should be addressed more thoroughly. Illness, for example, 
often requires curtailment of activity. According to genetic 
epistemology this change in sensorimotor activity would be associated 
with the realities constructed by the patient. 

A: Yes. The concept of embodiment would lead the nurse to 
expect alterations in physical status to include alterations in 
perception and vice versa. Physical restriction due to illness or 
injury could greatly alter cognitive development. Part of any 
treatment or rehabilitation program must attend to the notion of 
embodiment. The elder person confined to the wheelchair and the small 
child in a body cast both experience changes in 
perceptual/cognitive/biological systems. Successful treatment programs 
need to address these changes. 

NR: There are researchable questions here. 

A: Certainly. Roberts (1980), for example, suggested that some 
of the behavioral responses nurses observe in patients in critical 
care units are due to sensorimotor disturbances of boundary 
uncertainty. 

NR: Yes. One could pretest patients on admission to assess 
perception of body boundaries. Repeated testing throughout 
hospitalization could then be used to determine if a change in body 
boundaries and perceptions occurs... then correlate that with responses 
to illness and length of stay... or, a control group of healthy 
volunteers could be compared on the variable of body boundaries with a 
matched group of hospitalized subjects...or... 

A: Yes. Many research studies can and should be undertaken to 
study these ideas. The alterations in embodiment brought about with 
the experience of changes in health status are at the existential and 
not simply material level. Questions that one must address in health 
and illness revolve around fundamental issues of personhood--"Who am 
I?", "What will I or have I become?" and "Why?" 
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NE: The genetic epistemologic approach values the uniqueness of 
human experience and creativity. Such an approach requires that 
nursing education provide the nurse with information regarding 
transcultural nursing so that the diversity can be assimilated and 
accommodated. 

A: The integrity of the human being as a thinking, knowing 
person who is an active generator rather than merely a passive 
transmitter of information is preserved by the genetic epistemologic 
approach. 

N: That sounds a lot like some of the classes we had on holism 
in nursing school. 

NT: Because the person is viewed as an active generator of 
information and constructor of reality, the personal, subjective point-
of-view is sought by the nurse. This source of data is seen as 
valuable in developing treatment plans and assessing clients. 

NE: ...and because the nurse is also an active generator of 
information and constructor of reality, the nurse also attends to 
subjective information. 

NT: Intuition, defined as understanding without rationale (Benner 
Sc Tanner, 1987), becomes a respected source of information from this 
perspective. 

NR: Another area requiring research. 

NE: The active component of human knowledge indicated by genetic 
epistemology leads to the conclusion that nursing education and patient 
teaching must include active interaction with the environment and 
objects of study. It is folly to expect a client to learn how to give 
insulin injections by only reading a patient education handout, just as 
it is folly to expect a student to know how to give injections by only 
reading the textbook. 

A: Knowledge from the genetic epistemologic perspective must 
include action. The question educators should ask is "How do we and 
our students learn?" rather than the common question of "How do we 
teach?". 

A: Teaching is endangered by over-rationalization. If only 
facts and rules are known by teachers and students, such people cannot 
be successful doers (Dreyfus & Dreyfus, 1986). The knowledge of 
discovery from a Piagetian point of view is a personal and dynamic 
process, resisting wholly explicit formulation (Tucker, 1979; Munhall & 
Oiler, 1986a). 
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N: As one of the doers, I have learned that the rules and facts 
are not enough. Experience with many situations is required to learn 
when the rules should be applied and how they need to be modified to 
fit the situation. 

A: Again, experience becomes a critical issue. 

NT: You mentioned in Chapter II that ethics was a hallmark of the 
holistic perspective. How do you see ethics from the genetic 
epistemologic point-of-view? 

A: The ethical imperative of the constructivist point-of-view 
leads to acting to increase the number of choices or possibilities. 
Rather than adhering to just one intervention, for example, the nurse 
following the genetic epistemologic point-of-view would collect 
information from a variety of sources and generate several possible 
interventions. 

NE: So, N, when she was working with the Navajo baby and her 
mother, was not just acting efficiently, but ethically as well. 

