
 
 

AN ABSTRACT OF THE DISSERTATION OF 

 

Alisa L. Schneider for the degree of Doctor of Philosophy in Education presented on 

January 20, 2015 

Title: The Development of Nursing Agency in the Context of Oppression: A Study of the 

Experiences of Nurse Educators 

Abstract approved: ______________________________________________________ 

Shelley I. Dubkin-Lee 

 

The purpose of this phenomenological study was to discover the experiences 

nurse educators (NEs) have had with oppression and to uncover how their experiences 

may have impacted their teaching.  This study was significant as nurse retention is 

negatively affected by oppressed group behaviors (Duchscher & Myrick, 2008; Tinsley & 

France, 2004), and the safety of the public is threatened by the pervasiveness of 

oppressed group behaviors in the nursing workplace (American Association of Critical-

Care Nurses, 2004; Center for American Nurses, 2008; International Council of Nurses, 

2006).  The professional formation of nursing students may be impacted by factors 

associated with oppression, and more research is needed on the experiences of NEs to 

inform on the phenomenon of oppression.  The oppressed group behavior model 

proposed by Roberts (1983), based in Freire’s (1970/2012) work with the oppressed, has 

been used as a foundation for research to understand disruptive behaviors that impact 

nursing and to explain the profession’s lack of autonomy and power within the health 

care system.  In the present study, an open-ended, semi-structured, non-hierarchical 

questioning method was used to give ten community college NEs the opportunity to share 

their experiences with oppression.  The NEs described experiences where the oppressive 

use of power and others’ disruptive behaviors interfered in their work and professional 



 
 

formation.  They developed personal power from their experiences.  Nursing agency 

arose as the essence of the phenomenon of oppression as experienced by the NEs in this 

study.  Despite professional formation within oppressive workplace circumstances, each 

NE’s experiences helped form her own agency from which she sought ways to prepare 

students to enter the nursing workplace. 
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THE DEVELOPMENT OF NURSING AGENCY IN THE CONTEXT OF 

OPPRESSION: A STUDY OF THE EXPERIENCES OF NURSE EDUCATORS 

 

CHAPTER ONE: FOCUS AND SIGNIFICANCE 

 

In the coming decade the loss of nurses in the workforce due to retirements is 

expected to far surpass the supply of new nurses entering the field (McMenamin, 2014).  

Retaining new nurses to fill the impending shortage gap has proven problematic as it is 

estimated to take at least one year for new nurses to be proficient in their jobs (Hill, 

2010), yet because of the difficulties they encounter, nearly one in five new graduates 

resign their positions within that first year (Kovner, Brewer, Fatehi, & Jun, 2014).  New 

nurses will likely work in oppressive conditions where difficulties with power struggles, 

horizontal violence, and bullying are prevalent (Berry, Gillespie, Gates, & Schafer, 2012; 

Duchscher & Myrick, 2008; Roberts, Demarco, & Griffin, 2009).  These conditions may 

undermine efforts to retain new nurses to address the workforce needs of the health care 

system, ultimately threatening the safety of the public (Duchscher & Myrick, 2008).   

A link has been described between the perpetual attrition of new nurses and 

oppression (Duchscher & Myrick, 2008; Tinsley & France, 2004).  Roberts (1983) 

introduced nurses as an oppressed group in the literature over 30 years ago and since that 

time researchers have continued to describe nursing as struggling with oppression 

(Dubrosky, 2013; Matheson & Bobay, 2007; Roberts et al., 2009).  Under the culturally 

embedded conditions of oppression new nurses experience powerlessness (Purpora, 

Blegen, & Stotts, 2012).  This powerlessness can cause nurses to develop negative 

attitudes about themselves and their work (Purpora et al., 2012).  Assimilation of these 
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negative attitudes can interfere with the new nurse’s professional formation and ability to 

cope with the demands of the work (Berry et al., 2012; Duchscher & Myrick, 2008).   

Nursing education may be founded in systems contributing to nurses’ experiences 

of oppression (Myrick & Tamlyn, 2007).  Nurse educators (NEs) can prepare students to 

enter the profession with the confidence they need to face the complexities and demands 

of their role (Del Prato, 2013); yet nursing education is said to be predominately based in 

traditional teacher-centered, content delivery focused approaches (Myrick & Tamlyn, 

2007).  During their education, students may be exposed to a hidden curriculum 

constructed out of the NE’s own experiences of oppression (Del Prato, 2013; Freshwater, 

2000; Kenny, Pontin & Moore, 2004).  Of great concern for the profession is that, if the 

student’s learning is based in conceptions of oppression, the perpetuation of the 

consequences that new nurses struggle under in the workplace will likely continue 

(Myrick & Tamlyn, 2007).  Although the impact of oppression on nurses has been 

extensively studied, very little research has been done to understand how oppression may 

impact the NE and how the impact may be translated to the student.   

Purpose and Study Questions 

The purpose of this phenomenological study was to discover the experiences NEs 

have had with oppression; and to uncover how their experiences may have impacted their 

teaching.  Phenomenological research is the search for meaning, and as such serves to 

deepen the understanding from which humans can act in given situations (van Manen, 

1990).  Based on this philosophical assumption, this study was not intended to prove the 

existence of oppression in NEs, or to solve problems associated with oppression.  The 

intent of this study was to provide a greater understanding of the phenomenon of 
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oppression in nursing to help inform efforts for meaningful and lasting change in the 

conditions that nurses struggle under.  

The preceding concerns formed the foundation from which to consider this topic 

for further research.  The following research questions guided this study:  

1) What is the experience of nurse educators with oppression? 

2) What is the meaning of their experiences? 

3) How have these experiences impacted the nurse educators? 

Definitions 

This section provides an overview of significant terminology used throughout this 

study, to clarify why certain terms are being used, and to help inform the reader who may 

not be familiar with the terminology used in the profession of nursing. 

Nursing Practice 

In this study the unique work that nurses do in the care of patients will be referred 

to as clinical practice.  The International Council of Nurses (2014) provided a 

comprehensive definition from which to understand contemporary nursing practice: 

Nursing encompasses autonomous and collaborative care of individuals of all 

ages, families, groups and communities, sick or well and in all settings. Nursing 

includes the promotion of health, prevention of illness, and the care of ill, disabled 

and dying people. Advocacy, promotion of a safe environment, research, 

participation in shaping health policy and in patient and health systems 

management, and education are also key nursing roles. (para. 1) 

Benner, Tanner, and Chesla, (2009) explained that clinical practice is made up of the 

behaviors of the nurse in the care of others developed from an understanding of various 
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sciences, theories, physical and psychological processes, therapies, and technologies.  

Clinical practice is acting with a purposeful attention to the dynamic conditions of the 

patient.  The nurse’s actions integrate ethical conduct, the skillful use of judgment, the 

selection of appropriate responses to the patient’s unique condition, and the evaluation of 

the presence of expected responses (Benner et al., 2009).  “The skillful practitioner learns 

to hold his background understandings in a fluid or semipermeable way so that he can 

recognize when these tacit expectations are not being met” (Benner et al., 2009, p. XV).  

Central to this work is the concept of caring from which the nurse communicates a 

genuine compassion, and commitment to the patient and promotes a trusting, hopeful, 

and spiritual environment (Porr & Egan, 2013). 

Nursing Education  

The multiple educational pathways from which an individual can be credentialed 

to become a registered nurse (RN) are: diploma (program affiliated with a hospital or 

health system), associate’s (program in a community or junior college), bachelor’s 

(program in a college or university and in some community colleges), and entry level 

graduate degree programs (program in a college or university) (Bureau of Labor 

Statistics, 2014).  Nursing education is delivered through a mix of exposure to scientific, 

theoretical, and experiential learning opportunities in a variety of settings including the 

college classroom, skills practice laboratory, simulation laboratory where care is 

performed on simulated patients (often mannequins), and clinical settings such as a 

hospital, long term care center, or other place where patients receive health care services 

(Benner et al., 2009).  Successful completion of one of these programs qualifies graduates 

to take the National Council Licensure Examination for Registered Nurses (NCLEX-
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RN), after which they are licensed to practice as RNs and are held responsible and 

accountable for their clinical practice as prescribed in professional standards and codes of 

practice (International Council of Nurses, 2012). 

Nurse Educator  

The terms faculty, instructor, educator, or teacher are used in the literature to 

identify a person who educates nurses. In this study the term NE will be used.  NEs are 

required by state boards of nursing to have graduate degrees at either the master’s or 

doctoral level, and should have education in the science of nursing and clinical practice, 

as well as graduate preparation in teaching and learning (National Council of State 

Boards of Nursing, 2008).  Some nursing educational programs allow nurses who hold 

baccalaureate degrees and have clinical practice experience to work with students 

(Bartels, 2005).  “Teaching is a rich and rewarding pursuit for nurses looking to share 

their clinical expertise with those entering the profession…” (Penn, Wilson, & Rosseter, 

2008, para 6), yet not only do NEs need a deep knowledge of nursing, they also must 

focus on teaching and the pursuit of educational research (Benner, Sutphen, Leonard, & 

Day, 2010).  NEs’ responsibilities may encompass instruction in the classroom, lab, 

simulation, and clinical areas; program and professional leadership, research, and 

publishing; and allows for specialization of their teaching to areas that relate to their 

clinical practice expertise (Bartels, 2005).   

Professional Formation of Nurses 

The term professional formation will be used in this study to identify the process 

through which students begin and progress in their nursing education.  Benner et al.’s. 

(2010) concept of professional formation encompasses aspects of identity development, 
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socialization, and role modeling as important to the growth of the student into the role of 

the nurse.  The professional formation of the nurse is described by Benner et al. (2010) as 

the development of various abilities that the nurse employs to not only practice as a nurse 

but as a way of being in the world.  They explain this as the shift of thoughts and actions 

used in a student’s everyday life to the application of new ways of knowing and acting 

based on in depth knowledge, skills, and ethical foundations relevant to the care of 

others.  Benner et al. (2010) assert that students become transformed not only by the 

acquisition of knowledge and skills but also through applying what they have learned in 

experiential situations.  Experiences with patients serve to challenge and reorganize the 

expectations and preconceptions students have about what they know.  Students learn 

what it means to be and act as a professional nurse through the formal curriculum-that 

which is taught in the classroom and clinical areas-as well as the hidden curriculum-that 

which is implicit in the interactions between the student, the patient, the NE, other 

students, and interactions with others during their professional formation (Benner et al., 

2010).   

Significance 

The concern for oppression in nursing, the associated disruptive behaviors, and 

the persistence of oppressive conditions in the nursing workplace (Dubrosky, 2013; 

Duchscher & Myrick, 2008, Matheson & Bobay, 2007; Roberts et al., 2009) inspired this 

study.  As the cornerstone of students’ professional formation (Benner et al., 2010), it is 

important that NEs’ voices are added to the efforts of identifying oppression and 

confronting it wherever it resides. 
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As players in that educational setting, nurse educators need to be conscious of the 

oppressive dimensions of our teaching practices if we are to foster a democratic 

and enlightening educational experience. However, that consciousness requires a 

shedding of our innocence and a venturing outside of our comfort zone, which 

will give rise to uncertainty, ambiguity, and frustration.  To safeguard a more 

liberated approach to teaching, we cannot afford to be innocent. (Myrick & 

Tamlyn, 2007, p. 303) 

The intent of this study was to discover NEs’ experiences with oppression in 

order to expand the understanding of oppression in nursing, especially the impact of 

oppression on new nurses entering the profession.  The significance of this research was 

derived from four concerns: (a) nurse retention is negatively impacted by oppressed 

group behaviors in the workplace, (b) the safety of the public is threatened by the 

pervasiveness of oppressed group behaviors in the nursing workplace, (c) the professional 

formation of nursing students may be impacted by factors associated with oppression, 

and (d) more research is needed on the experiences of NEs to inform on the phenomenon 

of oppression in nursing. 

Nurse Retention 

Research shows that the struggles resulting from oppression among nurses as a 

group and the subsequent disruptive behaviors have a detrimental effect on nurse 

retention.  The effects of various forms of violence, aggression, bullying and other 

disruptive behaviors associated with oppressed groups are harmful to nurses’ 

psychological and physical health (Huntington et al., 2011; Rodwell & Demir, 2012b; 

Thobaben, 2007); cause moral distress (MacKusick & Minick, 2010); and increases 
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nurses’ desires to leave the profession (Huntington et al., 2011; MacKusick & Minick, 

2010; McKenna, Smith, Poole, & Coverdale, 2003).  Many nurses, especially those new 

to the profession, leave at high rates due to work environments that are perceived as 

unpleasant and even abusive (MacKusick & Minick, 2010).  Since as many as 17.5% of 

new graduates may resign their initial positions within the first year of practice (Kovner 

et al., 2014) and 30-50% may change positions or leave nursing within the first three 

years of practice (MacKusick & Minick, 2010), the nursing profession will continue to 

struggle to maintain adequate numbers of nurses to provide care for the public.  With 

increased concerns for shortages of nurses (American Association of Colleges of 

Nursing, 2012), there are serious repercussions of an environment that perpetuates 

negative consequences for nurses.   

NEs use their own clinical practice experiences to teach (Penn et al., 2008).  

There is the potential that there are remnants of oppression from the NE’s past clinical 

practice that may inform the actions, words, and lessons of the NE in the present.  This 

research will provide a greater understanding of the potential systemic issues of 

oppression that may be occurring outside the work environment impacting nurses’ work 

environments.  

Safety of the Public 

Nurses struggle amongst themselves in cycles of threatening, humiliating, 

intimidating and disruptive behaviors that interfere with and even sabotage the work of 

caring for the public (American Association of Critical-Care Nurses, 2004; Center for 

American Nurses, 2008; International Council of Nurses, 2006; Purpora et al., 2012).  A 

high percentage of nurses experience colleagues who refuse to answer questions, who 
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complain or are reluctant when asked to help others; and are condescending, insulting, 

and rude (Maxfield, Grenny, McMillan, Patterson,  & Switzler 2005).  Maxfield, Grenny, 

Lavandero, & Groah (2011) report nurses are also subjected to colleagues that yell, 

swear, call names, and abuse authority through bullying, threats, or forcing their point of 

view.  These behaviors are identified as disruptive behaviors that lead to medical errors 

and preventable adverse outcomes resulting in patients’ being not only dissatisfied with 

their care, but also at risk for detrimental outcomes (Joint Commission, 2008).  The 

problems that interfere with patient care are pervasive and dangerous, yet nurses remain 

silent to their colleagues’ behaviors, resulting in issues that are rarely addressed 

(Maxfield et al., 2011).  “As a result, problems go on for years-contributing to avoidable 

errors, high turnover, decreased morale, and reduced productivity” (Maxfield et al. 2005, 

p. 2).  The current study is significant in that it will add to the understanding of one 

possible source of oppression in nursing that can help inform ways to improve patient 

care and the public’s safety.  

Student Professional Formation  

Problems associated with oppression in the nursing workplace present a crisis for 

nurse retention and the safety of the public; research on the perceptions of nursing 

students indicates that there may be a crisis in education as well.  Students in one study 

perceived NEs as powerful and the students were “…concerned that faculty may be 

influenced by bias, and that the authority they wield discourages them from reining in 

their biases.”(Altmiller, 2012, p 18). In another study, students attributed what they 

considered the NE’s disrespectful actions or attitudes as interfering in their learning (Zani 

& Nogueira, 2006).  In McGregor’s (2005) study students described a culture in nursing 
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education of acceptance for uncaring, unethical, and abusive faculty behaviors where 

silence was the best means of survival and where administration was complicit in the 

message that abuse is to be accepted and tolerated.  Pope (2010) claimed that as students 

tend to model their teachers, in a culture where they expect to be bullied by faculty and 

are willing to tolerate it to survive, there is a likelihood that bullying behaviors will be 

learned.  Students’ perceptions of their experiences of nursing education may be 

explained by a lack of preparation for the rigors of nursing education or immaturity on 

the student’s part (Zani & Nogueira, 2006), however, their perceptions highlight the 

importance of further exploration into the NE’s experiences of oppression and the 

potential impact their experiences may have on the professional formation of students. 

Understanding Oppression 

 The recent move to radically transform nursing education originated out of 

concerns that the system was constructed on teacher centered styles where learning of 

content from lecturers predominated (Benner et al., 2010).  Freire (1970/2012) described 

this as the banking concept of learning that occurs in an oppressive system.  Nursing 

education has been delivered from an outdated curriculum that has remained largely 

unchanged over many decades (Benner et al., 2010).  NEs’ approaches to teaching have 

generally been in the manner in which they were taught (American Association of 

Colleges of Nursing, 2005).  Despite the call to transform nursing education, NEs today 

may still be struggling between their understanding of nursing developed from their own 

traditional education and nursing practice, and the demands of delivering education that 

prepares students to function in the current dynamic health care system (Ross, 

Fotheringham, & Crusoe, 2014).  The current study will add to the research on 
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oppression in nursing by exploring beyond the places nurses work to the places where 

they are educated with concern for what might be transmitted by NEs from their actions, 

words, and lessons, and in the hidden curriculum, to students.  An increased awareness of 

the collective experience between nurses, students, and NEs that serves to perpetuate 

oppression deserves to be examined and exposed, but more importantly this awareness 

can move nurses to free themselves from potential forces of oppression (Duchscher & 

Myrick, 2008).   

Summary of Focus and Significance 

The impact of oppression and oppressed group behaviors challenges efforts to 

retain new nurses to meet the workforce needs.  Oppression and the behaviors of groups 

that act out under the strain of oppression threaten not only the retention of nurses in the 

workforce but also patient safety.  As NEs educate the next generation of nurses, there is 

the potential that remnants of oppression may inform what is included in the formal and 

hidden curriculum.  Discovering NEs’ experiences with oppression is important as these 

experiences can inform ways to enhance nurse retention efforts, to improve patient care 

and safety, and to prepare nursing students with the skills to adapt and thrive in their role 

as a new nurse.  Additionally this study provides opportunity to better understand how 

oppression may impact the NE’s role in the professional formation of nursing students.  

Overview of the Dissertation 

This chapter presented an introduction and background to the problem, the focus, 

study questions and significance of the planned study, as well as definitions of key terms.  

Chapter Two provides a review and analysis of the literature describing oppression in 

nursing and the NEs’ experiences with various aspects of oppression.  Chapter Three 
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describes the methodological approach, personal disclosure, the participants, data 

collection, and data analysis techniques.  Additionally, Chapter Three provides a 

discussion of measures used to ensure soundness of the study and protection of human 

subjects involved in the study.  Chapter Four presents the study findings based on an 

analysis of transcripts derived from semi-structured interviews with participants and their 

email journals.  Chapter Five is a discussion of the significance of the findings, discloses 

the limitations of the study, and presents implications for nursing education, practice, and 

future research. 
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CHAPTER TWO: LITERATURE REVIEW 

This chapter presents the scholarly literature about oppression in nursing and 

provides the body of literature relevant to the experiences of NEs with oppression.  In the 

following section the approach to the literature review is explained.  The theoretical and 

empirical literature that depicts the context of oppression in nursing is introduced, 

followed by a discussion of the central concepts of oppression found in the nursing 

literature and as experienced by NEs.  This chapter will conclude with a summary of the 

findings in the literature.  

Approach 

In order to proceed with the exploration of literature related to NEs’ experiences 

with oppression, a review of supportive literature for the claims that nurses are an 

oppressed group was essential.  An initial search of the literature available in the 

computerized databases from the Oregon State University online library service was 

performed.  The keywords oppression and nursing revealed a large amount of literature 

addressing oppression either directly (clearly identifying oppression as the main subject), 

peripherally (such as discussing how certain behaviors associated with oppressed groups 

impact the workforce without presenting oppression as a major concept), or abstractly 

(such as not mentioning oppression or the presence of behaviors as associated with 

oppression but discussing the impact of traditional organizational hierarchical structures).  

Articles that directly addressed oppression in nursing were read and the central concepts 

represented by this literature were identified.  The central concepts identified from the 

articles at this phase of the literature search are discussed in the next section of this 

chapter.   
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From the articles selected in the initial search, references that directly or 

peripherally related to oppression in nursing education and the impact of behaviors or 

conditions associated with oppression on students were collected and read.  Information 

from this phase of the search supported the significance of this study as presented in 

Chapter One.  The articles from this phase and the initial search served to show a gap in 

the literature about oppression as experienced by NEs.   

In the final phase of the literature search the terms nurse/nursing instructor, 

educator, teacher and oppression, power, hierarchy, violence, lateral violence, horizontal 

violence, bullying, and incivility produced various research studies, articles, and 

dissertations pertaining directly, peripherally, and abstractly to oppression as experienced 

by NEs.  A large number of these articles abstractly and peripherally addressed aspects of 

oppression in nursing education requiring the assumption of oppression.  The articles that 

abstractly and peripherally addressed oppression were excluded from this stage of the 

literature review as they did not serve to explicitly address the phenomenon of oppression 

as experienced by NEs as sought in this study.  Nine published articles dated between 

2000 and 2014 were selected as representing various methods of describing and 

interpreting the experiences of NEs with oppression.  The small body of literature found 

specifically devoted to exploring the experience of NEs with aspects of oppression 

corroborated the importance of this study as adding to the understanding of oppression in 

nursing.  Table 1 represents the literature that directly addresses the experiences of NEs 

with oppression that were used in this literature review.  
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Table 1  

Literature Depicting NEs’ Experiences of Oppression 

 

Author     Theoretical                               Country   

Year  Method  Foundation Participants       of Study 

Campbell  Grounded     6NEs  United States 

2003  theory  

 

Bond  Personal narrative, Shame  1NE  Canada 

2009  literature review theory 

 

White  Qualitative,  Attribution 12 NEs  England 

2013  interpretive  theory 

 

Hassouneh Personal narrative Antiracist 1 NE  United States 

2006     pedagogy 

 

Glass  Ethnography  Feminist, 53 NEs  Australia, 

2007     postmodern   New Zealand, 

United Kingdom, 

United States 

 

Dahl  Qualitative,  Disability 10 NEs  United States 

2010  interpretive  oppression 

 

Pope  Personal narrative, Critical 1 NE  United States 

2008  action research pedagogy 

 

Arieli,  Case study,  Cultural 2 NEs  Israel 

Friedman & action research safety 

Hirschfeld 

2012 

 

Lapum et al. Curriculum  Social justice 1 NE  Canada 

2012  method  theory 

 

In the final phase of the literature review, the scope of literature regarding NEs’ 

experiences was narrowed to include only those studies published between 2000 and 

2014.  Several circumstances that occurred in nursing beginning in the early 2000s in the 
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United States make the fourteen years previous to this study a unique period from which 

to consider oppression in nursing.  The following is a brief discussion of some of the 

events that occurred in nursing that increased the numbers of people entering the 

profession, stimulated reform of nursing education, and expanded the roles and 

responsibilities for nurses in health care.  

Auerbach, Staiger, Muench, and Buerhaus (2013) explained that in the late 1990’s 

an impending severe shortage of nurses was predicted, yet for various reasons the 

shortage was averted.  The reasons they gave included the rise and proliferation of 

nursing workforce centers in the 2000s to research and inform about the profession, 

which gave attention to the needs of the workforce.  During the same period the national 

campaign by Johnson & Johnson to promote a positive image of the profession helped 

increase interest in nursing.  Additionally, Auerbach et al. claimed slow jobs’ recovery 

together with continued growth in health care spending served to promote nursing as a 

viable occupation that provided a living wage to a new generation of young men and 

women.  Expansion of nursing education program options and the emergence of new 

programs to meet the increasing demands resulted in such large numbers of new 

graduates that many faced difficulties finding jobs.  The increased interest in nursing 

changed the concerns about an impending shortage of nurses to concerns for a shortage of 

nursing faculty who were needed to support the continuing demand and ongoing need for 

nurses (Auerbach et al., 2013). 

