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ABSTRACT 

This study explored the experience of shame in nursing using an interpretive 

phenomenological approach as described by van Manen (1997). Shame is a concept 

that has been extensively theorised within the social sciences as important in the 

development of individual identity, self esteem and role performance but overlooked in 

nursing. The purpose of this research was twofold; to gain an understanding of how 

shame influences and shapes nursing identity and to produce knowledge and stimulate 

dialogue about what that means for nursing culture.  

 

Participants were asked to discuss significant interactions with colleagues. 

Significantly, all disclosed the experience of shame. Further, four major themes 

emerged from this study to deepen understanding of what appears to be a cultural 

experience. The experience of shame involves: self appraisal, professional identity in 

conflict, the experience of isolation and recrimination. Within each theme a number of 

sub themes were identified including feeling dumb, being incompetent, withdrawing 

and going quiet and seeking revenge.  

 

The study concluded that in relation to nursing, internalised shame is not readily 

recognised although negative emotions that are linked to it are clearly felt. When these 

emotions are left unprocessed or unidentified as shame, then they are likely to have 

negative consequences. But recognising this hidden shame and bringing it to conscious 

awareness can express and perhaps relieve shame. Further, shame’s adaptive functions, 
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to provide moral direction and teach respect, could be acknowledged or reclaimed. It is 

argued therefore that acknowledging and discussing shame openly in nursing, such as 

through future research, scholarships and education, will facilitate consciousness 

raising and the potential for cultural change.   
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CHAPTER ONE 

INTRODUCTION 

 

This chapter introduces the reader to the main concepts relevant to this study. The 

reader is provided with an overview of the development of the topic, the purpose of the 

study and the approach used to study the phenomenon of shame in nursing. Shame is 

important to nursing discourse for two reasons: first it may offer new insights about 

nursing identity; and second it may help the profession to understand how certain 

behaviours reported in the nursing literature such as intimidation, humiliation, silence 

and ostracism are part of the culture of nursing and have become central to nursing 

identity. Yet like all cultural practices, they can be made open to scrutiny and revision. 

 

Shame is a concept that has been discussed in the disciplines of theology, psychology 

and social sciences. It has only recently been discussed in theoretical terms in nursing 

literature (Crowe, 2004). Shame serves a purpose in normal human development 

(Kaufman, 1989). Healthy shame is seen in humility. It serves to maintain a conscience 

and enables moral direction for behaviour to be established. Unhealthy shame is seen in 

concealment and defensiveness which may be demonstrated in rage, bullying, 

grandiosity and anti social behaviour.  

 

For two thousand years, shame has been recognised as central to identity formation and 

to the development of human consciousness and dignity (Kaufman, 1989; Pattison, 

2000). This idea has been significantly reworked by theorists such as Freud (1930), 
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Erikson (1950), Tomkins (1963), Kaufman (1989), Nathanson (1992) and Pattison 

(2000). Current theories argue that shame needs to be invited into consciousness in 

order to acknowledge the full meaning of Being. Being meaning the state of existing. 

According to Heidegger (1962), without Being no individual could exist.  

 

Shame 

Shame is potentially present from birth. Kaufman (1989) reported that shame can be 

activated pre verbally in the first experience of parental anger, which the infant 

experiences as a rupture between themselves and the other. According to Kaufman 

(1989), Pattison (2000), Nathanson (1992), and Tomkins (1963), infants experience 

Being because they are biologically prewired to relate to people in ways that are 

reciprocal and affectively patterned. For example, Kaufman (1989) describes a scenario 

in which a child perceives that a parent is angry with them. The child experiences 

shame and tries to mend the situation by moving towards the parent and putting out 

their hand in a wish to reconnect with the parent. When the adult reciprocates the 

movement and allows the child to hold their hand the child’s sense of self is restored. If 

however the adult does not reciprocate, then the gulf of shame experienced by the child 

is widened. Thereafter the child may be cautious about trying to recontact.  

 

Some children may become so discouraged that even as adults they find it difficult to 

make contact. In fact the child may become so damaged that narcissism is their only 

recourse to feel love (Pattison, 2000). However, some children’s experiences will allow 

them to try again. These children are not always ashamed of shame and can grow from 
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the experiences. Conversely, discouraged children develop differently and may always 

experience a sense of what others namely Bradshaw (1988), and Lewis (1992) termed 

“toxic shame”, and Ahmed (2005) referred to as “unacknowledged shame”. Perhaps 

children wounded by the experience of unacknowledged shame are drawn to 

professions which they perceive will mend their shame such as nursing or other helping 

professions. Unacknowledged shame and its potential relation to nursing identity is 

now discussed.  

 

Unacknowledged shame  

By denying the existence of shame, the experience is further intensified. Lewis (1987), 

Nathanson (1987), and Tangeny (1990) have reported that unacknowledged shame has 

been related to feelings of depression, helplessness and unworthiness. Harder and 

Lewis (1986), and Tangney, Wagner, Fletcher and Gramzow (1992), have argued that 

unacknowledged shame is related to hostility and a tendency to blame others. 

Furthermore, several authors have reported (e.g. Lanksy & Morrison, 1997; Nathanson 

1992; Retzinger, 1991; Scheff, 1988) that unacknowledged shame can be displayed as 

anger and may lead to angry actions that can intimidate and or hurt others. Similarly, 

Ray, Smith and Wastell (2004) examined transcripts of interviews with racist offenders 

in Manchester England. They reported that the unacknowledged shame of the offenders 

had been transformed into rage against those who had been seen as the sources of 

shame. 
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Ray et al., (2004), Retzinger, (1991); and Tangney et al., (1992) argued that 

unacknowledged shame is linked to emotions such as anger and hostility, and 

behaviours such as intimidation and blaming others. These notions offer poignant 

insights into nursing culture. Perhaps unacknowledged shame is an important and 

previously unrecognised influence on nursing identity especially if demonstrated 

through intimidating and humiliating behaviours commonly reported in workplace 

bullying (Duffy, 1995; Farrell, 1996). 

 

Several other authors have argued that shame has been used as a powerful motivator for 

social and cultural control (Elias, 1939; Eurich, Rascoe & Kemp, 1997; Scheff, 1997; 

Williams, 1993). Atherton (2003) suggested that in cultures where shame is used to 

control behaviours and social norms, individuals or groups will be motivated to ensure 

not only that they are innocent, but that they are seen to be innocent. Western cultures 

have used shame in a negative way as a means of social and cultural control. Other 

cultures however, such as the Oriya Brahmans (Indian) give shame a positive and 

honourable meaning. Their word for shame is “layla”, meaning “respectful self 

restraint” (Schweder, 2003). The topic of shame will be discussed further in Chapter 

Two.  

 

Shame can be a defining characteristic of identity in a personal, national, sub cultural or 

cultural sense (Atherton, 2003; Kaufman, 1989; Pattison, 2000). In terms of human 

development, shame is crucial to healthy growth. Perhaps shame may also be vital in 

terms of nursing identity.  
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Questions of nursing identity have long interested nursing theorists and researchers and 

have resulted in the generation of many nursing theories such as Novice to Expert 

(Benner, 1984), Humanistic Model of Nursing (Paterson & Zderal, 1976), Unitary 

Being (Rogers, 1994), The Philosophy and Science of Caring (Watson, 1979). These 

theories offer many insights about nursing and nursing practices, yet, recent studies 

examining nursing identity indicate that nursing is still struggling to define itself (Cook, 

Gilmer & Bess, 2003; Fagermoen, 1997; Walter, Glass & Davis, 1999).  

 

According to Koshiba (1990) nursing identity has never been fully accepted as a mature 

profession. Yet it is argued that the way members of a profession define themselves 

influences all aspects of their work including interactions within their own profession 

and with other occupations. Chapter Two will describe how the nursing profession has 

been intrinsically entwined with the discipline of medicine. Yet medicine has received 

greater value, respect and autonomy from professional and sociocultural perspectives. 

Several authors have suggested that it is only when nurses acknowledge the value of 

nursing that professional pride, growth and development will occur in the profession 

(Bruesh & Gordon, 2000; Wilson, 2000).  

 

A review of recent nursing studies has revealed that professional identity in nursing has 

been explored through the concepts of professionalism (Cook et al., 2003), perceptions 

of the nurse role (Fagermoen, 1997; McKenzie, 1997; Milligan, 2001), nursing self or 

self-concept (Ohlen & Segesten, 1998; Walter, Glass & Davis, 1999) and moral identity 

(Randle, 2002). The results of qualitative research (e.g. Fagermoen, 1997; Ohlen & 
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Segesten, 1998; Walter, et al., 1999) offer valuable insight into how nurses perceive 

their role, and highlight the integral relationship between personal and professional 

identity. Further these studies highlight the broad range of themes that nurses consider 

important to their nursing identity, such as, caring for others, supporting families, 

interacting with the multidisciplinary team and fitting in with nursing culture. The 

findings of these studies and their relevance to this study will be discussed in greater 

detail in Chapter Two. One aspect of nursing culture that has gained prominence in the 

nursing literature is workplace bullying. This will now be discussed. 

 

Workplace Bullying in Nursing  

There has been an increased focus on examining workplace bullying in nursing over the 

last ten years (Farrell, 1997; Hamlin, 2000; Thomas, 1998). These studies have focused 

on identifying and describing bullying behaviours and the impact that such behaviours 

have on nurses. However these studies have not examined how workplace bullying may 

affect and influence nursing identity. What has been emerging from recent nursing 

literature is that workplace bullying is reported to be a significant factor in negatively 

affecting nurse retention (Sweet, 2005). Thus, studies which offer new insights into the 

impact and influence of workplace bullying on nursing identity, may suggest 

recommendations which will assist recruitment and retention in the profession. 

 

Researchers who have studied workplace bullying in nursing have concentrated on 

familiar explanations for the continued presence of workplace bullying such as 

oppression and feminist perspective (Duffy, 1995; Hamlin, 2000; Thomas & 
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Doppleman, 1997). Recent theories and research from the discipline of social sciences 

and criminology are reporting a link between shame and bullying (Ahmed, 2005; 

Scheff, in Lanksy & Morrison, 1997). Significantly, these authors argue that it is the 

presence of unacknowledged shame which acts as a stimulus for bullying behaviours. 

The term ‘unacknowledged shame’ refers to the process of denying or ignoring the 

experience of shame. Ahmed (2005) argues that when individuals are unable to 

acknowledge their own mistakes, they may displace their shame by blaming others and 

expressing anger with the world at large. She reports that the combination of the non-

acknowledgment of mistakes and high levels of shame displacement gives rise to 

bullying in schools and in the workplace (Ahmed, 2005).  

 

The link between workplace bullying, shame and nursing identity has not yet been 

addressed in the nursing literature. It is important however, to examine these links in 

nursing as findings may uncover previously unreported reasons why nurses leave the 

profession.  

 

As early as the 1980s nursing researchers reported that nursing was facing recruitment 

and retention difficulties Roberts (1983), Walter et al., (2001), and Wilson (2000) 

argued that nursing continues to struggle for professional recognition and that it is 

important nurses collectively and individually realise their value. Having a strong sense 

of professional identity enables individuals and the profession to experience a sense of 

common purpose. A profession that struggles with its sense of identity will find it 

difficult to recruit and retain a workforce (Walker, 2005). A profession that struggles to 
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define what it does will struggle to maintain a proud and positive workforce. Equally a 

profession that experiences pride in what it is and what it does will attract and maintain 

a vibrant workforce (Walker, 2005).  

 

It is argued in this study that nursing, historically and currently, has struggled with its 

identity and that shame may be integral to that struggle. It is important therefore to 

explore, understand and develop the meaning that nurses give to their existence as 

nurses within the culture of nursing, especially in the current nursing climate as the 

profession struggles to recruit and retain its workforce.  

 

Recruitment and Retention in Nursing 

A number of factors have been reported to be influencing the current recruitment and 

retention crises facing nursing today. These influences concern global factors such as 

rapid growth of health care, constantly evolving changes in technology, greater patient 

acuity, general organisation and financing of health care and economic rationalisation 

(Buchanan & Considine, 2002; Ray, Turkel & Marino, 2002; Senate Committee 

Inquiry into Nursing  (SCIN), 2002; West & Scott, 2000). Other organisational 

considerations include management restructuring, increased workloads, inadequate skill 

mix, increased role complexities, varied range of treatment and management 

interventions, increased responsibility and accountability, and inflexible hours, 

(Hegney, Plank & Parker, 2003; SCIN, 2002).   
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At an interpersonal level these factors are reported to result in nurses experiencing a 

range of responses including, feeling angry and frustrated at hospital systems of 

management, cost cutting and feeling devalued by employers (Parle & Parle, 2001; 

SCIN, 2002). Buchanan and Considine (2002) investigated rising nursing vacancies in 

New South Wales (NSW) and concluded that nurses perceived they lacked autonomy 

and that managers and administrators failed to recognise their skills, experiences and 

work loads. Buchanan and Considine (2002) also found that nurses perceived unit 

managers to be rigid, inflexible and controlling, a style of management that further 

compromised nurses’ sense of autonomy. 

 

Findings from recent investigations into nursing recruitment and retention issues in 

Australia (Buchanan & Considine, 2002; Parle & Parle 2001; SCIN, 2002) are not 

surprising. In many respects the findings highlight issues and concerns that have been 

expressed by nurses and the nursing profession for many years (Baly, 1998; Hallam, 

2000; Lliffe, 2002). Since the mid 1800s nursing has at different times struggled with 

recruitment and retention issues. Additionally themes such as professional identity, 

nursing culture and nursing being viewed as women’s work, have been major 

contributing factors in that struggle (Abel-Smith, 1960; Baly, 1998; Hallam, 2000).  

 

Nursing has always been a predominantly female profession and as such the 

relationship of the profession to femininity and the role of women in society has been a 

recurring topic in nursing literature (Bent, 1993; Darville, 1997; Duffy, 1995; Glass, 

1997; Hallam, 2000; Hamlin, 2000; Lee & Saeed, 2001). A major theme that has 
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evolved from this work has been the relationship between oppression and women and 

understanding nurses as an oppressed group. Several researchers and theorists have 

uncovered a number of influencing factors related to oppression and nursing, such as 

the continued negative portrayal of nurses through popular media (Greenwood, 1999; 

Hallam, 2000; Muff, 1982), Nightingale’s legacy including, nursing being perceived as 

women’s work (Darville, 1997; Duffy, 1995; Hamlin, 2000; Roberts, 1983) and the 

influence of medicine (Hamlin, 2000; van der Peet, 1995).  

 

Hektor (1994), and van der Peet (1995) suggested that part of Nightingale’s legacy has 

been the hierarchical system that she founded. Further these authors have reported that 

Nightingale’s insistence that women should seek no other occupation beyond nursing 

has maintained an outdated perspective that nursing is women’s work (Hektor, 1994, 

van der Peet, 1995). Hadkin and O’Driscoll (2000), Glass (1997), and Roberts (1983) 

are representative of many nursing scholars over the last twenty years who believe that 

the hierarchical structure created by Nightingale is a major factor in the widespread 

workplace bullying evidenced in nursing today. Hierarchy is associated with Top-Down 

management styles, one way flows for decision making and other autocratic patterns 

that tend to alienate or offend workers at lower ranks (Hadkin & O’Driscoll, 2000). 

 

Roberts (1983) suggested that oppression in nursing is integrally aligned with nursing 

identity. Fanon (1963) and Freire (1973) argue that identity formation in the oppressed 

group is part of the dynamic between oppressor and oppressed that allows 

discrimination to persist. An oppressed individual or group grow to view themselves as 
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inferior and internalise the values of the oppressor. Further, the oppressed do not 

develop a rich and proud culture and experience intra group conflict. They tend to be 

divided and diffused (Fannon, 1963; Freire, 1973). Although such views offer 

explanations about nursing as an oppressed group, they do not satisfactorily explain the 

stimuli that may facilitate or perpetuate oppression in nursing. There is value, therefore, 

in continuing to explore the nature of nursing identity. To be able to explore nursing 

identity it is important to understand identity formation. 

 

Identity formation  

According to Mahoney (2000) defining identity may be as complex as developing one’s 

identity. Further he suggested that by asking the question “Who am I?” a definition of 

identity may emerge. Identity is a label attached to a person or thing. It conveys the 

sense of things being the same in substance, nature, composition or properties. 

According to Nathanson (1992) the current use of the term identity refers to the 

external or superficial features that we are known by.  

 

Erikson (1968) spoke of identity formation as a process located in the core of an 

individual and also in the core of the culture to which the individual belonged. Identity 

formation requires that an individual takes all that they have learnt about life and 

themselves and then mould that learning into a unified self-image, one that their 

community finds meaningful. Several authors Adams, Gullotta, and Montemayor 

(1992), and Marcia, Waterman, Matteson, Archer and Orlofsky (1994) suggested that 
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positive identity is associated with positive psychological outcomes including self 

assurance, self certainty and a sense of mastery. 

 

According to Kaufman (1989), shame is central to identity formation and is integral to 

the development of human conscience. He also states that just as shame moulds 

personal identity, it likewise shapes cultural identity. This concept seems relevant to 

how an individual nurse and the nursing culture has experienced its own identity 

formation and will be further explored in Chapter Two. 

 

Development of the topic 

Interest in the topic of shame arose from my experience of working in a Trauma and 

Dissociative Disorders Unit in Brisbane Australia. A common theme for all clients 

admitted to the unit was that they had experienced years of childhood abuse which had 

resulted in an ever present sense of shame. The link between childhood abuse and 

shame has been well established in the literature (Ridley, 1993; Wiginton, 1999; 

Zupanic & Kreidler, 1998).  

  

As I worked with the women in the unit I became more attuned to many different 

features of shame such as; the look of shame, shaming and shamed behaviour, and how 

an individual who is experiencing shame interacts with others (Kaufman, 1989; Scheff 

& Retzinger, 2000; Ahmed, 2005). For example, avoiding eye contact was a common 

response for these women, especially when discussing shaming experiences. The 

expression of anger was another response witnessed. Through discussions with the 
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women they were able to identify that anger was a defence against their shame being 

seen. The wish to be invisible was a strong desire for these women and it was not 

unusual to enter the women’s rooms and find them “hiding” under the bedcovers. The 

rationale given by the women for this behaviour was that it was their only means of 

hiding the shame that they were experiencing. The experiences as described here have 

been reported in the literature as common ways in which individuals defend against 

their experience of shame being seen by others (Lee & Wheeler, 1996; Lewis, 2003; 

Nathanson, 2001).  

 

My experience of working with these women and my growing appreciation of the 

existence of shame within this group led me to reflect on my own life experiences and 

how shame may have been an integral part of my personal and professional 

development. I started to recall situations in nursing where I had been shamed by 

colleagues, and where I had shamed others. In observing my interactions with 

colleagues at work, how colleagues interacted with one another, and, how colleagues 

engaged with student nurses I started to wonder about shame in nursing, and, about the 

possibility that shame played an integral role in the formation of nursing identity. 

 

One of the main themes that has been consistently replayed in the interactions between 

peers and between nurses and student nurses has been a questioning of why anyone 

would choose to become a nurse. The tone of the question “why would you want to be 

a nurse?” from colleagues implies not curiosity, but rather it is disparaging and asks for 

no response.   
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Kaufman (1989) stated that disparaging remarks and criticisms for choices made is the 

act of someone acting from shame, with the intent to shame the other. He also stated 

that the process of shaming another is an unconscious act, stimulated by a need to ease 

one’s own internal discomfort with oneself. It is possible that the tone of the question 

“why do you want to be a nurse?” symbolises a professional discomfort or a sign of 

discomfort in being a nurse. 

 

As I experienced the questioning interaction between colleagues and students, it 

occurred to me that this interaction may be instrumental in influencing the experience 

of being a nurse for both the individual asking the question and the individual to whom 

the question is posed. Furthermore, that the experience of being a nurse is one of 

shame.  

 

Therefore, I suspected that a key issue at the heart of nursing identity concerns shame 

and the experience of unacknowledged shame in nursing. Further, shame in nursing 

could probably be located back to the origins of modern nursing and has been an ever-

present stimulus affecting nursing identity over the last 150 years. An important 

assumption to make explicit at the outset is that I believe shame, its presence or its 

absence, can shape nurses as individuals and as members of a culture. I was conscious 

of the need to select a methodology and methods that would enable participants to tell 

their story and not for me to simply find opportunities to confirm my views. This will 

be later clarified and explained in Chapter Four. 
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Purpose  

The purpose of this research is two fold. First it is to gain an understanding of how 

shame influences and shapes nursing identity and second to produce knowledge and 

stimulate dialogue about what that means for nursing culture. This study aims to 

develop further understanding of the concept of being a nurse by inviting nurses to 

explore their experiences of being shamed in nursing and how those experiences 

influence how they identify themselves. One method that can be used to examine 

shame in nursing and what that means for nursing culture is phenomenology.  

 

According to van Manen (1997) phenomenology is the study of lived experiences of the 

life world, with an emphasis on the world as lived by the person. Thus, the approach 

lends itself to exploring the lived experience of being shamed in a nursing culture. 

 

Phenomenology 

Phenomenology emerged as a major philosophy in Germany in the late 1800’s. The aim 

of phenomenology is to seek to gain a fuller understanding of the many facets and 

integral meanings of a phenomenon (Wilkes, 1991). Phenomenological research is a 

search for what it means to be human, what it means to be in this world taking into 

account the sociocultural and historical traditions which give meaning to our ways of 

being in the world (van Manen, 1997; Walters, 1995). As such a phenomenological 

approach may offer a perspective that acknowledges the importance of exploring the 

unique and shared meanings that nurses ascribe to their nursing identity. The use of 

phenomenology in this study may produce new knowledge by offering another lens 
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through which to view nursing identity. Particular approaches to phenomenology are 

detailed in Chapter Three.  

 

For the purpose of this study phenomenology provides the means to: 

• facilitate study of the more elusive concepts that characterise the presence and 

absence of shame in nursing identity 

• uncover shared meanings and concerns about identity through interpreting and 

understanding rather than assuming and explaining  

• find ways to apprehend and represent different snapshots of nursing identity in 

order to achieve a fuller appreciation that advances nursing knowledge and 

uncovers factors that influence nursing identity. Thereby creating conditions 

that promote more meaningful and supportive interactive experiences for 

nurses. 

 

By using a phenomenological approach nurses are not regarded as passive, impersonal 

objects rather, they are viewed as human beings with personal experiences, capable of 

expressing affect, thinking and behaving. This study will recognise the value of 

understanding the meaning nurses attribute to their identity and how shame has or has 

not influenced who they are as nurses. It is envisaged that this approach will provide a 

perspective which focuses on positive aspects of nursing identity, whilst also 

acknowledging negative factors that may influence nursing culture.   
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To understand shame in nursing requires that peoples’ meanings remain contextually 

based and thus the research method chosen needs to reflect those differences. 

Ultimately the research is driven by a desire for nurses to understand each other better 

in order to benefit individual nurses and nursing. I believe such knowledge is important. 

Such research I believe will assist nurses gain insight into how understanding shame 

may or may not affect nursing identity.  

 

As a nurse with 25 years experience I believe I have a role in assisting students, 

graduate nurses and peers to shape their nursing identity in a meaningful way. This is 

why I wanted to learn more about what is challenging and worthwhile about nursing 

identity to nurses. It is my hope that this study goes some way towards replacing the 

commonplace, disparaging question “why would you want to be a nurse?” with greater 

confidence in the nursing identity, rich, complex and multifaceted.  

 

Conclusion 

This chapter has highlighted the main concepts examined in this study and has shown 

how shame is relevant to nursing. Findings from the study enable new conclusions to be 

drawn and new directions to be forged that will have implications for nursing now and 

in the future. The thesis is presented in the following way. 

 

Chapter Two explores shame as reported in the psychoanalytical, sociocultural and 

biopsychological theories. Such an exploration highlights how shame has been 

perceived historically and culturally. This is important to understand how shame may 
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have influenced nursing identity from a historical and contemporary perspective. This 

chapter also examines nursing culture specifically the themes of nursing as women’s 

work, Nightingale’s legacy, hierarchical system and the influence of medicine. The 

presence of workplace bullying in nursing will also be explored.  

 

The theoretical framework that underpins this study of exploring shame in nursing is 

presented in Chapter Three. This chapter details those elements drawn from 

Heidegger’s interpretative hermeneutics that were utilised to construct a methodology 

particularly suited to this study. In particular, Heidegger provides direction for the 

study to reveal an understanding of nurses’ experiences of being shamed in nursing.  

 

Chapter Four constitutes a description and justification of method and theory applied 

during each phase of the research. The six research activities suggested by van Manen 

are presented and the integration of theory and method at each phase of the research is 

emphasised and argued. This chapter details how nurses stories of being shamed in 

nursing were gathered, explored, and interpreted. The hermeneutic circle was used to 

develop an understanding of the nature of being shamed in nursing. Further, the 

hermeneutic circle takes the form of question and answer and moves backwards and 

forwards between parts of the text and the whole text. An understanding of the 

phenomenon being explored was uncovered through the identification of the shared 

meanings revealed through interpretation of participants’ stories, and critical reflection 

on the meaning attributed to their identity as nurses. 
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Chapter Five provides stories from five participants. These stories introduce personal 

and profession backgrounds of participants and provide some examples of their 

experiences of being shamed in nursing. By providing these stories the reader can 

experience the diverse backgrounds and experiences of participants in this study.  

 

Chapter Six explores the interpretation of the experience of being shamed in nursing 

through the themes of self appraisal, the experience of isolation, professional role in 

conflict and recrimination.   

 

In Chapter Seven the significance of the findings for nursing identity are presented. 

Key issues drawn from Chapters Five and Six are discussed in relation to context from 

contemporary literature, including relevant theory on shame and nursing identity.  

 

Finally, Chapter Eight provides an overview of the study and summarises the major 

findings and discussion points presented in the preceding chapters. The limitations of 

the study and directions for future research are also presented in this chapter.  
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CHAPTER  TWO 

LITERATURE  REVIEW 

 

Introduction  

This chapter reviews the literature relevant to shame, nursing identity and workplace 

bullying. The chapter begins by exploring theories about shame and specifically the 

relationship between shame and identity. To understand nursing identity, it is also 

necessary to examine identity formation theories. As discussed in the previous chapter, 

identity formation has been integrally related to shame. This chapter therefore will also 

examine and consider the relationship between shame and nursing identity formation by 

drawing on a number of theories including psychoanalytical (Freud, 1930; Erikson, 

1968; Kaufman, 1989) socio-cultural (Elias, 1939; Scheff, 1997; Scweder, 2003) and 

biopsychological (Dickerson, Gruenewald & Kemeny, 2004; Nathanson, 1992; 

Tomkins, 1963).   

 

The ways in which nursing culture and specifically the themes of nursing as women’s 

work, Nightingale’s legacy, a hierarchical system and the influence of medicine are 

reported to have influenced nursing identity are discussed. The relationship between 

nursing culture and the development and maintenance of workplace bullying will also 

be examined in relation to shame and professional identity.  
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Finally, methodological issues are examined in order to select the most appropriate lens 

through which the experience of being shamed in a nursing culture can be critically 

examined. This chapter will demonstrate that whilst greater attention has been given to 

examining nursing identity in the last few years (Bousfield, 1997; Cook et al., 2003; 

Faegermoen, 1997; Ohlen & Segesten, 1998) gaps remain. Specifically, relatively little 

is known about the role shame plays or does not play within nursing culture.  

 

Shame   

During the last thirty years, there has been an increasing amount of literature on shame 

specifically in the fields of theology, philosophy, psychiatry, sociology and psychology 

(Kaufman, 1989; Nathanson, 1992; Pattison, 2000). According to Kaufman (1989) 

there was a dearth of information on shame in academic literature prior to the 1970s. 