A: In order to accomplish successfully such a task without 
jeopardizing the health of clients, it is necessary that the nurse 
understand the importance of dialogue. Another consequence of the 
constructivist point of view is that the nurse is always connected to 
what he or she perceives and does. In the situation of the Navajo 
baby, N avoided the seduction of attempting to find out which point of 
view was true at the expense of the losing point-of-view. Instead, she 
engaged in Transformational DIALOGUE to generate possibilities. 

NE: If these concepts are applied to nursing education, then the 
teacher is part of what is learned as well as taught, and the student 
is part of what is taught as well as learned. So facts and rote 
memorization are a part of successful teaching and learning. 

A: I would emphasize the word part. 

NE: Yes. Transformational DIALOGUE is also required. Education 
too often emphasizes rote memorization of facts to the detriment of the 
more complicated processes of interpretation of context and meaning 
and the generation of options. 

NT: Therefore, if I may tie in concepts from Chapter II. also, in 
some situations an intervention suggested by the scientific-medicine 
perspective may be viable and valuable. In both examples provided by 
N, the cancer patient and the Navajo baby, scientific medical 
interventions were used. 

A: Yes, but focus shifts from the nature of the intervention to 
the context of the intervention and the nature of the relationship. 
When we are generating options (in an ethical manner, of course), it is 
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important to learn to view these options in the and/and fashion instead 
of only the either/or mode. The value of dialogue is the potential for 
transformation. 

NT: I think you are correct in your assessment of present health
care practice. Scientific and holistic points-of-view are often pitted 
against one another in a linear fashion, as scientific or holistic. 

A: People often make the mistake of constructing such false 
dualisms. For every pair of either/or dualisms, there exists a more 
inclusive form where the opposites become parts of a larger whole 
(Varela, 1976a). 

N: Wow! Look back at Figure 3. What you are saying is that the 
and/and approach is ethical and transformational. 

A: Yes! The either/or dualism of scientific versus holistic is 
transformed to scientific and holistic. With this level of 
understanding, I think we are ready to move on to Chapter IV. 

Heideggerian Hermeneutics: Dialogical 
Interpretive Methodology 

N: The discussion of Chapters II & III has made Chapter IV much 
easier to understand. 

A: Can you tell me more about how it is easier to understand? 

N: When I first read Chapter IV, I had difficulty seeing how it 
related to nursing. Now, after more thoroughly understanding genetic 
epistemology and constructivism, I realize that I have experienced the 
hermeneutic circle. 

NT: Genetic epistemology and hermeneutics complement one another. 
Hermeneutics as interpretive methodology adheres to similar concepts as 
does genetic epistemology. 

A: Can you give me some examples of what you mean? 

NT: Hermeneutics requires the notion of human experience. 
Genetic epistemology is based on the idea of interaction (experience) 
with objects to construct reality. Understanding in hermeneutics comes 
from the practices in which understanding occurs. The process and 
context of understanding is of interest from the hermeneutic 
perspective. 

NE: Hermeneutics also encourages process learning as opposed to 
merely rote learning. Experience can result only from practice-based 
experiences that change, refine, or challenge ideas or knowledge that 
is theoretical. I found this idea particularly pertinent to education. 
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A: As it relates to the definition of experience? 

NE: Yes, often students work very hard to discover what exactly 
the teacher wants. Correspondingly, the teacher all too often 
prescribes for the student exactly what to do. Such an approach 
provides little opportunity for hermeneutic experience. 

A: In the sense that there is little opportunity to refine, 
change or challenge theoretical knowledge? 

N: But it is very confusing for the student not to know how to 
proceed. Some direction is necessary. 

A: I wonder if this is another one of those common either/or 
situations that could be more successfully reframed as and/and? 

NT: Do you mean either no directions to students/or detailed 
directions to students becomes transformed to guidance to provide the 
environment in which students can gain practice-based experience? 

A; Yes. Such a process would require dialogue at the 
transformational level. Education in this tradition involves inserting 
students into new traditions, not seeking their ability to make "true" 
statements. The teacher as mentor has the task of serving as 
translator, the messenger who must search for the hidden and symbolic 
meanings and translate these to the beginner by some means that is 
comprehensible. Hermeneutics then becomes a way of teaching as well as 
method. 

NE: Tell me more about hermeneutics as teaching. 

A: Hermeneutics is being. Metaphor and narrative become 
powerful teaching methodologies. Analytic thinking cannot approximate 
embodiment or understanding in the Heideggerian sense. 