In the early 2000s research began showing that merely increasing the numbers of 

nurses would not be sufficient to meet the changing workforce demands of the future 

(Benner et al., 2010; Buerhaus et al., 2012; Sochalski & Weiner, 2011).  Health care 
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reform efforts made the need for more nurses less important than the demand for a 

different type of nursing workforce (Sochalski & Weiner, 2011).  Nursing education 

reform, conceptualized and led by the nursing profession, was implemented to prepare 

the future workforce to function in ways outside of the traditional hospital model of care 

and to take on greater responsibility for management and coordination of primary care 

services (Benner et al., 2010; Sochalski & Weiner, 2011).  The increased demand for 

primary care and non-traditional nursing services stimulated by the Affordable Care Act 

(ACA) of 2010 shifted the responsibility for the provision of care previously done only 

by physicians to a growing population of advanced practice nurses (Auerbach et al., 

2013; Sochalski & Weiner, 2011).  The circumstances of the fourteen years preceding 

this study reflect the growing attention to nursing as a valued profession with increasing 

responsibility for health care services unlike any other time in nursing history. 

The historical context of oppression in nursing represented in the literature prior 

to the 2000s was also important for this study.  The average age of NEs at the time of this 

study was 55.5 years (American Association of Colleges of Nursing, 2014) and, 

according to the United States Department of Health and Human Services Administration 

(2010), the time between the NE’s attainment of the initial nursing entry degree and the 

degree that qualified him or her to teach averaged 11.5 years.  Additionally the NE may 

have been employed in nursing for as many as forty years (United States Department of 

Health and Human Services Administration, 2010).  From these data, one may reason that 

the professional formation of today’s NEs began as early as the mid 1970s and was 

influenced by nurses and educators whose professional conceptions were developed in 

the early part of the 20th century.  The historically oppressive conditions and 
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circumstances from which nursing evolved may have formed today’s NEs’ perspectives 

on their roles and the profession.  Therefore theoretical literature that dates prior to 2000 

will be included in this chapter to provide the historical context of nurses as an oppressed 

group. 

The literature selected that reveals experiences of oppression presents the human 

and social aspects of the phenomenon.  Human social experiences as found in nursing are 

best depicted through language of the emotions, thoughts, and feelings of the experience 

that cannot be captured from statistical representation (Benner, 2000).  A relatively small 

number of quantitative studies measuring aspects of the experience of oppression by 

nurses in clinical practice were found, however the majority of the literature depicted the 

experience of oppression in dissertations and through personal narratives, case studies, 

and ethnographies.  Research that seeks to quantifiably measure aspects of oppression in 

nursing are said to be increasing (Roberts et al., 2009), yet none was found in this 

literature search that directly represented NEs’ experiences with oppression.   

The Context of Oppression in Nursing 

This section presents theoretical and empirical background literature that 

substantiate oppression as a phenomenon of concern in nursing.  The works of Roberts 

(1983) and Freire (1970/2012) on oppression are presented as the foundation from which 

oppression in nursing is considered in this review.  This is followed by an overview of 

the central concepts of power, silence, self-loathing, disruptive behaviors, and liberation 

found in the literature on oppression in nursing and the experiences of NEs. 
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Oppression 

In their concept analysis Dong and Temple (2011) captured interpretations of 

oppression from various disciplines and professions in literature written from 1999-2010.  

They summarized oppression as circumstances in which a dominant group, whose 

members believe that others are inferior, sets the social norms where unjust treatment, 

denial of rights, and the dehumanizing of the inferior others outside the group are 

enacted.  Dong and Temple concluded from their analysis that oppression is a harmful 

state of being where insecurity, shame, and self-doubt can become internalized by the 

oppressed.  Under the anxiety produced by their conditions, the oppressed may act out in 

negative ways against others perceived to be in the same circumstances.  When the 

oppressed acknowledge and confront the injustices of the dominant group, change in the 

oppressive circumstances can occur (Dong & Temple, 2011). 

Oppressed group behavior.  Awareness of nurses as an oppressed group 

developed out of Roberts’ (1983) introduction of the concept (Matheson & Bobay, 2007).  

Roberts (1983) asserted that nurses lack self-esteem, do not have control over the 

profession, and act out against each other.  She also claimed that leadership from within 

nursing fails to acknowledge the value of its own members.  Roberts proposed that nurses 

exhibit characteristics of oppressed groups.  Her claims were based in research and 

literature of various other groups outside of nursing with histories composed of being 

exploited by others with power, prestige, and status.  Roberts sought to substantiate her 

assertions by depicting the circumstances within nursing through of a model of oppressed 

group behaviors from the following five dimensions: (a) assimilation, (b) 



20 
 

marginalization, (c) self-hatred and low self-esteem, (d) submissive-aggressive 

syndrome, and (e) horizontal violence. (Matheson & Bobay, 2007).   

Roberts (1983) explained that oppression in nursing can be seen through the five 

dimensions of oppressed group behaviors.  She explained that beginning in the early 

1900s, the medical profession and hospital administration took the control over nursing 

work away from a once autonomous group of nursing care providers.  Assimilation 

occurred as nurses internalized as normal the control over their work and the belief that 

the medical model was the preferred model.  Roberts explained that nurses became 

marginalized within the patriarchal medical hierarchy.  Nursing as a profession was made 

up almost entirely of women and the characteristics of compassion and nurturing were 

considered by nurses to be essential to the work.  Marginalization occurred because 

compassion and nurturing were regarded as gendered and negative traits by the male 

dominated culture of society and the dominant groups within the hospital.  Roberts 

explained that in attempts to improve their status in the patriarchal structures, nurses 

sought to model themselves after those within the dominant culture of medicine; however 

she claimed that nurses could not gain power or respect by becoming like the dominant 

group.  Roberts described nurses as lacking self-esteem due to their powerlessness, and 

their disdain for other nurses, whom they viewed as equally powerless, kept nurses from 

aligning with each other.   

The oppressed develop a submissive-aggressive syndrome that arises out of 

disgust for characteristics that make them different than the dominant group (Matheson & 

Bobay, 2007).  Roberts (1983) described that nurses were dependent on the physician to 

direct nursing work and this caused pressure on the nurse to be submissive to the 
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dominance of the physician.  Nurses’ fears of confronting the more powerful physician 

resulted in a game of passive-aggressive behaviors.  This game was played in order for 

the nurse to get what she wanted or needed for her patients by making it appear as though 

it was the physician’s idea.  Roberts (1983) claimed that, as a result of their struggles 

with dominance over their work, nurses retaliate against each other in acts of horizontal 

violence in acts that demean and sabotage other nurses.  

In her original article, Roberts (1983) sought to reveal the important dynamics of 

leadership that occurred in nurses as an oppressed group in order to inform on the 

effective development of nursing leaders.  Roberts claimed that the dominance 

experienced in nursing was perpetuated by the acceptance of the power medicine and the 

hospital administration had over nurses’ work.  She explained that this acceptance was in 

part reinforced by nurses who had achieved leadership standing through their allegiance 

to the status quo as established by the medical profession and hospital administration.  

Roberts appealed for nursing leaders to not assign blame to nurses for the circumstances 

of dominance over their work and requested nursing leaders to help reveal oppression 

where it resided.  Roberts sought to expose the internalized negative self-image held by 

nurses and to transform the traditional image of nursing so that it might be replaced with 

a new, more powerful image. 

Oppression theory applied in nursing.  Roberts (1983) helped place in context 

the issues nurses had been struggling with by identifying oppression as a possible source 

of problem behaviors found in nursing.  Since Roberts’ original article, authors and 

researchers have applied various theoretical conceptions to describe and explain 

oppression in nursing (Croft and Cash, 2012; Dong & Temple, 2011; Dubrosky, 2013; 
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Duchscher & Myrick, 2008; Matheson & Bobay, 2007; Purpora et al., 2012; Roberts et 

al., 2009).  Dubrosky (2013) asserted that, because nurses are predominately women, 

nurses’ oppression represents an overlap of multiple systems of oppression that could be 

better understood through Iris Young’s social justice framework and five faces of 

oppression criteria.  Croft and Cash (2012) applied a postcolonial feminist perspective to 

show how the organizational context was a contributing factor to the development of 

workplace bullying and lateral violence in nursing in Canada.  Duchscher and Myrick 

(2008) used poststructuralist and critical theory from a feminist perspective to uncover 

the hierarchical structure of health care systems that limit the nurse and causes frustration 

and dissatisfaction for new nurses.  The use of theories to explain the social justice, 

organizational, structural, and gender sources of oppression in nursing have helped 

inform about problems within nursing, yet little consistency has been found across the 

literature in the use of any of these theories. 

Freire’s (1970/2012) philosophical and pedagogical works regarding oppressed 

groups was most consistently referenced in the nursing literature on oppression (Dong & 

Temple, 2011; Hage & Lorensen, 2005; Lapum et al., 2012; Matheson & Bobay, 2007; 

Mooney & Nolan, 2006; Moya, Backes, do Prado, & Sandin, 2010; Pope, 2008; Purpora 

et al., 2012; Randle, 2003; Roberts, 1983; Roberts et al., 2009; Rodwell & Demir, 2012a, 

2012b).  The predominate use of Freire’s explanation of oppression, oppressed groups, 

and forces of oppression may have resulted from Roberts’ application of the oppressed 

group model based in Freire’s work (Matheson & Bobay, 2007; Roberts et al., 2009).  

The perpetuation of Freire’s work throughout nursing literature on oppression may have 
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occurred because of the applicability of his work across various disciplines such as those 

of nursing practice, leadership, and education (Dong & Temple, 2011).   

On the surface the context of Freire’s work may appear to offer little parallel to 

current society in the western world (Shaull, 2012).  However, Freire’s denouncement of 

oppression, promotion of critical reflection, and commitment to liberation through action 

against oppression seems to have inspired nurses to evaluate their circumstances through 

his model of oppressed groups (Mooney & Nolan, 2006; Roberts et al., 2009).   

Paulo Freire (1970/2012), a Brazilian educator and philosopher presented his 

view of the impact of a class-based society on the disenfranchised in Pedagogy of the 

Oppressed (Macedo, 2012).  Freire claimed that humans live within social systems where 

one group enjoys what they perceive as their right to have—including resources, power, 

property, or even the ability to subvert others’ humanity.  Those who are members of 

what Freire called the possessing class, perceive what they possess to be derived from 

their own efforts, therefore it is their exclusive right to possess what they have, and to 

have more than others.  Those who do not have are perceived as indolent and must be 

controlled so as not to interfere with the way of life of the possessors.  In this class 

division the possessors become dominant and their view of life is perpetuated from 

generation to generation (Freire, 1970/2012).   

Freire (1970/2012) described the actions of the possessing class in their pursuit to 

have as oppressive of those outside of the possessing class.  Freire described the 

possessing class as striving to use everything as a means to further possession, even the 

use of other humans as objects for furthering their possession.  He asserted that those who 

are outside of the possessing class are the oppressed who suffer dehumanization by being 
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exploited as objects for the benefit of the oppressors.  The oppressed struggle to reach 

their potential, yet Freire claimed it is a false struggle shaped by the internalized model of 

humanity based on the oppressor’s way of being.  Freire explained that despite efforts to 

assimilate and emulate the oppressors, the oppressed fail in their attempts to gain the 

benefits of the possessing class and they become marginalized by their oppressors.  The 

oppressed internalize the dominant view of their inferiority and become blind to the 

circumstances of their oppression (Freire, 1970/2012).   

Freire (1970/2012) described how the imbalance of power in the relationship 

between the oppressed and the oppressor results in low self-esteem and self-hatred within 

the oppressed group.  The oppressor’s acts distort how the oppressed see themselves and 

the world, resulting in a lost connection to their own values and ways of being.  

Individuals’ becoming submissive and silent in the face of dominance, impedes them 

from joining with others to emerge out of the oppression (Freire, 1970/2012).  Freire 

claimed individuals’ anger and frustration with powerlessness and the fear of acting out 

against the oppressors lead to horizontal acts of aggression and violence directed inwards 

to themselves, their own group, and even those perceived as less powerful.  Freire 

described this horizontal violence as a manifestation of seeing the existence of the 

oppressor in others who are oppressed.  Horizontal violence can become a condition that 

captivates the oppressed; the oppressors go unnoticed as the source of the violent acts and 

are even sought out to correct the conditions among the oppressed (Freire, 1970/2012). 

Freire (1970/2012) asserted that the oppressed become liberated from their 

oppression through the political and transformative processes of reflection, praxis, and 

revolutionary pedagogy.  The oppressed struggle to find meaning in their lives and may 
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seek integration into the oppressor’s world.  Freire claimed that integration does not lead 

to freedom from oppression.  The oppressed may fear freedom because of the reliance of 

the oppressed on the oppressors’ depiction of what is right and true.  Freire urged the 

oppressed to reflect critically on the views that may be impairing their struggle towards a 

fuller humanity.  From this reflection the oppressed may reveal the oppressor and the 

actions and systems that serve the oppressor.  According to Freire, the oppressed cannot 

be freed by their oppressors; their liberation cannot be a gift from the oppressors.  When 

oppressed people come together to dialogue and act on their reflections, this praxis must 

be focused on a reciprocal transformation of the oppressed by the oppressed.  From this 

praxis a revolution must occur.  Pedagogical action becomes the revolutionary force 

whereby the oppressed can truly see the oppressor, develop an understanding of the 

circumstances of oppression, and act to free themselves (Freire, 1970/2012).   

Freire (1970/2012) claimed that by working with, not teaching to, leaders can help 

the oppressed uncover their oppression, reject the negative images of themselves, and 

move to acts of liberation.  His concern was that the leaders of the revolution for change 

not become as teachers that manipulate the revolution’s students (the oppressed) by 

giving the students information that they must possess in order to change their 

circumstances.  Freire rejected the banking concept of knowledge acquisition as a 

manipulation of the student who is expected to memorize what the knowledgeable, 

therefore powerful, teacher gives to them.  The concept of banking education enforces the 

adaptation of students to the present world and does not allow for creativity of thought, 

challenges to the status quo, or critical reflection on current reality.  Freire asserted that 

the oppressor profits from the banking education system which ensures that the oppressed 
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are so indoctrinated into the oppressor's dominant view as the preferred state of being that 

they then can be more easily dominated, as can those in generations that follow.  The 

oppressed become liberated, not by the propaganda of their leaders, rather “critical and 

liberating dialogue, which presupposes action, must be carried on with the oppressed at 

whatever stage of their struggle for liberation” (Freire, 1970/2012, p. 65).   

Although the use of Freire’s explanation of oppressed group behaviors is 

widespread in the nursing literature, there are some researchers have expressed concerns 

with applying his theory to nursing.  Validation of the model that Roberts (1983) 

proposed based in Freire’s works has not been accomplished and has proven difficult to 

research (Matheson & Bobay, 2007).  When applying Freire’s model in nursing, one must 

consider his philosophy, derived from experiences with the impoverished and 

disenfranchised societies of third world Brazil, as representing a very different social and 

political context than that of nursing practice in modern day westernized societies 

(Mooney & Nolan, 2006).  Some nursing researchers have suggested that relating 

disruptive behaviors such as bullying to the oppressed group model fails to depict the 

purposeful intent of the person who bullies, obscures the role of power in organizations 

(Hutchinson, 2013), and risks apportioning some responsibility for the behaviors to 

nurses (Roberts et al., 2009).  Despite some researchers’ concerns with the application of 

Freire’s model of oppression as applied to nursing, it does provide a structure from which 

to critically view and challenge power relationships (Macedo, 2012) such as those 

between nurses and others in the nursing workplace. 

Central concepts of oppression in nursing.  As “the problems of real-world 

practice do not present themselves to practitioners as well formed structures” (Schön, 
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1987, p. 4), the initial and subsequent reviews of the literature made it clear that 

oppression was a complex phenomenon that could not be investigated exclusively 

through oppression as a whole concept.  The central concepts of power, silence, self-

loathing, disruptive behaviors, and liberation were found to be significant in the 

circumstances of oppression in which some researchers and authors consider nursing 

resides.  

As nurses, NEs can be presumed to have had similar experiences of oppression as 

those described in the nursing workplace.  NEs’ experiences and perceptions from the 

context of oppression have rarely been captured, yet the following literature does provide 

evidence that the NEs’ experiences are similar in many ways to those of other nurses. 

Aspects of the central concepts of oppression can be found in the literature about NEs as 

well.  

Power.  In the literature reviewed for this dissertation, nurses often depicted 

power as a characteristic or commodity that one acquires or possesses (Dubrosky, 2013; 

Matheson & Bobay, 2007).  Since the early nineteenth century, the work of nurses, 

predominately based in the hospital and considered the work of women, was viewed as 

controlled by men in medicine (Reverby, 1987; Roberts, 1983).  Hospitals were 

originally designed as hierarchical organizations that did not foster a culture of 

collegiality where power was shared (Roberts, 1983).  Under this system of power and 

hierarchy nurses acquiesced to the dominance over their work by others.  Such behavior 

may have facilitated in nurses a subordinate mentality and a collective sense of 

powerlessness (Center for American Nurses, 2008).  Current literature shows imbalances 

of power continue to lead nurses to perceive they are devalued and dominated by the 
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medical hierarchy (Dong & Temple, 2011; Duchscher & Myrick, 2008; Roberts et al., 

2009). 

The health care system is a culture of embedded hierarchies made up of 

professionals whose values of authority, autonomy, and empowerment vary (Joint 

Commission, 2008).  Nurses have been re described as having internalized the view of 

themselves as the subordinate group in the hierarchy (Roberts et al., 2009).  Nurses push 

away their own values for those of medicine and often do not challenge their 

powerlessness against the medical hierarchy, perpetuating the status quo where others 

retain power over them (Dong & Temple, 2011; Roberts et al., 2009).  Despite nursing’s 

own leaders’ attempts to change the power imbalances, nurse leaders’ abilities to foster 

change in the power structures have been largely unsuccessful as nursing leaders are said 

to be perceived by working nurses as having been awarded their power due to their 

support of physicians and administration (Roberts et al., 2009). 

NEs’ experiences of power can be influenced by pressures to adapt to the 

demands of health care reform within structures that are hierarchical and lack supportive 

systems (Glass, 2007).  Glass (2007) conducted a multisite ethnographic study across 

four countries to explore the sociopolitical influences on the experiences of women in 

university nursing education.  Glass found that participants felt they were part of a dual 

culture where at times the goals of the schools of nursing and the universities 

collaborated and, other times, were in opposition.  Participants described competition 

among academic programs within the universities resulted in a lack of support for 

professional development, causing a sense of personal and professional isolation.  The 

NEs in Glass’s study perceived the schools of nursing as hostile at times.  They also 
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described a lack of attention from management to the reality of demands on them as 

faculty.  Vulnerability, stress, and burnout were prevalent issues the participants 

identified; novice NEs seemed to suffer the most.  Glass identified that the separateness 

of university leadership from the nursing programs coupled with the male-dominated 

structure of the educational system at large intensified the feelings of powerlessness of 

the NEs’ in her study. 

Power may be considered by nurses as something that others possess (Bradbury-

Jones, Sambrook, & Irvine, 2008; Manojlovich, 2007), however the literature showed 

that nurses possess power in their work with patients.  Bradbury-Jones et al. (2008) 

acknowledged that “although nurses may be relatively powerless in certain 

circumstances, they will be powerful in others” (p. 261).  Nurses enact their own personal 

power by self-monitoring their actions in the care of their patients (Bradbury-Jones et al., 

2008).  In a qualitative study of mental health nurses, Pieranunzi (1997) found nurses 

used their own power to persuade patients, control situations, and unfortunately to 

demean others.  Pieranunzi (1997) described how some nurses perceived that, despite the 

oppressive conditions and injustices within the systems in which they work, their power 

can be used for richer more meaningful relationships with patients.   

Discussions of power in nursing in this literature review were often presented 

through the concept of empowerment (Bradbury-Jones et al., 2008; Hage & Lorensen 

2005).  Nursing researchers described empowerment as a psychological construct such as 

a belief in one’s ability to have control (Manojlovich, 2007) or as arising from the 

environment such as when workplace structures or systems provide access to resources 

(Bradbury-Jones et al., 2008; Manojlovich, 2007).  Empowerment was also considered a 
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relational concept (Manojlovich, 2007).  Nurses were considered responsible for 

empowering their patients to care for themselves and empowerment of both the nurse and 

the patient could arise out of sharing resources and opportunities (Hage & Lorensen, 

2005). 

Campbell (2003) claimed that NEs’ experiences of power can be understood 

through the concept of empowerment.  Campbell defined empowerment and 

disempowerment as a dynamic cycle of an individual’s experiences and interactions with 

others, influenced by past experiences and the individual’s interpretations of their 

experiences.  She recognized the collective disempowered state of nursing as hindering 

the ability of the profession to attain independence and autonomy.  In her grounded 

theory study Campbell identified experiences of power in the academic setting.  NEs in 

Campbell’s study explained empowering experiences as produced from an individual or 

personal source, such as from the attainment of an advanced degree; they denied having 

disempowering experiences.  Comparatively, students in Campbell’s study were found to 

derive empowerment and disempowerment from external forces in the environment such 

as from the praise or reprimand from a NE.  Although she proposed that the intent of NEs 

was not to disempower students, Campbell asserted that the NE’s intents alone would not 

produce actions that would be empowering for students.  Campbell (2003) proposed that 

in order to stop the perpetuation of oppression in nursing, uncovering the empowering or 

disempowering behaviors of NEs that may influence the student’s perceptions of nursing 

is essential. 

Silence.  Silence is a pervasive concern for nursing (Maxfield et al., 2011; 

Roberts et al., 2009).  Roberts et al. (2009) asserted that silence occurs as an approach to 
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avoid conflict and maintain conditions that may be comfortable.  They described 

avoiding and compromising as the most commonly used nursing management styles 

(Roberts et al., 2009).  Maxfield et al. (2011) claimed that avoiding conflict can 

perpetuate a culture that condones silence to colleagues’ behaviors where problems are 

rarely addressed, resulting in injuries and errors.   

In their work to bring attention to the nursing profession, authors Buresh and 

Gordon (2006) found nurses as reluctant to publicly speak about the value of their work.  

When nurses did talk about their work, Buresh and Gordon found they did so reluctantly. 

Nurses tended to focus on the virtuousness, not the knowledge or skill that was required 

of them to do their work.  Buresh and Gordon described nurses as unseen and unknown, 

and asserted that, despite nurses’ perception that patients know and appreciate them, the 

public does not have a clear understanding of the role of the nurse in health care.  Buresh 

and Gordon expressed their concern that silence is so embedded in the cultural narrative 

of nursing that it threatens the existence of the profession itself.  Nurses may have 

difficulty speaking about what they do because, as Pope (2008) described, they have 

internal reminders that nurses don’t speak of themselves due to a deeply ingrained 

responsibility for carrying the burdens of others.   

Nurses may try to speak out against the dominant culture, whether represented by 

the hospital administration, physicians, or other nurses in the workplace, but they often 

remain silent as they face a lack of support by managers and other nurses, risk alienation, 

and fear retaliation (Dong & Temple, 2011; Maxfield et al., 2005).  Dong and Temple 

(2011) explained that nurses report feelings of being disrespected because they are not 

part of decision-making situations and they likened this to nurses feeling like they are not 
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being heard.  However, Daiski (2004), wrote that nurses reported they remained silent 

when given opportunities to be heard.  Remaining silent was demonstrated by Purpora et 

al. (2012) as a result of the nurse’s identity being based in oppression.  A nurse’s 

perception of herself as oppressed or as being a member of an oppressed group 

undermines her ability to advocate for herself (Purpora et al., 2012).  A lack of 

recognition by others and the silence of nurses to their own value are said to contribute to 

the poor professional images of nursing (Ten Hoeve, Jansen, & Roodbol, 2013). 