Kaufman (1989) offered a number of rationales as to why shame had been obscured in 

the scientific literature. These rationales related to cultural taboo, inadequate language, 

and diverse theories. Each of these rationales will be discussed later in this chapter as 

they will provide clues as to why shame has also been obscured in nursing and in 

nursing literature. The discussion on shame begins by examining shame as a source of 

self development, and the link between shame and pride as reported in the literature 

from theology and psychology. This is necessary to highlight how healthy or 

acknowledged shame can positively influence identity. 
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Shame as a source of self development  

Shame is a complex human experience that is often viewed negatively. Discussions 

about shame tend to focus on an individual experiencing feeling ashamed, feeling 

humiliated, wanting to hide or run for cover, or, not wishing to be seen. Certainly all 

these terms accurately describe the common experiences of shame. There is, however, 

another dimension to shame that is often overlooked and that is that shame is linked to 

humility.  

 

Schneider (1977) offered this unusual perspective by explaining that the Greek meaning 

of shame comes from “Aido” meaning awe, respect, and reverence. He argued that 

shame was a concept linked to awe in the Old Testament tradition and that there was a 

significant shift in how shame came to be conceptualised in the old and new testaments. 

Schneider (1977) claimed that the link between shame and awe as described in the Old 

Testament was lost, and consequently shame in Western Culture is now exclusively 

negatively linked to guilt, humiliation and embarrassment. Scheff and Retzinger (1997) 

suggested that it was important to revisit and consider the link between shame and awe 

as a way to understand shame in a positive light. Being in awe of nursing and being a 

nurse may also illuminate new understandings about the profession and about the role 

of shame in influencing nursing culture. 

 

Okana (1994) highlighted a positive perspective on shame in his article which 

examined shame and social phobia. He argued that there had been too much emphasis 

placed on a negative portrayal of shame in the psychoanalytical, developmental, 
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philosophical and sociocultural models. Okana (1994), recognised that the meaning 

people attached to the experiences of shame would depend on the sociocultural context 

of their understanding of shame. A reinterpretation of shame such as used by Maori and 

Oriya Brahams may create new possibilities in understanding and experiencing shame 

in Western Culture. Several authors (Ahmed, 2005; Lewis, 1992; Zupancic & Kreidler, 

1998) have suggested that by considering shame as restorative rather than damaging, 

new possibilities may emerge in terms of how shame can be used to heal and forge 

more effective interpersonal relations. Another consideration in the role of shame as a 

source of self development is the role of pride and shame. This will now be discussed. 

 

Shame and Pride 

Historically shame has been associated with pride and honour. According to Pattison 

(2000) pride within the Christian tradition held connotations of direct rebellion and 

disobedience to God. Pride was viewed in the bible as the first and most deadly of 

human sins. Historically, from a Christian perspective, the notion of pride had become 

contaminated with connotations of arrogance, conceit and selfishness in Western 

societies Scheft and Retzinger (2000) and Scheff (1997). 

 

Kaufman (1993) argued that pride itself became bound by shame. However, the notion 

of pride in the psychology literature has recently been reconceptualised as necessary for 

an individual’s sense of confidence, self esteem and competence as experienced by the 

successful self (Bourcek, 1991; Kaufman, 1993; Scheft and Retzinger, 2000). Pride and 

shame have been reported by Boureck (1991) to be closely linked with issues of 



 

   

25

competence, efficacy, the successful meeting of standards and rules and the 

achievement of goals. He referred to ‘competence pleasure’ as meaning a healthy pride, 

one which arises when an individual achieved competence (Boureck 1991). In contrast, 

Nathanson (1992) reported that the experience of being incompetent triggered shame.  

Perhaps there is a link between feeling professionally incompetent and experiencing 

shame in nursing. Indeed by understanding the experience and influence of shame 

nurses may also uncover professional pride that has been hidden. The link between 

shame and pride should be re-examined and reclaimed. This issue may be relevant to 

consider during data analysis. 

 

One factor that has added to the complexities surrounding an understanding of shame 

has been the diversity of approaches to shame in different disciplines and discourses 

including psychoanalytical, sociological, cultural, philosophical and biopsychological. 

 

There are a number of psychoanalytical theories that have built upon and developed 

work on personality development theory over the last seventy years. According to 

Kaufman (1989) the traditional psychoanalytical framework as developed by Freud 

(1930) failed to recognise or discuss shame as a central construct in personality 

development. Criticism has been directed toward Freud because of his focus on guilt 

and supposedly lack of interest in shame (Kaufman, 1989; Nathanson, 1992). Others 

have accused Freud of deliberately ignoring shame to avoid dealing with his own 

shaming experiences (Pines, 1987; Schneider, 1977). Psychoanalytical theory has been 

such a major influence in personality development since the 1930s it is important 
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therefore to acknowledge how shame has been recognised and discounted in 

psychoanalytical theory. This will highlight how shame remained relatively unnoticed 

in the discipline until Erikson’s work in the 1950s. 

 

Psychoanalytical Theory and Shame 

According to Pattison (2000), psychoanalytic approaches to shame have rested on the 

assumption that shame originates in unconscious events and processes. Pattison (2000) 

and Schneider (1977) argued that Freud was resistive to acknowledging the role of 

shame in personality development. Freud (1930) asserted that shame was part of the 

super ego that inhibits the drives of the libido, specifically in relation to the sexually 

related instincts of scophillia (desire to see others), and exhibitionism. According to 

Broucek (1991), Freud believed that to have a healthy personality one had to be free of 

shame. Further, Broucek (1991) wrote that Freud had referred to shame as ‘false 

shame’ in an effort to teach his students to ignore the presence of shame in their work 

with patients.   

 

Scheff and Retzinger (2000) added to the argument and suggested that Freud had 

viewed shame as an emotion that belonged only to children with guilt replacing shame 

as the more appropriate emotion for adults. As such Freud set in motion a covering up 

of shame within the psychoanalytical field for many years. Broucek (1991) has been 

outspoken in his criticism about Freud’s treatment of shame and he argued that the 

general cultural disrespect for shame is in part due to Freud’s legacy of his failure to 

recognise the healthy functions of shame. This is significant for how an individual or a 
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culture views shame may affect how shame is used to either repair damaged 

relationships or cause further disintegration in relationships. These notions will be 

detailed later in this chapter. 

 

Other psychoanalysts have continued to develop upon or challenge Freud’s work about 

the role of shame in personality development. The diversity of theories to emerge is 

perhaps an indication of the struggle within the psychoanalytical field to define and 

describe shame. Adler (1933), for example took as the basis for his personality 

development theory Freud’s views about inferiority feelings and inferiority complex. 

Adler (1933) started to raise a renewed awareness about the phenomena of shame in 

psychoanalytical theory. Adler’s concepts of inferior complex represent one of the first 

attempts to accord shame a central role in the development of personality.  

 

It was the work of another psychoanalyst in the 1950’s that significantly illuminated 

shame as an important process in personality development. Erikson (1950) produced a 

theory of personality originally known as The Eight Stages of Man, now called the 

Eight Stages of Human Development (Papalia, Olds & Feldman, 2004). Each stage of 

Erikson’s theory involves a struggle between two tasks. As each stage is successfully 

mastered the individual progresses to the next stage. Resolution of each stage creates a 

newly constructed part of the individual’s personality. The second stage known as 

Autonomy versus Shame and Doubt, occurs between the ages of one to three. 

According to Erikson, when the child is unable to master autonomy shame ensues. 

Erikson’s theory suggested that the genesis of shame was in part related to difficulties 
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in achieving tasks of independence, such as toilet training. Here shame is linked to lack 

of achievement, lack of self-control, dirtiness and disgust as well as the perception of 

failure. Perhaps in relation to nursing, shame may ensue when tasks linked to dirty 

work (toileting patients, disposing of body waste) are not validated by self or others. 

Indeed, the public has consistently undervalued dirty work in nursing and a likely effect 

on a nurse and nursing identity is shame. These theoretical applications will be 

important to consider during data analysis.  

 

Horney (1950) made extensive contributions to psychoanalytical theory but like Freud 

did not view shame as a central construct. Rather, Horney (1950) related shame directly 

to pride, describing the effects of shame in terms of ‘neurotic pride’ and ‘the pride 

system’. She argued that the effect of hurt pride for an individual was the experience of 

shame and humiliation. For example if we do, think or feel something that violates our 

pride we feel ashamed, or if others do something to hurt one’s pride humiliation results. 

For example, in the nursing context, when a nurse has an expectation that he/she will be 

given positive feedback by another colleague for a job well done, and that attention is 

not forthcoming then humiliation is experienced. 

 

Since the Seventies and early Eighties other psychoanalysists acknowledged the 

contribution that shame makes to personality development. Pattison (2000) wrote that it 

was as if Freud’s successors have been making up for their founder’s lack of interest in 

shame. Lewis (1971) explored the relationship between guilt, shame and identification 

with the super ego. Although she viewed shame and guilt as common sources for 
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internalised aggression, Lewis acknowledged that they differed in their 

phenomenology. To explain further, Lewis (1971) argued that guilt was generated by 

identification with the threatening parent (which then created an internalised threat), 

whereas shame was generated when identification with the beloved (admired) parent 

failed to live up to the admiration.  

 

Following on from the work of Lewis, another psychoanalyst Wurmser (1981) 

postulated that the roots of shame lay in infancy. Rejecting Lewis’ argument that shame 

was the failure to live up to the ego-ideal, Wurmser (1981) returned to Freud’s 

contention that shame was a reaction to libidinal drives. Subsequent to the work of 

Lewis (1971) and Wurmser (1981) the relationship between shame and narcissistic 

disorders had been explored by (Boureck, 1982; Morrison, 1983). Lewis (1992) in his 

examination of shame proposed that narcissism was the ultimate attempt to avoid 

shame.  

 

Unconvinced that the traditional psychoanalytical approach was providing satisfactory 

answers in terms of defining and explaining the phenomenon of shame, Tomkins 

(1963) looked for other explanations. His search directed him towards the role that 

affect may have in terms of personality development. Kaufman (1989) argued that in 

order to appreciate the impact of shame on personality development and to understand 

its dynamic role in human interaction it was necessary to look towards affect theory for 

some answers. In terms of locating affect theory within broader theoretical frameworks, 

Pattison (2000) encouraged readers towards the biopsychological theory.  
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Biopsychological Theory 

Tomkins (1963) theory of human affect, now referred to as Affect Theory, emphasised 

a distinct innate biologically based affect system within each individual. He described 

shame-humiliation affect as an auxiliary affect which functioned to modulate the two 

primary affects of interest and enjoyment. Whenever the affect of interest or enjoyment 

gets activated shame acts as an affect modulator to enable control to be maintained. In 

many respects Tomkins (1963) notion that shame is an inhibitor for pleasure supports 

Freud’s argument as discussed earlier in the chapter. The main differences between the 

views of both theorists is that Freud related shame as an inhibitor of sexually deviant 

drives, whereas Tomkins (1963) argued that shame had a role in modulating behaviour 

whatever the pleasure. One of Tomkins main supporters and a researcher who has 

developed and expanded his work on Affect Theory is Nathanson. 

 

Since the early 1990s Nathanson (1992) has been presenting work on Shame and Affect 

Theory through his concept the Compass of Shame. Nathanson’s Compass of Shame 

builds on Tomkins (1963) work by focusing specifically on the affect of shame. The 

four poles of the compass and behaviours associated with them are: Withdrawal - 

isolating oneself, running and hiding, Attack self - self put-down, masochism, 

Avoidance - denial, abusing drugs, distraction through thrill-seeking and Attacking 

another other - turning the tables, lashing out verbally or physically, blaming others 

(Nathanson, 1992: p.192).  
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According to Nathanson (2001) contemporary research being conducted through the 

fields of neurophysiology and neuropsychology have renewed interest in Tomkins 

Affect Theory. Several researchers (e.g. Dickerson, Gruenewald & Kemeny, 2004; 

Saarni, Mumme & Campos, 1998; Walden & Smith, 1997) have reported that 

underlying complex and variable emotions are a small fixed set of physiological 

mechanisms These researchers concluded that increased levels of cortisol released in 

response to shame, trigger an intensified shame response (Dickerson, Gruenewald & 

Kemeny, 2004; Saarni, Mumme & Campos, 1998; Walden & Smith, 1997). This is 

important as it may help nurses understand that the experience of shame is initially out 

of their control.  

 

The work of Tomkins (1963) and Nathanson (1992) laid significant foundations and 

directions for understanding the influence of affect and emotional regulation in shaping 

a persons sense of self. More recent theories espouse that emotion regulation is a 

central aspect of emotional development (Eisengerget et al., 1997; Walden & Smith, 

1997). Further, these authors have argued that emotion regulation has central 

importance to the development of relationships and socio-emotional functioning. 

Saarni, Mumme and Campos (1998) discussed growing evidence that emotional 

regulatory processes contribute to a sense of well being, self efficacy and 

connectedness to others. These theories continue to develop and expand the earlier 

work of Tomkins (1963) and Nathanson (1992).  
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When discussing the construct of emotional regulation some authors (e.g. Cicchetti et 

al., 1991; Walden & Smith, 1997) claimed that the emotional system is a dynamic 

organisation of physiological, cognitive and behavioural responses that occur inside and 

outside conscious awareness. The authors hypothesised that emotion regulation takes 

place in three sequential levels; input regulation (sensory receptors), central regulation 

(information processing) and output regulation (response selection). It can be 

anticipated then that any failure of regulation could result in communication problems 

between systems, thus influencing communications between individuals. Further they 

claim that the regulation of such a system may involve adaptations in one or more of its 

areas (Cicchetti et al., 1991; Walden & Smith, 1997). 

 

According to Fabes and Eisenberg (1992), emotional regulation involves appraisal of 

one’s resources for coping with an encounter that includes both problem-focused 

strategies and emotion-focused strategies These mechanisms modulate the degree of 

emotional arousal and change the situation causing it accordingly. For example, one 

strategy could be to withdraw or avoid the person or event that precipitated the 

intensified emotional state such as experienced in shame. Another strategy could be to 

deny or disregard the experience (Walden & Smith, 1997).  

 

Similarly, Dickerson, Gruenewald and Kemeny (2004) developed a model called The 

Social Self Preservation Model. This model proposed that threats to one’s social self by 

which the authors meant self esteem, status and acceptance are accompanied by a 

specific set of physiological and psychological responses. These responses include 
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negative self talk, an increase in shame with increased proinflammatory cytokine 

activity and cortisol levels. The authors argued that this involuntary physiological 

response to shame resulted in changes to a person’s cognitive and behavioural state 

demonstrated through increased difficulty in thinking, inability to speak, and a wish to 

withdraw from an interaction. In accounts of workplace bullying in nursing, nurses 

have reported difficulty in thinking or stated their wish to walk away from or avoid a 

humiliating or intimidating encounter with a colleague (Farrell, 2001; Hadkin & 

O’Driskill, 2000; Thomas & Droppleman, 1997). The influence of a biopsychological 

response to those experiences however has not been previously reported or examined in 

the nursing literature. 

 

The renewed interest in researching how emotional regulation influences a person’s 

response to being shamed, and offers valuable insights to the unconscious process that 

occurs in the experience of shame. However, this is not the only theory that aims to 

explain shame. Sociological and cultural theories also offer alternative explanations 

about shame. Examining shame through sociological and cultural theories may explain 

how shame influences nursing identity.  

 

Sociological and Cultural Theories  

Culture can be understood in various ways. Commonly culture is a term used to denote 

ethnicity (Leininger, 1981), but in sociocultural theories culture have a deeper meaning. 

It is the concept referring to the ways social relationships within a shared group act to 

convey mores, practices, habits, values and beliefs, and thus ensure that the group 
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survives and reproduces itself (Giroux, 2000). Cultural reproduction tends to occur 

when dominant groups hold hegemonic power and convince more marginal groups to 

accept their ways as correct and proper. Similarly, cultural transformation occurs when 

people begin to question that which has previously been taken-for-granted as normal, 

and different views and practices emerge (Giroux, 2000). 

 

According to Pattison (2000) scholars from a number of disciplines have examined 

shame in non-Western cultures, with a focus on the understanding and use of shame as 

a mechanism for social and individual control. The experience of being socially and 

culturally shamed can be undermining for individuals and groups, particularly if they 

are stigmatised and denigrated at the same time (Lewis, 1990). Pattison (2000) argued 

that shame helps to define and defend the boundaries of groups. Those who are 

excluded are likely to experience and internalise feelings of rejection, inferiority and 

alienation. Evidence that shame has been used to create and control cultural 

expectations can be traced back to ancient Greece and to the Homeric society 

(Williams, 1993).  

 

Elias (1934) examined European etiquette manuals from the 13th to 19th centuries and 

reported that the use of shame to modulate and control cultural norms had been a 

significant process in European society. Shame was a social way to direct people to 

show respect for each other and to establish moral direction. Elias demonstrated that 

from the beginning of the 13th century to the early 18th century writers of etiquette 

described in detail how people should manage bodily functions such as eating, 
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sneezing, and sexual acts. Elias reported that the explicit content of the etiquette 

manuals demonstrated that shaming was overtly used to moderate behaviour and 

civilise people in European society at that time.  

 

Elias (1934) argued that in the late 17th and early 18th centuries, as people became more 

civilised, control of behaviour needed to be less enforced by social mechanisms such as 

shame, and instead was a personal and internalised process. Thus, use and emphasis on 

public shame was deemed not as necessary. Consequently, changes appeared in the 

content of the etiquette manuals. Bodily functions, which had previously been 

discussed in detail were now only hinted at or left unspoken. As such, the awareness of 

shame as a way to control behaviour and cultural norms did not disappear, but rather 

was less noticed by people. Whilst in earlier times, shame was consciously appreciated 

as a practice that helped to shape and modify moral behaviour, when control became 

internalised, people were less aware of shame operating in their lives. Scheff (2002) 

reported that this denial of shame as a control mechanism led to repressed and 

unconscious behaviour, which is still evidenced in Western society.   

 

The first major study of shame in different cultures was the work of Benedict (1946). 

Benedict an anthropologist who studied Japanese culture during World War II, argued 

that there seemed to be two kinds of cultures throughout the world, shame cultures and 

guilt cultures. Benedict (1946) reported associated shame as a main mechanism of 

social and individual control in societies such as Japan where the society was more 
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group orientated, with guilt cultures more typical in Western societies where there was 

a high level of individualisation from the group. 

 

More recently Okano (1994) demonstrated that there were significant differences as to 

how shame was perceived in Japanese and American cultures. For example, in Japan 

shame prone and self-effacing behaviour tends to receive positive value and is actively 

promoted. In American culture shame-prone behaviour is prohibited. Benedict’s (1946) 

work was criticised by Cairns (1993) and Okano (1994) as being simplistic in its 

understanding and definition of shame. Yet Pattison (2000) noted that Benedict’s 

distinction between guilt and shame cultures has continued to generate research and 

interest. Miyaka and Yamezake (1995) supported Benedict’s view that in the group 

dominated and perfectionist Japanese society shame continues to be used as a means of 

societal control.  

 

According to Dalziell (1999) there has been no significant debate as to whether 

Australia is a shame or guilt based culture. She commented however that shame had 

been a recurring theme in Australian social history that could be traced back to the 

arrival of the First Fleet. Further, she argued that factors such racism, displacement, war 

and migration were major contributors to the experience of shame in Australian society  

(Dalziell, 1999). More recently, Jamrozik (2002) reported that the humiliating tactics 

displayed toward refugee asylum seekers by the federal government in Australia are not 

dissimilar to the actions used on the convicts who arrived in Australia three hundred 

years ago. Jamozik (2002) argued that the inhumane and humiliating policies such as 
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locking refugees in detention camps behind razor wire fences, isolating them from 

communicating with other people and the media, and being controlled by prison 

personnel that had been legitimised by the government tapped into the same deep 

rooted fears and prejudices that had been successfully used since Federation.  

 

There are, however, no razor wire fences around nurses. Yet, the profession has used a 

number of social and cultural measures to control and direct the actions of individuals 

and groups in nursing. Practices such as ostracising, scapegoating and undermining 

nurses are behaviours frequently described as ways to shame and humiliate nurses who 

do not conform to the expected group norms (Baly, 2001; Farrell, 2001; Hadkin & 

O’Driskill, 2000; Hamlin, 2000; Thomas & Droppleman, 1997).  

 

According to Bousfield (1997), one of the major reasons that the status quo of nursing 

is upheld and why cultural change in nursing is impeded, is due to the large-scale 

acceptance amongst nurses that the dominant attitudes and beliefs are correct, universal, 

fixed and inevitable. Savage (1993) argued that nursing culture is a complex and long 

established social system that has been held together by the key components of 

tradition, discipline, hierarchy and professionalism. Other authors (Baly, 1998; Hadikin 

& O’Driscoll, 2000; Hallam, 2000) have supported this perspective, adding that the 

entrenched beliefs and attitudes that have existed in nursing for the last 150 years have 

done much to maintain values and practices which are increasingly irrelevant for 

contemporary nursing. A detailed examination of factors that have been reported to 

have influenced nursing culture in the last 150 years is given later in this chapter. It is 
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important however to continue to uncover the ways that shame has been hidden in 

Western Society as it may highlight how shame has been hidden in nursing. The next 

section discusses the stigma of shame. 

 

The stigma of shame 

Kaufman (1989), Lewis (1971), and Wurmser (1981) suggested that there is a stigma 

attached to shame that makes people uncomfortable and disinterested in acknowledging 

shame. Kaufman (1989) described this as a “shame-bound cultural taboo of shame 

about shame” (p. 9). Perhaps Sartre’s (1943) writing about shame in Being and 

Nothingness has assisted to maintain a stigma about shame. Sartre (1943) discusses the 

experience of shame as robbing a person of his/her omnipotence. For Sartre (1943) the 

glance of another thrusts an individual into being an object of another’s subjectivity.  

 

This was intolerable for Sartre (1943) who believed in the importance of human 

freedom and of the power to define one’s own being. For Sartre (1943) the glance of 

another created the experience of shame that confronted his sense of freedom. As he 

said (1943, p. 265) “I am no longer master of my situation”. If, as Sartre (1943) argued, 

shame disrupts one’s sense of freedom and omnipotence then shame becomes 

something to be avoided and its ancient meaning of being in awe becomes irrelevant to 

modern life. Moreover, the significance of furtive glances between nurses may signify 

loss of freedom and omnipotence and this may be important to consider in this study. 

 



 

   

39

It is unclear from the literature when the cultural stigma attached to shame originated. 

Schneider (1977) however suggested that the negative portrayal of shame in the New 

Testament may have had some impact on how society perceived shame. Similarly, 

Pattison (2000) reported that it is only recently that some theologians have taken shame 

as a central construct for theological analysis and understanding. If shame has been 

hidden because of cultural taboo, it is not surprising that shame as a construct has 

remained hidden in nursing. Yet Kaufman (1989) offered another rationale as to why 

shame has been concealed. He suggested that there has been lack of adequate language 

that described and explained shame. It is important to discuss how shame has been 

hidden behind inadequate language as it may highlight other reasons why the concept 

of shame has been elusive in nursing.   

 

Lack of adequate language  

Kaufman (1989) highlighted that scientific language did not have a vocabulary that was 

adequate to describe different emotional states and experiences of emotions. Therefore, 

shame like other emotions such as anger, guilt and joy has been elusive to the world of 

science. Scheff (2002) described how the word shame holds different meanings 

depending on the cultural basis for its use. For example, he commented that in the 

English language shame has a narrow meaning and is viewed as a crisis emotion, an 

emotion to be feared and to be ashamed of. In Asian and Maori cultures however shame 

has a broader definition and is used to describe a variety of emotions including shyness, 

embarrassment, uncertainty, feeling inadequate, incapable and afraid. Further, he 
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reports that in the Maori culture the word shame is used frequently in conversation and 

used consciously as a means of social control (Scheff, 2002).  

 

According to Schneider (1977) the word shame was derived from a Germanic root 

skam/skem meaning a sense of shame, being shamed, disgrace. Moreover the word 

shame could be traced back to the Indo-European root kam/kem meaning to cover, to 

veil, to hide. Pattison (2000) argued that the notion of concealment implied by 

Schneider described the reaction to shame rather than the experience of shame itself. 

Other variations for the meaning of shame cited in the literature include to uncover, 

expose, and to wound (Lavan, 1992). As mentioned previously the word layla is used 

among Oriya Brahams and has many meanings including humble, modest, decent. 

 

Kaufman (1989) elaborated on his discussion of how shame has been hidden in a 

language that has struggled to define and name it. He asserted that shame had not been 

adequately attended to because traditional psychological linguistic systems such as 

psychoanalysis, object relations theory, interpersonal theory, and cognitive behavioural 

theory had failed to place shame into meaningful relationships with other constructs 

such as behaviour or thinking (Kaufman, 1989).  

 

More importantly Kaufman (1989) and others (Jacoby, 1994; Lewis, 1991; Schneider, 

1971) have argued that shame had been hidden behind a myriad of other emotional 

terms such as guilt, humiliation and embarrassment, making it difficult for shame to 

have visibility as an emotion in its own right. It is important to examine how shame has 
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been hidden by the terms guilt and humiliation, and to distinguish the differences 

between guilt, humiliation and shame. Therefore, it is significant to discuss the 

relationship between them to more effectively understand the presentation of these 

emotional states in individuals and in groups.  

 

Shame-Humiliation and Guilt  

Nathanson (1992) referred to shame-humiliation as an inborn script and wrote about the 

innate affect of shame-humiliation. The following table highlights the differences 

between guilt and shame-humiliation and is adapted from Jacoby (1994), Lee (2001), 

Nathanson (1992), Tanqney et al., (1995, p.30) and Tangney and Dearing (2002). Table 

One demonstrates the subtle differences between shame-humiliation and guilt and 

highlights how shame has been successfully concealed behind guilt and humiliation. 

Concepts Behaviour Affect (emotions) Thinking 

Shame-

Humiliation 

Withdraw, hide, isolate, 

blush, avert eyes, turn away, 

may be unable to speak,  

may strike back  

Increase in feelings of 

anger 

I am wrong, I am 

deficient, I am worthless, 

I am undesirable 

Guilt invites confession and 

forgiveness 

Tension, remorse, regret  I have done something 

wrong, this is contrary to 

my code of conduct 

Table 1. Comparisons of shame-humiliation and guilt 

 

Lewis (1991) argued that shame has been hidden behind guilt in a number of ways. He 

reported that it was difficult to identify shame since it was often merged with guilt and 
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that shame reactions therefore were mistaken as guilt reactions (Lewis, 1991). 

Nathanson (1992) concurred and added that whilst the experience of shame felt 

different to the experience of guilt, the relationship between shame and guilt was such 

that it was often difficult to discern between the two. 

 

Thus, nursing may also have subsumed knowledge of shame into knowledge of 

humiliation or guilt. Consequently, what is known about shame is minimal, especially 

in relation to nursing identity. There have been a number of other differences between 

the experience of guilt and shame that have been reported. For example Jacoby (1994) 

and Tangeny and Dearing (2002) stated that the effects of shame lasted much longer 

than the effects of guilt. Furthermore, these authors described guilt as a simple reaction 

to a misbehaviour, a feeling that quickly dissipates. Shame however leaves the 

individual with a chronic feeling of inadequacy, emptiness and self-doubt resulting in 

feeling worthless (Jacoby, 1994; Tangney & Dearinng, 2002).  

 

Tangney et al., (1995) elaborated further and suggested that guilt is a much easier 

emotion to deal with than shame. Where guilt can encourage an individual towards 

reparative action shame hinders constructive action because the individual has a wish to 

move away from rather than towards the person or the situation that stimulated the 

shame. Lewis (1971) and Miller (1989) have argued that the experience of guilt is 

easier to manage than the experience of shame since the focus is on an act or behaviour 

rather than the ‘whole self’. Kaufman (1989) argued against this position when he 

reported that shame targeted both the self and an act and that one can do something 
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wrong and still experience a sense of shame. As Table One demonstrates there are 

behavioural cues about the look of shame such as a facial blush or averting ones eyes. 

These behavioural cues will now be discussed to highlight how shame may be 

demonstrated in nursing. 