NE: Both Piagetian and Heideggerian ideas suggest the need to 
explore the role of mentorship approaches to education. 

N: It also seems important for nurses to realize that the 
people with whom we work cannot be removed from their context. 

A: The heart of the patient-nurse encounter is the story--the 
narrative (Carter, 1986). The nurse not only interprets the patient's 
story, but retells it in the nursing process. 

N: I have never looked at it in this way before. 

NT: Potentially you are about to gain experience. 
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a A: The patient tells the nurse his or her experience of 
health-related event. The nurse then decides which parts of the 
"story" are to be acknowledged as "pertinent data" and treatment goals. 
Meanwhile, the patient is also interpreting the interaction. 

N: Usually only the nurse's interpretation gets recorded in the 
chart. 

A: Does the chart reflect the patient's experience? 

N: I'm not even sure that it adequately reflects the nurse's 
experience. None of the entries in the chart are routinely recorded 
from the patient's point-of-view. 

A: How often do you think the nurse's and patient's 
interpretations are compatible? How would we know? 

NR: More researchable questions! 

A: It would be very interesting to have patients enter 
information into their own charts. Do you think the health-care 
professionals' entries would be compatible with those of the patient? 

N: I know they would be different. 

A: Know? 

N: Yes, the patients often tell the nurse many things about 
their lives, their feelings about their illnesses and their treatment 
which do not get recorded in the chart. If they are charted, it is in 
a very objective manner. Very little of the subjective, emotional, 
meaning level of the experience ever gets in the record. 

A: Again, dialogue rather than monological or dialectical 
communication offers the best means for achieving compatibility, or at 
least recognition of the differences that exist in the interpretations. 
This subjective versus objective issue could be reframed to subjective 
and objective. Questions of ethics arise again in this dialogical 
framework. How many options do health-care professionals generate 
regarding the charting issue? 

N: Very little. Perhaps the nurse also needs to be translator. 

NR: More researchable topics. 

NT: From the dialogical perspective concern for the whole does 
not mean adding together of facts from many subspecialties. Yet, 
nursing as a profession is struggling to identify what is uniquely 
nursing and to carve out special expertise. 

A: In this activity nursing is advised to avoid the linear trap 
of proliferating specialties and experts in the absence of dialogue. 
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N: You've lost me on this one. 

NT: Rigid boundaries based on discipline or specialty are just as 
problematic as all of the other either/or issues previously discussed. 

A: The construction of either a member of our specialty or not a 
member of our specialty... 

N: From the Dialogical perspective, the construction includes, 
member of our specialty and not a member of our specialty. 

A: Can anyone present an example of the specialty issue in 
nursing? 

NT: Nursing has developed many subspecialties: Nurse 
practitioner, nurse midwife, nurse clinician, clinical nurse 
specialist, critical care, community health, orthopedics, surgery, 
pediatrics, and so forth. 

N: Very often a nurse is considered a part of a group or not a 
part of the group. It is not common for nurses from different 
specialties to see practice commonalities. 

NT: Such dichotomization of the profession limits the potential 
for dialogical growth. 

A: What are some potential benefits of decreased dichotomization 
and increased dialogue? 

NT: The many professional organizations in nursing could join 
together on legislative and practice issues instead of defending a 
particular special interest. 

N: In the practice setting, cooperation instead of competition 
would enhance the development of nursing practice. 

NR: Cooperative research endeavors could also provide additional 
nursing knowledge. Most nursing studies are discrete, nonaggregated 
studies of empirical phenomena for which the underlying explanatory 
theory is either not known or not well defined. Even in isolated 
instances in which research is based upon clearly described theory, 
very little replication exists (Gortner, 1980b). 

NT: The and/and construction offers the potential for cooperation 
of nursing theory, research and practice. 

NE: We have not discussed the impact of computer technology upon 
the profession and the dialogue we are suggesting. 

A: The concepts offered by genetic epistemology and hermeneutics 
suggest the need for reevaluation of the meaning attached to and 
interpretations made of the computer and its capabilities. The 
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embodiment of human experience requires that perception, intuition, and 
aesthetics are components of knowing. 

NE: The computer is not embodied. 

A: At least not in the same way that a human being is. The 
computer commands only the logical structures and selected data chosen 
and entered by an embodied (hopefully!) person, while human beings 
remember things in muscles and reflexes (Rozak, 1986). 