Dahl’s (2010) interpretive study showed evidence that NEs’ experience pressures 

to remain silent when faced with challenges to the status quo in nursing education.  Dahl 

conducted interviews with ten NEs from baccalaureate nursing programs in the United 

States who had experiences with either admitting or educating nursing students with 

disabilities.  She found that NEs feared how they would be treated by other NEs if they 

tried to make accommodations for disabled students.  Individual NEs in Dahl’s study 

were concerned that by advocating for disabled students, they could expose their own 

disabilities, impacting their job security.  Dahl found that some NEs expected difficulties 

if a student disclosed a disability to other NEs; this expectation threatened the NEs’ 

desires to act on behalf of disabled students.  The NEs recalled experiencing 

powerlessness related to their attempts at either working with students with disabilities or 

dealing with their own disabilities in the academic environment (Dahl, 2010).  Dahl’s 

study adds to our knowledge of silence by NEs under what she described as oppressive 

systems and show a personal sense of oppression influenced by a dominant culture may 

surface in the concern for different or vulnerable others, interfering with advocacy on 

others’ behalves. 
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Hassouneh (2006) shared her NE experiences with racism, pressures to conform, 

and the quieting of her own voice.  She recalled how, as a doctoral student and a woman 

of color, she was bolstered by her experiences with racism and sexism to be strong in her 

efforts to speak out against oppression.  Hassouneh described that as a new NE she found 

she had weakened and began censoring herself in the classroom to the point that “I 

recently came to the painful realization that I had almost lost my voice” (p. 255).  

Hassouneh claimed that nursing education excludes anti-racist pedagogy in the 

curriculum, leaving culture as a narrow representation of the issues of difference, 

ultimately removing discussions of oppression that race and other differences contribute 

to the health disparities nurses are concerned with.  She described her experiences of 

students’ resistance to classroom content on diversity and the effects of racism on health.  

Persistent and troubling resistance to dialogue in her teaching led her to quiet her voice.  

Hassouneh saw this happen in students of color as well.  She believed students resist 

being pushed beyond their comfort zone and become vocal about their discomfort in 

evaluations.  Hassouneh revealed how an educator who challenges the dominant view can 

be subjected to pressures to be quiet and conform or face the threat of being 

marginalized.   

Self-loathing.  Nurses have a diminished sense of their value and a 

misunderstanding of the perception of their value by others (Buresh & Gordon, 2006; 

Roberts et al., 2009).  Ten Hoeve et al. (2013) described nurses as deeply connected to 

the concept of caring, yet society views caring as a feminine quality and does not 

associate it with professionalism.  The devaluing of nursing work forces nurses to face 

the incongruity between what they value and their lesser worth as determined by others 
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(Ten Hoeve et al., 2013).  Changing the value of nursing as perceived by others would 

require the profession’s own members to shift from the reliance on traditional views of 

nursing and the value they have for themselves (Ross et al., 2014). 

Nursing leaders can add to the denigration of the contributions of nurses as these 

leaders are often selected by physicians and administrators outside nursing (Dubrosky, 

2013).  Because of their positions within the hierarchy, nursing leaders tend to become 

reluctant to associate with nurses and instead are perceived by nurses as preferring to 

relate to those more powerful, namely physicians and administrators, as a means of 

adopting this power (Dubrosky, 2013).  In their work promoting nursing, Buresh and 

Gordon (2006) found that even when nursing leadership organizations provided a voice 

for nurses, “they sometimes bypass, downplay, or even devalue the basic nursing work 

that occurs in direct care of the sick while elevating an image of ‘elite’ nurses in 

advanced practice, administration, and academia” (p. 4). 

Bond (2009) asserted that low self-esteem and the disconnection of nurses to each 

other can be a product of shame.  Bond pursued an understanding of the issue of shame in 

nursing education in order to raise awareness of the power NEs have to cause shame and 

of the consequences of shame for learning.  Bond described shame as a diminishment in 

self-worth resulting from a feeling of disconnection to others, of being unlovable, and 

exposed, resulting in embarrassment and the need to pull away from the source of shame.  

Despite early academic success as a nursing student, Bond felt unprepared and anxious 

and was troubled by NEs who impeded her in transferring what she learned in class to the 

care of patients by intimidating teaching practices.  As her education became more 

difficult and more humiliating, she developed a sense that she was not prepared to 
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function as a nurse and she internalized feelings of being a failure.  As a new nurse, 

Bond’s difficulties continued under the targeting behaviors of a head nurse who seemed 

anxious to expose her faults and incompetence.  Bond chose to avoid, hide, and retreat as 

coping mechanisms to reduce contact with the head nurse.  When she became a NE, 

Bond reflected on her own experiences and recognized that she may have shamed her 

own students.  Although she believed NEs do not intend to shame, she claimed it does 

occur and learning is being undermined by shaming.  Bond (2009) expressed her concern 

that shame is prevalent in nursing however it can be difficult to identify as the emotion 

may be deeply hidden from one’s awareness and difficult to acknowledge or discuss. 

Pope (2008) shared her own journey through nursing education as one riddled 

with experiences of humiliation and self-doubt.  She had been chronically ill as a child 

and her experiences with frequent hospitalizations led her to become a nurse.  When she 

entered nursing school in 1972, she unexpectedly found neither caring nor kindness in her 

instructors or peers.  Consequently, nursing school took a toll on her physically and 

emotionally.  The messages she received were that surviving nursing school meant she 

was a member of a special group, one of the elite, yet she felt socially isolated, unhealthy, 

and stressed.  The beginning of her nursing practice was also defined by struggles with 

self-doubt, and she experienced the undermining and withholding of information by other 

nurses.  Pope experienced disrespect from nurses while she was in a leadership position 

and as a NE she experienced horizontal violence from her educator peers.  She perceived 

NEs as employing questioning methods that cause anxiety, as using threats, and as 

abusing their power to control students.  They correct students publicly causing 

embarrassment and humiliation that makes students feel incompetent causing them to 
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retreat from learning.  Pope asserted that her experiences of the denigration of nurses by 

other nurses represented the entrenchment of self-loathing in the profession and one of 

the reasons oppression is passed on from one generation of nurses to future generations.  

 Campbell (2003) suggested that NEs may have a sense of status that separates 

them from other nurses.  Campbell found that NEs preferred a career in education 

because of the autonomy and prestige of the role as opposed to the less empowering 

clinical role.  The NEs in Campbell’s study were not likely to view interactions with 

others as influential.  Despite the expectation that students perform in groups, the NEs in 

her study navigated more towards personal and individual goals rather than group goals.  

An internal focus on empowerment may influence the NE’s preference for individual 

work and activities rather than work with groups (Campbell, 2003).  Campbell’s findings 

symbolize a distancing of NEs from the collaboration and team work that could empower 

nurses to collectively change the circumstances of oppression.   

Disruptive behaviors.  Disruptive behaviors, defined in the nursing literature as 

horizontal violence (HV), lateral violence (LV), vertical violence (VV) and bullying, are 

prevalent in the nursing workplace (Gallo, 2012; Purpora et al., 2012; Roberts et al., 

2009).  Measuring these behaviors has been an increasing focus of research in nursing 

(Berry et al., 2012; Clarke, Kane, Rajacich, & Lafreniere, 2012; Thomas & Burke, 2009; 

Walrafen, Brewer, & Mulvenon, 2012).  The following discussion presents some of the 

more prevalent terms used in the nursing literature on disruptive behaviors related to 

oppression. 

Nurses have been described in the literature as wasting their energy fighting 

amongst themselves in behaviors that disrupt their work instead of using their energies to 
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join together to fight the causes of oppression (Dubrosky, 2013).  Disruptive behaviors 

are directed towards peers and those perceived as less powerful, and may have developed 

as a result of nurses’ inability to effect change in the power dynamics of dominance over 

nursing work, resulting in frustrations with others who are perceived as equally powerless 

(Bartholomew, 2006; Matheson & Bobay, 2007).  Unfortunately, the literature has shown 

that nurses adopt the negative behaviors of others as a means to fit into the nursing 

workplace culture (Walrafen et al., 2012).  Nurses may not see their behaviors as 

negative, resulting in disruptive behaviors that have proven resistant to change efforts 

(Hutchinson, 2013; McKenna et al., 2003; Walrafen et al., 2012). 

Horizontal/lateral violence.  HV was described by Freire as the aggressive and 

even violent acts that the oppressed direct towards themselves and others (Freire, 

1970/2012).  Behaviors described in the nursing literature as HV include demeaning 

actions or requests; name calling; ridiculing words, tone, or body language; ignoring or 

belittling views; ignoring or excluding; intimidating actions; and aggressive acts like 

finger pointing, barring the way, throwing things, pushing or shoving, and threats of 

violence or abuse (Purpora et al., 2012).  HV occurs as lateral acts between nurses.  The 

term lateral violence (LV) is also used in the nursing literature and is synonymous with 

HV (Center for American Nurses, 2008; Griffin, 2004) and for this reason the term HV 

will be used in this study.  

Estimates of HV in nursing vary depending on the method of measurement and 

the country where the study was conducted.  Acts of HV have been described as 

occurring in as high as 86% of nurses (Walrafen et al., 2012).  HV causes psychological 

impacts for the harassed (Rodwell & Demir, 2012b), an increased desire to leave the 
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profession (Huntington et al., 2011; McKenna et al., 2003), and incurred costs due to 

adverse employee conditions (Gerardi & Connell, 2007).  Nurses’ acts of violence against 

other nurses portray a lack of unity among members of the profession, leaving the 

profession vulnerable to control by others (Roberts et al., 2009).  New nurses are 

particularly vulnerable when they enter the workplace and will not necessarily recognize 

the behaviors as anything other than what to expect in their new role (Bartholomew, 

2006). 

In one study of hospital staff nurses, Purpora et al. (2012) sought the social 

origins of the disruptive behaviors described in the nursing workplace.  The incidence of 

HV was reported as 21% by the 175 nurses participating in the survey, which was lower 

than others studies that reported a 27-31% incidence.  The most frequent acts nurses in 

this study experienced were being ordered to do work below their level of competency, 

being ignored or excluded, and being given unreasonable deadlines.  Purpora et al. found 

that the greater the nurse’s minimization of self and internalized identity of 

marginalization the more occurrences of HV were experienced.  Despite internalized 

sexism as a positive predictor of HV, Purpora et al. did not find gender or other 

demographics as significant variables in the nurses’ experiences of HV.  They 

acknowledged that various other influences, such as the hierarchical work environment, 

stress of the work, and negative relationships, may have had an impact on nurses’ 

internalized negative beliefs about themselves.  Because of their findings and limitations 

in their sample size and other factors that may have influenced their results, Purpora et al. 

recommended further research to identify the social structures that foster negative 

attitudes and hinder nurses from advocating for themselves. 
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In her study, Glass (2007) asserted that we may be well-informed about violence 

as experienced by nurses but “nurse academics have remained silent about their 

experiences of workplace violence” (p. 113).  Glass found NEs experienced being 

directly hindered in their advancement in the academic setting by their peers or those they 

would look to for support.  She described NEs’ feeling as though they were told to follow 

others’ lead and keep quiet.  NEs in her study explained that efforts to make changes 

were often met with overwhelming resistance and were viewed as upsetting to the way 

things should be.  Glass shared one experienced NE’s intolerance for new or novice 

educators and that person’s expectation that new people need to get up to speed with 

everyone else.  Glass (2007) found that horizontal violence and bullying occur among 

NEs as extensions of what happens in the nursing workplace. 

Vertical violence.  The words “eating our young” are common in nursing and 

refer to the abusive treatment of new nurses, new educators, and students (Longo, 2007; 

Thomas & Burk, 2009).  Thomas and Burk (2009) explained that vertical violence occurs 

between individuals with unequal power.  Their study demonstrated that beginning 

nursing students’ anger was provoked most often when they perceived injustice in 

clinical settings.  Students reported experiencing a greater number of incidents of 

condescending, overbearing, rude, sarcastic, and otherwise disrespectful behaviors from 

staff nurses, rather than from physicians, instructors, or patients.  Thomas and Burk 

stressed that physiological and psychological implications exist for students who 

internalize being treated badly.  They expressed concerns that nurses are inhospitable to 

students at a time when more nurses are needed to fill retirement gaps and they called for 

further study into the carryover effects of VV on students.   
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In their case study, Arieli, Friedman, and Hirschfeld (2012) found that, when 

challenged to think differently, students can perceive the NE’s actions as disruptive and 

threatening.  The authors described a course led by one Arab and one Jewish instructor to 

explore diverse and opposing values and perspectives in order to promote cultural safety 

in a cohort made up of Arab and Jewish students in a nursing program in Israel.  Arieli et 

al. implemented various ways that students could share their culture, explore each other’s 

differences and similarities, and recognize aspects that make up a person’s identity.  The 

authors described the resistance of students, especially those from the majority culture, to 

exposing and discussing differences.  The NEs felt accused by the students of threatening 

the cohesiveness and harmony of the classroom group and of inciting political 

confrontation.  Difficulty arose from the NEs’ attempts to discuss aspects of oppression.  

The NEs perceived they were being blamed for upsetting the status quo by trying to 

discuss the undiscussible.  The NEs also experienced difficulty creating safe conditions 

under which minority students could reveal their identities that they had kept hidden out 

of fear of persecution.  This study helped illuminate how NEs’ actions, however well 

intended, can lead to students’ feelings of being intimidated, exposed, or threatened. 

Bullying.  Although included in the description of HV, bullying has a unique set 

of characteristics that include sabotage and vindictive, cruel, malicious, or humiliating 

attempts to undermine others perpetrated by colleagues, employers, supervisors, 

managers, patients, or patients’ families (International Center for Human Resources in 

Nursing, 2007; Lutgen-Sandvik, Namie, & Namie, 2009).  Lutgen-Sandvik et al. (2009) 

claimed that what makes bullying different than HV is that the most common instances 

are supervisors’ abuses of subordinates and occasionally subordinates’ abuses of 
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someone higher in the organization.  Rodwell and Demir (2012b) reported that nurses 

who experienced bullying were at high risk for psychological distress such as depression.  

Berry et al. (2012) described bullying as occurring frequently for new nurses, negatively 

affecting their ability to manage their workload.   

The occurrence of bullying has been described as resulting from oppressed group 

behaviors (Roberts et al., 2009).  Hutchinson (2013) refuted this claim and asserted that 

nurses who bully have been found to be highly functioning, popular, in leadership 

positions, and emotionally intelligent.  Hutchinson considered the characteristics of the 

bully as contradictory to the perception that the oppressed are victims and do not have 

voice or status.  The depiction of the bully that Hutchinson provided pointed to the nurse 

bully as one who seeks assimilation into a group.  The bully, out of fear of rejection, may 

assert power over others through their behaviors that degrade and humiliate (Hutchinson, 

2013).  

White (2013) considered the growing concern for bullying and harassment in 

nursing education.  She interviewed six women and six men in teaching and leadership 

roles at a university in England to uncover the perceived causes of harassment of NEs by 

students and strategies NEs used to cope with the behaviors.  White defined harassment 

as behaviors that cause an adverse psychological affect including reducing confidence 

and causing oppression by abuse of power.  White found NEs experienced verbal 

aggression such as swearing or insulting, personal attacks by students such as rumors and 

gossip, being ignored during a conversation by students attending to their phones, and 

degrading email or inappropriate contact to a personal phone number.  The NEs attributed 

these behaviors to students’ stress related to tasks like assignment deadlines and grades 
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and to sources outside of the academic setting like financial struggles; in some cases the 

NEs reported the reason for the harassment was their own fault.  For instance they felt 

they did not set boundaries for the use of their personal contact information.  The NEs 

claimed students may view their education as a commodity and perceive it is their right 

as consumers to exert power over faculty, students may not view NEs as knowledge 

experts but as service providers, the broadening diversity in the student population brings 

in many who are not prepared to enter college, or the student was raised in a manner that 

condoned aggression.  The NEs in White’s study described being unprepared to face the 

uncivil behaviors of students and felt a sense of powerlessness to impact the behaviors. 

Liberation.  Much of the literature reviewed for this study provided suggestions 

for processes, methods, policies, and structures that could impact oppression and the 

conditions nurses struggle under.  Liberation from oppression occurs through what Freire 

(1970/2012) described as a process of collective consciousness raising and mutual 

revolutionary action against oppression by the oppressed and the oppressors.  Freire 

(1970/2012) described the process through which the oppressed are liberated by their 

own efforts and the support of leaders who struggle with them, not for them.   

A variety of proposed solutions for liberation have been presented in the 

literature.  Some of the suggestions for changing the conditions of oppression in nursing 

centered on nurses coming together to address the issues (Griffen, 2004; Matheson & 

Bobay, 2007; Purpora et al., 2012).  Other solutions were concerned with what NEs could 

do to change the conditions for students (King-Jones, 2012; Mooney & Nolan, 2006) or 

to support the transition of students into the workplace as new nurses (Duchscher & 

Myrick, 2008; Weaver, 2013).  A few authors focused their solutions on what nursing 
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leaders must do to change the organizational circumstances of oppression and oppressed 

group behaviors (Croft & Cash, 2012; Embree & White, 2010).  Still other authors 

proposed an approach centered on individual nurses recognizing and addressing the 

factors that lead to oppression, and supporting colleagues who may be struggling with 

others’ behaviors (MacKusick & Minick, 2010; Walrafen et al., 2012).   

Several nursing organizations have issued statements recognizing the injurious 

effects of HV and other disruptive behaviors in nursing on patients, nurses, and other 

members of the health care team (American Association of Critical Care Nurses, 2004; 

Center for American Nurses, 2008; International Council of Nurses, 2006; National 

Student Nurses Association, 2006).  Within these professional organizations’ statements 

is a prevalence of recommendations for zero tolerance of abuse in the workplace to 

address disruptive behaviors (American Association of Critical Care Nurses, 2004; 

Institute for Safe Medication Practices, 2004).  Out of concern for new graduates in 

particular, the Center for American Nurses (2008) has called for NEs to develop 

educational programs regarding workplace violence and strategies on how to recognize 

and address such disruptive behavior.  The CAN (2008) encouraged education forums as 

a safe place for newer nurses to discuss their experiences and strategies to recognize and 

deal with HV to break the cycle.   

Pope (2008) shared her desire to expose oppression in nursing education and 

practice and her efforts to humanize nursing education through action.  Freire’s work on 

liberation became her backdrop for explaining how through conscientization, the 

oppressed face the part they play in their own oppression.  Pope asserted that in order to 

be freed from oppression, recognition and reflection on oppression must occur.  Pope 
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recalled her shock at learning that in her role as educator she had become the oppressor.  

Through a painful process of self-reflection she faced how, as Freire proposed, she had 

been blinded by her history of oppression and had grown to despise those who are 

different and weak.  She resolved to transform her own actions and sought to change 

nursing education as well.  Pope described her journey as one in which she learned to 

connect with others, dialog, and find her own voice.  In this process, she participated in 

implementing a curriculum based on critical pedagogy for clinical educators and to help 

link nursing education with practice. Through this type of praxis—the reflection and 

action that transforms—Pope found the wounds of oppression in nursing practice and 

nursing education could begin to heal.  Although Pope’s narrative presents one NE’s 

account of nursing and nursing education, in the telling of her story Pope showed that 

transforming oneself through reflection and action is possible.  

Glass (2007) found “It was evident that positive constructs such as hope, 

optimism, and resilience were critical to the participants' professional satisfaction, 

emotional well-being, and professional outcomes” (pp. 126-127).  Participants in her 

study expressed their sense of empowerment from progressing through vulnerability to 

productive and positive outcomes.  The participants shared how the support of 

sympathetic colleagues with whom they could express their thoughts without 

recrimination fostered a greater belief in their own inner strength and self-esteem and 

helped reframe their experiences to positive ones.  The participants spoke of hope and the 

challenges of sustaining it where “Seemingly, hope was perceived as an essential 

component of resilience, and personal and career resilience were integral to well-being” 
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(p.129).  The reframing of the possibilities of the future was found to be integral to the 

maintenance of hope and optimism (Glass, 2007). 

Lapum et al. (2012) presented how a classroom activity engaging students in self-

reflection transformed the NE and the students.  The classroom activity was based in the 

NE’s concern that identity is developed in a social context where relationships of power 

can be liberating or oppressive.  Freire’s work on oppression formed the foundation from 

which the NE in Lapum et al.’s narrative explored the concept of social justice and hoped 

to deconstruct power relationships in the learning environment.  The authors described 

how exposing oppression can lead to a deep learning about ones ’subconscious ways of 

being and thinking.  The classroom activity began with the NE presenting her own sense 

of oppression in a poem.  After hearing this poem the students were given time to reflect 

on their own experiences with oppression.  Students then wrote their own words or 

statements anonymously from which the NE compiled a poem portraying the students’ 

sense of their own oppression.  The impact of this poem on the NE and students led to the 

formation of a group that sought to preserve the message that their original work 

portrayed.  The NE described her mix of admiration and hope for the students who shared 

their stories.  Through this activity Lapum et al. explained that the group became 

transformed through a greater understanding of themselves and others, but also of the 

social structures that shape oppression.  Lapum et al. showed that NEs take a risk in 

becoming co-participants in the learning process and in doing so challenge the very 

system within which they work.  However, as the authors described, through this process 

where the NE joined with the students in learning, the detrimental power dynamics in 

nursing education can be broken down and both NE and student can benefit. 
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Summary of Review of the Literature 

The purpose of this literature review was to provide a context for the current study 

of the experiences NEs have had with oppression and the impact of their experiences.  

The literature on oppression in nursing revealed the central concepts of power, silence, 

self-loathing, disruptive behaviors, and liberation that depict the circumstances of 

oppression in nursing historically and in the present.  The literature helped make clear 

that the application of Robert’s (1983) model of oppressed group behavior can provide a 

foundation to understand the issues that adversely affect nurses in clinical practice.  This 

literature review also revealed how NEs have experienced oppression in their clinical 

practice and work as educators in ways similar to those of nurses in clinical practice.  

However, literature representing NEs was focused on experiences in the educational 

setting and work with students.  The few articles that presented NEs’ experiences of 

oppression in the clinical setting were written as one individual’s personal narrative of 

the experiences.  This literature review demonstrated that a lack of literature about NEs’ 

experiences with oppression exists and further study is needed.  
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CHAPTER THREE: METHODOLOGY 

The purpose of this study was to discover the experiences NEs have had with 

oppression and to uncover how their experiences may have impacted them in their 

teaching.  This study provides further research on the human experience of power, 

silence, self-loathing, disruptive behaviors, and liberation as described in the nursing 

literature from NEs’ perspectives.  This study was also intended to add to the 

understanding of the impact of NEs’ experiences on their teaching and the professional 

formation of students.  The proceeding chapter provides a discussion of the philosophical 

and methodological frameworks that guided the approach and methods of this study.  

These frameworks are followed by a presentation of the process used to select study 

participants, the methods for data collection and analysis, a discussion of efforts used to 

ensure soundness of the data, and the strategies used to protect the human participants. 

Approach 

The framework from which a researcher conducts a study is built upon the 

researcher’s philosophical assumptions (Guba & Lincoln, 1994).  Philosophical 

assumptions make up the basic set of beliefs that shape the researcher’s view of reality 

and concerns about the world guide the ways a researcher searches for knowledge about 

the world and inform decisions about what theories and methods will be used in the 

search for knowledge (Creswell, 2013).  Philosophical discovery does not follow a 

prescribed order of defining one’s methods and then fitting the questions; in any study 

matching the research question with the methodology from which the concern is derived 

is important (Ruitenberg, 2010).  This section will describe the philosophical assumptions 

of constructivism that underlie the phenomenological methods for this study. 
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Constructivism 

Constructivism evolved from the works of early philosophers, Dilthey, Weber, 

and Husserl, who identified human agency and meaning-making as integral to explaining 

individual and collective experiences (Lee, 2012).  Assumptions that individuals 

construct knowledge and experience from their interactions with their social worlds were 

also made explicit by contemporary philosophers Guba, Lincoln, and Denzin (Lee, 2012).  

According to Guba and Lincoln (1994), constructivism is the view of reality through the 

lens of multiple constructions that are socially and experientially informed.  Guba and 

Lincoln (1994) claimed these realities are specific to the individual or groups that share 

commonalities across cultures.  They asserted that human behavior is best understood 

through the discovery of the meanings and purposes humans assign to their experiences.  

Stripping away human context detracts from the relevance of social science research 

results, and generalizable statistical data calculated by a detached outsider has little 

meaning for individuals and the practical concerns of their lives.  Guba and Lincoln 

claimed human realities are alterable and are not necessarily true or false but rather more 

or less informed.  No objective truth is waiting to be discovered, rather inquiry becomes a 

subjective transaction where the inquirer and object of inquiry are fused and the results 

become co-created as the inquiry proceeds (Guba & Lincoln, 1994).   