 

The look of shame 

A range of physical, psychological and emotional experiences of shame are described 

in the literature. Tomkins (1963) asserted that the face is the primary site for the 

registration and communication of mood. Furthermore, he  described a number of facial 

presentations of shame including: hanging of the head; lowering or averting eyes, and 

blushing. The rationale that Tomkins (1963) gave for an individual hanging their head 

or lowering/ averting their eyes was that the individual hoped to reduce the impact of 

being seen or of being visible.  

 

Tomkins (1963) also described a number of facial defences against shame including: a 

‘frozen face’ look where the facial muscles are kept under tight control, a ‘head back’ 

look in which the head is tilted back and the chin juts forward, the ‘anti affect’ 

response, where the head is held higher and chin is up not down, and lastly the 

‘contempt look’ which is manifest in a sneer with the upper lid raised. Several authors 

(Fallon, 2000; Grove, 2000; Thomas, 1998) reported that the look of contempt and the 

head back look are physical expressions observed in bullying in nursing. There may be 

a link between those facial expressions as reported by Fallon (2000), Grove (2000) and 

Thomas (1998) and shame. 



 

   

44

Shame that is internalised is a painful experience, the body’s natural reaction to pain of 

any kind (physical, psychological, emotional, spiritual) is to defend against the pain 

through a variety of coping mechanisms. Shame has many disguises. The most 

common examples reported in the literature include: ridiculing, blaming, scapegoating, 

transferring blame and using putdowns (Bradshaw, 1988; Fossum cited in Lewis, 1992; 

Kaufman, 1989). Lee and Wheeler (1996) also reported that an expression of rage, 

contempt for oneself and others, and in extreme cases projection of violence towards 

self or another are also ways of covering up the experience of shame.  

 

Maintaining control when one is feeling shamed has also been recognised as a defence 

mechanism against showing shame. A person may demonstrate this through becoming 

a perfectionist, striving for power, caretaking and helping others as in the case of the 

nurse (Lee & Wheeler, 1996; Kaufman, 1989). Other researchers have demonstrated 

significant links between unacknowledged shame and bullying behaviours in schools 

and workplaces (Ahmed, 2005; Nathanson, 2002). These authors argued that 

individuals who have experienced shame act out in an aggressive ways towards others 

in order to hide their experience of shame. Thus, it is important to examine bullying in 

nursing to uncover possible links between shame in nursing and workplace bullying in 

nursing.  

 

Workplace bullying in nursing is also referred to as horizontal violence (Baly, 2001; 

Grove, 2000). The term ‘workplace bullying’ has gained more popularity in the nursing 

literature in recent years. Perhaps because the aggression is not always horizontal but 
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may be top-down or even bottom-up, or perhaps since violence is seen as too strong a 

description for these cultural practices (Bray, 2001). Nevertheless, the terms horizontal 

violence and workplace bullying will be used interchangeably throughout this thesis.  

 

Horizontal Violence in Nursing 

Nursing was the first profession to write about workplace bullying more than 20 years 

ago (Roberts, 1983). Since the mid 1990’s there has been a growing body of literature 

which has reported on workplace bullying across many professional groups including 

health and community services, education and public administration, construction, 

business, transport and communication sectors, and the police and armed services (Hoel 

& Cooper, 2000; Raynor, 2000; Wither, 2004). There have been a number of theories 

reported as to the causes of workplace bullying. Ishmael, (1999), Mann, (1996), and 

Randall (1997) identified that the psychological make up of perpetrators and victims 

and certain processes in childhood (including bullying and child abuse) as the causes of 

bullying in the workplace. Other researchers (e.g. Brennan, 1999; Farrell, 2000; Lewis, 

2004; Sheehan, 1998) have reported that organisational and cultural factors such as 

downsizing and organisational change are influential in creating an environment in 

which workplace bullying thrives. Ahmed et al., (2001) found significant links between 

unacknowledged shame and bullying. 

 

Several authors (Baly, 1998; Duffy, 1995; Ford & Walsh, 1994; Hadikin & O’Driscoll, 

2000; Keane, 1992; Kelly, 1996; van der Peet, 1995) have argued that nursing culture 

tends to dictate that its members show respect for and deference to authority. Both 
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Hadikin and O’Driscoll (2000) and van der Peet (1995) proposed that the strong 

military and religious foundations upon which nursing was built have been major 

influencing factors that have led to a tradition of obedience in nursing. Nursing is a 

tradition which, has contributed to, and maintained a culture of horizontal violence 

(Duffy, 1995; Hamlin, 2000; Randle, 2003; Thomas & Doppleman, 1997).  

 

Horizontal violence is hostile and aggressive behaviour by individual or group 

members towards another member or groups of members of the larger group (Duffy, 

1995). Although most research on workplace bullying in nursing has focused on 

horizontal violence, a study by Lewis (2004) reported on a previously little recognised 

phenomenon in nursing, upward bullying. In his study conducted in Britain, Lewis 

(2004) explored nurse manager’s responses to workplace bullying. Using an 

ethnographic approach Lewis (2004) found that the nurse managers had been subjected 

to upwards bullying from subordinates as well as vertical bullying from senior 

managers. The theme of upwards bullying is still relatively new in the literature on 

workplace bullying. It is worth mentioning however, as it may offer other insights 

about workplace bullying for nursing culture different to the more commonly reported 

horizontal violence. It seems that regardless of the direction of workplace bullying, the 

behaviours reported are the same (Duffy, 1995; Lewis, 2004).  

 

According to Duffy (1995) there are a number of overt and covert behaviours 

evidenced in horizontal violence. Intimidation and/or physically threatening 

behaviours, abusive language, nasty or hurtful jokes, and threats of being sacked are 
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some of the covert behaviours reported by nursing researchers (Darville, 1996; Farrell, 

1997; Grove, 2000; Hadikin & O’Driscoll, 2000).  

 

More worrying are the subtle bullying tactics that have been reported in the nursing 

literature. A study by Farrell (1997) found that nurses recalled experiences of feeling 

intimidated when they experienced the following from colleagues: raised eyebrows, 

snide remarks, turning away, talking behind colleagues backs, withholding information, 

abusive towards a colleague in front of patients, refusing to lend a hand, refusing to 

speak or converse with another colleague and refusing to move out of the way. 

Similarly, Thomas (1998) reported that bullying tactics such as fault finding, bickering, 

back biting, needling, snapping and nurses being slighted by colleagues were identified 

by nurses who had participated in her study on workplace violence. It is only with the 

increased attention to horizontal violence that gestures such as those reported in the 

studies by Thomas (1998) and Farrell (1997) have been recognised as integral to 

workplace bullying.  

 

Hamlin (2000) utilised data from a number of sources including information gathered 

from questionnaires, focus group interviews and minutes of meetings, and personal 

reflective entries of observations in an operating suite setting. She subjected the 

material to content analysis to evaluate a graduate diploma conducted by Northern 

Sydney Area Health Service and the University of Technology Sydney. Although her 

study had not set out to examine horizontal violence, the data gathered highlighted that 

students and managers identified horizontal violence as a major concern. Having 
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highlighted horizontal violence as a dominant theme Hamlin (2000) was unable to offer 

new perspectives on why horizontal violence was so prevalent. Rather, she reiterated 

what has become a familiar theme in nursing literature, that horizontal violence in 

nursing is the result of an oppressed and oppressing culture that could be understood 

through feminist theory (Baly, 2001; Duffy, 1995; Farrell, 2001; 1997, Hadkin & 

O’Driskill, 2000; Hamlin, 2000; Grove, 2000; Thomas & Doppleman, 1997).  

 

Oppression and Horizontal Violence 

Oppression is a term used to describe the domination of one group over another.  

Oppression exists when one group with status, prestige and power exploits and controls 

a less dominant group. The dominant group asserts its power by identifying and 

enforcing that the norms, values and beliefs expressed by that group are the right ones 

for the society. Through time the beliefs and norms integral to the identity of the 

subordinate group becomes devalued and is viewed negatively (Fanon, 1967; Freire, 

1971; Kanter, 1967).  

 

In oppression theory the dominant group looks, acts, and thinks differently from the 

subordinate group. Therefore, those who do not act, look or think the same as the 

dominant group are given less value. It has been argued that the discipline of medicine 

has assumed the role of dominance over nurses, a  notion which will be elaborated later 

in this chapter. According to Stevens and Crouch (1998) doctors as a group are viewed 

by society to be decisive, objective and lacking in emotion, qualities that have 

traditionally been valued by society. Nurses on the other hand have been seen to be 
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warm, sensitive and caring (Gallop Poll, 2005), qualities that have been reported to 

have been devalued by society (Speedy, 1987; Turkoski, 1992).  

 

The history of oppression in nursing has been linked to the dominance of medicine and 

hospital administrators (Henderson, 2002; MacIntosh, 2002; Speedy 1987). These 

authors argued that nurses were accultured into a way of being and therefore few nurses 

recognised their oppression. Nagle and Mitchell (1991) offered another perspective on 

the influence of controlling bodies on nursing. They argued that the insistence of 

professional licensing bodies and accreditation bodies that nursing adopt a single 

theoretical approach as a base for practice denied nurses the autonomy of choosing their 

own theoretical base for practice consistent with their own worldview. Further they 

contended that regulation worked to support the social role of nurse as follower and 

doer, rather than as thinker and leader, thereby maintaining a status quo in nursing 

(Nagle & Mitchell, 1991).  

 

Roberts (1983) was one of the first writers in nursing literature to raise an awareness of 

oppression in nursing and to make reference to the term horizontal violence and its 

influence in nursing. Roberts’s work was seminal in revealing a nursing culture of 

oppression that she asserted had been in existence since the beginnings of modern 

nursing. Over the last thirty years there has been an increasing amount of discussion 

about the oppressive culture of nursing in the nursing literature (Duffy, 1995; Farrell, 

1998; Hamlin, 2000), and concerning the link between oppression and horizontal 

violence.  
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Speedy (1987) for example, discussed the parallels that she believed were evident 

between nurses and other oppressed groups. Some nurses for example lack self-esteem, 

exhibit self-hatred and dislike for colleagues. This she believed, was evident in nursing 

divisiveness and lack of cohesion between professional nursing groups and resulting in 

devaluing the work that nurses did. Speedy (1987) argued that all these factors were 

instrumental in influencing horizontal violence in nursing. 

 

Two alternative approaches to horizontal violence in nursing have been offered in the 

nursing literature. Bray (2001) used a critical framework and presented a 

psychoanalytically based theory that workplace bullies had received impaired caring 

during infancy resulting in them projecting their own hostilities onto others as adults. 

Likewise, Alavi and Cattoni (1995) discussed the link between the role of family 

dynamics and workplace bullying. Referring to Miller’s (1985) work on pedagogy as it 

pertains to child raising, Alavi and Cattoni (1995) argued that in the “Family” of health 

care, the student nurse is the child, the registered nurse is the mother, whilst the doctor 

assumes the role of father and authority figure.  

 

According to Alavi and Cattoni (1995), Miller’s model proposed that the adult in the 

family demonstrates the following characteristics when feeling under threat; the 

unconscious need to pass on to others one’s experience of humiliation, the need to find 

an outlet for repression, and the need to possess and have at one’s disposal a vital object 

to manipulate. Alavi and Cattoni (1995) related these characteristics to nursing and 

specifically the relationship between senior and junior staff.  
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Solutions to overcome workplace bullying are aimed at education about sources and 

effects of workplace bullying, to implement anti-bullying policies and procedures, and 

to effectively communicate and enhance inter personal relationships between nurses 

(Baly, 2001; Farrell, 2001; Hadkin & O’Driskill, 2000; Hamlin, 2000; Thomas & 

Droppleman, 1997). The solutions offered are based on findings from models that have 

predominantly focused on feminist and oppression theories, which propose the notion 

that there is a dominant and less dominant group, or roles of victim and perpetrator.  

 

An alternative model to managing workplace bullying in nursing is The Restorative 

Justice Model (Braithwaite, 1999; Cameron & Thorsbourne, 2001; Morrison, 2001). 

Originally used to combat schoolyard bullying the model has been gaining recognition 

as being effective in managing workplace bullying (Ahmed, 2005). A major emphasis 

of the Restorative Justice Model is that of developing and maintaining healthy 

relationships. Incorporating Braithwaite’s (1989) reintegrative shaming theory the 

Restorative Justice Model teaches participants how to manage their experience of 

shame. An important part of the program is recognising the difference between 

displaced shame and acknowledged shame (Ahmed, 2005).  

 

Contemporary literature emerging from the discipline of psychology and social 

sciences suggests a link between shame and workplace bullying. For example, Pattison 

(2000) and Poulson (2001) proposed that shaming and bullying can be found in many 

groups and institutions, believing unconscious shaming and humiliation to be integral 

to the life of many institutions where one group has power over another. Further, 
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Pattison (2000) argued that socially generated and manipulated shame often builds 

upon individual propensities to shame, heightening and reinforcing susceptibility to 

shame in all areas of life. Thus, it can be argued that shame has an integral role to play 

in workplace bullying that has been, and continues to be witnessed and experienced in 

nursing. Moreover, shame has an integral role in nursing identity. 

 

Thus, there are two major findings which have been revealed in this review of nursing 

literature on workplace bullying and oppression in nursing. Firstly although there have 

been several studies that have examined the experience of workplace bullying from a 

subjective point of view, they have not examined how shame may or may not have 

influenced that experience. This highlights a major gap in nursing knowledge in terms 

of factors that may influence workplace bullying in nursing and in nursing identity. 

Secondly whilst it is recognised that feminist and oppression theories offer valuable 

insights into nursing culture, they may have narrowed the focus prematurely. A 

phenomenological approach will offer another lens. 

 

According to Kaufman (1989) and Nathanson (1992) shame is intimately related to 

identity and identity formation. As such the very concept of what it is to be human is 

tied to shame. It is imperative that nursing identity be examined to understand how 

shame may or may not impact upon what it is to exist as a nurse in the culture of 

nursing. The relationship between nursing identity and nursing culture is now 

discussed. The discussion begins by briefly revisiting identity formation.  
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Nursing Culture and Nursing Identity  

Identity formation is the process of integrating and shaping discrete pieces of the self 

into a unique human being (Erikson, 1968; Mahoney, 2000). Mahoney (2000) proposed 

that the definition of identity included the unity and integration of all aspects of self, 

including the conscious and unconscious. Further Mahoney (2000) argued that Erikson 

(1968: p.22) spoke of identity formation as a process located in the core of the 

individual and also in the core of the individuals communal culture. What Erikson 

(1968) referred to was the integrative and complex relationship between the inner self 

the individual’s beliefs, values, attitudes and emotions, and the outer world how the self 

relates to and contends with the external world. Further Erikson (1968) described three 

minimal requirements that he believed to be necessary when contending with the 

complex process of identity formation. The first requirement of identity formation is the 

process of simultaneous reflection and observation. He also believed that identity 

formation took place on all levels of mental function conscious and unconscious. 

Finally, in identity formation the individual judges him/her self against their perception 

of how others judge them.  

 

Relating this perspective to nursing identity it can be assumed that individuals come to 

nursing with a desire to nurse based on their sense of self inner world, and their 

background experiences from family, schooling, and community. The individual who 

enters nursing must contend with the nursing culture, which may act with or against 

their identity formation as a person.  
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Building on Erikson’s work Mahoney (2000) proposed that there were four central 

constructs which applied in identity formation validation, affirmation, affiliation and 

affinity. An examination of each construct offers other possibilities for understanding 

nursing identity in relation to shame. For example, according to Mahoney (2000) the 

construct of validation originates from primary relationships such as with parents, 

teachers, institutions and persons in positions of authority. Thus, nursing identity may 

be validated through the opinions and perspective’s of nursing bodies, society and other 

professional groups such as allied health professionals and doctors.  

 

The second identity formation construct proposed is affirmation which requires an 

interactive acknowledgment of who we are from many supportive individuals or 

processes, it is the continual reinforcement of who we are. Affirmation can also be 

negative, experienced through negative feedback or lack of positive reinforcement. 

Mahoney (2000) suggested that conscious and unconscious value structures concerning 

affirmation may be passed on generationally. Thus, it can be assumed that in nursing 

the historically accepted value that horizontal violence was ‘part of the job’ continues at 

least in the clinical field.  

 

Mahoney’s (2000) third identity formation is affiliation, the alliance or association with 

others of similar intensities, passions, desires and abilities. The means of being received 

in fellowship into a group or society without loss of identity (or the self) Affiliation 

provides a reason for being by providing a pathway towards connecting the self with 

the group.  
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The final construct was affinity which Mahoney (2000) believed had something to do 

with the soul and gave individuals a purpose in life. Further, he maintained that affinity 

was an attraction towards that which nourishes and resembles the individual. In many 

respects nursing has been good for women. It provided a means for women to enter a 

paid workforce and to be leaders. Nursing has nourished generations of women and 

men. Paradoxically for the same reasons nursing’s development has been delayed. 

 

The way members of an occupation define themselves influences their interaction 

within their own profession, with other occupations in the workplace and the future 

direction of their profession. Koshiba (1990) argued that the identity of nursing as a 

profession has never been fully sanctioned or accepted as a complete or mature 

profession. As discussed previously the work of nurses has been intrinsically entwined 

with the discipline of medicine. Yet, medicine has received greater value, respect and 

autonomy from a professional and sociocultural perspective than nursing. Wilson 

(2000) suggested professional pride, growth and development will only occur in 

nursing when nurses acknowledge the value of nursing.  

 

A study by Stevens and Couch (1999) argued that many nurses gain valuable self-

identity by drawing on technical and medical science. This supports previous 

observations by Gow (1982), who stated that nursing had strived for professional 

identity by aligning itself with the discipline of medicine. Neenan (1997) cautioned 

against nurses’ preoccupation with improving their status through the acquisition of 
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medico-technical skills and argued that nurses had failed to consider the effects of 

advancing practice without first affirming their own unique identity. 

 

The subtle, or soft skills unique to nurses continue to be difficult to articulate, easy to 

overlook, and are undervalued by both society and nurses themselves (Finlayson, 

Dixon, Meadows & Balir, 2002; MacIntosh, 2002). Such soft skills include being 

“trustworthy, caring, practical, worldly, accustomed to dealing with matters that can be 

private, delicate, intimate, frightening, or even unspeakable” (Leslie & McAllister, 

2000: p.701-1). As Leslie and McAllister (2002) recently argued, these skills are 

ironically highly valued by the public, even if they are unable to be articulated, and help 

to explain why nurses continue to be seen as the most ethical and trusted health 

professional (Roy Morgan Research Centre, 2004). Since these qualities are taken-for-

granted and easy to ignore, nurses themselves may not use them to constitute a healthy, 

strong professional identity. The values and practices nurses have and use to source 

their identity has been the subject of a number of studies.   

 

Ohlen and Segesten (1998), for example, in their qualitative study analysed data from 

interviews and observations of eight registered nurses. They reported that qualities such 

as compassion, competence, confidence, conscience, commitment, courage and 

assertiveness were core components for a professional nursing identity of the nurse. 

Further, these authors acknowledged that these qualities can be found in other caring 

professionals and identified the need for further research to uncover specific 

characteristics of nursing’s professional identity.  
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Their findings highlight a crucial reason for nursing’s struggle to define itself as caring 

work is not unique to nurses. Nurses share many identity borders with other health 

professionals. Nurses, along with many other health care professionals must have the 

ability to listen empathically, to ask probing questions, to practice reflection, to 

promote accurate diagnosis and treatment, and to work with clients towards 

empowerment, and the achievement of health and well-being. Indeed, these shared 

attributes may constitute more highly valued sources for identity than those aspects 

which are unique to nurses.  

 

Fagermoen (1997) used a combination of a hermeneutic and narrative analysis 

approach to address the question “What are the values underlying nurses’ professional 

identity as expressed through what is meaningful in nurses’ work?” Fagermoen (1997) 

found that participants believed that the prominent moral values of altruism and human 

dignity, and the work values of intellect and personal stimulation were integral to their 

professional identity. She added that participants in her study had reported that related 

factors such as staff shortages and time restraints impacted upon the opportunity to 

provide quality nursing care, and that this had the effect of creating a feeling of 

meaninglessness. Unfortunately, Fagermoen (1997) did not elaborate on how this 

feeling of meaninglessness impacted upon the professional identity of the nurse.  

 

Clearly much has been written about soft skills, meaningful work and nursing identity. 

Ohlen and Segesten (1998) revealed that the relationship between professional and 

personal identity was so entwined that nurses’ professional identity was found in 
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nurses’ sense of self. A distinguishing feature of nursing identity was the sense of being 

a nurse rather than working as one. Similarly, Walter et al., (2001) reported that self-

concept and how one viewed one self was integral to one’s sense of being a nurse. The 

authors described how the self-concept of nurses had a significant impact on factors 

such as; nursing practice, how practice and the profession were perceived, and how 

nurses related to one another. They concluded that the greater the nurse’s sense of self 

the more confident and competent they were in their clinical practice (Walter et al., 

2001).  

 

The findings of Walter et al., (2001) support that of Reeves (2000) who reported that 

nurses with a healthy self esteem positively affected patient care. Those with poor self 

esteem adversely affected patient care. Whilst we know that negative identity has 

negative outcomes many of the sources for negative identity are still unclear. Studies 

that examined the acculturation of student nurses into the nursing profession however 

offer some insights (Henderson, 2002; Randle, 2002). Findings from both studies 

revealed that student nurses altered their practice to conform to the nursing norms’ 

evident in the clinical area even when that practice had negative consequences for the 

patients (Henderson, 2002; Randle, 2002).  

 

Neither Henderson (2002), nor Randle (2002) discussed the experiences of the student 

nurses in terms of workplace bullying. The students’ reports of experiencing the need to 

fit into the nursing culture or face being ostracised by their nursing colleagues suggests 

that they were the recipients of workplace bullying as reported by other authors (e.g. 
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Duffy, 1997; Hadkin & O”Driscoll 2000). In exploring the nature of shame in nursing, 

it is important to discuss factors such as nursing as women’s work, Nightingale’s 

legacy and hierarchical influences on nursing. These are factors that have been reported 

in the nursing literature to have influenced and maintained a bullying culture. A 

discussion about these factors may uncover a link between shame, nursing identity and 

nursing culture. The discussion begins with the lingering view that nursing is women’s 

work. 

 

Nursing is only women’s work  

According to several authors (e.g. Bridges, 1990; Hallam, 2000; Ohlen & Sergersten, 

1998; Roberts, 1983; Savage, 1983) nursing has been and continues to be viewed as 

women’s work. Anderson (1994) reported that nurses perceived themselves to be 

second class citizens. A perception perhaps perpetrated by the words of Nightingale 

who stated that nursing was done by those “who were too old, too weak, too drunken, 

too dirty, too stolid, or too bad to do anything else” when she wrote about pauper 

nurses working in the workhouses in London (cited in Abel-Smith, 1960 p. 5).  

 

Ohlen and Segestin (1998) argued that the evolution of a nurse’s professional identity 

must be understood in relationship to the social development of female identity. 

McDonald (1999) supported this view and argued that it would be difficult for nursing 

to transform its identity and status unless there was an understanding of the history of 

women’s roles. That is, for cultural transformation to be possible, group members must 

begin to raise their consciousness of that which has been taken for granted, and to 
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embrace alternatives. Both McDonald (1999) and Ohlen and Segestin (1998) described 

how nurses have been part of a social struggle for power where values and practices are 

created and reinforced through gender segregation of health care roles.   

 

Historically health care has been one field where there has been a clear distinction 

between male and female roles. It is worth noting that prior to the growing dominance 

of the discipline of medicine 300 years ago, women healers (nurses) were revered in 

society due to their ability to heal (Ehrenreich & English, 1973). Further, the authors 

argued that as the discipline of medicine increased its dominance in the field of health 

from the 1700’s, the role of women healers was diminished to that of handmaiden and 

assistant to their male colleagues (Ehrenreich & English, 1978).  

 

In her historical analysis of Nightingale’s views on women’s rights, Hektor (1994) 

argued that Florence Nightingale had been a major protagonist for promoting the 

perception that nursing was women’s work. Hektor (1994) discussed how Nightingale 

was strongly opposed to women becoming doctors, believing that medicine was a male 

only occupation and that women could support the work of the doctors through their 

role as nurses. van der Peet (1995) in her examination of the life and work of  

Nightingale reported that there was a strong emphasis from Nightingale that nurses 

would be the “skilled servants of medicine”. van der Peet (1995) acknowledged that 

Nightingale had qualified this statement by emphasising that “real nursing existed in 

obeying the physicians and surgeons orders intelligently and perfectly” (Nightingale 

cited in van der Peet, 1995 p. 42).   
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The view that nurses are handmaidens to doctors is one that has been and continues to 

be perpetuated through popular media. Several authors (Aber & Hawkins, 1992; 

Cornelius, 2001; Greenwood, 1999; Hallam, 2000; O’Dowd, 1998; Wolf, 1999) have 

discussed the role of popular media in presenting a number of negative and detrimental 

images of nursing, including the promotion that nursing is women’s work. The use of 

popular media to promote nurses in a variety of stereotypical roles including 

handmaidens, angels, battleaxes and sex symbols has been traced back to the 1940s 

(Hallam, 2000; O’Dowd, 1998).  

 

More recent television shows such as the Australian production “All Saints” and the 

American production ER have been criticised by Greenwood (1999) as seriously 

damaging the image of nursing through the continued portrayal of nursing as a 

secondary profession to medicine. Gordon (2005) states that currently most media 

messages about health care overlooks or ignores the role of nurses. Since mass media is 

an important tool for cultural reproduction as well as transformation (Giroux, 2000), 

inaccurate or outdated representations of nursing are likely to negatively shape both the 

public’s and future nurses’ attitudes and beliefs about nursing identity. Similarly, 

accurate and contemporary representations may well help to forge a different view.  

 

It is likely that the continued negative portrayal of nursing in popular media is linked to 

a lack of understanding about the diverse work that nurses do (Hagell, 1989; Wolf, 

1999). Furthermore, Hagell (1989) argued that much of nurses’ work remained hidden 

because of their persistent problems with status. Marginalised groups typically 
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experience being silenced by dominant groups and growing silent as a result. Lawler 

(1991) wrote about the invisibility of nursing and proposed that nursing had been 

written off as women’s work. Further, she argued that nursing was given such a low 

status in modern society because of the difficulties that nurses had in articulating what 

they actually did.  Buresh and Gordon (2000) urged nurses to find their voice in order 

to raise the status of nursing in society. The authors proposed that nurses start to 

internalise silence as part of their professional identity when they remain silent about 

the work they do (Buresh & Gordon, 2000). 

  

Later work by Lawler (1997) referred to nurses’ business as being like women’s 

business, taken for granted and silenced by the patriarchal world. Wicks (1999) argued 

that nursing work was a secret between nurses and patients. Further, she reported that it 

was as if nurses “were somehow ashamed” of the work they did (Wicks 1999, p. 13) 

and made special reference to specific nursing tasks such as the removal of dirty 

bedpans.  

 

Both Lawler (1991) and Wolf (1999) also discussed the dirty work of nursing, making 

comparisons between the roles of nurses in attending the physical needs of patients 

(bathing, toileting, attending to dressings) and removing body waste (urine, vomit, 

sputum) to the traditional roles of women. Further Lawler (1991), Taylor (1994), and 

Wolf (1999) argued that it was important for nurses to reconsider ordinary nursing 

work as essential and important, in order to give value to their nursing role. However it 

is not only the ‘hands on’ aspects of patient care however that has influenced the 
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perception that nursing is women’s work. Tasks such as washing bed linen, cooking 

and serving meals, cleaning beds and washing bandages were delegated to the trainee 

nurses who were employed to work in the Nightingale hospitals in the mid to late 

1800’s (Baly, 1998; Hallam, 2000). In the public sphere, such tasks were also usually 

nominated to women as part of their domestic and housekeeping roles.  

 

Thus, it is recognised that gender issues are important in understanding the link  

between nursing and women’s work and how nursing has been negatively labelled as 

women’s work. Although the argument does not adequately explain why such a 

perception persists, especially as nursing includes male nurses, and since feminism has 

seen the significant social and political advancement of women in the public sphere. 