NE: Piaget's work suggests that intelligence develops by 
conceptual revolutions. 

A: Computers deal only with discrete entities. Human beings, 
the source of the computer's input, are not a set of discrete entities, 
but beings who create the world in the process of living in the world. 
The human world is organized by human beings using embodied capacities 
to meet embodied needs. A computer does not have such capabilities 
(Dreyfus, 1972). 

NR: Computers have revolutionized research data collection and 
analysis. Are you suggesting that computers should not be used in 
health care? 

A: Not at all. To make such a suggestion would represent 
another either/or situation. Either we use computers or we do not use 
computers. It is important that nursing learn to use computers as 
compilers of discrete data. People, not computers generate 
interpretations, narratives, perceptual impressions, and physical 
symptoms. 

N: So, when we use computers, it is important to understand and 
experience the context of their use. 

NR: The theory may make more sense now that we have discussed it, 
but it is difficult to follow the research methodology. 

A: The research process is different from the research 
traditions based solely upon the scientific method. Before we move on 
to discuss the research methodology, is there any discussion regarding 
the hermeneutic circle? 

N: It seems to me that we have been on or in the hermeneutic 
circle throughout this discussion. We've been moving back and forth 
between general statements and specific examples to explain our points-
of-view. 

NT: The idea of using one's prejudices to enhance understanding 
is an important concept of hermeneutics. Rather than denying 
individual experience, the hermeneutic approach incorporates individual 
experience to enhance the whole. 
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NR: I am having difficulty understanding how research is 
conducted if personal biases are not controlled. How can results be 
generalized beyond the specific instance? 

A: The common research notion of separation of objective from 
subjective is a fallacious one. Just as the separation of subjective 
from objective is a fallacious notion. Again we must look beyond the 
either/or dichotomy to a larger organizing principle. Ethics becomes 
the framework from which to organize subjectivity and objectivity. 
Rather than striving to eliminate the observer from the situation, we 
are now interested in how the observer participates in the observed 
(von Foerster, 1986, 1984; Keeney, 1983). 

NT: The idea of generating choices appears again. The issue has 
shifted from controlling variables in research to discovering the 
meaning of the control applied during the research process. How is the 
observer in his or her observation affecting the observed and vice 
versa? From this perspective, one could decide that not to include the 
subjective is unethical. Research, viewed from the hermeneutic and 
genetic epistemologic point-of-view, is based on value judgments. 

A: Interpretive approaches seek understanding rather than 
control (Allen, 1985). Interpretation is open; it is always subject to 
reinterpretation and argument. It is never final, closed, or 
controlled. The hermeneutic method preserves the integrity of the 
human subject as a thinking, knowing being who constructs his or her 
own reality. The subject and the researcher are generators rather than 
mere transmitters of information, each being unique in perceiving, 
experiencing, and in relating to others (Smith, 1984). 

NR: There you go again. How can you legitimize your research 
approach? 

NE 

NR 
meaning 

By applying the strategy of thematic synthesis. 

You look for patterns? 

Yes, recurring themes that represent patterns of meaning. 

But how do you decide what is a valid pattern and a valid 

Validity in the interpretive methodologies requires ethics. 
Interpretive approaches recognize from the start that choice of 
research topic, research subjects, methodologies, everything associated 
with the research process requires judgment. No part of the process 
can pretend to be objective; that is outside the context of the process 
itself. 

NT: The observer is not external to the observation. 

A: Correct. 
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NR: So why bother to do research at all. Why don't we all just 
sit around and construct things? It would be so much easier. 

A: How could we construct things without investigations and 
interpretive interactions with the environment? 

NT: So, dialogue itself can be viewed as research. 

A: Research can be viewed as dialogue. 

NR: I am tired of going in circles. Show me how your work can be 
considered research. 

A: I think that we can agree that one of the goals of research 
is the generation and verification of new knowledge. 

NR: I can agree to that. But research can also be the refutation 
or refinement of existing knowledge. 

A: Yes. My research meets the criteria of generation, 
verification, refutation, and refinement of knowledge. 

NR: You are not going to get off that easily. How can you be 
sure that you have just created something peculiar to you or to a very 
small group of people with very little possibility of replication or 
generalization? 