 This study was undertaken to add the perspective of each NE participant of his or 

her work as a nurse to the literature on oppression in nursing.  The foundation of the NE’s 

work is in teaching the care of others and this work becomes formed from the NE’s own 

experiences of caring for others (Benner, et al., 2010).  Issues of power and oppression 

are not only viewed as social phenomena to study in those whom nurses care for, but also 
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impact the formation of the nurse’s individual identity and motivations to act on behalf of 

the patient (Lapum et al., 2012).  Uncovering the individual and collective experiences of 

the NE participants can provide insight into the impact of the NEs’ past experiences on 

their work with students.   

Methods 

For many decades the focus of nursing research has been on the quantitative 

measurement of treatments, outcomes, and practice (Fjelland & Gjengedal, 1994; 

Yarcheski, Mahon, & Yarcheski, 2012).  Guba and Lincoln (1994) explained that 

historically research in the social sciences, such as nursing, evolved out of the positivist 

and postpositivist paradigms based in quantification, prediction, and control of natural 

phenomena.  Research from the positivist paradigms is done in a context free, objectively 

measured, dualist relationship between the investigator and the object of investigation 

(Guba & Lincoln, 1994).  Guba and Lincoln explained that postpositivists subscribe to a 

modified objectivist view and assert that “reality is assumed to exist but to be only 

imperfectly apprehendable because of basically flawed human intellectual mechanisms 

and the fundamentally intractable nature of phenomena” (p. 110).  Social science 

researchers have historically sought ways to emulate the positivist and postpositivist 

traditions to achieve greater acceptance and validity within the scientific community, 

whereby social and political leverage could be attained (Guba & Lincoln, 1994).  The 

growth of scientific nursing research in the 1980s developed out of the need to identify 

the unique knowledge base from which the profession could make legitimate decisions 

for nursing practice, yet many problems in nursing were not explainable through 

objective measurement (Polit & Beck, 2014).   
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The concerns of nursing research must extend beyond the measurement of the 

practice to encompass the complex and dynamic experiences of the human beings for 

whom nursing work is done (Benner, 2000).  The phenomenological method was chosen 

for this study as it provides a means to uncover the internal feelings that shape people’s 

actions and through this approach a deeper understanding of human thought and behavior 

will be gained (Neuman, 2003).  The phenomenological approach to understanding 

human experiences as they are lived brings the researcher in direct contact with the world 

as it is experienced (van Manen, 1990).  The study of human social experiences requires 

the researcher to engage with what lies internally in the mind of the participant as it is 

transformed from experience to human consciousness and revealed through language 

(Merriam, 2009).  In this study asking individuals to tell their individual stories and to 

speak about their life experiences in their own unique words was most important.   

Phenomenology 

Phenomenology as a method for research focuses on the often powerful and 

emotional shared human experiences where the researcher is tasked with describing 

commonalities and depicting the essence, or meaning, of the experiences (Creswell, 

2013; Merriam, 2009).  Creswell (2013) described the general steps in phenomenology 

research as identifying the object of human experience (phenomenon), data collection 

about the experience of the phenomenon, and description of how the phenomenon was 

experienced.  In traditional philosophies of phenomenology, the researcher is expected to 

recognize and suspend (bracket) preconceptions of the phenomenon in order to see the 

structure and elements of experience (Creswell, 2013).  This bracketing poses a problem; 

as van Manen (1990) asserted to effectively forget everything one knows about an 
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experience during a study may be a near impossibility.  In attempting to do so, the 

researcher will likely find that the “presuppositions persistently creep back into our 

reflections” (p. 47).  What van Manen recommended is to make explicit these 

presuppositions, beliefs, and biases and rather than try to forget them, the researcher must 

reflect and challenge them as shallow and imperfect, whereby they can be set aside to 

discover the essence of the experiences of others as with new eyes. 

The phenomenological method will provide for expression of the participants’ 

experiences of their work as nurses and educators.  This method will serve to expose 

what lies within the thoughts and feelings about the impact of any experiences of 

oppression each NE may have had.  Through this approach a deeper understanding of the 

individual and collective experience of oppression in this group of study participants will 

be gained. 

Hermeneutics 

Hermeneutics was originally used to interpret readings of religious texts and 

evolved from the 16th century into a method used in the interpretation of phenomena as 

read through a variety of texts (Rennie, 2012).  Where the phenomenological method 

provides the means to describe the lived experience, hermeneutics is the method of 

interpreting the meanings within texts (Creswell, 2013).  The phenomenological method 

is hermeneutical as its use does not lead the researcher to a search for whether an 

experience actually occurred or how often it occurred; rather, the researcher gains a better 

understanding of the essence of the occurrence through human language that captures the 

lived quality (van Manen, 1990).  The text provides a description of something, yet 

description alone may fail to capture the lived experience, may fail to capture the 
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meaning of that experience, or may instead describe some conceptualization of the 

meaning so interpretation is needed (van Manen, 1990).   

Hermeneutics as described by van Manen (1990) guided the search for meaning in 

the transcribed texts of this study.  The hermeneutical description of lived experience is 

not just descriptive of the experience but is what van Manen termed the validating circle 

of inquiry: “a good phenomenological description is collected by lived experience and 

recollects lived experience-is validated by lived experience and it validates lived 

experience” (p. 27).  In the process of reading and interpreting texts the researcher acts as 

subjective examiner of the whole of the text for understanding of the parts as they relate 

to the whole (Neuman, 2003).  The data from this study were examined from transcribed 

texts of interviews and from journal texts written by the participants.  Each individual 

interview was read and considered as a representation of the individual’s unique 

experiences.  Each interview was read again as a depiction of the phenomenon 

experienced by the group of participants.  The entire body of texts was reflected on as 

descriptive of the essence of the phenomenon of the experiences of the group of NEs 

participating in this study.   

Van Manen’s Hermeneutical Phenomenological Methodology 

Van Manen (1990) claimed that hermeneutical phenomenology has no prescribed 

method, rather it offers a body of knowledge or methodological background as 

recommendations for the scholarly study of human lived experience.  The following six 

activities described by van Manen guided this study: 

1. turning to a phenomenon which seriously interests us and commits us to the 

world; 

2. investigating experience as we live it rather than as we conceptualize it;  
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3. reflecting on the essential themes which characterize the phenomenon; 

4. describing the phenomenon through the art of writing and rewriting; 

5. maintaining a strong and oriented pedagogical relation to the phenomenon; 

6. balancing the research context by considering parts and whole. (p. 31) 

 

The first of van Manen’s (1990) research activities of turning to a concern was 

demonstrated in Chapter One and is reflected in the following personal disclosure.  My 

own journey through nursing education, from associate degree to PhD, my nursing 

practice, my work as a NE, and the experiences of power imbalances, HV, silence, 

internalized self-loathing and acting out against others served as motivation to pursue this 

study.   

I personally found my entry level nursing education challenging but rewarding.  

My education to become a nurse began six years after I completed high school.  I was 

married, had started a family, and was looking to do something that I felt was important 

to me and to others, and that I could call my own.  I had come from a very tumultuous 

family of origin where alcoholism, drug addiction, and domestic violence were the norm.  

From the experiences of my childhood I developed a concern for health, nutrition, and 

happiness; all of which I quickly realized when I was in nursing school, were lacking or 

unattended to as I was growing up.  In nursing school I discovered much about myself.  I 

learned that I was smarter than I had thought I was, I could commit to a goal and 

accomplish it, and I was more than capable of working as a nurse. 

In my nursing education program I found other women whom I could look up to, 

and discovered what mentors and role models are.  I was committed to becoming a 

pediatric nurse early on in my education.  One of my NEs challenged me to pursue areas 

of nursing outside of pediatrics so that I could be “well-rounded.”  Her push inspired me 
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to prove that I was capable of learning about adults while still focusing my end goals on 

caring for children.  Another NE introduced me to the value of volunteerism and showed 

me that being a nurse is more than a job; rather it is a lifestyle, a calling, and a way of 

being.   

My early nursing education exposed me to the power dynamics of nursing school, 

the hospital, and the profession in general.  I remember being proud of myself for 

winning the favor of the NEs by doing well in my school work.  I learned to keep quiet in 

the hospital around other nurses or doctors, as I found that, if I spoke up about a patient, 

others would roll their eyes, ignore me, or simply walk away.  I accepted this treatment as 

inevitable due to my lower status as a student.  I learned to pick my battles very carefully 

and only stand up for myself when I was absolutely sure of my position on an issue.  I 

remember longing for the day I could be the nurse, and I thought often how I wouldn’t 

treat students in the same way I and other students were treated.  I joined a professional 

nursing organization as a student and saw too that, unless a person was on the board or in 

a committee, her voice was either best not heard or would need to be filtered through the 

opinions and decisions of those in power.   

I believe my experiences in nursing school were mostly positive in part because I 

used my difficult experiences as a child as a comparison to what I was experiencing in 

nursing school.  I found in many of the educators what I perceived as nurturing, where 

other students I knew found difficulty, pressures to conform, and threats to their 

independence.  My experiences of being silenced by others made me want to be in a 

power position so that I could be heard and my opinion would be valued.   
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As a new nurse in the hospital workplace, I found learning what it took to fit in 

presented greater challenges than learning to be competent at nursing work.  Upon 

graduation I met my goal of working in a pediatric hospital.  However, I often felt my 

young age (compared to the older, more experienced nurses), my inexperience, and my 

desire to please everyone got in the way of my forming successful relationships with 

other nurses and the physicians.  I struggled to find mentors like I had found in nursing 

school.  I often felt incompetent when trying to make a decision and would seek others to 

help.  I learned quickly, albeit the hard way, that there were certain nurses who would 

help without humiliating me.  I also learned that open communication and honesty were 

difficult for many nurses.  This became apparent when I would hear nurses gossiping or 

bad mouthing other nurses’ work; yet when presented with the opportunity to be honest 

with others, they retreated from and avoided open communication about their concerns.  I 

began to adopt this mode of communication myself, but often felt confused and 

conflicted about being a part of the group of nurses I worked with.   

As my career progressed, I became more confident in my ability to openly 

represent my ideas and advocate for myself and others, yet it seemed that my associate 

degree in nursing was holding me back from realizing the respect and inclusion of other 

nurses.  I began to appreciate that my education level was inadequate, not according to 

the majority of nurses in nursing, but to the educators at the universities and nursing 

administrators at the major hospitals, many of whom also held powerful positions on the 

professional organization boards.  Although my specialized skills made me a valued 

member of the pediatric nursing community in the city in which I lived, my education 

was being used as a reason to exclude my voice from other nursing voices.  Despite being 
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active in professional organization activities and in advocacy for the nursing profession I 

continued to feel as though I needed to do more to be heard.  Because of my frustration 

with nurses and leaders that advocated for bachelor’s degrees as an entry into nursing and 

seemed to denigrate nurses with associate’s degrees, I accepted a position in an RN to 

masters nursing degree program, purposefully bypassing the bachelor’s degree option.  In 

this program I found many other nurses who had experienced the same exclusionary 

attitudes and behaviors.  Together, as a cohort, we grappled with the issues of advancing 

our degrees, while preserving the respect for our earlier education as a valuable entry into 

the profession that we loved.   

During my graduate education I began to recognize the exclusionary culture of 

nursing and education.  In my graduate studies I discovered that I had a deep desire to 

reveal and challenge the culture in which nurses denigrate and exclude other nurses.  I 

found that many nurses used these tactics as a means to inspire nurses to be better, to 

weed out the weak from the strong, or to demonstrate dominance.  I realized that I 

responded to the exclusionary behaviors of other nurses by seeking to improve myself, 

however, I suffered many years of frustration and shame about my education, and I acted 

out of spitefulness towards others.  This study comes from the culmination of the impact 

of my own experiences and the realization that many other nurses have experienced 

oppression in similar circumstances as myself, and that the perpetuation of the problems 

nurses face in their education and clinical practice must be better understood so that they 

can be stopped.   

As I read the literature reflective of my experiences as a student, nurse, and 

educator, I became aware of a gap in the literature.  Instead of being moved to fatalism 
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and apathy for what seemed the inevitable condition of exclusion that students with 

associate degrees in nursing and new nurses might be subjected to, I chose to pursue hope 

in the future possibilities of a changed reality.  Through my exploration of the literature 

relevant to oppression in nursing, despite discouragement from pursuing this study by 

professors, and peers, and my own concerns for potentially offending others by asking 

unpleasant questions or making distasteful insinuations about educators, I chose to 

proceed with this study.  My desire to understand how education and nursing practice 

could be improved also influenced me to overcome obstacles to addressing the issue of 

oppression.   

The second of van Manen’s (1990) phenomenological activities of investigating 

experience where it is lived is conveyed in the following description of the study 

participants, methods, analysis, soundness, and protection of human participants.  

Chapter Four and Five demonstrate activities three through six that guided the analysis 

and discussion of the importance of the findings of this study. 

Study Participants 

This study was approved by the Oregon State University (OSU) Institutional 

Review Board (IRB).  Invitations to participate were sent to all full time NEs who teach 

in classroom settings within seven of the eight community colleges within the Oregon 

Consortium of Nursing Education (OCNE) at the time of the study approval by the IRB.  

One community college within the OCNE was excluded due to my recent employment 

within this program.  Selecting participants from community colleges was important as 

the majority of registered nurses in the United States either entered nursing through, or 

received their initial nursing degree from, associate degree nursing programs in 
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community colleges (Fulcher & Mullin, 2011).  Recruiting participants from within the 

OCNE provided for a large number of possible participants with whom I have interacted 

in various ways through professional development activities.  I intended that this 

familiarity would promote richer dialogue and diminish the power imbalance that may 

have been perceived between the participant and myself as researcher.   

An invitation to participate in this study was sent as a recruitment email to 44 

possible participants.  The recruitment email is provided in Appendix A.  There was no 

restriction to participation based on gender, age, ethnicity, or length of time as a nurse or 

NE.  Emails were accessed through a common list-serve of NEs within the OCNE.  A 

sample of up to ten full time NEs was preferred for this study.  Conducting interviews 

with three to ten individuals is recognized as appropriate for describing the meaning of a 

phenomenon (Creswell, 2013).  Fourteen potential participants responded to the 

invitation to participate within a predetermined two week period of time.  The selection 

of participants was based on the date and time of the return of the consent form.  Potential 

participants were informed by email that return of the consent was essential to their being 

enrolled in the study and that despite being early in replying to the invitation if the 

consent form was not completed until after all ten participants were enrolled, they would 

be excluded.  Four of the fourteen possible participants did not reply to email 

communication after initially showing interest, and therefore did not complete the 

consent process so they were omitted as participants.  Informed consent forms were sent 

by email and participants were given up to fourteen days to ask questions regarding the 

study, the consent process, or other information about the interview process.  Ten 

participants from six of the seven eligible community colleges in urban as well as rural 
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areas across the state signed their consents, returned them to me, and were enrolled in the 

study within a two week time period.  All of the enrolled participants were white, female, 

ranging in age from the late 30s to late 60s, and had at least a master’s degree level of 

education. 

Data Collection 

In the hermeneutic phenomenological study the interview method provides the 

narrative perspective of the ways in which a phenomenon is lived or experienced (van 

Manen, 1990).  The data for this study were obtained through in-depth, semi-structured, 

open-ended interviews with the ten enrolled participants.  An interview was scheduled 

with each participant after her informed consent was obtained.  Participants selected 

dates, times, and places that were convenient to them, private, and appropriate for audio 

recording.  I conducted the interview face-to-face with each participant.  Each interview 

was audiotaped on a digital audio recording pen that also allowed for writing field notes 

that were digitally connected to the interview recording.  The interviews lasted an 

average of 51 minutes and were ended at either the participant’s request or when time 

approached the estimated commitment of 120 minutes that participants were informed of 

in their consent.   

The interview questions allowed for open exploration of the participants’ 

experiences as they had lived them.  I anticipated that discussing experiences of power, 

hierarchy, and disruptive behaviors such as horizontal violence or bullying could trigger 

unpleasant or threatening memories, so participants were allowed to describe their 

experiences as they chose, in a time and manner that they felt comfortable.  In order to 

provide structure to the interviews so that the research questions were addressed, 
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interview questions were constructed from the depiction of oppression in nursing 

identified in the literature as presented in Chapter Two.  Each initial interview question 

was used to provide a context for eliciting examples, stories, and explanations of the 

NE’s experiences.  I anticipated that the participants could have various interpretations of 

the concept of oppression, so probing questions were used at times to prompt specific 

examples of experiences, or to facilitate reflection by the participant on experiences as 

they related to a central concept of oppression.  Table 2 presents the research, interview, 

and probing questions used in the interviews.  The research interview protocol is 

provided in Appendix B.   

The audio recordings of the interviews were transcribed by a professional 

transcription service, adhering to the ethical principles of this study.  In concern for the 

amount of time and involvement of participants in this study, I determined that a 

professional transcriber would provide a quick turnaround of data from the time of the 

interview to the time of transcription.   

Review of the transcripts was conducted in several ways.  Once I received the 

transcripts from the transcriber, I reviewed them for accuracy as compared to my field 

notes.  Any remaining personal identifiers of the participant, other persons, or institutions 

were removed.  After my review, I sent participants their transcripts and asked them to 

read and review them.  This review provided the participants the opportunity to verify 

that the transcripts represented what they said in the interview, to clarify or expand on 

any issue that arose from their reading of the interview, and to expand on an areas they 

wished to share more about upon further reflection after the interview. 
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Table 2  

Research, Interview, and Probing Questions 

Research Questions Interview Questions Probing Questions 

What is the lived 

experience of nurse 

educators with 

oppression?  

What experiences have you 

had with hierarchy, power, 

or others exerting control in 

your work as a nurse?  

Have you ever heard the 

term oppression used to 

describe the nursing 

profession? 

 

What does this mean to 

you?  

  

What experiences did you 

have with bullying, 

incivility, or other 

disruptive behaviors as a 

nurse?  

 

Have you ever heard the 

terms horizontal violence, 

lateral violence, or vertical 

violence used to describe 

nurses behaviors? 

What does this term(s) 

mean to you?  

 

What is the meaning of 

their experiences?  

What was it like to have had 

these experiences?  

Did you take away any 

thoughts about nursing as a 

result of these experiences?  

 

How have these 

experiences impacted the 

nurse educators? 

 

Given that you’ve had these 

experiences could this 

impact your teaching about 

nursing?  

 

In what ways do you use 

your experiences to teach 

students about nursing?  

 

Most of the participants stated that reading the transcripts was difficult because of 

the manner in which the information was presented.  The transcriber was given 

instructions to include all words, vocal sounds, provide indication of emphasis on words 

as stated by the participant or interviewer, and many other sounds from the environment 

so as to provide a contextual richness that might otherwise be lost.  I then wrote a 

summary of each interview and sent this to each of the participants for review.  Several 

participants verified the summary as representative of their interviews.   



62 
 

For additional data collection points, I asked participants to maintain and submit 

journal entries in either paper or electronic formats (of their choosing) concerning the 

study topic and to respond to email-based communications to clarify statements as 

needed during the period of the research.  My purpose of this was to encourage 

participants to reflect on and record additional thoughts following the interview and 

review of their transcripts.  These journal entries were added to the data of the individual 

respondents and included as part of the analysis.  Many of the participants returned 

emails as journal entries or clarification of points they had made in their interview, which 

were then included as additional data for the analysis.  

Analysis 

Making sense of the narratives provided in the transcripts required what van 

Manen (1990) explained as a process of phenomenological reflection on the experiences 

of the participants to capture the essence of the phenomenon of oppression as they lived 

it.  In this phase of the study I developed a plan for reading the transcripts, identifying the 

participants’ statements as they related to the research questions, coding the transcripts, 

and identifying themes in order to uncover the essence of the phenomenon of oppression 

as experienced by NEs.  An outside investigator who is a NE, is knowledgeable in the 

topic being studied, and was approved by the IRB participated in this phase of the study 

as a peer reviewer.   

The process of reflection on the data began with coding the transcripts. Coding is 

not an explicit process identified by van Manen (1990) yet he asserted that the manner in 

which a researcher grasps the meaning of the experience is by seeing the experiential 

structures from a desire to understand the experience of the participants.  The plan for 
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coding included the identification of significant statements, words, phrases, or common 

elements of the participants’ experiences and assigning names for the codes.  The outside 

investigator and I agreed to read and code the first four transcripts separately and then 

discuss the coding that we had arrived at separately.  The outside investigator and I 

determined that a common set of significant statements, words, phrases, and elements 

were found in our separate readings of the transcripts.  The remaining transcripts were 

read and coded using a mutually agreed upon set of coding terms.  Additional significant 

statements, words, or phrases were identified and added to the codes.  Coding the 

transcripts provided a structure to see the important and relevant aspects of what it means 

to experience oppression. 

Themes are points of focus or simplifications from the transcripts that depict an 

aspect of a phenomenon at a point in time (van Manen, 1990).  Themes were developed 

in this study from the coding scheme as well as in revisiting and reflecting on the 

transcripts on several occasions by me and the outside investigator.  A set of themes that 

helped describe what the NEs experienced and depict the essence of the shared 

experiences of oppression in this group of NEs are described in Chapter Four. 

Soundness 

In qualitative research the extent to which the findings of a study represent what 

was studied and can be applied to different situations is defined through measures of 

soundness of the research (Merriam, 2009).  An open-ended, non-hierarchical interview 

process allowing for rich description by participants, member checking, peer review, and 

thick descriptions of the study findings supported the soundness of this study.   
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The study was conducted with an open-ended, semi-structured, non-hierarchical 

questioning process.  This process gave participants opportunity to share their 

experiences as they desired to describe them and to reduce my influence on their answers 

(Creswell, 2013).  Participants were given time to consider and ask questions of the 

researcher regarding the purpose and topic of the study prior to their consent and their 

interview.  The participants’ familiarity with me as a NE helped establish a basic level of 

comfort with talking about potentially uncomfortable experiences.  I took care to allow 

the participants to use words, phrases, stories, anecdotes, and explanations they felt 

applied to the questions without leading them to share in certain ways or with certain 

words.  The study participants were invited to also provide their thoughts on the topic 

through journals, which allowed them time for private reflection and opportunities to 

express their thoughts in a different manner than face to face. 

Additional methods of ensuring soundness were employed in this study.  An 

outside investigator participated in the coding and theme identification phases of the 

research as a peer reviewer.  Transcripts were read separately by me and the outside 

investigator and a mutual set of codes and themes were derived.  Member checking is 

important for ruling out misinterpretation of participants’ meanings (Merriam, 2009).  

The participants were asked to review the transcription of the interview and the summary 

of the main points found in their interview so that they could clarify or elaborate on any 

aspect of the texts.  Generalizability is not the goal of qualitative research, however the 

researcher needs to provide enough description of data to allow depiction of the essence 

of the experience that consumers of the research could consider the findings and relate 

the analysis to other areas of study (Lincoln & Guba, 1985).  Thick, detailed descriptions 



65 
 

of the themes incorporating multiple participants’ views are provided in the analysis in 

Chapter Four. 

Protection of Human Participants 

The study was approved by the OSU IRB prior to participant selection and 

commencing interviews.  The outside investigator abided by confidentiality procedures as 

outlined in the study, by the OSU IRB, and as provided by law. Participants were 

informed about the study and gave their written informed consent to participate.  A copy 

of the consent is provided in Appendix C.  Efforts to ensure confidentiality included the 

use of pseudo-names on the audio recordings and in the transcripts to protect the 

individual participant’s identity prior to transcription.  The names of other persons, 

organizations, or groups were generalized in the transcripts and journals prior to the 

outside investigator obtaining the transcripts.   

Participants’ personal and identifying information was protected.  I had access to 

identifiers and to the participants’ names and contact information including phone 

number and email during the study.  I used this information to contact participants to 

provide them with the transcripts and summaries of the data.  At the completion of this 

study the contact information was deleted and destroyed.  This study involved 

transmission of information over the internet and participants were informed that email 

transmission cannot be guaranteed to be secure or error-free as information could be 

intercepted, corrupted, lost, or destroyed, arrive late, or contain viruses.  I received 

journal entries by email and reviewed them.  Identifiers were removed or replaced with 

pseudo-names that corresponded to those used in the interview transcripts prior to 
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distributing the transcripts to the outside investigator.  At the completion of this study the 

emails were deleted. 