While men have acted in nursing roles for many centuries, for example Christian 

monks, it is only in the last sixty years that they have been formally admitted to the 

general registration roll of nursing (Hallam, 2000). Notwithstanding there has been 

increasing numbers of males entering the profession since the 1950s, nursing remains a 

predominantly female orientated occupation. It has been reported however, that male 

nurses experience the same associations as their female colleagues in terms of nursing 

being women’s work (Hallam, 2000; Milligran, 2000).   

 

So, perhaps it is less a gender issue as it is a perception of giving one self to another. 

Turkoski (1992) argued that nurses are caught in a compromising perceptual dilemma. 

Their professional identity is based on their caring functions. The author stated that 

caring roles are generally not as valued by society as the curing and high technology 
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functions perceived as integral to medicine (Stevens & Crouch, 1998; Turkoski, 1992).  

The sense of giving oneself to a professional calling, to a patient, is perceived as 

somehow less than other roles such as medicine. There is a sense of shame that nurses 

become a part of the patients’ experiences, their sorrow, their joys, their body functions, 

this is viewed by the public as not appropriate perhaps even taboo. To find some other 

answers it is necessary to look to other factors that are reported to have influenced 

nursing culture.  

 

The Nightingale Legacy 

Nightingale was instrumental in reforming the status of women in Britain in the late 

1800’s through her establishment of paid training and employment in nursing.  

However Hektor (1994) argued that nursing as envisaged by Nightingale was flawed, 

for whilst nursing provided paid employment for women, it also restrained its 

workforce due to the rules, regulations and expectations that Nightingale enforced. This 

view has been supported by van der Peet (1995) who wrote “nursing is still in the 

process of freeing itself from the bonds of servitude conjured up by the Nightingale 

myth” (p. 82). 

 

Mirroring the role of women in society to care for and attend to the ministering of 

others, the origins of nursing are steeped in a philosophy to attend to and care for others 

selflessly and uncompromisingly (Greenwood, 1999; van der Peet, 1995). This 

philosophy, reported by several authors (Baly, 1995; Hallam 2000; Hektor, 1994; van 
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der Peet, 1995) appears to have been propagated by Nightingale through her prolific 

writing. 

 

Several authors have argued that Nightingale’s control of nursing was such that she was 

opposed to education that would inform nurses about nursing (Ashley, 1976; Gastmans, 

1995; Prince, 1984) and that she was resistive to a nursing registrar (Hallam, 2000; van 

der Peet, 1995). Nightingale argued that nursing was a calling, not a profession. 

Further, she believed that there was no need for a nursing register since it would be 

incompatible with the moral dimension of nursing (Hallam, 2000; van der Peet, 1995). 

In 1892 Nightingale wrote to one of her correspondents asking that she pray for the 

nurse and nursing as she believed that nursing had become fashionable with an 

emphasis on registration and wages rather than on the duty or working for God 

(Monterio, cited in van der Peet, 1995).   

 

One of Nightingale’s main adversaries, Mrs Bedford Fenwick, challenged 

Nightingale’s views about nursing, specifically her resistance to a nursing registrar.  

Bedford Fenwick was one of the most active campaigners for nursing registration and a 

tireless worker for the establishment of nursing as a profession in the late 1800’s. 

Hallam (2000) wrote that the Thirty Years War (1889-1919) about nursing registration 

had left indelible divisions in nursing. Further, she argued that those divisions evident 

in nursing today are witnessed in the wide variety of professional associations, which 

have tried to organise different nursing groups and campaign on their behalf. Perhaps 
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these divisions in nursing highlights issues with professional identity and explains an 

early shame  

 

In reality nursing is not a homogeneous group. There are many different groups and sub 

groups within the profession such as managers, clinicians, educators, researchers, 

registered nurses and enrolled nurses. Nurses from numerous specialties, also work in 

private health care facilities and those who work in public health care systems. Nurses 

who work with the sick, nurses who work with the well, and nurses who are members 

of unions, and those who are not members of unions. Each group has its own cultural 

norms, beliefs, rituals and practices that may well be at odds with those of other nursing 

groups. Interestingly, this division has not been accepted by many. Indeed it is read as 

divisiveness rather than difference.  

 

Speedy (1987) referred to the divisiveness in nursing and gave examples of the lack of 

cohesiveness witnessed between the numerous professional bodies representing nursing 

groups. More recently, McKenzie (1997) examined the experiences of a group of 

enrolled nurses who reported divisions between their work practice and that of their 

registered nurse colleagues. It is not only the enrolled nurses in McKenzie’s (1997) 

study who have identified the existence of segregation in nursing culture. Graduate 

nurses have also reported their experiences of a culture of ‘them and us’ (Begley, 2001; 

Bellis et al., 2001; Kelly, 1996) in terms of senior and junior nurses. The cultural 

mentality of ‘them and us’ in nursing has been discussed at length in terms of 
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oppressive behaviour and horizontal violence (Duffy, 1995; Farrell, 1998; Hadkin & 

O’Driskoll, 2000; Roberts, 1983).  

 

Several authors (e.g. Abel-Smith, 1960; Hallam, 2000; Hektor, 1994; Short & Sharmon, 

1987; Reverby, 1987; Wilcox, 1983) have commented that the ‘them and us’ 

divisiveness witnessed in nursing today developed with the implementation of two 

levels of nurses driven by Nightingale in the 1800’s. According to Short and Sharman 

(1987) ward sisters in the 1800’s were recruited from the middle and upper classes to 

manage wards and to teach, whilst trainee nurses were recruited from working class 

families.  

 

It could also be that the them and us dichotomy is established culturally when doctors 

are seen as the dominant player in the health care system and nurses are seen as “the 

other”. The two-tier system of nursing established in the mid 1800s continued to 

develop into the 1930s to a system that segregated levels of nursing into enrolled nurses 

and registered nurses (Hallam, 1998). It is a separation that is still witnessed today in 

terms of education, qualification and role designation (MacKenzie, 1997; SCIN, 2002). 

Just as middle class nurses of the 1800s were appointed a more authoritative and 

respectable position in terms of the nursing hierarchy, registered nurses today are given 

more authority and responsibilities than their enrolled nurse colleagues (Queensland 

Nursing Council, 2000; SCIN, 2002). The role segregation between registered nurses 

and enrolled nurses is only one tier in a hierarchical system that has become 

synonymous with nursing. The following section will discuss how nursing identity has 
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been influenced, not only by the culture of nursing hierarchy but also the hierarchical 

influences of hospital administration and the discipline of medicine.  

 

Hierarchical influences in nursing 

Hierarchical systems operate through a linear chain of command. Individuals working 

in an organisation who use a hierarchical approach have a place on that linear chain. 

They are either superior to those below or inferior to those above. Hierarchical systems 

thrive through controlling, coercive and inflexible protocols (Duffy, 1995). According 

to Hadikin and O’Driscoll (2000) hospitals inherited the hierarchical management style 

from organisations such as the Army and the Church. Historically religious and military 

leaders sustained cultural norms through the process of disciplinary action. Obedience 

and unquestioning attitudes were rewarded by promotion. Disobedience and dissidence 

were met with disciplinary action and humiliation (Hadikin & O’Driscoll, 2000). Such 

measures ensured group members adhered to the rules, habits, traditions and 

expectations that were accepted cultural norms.  Conceivably, the use of humiliation 

and shame became an accepted norm in nursing. Shame and humiliation is the identity 

of nursing. 

 

The recent Morris Royal Commission (2005) which has investigated allegations of 

misconduct in Queensland Health has highlighted that nurses continue to be silenced 

and shamed by those in power (Thomas & Watt, 2005). The then Queensland Health 

Minister Gordon Nuttall (Thomas, 2005) admitted that the Queensland health system 

was “racked by a culture of intimidation and secrecy” (p. 1). This admission in 
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conjunction with the findings from the Morris Royal Commission may go some way to 

acknowledging the experiences of the nurses who were silenced by hospital 

administrators in Queensland Health.  

 

What has been revealed in the debates surrounding the Morris Royal Commission is 

that even when nurses act in accordance with their professional standards and code of 

conduct, there is no guarantee that they will be listened to. In this case, the story had to 

be told by an agency outside the health care system, the state media. The nurse in this 

example stated that she had been stigmatised, ostracised and shamed by some of her 

colleagues. She states that she was labelled a trouble-maker and encouraged by hospital 

administrators and some colleagues to keep quiet (Thomas 2005). This nurse 

recognised and acknowledged the shame she experienced. However, this is not always 

the case that individuals or groups recognise the experience of shame. 

 

Historically the hierarchical chain of command has been an integral part of nursing and 

other occupations from the 1800s up to the present (Abel-Smith, 1960; Hallam, 2000; 

van der Peet, 1995). Promotion through the nursing hierarchy was swift for those 

individuals who demonstrated commitment and obedience to the organisation that 

employed them. Nurses who broke with traditions, rules or regulations were punished 

through public humiliation or termination of employment (Baly, 1998; Keane, 1992). 

Nurses who questioned their nursing supervisors found themselves being ostracised and 

criticised by the supervisor and subsequently by their peers (Duffy, 1995; Hallam, 
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2000). Nurses who were career minded and wanted to advance in the profession learnt 

to conform and agree with superiors.  This is true for many groups and professions. 

 

A number of authors (e.g. Alavi & Cattoni, 1995; Darovik, 1997; Hallam, 2000; Leap 

& Hunter, 1993) have reported that progress through the nursing hierarchical system 

was tenuous and harrowing. Alavi and Cattoni (1995) provided examples of registered 

nurses deliberately provoking student nurses to carry out activities without direction or 

support. In some instances, the registered nurses created scenarios where the student 

nurse would fail, such as instructing a student to take the physical observations of a 

dead patient. 

 

Similarly, Keane (1992) recalled that she was not allowed to attend her registration 

graduation ceremony because she had broken hospital rules during her training.  The 

act of not being allowed to attend the ceremony was a public humiliation and a 

reminder for other trainees of possible punishment if they did not adhere to the hospital 

rules. More recently Henderson (2002), and Randle (2002) found that student and 

graduate nurses learn to succumb and conform to cultural norms in order to be 

culturally into the nursing profession. Clearly this highlights the notion that traditional 

behaviours are as entrenched today as they have been historically. Randle (2002) 

examined the shaping of moral identity and practice in a group of nursing students. She 

found that the central motivation for the students was to “fit in” with the nurses that 

they worked with. The moral integrity that the students had at the beginning of their 

career was superseded by their willingness to conform to the nursing norms evident in 
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the clinical area. At times this resulted in providing care that had negative consequence 

for patients (Randle 2002).  

 

Accordingly, it is argued that the nursing hierarchy established by Nightingale 

maintains a rigid control over nursing behaviours as much today as it did over 150 

years ago. It is reported in the nursing literature that there are two other hierarchical 

influences that historically and currently impact upon nursing culture. Those influences 

are the discipline of medicine and hospital administration. The following section 

reviews the ways in which medicine has laid claim over nursing through the avenues of 

education, practice and financial control. In presenting a historical perspective, the 

discussion captures how these external forces continue to exert considerable influence 

on nursing today (Jones, 2001; SCIN, 2002).  

 

The Influence of Medicine  

The central position of doctors in health care gives them unprecedented control over all 

matters relating to the running of hospitals. This controls nursing practice, education 

and pay (Ashley, 1976; Gastmans, 1995; Hallam, 2000; Prince, 1984; van der Peet, 

1995). Chinn and Wheeler (1985) argued that the power of medicine did not derive 

from its effectiveness, knowledge base or ethics, but from a long standing social, 

economic and political power base.  

 

It has also been argued that the dominance of medicine on nursing education can be 

traced back to the original school founded by Nightingale in 1860 (van der Peet, 1995). 
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Furthermore, Hallam (2000) discussed the difficulties faced by Nightingale and her 

colleagues in establishing nursing schools in the early 1870s. She reported that 

hospitals were resistive to accepting training schools of nurses because hospital 

administrators wished to keep nurses under their control due to the benefits of a cheap 

and available trainee labour force (Hallam, 2000). 

 

Prince (1984) argued that the education offered to nurses in those early days consisted 

of theoretical content delivered by doctors whilst the matrons and ward sisters focused 

on the practical aspects of sanitation and cleanliness. Friedson (cited in Williams, 

Cooke & May, 1998) reported that at the turn of 18th century nursing had developed a 

code of practice which contained a reference to nurses being able to skilfully and 

intelligently carry out doctors’ orders. Further, she asserted that by tying itself to the 

coat tails of medicine nursing established itself as an occupation of some dignity.  

 

According to Gastmans (1998), up until as late as 1960 American nursing handbooks 

stated that nurses should faithfully carry out doctor’s instruction and that it was another 

8 years before the American Nurses’ Association Code of Practice stipulated that 

nurses personal responsibility was to the patient, not towards the doctor. Ashley (1976) 

and Gastmans (1995) argued that the inferior education system offered to nurses in the 

late 1800’s and early 1900’s had been a significant factor that has inhibited the 

advancement of professional nursing. 
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There has been significant progress made in nurse education throughout the western 

world over the last fifty years as nursing has made the transition from hospital based 

training to nurse education in universities. The transition from hospital based training to 

university education has been important to nursing for a number of reasons. First, the 

profile of nursing has been raised as a profession to be taken seriously. Second, the 

move to universities moved the control of education out of the hands of hospital 

administrators and doctors. And finally curriculum content has had a greater emphasis 

on nursing theories and nursing practice. Regardless of the moves and advantages of a 

university based education, there is evidence to suggest that the hierarchies of medicine 

and hospital administration continue to exert significant control on nursing practice.   

 

Speedy (1987) highlighted how the power imbalance between the practice of nurses 

and doctors has in many respects been reinforced by nurses themselves through their 

actions of making recommendations to doctors about interventions, whilst appearing to 

lack knowledge and seek advice. A more recent study by Wicks (2000) reported that 

nurses continued to ask doctors for advice whilst at the same time making suggestions 

as to what would be appropriate. MacIntosh and Wiggins (1998) found that nurses with 

10-15 years of experience would value the opinions and ideas of medical colleagues 

before their own.  

 

Speedy (1987) cautioned that by continuing to defer to the superior knowledge of 

doctors whilst actually making the suggestions nurses were continuing to embed their 

oppressive stance. Bruesh and Gordon (2000) challenged nurses to take ownership of 
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their expertise rather than maintain invisibility behind medicine. They asserted that 

health care would have a different profile if nurses were more vocal about the work 

they do.  

 

This self-effacement and self-silencing is common to nursing culture and is known as 

the Doctor-Nurse game (Snelgrove & Hughes, 2000; Stein, 1967; Wicks, 2000). On the 

surface it is a game where everybody wins. Yet at deeper levels where identity, and 

self-regard get formed, nurses possibly lose. There are numerous accounts in the 

nursing literature of nurses being humiliated and intimated by their medical colleagues 

(Deans, 2004; Dun, 2003; Smith, Droppleman & Thomas, 1996). In this humiliating 

interaction with doctors nurses are being shamed. Despite these consistent criticisms 

levelled at the medical model for its effect on nursing and nursing identity, many nurses 

appear satisfied to settle pragmatically for a subordinate role within the health system 

(Barker, 2001). It is argued that nursing culture has been influenced by a number of 

factors which have become embedded in the nursing psyche.  

 

Uncovering shame in nursing 

Shame is rarely mentioned explicitly in nursing literature and generally references to 

shame occur in the context of nurses working with patients who have experienced 

shame (Crowe, 2004a/2004b; Ridley, 1993; Wiginton, 1999; Zupanic & Kreidler, 

1998). Darovik (1997) is an exception. She gives an example of how a senior nurse 

disciplined a beginning practitioner by shaming her. Further, she cautioned that unless 

nursing addressed the existence of shame, nurses would continue to shame each other 



 

   

75

with disastrous consequences (Darovik, 1997). Although there has been a lack of 

specific references to shame in nursing, there are examples of shaming experiences 

such as nurses shaming nurses (Alavi & Cattoni, 1995), and nurses experiencing shame 

that have been uncovered (Fallon, 2000; Thomas & Doppleman, 1997). Shame was 

interpreted as an aspect of horizontal violence in nursing, oppression, nurse-doctor 

professional relationships, and initiation practices into nursing (Alavi & Cattoini, 1995; 

Keane, 1993; Brooks, Thomas & Doppleman, 1996; Wicks, 2000).  

 

These examples all help to advance understanding of nursing culture and nursing 

practices, however there seems to be an important gap in the nursing literature in 

relation to shame. That shame may be understood to be an element in nursing identity, 

part of the nature of nursing, rather than an effect of deficient relationships between 

nurses and others. 

 

In relation to nursing, internalised shame is not readily recognised although the 

negative emotions that are linked to it are clearly felt. These emotions may include 

feeling guilt, ashamed, inadequate, embarrassed, uncertain, angry, afraid or hurt. When 

these emotions are left unprocessed or unidentified as shame, then they are likely to 

have negative consequences. Nevertheless, recognising this hidden shame and bringing 

it to conscious awareness can express shame. Further, its adaptive functions to provide 

moral direction and teach respect are or could be reclaimed. It may be argued that 

acknowledging and discussing shame openly in nursing will enable greater awareness 

of behaviours and interactions being enacted in the profession. 
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According to Lewis (1993) and Trumball (2003) shame begins with feeling threatened, 

vulnerable and out of control. Thus, it may be concluded that many nurses may begin 

their nursing experiences feeling threatened and vulnerable, whether it be their first 

clinical experience as a student or as a registered or enrolled nurse. At the beginning of 

one’s nursing career there is the potential for this to be a highly anxiety provoking 

experience. The behaviours of staff towards novice nurses have been identified as a 

strong factor in shaping the cultural norms and expectations of being a nurse (Alevi & 

Cattoni, 1995; Begley, 2001; Bellis et al., 2001; Randle, 2002).  

  

Another perspective on shame that has been proposed by Lewis (1993), is that shame is 

about not being able to measure up to or meet others expectations of the self. The 

‘other’ in this case might be an individual or the society in which we live in. It is 

questionable whether nurses and the nursing profession can meet expectations of the 

profession and of society especially if those expectations are unclear since there is no 

universal acceptance of the nursing role. In this sense, the very identity of the person as 

a nurse can be called into question.  

 

Instead, other concepts are used to describe, explain or understand aspects of the nature 

of nursing. As previously discussed bullying, domination, history of hierarchy and 

submissiveness are preferred languages. When shame is considered a new theme for 

understanding nursing may be uncovered. Perhaps new ways for practicing and 

researching nursing will also be revealed. 
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Only a few phenomenological studies have been uncovered that examine nursing 

identity. Relevant research that has been located has focused on nursing identity in 

relation to what it is that nurses do (Fagermoen, 1997; Milligan, 2000; Ohlen & 

Segesten, 1998). Of equal relevance is the finding that there has been no research 

located in the nursing literature that has addressed shame in nursing, or the influence 

that shame may or may not have on nursing identity. Thus, an opening exists to utilise 

phenomenological research and more specifically, hermeneutic phenomenology to 

examine how shame may or may not influence nursing identity.  

 

Conclusion 

This chapter has discussed the phenomenon of shame through the psychoanalytical, 

sociocultural and biopsychological theories. The phenomenon of shame has been 

examined as it relates to identity formation. The ways in which shame has been hidden 

behind language has also been discussed. The look of shame as reported in the literature 

has been examined to show how shame may present in nursing through behaviours 

commonly reported in instances of workplace bullying.  

 

This chapter has reviewed some of the major concepts that have been reported in the 

nursing literature to influence nursing culture from the mid 1800’s to present day. A 

historical perspective of influences such as Nightingale’s legacy, hierarchical structures 

and the view that nursing is women’s work has been presented to illustrate how these 

enduring themes continue to impact upon nursing identity. 
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The difficulties that exist in defining nursing identity has been explored in this chapter. 

What is unknown is how shame may or may not have influenced nursing culture. It was 

the intention of this study to explore and extend further conceptualisations of nursing 

identity by considering the lived experience of shame in nursing. Phenomenology has 

been chosen as the methodology for use in the study. Such an approach focuses on the 

lived experiences such as in interpersonal interactions with peers, colleagues, family 

and society. It is argued that such an approach will further enrich understanding of the 

meanings nurses give to their identity. In keeping with the need to explore shame 

broadly the research question for this study was framed as: 

 “What is the lived experience of shame in nursing and what does this mean for nursing 

identity?” 
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CHAPTER THREE 

METHODOLOGY 

 

Introduction 

The qualitative methodology chosen for this study is interpretive-phenomenology, an 

approach informed by Heidegger (1962). This chapter discusses why such an approach 

was used for this study. The use of hermeneutic phenomenology in nursing will be 

examined to highlight the benefits that this methodology can offer nurses in terms of 

broadening an understanding about a diverse range of issues, pertinent to nursing 

identity and practice. Similarly, criticisms about how some nurse researchers have used 

hermeneutic phenomenology will be discussed. This will highlight the significance of 

nurse researchers making explicit the methodology they are using. (say something here 

about using van Manen’s approach) 

 

Phenomenology is essentially the study of the lived experiences of the life world (van 

Manen, 1990). Hermeneutic phenomenology uncovers concealed meanings that are 

embedded in the narratives of participants. Heideggerian hermeneutic inquiry serves an 

important purpose. It aims to explicate phenomena as they present themselves to 

consciousness (Heidegger, 1962). Such a view is consistent with the aims of this study, 

to allow the nature of shame in nursing to be revealed and more importantly to 

understand the ways in which shame may or may not influence nursing identity.  
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A Heideggerian approach concentrates on ontology, meaning to study and understand 

the nature of Being. To date, there have been no published phenomenological studies 

uncovered that have addressed shame in nursing or the influence that shame may or 

may not have on nursing identity. Thus an opening exists to utilise phenomenological 

research and more specifically hermeneutic phenomenology to examine the experiences 

of Being shamed in nursing. An overview of the emergence of interpretative 

phenomenology is useful in explaining its development and its distinctions from 

Husserlian descriptive phenomenology. Further, it is useful to review the main 

distinctions of both approaches to illuminate why the Heideggerian approach has been 

used in this study. The discussion begins by reviewing the philosophical basis from 

which phenomenology evolved.  

 

Philosophy and the emergence of phenomenology 

Philosophy is focused on learning, teaching and questioning (Comte-Sponville, 2004). 

It aims to explore and understand humanity, existence, values and the world. The 

translation of the term philosophy originates from a combination of the Greek words 

philos meaning love and Sophia meaning wisdom (Comte-Sponville, 2004) 

 

The method of inquiry that philosophers use is different to that of other disciplines. 

Philosophers frame their questions as problems or puzzles, in order to give clear 

examples of their doubts about a subject they find interesting, wonderful or confusing 

(Ref). Often the questions posed by philosophers are about the assumptions behind a 

belief, or about methods by which people reason. 
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Like many human activities, philosophy has been affected by culture and language 

(Ref). Therefore, direction and emphasis of philosophy has changed many times over 

the last two thousand years. The origins of philosophy can be traced back to ancient 

Greek times and the work of philosophers such as Socrates, Aristotle and Plato. Plato 

(428-354) is reported as the first philosopher who established a systematic way of 

asking and answering philosophical questions such as the question of consciousness or 

what it is to exist (Hughes, 2001).  

 

Over the next two thousand years many philosophers refined, refuted and transformed 

original views proposed by Plato. One such philosopher, René Descartes (1596-1650) 

developed a philosophy representing the model of the mind and the mind-body split 

which became known as Cartesian duality (Koch, 1995). According to Kellett (1995), 

Descartes wanted a philosophical system that would be as precise and free from doubt 

as mathematics or science. Descartes believed that the certainty of knowing 

necessitated conceptualising and organising things into abstract or generalised 

categories that could be demonstrated as true. Objects that could not be observed could 

not be known with certainty; therefore those objects that could not be observed had no 

claim to existence (Kellett, 1997).  

 

It has been argued however that Cartesian duality offers a mechanistic view of an 

individual (Drefus, 1987). For example 100 years after Descartes forwarded his ideas 

another philosopher Rousseau (1712-1778) criticised Descartes ideas as being too 

objective and analytical. Rousseau proposed that human beings were not cold, 
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analytical objects, rather, they were isolated from their true experiences as a result of 

the restraints of modern society. Whatever their differences in philosophical thinking 

the followers of both Descartes and Rousseau became known as Rationalists (Ref|).  

 

A number of philosophers (Beckeley, 1685-1753; Locke, 1632-1776; and Hume, 1711-

1776) known as Empiricists criticised the work of the Rationalists. Empiricists believe 

that humans know things from experiencing them, and subsequently use that 

information as a base upon which to build more complex knowledge. Rationalists 

argued that the Empirical viewpoint ignored the role of the mind in witnessing, 

recording and analysing sensory experience. The disagreement between the Rationalist 

and Empirical viewpoints raged until the end of the 18th century, when the work of 

another philosopher Kant (1724-1804) offered a compromise between both approaches. 

Kant agreed with the Empiricists claim that sensory experience is the basis from where 

humans derive their knowledge. At the same time, Kant gave the Rationalists credit for 

realising that the human mind filters every experience in its own way.  

 

Thus rational and empirical theories view human beings as instrumental and 

disengaged, believing them to be separated from their concerns thereby controlling and 

manipulating their involvements in a given situation (Kellett, 1997). This perspective 

assumed that personal meanings were incapable of being understood as expressed 

commonalities between people. In the quest for certainty the rational empirical 

paradigm assumes that objective truth is both possible and desirable, whilst at the same 
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time, distinguishable from subjective intuition, human interest and meaningful personal 

experience (Benner & Wrubel, 1989; Draper, 1995; Kellett, 1997).  

 

It was the emphasis on objectivity and rationalism that created an impetus for another 

philosophical perspective to emerge, a philosophy that centred on the notion that people 

are whole beings who actively create their own meanings. This new philosophy, 

phenomenology, had at its focus a belief that both the subjective and objective 

experiences of humans were necessary if one was to understand the meaning of an 

experience for an individual (Husserl, 1913; Heidegger, 1962).  

 

The word phenomenology is taken from two Greek words: phainomenon (meaning 

appearance) and logos (meaning reason) (Moyle, 1997). Phenomenology is both a 

philosophy and a research methodology. Moyle (1997) argued that to be true to the 

phenomenological approach phenomenological researchers must not isolate the 

application of phenomenology from its philosophical implications. A number of authors 

(Draper, 1995; Koch, 1995; Paley, 1998; Walters, 1994) have highlighted that the 

phenomenological approach has been misdirected in some nursing research since the 

researchers do not always attend to, or refer to the philosophical roots of their chosen 

approach.  

 

There is no single approach to phenomenology and several authors such as Draper 

(1995), Stewart and Mickunas (1990), and Walters (1995) have suggested that the term 

‘phenomenological movement’ would be more appropriate to use. Phenomenological 
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approaches reported in the literature include descriptive (Husserl, 1913), and 

hermeneutic (Heidegger, 1962). Hermeneutic phenomenology is the approach used in 

this study as the researcher is interested in interpreting how nurses experience and 

express verbal and non verbal expressions and experiences of shame in nursing.  

 

The modern phenomenological movement began in Germany prior to World War One 

(Walters, 1995). The discipline of philosophy was in crises being both directionless and 

having reached a point of stagnation. The time was ripe for a new philosophical 

perspective (Jennings, 1986; Spiegelberg, 1982).  

 

Edmund Husserl (1859-1938) is frequently cited in the philosophical and nursing 

literature as the founder of phenomenology (Cohen, 1987; Koch, 1996; Stewart & 

Mickunas, 1990; Walters, 1995). Husserl (cited in Spiegelberg 1982:72) stated that his 

phenomenological approach would raise the status of philosophy as a rigorous science 

whilst at the same time fully encapsulating the experiences as described by individuals.  

Husserl’s focus was epistemology, the basis of knowledge, of how we come to know 

the world (Husserl, 1913). 