A: I cannot be totally sure, but I would counter that such 
issues also plague scientific research. You also cannot be sure that 
your findings are not peculiar to a very small group of people with 
very little possibility of replication or generalization. 

NR: Yes, but we employ methods to control variability; to factor 
out extraneous variables... 

A: All of which require judgment calls. Interpretive approaches 
also employ methods that serve to strengthen the possibility of 
generalization. 

NR: I do not understand how your approach is anything more than 
your opinion. 

A: Point-of-view and context are necessary for anyone to do 
research. The scientific method also depends to some extent on what 
you are referring to as opinion. 

NR: No! The purpose of the scientific method is to control for 
subjective opinion... 

NT: NR, your statements reflect an underlying belief that 
researchers discover and describe a reality that is independent of them 
and their activities. The author is challenging that premise which is 
fundamental to your arguments. 
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A: Reality is constructed by the context and transactions of 
people and things... 

NR: Are we having a paradigm conflict? 

A: Quite possibly. 

N: This theoretical arguing is interesting to a point. I am 
interested, however, in what this all means to my activities as a 
nurse. What should I be doing? 

A: The applications to practice are legion. I would like to 
develop the issue of methodology more thoroughly before we jump to the 
application. Not only does the point-of-view I am advocating indicate 
that reality does not exist independent of us, but also that meaning 
resides in the transaction between the individual and the situation. 
Hermeneutics questions the point-of-view that theory can be generated 
from the standpoint of an observer who stands outside the situation. 

NR: Are you suggesting situational ethics? 

A: It depends upon what the words, situational ethics, mean to 
you. I am talking about a system of ethics that assimilates, 
accommodates, and equilibrates transactions to generate choices. 

NR: So you can just decide what is ethical depending upon your 
point-of-view. 

A: This is difficult. No. My point-of-view is developed by my 
transactions with other people, things, and ideas. Ethics from this 
perspective requires continuous dialogue, not a prescribed code of what 
is or is not acceptable. This position does assume, however, that 
commonalities and recurring similarities will occur along with the 
unique and idiosyncratic. 

NT: So, some basis of common experience is required. 

A: Yes. To understand specific meanings one must know the 
context. But, you see, knowing the context will of necessity limit the 
possible meanings. The intentions and understanding of participants 
are dependent on a shared world of meanings. Although the nature of 
these common experiences and shared meanings may be as global as 
sharing the specie of homo sapien. 

NR: What is the common experience you have assumed in your work? 

A: Specific examples will facilitate this discussion. I have 
assumed the common experience of the English language, both written and 
oral proficiency. I have assumed a basic knowledge and interest in the 
history and philosophy of science and intellectual ideas. I have 
assumed an interest in discussing new and different ideas and 
approaches to therapy. I have assumed that nursing literature reflects 
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nursing thought and activity. A larger assumption is that written 
materials are valued in our culture and viewed as a legitimate source 
of information about a particular subject. 

N: Does one have to be a nurse to understand your presentation? 

A: Not necessarily, although the commonality of nursing could 
provide some shared context. It is also quite possible that the 
variable, nursing, could provide very different contexts to which we 
are sufficiently blinded so that it hampers dialogue. 

NE: Do you mean the varying levels of nursing education and 
nursing practice? 

A: The varying levels of educational and practice background of 
individual nurses could alter the context. Perhaps the level of shared 
context could be larger than nursing. People who are interested in 
therapeutic relationships, for example, could share context without 
necessarily being nurses. 

NT: You described in Chapter V eight hermeneutic strategies for 
validity, auditability, applicability, credibility and reliability. 
Perhaps we should discuss these items in greater detail. 

A: Do you wish to discuss the items as their applicability to 
research control of bias, or do you wish to discuss them in reference 
to the procedures used in my study? 

NT: I can agree that the eight items serve to control bias. I 
would like to discuss the methods you employed. 

NR, N, NE: Agreed. 

Hermeneutic Interpretation; Dialogue 
with Nursing's Literature 

A: In order to insure the pattern of redundancy was present, 
multiple texts by the same author were examined. A search by author 
was conducted to locate texts that may be published in journals other 
than the three that were selected. Another pattern of redundancy 
exists in the inclusion of the themes that emerged from my study in 
current publications. 

NR: You found internal redundancy in the works of several 

authors? 