Minimal risks or discomforts associated with being in this study were anticipated.  

A chance existed that negative experiences or feelings might be uncovered during the 

course of this study and a concern that the potential for embarrassment or emotional 

discomfort with disclosing personal experiences could occur was present.  Care was 

taken to assure participants were informed about all aspects of the study prior to 

consenting.  Discussing one’s experience of being oppressed could potentially threaten 

personal and professional status.  I had the utmost concern to assure the participants felt 

safe to reveal their experiences, thus demographic or college information was not deemed 

relevant and was not used in the descriptions or analysis of the participants’ experiences.  

Results were reported in a summarized manner in such a way that participants cannot be 

identified.   

Whether participants benefited from being in this study is not known.  All 

participants in this study were provided a summary of the study results.  Participants may 

have benefited from examining their personal experiences with oppression in their 

nursing careers and from the journaling and reflection on these experiences and how they 

may impact their teaching.  The content from this study could be useful in understanding 

the experiences of NEs with power imbalances and workplace behaviors associated with 

oppressed groups and could inform ways to improve nursing education and the new 

nurse’s experiences in clinical practice.  
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CHAPTER FOUR: FINDINGS AND THEMES 

As stated in Chapter One, the purpose of this phenomenological study was to 

discover the experiences NEs have had with oppression and to uncover how their 

experiences may impact their teaching.  This chapter provides the results of this study 

and is organized into two sections.  The first section presents the findings through a 

description of the themes that emerged from the NE participants’ experiences as revealed 

in the transcripts and journal entries.  The chapter finishes with a summary of the findings 

and prepares a foundation for the discussion in Chapter Five. 

Findings 

Four major themes were identified from interviews with ten NE participants that 

represent their experiences with oppression and the impact their experiences had on them.  

The first major theme addressed the inherent external forces of power in the systems the 

participants have worked in.  Subthemes of this first theme included (a) who holds the 

power, (b) changes in perception of power, and (c) wielding of power.  The second theme 

represented the disruptive behaviors the participants experienced and the impact these 

behaviors had on them.  The subthemes were (a) interference in nursing work, (b) 

interference in professional formation, (c) responding to disruptive behaviors, and (d) 

making sense of disruptive behaviors.  The third theme identified the participants’ senses 

of their own personal power.  Subthemes of personal power were (a) not a victim, (b) 

mentors and allies, and (c) self-advocacy.  The fourth major theme in these findings was 

derived from the participants’ expressions that they wanted to pay forward to students 

what they had learned.  This final theme was broken into the subthemes of (a) passion for 

the work, (b) making the path smoother, (c) essential relational skills, and (d) developing 
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a voice.  From these major themes a depiction of the phenomenon of oppression as 

experienced by the ten NE participants is revealed.   

Inherent External Forces of Power 

The participants recognized external forces of power as inherent in clinical 

practice and education.  They expressed a sense that every institution has power 

and hierarchy.  The participants identified charge nurses, nurse managers, 

physicians, administration, and NEs as possessing power in nursing.   

There’s always hierarchy and power as a beginning staff nurse.  You have the 

charge nurse, the nurse manager, you have administration of whatever setting 

you’re in.  That exists all the way through nursing.  As a nurse educator, I have 

fellow nursing instructors, I have college administration, I have dealings with the 

administrations of the clinical sites we use, so there’s never a moment where 

there’s not somebody above you in the pecking order…  (Lauren) 

Over time the participants’ perception of power and hierarchy changed.  Ultimately the 

way in which power was used was of greater importance to the participants than the mere 

presence of power. 

Who holds the power.  The charge nurse was described as having the 

power to affect the clinical practice workplace environment in various ways.  The 

participants explained how charge nurses represented one of the first authority 

figures that nurses are exposed to in their direct patient care and they can be 

intimidating to students and new nurses.  Several of the participants described 

how, when they were new nurses, charge nurses manipulated patient assignments, 

making the provision of patient care more difficult.  The participants’ stories of 
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charge nurses reflected the perception that they have the power to manipulate the 

culture of the workplace and even get nurses fired.  One participant felt that 

charge nurses are redundant in workplaces where nurses “had more ownership” of 

their clinical practice.  Other participants described charge nurses as team-

oriented and supportive as mentors for them when they were new.  One 

participant described how the charge nurse “offered her veins to give me practice 

and to give me confidence.” 

The participants viewed the nurse manager’s power as detrimental to their 

satisfaction in their work or as supportive of their work; either way the nurse 

manager was seen as a representative of the overall organization.  The participants 

expressed how at times the nurse manager acted in ways that made them feel 

undervalued and frustrated with the “hospital politics.”  A nurse manager who 

uses intimidation or threats was viewed as disrespectful of the work of nurses.  

One participant explained how nurse managers can use their power to negatively 

impact the work culture: 

I think it’s because I stood up to her and then all of a sudden, the people that 

worked at [a particular care area] that were my friends, started getting called on 

the carpet.  And getting threatened [that they would be] fired.  (Charlene) 

As Sharon described, a nurse manager’s actions made her not want to work in the 

organization: 

And I thought I was doing a good job, but then all of these things started 

happening and I remember lying in bed and saying to my husband, “I don’t even 

want to go to work!” (Sharon) 
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One participant described that, when a manager does not show respect for nurses, being 

called into that manager’s office is “like going to the principal’s office” (Callie).  Nurse 

managers were seen as holding legitimate power such as their “control over salary based 

on clinical evals.”  Positive experiences with nurse managers were described when the 

nurse manager said something inspiring, when resources needed to provide patient care 

that met with the participant’s values were acquired, and when support for effective team 

functioning was provided. 

The participants described the power of physicians to control nursing work and 

intimidate nurses and how this power affected them in their clinical practice.  The source 

of the physician’s power was explained by several of the participants as power that had 

been given by society and health care organizations to control nursing work, similar to 

the way Delores described: 

We as nurses have worked in a primarily male-dominated environment, where 

doctors have the power …they’re given that by society, they’re given that 

financially, they’re given that by the profession.  (Delores) 

One participant described how physicians have control over part of her clinical practice 

through their protocols.  Others described the conflict that arose for them when the 

physician’s orders were different from the decisions they wanted to make for the sake of 

the patient.  This conflict was made more complicated by the threat of being written up 

for either questioning the physician’s orders or disrupting the physician at night.  Many 

of the participants explained how calling the physician became a stressful and demeaning 

experience.  Delores shared how this affected her care of patients: 
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I can definitely remember a particular [doctor] that we had in town that you just 

didn’t want to call him.  So, you know, all measures were taken to try and avoid, 

that which was, I’m sure looking back, not always in the patient’s best interest.  

They did not get interventions that they needed in a timely manner, because I 

wasn’t willing to call him.  (Delores) 

Some of the participants expressed that “…doctors being able to be intimidating and 

bullying” is part of the culture and “that’s just the way it is.”  Several of the participants 

described how early in their clinical practice years they would treat physicians with 

deference.  Lauren described how deference was expressed:   

I’d say it was the second job that I was at, it was made very clear that these seats 

at the nurses’ desk area were reserved for the doctors. And if you sat down there, 

if you saw a physician approaching, you popped out of there really quick.  

(Lauren) 

In the stories of their experiences with physicians, several of the participants explained 

that, although the physician had exerted some form of power and control over their work 

in the past, they did not view this as a major source of control over their work currently. 

Administrative power was identified by the participants as a major source of 

difficulty in accomplishing their work and in dissatisfaction with the organizations they 

worked in.  In recounting their experiences, the participants did not describe 

administration as a person or individual, but characterized this source of power as an 

ambiguous entity that was disconnected from the real work of nurses.  One participant 

shared that when there was a storm, nurses and other clinical workers at the hospital 

arrived at work but there was “not one administrator, manager, or educator on the floor 
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helping out.  Patient care was certainly affected, and staff felt extremely frustrated that 

we did not get any help from management and administration” (Jane).  When talking 

about their experiences, a few of the participants expressed concern that the focus of 

administration was on the “bottom line” and some perceived there was a distance 

between those in power from what they felt was the “main reason why they’re there.”  

Two participants depicted that trying to get resources from administration to provide 

patient care the way they felt it needed to be done was a “fight.”  Phyllis described her 

experiences of “fighting administration” to get resources and staffing to maintain a basic 

standard of patient care and she felt as though administration was asking nurses “to do 

the impossible.”  Only one participant depicted her experiences with administration as 

supportive of the work she needed to do as a NE.   

 A few of the participants described how NEs had negatively impacted their 

perception of power in nursing.  Kristy explained that: 

…the experience related to hierarchy and power definitely has morphed through 

my career.  Because initially of course, it was with faculty and back when I was in 

school, faculty were much different than they are today.  They weren’t nearly as 

supportive.  I always felt like they were there to criticize and judge, rather than 

support and help, so power and hierarchy within nursing was not a positive thing 

really at that point in time.  And I don’t remember having any role models during 

school that made me think, “Oh, I would love to be like that person someday.”  

(Kristy) 

One participant explained that faculty in her master’s degree program expressed 

negative opinions of associate degree nursing education and this caused her 
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distress as she had a friend who worked in an associate degree program.  Others 

depicted NEs as having the ability to wield power over undergraduate students’ 

school work and personal lives and doing so as a way to socialize them to the 

reality of the profession.  One participant described how, when she was a student, 

a graduate NE pressured her and tried to influence her decisions for graduate 

study.  A few of the participants shared their experiences of educator colleagues 

that sabotage each other, use resistance as a way to fight other NEs’ proposals to 

make changes, and express disrespect of colleagues to students.  Although some 

of the participants’ stories conveyed negative experiences they had with other 

NEs, they shared other examples of the positive interactions they have had with 

their colleagues.  Some of the participants expressed that they felt they shared the 

passion for nursing education and a mutual respect with other NEs.  Lauren 

provided one example where she shared with other faculty “some very 

complimentary comments from the students about how the instructors listened 

and how they made changes in policies based on student feedback.” 

Most of the participants expressed the concern that students experience an 

environment that perpetuates some of the traditional power dynamics.  This was made 

clear in this participant’s comments: 

…(the student) has this exchange with the doctor in the hall in front of people, 

who is talking down to her, was rude, I mean, just a lot of uncivil behaviors and, 

you know, public about it and stuff.  And her-bless her heart, her response was, 

‘Well, he was the doctor’.” (Delores) 
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The participants described instances that occurred where the student was exposed to who 

held power.   

…for nursing students in a community college, frequently it’s second time 

through…and so they’ll say this to you…“You’ve got the power to flunk me!  

You can prohibit me from getting what I want out of life.” and that’s a huge 

threat. (Sharon) 

Exposure of students to the power dynamics in nursing also occurred when or if the NE 

responded to others’ disruptive behaviors.  A few of the participants expressed how at 

times the students could be uncivil towards the instructor in front of other students.  If the 

student’s disruptive behaviors were not stopped, the NE felt the student took control of 

the classroom environment.  Despite their concern for the frustration of students or the 

powerlessness they might feel, many of the participants acknowledged that the student “is 

low man on the totem pole.” 

Changes in perception of power.  The participants described how their 

perceptions of the impact of power and hierarchy changed at various stages 

throughout their professional formation as nurses.  Power and hierarchy impacted 

the participants as new nurses in several ways.  The participants described early 

job experiences where they associated power and hierarchy in terms of the 

personal impact.  Some of the participants described that they were initiated into a 

less than collegial culture where mentors were scarce such as what Molly 

experienced: “I walked in, my preceptor said to me the first day, ‘I hate doing 

this.  Try to stay out of my way.’   I thought, oh this isn’t starting out well.”  The 

participants also told how they perceived those who created the work schedules as 
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having control over their work and personal lives.  Several expressed how, when 

they were new nurses, they felt as though they were not given many choices of 

when they would work.  Early career expectations of submission to physicians 

were also felt, as described earlier and again highlighted by Kristy’s experience: 

“You know, back in the day when I first was a nurse and for several years, we 

were expected to get up when the physician walked in and give him our chair…” 

(Kristy) 

 From the lens of the experienced nurse, the participants described how they saw 

power and hierarchy as having less of an impact on them personally.   

I guess I’m always, in working as a nurse, aware that there is hierarchy.  Working 

as a nurse I feel mostly…when I’m working with patients I feel like it’s more of a 

team, so I don’t feel like I have powers above me that are regulating what I’m 

doing or even watching what I’m doing.  (Jane) 

Power represented sources to influence in order to get what they needed to do their work 

in the manner they preferred.  Some of the participants described how their early 

experiences developed into a greater understanding of the forces exerting control on their 

work and how to impact them.  Charlene stated:  

I believe that, if there’s open communication, you don’t feel the different levels as 

much.  If there is not open communication, or if the communication is really just 

one-sided, then that’s when you really start to feel the power struggle and 

hierarchy within.  (Charlene) 

 Many of the participants progressed into formal positions of power such as charge 

nurses, managers, administrators, and staff educators themselves within the systems 
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where they had worked in clinical practice.  One participant shared how, at this point in 

her career, power and hierarchy became “mere words” and she felt “nobody’s job was 

more important than the other person’s.”  Some of the participants claimed that when 

they had gained more experience in their clinical practice, their concerns became focused 

on external larger issues such as appropriate numbers of nurses for better patient care, 

scheduling of work hours supportive of the older nurse, efforts that achieve greater 

autonomy of nurses in their practice, and obtaining the resources to do their job well.  

 Not only did the participants share stories depicting how their perceptions of 

power evolved over time but they described the societal and organizational advances in 

power they had experienced.  Although remnants of the historical factors of power exist 

in nursing, “where the physician was seen at the top of the ladder, and the nurses were 

definitely lower down on the ladder,” most of the participants stated they felt this is 

changing.  Tina stated her perception that “…I still believe our physicians are more 

collegial with nurses than old school physicians” and because of her own beliefs and 

values, she does not feel pressured to conform to others’ demands especially if she thinks 

she is being asked to so something out of her scope of practice or not right for the patient.   

Power and hierarchy present in nursing education were perceived by some of the 

participants as improving.  The participants shared how processes that support students 

and learning are implemented despite some faculty resistance and fear of losing old ways.  

We can see this in Delores’s description of how a points system used as reward and 

punishment for student behaviors was done “…because we could!  Nobody was looking 

at the ramifications of that or the value of that.  It was just something that had come down 
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from 20, 30, 40 years ago.”  She expressed pride that the faculty acted to change the 

system to benefit the students. 

 Wielding of power.  The participants expressed that some level of power and 

hierarchy is normal in the systems of health care where nursing work is done.  However, 

they described how that power is wielded was of greater concern for them than the 

presence of power.  The ways in which several of the participants explained who had 

power depicts their concerns with people in formal positions of authority who abuse 

power.  There appeared to be a consensus that inconsistency between the stated values 

and actions of administration caused distress for the participants.  One participant said 

she felt the development of committees that do not cause change are used as a disguise to 

move the administration’s intended agenda forward.  Several of the participants identified 

the persistence of inconsistent work scheduling, shift work, and long shift hours as 

detrimental to retaining experienced nurses.  More than half of the participants said the 

lack of attention to appropriate staffing levels was distressing to them and showed that 

administration did not understand the toll that working understaffed had on nurses and 

patient care. 

The participants were asked if they had heard the term oppression used to 

describe the nursing profession.  Many of the participants had not heard the term used to 

describe nursing and did not perceive oppression as a factor that affected them in their 

work.  Only after sharing their experiences and reflecting on them did a sense of what 

oppression meant to each participant emerge. “I guess you could say there’s oppression 

there, of staff nurses regarding student nurses at times, but again, …it’s not the word, 

oppression isn’t something that I’ve used or that I’ve heard my peers or colleagues use” 
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(Lauren).  Yet, some of the participants acknowledged that the ways in which power is 

wielded is an important aspect of feeling oppressed. Jane stated:    

I am thinking about while we’re talking, oppression, that perhaps there is some 

oppression going on and that maybe administration, management, middle 

management up through administration, isn’t hearing the needs of the nurses so 

much.  So when I think of that term oppression perhaps that is more pronounced 

than I think. (Jane)  

From her journal entry after her initial interview where oppression was discussed, Phyllis 

then reflected:  

I feel that one form of oppression is interchangeable with moral distress.  One 

such event might be when I am working with a physician or administrator that 

does not support the patient right to optimal medical care.  For example, when the 

doctor consistently fails to promote and/or provide the means to control a patients 

pain, unless they like the patient or the way the patient looks.  When the incident 

is reported to the administration, the report is ignored. This could be viewed a 

form of oppression.  When the nurse feels powerless to provide optimal patient 

care. (Phyllis) 

Some of the participants explained that a nurse might feel the effects of power as 

oppressive because of some personal characteristic of the individual nurse.  Many of the 

participants described how the nurse’s assumptions about the value of their contribution 

can impact the experience of power.  They explained how new nurses are more 

susceptible to feeling intimidated as they are not as professionally “mature and haven’t 

developed their voice yet and a way to develop it” (Phyllis).  One participant described 
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how her resistance to getting further education blinded her to the possibilities of 

enhancing her practice: 

I feel like I didn’t know how empowering it would be to have more education.  I 

said in nursing school, [over twenty] years ago, “I’ll never be a teacher.  I’ll never 

go back to school.  Why would that make me a better bedside nurse.  It won’t 

make me do my job better.”  But that’s not true.  And I feel that, that in, in that 

way, we box ourselves in.  (Phyllis)  

Other participants saw a lack of support from the profession and a detrimental public 

image as contributing to nurses’ senses of oppression.  Charlene shared her thoughts on 

the responsibility of the profession for the image and conditions within nursing: 

In many ways, I do believe that nursing has been oppressed.  [Nursing] suffers 

from oppression but I believe it is because of the practice, the profession’s own 

ability to allow that to happen to it.  There are nurses working everywhere right 

now in this country, in this state, this minute, that are not working up to their 

potential, that are not working up to their, the scope of practice because there’s 

somebody telling them they can’t do it.  (Charlene) 

Disruptive Behaviors  

Throughout the interviews the participants shared stories “where somebody tries 

to better another person by putting them down, by yelling at them, by passive aggressive 

behavior, [and] talking behind their back” (Charlene).  The participants shared their 

experiences of the disruptive behaviors that were enacted between physicians and nurses, 

managers and nurses, charge nurses and nurses, among nurses, between faculty and 

students, and among students.  In some cases the disruptive behaviors were caused by the 
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participants themselves.  Disruptive behaviors were seen as distressing when they 

interfered in nursing work with patients and the professional formation of nurses.  The 

participants described how they avoided conflict, spoke out against the perpetrators, 

worked together, focused on the patients, and chose to resign as ways of dealing with 

disruptive behaviors.  In their attempts to understand the source of the problems, the 

participants attributed the disruptive behaviors to personal characteristics, personal 

motivations, generational issues, and educational levels. 

The participants described situations, such as actual violence or passive 

aggressive behaviors, as either what they experienced directly or actions that occurred 

“behind the scenes.”  In some situations described, an interaction erupted into actual 

violence as a result of what the participant did or did not do.  The following is an 

explanation of a circumstance where not getting certain work done resulted in the 

participant’s experience of disruptive behaviors:   

One nurse threw a chart at me one morning because she was frustrated, because I 

had left [an] IV, it was just a gravity drip and I had only left 100 left to count at 

the end of the shift, and she was extremely upset because… I shouldn’t have done 

that.  I should have just thrown [the bag] away and hung a new bag because there 

was no way she was going to get to that before it was empty, in her mind.  

(Kristy)   

 Four of the participants acknowledged that, during their own professional 

formation, they had been perpetrators of disruptive behaviors towards others.  One 

participant was described by her supervisor as a “steamroller.”  Another participant 

described how “I remember, I was one of those nurses that came flying in, ‘Get out of my 
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way!’ in the locker room ‘I gotta change!’.”  One participant recognized that “I probably 

did it more than anybody else when I think back.”   

 Interference in nursing work.  All of the participants experienced some form of 

disruptive behaviors that they identified as either interfering with the care of patients, the 

work of the nurse, or the development of the nursing student.  The participants identified 

others’ disruptive behaviors as clearly having a direct impact on the quality of patient 

care and the safety of the patient.   

I’ve heard people tell me their stories about having stuff, like, taken out or, that 

they needed to do their job, tools that were put away and hidden, in order to sort 

of make them look bad which ultimately can hurt the patient. (Molly) 

Tina saw other nurses acting in passive aggressive ways towards patients:   

I provided excellent nursing care but I didn’t withhold any medications, I didn’t, 

you know, let his food sit there and get cold.  I mean all of that kind of passive 

power I saw the nurses do, especially to the prisoner patients, which I thought was 

wrong.  Withholding pain meds, I mean all of that. (Tina) 

Several of the participants’ stories reflected a passive-aggressive interaction with 

physicians or others who held positions of power.  Kristy told how “…we learned to play 

this game with the physicians” in order to navigate through interactions that were going 

to be difficult.  The participants also witnessed disruptive behaviors happening to others.  

Examples of this were physicians’ verbal assaults on nurses, nurses’ passive-aggressive 

behaviors towards other nurses, nurses expressing disdain for students, and NEs bullying 

other NEs and students. 
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The participants expressed concerns that disruptive behaviors can affect the entire 

culture of the work unit, influence how care is provided to patients, and impact the 

satisfaction nurses find in their job.  Although some behaviors arising out of the culture 

may not have been seen as having a direct impact on the patient, as depicted in Kristy’s 

story, they were seen as interfering in the satisfaction nurses found in their jobs:  

Sometimes it’s unspoken.  So much of what a couple of them did was…a lot of it 

was overt, but a lot of it was just body language.  Sitting at one end of the desk 

and you know, the back to the other person and anytime anybody said anything, 

just kind of a “Humph!” …nobody wants to work in an environment like that 

where’s there’s not a feeling of teamwork and camaraderie.  (Kristy)   

The participants described how students learn about the workplace culture when 

they enter the clinical practice in their clinical instruction.  Some of the participants 

thought the introduction to the culture where nurses eat their young occurs as early as 

nursing school.  There were descriptions of comments the participants heard from nurses 

about working with students such as “Oh, I don’t want the trouble today,” many of which 

were over heard by students as well.  Many of the participants said nurses often make it 

apparent when students are not welcome and stories similar to the one Callie told were all 

too familiar to the participants: 

We had an experience with students on the floor just a week ago where the 

students showed up and someone who wasn’t going to have a student very openly 

said something about, “Oh, my gosh, we have students again!”…and very much 

meant it and didn’t like them and all of their communication, whether it’s 

unspoken or spoken was, almost mean to the students…(Callie) 
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The participants described how a culture that allows disruptive behaviors 

adversely impacts the care of patients.  At times these participants experienced situations 

where someone was being yelled at or bullied and others in the work area remained 

silent.  This was seen as ignoring the problem and was one of the reasons that the 

participants felt the culture of disruptive behaviors persists. 

  Interference in professional formation.  Disruptive behaviors of other nurses 

proved to have an effect on the professional formation of several of the participants.  

They described experiences in which they felt caring or concern for them was not 

evident, as highlighted by Kristy:  

I felt like I was a really good critical thinker, and looking back I know I was, but 

yet I was only a graduate nurse.  And so I had situations that I had never 

encountered before, obviously, and I didn’t have… it was just extremely stressful 

questioning myself all the time… it was just so stressful that I couldn’t see myself 

staying in that position.  (Kristy) 

Other nurse’s behaviors helped the participants understand that being a new nurse 

did not necessarily mean they would be shown empathy or compassion.  One 

participant described being thrust into situations that were unsafe and humiliating: 

…they would give me the four ends [of the unit], the worst patients, I would walk 

in the break room and people would stop talking.  They would read my charting 

and laugh about it, nobody would show me where anything was.  (Molly)  

Most of the participants identified a situation where charge nurses, nurse managers, and 

others in positions of power did not demonstrate concern for their needs as new nurses.  