 

Husserl was influenced by the work of the earlier philosophers and several authors 

(Dreyfus, 1987; Jennings, 1986; Koch, 1995) have argued that Husserl’s work was the 

culmination of the Cartesian tradition. However, Husserl was opposed to Descartes’ 

notion of dualism and had been committed to eliminating dualism domination in his 

work (Husserl, 1980). For Husserl (1980) there was no doubt that the objects of human 
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consciousness existed as objects of consciousness for individuals. Thus, Husserlian 

phenomenology began as a quest for the philosophical foundations of logic and evolved 

into the analysis of the logical structure of consciousness. As such Husserl’s 

phenomenology broadened traditional areas of philosophical interest to a higher 

transcendental level (Thomson, 1990; Spiegelberg, 1982). Rather than building ideas up 

as previous philosophers had done, Husserl encouraged phenomenologists to probe 

deeper in an attempt to lay firmer foundations for insights that emerged  

 

A student and former assistant of Husserl, Martin Heidegger (1889-1976) rose to 

prominence as a phenomenologist in the late 1920s. Heidegger believed that the 

primary focus of philosophy was ontological, the nature and the relations of Being 

(Heiddeger, 1972). It has been argued (Geanellos, 1998; Reed, 1994; Walters, 1994) 

that Heideggerian phenomenology was a reaction to Cartesian subject-object dualism. 

Parley (1998) proposed that the view promulgated in nursing literature, which  

espoused that Heidegger was hostile towards science and Cartesian dualism, was a 

misinterpretation of his philosophical leanings.  

 

In his book titled On Time and Being Heidegger (1972) discussed his frustration at the 

ambiguity he found in Husserl’s writing. He stated that it was partly this frustration 

which led him to develop another approach to phenomenology from that of his teacher. 

According to Heidegger (1972), this frustration led him to the teachings of Aristotle as 

a means of understanding phenomenology in a way that made sense to him. Heidegger 

(1972) reported that as he struggled to understand the writings of Husserl and 
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considered Aristotle’s writing on acts of consciousness that he was “brought to the path 

of the question of Being” (p.79). Heidegger therefore developed a different emphasis to 

that of his teacher and his seminal work, Being and Time (1962) was a major 

reinterpretation of phenomenology and its method.  

 

Husserlian phenomenology continued to be developed and expanded upon by other 

prominent phenomenologists such as Marcel, (1889-1961), Sartre, (1905-1980), and 

Merleau-Ponty, (1908-1961). Similarly, Heidegger’s work has been the inspiration for 

other great philosophers of the 20th century including Derrida (1930-) Foucault (1926-

1984), Gadamer (1900-2002) and Lacan (1901-1981).  

 

In summary it is recognised therefore that both Husserl and Heidegger have been 

instrumental in the development of the phenomenological movement. Although the 

philosophical approaches of both men are very different, Husserl’s work provided 

Heidegger with important foundations upon which to further develop his ideas. As a 

result of the complex and sometimes subtle differences in philosophical reasoning 

between Husserl and Heidegger, there has been confusion and a continued 

misinterpretation of the work of both Husserl and Heidegger and their subsequent 

followers, demonstrated in the nursing literature (Crotty, 1996; Drapper, 1995; 

Geanellos, 1998; Koch, 1995; Lawler, 1998; Walters, 1994). It is imperative that the 

differences between the two approaches are illuminated to guide the reader towards a 

clearer understanding of why hermeneutic phenomenology was used in this study. The 
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next section examines in greater detail the main differences in philosophical approaches 

between Husserl and Heidegger. 

 

Husserlian Phenomenology 

Central to Husserl’s approach was the fundamental recognition of experience as the 

ultimate foundation and meaning of knowledge (Husserl, 1900). For Husserl, a person’s 

experience was an experience of something. Therefore, the focus was on the act of   

“experiencing of”, rather than on the thing being experienced or on the person who was 

having the experiencing (Walters, 1994). Husserl developed a philosophical method 

which would specifically describe the experience or the awareness of things in a 

manner which did not reduce them to scientific data.  

 

Husserl introduced the concept of the “life-world” or “lived experience”. According to 

Koch (1995), Husserl claimed that this life-world is not readily accessible as it 

constitutes what is taken for granted, or those things which are common sense. What 

Husserl wanted to do was to bring to light the ultimate structures of the consciousness 

(essences) and, to critically evaluate the role those structures played in determining the 

sense of it all (Husserl, 1900).  

 

There are three dominant notions central to Husserlian phenomenology; intentionality, 

essences and phenomenological reduction. These three notions are now reviewed to 

provide examples of some of the major differences reported in the nursing literature 

that exist between Heideggarian and Husserlian phenomenology. 
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According to Husserl (1913), intentionality is a process where the mind is directed 

towards objects of study. Becoming consciously aware is the starting point in 

developing one’s knowledge of reality. Husserl (1913) proposed that by intentionally 

directing one’s focus one could develop a description of particular realities. According 

to Koch (1995) one of Husserl’s directives to phenomenology was that it should be a 

descriptive psychology which would return to the things themselves, and to the 

essences that constitute the consciousness and perception of the human world.  

 

Essences are the ultimate structures of consciousness (Husserl, 1913). Husserlian 

phenomenology assumes the mind-body split of Cartesian duality. One Cartesian 

metaphor is the container, where the body is assumed as the container for the mind, and 

within the mind symbolic representation takes place. This metaphor is evident in 

Husserlian principles, particularly in the search of essences. Husserl believed that 

essences could be isolated and studied. Koch (1995) and Koivisto, Janhonen and 

Vaisanen (2000) have argued that it is this aspect of Husserlian phenomenology that 

makes it objective. That is, theoretically phenomenological research ought to be able to 

isolate, identify, explain and reveal various essences central to a phenomenon. This 

thesis is the subject of continuing debate amongst qualitative researchers. For Husserl 

(1913), the notion of bracketing was important in order to allow essences to emerge.  

 

The concept of bracketing arose to support Husserl’s emphasis of describing the 

structures of the world as experienced rather than the world distorted by beliefs and 

assumptions (Husserl, 1913). Husserl (1913) asserted that it was necessary that 
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researchers using phenomenology considered phenomenological epoche, which he 

defined as the suspension of commonly held beliefs about the world when engaging 

with phenomena under examination. The term epoche was used by Greek skeptics to 

mean a suspension of judgment (Walters, 1994). To enable effective epoche Husserl 

(1913) claimed that it was necessary to bracket the presuppositions that one held about 

the world. This cleared a space for new and previously unconscious meanings to 

emerge from the data.   

 

Heidegger (1962) took issue with Husserl’s emphasis on the use of bracketing. Rather 

Heidegger argued that bracketing was not necessary, or indeed possible. Heidegger 

believed that how a phenomenologist understood the world was a significant aspect of 

the phenomenological process (Draper, 1995; Geanellos, 1998; Walters, 1994). 

Merleau-Ponty (1962) supported Heidegger’s view that it was impossible for 

researcher’s using phenomenology to remove themselves from the situation under 

examination by bracketing their assumptions. Laverty (2003) reported that there was 

still debate within the phenomenological movement as to whether or not it is possible to 

suspend theoretical and informal preconceptions.   

 

It was Husserl’s focus on people being subjects in a world of objects that Heidegger 

opposed (Heidegger, 1962). Further, Heidegger (1962) argued that in his attempt to 

explain everything as products of consciousness Husserl had overlooked dimensions of 

existence such as dread, anxiety and death, which are crucial elements of a 

phenomenological approach. Heidegger (1962) wanted to examine the ontological 
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foundations, the non-conscious and taken-for-granted ways of understanding personal 

meaning which he believed to be at the heart of human experience. Major concepts of 

Heideggerian phenomenology are now reviewed. 

 

The phenomenology of Heidegger  

The Heideggerian phenomenological view of the person arises from the ontological 

question “What does it mean to be a person?” (Heidegger 1962). In other words 

exploring the relationship between human thought and human existence (Hekman, 

1986; Koch, 1995). Heidegger referred to human existence as Daesin or being-there 

and his analysis of Daesin started with an interpretation of “being-in-the-world” 

(Heidegger, 1962).  

 

Heidegger used the term “being-in-the-world” to emphasise the temporary, existential 

and relational basis of our daily lives and understanding(s) of the world (Robertson-

Malt, 1999; Walters, 1994). To be-in-the-world is to be consumed by a constant state of 

striving to understand and attach meaning to our own (and others) numerous ways of 

being (Heidegger, 1962). Heidegger (1962) argued that the most fundamental way of 

“being-in-the-world” is Sorge, which translated into English means ‘care’. Care about 

Being and about caring for things and other people.  

 

According to Heidegger (1962) the world exists before anything else, any knowledge, 

event or thing. Heideggerian philosophy is an attempt to think through the significance 

of this basic condition of existence which he named “Being”. “Being” is that 
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primordial condition that allows all else to come into existence. Therefore, all things, 

flowers, people, cars and buildings are “beings”. For Heidegger, understanding was no 

longer conceived as a way of knowing but as a mode of Being. Understanding was a 

fundamental characteristic of our Being in the world. Heidegger believed that 

hermeneutic phenomenology provided a means in which to understand Being 

(Heidegger, 1962 p. 2-7). 

 

The term hermeneutics comes from the Greek verb ‘hermeneuein’, meaning to interpret 

(Gelven, 1989). Geanellos (1998) reported that the work of Schleirmacher (1768-1834), 

advanced hermeneutics from its focus on the interpretation of classical, biblical and 

legal texts to an examination of understanding itself, whilst Dilthey (1833-1911) 

perceived understanding as contextual, existential and situated within time and place.  

Furthermore, Heidegger expanded upon the work of scholars such as Schleirmacher 

and Dilthey, considering that understanding occurred since we are born into the world. 

Heidegger (1962) argued that hermeneutics applied to all understanding.   

 

Heidegger (1962) claimed that it is impossible to have a world or to live within a 

culture without the acts of interpretation. Further, he stressed that every encounter 

involves an interpretation influenced by the history and background of an individual 

(Heidegger, 1962). Taylor (1987) added that when trying to understand the cultural 

world, we are dealing with interpretations and interpretations of interpretations. 

Interpretation is seen as critical to the process of understanding the experience of Being 

shamed in nursing.  
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As a methodology hermeneutic phenomenology respects the capacity of the person for 

self-knowing. In addition, hermeneutic phenomenology enables an understanding that 

respects and works with the context bound nature of human experiences, rather than 

trying to separate past experiences from present, and in doing so alienate an integral 

part of Being (Heidegger, 1962). Accordingly, the strength of hermeneutics is found in 

its ability to encourage the researcher to reflect on the self-knowledge of the 

participant, and by doing so, identify the various motives and attitudes that influence 

the person’s behaviour (Koch, 1995; Robertson-Malt, 1999).  

 

This study aims to understand the experience of being shamed in a nursing culture. 

Thus, it is important to appreciate how nurses interpret the presence or absence of 

shame in nursing to deepen an understanding of common nursing cultural practices 

such as bullying, silence, selflessness and subservience, as described in Chapter Two. 

To appreciate this experience it is important to engage nurses to reflect on the meaning 

they give to shaming experiences that they have encountered in nursing. In hermeneutic 

inquiry, the hermeneutic circle enables the researcher to engage with the reflections of 

the participants. The hermeneutic circle will now be discussed.  

 

Hermeneutic circle  

Heidegger (1962) discussed the “circle” as a means to enable phenomenologists to 

work out the question of Being. This was achieved by continually moving backwards 

and forwards between the question being asked, the presuppositions of the inquirer, the 

process of investigation, and the meanings that participants gave to their experiences. 
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Alternatively the hermeneutic circle is where the horizons of the researcher combine 

with the horizons of the phenomenon being studied (Gadamer, 1976; Geanellos, 1998).  

 

Draper (1996) described the process of the hermeneutic circle as giving an adequate 

account of the entire text by building up the account through the identification and 

interpretation of discrete units of meaning.  The hermeneutic circle involves the 

researcher moving back and forth between the overall interpretation and an 

interpretation of significant parts of the experience, thus increasing the depth of 

engagement with and understanding of texts (Annells, 1996; Walter, 1994). In addition 

the hermeneutic circle involves the researcher reflecting on the inquiry process, diary 

insights, reading and rereading texts and referring to the literature (van Manen, 1997). 

 

For example Milligan (2001) described how he used the hermeneutic circle to identify 

themes such as care and caring and sub themes such as general and bio-physical needs 

to develop his concept of care in male nursing work. Similarly Fielden (2003) 

explained the hermeneutic circle in her study which explored grief following the 

suicide of a family member. Fielden (2003) reported how she used a number of 

activities including reading participant transcripts, reflecting and rereading transcripts, 

and referring to her journal entries and published literature until themes and sub themes 

emerged.  

 

There are three notions reported to being central to the hermeneutic circle. They are 

background, co-constitution and interpretation (Koch, 1995; Milligan, 2001). These 
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notions will now be reviewed as they will further highlight the differences between a 

descriptive and interpretative approach, and thus reveal why the researcher has chosen 

hermeneutic phenomenology for this study. 

 

The notion of background also referred to as fore-conception or pre-understanding is an 

inescapable part of the hermeneutic circle (Heidegger, 1962). From birth, an 

individual’s background or history is given to them by the culture into which they were 

born. Background is handed down and presents a way of understanding in the world. It 

is this understanding that determines what counts as real for the individual. In 

hermeneutic phenomenology, the background that the researcher brings to the research 

is as significant as that of the participants. 

 

One of the problems identified in phenomenological inquiry is that of having too much 

information prior to conducting the interviews. It has been suggested that the researcher 

may already be well informed about the research topic based on his/her own pre 

understandings and assumptions (Laverty, 2003). As discussed previously in this 

chapter Husserl (1913) maintained that it was possible for the researcher to suspend or 

bracket these beliefs. Whereas Heidegger (1962) believed that it was impossible to 

totally bracket one’s experience. He contended that it was too difficult to ignore what is 

already known. Further he argued that it would enhance the research if the researcher 

made explicit their own understandings, beliefs, bias, assumptions, pre-assumptions and 

theories (Heidegger, 1962).  
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Co-constitution involves a process in which understanding works back through 

interpretation (Milligan, 2001). Within interpretation, a new understanding develops. In 

hermeneutic phenomenology it is not possible to divide the person from the world. The 

world was already in existence before analysis and from when the person is born into 

the world. As such, nursing identity cannot be separated from the work that nurses do, 

or separated from their experiences before they entered nursing. Therefore, the purpose 

of the interpretation in this study will be to uncover the meanings that the nurses give to 

experiences of being shamed in nursing, and how those experiences influence their 

nursing identity.  

 

In summary Heidegger opposed the notion that meaning is totally neutral and unsullied 

by the interpreter’s own beliefs, values and views of the world. In Heideggerian 

phenomenology the researcher brings certain background expectations and meanings 

that will have a bearing in the act of understanding. What the researcher presents is 

important and cannot be ignored, forgotten or bracketed. There is no external or 

detached view from which to gather and present the data. Rather, Heideggerian 

hermeneutics locates the meaning in the transaction between researcher, participant and 

interpretation (Koch, 1995). Hermeneutic phenomenological philosophy has also been 

very influential in research (Laverty, 2003), and in nursing research (Breaden, 1997; 

Eckert & Jones, 2002; Ferguson, 1996; Van der Zalm & Bergum, 2000). The following 

section will explore the importance of hermeneutic phenomenology to research and in 

particular nursing research. It begins with a brief review of the relationship between 

phenomenology, nursing and nursing research. 
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Nursing Inquiry through the use of Hermeneutic Phenomenology 

Nurse researchers who use phenomenology attempt to provide an understanding of the 

internal meanings or essences of a person’s experience in the lived world. This is 

achieved through carefully interpreting and describing rather than conceptualising the 

experience of that individual (Eckert & Jones, 2002; Robertson-Malt, 1999; Wilkin & 

Slevin, 2004). 

 

Since the 1980’s, several authors (Benner, 1984; Benner & Wrubel, 1989; Brown, 

1986; Koch, 1995; Oiler, 1982; Walters, 1995; Van der Zalm & Bergum, 2000) have 

argued that nurse researchers have recognised the value of phenomenology as an 

approach that could provide an understanding of the person’s reality and experience. 

Van der Zalm and Bergun (2000) wrote that the link between nursing and 

phenomenology is that both view people as whole beings who actively create their own 

meanings.  

 

Some of the most central and significant issues within nursing have been illuminated 

and clarified through phenomenology and phenomenological research (Burns, 1994; 

Hallet, 1995; Medich, Stuart & Chase, 1997). Further, as a result of the 

phenomenological research method, the sources of knowledge in nursing have been 

considerably enlarged (Kramer, 1990; Van der Zalm & Bergum, 2000; Walters, 1995). 

Not only empirical perceptions, but also the ethical, social, cultural and personal 

components of care have been taken into account. Van der Zalm and Bergum (2000) 

and Walter (1995) examined the implications that phenomenology had for the 
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development of nursing knowledge. They concluded that phenomenological inquiry 

had contributed to all patterns of knowing identified by nursing scholars as being 

valuable to the discipline of nursing.  

 

As a philosophy, hermeneutic phenomenology is applicable to nursing, especially when 

it is considered that the phenomena of interest to nursing are about what it is to be 

human (Lawler, 1998; Van der Zalm & Bergum, 2000; Walters, 1994). Nursing has a 

human, interpretive character, with the relationship of the nurse and patient integral to 

the core of nursing practice. The discovery and interpretation of meanings that arise in 

the context of this caring relationship is of central importance.  

 

Research informed by hermeneutic phenomenology enables nursing researchers to enter 

the world of participants. The depth of the interplay and relationship between the 

researcher and participant will to a certain extent, depend on the method used in the 

research. The use of the term method in this study refers to the research activities (van 

Manen, 1997) used to gather and interpret the data. These activities are elaborated on in 

Chapter Four. 

Both Heidegger (1962) and Gadamer (1976) argued against the need to use method in 

hermeneutics. For example, Gadamer (1976) stated that his purpose was not to describe 

a method of interpretation but rather to discover what is common to all modes of 

understanding. Lawler (1998) argued that making sense of data that consists of 

thousands of words of relatively unstructured text such as is evidenced in hermeneutic 

inquiry is complex, difficult, and often uncharted. A benefit for using method in 
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hermeneutic phenomenological research is to provide a means of assisting the 

researcher to chart and interpret the data that emerges. 

 

Hermeneutic inquiry requires the researcher to be sensitive, subjective and objective 

(Bearden, 1997; Robertson-Malt, 1999; McCabe, 2004). The authors argued that this 

approach was necessary due to the close relationship between the researcher and 

participants and because of the sensitivity of the topics under investigation (Bearden, 

1997; Robertson-Malt, 1999; McCabe, 2004). 

 

One example of sensitive research conducted using hermeneutic phenomenology was 

that by Breaden (1997) which documented the experiences of cancer survivors. 

Similarly Fielden (2003) explored the experience of surviving the suicide of a family 

member. Participants in both studies shared experiences that had a major impact on 

their lives and continued to influence how they were in the world (Breaden, 1997; 

Fielden, 2003). In both studies the researchers entered the world of the participants in 

order to make explicit his/her lived experience of phenomena being studied. The 

researchers sought to move beyond a description of the experiences. They wanted to 

understand the meanings that the participants had attached to the experience of 

surviving cancer (Breaden, 1997), and surviving suicide of a family member (Fielden, 

2003). It was the intention of both researchers that such understandings would inform 

nursing practice of ways to care for such individuals.  
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The use of hermeneutic phenomenology as a research approach in nursing has not only 

focussed on issues specific to patient care (Wilkin & Slevin, 2004; Robertson Malt, 

1999), patient’s experiences (Beardern, 1997) or the nurse patient relationship (McCabe 

2004). Recently it has been used to examine the interpersonal relationships between 

nurses. Bousefield (1997) for example uncovered the experiences of being a clinical 

nurse specialist engaging with colleagues. Similarly, Ferguson (1996) examined the 

role of the clinical educator in assisting student nurses develop their professional 

competence.  

 

Early hermeneutic inquiry in nursing in the 1980’s and 1990’s was predominantly 

guided by the work of Heidegger (1962) and Gadamer (1976). Since the early 1990’s it 

is the work of educator van Manen (1990) which has been used with regularity by nurse 

scholars interested in a hermeneutic approach (Fielden, 2003; Rapport, 2003; 

Robertson-Malt, 1999). Van der Zalm and Bergman (2004) reported that van Manen 

developed a discovery orientated approach that avoided a predetermined set of fixed 

procedures and techniques. van Manen (1997) described the “doing” of 

phenomenological research and writing as “a dynamic interplay between six research 

activities” (p. 31). These research activities guide the researcher from identification of 

the research question, through data collection and data analysis to reporting of findings.  

Whilst acknowledging that a certain order is implied in the methodological presentation 

of these activities van Manen (1997) noted that it is not necessary for the researcher to 

proceed by executing and completing each step. Rather, the scope for flexibility and 

creativity in ways of interpreting the data is vital.  
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Applying van Manen’s (1997) research activities adds structure and rigour to data 

collection and data analysis. According to Dowling (2004) and Van der Zalm and 

Bergman (2004) van Manen’s approach allows for a combination of description and 

interpretation. Further, his approach enables sensitive hermeneutic inquiry into 

experiences, which participants may never have discussed openly with another.  

 

Thus the significance of using hermeneutic phenomenology to study shame in nursing 

becomes clearer especially in the context of this study, which aims to examine the 

influence of shame on nursing identity. A research approach which invites nurses to 

examine and interpret meanings of shaming experiences aims to encourage a critical 

reflection on nursing identity. Hermeneutic phenomenology has been identified as one 

approach that can most ably reveal the ontological understanding of the experience of 

shame in nursing. As mentioned previously in this chapter there has been no published 

phenomenological research which has addressed shame in nursing. Therefore, van 

Manen’s (1997) approach will help to provide both a rich description and interpretation 

of the phenomenon of shame in nursing. Although hermeneutic inquiry is popular in 

nursing research, it has not been without criticism. The next section discusses some of 

the criticisms that have been reported in the nursing literature.  

 

Criticisms of hermeneutic phenomenological research 

Although hermeneutic phenomenology has gained popularity for use in nursing 

research since the 1980’s (Banonis, 1989; Benner & Wrubel, 1989; Koch, 1995; Van 

der Zalm & Bergum, 2000), some authors (Draper, 1996; Geanello, 1998; Koivisto et 
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al, 2002; Lawler, 1998; Walters, 1995) have criticised the manner in which nurse 

researchers have applied the methodology in their research. Much of the criticism has 

focused on how nurse researchers have used terms such as phenomenology and 

hermeneutics, and Husserlian phenomenology and Heideggerian phenomenology 

interchangeably. Several authors have suggested that this has highlighted a lack of 

understanding in the differences in the philosophical basis being discussed by the 

authors (Geanellos, 1998; Koch, 1995; Walters, 1995).  

 

Lawler (1998) described the phenomenological discrepancies that have appeared in 

nursing research as the “tensions that arise”.  She suggested that there were a number of 

reasons for those tensions. Firstly, the difficulties of adapting a philosophical 

phenomenological approach to meet with the pragmatic and robust research approach 

usually associated with nursing. Secondly, the fact that there exists some confusion 

about the various types of phenomenology, and, finally the need that nursing has to find 

a space in which it can give voice to aspects of its practice that are generally silenced in 

less existentially orientated methodologies (Lawler, 1998).  

 

Crotty (1996) argued that nurses who used a phenomenological approach had drifted so 

far from the original ideas that they no longer undertook phenomenology but something 

quite different, and that difference had become well established in nursing research. 

Lawler (1998) challenged Crotty’s (1996) argument and proposed that his views did not 

necessarily apply outside America and referred to the work of European nursing 

research as having a greater emphasis on embodiment and embodied Being.  
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In summary, there are three major criticisms that have emerged from the nursing 

literature. Namely that the original works of Husserl and Heidegger have been 

misinterpreted by nursing scholars. Secondly, the misinterpretations have been 

reinforced over the thirty years that phenomenology has been used in nursing research, 

and finally that some nurse researchers have not attended to the philosophical roots of 

the phenomenological approach they proposed to have used. 

 

Phenomenology was developed as a philosophy and not written as a research method, 

and so may account for some of the challenges that researchers have contended with in 

terms of rigour in phenomenological research (Lawler, 1998; Hallet, 1995). Lawler 

(1998) proposed that part of the nursing struggle with phenomenology was the sense of 

having to make it fit into the scientific restraint of research. The following section 

discusses the issues relating to attending to rigour in hermeneutic inquiry. 

 

Attending to rigour in hermeneutic inquiry  

Rigour in hermeneutic inquiry differs from other research approaches which rely on 

notions such as validity, reliability and objectivity (Koch, 1996; Moules, 2002). 

Increasing numbers of nurse researchers using a hermeneutic approach are turning to 

the work of Guba and Lincoln (1989) to address issues of rigour in their research. Guba 

and Lincoln (1989) suggested that the more conventional terms of internal validity, 

external validity, reliability and objectivity could be replaced by the terms credibility, 

dependability and transferability in interpretative inquiry.  

 



 

   

103

Understanding and interpretation are the primary concerns of hermeneutic inquiry. 

Believability is an essential notion for rigour in hermeneutic inquiry, the reader must 

decide for themselves if the account is believable (Moules, 2002). It is important 

therefore that the researcher provides evidence of credibility, transferability and 

dependability to help the reader decide if trustworthiness has been attended to (Guba & 

Lincoln, 1989; Koch, 1996; O’Brien, 2002)  

 

Credibility 

Guba and Lincoln (1989) discussed a number of recommendations to assist the 

researcher maintain credibility. These included: prolonged engagement with the data 

and in the relevant area, peer debriefing, progressive subjectivity and returning the 

written transcripts to the participants for their review. Sandelowski (1993) cautioned 

against relying solely on participant feedback for credibility. She argued that because 

participant stories are memories of past events which are recalled in the present 

descriptions may change from one account to another. Moules (2002), and van Manen 

(1990) suggested that credibility can be attended to by offering the text to other readers 

who can open up the interpretations further. Other authors (Breaden, 1997; Robertson-

Mink, 1999) have suggested that incorporating insights gained from a reflective diary 

into the findings is another way that the researcher can demonstrate credibility to the 

readers. The ways in which credibility was maintained in this study is discussed in 

Chapter Four.  
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Dependability 

The manner in which the researcher documents how the process of inquiry was 

conducted and how interpretation was reached is central to the notion of dependability 

in hermeneutic inquiry (Guba & Lincoln, 1989; Sandelowski, 1993). Evidence of this 

lies in part in the thoroughness to which selected transcripts reflect the interpretation 

(Moules, 2002). The process of data collection and analysis is discussed in detail in 

Chapter Four. Further, extracts from transcripts are presented in Chapters Five and Six 

enabling the reader to determine dependability of this study 

 

Transferability 

Transferability refers to the extent to which the findings can be transferred to other 

groups or settings. Guba and Lincoln (1989) and Moules (20020) reported that in the 

process of transferability the researcher lays out the findings in a manner that other 

researchers can determine their usefulness in similar situations and with similar 

research questions or practice. The relevance of this research to nurses in a variety of 

settings will be discussed in Chapter Seven.  

 

Conclusion 

This chapter has reviewed the emergence of phenomenology as both a philosophical 

and research approach. The researcher wanted to understand the intricacies of 

participants’ experiences of being shamed in nursing. The utility of a hermeneutic 

philosophy has presented itself as a useful methodology appropriate to this research  

has been explored. Further, the relevance that hermeneutic phenomenology has on 
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informing nursing practice has been discussed. The main differences in philosophical 

concepts between Husserlian and Heideggerian phenomenology have been examined to 

highlight the benefits that a hermeneutic approach offers for this study.  

 

Criticisms reported in the nursing literature were discussed. Furthermore, the need for 

researchers to identify, discuss and continually return to the philosophical origins of the 

approaches used was emphasised as a means to avoid misinterpretations and misuse of 

hermeneutic phenomenology in nursing research. The following chapter describes how 

the experience of Being shamed in a nursing culture was explored using van Manen’s 

(1990) approach.  
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CHAPTER  FOUR 

METHOD 

 

Introduction 

This chapter will outline the process of implementation for the study. Hermeneutics 

was used to inform the conduct and interpretation of the qualitative interviews 

undertaken in the study.  The method includes the research question, the recruitment 

and description of participants, phenomenological interview, and data analysis.  