A: Yes. Authors such as Benner, Downs, Dreyfus, Ellis, Fawcett, 
Flaskerud, Folta, Gortner, Leininger, Meleis, Moccia, Munhall, Newman, 
Parse, Reeder, Rogers, Silva, and Watson presented consistent ideas and 
approaches to nursing throughout writings spanning several years. 
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NR: Did any authors exhibit a change in approach over the course 
of several years? 

A: Yes. Jacox, in her early writings (1974), supported the 
logical positivist approach. Later writings of Jacox and others 
(Webster and Suppe) focus on an extensive expose and refutation of the 
logical positivist approach. I also have the advantage of having known 
Dr. Jacox since 1973. Through the course of my interactions in her 
classes as a student, as a faculty colleague and now as a recepient of 
her consulation, I also witnessed some of the changes in her point-of-
view. Part of these changes can be attributed to working with the 
philosopher G. Webster and thoroughly studying the philosophy of 
science. Her recent writings have consistently rejected the logical 
positivist position. 

NR: Of all the names you mentioned above, did all of these 
authors support your point-of-view? 

A: One must always keep in mind that my point-of-view is 
developed in the context of transactions. My view is shaped by reading 
the literature, just as my prejudgments influence my reading of the 
literature. 

NR: Did all of the authors you chose to read talk only about 
holism, for example? 

A: No. Gortner and Downs are two authors that come to mind who 
are critical of the holistic approach to nursing. 

A: Also, other sources of redundancy that I did not anticipate 
emerged during the research process. 

NR: Other sources? 

A: Yes. Recent publications since I completed my data synthesis 
have discussed the themes that emerged from my synthesis. I am 
confronted with the feeling that my ideas will soon appear old hat and 
not at all novel. They will become the mainstream of nursing 
discourse. 

NT: You mentioned in Chapter V the risk of the holistic fallacy. 
Could you be commiting this fallacy by seeing recent trends of nursing 
literature as reflecting your point-of-view? 

A: Such a phenomenon is possible. I have, however, discussed 
recent publications with nursing colleagues and have shared my ideas 
with some of the authors in the study (Malinski and Watson, for 
example) and have found support for my point-of-view. Such discussions 
have also contributed to the re-evaluation and refinement of my 
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perspective. Further validation of my approach and thematic synthesis 
was provided by sharing subsets of the data with other nurses to insure 
that I did not construct support that was not present in the text. 

NR: Why did you validate only subsets? 

A: The scope of the data set (greater than 1500 articles) made 
the validation of the entire data set impractical. 

NR: Did these other readers support your perspective? 

A: It is important to recognize that the hermeneutic method does 
not require everyone to agree with the interpretation presented by the 
researcher. The data must be presented so that others may share or 
disagree with the interpretation. The nurses who evaluated the data 
were asked to determine if the text contained evidence to support the 
interpretation. They were not asked to agree that my interpretation 
was the only possible one. 

NT: The interpretations had to be plausible, however. They would 
have to be consistent with the validator's experience. 

A: Yes. The interpretation also should have elucidated patterns 
of meaning and experience. Interestingly enough, the process of 
consensual validation led to numerous conversations with others 
regarding my interpretations, other potential data sources and other 
potential interpretations. During the act of validation, new data and 
interpretations and dialogue ensued. 

NT: You are describing the hermeneutic circle. 

A: The experience has been exhilarating. 

NR: Exhilarating? 

A: Yes. The context of dialogue, the sharing and exploration of 
ideas is quite exciting. Such experience fosters continual 
examination and reflection upon one's point-of-view, the enculturation 
process of the profession and the enculturation process of society. 

NT: Are you saying that you developed new understandings from 
your interpretations? 

A: Yes and the process should continue with new understandings 
and new interpretations... 

NT: ...leading to more options. 
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A: Perhaps the greatest test of an interpretation is the 
direction(s) the interpretation provides to practice, research and 
theory development. 

NR: What are some of the directions the interpretations provide? 

A: I would like to start with the general and move to the 
specific. 

NT: ...and back to the general again. 

A: Yes. The amount of data related to the discussion of science 
was overwhelming. It is as if the profession of nursing is stuck. 

NT: Stuck? 

A: Stuck in a repeating cycle of attempts to legitimize its 
existence and value. 