They expressed how the absence of support in learning the work left them feeling 
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abandoned.  As Sharon described, these experiences made it difficult for them to want to 

continue in the profession.  The participants expressed that it felt like others in positions 

of power expected the impossible from them early in their careers and a few of the 

participants described feeling threatened to comply with unreasonable requests.   

A culture of disruptive behaviors was also apparent to these participants in the 

academic setting.  They described situations where other NEs behaved in a way that 

interfered with the forward movement of curriculum changes that would benefit student 

learning.  The participants shared their insights on the difficulties encountered when 

trying to change the culture.  Jane captured this in her explanation of behaviors 

encountered in the academic setting: 

At the college, you know, we team teach and we don’t always agree.  We’re all 

extremely passionate people.  (We) just want the best for everybody, and you 

know, if you happen to be one who wants to make a change and it means a lot of 

work or maybe it’s stepping on somebody’s toes, maybe not in line with 

something somebody else had planned, I’ve seen some groups kind of get 

together and try to shun that faculty member.  (Jane) 

A few of the participants described their concern that, during verbal attacks on them, their 

NE colleagues remained silent.  The impact of disruptive behaviors in the academic 

setting not only affects the NEs involved, but also can be perceived by the students.  

Lauren shared her experience of this:   

…two faculty, that were at each other’s throats, I guess I would call that lateral 

violence, those were words, tone of voice, volume of voice, words that were used, 
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accusations directed at each other…and there’s always a spillover with that, to the 

other faculty and to the students.  (Lauren) 

The majority of the participants acknowledged that the nursing students can be 

affected by the disruptive behaviors of others.  An occurrence of this is when a NE 

portrays to students that they are of little importance such as described in Lauren’s 

experience: “… one instructor who, a number of students complained that she kept 

rolling [her eyes] when they talked to her about different things.”  The participants shared 

they were aware of other NEs who told students it was likely many of them would not 

complete the nursing program.  The participants were concerned that students might be 

learning bullying and uncivil behavior and acting out in these ways towards NEs.   

The participants shared stories of students’ disruptive behaviors.  They shared 

stories of students stalking other students, attacking other students verbally, using racist 

remarks, and causing others to be afraid.  The stories of students challenging, even 

threatening the NEs were similar in that they generally occurred in relation to an 

assignment such as in Sharon’s experience: “When you’re doing a test review, they come 

out of their chair like this, lean forward and yell at you and tell you that your test was not 

appropriate!”  The participants expressed their unease with what seemed a recent shift in 

the power students perceive they have over their instructors, and how they act on this 

perception.  Unease with this new development was highlighted by Sharon:  

Well, we didn’t used to think we had the power to do that with our teachers way 

back in the 70s and 60s.  But people seem to think they have the power to do that 

now.  Do they have the power to do that?  Do they, do they have the right to do 

that?  I don’t think anyone has the right to act uncivil to anybody.  (Sharon)   



86 
 

Responding to disruptive behaviors.  As the participants gained experience and 

confidence they began to use strategies to challenge and even stop the disruptive 

behaviors of others.  The participants explained how fear, poor communication, and 

avoidance were reasons for the pervasiveness of disruptive behaviors.  These disruptive 

behaviors interfered with nurses and others building successful relationships that could 

change the disruptive behaviors.   

Many of the participants acknowledged that fears of targeting, retaliation, 

reprimand, or confrontation interfered with nurses’ desires to challenge disruptive 

behaviors.  Fear of being the target of others’ behaviors was a common issue the 

participants felt interfered with building successful relationships:   

… and I think that for fear, my other colleagues were so afraid that, if they said 

anything, she would have turned and lashed at them, and they didn’t know what to 

do.  It paralyzed them, and I think that that happens a lot with the violence in the 

workplace too.  When somebody attacks somebody, other people keep quiet 

because … “if I open my mouth, it’s going to happen to me,” and they become 

paralyzed… (Charlene) 

The participants identified poor communication between members of a group as 

interfering in successful relationships.  When frustrations build and communication 

breaks down, misperceptions can develop into larger issues: 

I think there was some communication that was either misinterpreted or whatever, 

and so the nurse threw a pencil down, and the next thing you know, the charge 

nurse is saying, “She attacked me.”  (Callie) 
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Avoidance was described as a tactic used in difficult situations.  It was described 

as something nurses used to protect themselves when they felt they were being targeted 

by another person, did not want to further exacerbate a difficult person’s disruptive 

behaviors, or for some unidentified underlying motive.  The participants described 

situations where they themselves used avoidance; in some cases they acknowledged 

doing it and justified it as a way to protect themselves or students.   

Confronting the disruptive behaviors of other nurses was overall described as 

difficult, yet the participants shared examples of what they thought could be done to 

address other nurses’ behaviors.  Molly described her thoughts on this: 

Everybody knows that those people suck up all the energy and make the 

workplace kind of toxic, and yet, people don’t want to confront them, even on a 

small thing. I’m not saying start World War III over it but it’s not that hard to say, 

“Well, that’s really unkind of you to say that.  How would you feel if somebody 

said that about you?” (Molly) 

There were a few situations described where the deeply held beliefs of the participant 

were challenged and from this challenge the participant was compelled to face the threat 

of what she feared.  Delores recognized when the doctor’s behavior interfered in patient 

care: “You call them and, you know, ‘Yes, I want to call you at three in the morning and 

wake you up and tell you your patient’s not doing well so you can scream at me!’.”  She 

described, as other participants did, that her attitude about advocacy for the patient had to 

be stronger than her fear of backlash from the physician.  Jane felt that being an advocate 

for the patient’s needs and taking care of the needs of nurses to provide patient care 

requires that nurses “speak up.”  Phyllis described how her boss pressured her to do 
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something that was unethical and detrimental to patient care and she chose to resist the 

pressure by speaking out: 

My boss wanted me to falsely document that the cultures were done before.  But I 

said “no,” I said “you don’t want me to work here if you want an unethical person 

that would do that, so why are you asking me that?”   

Other examples of addressing disruptive behaviors were working together with managers, 

administration, and others to change the workplace culture and developing skills in new 

nurses and students to advocate for themselves.  Over half of the participants described 

resigning a position as a strategy they used to deal with their dissatisfaction with others’ 

disruptive behaviors.   

Making sense.  In their attempts to understand the source of disruptive behaviors 

the participants shared their understandings of those who commit the behaviors and why.  

Personal characteristics, generational issues, and educational levels were attributed as 

causes of others’ actions that interfered in nursing work and professional formation. 

Many of the participants had not particularly identified the disruptive behaviors as such, 

and were not familiar with terminology as described in the literature.  A small number of 

the participants had training or education in identifying these disruptive behaviors.  

Delores described how her understanding of others’ behaviors developed: 

We labeled the behavior in ways that I guess described how we felt about it but I 

don’t recall us ever saying, “Oh no, that’s bullying”… there was no term that I 

remember other than “eat your own.” (Delores) 

Phyllis shared how she had experienced a more formal training on the issues:  
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… and now in the last couple of years, they actually have little components you 

have to go through every year, at least in the hospital I’m at now.  So you have to 

learn about it and give examples about what bullying is, and I think some people 

don’t realize what bullying could be.  (Phyllis) 

Despite the terminology used to identify the behaviors, all of the participants described in 

some way how they came to understand others’ disruptive behaviors.   

As the participants told of their experiences with disruptive behaviors the 

application of a type of reasoning from which they could understand these situations 

seemed to emerge.  Most of the participants felt personal characteristics had something to 

do with why disruptive behaviors occurred.  One participant explained how new nurses 

are more susceptible to feeling intimidated as they are not as professionally “mature and 

haven’t developed their voice yet and a way to develop it” (Phyllis).  Many of the 

participants described how early in their careers in clinical practice they had perceptions 

of themselves as being inadequate, the world’s worst nurse, ill-prepared, nervous, stupid, 

and trapped. 

Issues of gender arose in only four comments by the participants.  Two of the 

participants shared that women may have difficulty speaking out and “finding their 

voice” against the status quo.  Another participant shared how, as a primarily female 

profession, nursing might see horizontal violence more because they don’t tend to handle 

“problems head on” and instead “they do it in those covert ways or talk behind 

someone’s back or just do the ignoring or disrespecting.”  Gender did not arise as a 

central concept used to explain the experiences of the nursing workplace by these 

participants.   
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The personal characteristics of others were also identified as reasons for the ways 

nurses behave.  One participant shared that nurses act out in a protective defense of their 

patients: 

They just tend to be very protective and maybe territorial.  And … when 

somebody new comes in, I think there’s this element of distrust that they’re the 

weak link on the team.  (Jane) 

Some nurses have an inflated sense of their expertise or self-worth and use their 

behaviors to disguise their insecurity:  

You know those nurses…that one that threw the chart at me and the other 

two…they truly believed or believe in their practice that they are the best, that 

like I said, they’re aloof, they believe that they’re elite that no one is as good as 

they are.  (Kristy) 

Nearly half of the participants implied that situations where another person acted out in 

an extreme manner towards were likely the result of a mental, physical, or emotional 

issue that prevented the other person from behaving in a collegial manner. 

Generational issues influenced some of the participants’ perceptions about 

personal characteristics that drive disruptive behaviors.  A few participants 

described the “old ways” that continue to infiltrate into the current workplace.  

One participant shared that “…we’ve got four generations of nurses out there and 

so we have our boot camp mentality nurses who are still our mentors, our 

supervisors and, you know, they don’t know any different.”  The sense that those 

who had been in practice for a while and may be disconnected from the work was 

described by several of the participants and it was their perception that “older” 
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nurses may not be prepared to face all the changes happening in their work.  

Several stories were shared of nurses who were older and had been in the 

workplace for too long as the perpetrators of interfering behaviors.  Jane provided 

this perspective: 

I think it’s a huge culture shift and …I think some feel threatened.  It’s a change 

for them!  And a change for nurses when you’ve worked the same way for a long 

time and you really depend on [what you know from experience].  (Jane) 

Molly also shared her thoughts on this:    

I think that there’s definitely people that have probably outlasted their…they’re 

burnt out and probably need to not be working in the field, in the area that they’re 

in anymore…I’m saying that people write it off as that’s just the way that so-and-

so is and they commit a lot of, I think, lateral violence.  (Molly) 

A few of the participants experienced others berating or treating them badly 

because of their level of education.  Two participants found being a new nurse with a 

baccalaureate degree in a small town where mainly associate degree nurses worked was 

difficult.  Sharon described her experience with this: 

I think it was a struggle because…I was a new BSN grad and I was living in a 

rural area where there were very few BSN grads, and I think my charge nurse had 

probably come from a diploma school, and I think…I was a threat.  (Sharon)  

Another participant described that she had difficulties with managers who had associate 

degrees who may have felt inadequate or threatened by nurses who had master’s or PhD 

degrees.   
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Personal Power 

In the stories of their experiences, the participants described how they developed 

into the nurses they are today.  The participants used various ways of expressing what 

appeared to be their inner personal power.  They recalled experiences with power and 

hierarchy yet many of the participants said they did not see themselves as or feel that they 

are “victims.”  Making sense of others’ actions appeared to help legitimize the 

participant’s self-concept as a worthy and successful nurse.  The participants found that 

the support of others as mentors and allies was essential to their resilience.  As they 

developed their confidence and competence, they described how they constructed their 

own forms of self-advocacy.   

Not a victim.  Not feeling victimized was a shared feeling among the participants.  

The participants shared that they did not feel as though the power others had formed their 

view of themselves.  Lauren explained the mismatch between being identified as 

oppressed and how she saw herself: 

…the word oppression has a negative connotation, and for some reason maybe 

even more so than other words like bullying.  I think the reason for that is in my 

mind, thinking of someone as “oppressed” means they are a victim and someone 

else has power over them.  With oppression it seems the victim can’t get out from 

under the person or people with power.  Perhaps the reason I don’t see myself as 

ever having been “oppressed” is because I don’t recall ever seeing myself as a 

victim or feeling like a victim and I don’t believe anyone has ever had that much 

power over me.  (Lauren) 
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Tina explained that in her work there “was a hierarchy but I didn’t feel oppressed.  To 

me, that’s like prostitution or slavery.  I find oppression a very strong word.”  A few of 

the participants refused to buy in to the idea that “doctors hold nurses back.”   

I just felt like, I learned that it had nothing do to with me personally, it was about 

patients.  And if he wanted to yell or, basically tell me that I was stupid for asking 

for something that I thought maybe the patient needed, … I was able to take those 

out of the equation and just do what I thought was best for my patient and I felt I 

knew what was best for my patient with experience.  And so it didn’t matter 

anymore.  (Kristy) 

Some of the participants said it was important that they were not perceived as a people 

whom others could “walk on” and some of the participants shared that this is an 

important trait for students to have as well.   

A positive view of sense of self arose as an important characteristic of not feeling 

victimized.  Three of the participants claimed that they developed a strong sense of self-

esteem and identity in their younger years before they entered nursing and this helped 

them have confidence when they entered their clinical practice.  In several of the 

participants’ stories they shared their understandings of others’ actions.  When explaining 

that the disruptive actions were not due to some fault in themselves, a few of the 

participants showed a sort of relief.  Recognizing when others imposed power over them 

seemed to help the participants appreciate how some people’s use of power was 

detrimental to their concept of themselves.  Confidence and experience were 

acknowledged as important in developing the ability to handle difficult situations.   
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I guess because I’m pretty confident in my skills as a nurse and they …there were 

many times when things would start to happen, whether it was, you know a crisis 

or stress, and I know that I dictated what needed to happen in this particular area, 

in this particular scene.  And there were many times where I would tell physicians 

or providers or whatever what they were going to do or what they wouldn’t do.  

And I didn’t have a fear of doing that.  (Charlene) 

Several of the participants explained that, when they presented themselves as 

knowledgeable and self-assured, they found others responded in ways that enhanced their 

concept of themselves as successful in their work.  Callie experienced this when she 

taught physicians and found “you get a whole different level of respect and 

communication than if I were just working with” peers. 

Mentors and allies.  Many of the participants described how the development of 

positive relationships can be very powerful.  They shared that others acting as mentors or 

allies was helpful to their abilities to cope with the stresses of the work.  Nurse peers 

were found to be important mentors:  

I remember meeting someone, when I was getting ready to finish school that I 

was like, “wow I want to be like her.”  I just respected the way she made 

decisions, the way she carried herself, the way she practiced, and I knew that 

eventually she would be a mentor for me…  (Callie) 

One participant felt pride that the actions of other nurses and care providers demonstrated 

that they “thought highly” of her.  Despite the perception by some of the participants that 

experienced nurses were perpetrators of disruptive behaviors, some of the participants 
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told of times when they valued the experience and knowledge of others, such as 

explained by Jane: 

I went to work on the day shift with all senior nurses who had worked there a long 

time.  So I did feel kind of like the struggler, but I also felt like they were my 

allies.  I mean, I really depended on their expertise a lot and I always felt like I 

could go to them for help.  (Jane) 

A few of the participants described their experiences with patients who acted as allies to 

them when they were insecure as new nurses.  A small kindness by a patient made all the 

difference to Molly: 

He knew I was having a hard time, because he had a lot of time on his hands, he 

sat there and he made this certificate…he said “You’re fine.  Just keep doing what 

you’re doing. Keep your head up. You’ll be fine.”…If it wasn’t for some stuff 

like that I probably would have fallen apart… (Molly) 

Self-advocacy.  Self-advocacy became a common way the participants explained 

how they got what they needed to do their jobs, care for patients, and not get walked on.  

Many of the participants described how they developed their “voice” to advocate for 

themselves and their patients.  A few of the participants described how having awareness 

of when to speak and how to use their voice was an important aspect of their success. 

…and I’ve also developed a way not to address it, I guess.  I became more mature 

in the way I address those things.  (Phyllis)   

Several of the participants described situations where, when they spoke up for what they 

thought was right, they experienced a positive outcome.  Three of the participants 
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described how they advocated for themselves by choosing to leave a workplace that was 

not supportive of their needs or values. 

Pay It Forward  

All of the participants acknowledged that their experiences impacted how and 

what they teach.  It was evident by what the participants shared that, although they 

experienced workplace power and the disruptive behaviors of others, they developed a 

passion about nursing and the desire to pass on what they had learned to students.  The 

intent of passing on what they had experienced was, as one participant stated, a way of 

“paying it forward.”  This paying it forward appeared focused on helping make their 

students’ paths smoother than those the participants had experienced.  This was expressed 

in ways they taught students about developing relational skills and discovering their own 

unique voices.   

Passion for the work.  The participants’ passions for nursing and their work in 

education was evident.  In telling their stories, when the participants talked of their 

students there was often a lift in their posture, their voice quickened, and they seemed to 

approach the questions with thoughtfulness.  The participants described being honored to 

work with students and to teach nursing; that they learned a lot from students; and that 

they felt working with students was rewarding.  Delores shared this when describing her 

role as an educator: 

I’ve never had a job where I felt so honored every day that I come to work.  I 

don’t always like my job, and I don’t always want to grade that paper, but I feel 

so honored to be where I am doing what I’m doing with these amazing people…  

(Delores) 
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They described several motives for being a NE, such as wanting to effect change in poor 

nursing care, to empower new nurses, to do things differently than what they experienced 

in their education, and to share their love of the work of being a nurse.  The participants 

expressed that they wanted students to measure their own success based on what they 

bring to the nurse-patient relationship.  Most of the participants shared the importance of 

students’ learning an appreciation of the value of patients.  This was expressed by Kristy: 

I’ve learned it from other people and …I try to teach the students that every time 

they take care of a patient, that regardless of what is going on or how intimidated 

they feel by everyone else around them, they’ve got to think of that patient being 

someone they love and …make it personal.  (Kristy) 

Making the path smoother.  Despite having some difficulty describing how their 

experiences were expressed in their teaching, several of the participants revealed the 

importance of making students’ learning relevant to the workplace.  Many of the 

participants shared their perceptions about relational skills students would need in the 

workplace.  Some of the participants shared their experiences of feeling inadequate with 

students.  From their experiences they said they wished to impart some knowledge to 

students about how the actions of others could make them feel bad about themselves.  

Helping the students understand the actions of others was described as very important to 

many of the participants.   

I spend a lot of time trying to help them understand why this happens, that people 

bully not because they’re stronger, but because they’re weaker and that it’s 

insecurity, that you know a secure person doesn’t have to do this.  (Delores) 
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Many of the participants hoped to spare the students the pain of thinking they are 

inadequate.  Several of them explained how at times they protected students from being 

treated badly by others.  Some of the participants described defending students behind the 

scenes, especially when nurses didn’t want to work with students.  As an example of this 

Delores shared her interaction with a nurse: 

Our students go into places, and the nurses there are so rude to them, you know?  

So I tell them, “You don’t want a nursing student today.  That’s okay! Life’s full 

of choices.  But do you have to say it like that?  Like they’re vermin?”  (Delores)   

Because of her experiences, Molly said she is “very protective of new employees, new 

nurses, my students, and having good experiences with everybody, helping them to get 

oriented and welcomed too…”  However some of the participants expressed resignation 

that despite their efforts some students will enter nursing ill-prepared to handle the 

disruptive behaviors of others.   

Several participants shared how they used their experiences to impart to students 

what “not to do.”  This was identified as important because “you have the potential to 

help somebody maybe avoid that experience in the future or know how to deal with that 

experience when it comes.”  One participant claimed she would “probably over-

emphasize anything I’ve been critiqued on or something I had forgotten and somebody 

had to point out to me.”  One participant described that by telling stories to students of 

what she had done wrong “sticks with them a little bit more, to know that their instructor 

made a mistake but that it could happen to them too.”  A few of the participants said they 

told students that they should not make excuses for their mistakes or inabilities.   
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Essential relational skills.  Forming professional relationships was an important 

aspect the participants felt would help students adapt in the workplace.  Some of the 

participants described how they imparted the importance of developing professional and 

working relationships with others, rather than on developing friendships with those they 

work with.  One form of professional relationship described by the participants as 

important was that of the “team.”   

I said, “You’re going to graduate and you’re going to have your brains full of all 

of this marvelous stuff, and you’re going to go out and be a professional nurse.”  

And I said, “You can’t do this job by yourself…It’s a team and you have to be a 

team player, and you have to communicate with your CNA.  Help out.”  (Molly) 

The participants had concerns about the environment students were entering and they 

explained how they often tried to help students understand the role the nurse plays in 

developing good team work skills.  Several participants explained how being accountable 

would help develop good team work.  A few of the participants stressed to students the 

pride gained by being included as a nurse on the team.  Learning to communicate 

effectively with others was said to be crucial to being able to thrive in the often difficult 

and stressful environment of the nursing workplace.   

Discovering a voice.  Many of the participants shared the ways they thought they 

helped make the role of being a nurse more fulfilling for students than what they had 

experienced as a student and new nurse.  Lauren shared that “If they [experiences] had 

any impact, I would say that it would be to intensify my focus on fair treatment of 

students, of communication with students.”  One way that many of the participants felt 
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was important to becoming empowered was that students gained their voice.  This meant 

having the ability to speak up and advocate for their patients as well as for themselves.   

Our intention is to be assertive, not confrontational, but to be a strong patient 

advocate and to be their own advocate if they think there is something that they 

don’t [believe in].  I’ve always told them, if the doctor gives you an order and 

you’re uncomfortable with it, tell them you’re uncomfortable and ask them if 

either they would do it or should you get someone else.  I said, “Don’t just flat out 

refuse.  Give the doctor some options.”  (Tina) 

Several participants talked about the importance of students’ understanding that they can 

have ownership over their work and their decisions because of the knowledge they have 

and “that knowledge empowers you.”  Charlene explained that she tries to impart to 

students that “…it’s important for them to own their own practice, and why it’s important 

for them to respect the practice and to work and to not let others take their passion and 

their beliefs and their integrity away from them.” 

Summary of Findings 

The participants recognized external forces of power as inherent in clinical 

practice and education.  They described how their perceptions of the impact of power and 

hierarchy changed at various stages throughout their professional formation as nurses.  

The participants were more concerned with the ways in which power was wielded than 

whether power or hierarchy was present in their work.  The participants experienced 

disruptive behaviors enacted in relationships between various members in the nursing 

workplace, including with students.  Disruptive behaviors were distressing when they 

interfered in nursing work with patients and the professional formation of nurses.  The 
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participants used various methods of dealing with disruptive behaviors and attempted to 

understand the source of the problems.  They expressed how their experiences formed in 

them a kind of personal power.  The participants described that by making sense of 

others’ disruptive actions towards them and by the support from others as mentors and 

allies, a sense of value and success was fostered.  They also described that as they grew 

in confidence and competence they constructed their own forms of self-advocacy.  All of 

the participants acknowledged that their experiences impacted how and what they teach.  

Despite having experiences where the use of power and the disruptive behaviors of others 

impacted them negatively, the participants developed a passion about nursing and the 

desire to pass on what they had learned to students.  The participants wanted to pay 

forward what they had learned to help make students’ paths smoother than what they had 

experienced.  In order for this to happen the participants felt students needed to develop 

skills to relate well with others and to discover their own self advocacy, or what they 

called “voice.”  A depiction of the phenomenon of oppression as experienced by NEs was 

revealed from these major themes. 
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CHAPTER FIVE: DISCUSSION  

This study chapter presents a discussion of the findings from the 

phenomenological study of NEs about their experiences with oppression and the impact 

of the experiences on their teaching.  This chapter provides a restatement of the problem 

of oppression in nursing as identified in the relevant literature.  A summary of the 

methods used in the present study and an overview of the study results are presented, 

followed by a discussion of the results as compared to the literature review.  This chapter 

will conclude with the study limitations and ideas for further study, my personal 

reflections on the study, and a discussion of the implications of the findings for nursing 

and NEs. 