 

It is imperative in a study which uses an ontological hermeneutic approach that the 

researcher continually returns to the philosophical roots of the phenomenology. This is 

especially important when addressing aspects of method such as rigour. The ways in 

which rigour was attended to in this study is discussed in this chapter. The chapter 

begins with a brief outline of van Manen’s hermeneutic approach.    

 

van Manen’s Hermeneutic Approach 

Hermeneutic phenomenology enables a greater understanding of an experience whilst 

maintaining the context of the everyday lived experience where the meaning resides 

(van Manen, 1990). Thus, the experience of shame in nursing can be understood in the 

contexts in which shame may occur in nursing; for example in humiliating and 

intimidating interactions between nurses. van Manen (1997) noted that phenomenology 

could not ensure that understanding would eventuate, only that the potential for 
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understanding existed through the experiences and meanings given to those experiences 

were illuminated.   

 

There are six research activities that van Manen (1990) identified as providing a 

methodical structure for using a hermeneutic approach. These are: 

1. turning to the nature of lived experience 

2. investigating experience as we live it rather than as we conceptualise it 

3. reflecting on the essential themes which characterise the phenomenon 

4. describing the phenomenon through the art of writing and rewriting  

5. maintaining a strong and orientated relation to the phenomenon 

6. balancing the research context by considering parts and wholes  

These activities will now be discussed in terms of how this study was conducted using 

the activities as headings throughout this chapter. 

   

Turning to the nature of the lived experience 

According to van Manen (1990), phenomenological research means a “being-given-

over” to some quest, and being driven by a commitment of turning to an abiding 

concern. Put another way, Gadamer (1975) referred to the need to truly question 

something by interrogating it from the heart of one’s existence, from the centre of one’s 

being. van Manen (1997) proposed that the starting point of phenomenological research 

is largely a matter of identifying what it is that deeply interests the researcher and 

identifying this interest as a true phenomenon. As outlined in Chapter One, the question 

asked in this study is one that is of deep interest to me and which is of significance to 



 

   

108

nursing. Shame may be a crucial aspect to what it means to be identified as a nurse. 

Hence it is important to understand the essence of the participants’ experience(s) of 

shame in nursing, and to understand how that experience has influenced participants’ 

nursing identity. van Manen (1990) considered that it was in this activity that the 

selection and recruitment of participants be attended to. 

 

Selection and recruitment of participants  

There are a number of factors to be considered when selecting and recruiting 

participants in phenomenological research, including the participants, selection criteria 

and recruitment process. Each of these factors will now be discussed. 

 

Participants  

The richness of the data collected is more important than the number of participants 

involved (O’Brien, 2002; van Manen, 1990). In keeping with the philosophical 

underpinnings of phenomenology, there is no requirement that the participants in the 

study be a specific sample of the population. The number of participants involved in a 

phenomenological research study is usually based on a combination of pragmatic 

acceptance of the restrictions imposed by the research process and acceptance of the 

infinite nature of experience of phenomena (Benner, 1996; Guba & Lincoln, 1994). 

Therefore, the number of participants depends to a large extent on the question, the data 

collected and the insights gained from the data gathered (Kellett, 1997). However, there 

are a number of factors that need to be considered by the researcher such as: the amount 
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of data to be analysed, time restraints for interviewing (researcher and participants), and 

number of available participants who will meet the inclusion criteria (Milligan, 2001).  

 

Criteria for inclusion 

Participants for phenomenological research are typically chosen because of their 

experience of the phenomena being studied and their ability to articulate that 

experience (Kellett, 1997; Milligan, 2001; Robertson-Mink, 1999). It has already been 

established in Chapter Two that the themes relevant to this study such as nursing 

identity, recruitment and retention, nursing culture and workplace bullying influence 

nursing locally, nationally and internationally. Similarly, these same issues affect 

nurses across all nursing specialities including mental health, general medical, surgical, 

and paediatrics (SCIN, 2002), across all levels and streams (enrolled nurses, registered 

nurses, nursing managers, educators and researchers) and across genders (Farrell, 2000; 

Thomas & Doppleman, 1997). 

 

The aim was to select a sample that would provide the broadest range of information 

possible. Thus, participants from a range of ages and backgrounds with a broad range 

of nursing backgrounds were sought. Participants for this study were recruited from 

post-graduate nursing students studying at the three campuses (Nathan, Logan and the 

Gold Coast), attached to Griffith University. This approach helped to recruit nurses 

from a variety of nursing backgrounds and speciality areas and thus added to the 

richness of data. van Manen (1990) commented that it was important that participants 

be able to articulate the experience that was being explored. The participants were 
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studying at a Masters or Doctorate level. Therefore, they met van Manen’s (1990) 

criteria of being articulate and being able to share their experiences, ensuring rich 

descriptions to emerge. The participants were: 

• registered nurses 

• enrolled in a post graduate nursing course at Griffith University 

• able to articulate their experiences 

• interested in communicating with the researcher, and 

• willing to allow the researcher to probe for understanding of their experience 

 

Recruitment process 

The study was brought to the attention of students in the following ways: 

• Flyers were placed on noticeboards in the Schools of Nursing asking interested 

students to contact the researcher 

• A letter was sent to the post-graduate program coordinator outlining the 

proposed research and asking for a time to inform postgraduate students about 

the study. 

Some participants became involved in the study through the process of snowball 

sampling (Burns & Grove, 1993). For example, each participant was asked to speak 

with colleagues about the study. Interested colleagues then contacted the researcher and 

expressed a wish to be involved in the study.  

 

It was established during data analysis that data saturation was achieved following 

interviews with eleven participants. Data saturation occurs when the researcher no 
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longer sees or hears new information, thus no new themes emerge (van Manen, 1997). 

No more participants were sought after the eleventh interview. 

 

Initial contact 

Contact was initiated by the researcher and in some instances by the participants. This 

contact was made via email, mail, telephone calls, or face to face contact. Themes 

discussed at that initial contact included my interest in the topic, the methodology and 

method being used and ethical considerations. Initial contact also enabled participants 

the opportunity to ask questions and to discuss any concerns they may have had about 

participation in the study.   

 

First meeting 

According to Kellett (1997) it is important during the first meeting to spend a 

considerable amount of time talking about general matters including the purpose of the 

study, why the study is important, explaining the interview process, the role of the 

researcher and participant in that process, how data would be analysed, and how 

confidentiality will be maintained. I wished to interact with participants in a manner 

that invited them to be thoughtful and honest about their experiences. The initial 

discussion was important in developing trust and rapport between the participants’ and 

myself. Thus we had the opportunity to converse with one another before the more 

formalised process of the interviewing begun.  
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Investigating the experience as we live it 

van Manen (1997) reported that the notion of “data” is ambiguous in interpretive 

inquiry as it holds  quantitative overtones.  At the same time, he acknowledged the need 

to collect the lived experience material from a number of different sources. In gathering 

the experiences of other people we become more experienced ourselves (van Manen, 

1990). Whilst data may be a problematic term, it is commonly understood and will 

therefore be used to describe information that was subject to analysis. Data for this 

study were collected from the following sources; the individual interviews conducted 

between participants and researcher; from notes I made following the interviews; and as 

discussed previously my reflective diary entries. The following text provides a detailed 

discussion of these data collection methods. 

 

Phenomenological Interview  

The phenomenological interview is suited to hermeneutic inquiry since it applies a 

hermeneutical mode of understanding in which participants are encouraged to describe 

their worlds, opinions, acts, emotions, and the meanings they attach to their experiences 

in their own words (Dapper, 1995). van Manen (1997) considered that it was the task of 

the researcher to understand what it was that the participant said about their experience, 

and to engage the participant in such a way that rich descriptions of the participants’ 

experience are gained. The interview material needed to be specific to the phenomena 

being studied and to contain sufficient material in stories, anecdotes and examples to 

provide the reader with an understanding of the experience as lived by the participant 

(van Manen, 1997). It was important that I used an interviewing style that encouraged a 
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deep reflection that would yield rich descriptions from participants about their 

experiences of shame in nursing.  

 

In-depth interviewing was used to encourage participants to explore challenging 

interactions that they had experienced with colleagues. It was expected that the use of 

open-ended questions would elicit subjective and personal responses from participants 

(Walter et al., 2001; Bousfield, 1997; Draper, 1995) thereby enabling nurses to relate 

and explore their own experiences. The in depth interviews used the critical incident 

questioning technique used by Benner (1984) to encourage thought, recall, and 

disclosure about events that may or may not have been associated with shame. In this 

way I did not consciously pre-empt or lead the participants in their responses.  

 

It was important that experiences of shame in nursing emerged from the participants as 

they told their stoires of situations that they had experienced in nursing. The topic of 

shame is sensitive and as discussed in Chapter Two there may be a stigma about shame 

that can make it uncomfortable for people to discuss and acknowledge shame 

(Kaufman, 1989; Lewis, 1971; Wurmser, 1981) I wanted participants to be as 

comfortable as possible discussing their experiences without also leading them to 

identify it as shame. Thus, participants were invited to narrate stories about specific 

experiences in nursing which they found challenging and to allow experiences of shame 

to emerge from those narrations.  
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As discussed in Chapter Two several authors (Kaufman, 1989: Jacoby, 1994; Lewis, 

1991; Schneider, 1971) have argued that shame has been hidden behind the term 

“guilt”. Therefore, it was important to be able to define differences between guilt and 

shame form the participant’s stories. In the context of this study shame is the subjective 

state of being wrong and guilt is the subjective state of having done something wrong 

(Gilbert, 2003; Jacoby, 1994; Lee, 2001; Nathanson, 1992). 

  

The following three questions were used to promote discussion during the interview: 1) 

describe a difficult situation in which you coped well, 2) describe a difficult situation in 

which you would have liked to have coped better, and, 3) describe a rewarding or 

satisfying situation. These sentences did not include a specific reference to shame and  

this was deliberate to enable participants to recall situations form which experiences of 

shame may have emerged. Van Manen (1990) discussed the importance of anything 

presenting itself to consciousness being of importance to phenomenology. It was 

important to allow unconscious experiences of shame to emerge in the consciousness of 

participants as they discussed different situations that they had experienced as nurses. 

 

It was suggested that the participants would elaborate on the lived aspect of the 

experience rather than their conceptions of it. I attempted to evoke participants’ 

physical and emotional feelings, activities and memories of the event. It was important 

to ask participants to recall the experience in such a way that the essential aspects, the 

meaning structure of the experience as “lived through” by the participants were brought 

to the surface (van Manen, 1997). Therefore, rather than conceptualising and theorising 
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about what it is like to experience shame in nursing, I sought to understand this 

experience from participants who have lived it as an intimate part of their being-in-the-

world.  

 

Once the initial question was asked the course of the conversation was to a large extent 

lead by the participants (Moyle, 1997; Draper, 1995). This was important to enable the 

participant’s story to be told rather than be guided by a set of preselected questions 

determined by myself (Kvale, 1985). This style of interviewing supported and utilised 

the prepositional knowledge of the participants’ experiences that I possessed from my 

experiences of working as an educator and clinician. The interview allowed me to have 

a core active conversationalist role whilst enabling me to continue to elicit responses 

from the participants (Robertson-Malt, 1999; van Manen, 1997). 

 

My ongoing dialogue with participants was in response to what arose in the 

conversation content and in the affect and mannerisms of participants.  It was important 

that I was able to utilise a number of interviewing techniques such as open-ended 

questions, prompts and encouragers to utilise as part of the interviewing process 

(Bousfield, 1997; Draper, 1995; Hallett, 1995; Walter, Glass & Davis, 2001), thus 

enabling participants to voice their genuine views, opinions and feelings without 

constraint.  

 

There were times during interviews when participants had a tendency to drift into 

discussing issues unrelated to the topic. My use of the prompts, “describe a difficult 
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situation in which you would have liked to have coped better”, and, “describe a 

rewarding or satisfying situation” was sufficient to refocus the direction of the 

interview.   

 

During the interview there were protracted periods of silence and Robertson-Malt 

(1999) suggested that this could be an indication that the participant had exhausted their 

reflection on the question asked. Although, van Manen (1990) commented that periods 

of silence may indicate that the person is reflecting on an experience. It was important 

to ask other questions that would engage further reflection and clarification with the 

participant.  Examples from this study included: “What are you experiencing 

currently?” “What meaning does it have for you to be self critical?” and “What 

meaning would it have for nurses to say something positive about themselves?”  

  

Interviews continued until participants felt that they had finished or exhausted their 

descriptions of the phenomenon. The length of interview varied from 45 minutes to one 

and a half hours. One follow-up interview occurred to enable elaboration of a theme 

that had been uncovered in the analysis. The interviews were transcribed and became 

the phenomenological texts upon which the process of hermeneutic analysis was made 

(Kellett, 1995; Robertson-Malt, 1999). The transcribed interviews were analysed with 

the purpose of discovering the different meanings that being shamed in nursing had for 

each participant.  
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In hermeneutic research data collection and data analysis go hand in hand (Milligan 

(2001). Ashworth (1987) and Guba and Lincon (1989) stated that there is continuous 

reflexive interplay between the data collection and analysis. In this study, data that 

emerged from participant’s stories was integrated into subsequent interviews. For 

example in the first interview the experience of “being seen” was highlighted. I was 

then able to introduce questions about “being seen” in other interviews.  

 

Interview notes  

Notes taken during or following the interviews provided useful commentary on my 

observations of what was being experienced by individuals during the interviews 

(Walter, Glass & Davis, 2001; Kellett, 1997). Physiological evidence of shame such as 

facial flushes, averting eyes, turning head away, softening voice, and rapid speech have 

been reported in the literature (Kaufman, 1989; Nathanson, 1992). It was important to 

observe facial or bodily changes demonstrated by participants and to utilise those 

observations as part of the interview process. Comments to participants of my 

observations about their facial expressions and flushes, body language, tone of voice 

and emotional expressions assisted participants to reveal more about their experiences 

of shame as the stories unfolded. Examples of exploratory questions that were 

prompted by my observations were, “What is happening for you now? I noticed your 

body language changed as you discussed your interaction with your colleague?”  

 

In bringing an awareness of physiological changes observed during the interview to the 

attention of the participant, I was able to establish the cause for the changes. It was 
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important to clarify with the participant whether the physiological changes occurred 

due to the recalling of the experience or because the story was being told to someone 

else. This was crucial to avoid what van Manen (1990) referred to as “wishy washy 

speculation” (p. 33).   

 

Another important element in this activity is that of explicating assumptions and pre 

understandings (van Manen 1997). My own understandings of the study research 

questions were outlined in Chapter One. Throughout the research I was conscious of 

the need to reflect and understand how my personal preunderstandings may have 

influenced interpretation of the emerging data. I used a reflective diary and discussions 

with my supervisors to make explicit my beliefs and judgments about the phenomenon 

being studied.  

 

Use of diary 

This process of keeping a diary helped me to attend to the explicit assumptions and 

preunderstandings that I had about the experience of shame in nursing. I wrote my diary 

as soon as possible after completion of each interview and during transcription of the 

participant audiotapes. Other diary entries included post feedback sessions with 

supervisors or ad hoc ideas that emerged in my consciousness. New insights and 

revelations uncovered as part of the diary keeping was integrated into any subsequent 

interviews with participants (Robertson-Malt, 1999). Thus my diary became an 

important source for both data collection and data analysis. The following section 

details the data analysis methods used in this study.  
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Reflecting on the essential themes which characterise the phenomenon  

Integral to van Manen’s (1997) textual analysis is the need for the researcher to engage 

in phenomenological reflection. The purpose of phenomenological reflection is to grasp 

the essential meaning of an experience (van Manen, 1997). It is this activity that draws 

upon the hermeneutic circle, in an effort to uncover the essence(s) of the stories told by 

the participants (Kellett, 1997; van Manen, 1997; Walters, 1995). As such, it is in this 

activity that the essential themes that emerge from the text are sifted from the non-

essential themes. Robertson-Malt (1999) reported that the decision about essential and 

non essential themes is made by the researcher dependant upon the context of the 

interpretation.   

 

In hermeneutics, there is never a single set of categories waiting to be discovered, 

rather, there are many different ways of seeing the data, each of which will reflect the 

researchers’ perspective (Dowling, 2004). Heidegger (1962) claimed that there was no 

truth, but only an interpretation of being-in-the-world. Further, Heidegger argued that 

final interpretation should be considered as tentative rather than absolute or true.  

 

According to Creswell (1998), Marshall and Rossman (1999) and Tesch (1990) data 

analysis in qualitative research begins with the first set of data criteria. O’Brien (2002) 

reported that there is no standard method of text analysis in phenomenological research. 

Both Draper (1996) and Walters (1994) have argued against the use of sequential 

processes in hermeneutic research, believing that the use of structured analysis 

contravenes the insights of Heidegger (1962) by reducing hermeneutics to a method.  
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I accept the argument of Draper (1996) and Walter (1994) that using sequential 

processes in hermeneutic research may contravene the tenants of hermeneutic 

phenomenology as described by Heidegger (1962). As a novice practitioner in the use 

of hermeneutic phenomenology, I found that I was able to chart and interpret the data 

that emerged using the approach of van Manen (1997). Without the guidance of some 

form of structure to analyse the data, I may have struggled to comprehend and interpret 

the phenomena of shame in nursing. Further, I believe that without using an approach 

such as van Manen’s (1997), I may have tended to stay with what would have been a 

superficial understand of the participants experiences.  Each time I read the activities of 

van Manen (1997) I extended my understanding of what was required in this type of 

hermeneutic inquiry. This understanding also assisted me to appreciate the 

responsibility of my role as a researcher to remain true to the interpretations that I made 

about the experiences of the participants.  

 

In this step van Manen (1997) proposed the need to transcribe the interviews between 

the researcher and participant verbatim. The language that participants used to recollect 

their experience(s) became the material that I worked on during analysis. Similarly 

Maggs-Rapport (2004) and O’Brien (2002) stated that phenomenological research uses 

the language of the participants to reflect as accurately as possible the meanings 

embedded in the individual experience. It was important that the interviews be audio-

taped and then transcribed into printed form to ensure that the participants stories were 

captured and accurately interpreted to reflect the meanings that they give to their 

experiences.   
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Reflecting on Essential Themes  

van Manen (1997) referred to phenomenological themes as “the structures of 

experience” (p. 79). In analysing a phenomenon such as shame in nursing, I had to 

determine what the themes and the experiential structures were that comprised a 

particular experience. van Manen (1997) warned against considering themes as 

conceptual formulations or categorical statements, since lived experiences cannot be 

captured in conceptual abstractions. Therefore, I was conscious of developing themes 

that would allow the experience of being shamed in nursing to be explored ather than 

being constrained by having to make the participants’ experiences fit into a particular 

category. 

 

As I analysed the data, the commonalities in essential themes between the various 

interviews were identified and provided guidance to the uncovering of the essences in 

the participants stories (Koch, 1995; Robertson-Malt, 1999). These essences were 

called upon in the formulation of a single sententious phrase that captured the cardinal 

nature of the participants’ lived experiences. My intention was to make a conscious 

effort to extract myself from the textual data and focus also on the setting in which 

participants worked and lived as nurses. This enabled me to place participants own 

words in context.  

 

The process of categorisation is fluid in nature (Robertson-Malt, 1999). After the initial 

reading of the text, a primary set of category titles was affixed to the data. When the 

whole text was categorised in this way, it became clear that some of the category titles 
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represented the distinctive view of a single participant, that others were trivial in nature 

or that a third group represented issues that were discussed by many participants and 

were conceptually significant. It was important that I continually used 

phenomenological reflection to understand the experiences of shame in nursing for 

participants in this study. This involved consistently questioning the data that emerged. 

This process was further strengthened when my supervisors would challenge me with 

regard to the emergent findings. Their questioning of my findings encouraged me to 

continue to reflect on what was emerging.  

 

The final category list represented the best compromise between the need to account for 

the diversity of the views expressed by the participants whilst reducing the text to a 

manageable number of conceptually important generalisations (Draper, 1996). 

Subsequent analysis drew upon the data as reorganised into categories. Categories were 

then explored for major themes, structures and processes and areas of agreement, 

disagreement, contradiction and tension discovered and described. 

 

van Manen (1997) referred to three approaches that could be used to uncover thematic 

aspects in the participants’ descriptions. These approaches are line by line, highlighting 

and detailed reading of analysis. van Manen (1997) proposed that the researcher could 

choose to use one of three approaches or all three to conduct analysis. I used all three 

approaches in my analysis as I found that each approach allowed new ideas to emerge 

from the data.  
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Using the three approaches thematic statements in the participant’s own words were 

isolated. Recurring themes that described the experiences of shame in nursing were 

identified. These themes are discussed in Chapter Six. After isolating thematic 

statements I began the writing and rewriting as described by van Manen (1997). First I 

wrote a narrative, the story of the description of what happened. Then I used the texts 

generated by the interviews along with the literature review to reveal meaningful 

relations that emerged. Thus, gradually I was able to elicit the essential themes that 

were starting to emerge from the data.  

 

In summary I used a critical and reflexive approach to analyse the phenomenological 

data. A reflexive approach assisted me to harness and use my own experiences of being 

a nurse without seeking to deny that part of myself which could have coloured what I 

saw in the data or shaped interpretations that I made. At different times in this section I 

have made reference to writing and rewriting as part of conducting data analysis. I will 

now discuss this activity in more detail. 

 

The art of writing and rewriting 

According to van Manen (1997) writing and rewriting in hermeneutic phenomenology 

enables the researcher to remain sensitive to the subtle undertones of language and the 

way language speaks. In this activity it was important that the language of the 

participants was used in the writing and rewriting of the analysis. The experiences of 

being shamed in nursing unfolded in the stories told by the participants. I was able to 
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examine with the participants the meaning that the use of the words and phrases that 

they commonly used in their stories had for them.  

 

Being attentive to the origins of words may sometimes put us in touch with the original 

form of life where the terms had living ties to the original experiences (van Manen, 

1997). For example, there are commonly used phrases that have been associated with 

shame and shaming such as “shame on you”, and “hold (hang) your head in shame” 

(Nathanson, 1992; Kaufman, 1989). Thus, it was important to be attuned to use of such 

language in the stories that participants told. Through the art of writing and rewriting, I 

was able to integrate the words and experiences of participants into subsequent 

interviews, consequently broadening an understanding of the experience of shame in 

nursing.  

 

The writing and rewriting activity serves another important purpose. It provides the 

stage upon which the researcher can communicate what he/she has been up to (van 

Manen, 1997). Writing externalises what may have been internal and allows the reader 

to engage with the participants’ stories and experiences, an engagement that might not 

have been possible previously. In the writing, the researcher shows and reflects what 

has been seen and further demonstrates how s/he was orientated to the world and the 

language of the participants.  
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Maintaining a Strong and Orientated Relation  

 van Manen (1997) claimed that this activity addressed issues of validity in his 

approach to hermeneutic inquiry. By ensuring that a text is orientated, strong, deep and 

rich, the researcher is able to demonstrate validity (van Manen, 1997). In this section I 

will discuss how I attended to validity as suggested by van Manen (1997) and also 

discuss how Guba and Lincoln’s (1985) notions of transferability, credibility and 

dependability were considered in this study. 

 

According to van Manen (1997) it is essential that the researcher reflects on the 

phenomenon being studied throughout the study. This occurs through a constant 

reflection and questioning of the research question, writing and rewriting, engaging 

with the text, the literature and researchers own reflections are all means of attending to 

validity. In accordance I maintained a strong and orientated relation throughout the 

research process, as previously noted in this chapter, especially in terms of data analysis 

and in the writing and rewriting activities.  

 

One objective for me as the researcher in this activity was to remain strong in my 

orientation to the fundamental question or notion. Thus, it was important to maintain a 

clear focus by returning to the research question “What is the lived experience of shame 

in nursing and what does this mean for nursing identity?” to provide a critically 

reflective description of participants’ experiences. It was important throughout data 

analysis not to separate theory from life (van Manen, 1997). This was achieved by 
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continually referring to the literature relevant to the topic, and included theories about 

shame and theories related to nursing culture and identity as discussed in Chapter Two. 

 

In terms of text strength it was important to critically reflect on the choices made to 

separate non-essential themes from essential themes. This was achieved by repeatedly 

holding the identified theme against the overall context of the story being told. 

Robertson-Malt (1999) suggested that the researcher could ask the following questions 

which I used as a means to reflect on themes identified. “Does this interpretation fit the 

context of not only this particular section but also the text as a whole?”, “Is this 

interpretation succinct/in harmony/faithful with the overall context of the text?”, and 

“Is there a different way that the interpretation can be told so as to convey the meaning 

more justly?” (p. 295). 

 

It is argued that by attending to such questions I was able to avoid what van Manen 

(1997) referred to as the temptation to become side tracked, settling for preconceived 

opinions and conceptions or becoming enchanted with self-indulgent preoccupations 

whilst attending to textual analysis. It was imperative that in this exploration of shame, 

that I was conscious of my own experiences and stories. It was important for me to 

attend to the participants’ experiences to come to know their personal experiences, to 

empathise and understand them, rather than to relive my own past experiences, or re-

assert my own beliefs. In capturing the life experiences of the participants I was able to 

retrieve the unique, particular and irreplaceable experiences that had meaning for them 

(van Manen, 1997). I was also able to explore the meaning structures beyond what was 
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immediately experienced by the participants, through the interviews that I had with 

them. This enabled me to develop a rich and deep text about the experience of being 

shamed in nursing.  

 

In this section I have provided details of how I attended to rigour during this research. I 

have also provided an excerpt from one of the transcribed interviews to enable readers 

to make their own interpretation about the experience of shame in nursing (see 

Appendix 3). 

 

Participants in this study ranged in ages, nursing backgrounds and experiences. The 

background stories of some of the participants have been included to assist the reader to 

decide whether the findings are transferable to other nursing contexts.  

 

Balancing Research Context 

This activity considers elements such as research proposal, research plan and ethics.  

The ways in which ethics was approached in this study is discussed in the following 

section. 

 

Ethical Considerations 

In Australia, guidelines for the ethical conduct of research involving humans have been 

developed by the National Health and Medical Research Council (NHMRC). These 

guidelines build on the principles laid down by the Nuremberg Code and the Helsinki 

Declaration. As such they provide a framework for the ethical conduct of research 
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(Beanland et al., 1999). Therefore there are a number of ethical considerations which 

have to be considered when conducting research such as safety of participants, 

researcher and data. Each of these will now be reviewed. 

 

Safety of participants 

Respect for persons, beneficence and justice are basic ethical considerations which 

researchers must attend to ensure safety of participants. Beneficence and justice refers 

to the ethos ‘to do no harm’ (Burns & Grove, 1993). Due to the subjective nature of the 

study, it was possible that participants may have become upset or distressed during the 

interview. Decisions made by participants were respected as well as the experiences 

that they shared within the interviews. For example, when participants requested that 

the audio tape be switched of to allow them to tell parts of their story without being 

recorded this was respected.  Participants were also given information about 

counselling services should they be required, such as the Griffith University Health 

Service. 

 

The main emphasis of these considerations is protection of participants who had agreed 

to participate in the research. In recognising that individuals have the right to self-

determination, researchers must be aware that participants have the freedom to decide 

whether or not they wish to participate in the study. Equally important to consider is the 

reality that having agreed to participate in the study participants may wish to withdraw 

their consent to participate. It was important therefore that I clearly stated verbally and 
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in writing (on the consent form) that participation was voluntary and that participants 

had the right to withdraw at any time without fear of recrimination.   

 

A research proposal was submitted to the Griffith University Human Research Ethics 

Committee. Upon notification of approval to conduct the study I sent an invitation for 

postgraduate nursing students to participate in the study.  