NT: Why do you think this is so? 

A: Nursing uses medicine as a benchmark from which to judge its 
development and influence. 

N: Why is that problematic? 

A: Medicine does not provide standards that are appropriate for 
nursing. The professions may be complementary, but they are not 
congruent. By using medicine as the benchmark, nursing avoids or 
precludes transformation. At the practice level, this adherence to the 
medical standard can be seen in the automatic priority given (by 
nurses) to medical over nursing concerns. Transcribing medical orders 
is often viewed as more important than helping patients with hygiene. 
Answering the telephone takes precedence over answering a patient's 
call light. Incident reports are rarely filled out for omission of 
discharge teaching. Incident reports are almost always completed when 
a prescribed medicine is omitted (Field & Winslow, 1985). 

N: I see what you mean. I need to re-evaluate my practice 
priorities. 

A: The adoption of scientific method also affects nursing 
research. In our zeal to obtain valid and reliable results, we often 
overlook very valuable information--ourselves. The study of intuition 
and the powers of consciousness may offer fruitful information (Newman, 
1979). 

NR: What standard should nursing employ? 

A: Nursing should construct its own. 
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NE: Via dialogue? 

A: Yes, dialogue at the transformational level...generating 
options, sharing perspectives and so forth. For example, much of 
nursing research does not look at intraindividual change. It may be 
that we can learn more about intraindividual change by looking at fewer 
cases over time than by looking at many cases at one time. 

N: Intraindividual change is important to the clinician. 

NR: Please give me an example. 

N: I am caring for individuals who exhibit a wide range of 
behaviors and responses to health and illness. Specific information 
about the particular case I am working with is much more helpful to 
planning daily care than is the general statistically based information 
regarding average responses. 

NR: At the practice level, you find individual pattern 
recognition helpful? 

N: Certainly. I am interested in having someone who can 
collect the individual pattern data in a comprehensive manner. Too 
often this type of data is collected haphazardly in practice. The 
information could be even more helpful if it were consistently 
obtained. 

NR: I am beginning to see a whole new area of nursing research. 

A: The nursing process and nursing diagnosis as they are 
currently employed in practice and taught may be overly concerned with 
outcomes to the detriment of ongoing needs of patients. 

N: Patients whom we have already identified as having potential 
alterations in body perceptions because of their illness. 

NT: Time perception is also probably altered by illness. 

NE: What should we be teaching if we don't teach nursing process 
and nursing diagnosis? 

A: It is important not to see this discussion as requiring the 
elimination of nursing process and nursing diagnosis. 

NT: It is important, however, to realize the potential 
epistemological and practical flaws in nursing process and nursing 
diagnosis. 

NE: I think dialogue is being recommended again. 
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A: It is important for nurses to incorporate or reintegrate the 
functional areas of nursing (teaching, research and practice) into a 
single role (Langford, Ridenour, et. al., 1987). 

NE: I am already overloaded with teaching and research and now 
you want me to practice, too! 

NT: NE, nursing practice is viewed as an additional role only in 
a system that reduces things to parts. Nursing practice is not an add
on role to nursing education, but rather an integral component. 

A: An effective nurse is always practitioner, theorist, 
researcher and teacher. The nurse must be able to assess (construct a 
model), provide nursing care (package the model as intervention) and 
evaluate what happens (research) (Keeney, 1983). 

NT: Have you noticed how quickly we have gone from the general to 
the specific? 

A: I am ready to take the discussion to the general level again. 
Another theme identified in this study was the tension between the 
theory of holism and the objective, reductionistic approaches used in 
nursing research. The quantitative or qualitative data issue was found 
to be persistent in nursing literature and in nursing research texts. 

NR: Prior to this dialogue, I would have argued strongly that 
quantitative data collection is the way to do research. Now, however, 
I am beginning to understand the weakness of the either/or position. 
Qualitative and quantitative provides the potential for the generation 
of more options. 

NT: Just as explication of science consumes nursing literature, 
so does the qualitative/quantitative issue. I think both of these 
topics are misguided. 

A: Misguided? 

NT: Yes. Each side is vested in proving its particular point of 
view. The arguments are based on the wrong questions. The question of 
"Is nursing a science?" is better phrased as "What epistemologic 
constructions best serve the practice, research, education ... 

A: Let the dialogue begin.... 
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