Restatement of the Problem 

 As presented in the preceding chapters, nurses are an oppressed group who 

struggle with workplace behaviors related to oppression (Dubrosky, 2013; Matheson & 

Bobay, 2007; Roberts et al. 2009).  Researchers have shown that oppressed group 

behaviors may threaten the safety of the public and may be a major cause of new nurses 

leaving the profession at high rates (Duchscher & Myrick, 2008; Tinsley & France, 

2004).  New nurses experience disruptive behaviors that researchers claimed have 

resulted from oppression and that interfere in the professional formation of new nurses 

(Berry et al., 2012; Duchscher & Myrick, 2008; Purpora et al., 2012).  NEs also 

experience power imbalances and behaviors associated with oppression in their clinical 

practice and work as educators (Dahl, 2010; Del Prato, 2013; Kenny et al., 2004; Myrick 

& Tamlyn, 2007).  NEs educate the next generation of nurses and the potential exists that 
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remnants of oppression may inform what is included in the formal and hidden curriculum 

of nursing education (Myrick & Tamlyn, 2007).   

More research is needed on the experiences of NEs to inform on the phenomenon 

of oppression.  Discovering NEs’ experiences with oppression can inform ways to 

enhance nurse retention efforts, to improve patient care and safety, and to prepare nursing 

students to be successful in their role as new nurses.  Understanding how oppression may 

impact NEs can provide greater understanding of their role in the professional formation 

of nursing students.  The significance of the current study remains as relevant at the 

completion of this study as it was when it was begun, as evidenced by research that 

continues to show nurses perceive poor communication, disruptive behaviors, and low 

valuing of their labors as contributing factors to the difficulties new nurses experience in 

the workplace (Lux, Hutcheson & Peden, 2014; Moore, Leahy, Sublett, & Lanig, 2013). 

Summary of Methods 

This study applied a constructivist approach to the discovery of the phenomenon 

of oppression as experienced by NEs.  In this phenomenological study, open ended in-

person interviews were conducted with ten community college NEs from a consortium of 

nursing education programs in the northwestern United States.  The interview questions 

were constructed from the central concepts of power, silence, self-loathing, disruptive 

behaviors, and liberation that were identified in the literature review for this study.  

Transcripts from the interviews and journal entries of the participants about their 

experiences with oppression were analyzed.  Thematic analysis of the data produced four 

themes that revealed a shared experience among the participants.  From the four themes 
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nursing agency was identified as the essence of the phenomenon of oppression in the ten 

NE participants. 

Overview of Study Results 

 The findings of this research led to an understanding of the personal, social, and 

organizational aspects of the phenomenon of oppression as lived by ten community 

college NEs.  Each individual participant’s expression of her experiences as a nurse 

added to the collective narrative and formed the four themes that depict the phenomenon 

of oppression for the participants in this study.  The first theme was derived from the 

participants’ perceptions that power and hierarchy are pervasive and essential in their 

work.  The second theme showed that the participants experienced disruptive behaviors 

in the workplace and they came to understand the causes of others’ disruptive behaviors 

as external to themselves.  Appreciating power and making sense of others’ behaviors 

helped foster the development of each participant’s self-concept as a successful nurse.  

The participants shared how their personal power, which represents the third theme, 

developed from a strong self-concept and influenced by positive interactions with others. 

Personal power resulted in the participants’ becoming resilient to the difficulties they 

experienced and helped them continue in their work as nurses and eventually in 

becoming NEs.  The participants sought to pass on what they had learned about power, 

others’ behaviors, and the importance of personal power to students in order to make the 

path smoother for them as future nurses.  “Paying forward” what they had learned makes 

up the fourth theme of the ten NE participants’ experiences of oppression.  Table 3 

presents some significant statements by the participants that helped depict the meaning of  
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Table 3  

Examples of Significant Statements by the Nurse Educator and Conveyed Meanings  

Significant Statement by Participant Conveyed Meaning 

Lauren: There’s always hierarchy and 

power as a beginning staff nurse.  You 

have the charge nurse, the nurse manager, 

you have administration of whatever 

setting you’re in.  That exists all the way 

through nursing.  As a nurse educator, I 

have fellow nursing instructors, I have 

college administration, I have dealings 

with the administrations of the clinical 

sites we use, so there’s never a moment 

where there’s not somebody above you in 

the pecking order. 

Theme 1: Inherent Power 

Levels of power and hierarchy are 

inherent in nursing and it is to be expected 

that this is the state of the profession. 

 

Sharon: Everybody’s got their issues and 

you have to have some kind of 

understanding of their situation and why 

they might be doing this and then you can 

deal with them in a humane way yourself.   

 

Theme 2: Disruptive Behaviors 

Behaviors and actions interfere with the 

work of caring for patients and the 

professional formation of the nurse.  

Making sense of others’ behaviors and 

actions builds understanding of the self. 

 

Phyllis: I don’t feel that I get controlled 

very much.  I basically have developed a 

voice in all the years I’ve been nursing 

and I’ve also developed a way not to 

address it, I guess.  I became more mature 

in the way I address those things.   

 

Theme 3: Personal Power 

Development of the nurse’s self-concept 

derives from a sense of personal power.  

Personal power is the power within the 

nurse that evolves out of experiences with 

external and internal forces that form their 

power. 

 

Callie: I had a student who was assigned a 

preceptor one day…left the student alone 

all day. And the student, wanting to make 

the best of the learning situation, in being 

proactive, contacted me and I basically 

was her mentor that day on a floor where I 

really don’t know the patients but I could 

help the student get the things done so it 

didn’t impede her learning. 

 

Theme 4: Pay It Forward 

The NE uses personal power to pay 

forward the lessons she has learned to 

make the student’s path smoother, the task 

of learning more relevant, and the role of 

being a nurse meaningful. 
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the themes derived from the data in this study.  From these themes the essence of the 

phenomenon of oppression can be seen as the NEs’ development of nursing agency.  The 

findings of this study also suggest that the participants developed their agency within the 

context of oppressive social and organizational systems. 

Discussion 

 The participants in this study described the personal, social, and organizational 

factors that affected their experiences of oppression.  The participants spoke of the 

personal factors that influenced their perception of their own and others’ power.  They 

shared with me their experiences of the social and organizational constraints on their 

early professional formation and ability to provide nursing care that met with their 

personal beliefs and values.  Accounts of silence and self-loathing were present in some 

of the participants’ stories, however, they were not as great a concern for the participants 

as was identified in the literature on oppression in nursing.  The participants experienced 

the disruptive behaviors of others as described in the literature, yet rather than succumb 

to the pressures from others, they persevered in their work as nurses and NEs.  The 

central concept of liberation as seen in the literature review can be seen in the 

participants’ accounts of personal power enacted as nursing agency.  This study showed 

that personal factors like self-concept, social factors such as the support of others, and 

organizational factors, namely administrative entities, were important factors that 

influenced the perception of oppression and the development of agency in these NEs.   

Experiences of Oppression 

 The participants in this study did not perceive oppression as a factor that 

influenced them in their clinical practice or their work as NEs.  Most of the participants 
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in this study had not heard the term oppression used to describe nursing.  Despite 

experiences with manipulation, coercion, and restriction of resources, the participants in 

this study also did not view themselves as victims.  After they shared some of their 

experiences and reflected on them, several of the participants then did express that there 

may have been forms of oppression in the environments where they worked.  However, 

the participants conveyed that although power was pervasive in the places they worked, 

they did not identify as persons who were oppressed by others. 

 The findings of the current study in some ways corroborate Roberts’ (1983) and 

other researchers’ (Dubrosky, 2013; Matheson & Bobay, 2007; Roberts et al., 2009) 

claims that nurses are an oppressed group and demonstrate oppressed group behaviors.  

Roberts claimed that nurses assimilate by accepting the control over their work and the 

belief that the medical model is the preferred model.  The participants in the present study 

identified external forces that they felt were present in their work, including nursing 

education, and they accepted that power was inherent in nursing work.  The actions of 

some charge nurses and nurse managers were seen as coercive and manipulative, and at 

times these nurses made demands on the participants that they felt were impossible to 

meet.   

 Roberts (1983) asserted that nurses may play a passive-aggressive game with 

physicians to avoid the repercussions of being reprimanded or humiliated.  Several of the 

participants’ stories in the present study suggested that, to avoid being reprimanded they 

at times chose to avoid calling the physician.  In order to get what they needed to provide 

for the patient or to seek changes to the plan of care outlined by the physician, the 

participants described how they had to figure out ways to present their recommendations 
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as though they were the physician’s idea.  Some participants suggested they felt they had 

to make veiled threats that the patient might experience harm because of the physicians’ 

lack of action.  These behaviors resemble what has been described as part of the 

submissive-aggressive syndrome of oppressed groups (Freire, 1970/2012; Matheson & 

Bobay, 2007; Roberts, 1983).   

 The participants in this study acknowledged working in hierarchical systems and 

organizations where power imbalances were obvious.  They recognized that power 

structures of an organization can affect nurses’ abilities to acquire resources to provide 

care that meets with their own personal values.  The most concerning source of power the 

participants described was administration of the organizations in which they worked.  

The participants characterized administration as an ambiguous entity that represented the 

beliefs and values of the organization.  They felt the administration was disconnected 

from the real work and needs of nurses.  They felt pressured by the administration to do 

“the impossible” with the few resources provided to them.  The administration was also 

viewed as a force that exerted power for self-interest that seemed to ignore, if not 

denigrate, the contributions of nurses.  The administration had the power to improve 

patient care and the work environment, yet the participants described having patient care 

resources restricted for the sake of the organization’s benefit or profit.  The enforcing of 

long hours and control over staffing levels was perceived as failing to recognize the scope 

of care involved in nurses’ work.  In her multisite ethnography, Glass (2007) also found 

that NEs could experience powerlessness and professional isolation in organizational 

structures that were hierarchical and lacked supportive resources.   
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 Although the participants in the present study had experienced what could be 

considered oppressive forces from social or organizational conditions, they felt their 

experiences did not define them as victims or as oppressed.  The participants in the 

present study identified disruptive behaviors similar to what other researchers claimed 

occur in nursing as oppressed group behaviors (Bartholomew, 2006; Matheson & Bobay, 

2007; Purpora et al., 2012; Roberts et al., 2009).  The participants told of their 

experiences with others’ behaviors that had a detrimental effect on patient care and that 

affected the culture of the work environment.  The participants experienced difficulties 

navigating among and within groups of nurses.  As new nurses, they claimed that 

important information about how to act or what was expected of them was withheld by 

other nurses, yet they were treated as though they should have known.  The participants 

expressed how, as new nurses, they were expected to conform to the social rules of 

nurses, physicians, and managers despite having limited clinical skills and little exposure 

to the demands of clinical practice.  Each participant eventually assimilated into a group 

of nurses by adapting to the group’s norms.  A few of the participants lamented that the 

term eating our young is common in nursing and some admitted at times they treated 

others in the very same ways that had made their transitions into clinical practice 

difficult.   

 The depictions of their experiences suggest that many of the participants in this 

study perceived others’ behaviors as intended to control their own behaviors or to impact 

their places in the work group.  Many of the participants in the present study entered the 

nursing work environment with low confidence in their clinical skills and often felt 

excluded or pressured to leave the group they worked with because of their lack of 
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competence.  They personally experienced what Longo (2007) and Thomas and Burk 

(2009) described as the abusive treatment of new nurses, new educators, and students by 

nurses.  The participants’ experiences also reflected Embree and White’s (2010) 

descriptions of HV, Thomas and Burk’s (2009) definition of VV, and Lutgen-Sandvik et 

al.’s (2009) account of workplace bullying.   

 The findings of this study present a different view of the impact of power, 

hierarchy, and disruptive behaviors than what Roberts (1983) claimed occurred in 

nursing.  Rather than being limited by feelings of powerlessness, low self-esteem, and a 

negative self-image as linked to oppressed groups (Roberts, 1983; Freire, 1970/2012), in 

this study, either because of or in spite of their struggles with power, hierarchy, and 

disruptive behaviors, each participant was able to find her own inner strength to persevere 

in her role as a nurse.  The participants explained that they used their own power to speak 

against the factors that interfered in their work and interfered in the professional 

formation of students. They identified themselves as NEs who wanted to share with 

students what they had learned about how to manage relationships in the health care 

system. 

 Although this study explored oppression as experienced by nurses, the findings of 

this study demonstrate that there are many factors that affect a person’s experience of 

oppression.  The participants’ perceptions that they were not oppressed may have been 

the result of their being white, having advanced education, and being gainfully employed 

in colleges, placing them in a potentially dominant class within society.  Dong and 

Temples’ (2011) multidisciplinary definition of oppression reminds us that oppression 

consists of circumstances in which a dominant group sets the social norms and enacts 
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unjust treatment and denial of rights to those who are considered inferior.  Arieli et al. 

(2012) found differences in class, race, and cultural values are difficult to dismantle as 

challenges to the dominant cultural views can lead to feelings of intimidation and 

exposure of people who represent the minority and can threaten deeply held beliefs and 

values of both dominant and marginalized group members.  Hassouneh (2006) described 

how, as a NE of color, she experienced the oppression of racism enacted through 

pressures from others to silence her efforts to expose inequities and injustices.  She felt 

compelled as a woman of color to conform to the dominant white culture of a university 

as a means to survive professionally (Hassouneh, 2006).  Unlike Hassouneh’s (2006) and 

Arieli et al.’s (2012) experiences, the participants in the present study did not claim they 

were compelled to conform or felt marginalized because of their class, race, or gender. 

 The oppression described in nursing is said to have derived from structures and 

processes within the historically hierarchical male-dominated health care system and is 

impacted by social issues that have placed restrictions on the predominately female 

profession (Dong & Temple, 2011; Duchscher & Myrick, 2008; Roberts, 1983; Roberts 

et al., 2009).  Although all of the participants were female, issues of gender arose in a 

small number of individual comments by the participants.  Two of the participants felt 

women may have difficulty speaking up and one thought women may be more apt to 

experience HV because they tend to handle problems in covert ways.  Gender was not a 

central concern for the participants and they did not want to perpetuate the stereotypes of 

being subservient, dependent, or weak.   

 Roberts (1983) explained that nurses become marginalized within the patriarchal 

medical hierarchy and try to gain power by becoming more like those who hold power, 
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such as those in the medical field or in administration.  The study participants did seek 

out advanced levels of education and a few did accept positions of power in the 

organizations where they had worked in clinical practice, yet they all achieved a level of 

power outside of the supposed dominant culture within health care by becoming NEs. 

Perceptions of Power 

 The experiences of the NEs in the current study reflect claims in the literature that 

power is a central issue in nursing (Dubrosky, 2013; Matheson & Bobay, 2007; Reverby, 

1987; Roberts, 1983).  Some of the NEs in the present study perceived that persons with 

power had domination over their work as described by researchers in the literature 

review, yet as they gained confidence and experience the participants viewed power not 

as domination but as a force that could be used to benefit the work of patient care.  Power 

was explained as the influence that was needed to deliver safe, compassionate, and 

quality nursing care.  The charge nurse had the power to oversee that staffing, supplies, 

and conditions were appropriate to support the nurse’s care of patients.  The nurse 

manager’s power was necessary to influence levels of staffing, work schedule, and 

advocacy for needed resources.  Physicians’ power provided the nurse with tools that 

ensured the patients’ medical needs could be met.  Administration represented power that 

had the potential to change the allocation of resources, conditions of the care 

environment, and the equity of employment opportunity and advancement.  The 

participants described how they used their own power to get the resources needed to 

provide care based on their values and to advocate for their patients’ needs.  The 

participants valued power being used to meet the needs of patients, and they were deeply 

concerned that power was used at times to control, manipulate, coerce, and humiliate 
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them and to restrict their abilities to meet patients’ needs.  These findings highlight that 

the participants did not consider power as a purely negative concept. 

 Power is a term often used to define coercive, controlling, or dominating forces in 

social interactions yet the findings of this study highlight that other definitions of power 

can provide for a broader interpretation.  Power is identified as a ubiquitous and essential 

productive force (Gaventa 2003).  Those with power are more likely to be productive, 

fulfilled individuals that experience success which can translate to organizational success 

(Singh, Pilkington, & Patrick, 2014).  Freire (1970/2012) identified the activity of 

conscientization where the critical consciousness raising of oppressed people about their 

conditions is achieved through shared influence with those who support the actions of 

consciousness raising.  In essence the oppressed use their power with others to achieve 

freedom from oppression.  Nursing researchers depict power as a component of caring 

and healing practices by nurses that can be used to empower patients (Manojlovich, 

2007).  Power is also derived from knowledge (King-Jones, 2011).  The nurse must 

acquire and apply knowledge to act appropriately in various situations (Benner et al., 

2010).  If the concept of power is reduced to a purely negative aspect of social 

interactions, such as represented by the concept of oppressive power, then the power the 

nurse must have to care for patients and to be successful in the health care system cannot 

be fully appreciated. 

 Empowerment is a concept often used in the literature to describe situations of 

power in nursing, however, the ways in which it is applied can imply that nurses do not 

have the power to act on their own behalves.  Empowerment as described in the literature 

promotes organizational processes that enable nurses to be more satisfied and more 
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effective on the job (Manojlovich, 2007).  Campbell (2003) found that NEs identified 

empowering experiences as deriving from an individual or personal source and denied 

having disempowering experiences caused by others.  In their concern for new nurses in 

the acute care settings, Ducscher and Myrick (2008) acknowledged the oppressive 

conditions that nursing has evolved from.  Despite the focus of their article on the context 

of domination within nursing, they proposed that managers and administrators have a 

responsibility for changing the conditions for nurses (Ducscher & Myrick, 2008).  In their 

review of the literature, Matheson and Bobay (2007) expressed their concern that the 

depiction in the literature from 1973 to 2003 of power in nursing was predominately from 

the view of nurses already in positions of power.  The authors claimed that although 

strategies proposed in the literature for empowering workplaces were important, they 

were focused on what nursing leaders do to or for nurses, not what nurses can do to 

achieve their own power (Matheson & Bobay, 2007).  The term empowerment has 

potentially been overused in nursing and is difficult to identify, however the concept 

continues to be used to understand the presence and impact of power in nursing 

(Bradbury-Jones et al., 2008).  Perhaps another perspective on power in nursing is needed 

that recognizes the knowledge, abilities, and capacities of nurses to deliver 

compassionate and healing care to patients. 

Personal Power 

 Each participant in this study shared how her experiences became a part of how 

she developed her self-concept as a nurse.  Although the evolution of each participants’ 

self-concept was different, they all claimed to have developed a type of personal power.  

For some of the participants this power evolved from their abilities and skills in patient 
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care.  Others had to become advocates for themselves in order to develop their personal 

power to act on behalf of their patients.  Leaving an untenable situation was a strategy a 

few of the participants described as a way to deal with the difficulties they experienced 

and at times it seemed the only conceivable option the participant had to maintain an 

acceptable self-concept.  A few of the participants even considered leaving nursing 

altogether early in their career because of their feelings of inadequacy.  Only three of the 

ten participants described having a strong self-concept prior to entering nursing school.  

They felt their strong self-concepts helped them survive the oftentimes humiliating 

behaviors of others.  Despite the different pathways these participants took in developing 

their personal power, each expressed a strong sense of purpose towards acting on behalf 

of themselves, their patients, and their students.   

 Personal power was described by the participants in this study as important in 

surviving the difficulties with others in the nursing work environment.  Pope (2008) 

explained how her difficulties as a nurse with others’ disruptive behaviors shaped her 

desire to make changes in nursing education.  She asserted that, by finding her own voice, 

she was able to connect with others and shape dialogue around the change process.  In the 

present study, through the participants’ stories of their experiences with others’ power 

and disruptive behaviors, expressions of the importance of a strong self-concept and the 

ability for self-advocacy emerged.  Whether the participants had strong self-concepts 

before entering nursing school or developed it as they gained experience in their 

relationships with others, the importance of advocating for themselves and developing 

their own voices was prominent in the participants’ stories.   
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The Development of Nursing Agency 

 Agency is the power of individuals to act (Berbiglia & Keatley, 2012).  Nurses 

use their power to act in therapeutic relationships with patients by managing information; 

presenting passion, enthusiasm, and confidence; and extending political and 

organizational influence (Hakesley-Brown & Malone, 2007).  Orem’s theory of nursing 

systems presents nursing as a helping service in which nurses design and deliver care that 

addresses the patient’s abilities and assists in meeting the patient’s unmet needs (Orem & 

Taylor, 2011).  The power to act on behalf of patients is built on recognizing the 

importance of nursing work but also, and maybe more importantly, according to Buresh 

and Gordon (2006), is nurses’ recognition of their own value in nursing work.  Orem and 

Taylor (2011) asserted that the nurse’s capacity to act on behalf of the patient is 

influenced by individual, social, and organizational factors. 

 Self-concept in agency.  Self-concept is an individual’s perceptions, beliefs, and 

attitudes about one’s competence in various life roles (Manning, 2007).  Self-concept is 

developed by an individual in their interactions with their environment as well as 

interactions with others (Huitt, 2011).  Purpora et al. (2012) found that nurses’ beliefs 

about themselves influences whether they experience HV.  In their study those nurses 

who identified as oppressed were more likely to experience HV (Purpora et al., 2012).  In 

the present study it became apparent however, that through their experiences of power, 

hierarchy, HV, and bullying, each participant developed her own unique self-concept as 

an agent for herself, patients, and students.   

 Social factors and agency.  The nurse as agent does not practice in isolation of 

social interactions (Nairn, 2009).  From the descriptions of their early experiences, some 
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of the participants expressed that when others demonstrated empathy, compassion, 

concern, and comforting towards them, positive mentoring relationships formed.  Positive 

mentoring relationships helped the participants perceive themselves as valued by others.   

Several of the participants experienced feelings of inadequacy, self-doubt, and shame 

early in their careers because of the actions of others.  Bond (2007), too, examined her 

early career experiences and found she had been humiliated by her instructors and felt she 

was perceived as incompetent by other nurses.  In the professional formation of the nurse 

the development of the characteristics of empathy, compassion, concern, and comforting 

behaviors are externally and socially influenced, a good nurse must be not only apply but 

also embody these characteristics (Benner, 2000).   

 Organizational aspects affecting agency.  The NEs in this study described the 

structures or systems within the organizations where they worked that influenced their 

development of nursing agency.  The participants identified how they felt confident in 

their positions as knowledgeable, competent agents for patient care but then were 

hampered in their abilities to provide the kind of care for their patients that they felt was 

appropriate due to administrative controls over their work.  The participants described 

how poor staffing levels caused them to have to cut corners with patients, and how at 

times minimal resources and long shift hours forced them to make accommodations they 

did not want to make.  This shifting of nursing roles required by organizational 

constraints on nurses causes discordance in nurses’ development of their self-concepts as 

competent and their abilities to act for the patients’ benefit, leading to feelings of 

frustration and dissatisfaction (Powers, 2005).   
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 The participants’ experiences depicted early formation of their self-concepts as 

nurses within a culture that failed at times to foster collegiality, in such cultures they 

perceived the need to either acquiesce to the power of the organization or leave their jobs.  

The actions of others were not just disruptive, but at times interfered with the 

participants’ early development of confidence as nurses, effectively delaying and making 

difficult their formation into professionals.  The participants did not reveal a victim-

blaming attitude but rather they described how they made sense of the way others in the 

nursing workplace behaved towards them.  Many of the participants explained how they 

assessed the problems and sought ways to understand the motivations and causes of 

others’ behaviors.  By making sense of others’ actions the participants were better able to 

see the disruptive behaviors as not resulting from some defect in themselves, but as 

derived from a source in others.  They gained an understanding that seemed to foster 

resilience to the potential damage that others’ behaviors could cause.  From this sense 

making each participant appeared to develop her own sense of personal power.  The 

participants purposefully attempted to use their personal power to pass on the experiences 

they had had to help students develop their own abilities to make sense of the nursing 

workplace and to grow their own power. 

 Building agency in students.  All of the participants in this study showed their 

passion for nursing and the importance of sharing what they had learned with students.  

The participants acknowledged that their experiences impacted how and what they 

taught.  They expressed their desires to pay forward to students their love of being a 

nurse.  The intent of passing on what they had experienced was focused on helping make 

their students’ paths smoother than what the participants had experienced.  The 
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participants shared their perceptions of what relational skills students would need to work 

with others.  Their educational methods were infused with lessons from their pasts of 

what to do and what not to do.  The participants tried to make the students’ learning 

relevant to the workplace by designing their experiences into case studies.  Many of the 

participants felt that by sharing their experiences they could make the role of being a 

nurse more empowering for students than what they had experienced as students and new 

nurses.  What the participants in this study most wanted students to know was that taking 

care of oneself is critical, and becoming an advocate for oneself, the patient, and nursing 

was possible when they acquired their own voices. 