 

Safety of the researcher 

Ethical considerations also apply to the researcher. Listening to participants describe 

situations where they experienced being shamed often resulted in my feeling distressed 

about their situation. During my regular supervision sessions I was able to reflect upon 

and appreciate what emerged from the data. This assisted me to understand and control 

my thoughts and feelings, especially where content had been confronting and 

challenging for me.  

 

Reflective journaling was also used as a way of understanding my own responses to 

what was emerging from participant stories (Wall et al., 2004; Walter, et al., 2001). It 

was possible that the intimate nature of the approach and the topic of nursing identity 

may have exposed me to a conflict of interest situation (Kayser-Jones & Koenig, 1994). 

The emotive nature of the topic being researched may have caused distress for 

participants and there could have been a risk of participants seeking counselling from 

me because of my professional counsellor background. Both Kellett (1997) and Moyle 
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(1997) have addressed the importance of maintaining a researcher’s role whilst 

conducting phenomenological research. 

 

It was important and necessary therefore that I was constantly aware of what developed 

in the relationship between myself and the participants. Lewis (1970) referred to the 

need for individuals who had experienced shame to seek out another person to whom 

they could confess to in order to free themselves from their shame. It was important 

therefore that I made it clear from the outset that my role was one of researcher and not 

therapist or confessor.  

 

Safety of Data 

The research data has been maintained according to the National Health and Medical 

Research Committee (NHMRC) guidelines for research data. The audio-tapes were 

deleted once transcribed. De-identified transcripts and consent forms are kept in a 

locked filing cabinet in my office at Griffith University to which only I have access and 

will be stored for five years. All identifying data was removed during the transcription 

of the interviews.  

 

Summary  

This chapter has described how van Manen’s (1997) approach was used as a method of 

exploring participants’ experiences of being shamed in nursing. van Manen’s (1997) 

approach to phenomenological research has been described to demonstrate the benefits 

of using his approach over others. As with any research process it is important to 
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consider the ethical concerns and to ensure the safety of both participants and 

researcher. How the safety of data, participants and the researcher was attended to 

during this study has been explained.  

 

Phenomenology seeks to understand more fully the structure and meaning of human 

experience. The hermeneutic interpretative approach chosen for this study was ideally 

and logically suited to contact, evoke, describe and elaborate the qualities and meanings 

of shame in nursing from nurses own perspectives. Hermeneutics was chosen as the 

approach for this study for the following reasons. Firstly the use of hermeneutic 

phenomenology enabled the uncovering of what has been previously unexplored in 

nursing, the lived experience of shame in nursing and what that means for nursing 

identity. Secondly it has given a voice to nurses who have been shamed into silence by 

the culture of nursing. Finally, it enabled participants to be the narrators of their 

experiences.  The following chapter introduces stories from five participants. These 

stories have been chosen to enable the reader to become familiar with how shame was 

experienced by participants in this study. By providing participant backgrounds, I am 

inviting the reader to gauge the transferability of data from this research to other 

nursing groups or settings.   
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CHAPTER  FIVE 

THE  STORIES 

 

Stories are a useful way of introducing participants to the reader. Five stories from a 

total of eleven participants are described in this chapter. The five were chosen because 

they illustrate the variety of backgrounds and experiences of participants. The 

interviews were conducted in the researcher’s office or at a site chosen by the 

participants. The context of the researcher has already been described in Chapter One to 

give some background as to the researchers interest in this topic. The data analysis 

procedure involved the process of intuiting, analysing and interpretation continued 

throughout each phase of the analysis. I returned numerous times to the original 

transcripts as a way of interrogating the interpretation and analysis. In this way the 

essential themes were in an emerging state until termination of the analysis and 

interpretation. The phenomenon of the experience of shame in nursing and its influence 

on nursing culture guided and directed the research thus allowing the essence and 

nature of the phenomenon to reveal itself. 

 

The subsequent chapter discusses the findings of the four important themes which 

encapsulated the experience of shame in nursing. These themes have been labelled self 

appraisal, professional identity in conflict, the experience of isolation and 

recrimination. Pseudonyms have been given to each participant in order to protect their 

confidentiality.  
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Morag’s story  

Morag is in her forties, a Caucasian Australian living in Brisbane, married mother of 

two teenage sons. At the time of our interview she worked as a registered nurse (RN) in 

a private psychiatric hospital in Brisbane, and was enrolled in post graduate mental 

health studies. When Morag completed her nursing degree in 2001 she decided to 

specialise in mental health nursing. She commented that she knew at the end of first 

year at university that she wanted to be a mental health nurse. Morag had enjoyed all 

her clinical experiences, particularly her mental health placement since she already 

harboured a heart-felt desire to specialise in this area of nursing. She described loving 

her nursing role because it was completely “people centred”. Morag related her 

experiences of being one of 12 children and therefore constantly surrounded by people. 

She loved talking to people. Morag said she loved being a nurse. Nursing for Morag 

was like an extension of who she was as a person, the opportunity to be with people in 

such a close way, felt natural to her.  

 

Morag observed that nursing was a great privilege since it allowed her to be invited into 

intimate situations with people. The patients that Morag referred to in her stories were 

individuals who had experienced childhood trauma and continued to re-experience 

traumatic childhood events as adults. Morag had a range of emotional responses to 

these patients’ experiences and sometimes struggled to understand why some of her 

colleagues seemed to care more about keeping the unit “ship shape” than they did about 

spending time with the patients. Morag used the term “ship shape” to describe 

colleagues who ran shifts by adhering to strict times, rules and regulations rather than 
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demonstrating flexibility to patient’s requests. One example she cited, was that of 

patients requesting to have their nocte medications at a specific time and some nurses 

refusing to do that, because they wanted to administer the medications at a time suitable 

to them. 

 

Throughout our interview, Morag described situations where her practice differed 

significantly from that of some of her colleagues. Unlike some of her fellow nurses, 

Morag felt it important to spend time with patients and to hear their stories. For some of 

her colleagues, there was more focus on environment and paperwork than on patient 

needs.  

 

An integral part of who Morag was as a nurse was being able to spend time with 

patients. This involved taking time to be with them and to hear their stories, and, to 

support them when they were distressed. Morag was used to comforting people through 

touch; it was something familiar to her, something that had been role modelled in her 

family. Yet, Morag started to question the appropriateness of using touch following an 

interaction between herself and one of the Level Two Clinical Nurses on the unit where 

she worked.  

 

The situation occurred during an interaction between Morag and a female patient. 

Morag had been sitting on the patient’s bed holding her hands in an effort to comfort 

her when a Level Two nurse came into the door of the patient’s room. The Level Two 

was one of Morag’s colleagues who liked the ward to be ship shape.  
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The Level Two nurse came into the room. Something about her presence 
made me feel like sitting there holding another persons hands was not 
okay. When someone is afraid then holding that persons hands is natural 
for me. Everything about the stance of the Level Two was telling me that it 
was not okay to do that. It felt to me that it wasn’t okay to hold a persons 
hands. I was very aware of the scrutiny of this person which obviously 
would have had some effect on me. In that room at that time it felt very 
uncomfortable. That look when somebody looks at you and they look 
straight down at you. It was disapproving and it was very uncomfortable.  
 

 

Elspeth’s story  

Elspeth graduated with a bachelor of nursing from a university in Queensland in 1999. 

She spent her graduate year working as a community nurse and was the first graduate 

accepted into a community graduate program. The solitary nature of community 

nursing appealed to Elspeth since she enjoyed working autonomously. She was still 

working in community at the time of our interview. Following graduation, Elspeth also 

worked casual shifts in a general hospital. Elspeth compared the differences between 

her experiences of working in the community and working in hospitals. She described 

the change between community nursing and working in a hospital as like stepping into 

another world.  

 

In her world of community nursing, Elspeth considered herself to be an autonomous 

practitioner, able to spend time with patients and their families and to be an advocate 

for their wishes. This was in contrast to her experience of working in hospitals which 

she described as leaving her feeling angry and frustrated with treatments delivered to 

some of the patients she nursed.  
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Another noticeable difference between community nursing and hospital nursing for 

Elspeth was that of collegial relationships. Her experience of working in the community 

team was that her colleagues were supportive and willing to help. Her experience in the 

hospital environment was that of “abrasive” peers, unwilling to help her when she 

asked for assistance. She learnt which colleagues to avoid and which ones to approach: 

Being in that sort of environment, I still learnt but I did it in a back street 
sort of way. It forced me to hunt out somebody else who looked like they’d 
been a victim too. If I had a worry, if I wanted to get a drug checked, I’d 
find that person and say “oh can you check this” because they’re not 
likely to attack because their feeling a bit fragile too. 

 

Elspeth enjoyed her work as a community nurse. As a community nurse she felt that 

she was able to make a difference for the individuals that she nursed. In the community 

she felt supported by peers and felt that she had developed skills. She felt valued by her 

peers and patients. Although she felt supported and confident working in the 

community, an interaction with a nursing colleague during a night shift in a medical 

unit undermined the confidence she felt as a practitioner. Further, the interaction caused 

her to question her university education and her community experience. She recalled 

the comments of her colleague towards her and her response to those comments:   

“You’re a uni grad”, and she instantly started telling me that I was never 
going to be a real nurse, that I was stupid to go through university. It was 
a personal attack ‘I don’t want to work with you, you’re going to be 
useless’. She hadn’t even seen me with patients. Then she asked me where 
I usually worked and I said in the community. Well I was stupid, I was 
this, I was that. It was truly a personal attack. There was a tirade about 
‘you girls who come out of university all think you know so much and then 
you’ve gone off and done something as stupid as community nursing 
where all they do is have cups of tea with old ladies’. It was her intention 
that I couldn’t do the job because I had a uni education and what was 
worse I had been stupid enough to go into the community. I started to 
think, ‘am I stupid, is that right? Maybe I’m not ever going to be a real 
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nurse and maybe I have to wait until I’ve got twenty five years experience 
to be a real nurse. 

 

The comments from her colleague, such as “you’re stupid” led Elspeth to begin to 

question herself, to wonder if she was in fact stupid for the career choices she made. 

This in turn led to a deeper questioning about whether or not she was stupid. The 

counter balance for Elspeth was the support and encouragement she received from her 

community colleagues. The positive experiences of those encounters enabled her to 

reflect that her choices had been appropriate and that she was not stupid.    

 

Mhairi’s Story  

Mhairi commenced her hospital-based training in Britain in the 1980’s. She left before 

completing the course and re-entered nursing in the mid 1990s, enrolling in an 

undergraduate degree in a University in Queensland. She enjoyed her university 

experiences and returned to tertiary education to complete an honours program. Mhairi 

was enrolled in a Master of Nursing program at the time of the interview. As a 

registered nurse Mhairi had worked in a range of clinical settings including aged care, 

cardiothoracic, coronary care and emergency.  

 

At university Mhairi thought that the humiliating culture of nursing she had left long 

ago in the early eighties no longer existed. Yet, when she began her RN career in the 

1990s she was frustrated and angry to learn that nurses continued to humiliate one 

another and that interdisciplinary humiliation, between doctor and nurse continued. 

Mhairi described her difficulty in finding her ‘fit’ in the clinical setting. She expressed 
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a wish to make a difference to the nursing culture. Yet, Mhairi was frustrated that she 

was unable to change the humiliating interactions that she felt nurses demonstrated 

towards one another. It was the frustrations experienced as a clinician, which 

influenced Mhairi’s move to academia. She hoped that as a lecturer she could 

encourage and teach nursing students to make significant changes to the culture of 

nursing.  

 

Mhairi frequently returned to experiences of humiliation during our interview. She 

described situations where she had observed colleagues humiliate one another and also 

shared some of her own experiences of being humiliated by peers and by doctors.  

 

One incident that she recalled was an interaction between herself and an anaesthetist. 

The incident occurred at the front desk of a hospital where she worked and was 

witnessed by patients, visitors and colleagues. According to Mhairi the consultant 

verbally “launched” at her with the following: 

“..Fing nurses don’t know what they’re doing” they were all “F’ing 
stupid, F’ing female hormones there’s far too bloody much of them”. 

 

Initially Mhairi felt that she was in control of the situation using communication 

strategies that she had learnt at university. One strategy she used was to verbalise to the 

consultant that she could understand that he had an issue, however he was taking his 

anger out on the wrong person. Rather than settle her colleague Mhairi stated that he 

became louder in his tirade towards her. Her response was to go quieter, and in the end 

she “burst into tears and walked away”.  
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The experience left Mhairi feeling angry and ashamed of nursing and ashamed that 

nurses allowed themselves to be humiliated. She also identified that part of her 

experience of being ashamed in that incident was that other people had seen her being 

humiliated and that somehow she had failed because the strategies that she used were 

unsuccessful in mitigating the situation: 

I think the personal shame is that it’s partly that you’re humiliated in 
front of other people. Maybe shame as well that you couldn’t stand up for 
yourself. You’re taught these strategies to use to overcome situations like 
this but when in the situation you don’t use them. 
 

 

Isobel’s Story  

Isobel has a background in nursing spanning over thirty years. Originally she completed 

a hospital based training course in 1974, and her clinical experience had included 

working in general medical surgical, aged care, paediatrics and midwifery. Isobel left 

nursing to raise her children and returned to find a similar hierarchical system that was 

so familiar from her student days. At the time of the interview Isobel was studying her 

doctorate part-time whilst also working part-time in a paediatric unit. She described the 

hierarchical style of nursing that she experienced during her hospital training as a 

system in which nurses were expected to accept orders from senior staff without 

question.  

 

One issue that Isobel frequently returned to during the interview was the frustration that 

she felt towards the behaviours of her younger colleagues. Isobel felt that the younger 

nurses who were in charge of the units where she worked tended to ignore her presence. 
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She interpreted this as negating her skills and experiences and felt excluded and ignored 

by her younger colleagues. 

 

For Isobel this lack of regard and respect resonated with her experiences from her nurse 

training thirty years previously. Yet, in the present context, it seemed ironic that it was 

the younger and less experienced nurses who were showing this disrespect. In earlier 

days, it was the older colleagues who acted in this way.  

 

One particular practice of concern expressed by Isobel was how nurses were punished 

for being late to work. She recalled that colleagues “were looked down upon in anger 

and severity” when they were late for work and she described what happened on one 

occasion when she was late:    

One day I was a few minutes late and this person (a nurse) got really 
angry with me. I felt then that everybody started to pick on me for being 
late. They would try and find something wrong with what I did, they 
started being petty about such things like feeds till I felt that everybody 
was standing over me, watching everything that I did. 

 

Working under such scrutiny was difficult and distressing for Isobel, as she felt that 

colleagues were constantly checking her practice rather than engaging with her and 

talking with her about what was happening. She described working in a tense 

atmosphere where it was difficult for her to work freely. One of the results of working 

in such an atmosphere was that Isobel started to internalise her experiences, and began 

to question what it was that she was doing.  
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Isobel found solace and support from patients who had observed interactions between 

herself and colleagues, and she described feeling validated by the comments of the 

patients: 

… mothers would tell me things that validated my own feelings to help me 
sort of get over it and realise that it wasn’t just me …there wasn’t 
something grossly wrong with me. .. I feel a bit embarrassed. I felt a bit 
like crying, felt like complaining to the other person because they could 
obviously see what was happening… 
 

Isobel valued the feedback from the patients as it enabled her to reflect on and to 

challenge the self-depreciating messages that she had given herself as a result of her 

colleagues’ comments to her.  

 

Catriona’s Story  

Catriona originally trained as an Enrolled Nurse (EN) in Australia in the early 1980’s 

and worked as an EN in a variety of settings including mental health until she 

completed a bachelor of nursing at a University in Queensland in the mid 1990’s. At 

the time of the interview Catriona held two part time positions, one as a Level Two 

Clinical Nurse in a psychiatric hospital in Queensland and one as a lecturer at one of 

the Universities in Brisbane. She was also enrolled in a Master in nursing course.  

 

Catriona reflected that her decision to become a registered nurse was influenced by two 

major factors. She had felt frustrated by the restrictions on the scope of practice for an 

EN role, and that being an EN was like being a second-class citizen when compared to 
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being a registered nurse. She commented that she experienced self doubt as an EN and 

that this had been fuelled by comments from colleagues: 

I suppose when enough colleagues tell you that you’re not up to speed or 
you’re not up to standard or good enough or you’re only an EN you do 
doubt yourself and you know it takes a lot for you to move out of that self 
doubt. 

 

In one of the organisations where she worked Catriona was promoted to a Level Two 

Clinical Nurse position. She recalled the anger some of her colleagues expressed 

towards her. They felt that she had not deserved the promotion as she had not yet 

earned her stripes as a registered nurse:  

There were levels of frustration projected onto me by members within the 
facility where I worked because they felt that I hadn’t earned enough 
stripes and how could somebody who had just registered as a registered 
nurse suddenly get a Level Two position. 
 

The hostility and negativity expressed towards her by some of her colleagues 

influenced how Catriona perceived her right to be in the Level Two position. She 

commented that it was several years before she started to feel comfortable and felt that 

she deserved the role. Catriona referred to the term “earning the stripes” several times 

throughout the interview, and described how the term had been used during her hospital 

training to designate the training stages of student nurses. She recalled how important 

the stripes were in terms of gaining seniority as a student. To earn the stripes one had to 

endure and survive the training. Earning the stripes meant credibility, recognition and 

respect from colleagues. The following story highlights how Catriona’s sense of 

competence and confidence was continually undermined.  
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One morning Catriona was “acting up” in the role of Unit Manager. Some patients were 

due to have Electro Convulsive Treatment (ECT) and nurses were required to assist 

with the procedure. Catriona approached two nurses, each refused to participate and 

then they shut themselves in one of the offices in the unit. The nurses did not offer an 

explanation for their refusal. Catriona approached a colleague in another part of the 

hospital and requested that a nurse from that area attend the ECT. The response from 

her colleague was that she was too busy and could not spare any staff to assist.  

 

Catriona described feeling uncertain about what to do about the behaviour of these 

colleagues and was somewhat relieved when one of the hospital administrators arrived 

at the unit. Catriona informed the administrator about what had occurred. The 

administrator spoke with the nurses behind the office door effectively excluding 

Catriona from the interaction. Catriona described how she felt and what she was 

thinking as she waited outside the office:  

How’s that going to look for me? What will they think of me now? They 
will know that I’m not capable of doing this job because I couldn’t control 
the situation. I feel that something that was planted at the beginning of my 
career has remained throughout. I don’t know how to get rid of the feeling 
of never being up to speed, or feeling as good as you possibly are. 

 
 
Being excluded from the interaction between the administrator and the nurses Catriona 

started to reflect on what it was she had done wrong. She expressed feeling inadequate 

and related that feeling as being similar to how she had felt when the RN earlier had 

told her that she was incompetent twenty years previously. As Catriona waited outside 

the office, she experienced a range of conflicting responses such as self doubt and 

anger, as well as feeling alone and excluded.  



 

   

144

These stories have described the nursing backgrounds and some of the experiences of 

five participants in this study. Each individual story offers valuable insights about how 

the nurses viewed significant interactions with colleagues and the impact those 

interactions had on them. The following chapter interprets these stories and stories from 

all participants to give meaning to the experience of shame in nursing and its impact on 

nursing culture.  
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CHAPTER SIX 

DISCUSSION  OF  FINDINGS 

 

In this chapter, themes which emerged from the data are presented. The findings that 

follow are the result of immersion in and reflection on the data, discussions with 

supervisors and rereading of the literature. It was important once themes started to 

emerge to return to review what the literature had reported in terms of shame and the 

experience of shame. This enabled me to continue to explore the data further by asking 

other questions based on my re reading the literature content. 

 

As discussed in Chapter Four, data were distilled and crystallised until four important 

themes emerged which encapsulated the experience of shame in nursing. The themes 

are intertwined; and shared experiences emerged that describe the emotional, 

behavioural and cognitive responses and concerns of the participants.  

 

The four themes have been termed self appraisal, professional identity in conflict, the 

experience of isolation and recrimination. Each theme has multiple meanings which 

add further interpretation to the data. These multiple meanings have been titled sub 

themes and will be introduced at the beginning of each theme. The themes and sub 

themes help deepen the understanding of shame in nursing and its impact on nursing 

culture. The themes cannot be fully grasped in isolation; they must be viewed and 

understood within the context of the whole phenomenon. The four themes and sub 

themes are presented in the Table Two below. 
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Self Appraisal Professional Identity  

in Conflict  

The experience of 

isolation 

Recrimination 

Being seen 
 
 
Feeling dumb 
 
 
Doubting self 
 
Questioning 
 who I am 
 
 
 

Being incompetent 
 
 
Not earning the stripes 
 
 
Keeping people happy 
 
You shouldn’t 
be too proud 
 
 
  

Withdrawing & going 
quiet 
 
Protecting self 
 
 
Not fitting in 
 
Being ostracised 
 
Alliances 
with others 
 
Not trusting 

Self recrimination – 
 
 
Mistakes shouldn’t 
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Table 2: Shame in Nursing Themes 

  

Self Appraisal 

The theme ‘self appraisal’ describes participants’ experiences of how they perceived 

themselves during or following “humiliating” or “intimidating” interactions with a 

colleague or colleagues. How a person judges themselves may influence how they 

interact with others. The theme of self-appraisal is explored through the sub themes of 

being seen, feeling dumb, doubting self and questioning who I am.  

 

Being seen  

Elspeth (a community nurse who also worked as a casual RN in a general hospital) 

reflected on how she must have appeared to colleagues during and after an interaction 
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between herself and a colleague in which the other nurse had berated her for being a 

graduate from university:  

I must have looked like a rabbit caught in the spotlights of a car when she 
was going on at me because everybody was looking at us and I blush very 
rosily when things like that happen and I guess that I must have looked 
like I was scuffling into the drug room to do my antibiotics. (Elspeth) 

 

Similarly, other participants commented on the sense of shame that they experienced 

being observed by others: 

  

I think the personal shame is that embarrassment, that, you are humiliated 
in front of other people (Mhairi) 

 
It was a public environment you know other people saw the interaction. At 
the time I was just shocked that kind of gob smacked submission. I can 
feel myself getting red at this it was embarrassing for me. (Una) 
 
I had a physical response, the blush and the heat, and the turning away. 
She barely looked at me it was probably it was such a tiny little incident 
on her perspective but yeah other people noticed. I remember looking 
around as I turned and saw other people looking at me. (Una) 
 

 
For these participants, the experience of having other people witness a humiliating 

interaction with a colleague resulted in physiological changes such as a facial blush. A 

cognitive response to humiliating interactions was to experience confusion, blankness 

or a sense that one was dumb or stupid.  

 

Feeling dumb   

The sense of feeling dumb during a humiliating interaction with another person was 

expressed by participants in a number of ways such as inability to think coherently, 

mind going blank and feeling dumb or stupid. Una has a background as a critical care 
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nurse and was working as a lecturer at the time of our interview. She reflected on how 

she felt during an interaction between herself and a Unit Manager. She had asked the 

Unit Manager to sight her yearly registration certificate (a mandatory hospital 

requirement). Her request was denied and Una stated: 

I really did go blank and I couldn’t think. I wished at the time that I had  
 something prepared. Later on when I started to think about it when all 

these wonderful retorts flood into my brain. At the time I had nothing 
except that feeling of shame, there were no words or sentences that came 
into my mind, there was nothing that I could say. (Una)  

 

Agnes has a background in mental health and lecturing. She recounted her experience 

of an interaction between herself and a psychiatrist. She was in charge of a unit and had 

some questions to ask the consultant about ongoing management of patients in his care. 

Agnes had greeted the psychiatrist when he entered the unit. She recalled that he 

ignored her, sat down at the desk and started to write in patient notes. She spoke with 

him and asked if he was going to see his patient, he responded “yes” but did not look at 

her. She stated:  

I just felt that I was so dumb, I didn’t know how to communicate with him. 
(Agnes) 

 

For Agnes the facial expression, tone of voice and content of conversation from the 

consultant guided her self-appraisal as expressed in the following: 

…he raised his voice and I thought ‘oh no what have I done wrong?’. It 
really depends on the other person. If I don’t feel supported by them I feel 
dumb. (Agnes) 

 

When the consultant left the unit Agnes realised that she had not asked all the questions 

she had planned to ask and she recalled how she felt about that:  
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…that’s when I felt not good about myself. I felt like I wasn’t smart, that 
was unable to do the task that I needed to do. (Agnes) 
 

Agnes also recognised how positive responses from colleagues influenced her self-

appraisal. She acknowledged that she felt safe when she interacted with colleagues who 

had good eye contact with her, smiled, and were willing to interact with her. In the 

following example, Agnes commented on how good she felt about herself when she 

interacted with a doctor who was willing to talk at length with her about one of his 

patients: 

The doctor spent a lot of time explaining things to me. I thought this is a 
good interaction and I really liked that. I felt good when I interacted with 
him, I didn’t feel scared. (Agnes) 

 

How participants constructed and gave value to the content of certain words and 

phrases spoken to them by colleagues also impacted upon how they viewed themselves.  

Elspeth started to question whether she was stupid following an interaction with a 

nursing colleague. She recounted how her colleague had called her stupid for having 

done nursing through university and for choosing to work as a community nurse: 

…it was her words ‘you’re stupid’ that affected me more than anything else 
because you do feel a bit stupid that word stupid really stung me there were 
other words too but I think the word stupid was the one. (Elspeth)  
 

Elspeth reported that hearing the statement “you’re stupid” affected her ability to think 

coherently:  

….there was only so long that I could give her coherent and maybe positive 
responses after that I just went blank I started to think yes maybe she’s right 
maybe I am stupid. (Elspeth) 
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It was not only the behaviours or comments from colleagues that led to a self-appraisal. 

Sometimes silences and lack of communication within organisations led to a self 

appraisal characterised by doubt. This sub theme has been termed ‘doubting self’. 

 

Doubting self  

Catriona commented on the self doubt she experienced when major incidents such as a 

patient’s suicide was not discussed in her workplace: 

I felt more insecure, I started to doubt myself and the facility that I worked 
in. I felt uncomfortable at some sort of unconscious level. The silence made 
me self doubt, I wondered what’s going on here? I self questioned all the 
time.  I thought ‘is it me’ like maybe some sort of guilt. Silence made me 
come up with all sorts of silly things in my mind. I think the silence just 
made me feel less than I already did. (Catriona) 

 

Likewise, Una recounted how constant criticism from nursing colleagues affected her 

confidence when she was a graduate nurse: 

I was constantly reminded that I was doing things incorrectly. Colleagues 
would say ‘why haven’t you done a blood gas’ or ‘can’t you see this 
particular assessment needs to be done on this patient’. I was constantly 
bombarded with that type of criticism and I tried to be reasonable about it 
but I was susceptible to having a real confidence dumping. (Una)  

 

Catriona had a similar experience and commented:  

If enough colleagues tell you that you’re not up to speed, or you’re not up 
 to standard or good enough or that you are only an EN then you do doubt 
 yourself and you know it takes a lot for you to move out of that self doubt. 
(Catriona) 

 

For some participants the theme of self-appraisal emerged in response to their 

experience of being judged or scrutinised by their colleagues. In some instances’ no 

words were exchanged and participants reported that it was the body language or stance 
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of a colleague that led them to gaze inwards. For those participants it was hard for them 

to separate their personal self from their professional role. Thus when they perceived 

that their practice was being judged by a colleague, this transferred to an interpretation 

that who they were as a person was also being judged. For some participants this led to 

them questioning who they were. 

 

Questioning Who I Am  

Morag who worked in a private mental health hospital described a situation where she 

had been sitting holding the hands of a female patient as she comforted her. One of the 

Level Two nurses in the unit stood at the doorway to the patient’s bedroom. Morag 

reported that she perceived the stance of the Level Two to mean that it was not 

appropriate for her to hold the patient’s hands. Morag recalled that she felt scrutinised 

and felt that her colleague disapproved of her because she had been holding the patients 

hand. She felt uncomfortable and felt that she had to justify to the Level Two nurse the 

reason for her holding the patient’s hand. From that situation, Morag questioned her 

own being and her practice:  

I had to question, is it okay for me to be essentially who I am?, and the  
way I practice flows out of some of who I am so I had to question that. 
(Morag) 

 

Following this experience with the Level Two nurse, Morag was aware that she was 

more reflective about her actions whenever she worked with this colleague. The 

experience did not necessarily change her practice; however, she did become more 

mindful of her actions and considered that perhaps the experience may have guided 

some of her future practices. 
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Douglas has a background as a mental health nurse and had been working as a lecturer 

at the time of the interviews. He frequently reflected on the theme of being scrutinised 

by his peers and stated that he felt uncomfortable being scrutinised. On further 

exploration, what emerged was that, for Douglas, having his practice scrutinised meant 

that who he was also being scrutinised.  