 The participants in this study acknowledged that behaviors, actions, and systems 

that interfere with the professional formation of the new nurse exist.  Nursing students 

develop their sense of what behaviors are acceptable in the culture from others nurses 

they encounter and they may perpetuate those behaviors to survive (Clarke et al., 2012).  

The participants in the present study implied that other’s disruptive behaviors were less 

concerning or troublesome to them later in their careers as compared to when they were 

new nurses.  This perception may have influenced the emphasis the participant gave to 

teaching students about dealing with others’ disruptive behaviors and the importance of 

successful relationships among nurses in clinical practice. 

 The interviews also highlighted the role NEs play in exposing where power lies in 

nursing.  NEs may demonstrate their power to advocate by verbally admonishing the 

actions of nurses or physicians who tried to belittle students.  The participants shared that 

they have made comments to students about nurses in the clinical setting like “they’ve 

worked a long shift” or “just stay away from that nurse” as an explanation for the rude 
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behaviors of a nurse.  These actions may give students the impression that others have 

power because of their dominant behavior.  When the participants expressed to students 

that nursing school is difficult and complex, students may have received a message that 

this is “the way it is” and they must follow or leave. 

 The NEs in the present study expressed an understanding of the power they 

wielded, and sought ways to help students appreciate the learning process in order to help 

build their strength to enter the nursing workplace.  Benner et al. (2010) explained that 

nursing students are engaged in high stakes learning situations where they are expected to 

act with ethical comportment, use rational decision making, and to apply scientific 

knowledge that they may not have adequately developed to use confidently.  According 

to Bond (2009) teaching practices that place students in situations where they are 

expected to know what they may not know produces shame and hinders learning.  Bond 

asserted that shame is infused in the learning environments of nursing education.  She 

explained that many of the ways students are evaluated requires observation of 

performance which she explained is shame inducing.  Other common interactions 

described as shaming for students are being corrected in public; being ignored; the NE’s 

impatience, verbal or nonverbal frustration or disgust, taking over performance or 

communication for a slow student, or refusing to help.  Bond claimed that shaming is 

prevalent, but a lack of awareness of the emotion of shame is evident, shame is difficult 

to identify as it may be deeply hidden, and the feeling of being shamed is often difficult 

for those who experience it to discuss. 

 When NEs engage students in critical examinations of their own assumptions and 

encourage challenging of those assumptions, NEs are supporting the development of 
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agency.  Encouraging students to challenge the system can produce a dilemma for 

educators.  As hooks (2010) asserted, promoting critical consideration of the self and the 

way in which knowledge is acquired is in direct opposition to educational systems that 

are built on enculturating students to established norms.  The traditional system of 

enculturating students to nursing leaves little room for critical analysis and promoting 

challenges to the system thwarts the very thing that the educators want the students to 

learn.  However, knowledge is inseparable from experience and shapes what we value 

(hooks, 2010), so NEs can use their experiences to help students challenge their 

assumptions about nursing and the organizations they will work in, while preparing them 

to understand, appreciate, and embody the values of the profession.   

Limitations and Ideas for Further Study 

 There are several limitations in this study.  The convenience sample of ten NEs 

selected as participants represents a small sample of the possible NEs who could inform 

on this topic.  The purposeful selection of participants from community colleges in a 

specific geographic location and within a consortium does not allow for transferability of 

the findings to understanding the experiences of NEs within other community colleges 

not affiliated with the OCNE or in universities.  The demographic makeup of the 

participant group had an impact on the results of this study as well.  Detailed 

demographic information about each participant was not collected in order to protect the 

participants from being identified, however the general characteristics of the participant 

group as white  females, ranging in age from late 30s to late 60s, and educated at least at 

the master’s level are representative of the large majority of NE in the profession.  This 

study therefore did not provide the perspective of the male NE or the NE of color.   
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The familiarity between me and the participants may have impacted my style of 

questioning in this study.  I made an assumption that the participants might not be 

familiar with the concept of oppression as described in the literature.  Therefore, I did not 

ask participants directly about their experiences with oppression but asked them to share 

their experiences and then I identified the constructs of oppression from their 

descriptions.  As I identified the constructs represented by the participants’ comments 

and stories, I introduced the constructs of oppression and asked the participants questions 

about the constructs.  Asking questions in this manner may have affected what the 

participants shared.  Another limitation is in the design of this study as retrospective.  

This study was designed to capture the perspective of NEs on their experiences, many of 

which were in the distant past.  Because of the time constraints of the study period, the 

participants were given limited time to reflect on what had happened to them in the past.  

A technique used to mitigate this design issue was to have the participants write journal 

entries of their thoughts that arose after the interviews, to provide them more time to 

reflect and consider what they had experienced.   

This study brings to the forefront the need for further study on the impact of NEs’ 

experiences on their teaching, including the impact of the NEs’ actions on students’ 

identity development and self-confidence.  Future studies should include the perspectives 

of larger numbers of NEs and of those from community colleges outside of the OCNE 

consortium, from various regions of the country, and from universities.  Other studies that 

include underrepresented members of the profession such as men and potentially dually 

oppressed or marginalized persons of different races, ethnicities, and cultures would be 

important in adding to the understanding of the impact of oppression on various members 
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of the profession.  Longitudinal collection of data of NEs’ experiences could help 

mitigate concerns for the recalling of past experiences, and may reveal different results 

than this retrospective study.  Despite the limitations as presented, the experiences of NEs 

and their perceptions of the impact of the experiences inform on the phenomenon of 

oppression in nursing and the development of nursing agency.   

Personal Reflection 

What I intended to focus on in this study was the NEs’ experiences with 

oppression.  I wanted to see how Freire’s (1970/2012) model of oppressed group 

behaviors was expressed in nurses who had worked in the nursing workplace and had 

chosen to advance their education.  I fully expected to hear the stories of bullying and 

disruptive behaviors, as I had experienced them myself as a nurse.  What I did not expect 

was the impact the participants’ stories had on my perception of the plight of the new 

nurse.  Hearing the personal pain, self-doubt, and shame that many of the participants 

expressed from their early experiences as nurses was distressing.  Hearing how the 

actions of others affected the participants as new nurses, even after some 20 years since 

the events of their experiences, was not easy for me. 

I made some assumptions that may have impacted the results of this study.  

Entering into this study I felt that the experiences that an educator has impacts what is 

taught and how it is taught.  I anticipated that the negative experiences a NE had might 

negatively impact her teaching.  The art and science of teaching depends on human 

interaction, however undoubtedly as this study points out, human interaction is flawed at 

times and can impact the ways in which people think about themselves and affect how 

they learn.  What I learned from this group of NEs and this study is that because of their 
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negative experiences, these 10 NEs wanted to ensure their teaching helped their students 

be better prepared to recognize others’ disruptive behaviors.  The participants chose to 

stay in nursing despite what they had experienced and they sought to model the ways in 

which personal power and nursing agency are embodied.  The ways in which this group 

of NEs expressed their resiliency and passion for their work gave me renewed hope in the 

future generation of nurses that they were teaching.   

Implications for Nursing  

In this study I proposed that a hidden curriculum in nursing education may exist.  

What arose as potentially underlying the formal curriculum in the education of nursing 

students is the impact of oppressive social relationships and organizational forces on the 

professional formation of new nurses.  Social relationships may serve to undermine the 

confidence of a new nurse and organizational forces may impede the nurse’s ability to act 

on behalf of the patient.  Possibly NEs are not aware of how they developed confidence, 

expertise, and their ability to advocate for their patients and themselves.  One reason for 

this lack of awareness may be that the experiences that make up the NE’s professional 

formation are difficult to articulate, shameful and humiliating, and better left forgotten.  

The NE may not be aware of the oppressive influences on the development of her own 

self-concept and nursing agency.  Some in nursing may have difficulty accepting or 

recognizing oppression as a present state, because as Freire (1970/2012) warned, 

oppression will be difficult to identify as the oppressor cannot perceive of not acting in 

the manner he does for his own benefit and the oppressed see what the oppressor presents 

as important.   
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This study exposes another concern about the impact of oppression.  Arieli et al. 

(2012) described how, when a member of a poorly understood or marginalized cultural 

group is challenged, members of that group will espouse its virtues.  Ariel et al. described 

this situation as the ambassador’s dilemma.  They found that despite there being 

problems within a cultural group, threats to the value of the group may be taken as a 

threat to one’s personal value.  The possibility exists that, as representatives of the 

profession, the NEs in the present study felt compelled to present nursing or their roles as 

nurses in the most positive manner possible.  There may be more pervasive or troubling 

conditions and circumstances that the participants in this study have not revealed.  

Possibly the participants may also have felt compelled to present nursing to students in an 

overly positive manner, which may limit students’ exposure to some of the realities of the 

workplace. 

NEs are compelled to reform nursing education to meet the learning needs of the 

next generation of nurses to function in a dynamic and complex health care environment.  

NEs must support student development of agency and understanding of the structural 

influences on their abilities to act by revealing to students the realities of the expectations 

of them as patient care providers.  NEs can reduce the discordance that new nurses 

experience when they enter the workplace by openly acknowledging the social and 

organizational influences on nurses’ roles as patient advocates, self-advocates, team 

members, collaborators, and acquirers of resources.  The realities of the nursing 

workplace may present as social and organizational systems of oppression.  The 

challenge is for new nurses to not simply learn to navigate within these systems but to 
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develop their own power to acquire resources, challenge the status quo, and stop 

disruptive behaviors. 

Reflection on past experiences and the impact of these experiences on the NE’s 

self-concept is vital to understanding how to support student professional formation.  The 

questions posed in this study served to stimulate reflection by the participants, however, 

the participants had some difficulty describing how their experiences impacted their 

teaching.  NEs must work to uncover the past and the ways in which their experiences 

influence what they say, do, and teach.  NEs can change their practices to assist students 

in early development of their own unique and powerful voices for self and patient 

advocacy.  NEs are critical to the development of the student’s own self-concept as a 

successful nurse.  They must be role models of nursing power and they must act as 

mentors to assist students in developing a strong self-concepts around the nursing role.  

NEs must evaluate their educational practice based on their past experiences in order to 

be more explicit about supporting student professional formation within the realities of 

the nursing workplace.  

 The findings of this study may prove useful in designing nursing educator 

curricula.  Nurses wishing to be educators may believe that their years of experience as 

students and as nurses prepares them to teach.  Nursing educator curricula must be 

designed around processes of identifying, examining, and challenging these resilient 

beliefs so that new ideas of teaching and learning can be explored (Johnson-Crowley, 

2004).  NEs who are able to examine their underlying assumptions about their practices 

and use this knowledge to improve their practices can learn new methods and approaches 

to teaching (Mooney & Nolan, 2006).   
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 Nurses’ appreciation of power may be hindered by the negative connotations that 

the term implies and the relationship of power to oppression.  The proliferation of the 

term empowerment in nursing literature to describe what nurses are given or how they are 

enabled downplays the actual power that nurses must have to care for patients and may 

perpetuate an internalized subservience in nurses.  This study highlights how nurses 

cannot rely on the empowering efforts of others, but must identify their own personal 

power to change the social and organizational factors that impede them in their work.  

Nurses must also act as agents for the values, supportive systems, and processes that 

support the new nurse’s professional formation.  NEs can begin the reframing of the 

perception of power by promoting the development of personal power in nursing students 

and helping students see their own agency as the power to act, care, assist, inform, 

support, advocate, and educate.   

In a recent editorial in the Journal of Nursing Scholarship, Genaro (2014) asked 

the question of nurses, “Are we there yet?”  Genaro stated that, for nurses to be in the 

best possible position to provide excellent patient care, we must continue to move beyond 

the historical conceptions of our practice, roles, and education.  Nurses have come a long 

way from being the handmaidens whose practice was controlled by a patriarchal 

physician-centered system.  NEs now hold the key to bringing the next generation out of 

the personal, social, and organizational bonds that keep nurses from fully appreciating 

their power. 
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APPENDIX A: INITIAL RECRUITMENT EMAIL 

Hello-my name is Alisa Schneider and I am a doctoral candidate in the Adult Education 

and Community College Leadership Program in the College of Education at Oregon State 

University.  As part of my degree requirements, I am engaging in a research study 

designed to explore the experiences community college nurse educators within the OCNE 

have had with oppression in terms of power, hierarchy, and workplace behaviors 

associated with oppressed groups in their work as nurses.  This study titled Nursing 

Faculty and the Lived Experience of Oppression will provide insight into the lived 

experiences of nurse educators and the impact their experiences may have on their 

teaching and the socialization of students to the profession.    

I am inviting you to participate in my research study because you are a nurse and you 

work as a full time educator with classroom teaching duties in a nursing program at a 

community college within the OCNE. Your experiences as a nurse in the health care 

environment are important to understand as they may impact the teaching of nursing and 

the socialization of students to the profession.  Your participation is voluntary but vital to 

this study.  Interviews will be conducted and audio-taped for this research and a pseudo-

name will be used to provide confidentiality for you as a participant. Additionally you 

will have a choice of where you would like to be interviewed and the option of whether 

or not you wish to inform others that you are participating in the study in order to protect 

your identity.  Also, please be advised that the research study is designed in such way as 

to provide you with an opportunity to review and comment on the compilation of the 

research. 

Please reply by email or phone if you are interested in participating in this study and you 

are a full time educator with classroom teaching duties in a nursing program at a 

community college within the OCNE.   I will then discuss with you how you will receive 

the consent form outlining the procedures of the research study and information 

concerning your rights and responsibilities as a participant, and other information about 

the study you wish to know.  If you are eligible and you choose to participate you will 

then be asked to sign the consent form and return it to me by email or in person.  Once a 

signed consent is received by me, I will contact you to arrange for a face to face interview 

at a time and place that is mutually agreeable.   

If you have any questions about this study, please contact me by email 

alisa.schneider@gmail.com or by phone at (503) 309-0012, or the principal investigator 

Dr. Shelley Dubkin-Lee at (541) 737-5963 or by email at Shelley.Dubkin-

Lee@oregonstate.edu.  I look forward to hearing from you, and I thank you in advance 

for your assistance with this research.   

Sincerely, 

Alisa Schneider, RN, MSN 
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APPENDIX B: RESEARCH INTERVIEW PROTOCOL  

Psuedonames for participants identified through http://www.babynamewizard.com 

Psuedonames for places anonymizing log: 

 
Interview and page # Original Changed to  

    

    

    

Date: 

Place: 

Interviewer: 

Interviewee: 

Introduction: 

This initial interview will last no more than 120 minute and will be audio taped and then 

transcribed. Approximately 2 weeks after this interview I will send you a copy of the 

transcripts you are asked to review it and clarify, verify, and/or expand on anything in the 

transcripts and provide feedback by email or phone.  In addition I would like you to take 

approximately 30 minutes per week to write some journal entries about this topic and any 

thoughts that come to you after our interview and your review of the transcripts.  Creating 

journal entries will add valuable information for the study and may be useful to 

participants on a personal level for reflecting on their experiences and teaching. You can 

anticipate about 8 weeks of time before the end of this study period and I will let you 

know when the study period will end.  

Questions: 

This interview is structured to help you share some of your experiences in your role as a 

nurse. The questions are open ended, and I would like to keep the focus on your 

experiences as a nurse and the impact of that experience on your role as faculty. 

-What experiences have you had with hierarchy, power, or others exerting control in your 

work as a nurse?  

 Have you ever heard the term oppression used to describe the nursing profession?  

What does this mean to you?  

-What experiences did you have with bullying, incivility, or other disruptive behaviors as 

a nurse?  

Have you ever heard the terms horizontal violence, lateral violence, or vertical 

violence used to describe nurses behaviors?  

What does this term(s) mean to you?  

-What was it like to have had these experiences? 

 Did you take away any thoughts about nursing as a result of these experiences? 

Given that you’ve had these experiences could this impact your teaching about nursing? 

 In what ways do you use your experiences to teach students about nursing? 

 

http://www.babynamewizard.com/
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APPENDIX C-RESEARCH CONSENT FORM  

 

Project Title:   Nursing Faculty and the Lived Experience of Oppression  
Principal Investigator: Shelley Dubkin-Lee 
Student Researcher:   Alisa Schneider 
Co-Investigator(s):  Marjorie Dulaney 
Sponsor:    
Version Date:    09/25/2013 
WHAT IS THE PURPOSE OF THIS FORM? 
This form contains information you will need to help you decide whether to participate in 

a research study.  Please read the form carefully and ask the study team members any 

questions about the research, the possible risks and benefits, your rights as a volunteer, 

and anything else that is not clear before you decide to participate or not.   

 

WHY IS THIS RESEARCH STUDY BEING DONE? 
The purpose of this research study is to discover the experiences community college 

nurse educators have had in their work as nurses with oppression as expressed through 

power imbalances, hierarchy, and workplace behaviors; and to uncover the meaning of 

their experiences.  This study will provide insight into how nurse educators’ experiences 

may impact their teaching and the socialization of students to the profession.  In addition, 

the results of this research will be used to meet the requirements of a doctoral study in the 

Adult Education and Community College Leadership Program at Oregon State 

University, College of Education.  

 

WHY AM I BEING INVITED TO TAKE PART IN THIS STUDY? 
You are being invited to take part in this study because you are a nurse and work as a full 

time educator with classroom teaching duties in a nursing program at a community 

college within the OCNE.    

 

WHAT WILL HAPPEN IF I TAKE PART IN THIS RESEARCH STUDY AND 

HOW LONG WILL IT TAKE?   
If you agree to take part in this study your involvement will include an initial audio-

recorded face to face interview, followed by in person, email, or phone communications 

to clarify, verify, and/or expand on information from the initial interview.  Audio 

recording of interviews and communications will be used in this study so any potential 

participant who does not want to be audio recorded will not be enrolled in this study.  

Additionally during the course of the study you will be asked to make and provide to the 

researcher brief journal entries in either paper or electronic formats (of your choosing) 

concerning the study topic.    

 

If you agree to take part in this study your involvement will include approximately seven 

to ten hours over the research period. The initial interview with the researcher will last no 

more than 120 minutes.  This initial interview will be held at a location of your choosing, 

will be audio taped and then transcribed.  Approximately 2 weeks following the initial 

interview you will receive a copy of the transcripts of your interview and will be asked to 
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review the transcript. You will then be asked to clarify, verify, and/or expand on anything 

in the transcripts. In addition to the time invested in the initial interview you will be 

asked to take approximately 60 minutes to review the transcript of the initial interview 

and provide feedback by email or phone and approximately 30 minutes per week for 

journal entries and follow up communications during the research period (approximately 

eight weeks).  Creating journal entries will add valuable information for the study and 

may be useful to you on a personal level for reflecting on your experiences and your 

teaching.   You will be notified when the study period is to end (at approximately eight 

weeks) so that you can send any journal entries not already sent to the researcher and/or 

provide additional information pertinent to the study topic.  

 

WHAT ARE THE RISKS AND POSSIBLE DISCOMFORTS OF THIS STUDY? 
It is anticipated that there will be minimal risks and/or discomforts associated with being 

in this study.  There is a chance that negative experiences or feelings may be uncovered 

during the course of this study and there is the potential for embarrassment or emotional 

discomfort with disclosing personal experiences.  Care will be taken with the information 

to minimize risk by the use of pseudo-names for your personal information and any 

identifiers of any institution, location, or organization in transcripts will be given pseudo-

names for the publication of the results.  This study involves transmission of information 

over the internet for the purposes of collecting information.  You need to understand that 

email transmission cannot be guaranteed to be secure or error-free as information could 

be intercepted, corrupted, lost, or destroyed, arrive late, or contain viruses.  

 

WHAT ARE THE BENEFITS OF THIS STUDY? 

It is not known whether you will benefit from being in this study.  It is possible that 

participants may benefit from examining their personal experiences with oppression in 

their nursing careers and from the journaling and reflection on these experiences and how 

they may impact their teaching.  It is believed that the content from this study will prove 

useful in understanding the lived experiences of nurses with power, hierarchy, and 

workplace behaviors associated with oppressed groups which can provide information for 

nursing education program curriculum.  All participants in the study will be provided a 

summary of the study results.  

 

WILL I BE PAID FOR BEING IN THIS STUDY? 

You will not be paid for being in this research study and there will be minimal to no costs 

to you other than the time you invest in participating in this study and any travel costs 

you may incur to meet with the researcher at a place of your choice.  

 

WHO WILL SEE THE INFORMATION I GIVE? 

The information you provide during this research study will be kept confidential to the 

extent permitted by law.  Research records will be stored securely and only researchers 

will have access to the records.  Federal regulatory agencies and the Oregon State 

University Institutional Review Board (a committee that reviews and approves research 

studies) may inspect and copy records pertaining to this research and it is possible that 

some of these records could contain information that personally identifies you.  
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To help protect your confidentiality, pseudo-names will be assigned to transcripts of your 

initial interview and any subsequent written or recorded and transcribed communications.  

Results will be reported in a summarized manner in such a way that you cannot be 

identified.  If an article or report is written about this study or the data set is shared with 

others, it will be done in a manner that does not directly identify you and any direct 

quotes will use your pseudo-name.  An outside investigator, who is also a nurse educator, 

will assist with the analysis of the data and will have access to transcripts and documents 

such as journal entries coded with pseudo-names.  The outside investigator agrees to 

abide by the same confidentiality procedures described in this study as the possibility that 

your identity may be known by the outside investigator due to the small number of 

participants and a potential colleague relationship of participants with the outside 

investigator. Your identity will only directly be known by Alisa Schneider, researcher; 

and Dr. Shelley Dubkin-Lee, principle investigator.  

 

The initial interview will be done face to face with the researcher and audio recorded. 

You will be identified on the audio recordings by a pseudo-name.  This recording and any 

recording from follow up interviews will be transcribed by a professional transcription 

service.  The recordings will be kept on secure external hard drives and password 

protected for access only by the researcher and principle investigator.  The recordings 

will be kept secured for a period of not less than three years following the completion of 

the study.   

 

Information obtained from you during this study may be used in future studies in 

aggregate form with no individual identifying information.  Because it is not possible for 

us to know what studies may be a part of our future work, we ask that you give 

permission now for us to use your aggregate information without being contacted about 

each future study.   

 

WHAT CHOICES DO I HAVE IF I TAKE PART IN THIS STUDY? 
If you decide to take part in this study it is because you want to volunteer. You will not 

lose any rights or benefits you would normally have if you choose not to participate.  If 

you decide to participate, you are free to withdraw at any time without penalty. If you 

choose to withdraw from this project before it ends, the researchers may keep information 

collected from you and this information may be included in study reports following the 

confidentiality procedures stated previously. 

 

WHO DO I CONTACT IF I HAVE QUESTIONS? 
Questions are encouraged. If you have any questions about this research project, please 

contact: Alisa Schneider at (503) 309-0012 or by email at alisa.schneider@gmail.com  or 

Dr. Shelley Dubkin-Lee at (541) 737-5963 or by email at Shelley.Dubkin-

Lee@oregonstate.edu.  If you have questions about your rights or welfare as a 

participant, please contact the Oregon State University Institutional Review Board (IRB) 

Office, at (541) 737-8008 or by email at IRB@oregonstate.edu 

 

 

mailto:alisa.schneider@gmail.com
mailto:Shelley.Dubkin-Lee@oregonstate.edu
mailto:Shelley.Dubkin-Lee@oregonstate.edu
mailto:IRB@oregonstate.edu
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WHAT DOES MY SIGNATURE ON THIS CONSENT FORM MEAN? 
By signing this form you agree to participate in this study and agree that you meet the 

criteria to be a participant, the research study has been explained to you, and that your 

questions have been answered.  Please keep a copy of this form for your records.  

 

Participant's Name (printed):  

_________________________________________________ 

_______________________________________        

______________________________ 

 (Signature of Participant)       (Date) 

I give permission to include my aggregate information in future studies: □ 

I do not give permission to include my aggregate information in future studies: □ 