..all the times I feel I’ve been scrutinised it’s not just about performance it’s 
about being as well. (Douglas)  

 

The various meanings of self appraisal as expressed by these participants highlight 

some of the physical, physiological and cognitive experiences of shame. This next 

section relates to the experience of how one’s identity as a nurse, and as a person are 

placed in conflict during a shame experience. I have termed this theme ‘professional 

identity in conflict’.   

 

Professional Identity in Conflict 

Professional identity in conflict is given meaning by participants’ interpretation of the 

external feedback of others. The crucial element here is that of professional identity, 

and the meanings that some of the participants gave to interactions and inferences from 

colleagues that led them to question their professional role and professional identity. So 

what is emerging is a sense of the professional identity shaping who the participants are 

in the world.  
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The ways in which shame created disturbances in the professional identity of some of 

the participants in this study is explored through the sub themes titled: being 

incompetent; not earning the stripes; keeping people happy, and you shouldn’t be too 

proud.  

 

Being incompetent 

Catriona recalled her experiences when as a student, she was told by a colleague that 

she was incompetent or “not up to scratch”. She explained that this continued to impact 

and influence her professional identity some twenty or thirty years later as the 

following examples highlight. In the first example, Catriona recalled how she felt as an 

enrolled nursing student in the 1980s when an RN told her that she was incompetent: 

I questioned, I had doubts. I always questioned whether I was competent and I 
think that the comment from the RN did not help me make decisions. I thought at 
the time maybe this training is too much and I thought that I would withdraw 
from the course. I thought I’m not up to it, I’m not up to scratch. (Catriona) 
 

For Catriona, the words “you’re incompetent” spoken to her by a colleague when she 

was a student continued to influence how she perceived herself as a RN twenty years 

later. She reported that at times when she struggled in her role as a registered nurse she 

questioned her competence. In the next scenario Catriona reflected on a more recent 

experience when, as a Level Two Clinical Nurse she was in charge of the unit where 

she worked. She had asked three registered nurses to participate in electro-convulsive 

therapy (ECT), all three nurses refused. One of the senior administrators of the hospital 

arrived at the unit and Catriona spoke to her about the refusal of the RN’s to participate 

in the ECT. Whilst the senior administer spoke to the nurses, Catriona experienced a 
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similar sense of incompetence to that experienced twenty years previously when she 

was training:  

 I felt that something had been planted at the beginning of my career that 
has remained  throughout.  I don’t know how to get rid of the feeling, it’s 
a feeling of never being up to speed. (Catriona)  

 

Catriona also commented that she chose not to disclose the sense of incompetence that 

she felt with colleagues for fear that it might highlight her inadequacies as a nurse:  

 I didn’t want to disclose that I was carrying reservations about my 
practice. I certainly didn’t want to share that with anyone. (Catriona)  

 

For participants the questioning of their competence as a student influenced their 

practice at different times during their nursing career. This would present in the form of 

questioning their confidence and competence even as skilled and experienced 

clinicians.  

 

Not earning the stripes 

Many participants spoke about the theme of not earning their stripes. This was in 

relation to messages from colleagues that they did not deserve to hold the positions they 

occupied, as they had not spent enough time doing the required work. The message that 

the stripes had not been earned was played out in a number of ways, as illustrated in the 

following stories. 

 

Catriona recalled the anger she experienced from colleagues when she was promoted to 

a Level Two position: 
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There were levels of anger and frustration projected onto me by members 
within the facility where I worked. They felt that I hadn’t earned enough stripes.  
One of my colleagues resigned over it. She was that angry and I think that 
possibly it was a good thing she moved on. (Catriona)  

 

In contrast, Isobel, an experienced registered nurse, found that when she returned to 

nursing, following an absence to have children, her skills and knowledge were not 

acknowledged by the younger staff who were in charge of the units that she worked in: 

 My skills were not acknowledged and there was a lot of younger people 
 calling the shots and dominating the scene. (Isobel) 
 

Isobel commented that other older nurses also experienced similar dismissive attitudes 

from their younger colleagues: 

I see all those things and some of my colleagues come and tell me the bad  
and they ask me ‘why am I being treated like a second rate person?’. 
(Isobel)    

 

Another participant, Lorna, who has a background in aged care and at time of our 

interview was the Director of Nursing in an aged care facility in Brisbane discussed the 

reaction she experienced from employees of the nursing home when she took up a 

management position:  

…because I had not done the years of hard clinical slog as they had done they 
would say ‘what does she know, she’s only going up the career ladder’. They treated 
me like I was a nothing. (Lorna)  

 

Lorna had not worked in the nursing home prior to starting in the management role and 

she had been out of the clinical field for a number of years whilst she completed her 
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nursing degree. Reflecting on the difficulties she had encountered when she worked in 

the position of Unit Manager and then Director of Nursing, Lorna stated: 

I think it’s the experience versus the academic knowledge. I think there is still a big 
line drawn. Nurses are perceived as either very experienced clinically and are a 
great practical nurse or they are this other person perceived by staff as not being a 
good nurse because they are going to be a manager and they don’t really know 
about the real world of nursing. (Lorna) 

 

The professional identity in conflict as experienced between academia and clinical 

experience was evident for other participants. Following an interaction with a nurse 

who told her that she would never be a real nurse because she had studied at university, 

Elspeth reported wondering if she would have to be in nursing for twenty five years 

before she could call herself a ‘real’ nurse. As she listened to her colleague berate her 

for going to university, Elspeth experienced conflict in the sense of professional 

identity that she had developed at university and from her role as a community nurse:  

That comment “your stupid because you went to university” did cause me to look at 
myself and think ‘oh well I’m not a real nurse’, whatever a real nurse is? My 
personal beliefs about the university and the system of nursing seemed to get cut of 
at the knees. Any inklings of doubt that I had as a beginning nurse became fruitful 
and multiplied. I started to justify what she was saying “yea it is a stupid system and 
no I didn’t learn anything I am stupid I am useless. (Elspeth)  

 

Similarly for Douglas, the sense of being scrutinised for being university educated had 

him question the quality of his education and in turn his practice: 

…that feeling well perhaps there was something deficient about the way that 
I’m being educated and trained to do what I’m doing. (Douglas) 
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Some participants recognised that in order to survive in the nursing culture it was 

important that they develop strategies to keep colleagues happy as emerged under the 

following heading. 

 

Keeping people happy 

The tensions within professional identity under this theme for participants was the 

experience that pleasing colleagues which, it seemed was more important than the 

clinical skills of the nurse or the care being given to patients as illustrated in the 

following: 

…if the nurse had the clinical skills or worked really well with patients and had 
a good therapeutic relationship that didn’t matter. What is important is to keep 
certain staff happy. It’s just that hierarchal thing that is very hard to get rid of. 
What it says to me about nursing is that there is a lot of falseness. There’s a lot 
of stuff that the profession says but actually does something different. Nurses 
are doing it for the wrong reasons, we're keeping the wrong people happy. 
(Catriona) 

 

Similarly, Una described the importance of staying in a colleague’s ‘good books’: 

As a survival mechanism I worked very diligently to make sure I was one of his 
[nurse educator] favourites. He could be quite nasty to people that he deemed 
too pretty and too dumb …it was a personality minefield for me. I felt that I 
really had to work out personalities first and foremost. Decide who was a friend 
and who was a foe. (Una) 
 

Perhaps nurses have to choose which side to be on in order to survive in the nursing 

culture.  

 You shouldn’t be too proud 

The sense of professional identity in conflict was revealed at a deeper level in the sub 

theme titled “you shouldn’t be too proud”. In the following examples, participants 
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expressed a sense of pride in their clinical or academic achievements whilst 

acknowledging their reluctance to share their achievements with colleagues for fear of 

being seen to be too proud as expressed by Florence in this verbatim:  

I don’t go putting myself on a pedestal. (Florence)  

 

In the same way, Lorna expressed feeling proud of her achievement of completing her 

Masters in Nursing, yet reported that she felt ashamed of her studies because of 

comments she had received from her staff:  

I’m proud of my studies and I’m proud to be a nurse because I love  
nursing I get a lot of satisfaction out of saying ‘I’m a nurse, I’m 
intelligent’. I don’t like feeling ashamed of what  I’ve done as far as study 
goes but  that is actually how I felt …not only are they not proud of me  
I think that they were ashamed to think that someone who is running  
the show is too academic. I actually have to hide my knowledge in the 
workplace. (Lorna)  
    

Some participants expressed a sense of bemusement that some of their colleagues did 

not feel proud of being a nurse: 

…sure I mean if you can’t have pride in a profession that helps to save  
peoples’ lives well you know there’s no pride to be had in anything. 
(Florence)  
 
I think it is a noble profession. It should be something that society 
respects. (Una) 
 

Some participants offered their thoughts about the lack of pride in nursing:  

Other professions have pride in that they feel that they have mastered their area 
of knowledge. I don’t think that nursing feels that it has mastered it. (Lorna)  

 

And: 
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I hear things like ‘I’m just slacko, I’m just a nurse’. It’s not being just a nurse, 
it’s significant that nurses have done study. Nursing is this downtrodden 
profession of people that continue to carry that image of the nurse that used to 
mop the pan room. (Catriona) 
 

Catriona and Isobel believed that the lack of pride in nursing was associated with a 

sense of unworthiness: 

I just don’t think nurses feel very good about themselves. I don’t think they think 
they’re worthy or feel worthy or that they deserve anything different I think that 
nurses think that they get what they deserve and they don’t change for better 
(Catriona)  
 

And, 

…it could be tied up with how nurses are looked upon as menial task people. 
Our skills are not valued similarly along the lines of others. There is a big 
attitude even amongst nurses who come to university that they don’t think that 
they should have to come to university to be a nurse and that seems to be 
filtering from some of their own parents, aunties and uncles. (Isobel)  

  

Perhaps the lack of pride as reported by participants is also associated with difficulty 

that nurses have of accepting praise for the work they do as expressed in the following: 

According to my friends I don’t accept praise very well. If people say to me 
‘that was a job well done’ or you’ve done that very well’, I’ll find an out for 
that. (Elspeth) 

 

The theme professional identity in conflict has revealed a number of ways in which the 

experience of shame for some participants influenced how they experienced their 

professional self. For some, the experience of shame led to a questioning of their right 

to be in a role, or, to question their level of competence. Other participants learnt to 

hide the pride they felt in their academic or clinical achievements. The next theme, the 
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experience of isolation uncovers strategies nurses use consciously and unconsciously to 

manage a shaming experience. 

 

The Experience of Isolation 

There are various meanings attached to the word isolate including to be apart from 

others, to be alone, to separate or segregate oneself from others and to disconnect from 

others. Participants in this study described a number of ways in which they separated or 

disconnected from colleagues whom they felt had humiliated or intimated them. For 

some, the act of isolation was an involuntary response to the interaction. Others 

described the importance of isolating in order to protect themselves. Some participants 

also reflected on how nurses would isolate colleagues who did not fit in with the unit 

culture. Thus a number of interrelating sub themes emerged under the heading the 

experience of isolation. These are withdrawing and going quiet, protecting self, not 

fitting in, being ostracised and alliances with others.  Each of these sub themes will be 

discussed in the following section. 

 

Withdrawing and going quiet 

Shame often motivates an avoidance response, a desire to flee, withdraw or disappear 

from the shame-inducing situation. The act of withdrawing for participants in this study 

was preceded by an interaction with a colleague that participants experienced as 

humiliating for them. For example:  

As he got louder, I got quieter. In the end I burst into tears 
and walked away. (Mhairi) 
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 I would be taken aback and withdraw from her. (Catriona) 
 
I think I just wanted to escape the scene for a minute or two and compose 
myself and just walk away from her. I can’t actually remember what the 
situation was like when I got back. I didn’t want to approach her again. 
(Una) 

 

For Catriona the act of withdrawing was unconscious: 

I didn’t want to be close to her so I would change my environment. I think my 
action was the unconscious flight fight response. It was my body doing it rather 
than my mind. (Catriona) 
 

The act of withdrawing was also accompanied by other physiological changes such as a 

facial flush or blush or feeling hot as described by Elspeth and Una: 

I blush very rosily when things like that happen. (Elspeth)  

    
I wasn’t prepared for her response, it was like a slap. The first thing I did 
was  turn around and I could feel my cheeks getting hot and red. I left the 
scene and put my registration back in my bag and then sought another 
person who was on the list who I could show the document to. I just 
thought “well I won’t bother her again I then made a point to avoid her. 
(Una) 

 

For some participants the sense to withdraw was linked to a desire to hide:  

It must have looked like I was scuffling into the drug room. (Elspeth) 

I just go all stiff and get really nervous and tend to scurry of into a corner. 

(Elspeth) 

 
            There were lots of little cubby holes in the rooms in that particular  
            ward at the  time you could go and hide or I can’t remember if I cried I 

think  I just got angry. (Una) 
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It appears that an intimidating interaction resulted in the participants needing to 

physically remove themselves to a place of safety. This safe place enabled them to 

express emotions that they could not or would not express in front of colleagues. For 

others, the act of withdrawing was identified as a means of self protection.   

 

Protecting self 

Catriona and Una described the withdrawal process that they used to protect themselves 

from colleagues that they felt intimidated as described here:  

If she was in the office I didn’t want to feel trapped so I would think ‘oh this is a 
good time to go for a walk around the ward or maybe go out onto the grounds 
or something’. I would put some distance between us. (Catriona)  

 

When somebody was openly hostile towards me I think I just went into survival 
mode and stayed away from those who were foes. (Una) 
 

Whilst Catriona and Una described staying away from colleagues whom they felt 

intimated by, other participants discussed how they left clinical nursing in order to 

escape a culture that they felt they did not fit in.  

 

Not fitting in 

What emerged for some participants was the struggle to find their fit in nursing whether 

that related to practices, beliefs or desires of being a nurse. For those participants, the 

struggle to fit into a nursing group was too strong, debilitating and morally 

unacceptable, so they made a conscious decision to separate from that group and join 

with others. Several participants commented that because they were unable to find their 

fit in the clinical field they moved into research or teaching. For example, Mhairi who 
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has a background as a cardio thoracic and coronary care nurse and in more recent times 

as a lecturer recalled her struggle to find her fit in clinical nursing:  

I couldn’t quite find where I fitted in apart from emergency. There were too 
many issues and I realised I was never going to make a difference to nursing 
culture. I found that very hard to cope with. Here I am at uni hoping that I can 
convince other people to change the culture. (Mhairi) 

 

Catriona expressed similar sentiments from her role as a lecturer:  

I think that a lot of us choose to put our energies into other development areas. 
We choose education as a way to try and compensate rather than go up against 
the culture of nursing and try to change it. (Catriona) 
 

The theme of not fitting in to a specific nursing culture is explored further under the 

next heading “being ostracised”.  

 

Being ostracised  

Three stories illustrated the experience of being ostracised in nursing. Being ostracised 

was experienced by participants in a number of overt and covert ways as illustrated in 

the following: 

…it’s the silence and the rolling of the eyes. They don’t say anything but I can 
see it, I don’t take any notice of it. Their not the type of nurses you want to work 
with, you really wouldn’t want to be stuck in a ward situation with them. 
(Florence) 

 

Mhairi described the ways in which one of her colleagues was ostracised by her peers:  

She was ostracised. People didn’t bother about her for lunch. She wasn’t 
considered part of the team. She was excluded from everything. Nobody ever 
faulted her. It was just that she didn’t fit. (Mhairi) 
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Florence recalled responses from colleagues following her persistent requests that a 

doctor assess a patient that she was concerned about:  

 

I was treated as a trouble maker. I was a difficult nurse. I walked into the 
tearoom and there was silence and staff rolled their eyes. (Florence)  
 

For Isobel, being ostracised created in her a sense that she did not exist for that 

particular group of nurses that she worked with: 

It was like you weren’t there as if you weren’t in existence. I would be in the 
same room as them and I felt that they would pretend that if they didn’t 
acknowledge me then I wasn’t even there…. I would see them (nurses) 
purposely block that other persons learning. Sometimes they do that just to get 
the other nurse out of the way, like ‘I’ll put Isobel in the nursery. That gets her 
out of the way and then I don’t have to speak to her the rest of the night. (Isobel)  
 

In nursing it is important to isolate the nurses or nurses who do not fit into the group 

culture. Perhaps it is necessary to deny the existence of the nurse who is different in 

order to maintain the status quo of the group. The sense of being ostracised by 

colleagues led some participants to seek alliances with other groups such as patients or 

students as illustrated in the following. 

  

Alliances with others 

The sub theme of alliances with others highlights the relationships that some nurses 

make with other groups as a way to manage difficult interactions with colleagues. Some 

participants aligned themselves with patients. Isobel reported:  

…mothers would tell me things that validated my own feelings to help me 
get over it and realise that this wasn’t just me …patients would say to me 
‘it looks like it’s a bit stressful for you’. I felt embarrassed, I felt like 
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crying and I felt like complaining about the other nurse to that  patient. 
(Isobel) 
 

Catriona’s alliance with patients was recorded through shared experiences of watching 

staff dynamics on the ward where she worked: 

… the patients sat there watching, taking it all in. The nursing staff were  
sometimes so overwhelmed with what was happening for them emotionally that 
the  patients were not even in the picture. The patients saw not a lack of control, 
but there was limitation’s on the control that the person [nurse] seemed to have 
in the environment. There’s a lot of emotions, raised voices, there was probably 
information leaking out that shouldn’t possibly have leaked out onto the ward. 
The patients saw insecurity and lack of confidence. As a patient I might start to 
think ‘how competent is this nurse? (Catriona)  

 

In the following story, Mhairi reported how she had aligned herself with a group of 

nursing students who had arrived to do their clinical placement at the Accident and 

Emergency Unit of the hospital where she worked. She recalled how the staff greeted 

the students: 

The staff made it quite clear they didn’t want the students. Nobody had 
time and nobody was interested in them. The person who was in charge 
told the students they weren’t wanted and that it was a pain in the arse 
having students. (Mhairi) 

 

Mhairi recalled that she felt embarrassed for the students and so she removed them to 

another area of the department and decided to mentor them for the day: 

I took them round to the minor treatment area, we had a great shift and they 
thoroughly enjoyed it. They were too frightened to go around to the rest of the 
department because they felt so intimidated by the other staff. (Mhairi)  

 

In removing the students from the area where the other staff worked Mhairi segregated 

herself from her colleagues, physically, psychologically and culturally. In the situation 
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reported, Mhairi took a stance against the professional cultural position of her 

colleagues.  

 

Reflecting on times where she had felt humiliated by colleagues Elspeth acknowledged 

that she would seek out staff that she perceived had also been humiliated because she 

thought they would be safe to approach:  

…it forces you to hunt out somebody else who looks like they’ve been a victim 
too. If you want to get a drug checked you’ll find that person because you know 
they’re not likely to attack you. (Elspeth) 

 

Elspeth suggested that colleagues who had themselves been humiliated might not 

always be approachable:  

 
Approaching them sometimes didn’t work because they are feeling a bit 
fragile too and they pushed me away. It was very isolating stuff. (Elspeth) 

 

The experience of isolation as expressed by Elspeth is a theme raised by several 

participants who identified the staff they felt they could trust and those that they felt 

they could not approach with concerns or questions because they did not trust them.  

 

Not trusting 

Some participants reported that they would not approach certain colleagues because 

they did not trust them. For example Isobel commented on colleagues who liked to run 

“ship shape shifts”:  

I can’t trust people like that. I personally don’t want to expose myself to 
unnecessary exposure or hurt in any way. (Isobel) 
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Isobel expressed the difficulties she experienced in approaching staff that she felt 

ignored her. She felt conflicted in her resistance to approach her colleagues and the 

need to approach them about patient issues. 

…if it meant safety for that patient well I had to get over it and go and ask 
anyway. But I’d never get the right answer or I’d get ignored. It just made 
everything difficult. So I would seek out someone else or wait around for 
somebody else, or somehow try to work something out, and that’s 
dangerous. It’s dangerous practice for a start. (Isobel) 
 

Similarly, Morag expressed being unable to approach a colleague who gave the 

impression of being busy as she perceived that they would not have the capacity to 

really hear her concerns: 

I don’t trust them to know my heart. I don’t trust them to hear my words as truly 
my words without processing them through their own filter. (Morag) 
 

The situations described by the participants highlight that nurses may wait for trusted 

colleagues to ask patient care related questions of rather than ask questions of 

colleagues they do not trust. Perhaps it is not always possible to separate the personal 

from the personal.  

 

Recrimination  

Recrimination refers to the process of counter accusation. When an individual has 

experienced being accused by another they counteract the accused by blaming them for 

an action. Participants in this study described situations where they wanted to perform  

acts of revenge on colleagues whom they felt had humiliated them. There were also 
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situations where participants were self-blaming. Recrimination in this study emerged 

through the sub themes of self recrimination and seeking revenge.  

 

Self recrimination 

During a second interview Mhairi summarised the meaning that self recrimination held 

for her: 

Self recrimination is often present even when I haven’t done anything wrong. 
There is a feeling that I should have tackled the situation differently. I guess it’s 
a feeling of inadequacy when confronted especially by people who are seen to 
be in a lot more authority. (Mhairi)   

 

The theme of self recrimination is further explored through stories located under the 

headings ‘mistakes shouldn’t happen’ and ‘it’s my fault’. 

 

Mistakes shouldn’t happen 

Florence recalled a situation where she had set up intravenous (IV) antibiotics to 

administer to a patient. She realised prior to the administration of the medication that it 

was the wrong patient and so ceased the flow of the IV. Although Florence realised her 

mistake and averted any harm to the patient by ceasing the IV, she reported that the 

mistake should not have happened and related that to a sense that she had put a 

patient’s life at risk:  

 It shouldn’t have happened, I felt responsible. (Florence) 
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For Florence the act of almost giving the patient the wrong medication was as 

significant as if she had. Florence recalled her vigilance when administering 

medications the next morning:  

Every bloody pill that I got out I felt I had to check. I felt so bad and I was  
 so concerned to the point where I was even a bit paranoid thinking my 
God I hope the bloody chemist hasn’t made a mistake with these pills and 
I’m dishing out pills I shouldn’t be dishing out. (Florence)  

 

In this situation Florence did not give herself credit for identifying the risk and safely 

intervening by ceasing the medication. Rather, she focused on what she had done 

wrong and how detrimental to the patient the situation could have been.  

 

Douglas described a situation when, as a student nurse, he had to give his first depot 

injection. Douglas was unfamiliar with the viscosity of the drug and appropriate 

procedure for giving the injection. As the following statement revealed Douglas felt 

stupid for his lack of knowledge about the drug: 

I felt terrible afterwards partly because I thought how could I be so stupid to do 
that even although I didn’t know the drug was a different consistency. (Douglas)   

 

For Douglas, the self recrimination about his lack of knowledge was further fuelled by 

the fact he had not sought the knowledge prior to giving the medication. Douglas also 

experienced self blame about his lack of knowledge. Self blame was a theme that was 

expressed by other participants. 
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Self blame 

An example of self blame is illustrated in the following story in which Catriona 

reflected on her response to the bullying behaviour of a colleague who would accuse 

her (and other staff) of having less patients to look after than she did: 

 I wondered what I had done to cause her to react in that way. I would  
question how many patients I had and how many patients she had. I 
blamed myself and would get very upset about it. I tried to justify my 
workload in my head. I’d feel guilty. (Catriona) 

 

Other participants reported similar experiences of self blame when interacting with 

colleagues whom they perceived had humiliated them: 

I would immediately interpret my colleagues behaviour to mean that they were 
unhappy with me. I would feel anxious about what I had done and I would 
internalise it. (Isobel)     

 

Lorna blamed herself for staff disquiet when she took up the position of Director of 

Nursing:   

I took it personally for a long time and my self esteem was really low and 
I would get nervous at staff meetings. (Lorna) 
 

Some participants, rather than blaming themselves following a humiliating incident 

with a colleague turned their focus to seeking revenge on the individual that they 

perceived had offended them. 
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Seeking revenge 

 
This sub theme is titled “seeking revenge” because the experiences relate to a desire to 

pay someone back for the negative experiences. Una reflected on the rage she felt 

towards a colleague whom she reported had humiliated her in front of colleagues: 

I felt embarrassed and I went red I felt rage and I was struck dumb. On 
the drive home I had great come backs for the old bag. (Una) 
 

 
The experience of the interaction between Una and her colleague continued to influence 

how she felt towards the Unit Manager when she returned to the clinical area as a more 

experienced clinician. Una recalled that she was unprepared to share important 

information with her colleague, a silent type of revenge:  

I was very polite and professional with her. I tried to have a laugh but its 
all surface stuff because you know I really don’t want to give her the 
privilege of letting her know what I truly feel. (Una) 
 

 
Douglas recounted an incident as a registered nurse when he met a nursing student who 

had been senior to him when he was a nursing student. (The student had been an 

enrolled nurse when Douglas had been training). Douglas described feeling angry 

towards the enrolled nurse because of her scrutiny of his practice as a student nurse. 

They met again when the enrolled nurse came to the unit he was working on as a 

registered nurse to do her clinical placement. The enrolled nurse struggled with the 

placement and Douglas stated:  

I experienced perverse pleasure in her distress. That’s the part that I’m 
ashamed of. I still harboured resentment for her after a year and a half. 
(Douglas)  
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Further, Douglas recalled the tension that he felt between wanting to increase the 

distress of his colleagues and behaving appropriately towards her: 

It was the tension of wanting to behave appropriately against wanting to 
have a dig. I suppose the shame comes in the reflection that I probably 
could have done that quite easily. Probably a miracle that I didn’t. 
(Douglas) 
 

The experience of seeking revenge was strong as expressed by Douglas and Una. For 

participants in this study the experience of being humiliated by a colleague influenced 

their relationship towards that colleague beyond the initial encounter. In some instances 

the wish to seek revenge stayed with participants for the duration of the time that they 

worked with their colleague. 

 

This chapter has highlighted the findings related to the themes of self appraisal, 

professional identity in conflict, the experience of isolation and recrimination which 

revealed the experiences of shame in nursing. These findings offer some further 

insights into the meaning of shame in nursing and its impact on nursing culture. The 

data have been presented as authentically as possible to enable the reader to follow the 

participants’ experiences. The following chapter examines the significance of these 

findings for nurses and nursing culture. 
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CHAPTER  SEVEN 

DISCUSSION  OF  THE  SIGNIFICANCE  OF  FINDINGS 

 
 Introduction 

The purpose of this research was twofold; to gain an understanding of how shame 

influences and shapes nursing identity, and to produce knowledge and stimulate 

dialogue about what that means for nursing culture. The research question “What is the 

lived experience of shame in nursing and what does this mean for nursing culture?” was 

explored using an interpretive phenomenological approach guided by van Manen 

(1997). This study aimed to develop upon the concept of being shamed in a nursing 

culture by inviting nurses to explore their experiences of shaming encounters in nursing 

and how those encounters influenced how they identified themselves.  

 

In this chapter, I discuss the overall findings drawn from this research. I compare and 

contrast participants’ perspectives with the relevant literature. The relationships 

between the interpreted findings and the broader context of shame theories, nursing 

culture and workplace bullying are discussed. Throughout this chapter I will highlight 

and critique the ideas that shape understanding of social frameworks of shame and 

workplace bullying in nursing.  

 
Overview of the findings 

Four major themes emerged from the data. They were self appraisal, professional 

identity in conflict, the experience of isolation and recrimination. Each theme reveals a 
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new awareness about shame in nursing and generates new understandings about nursing 

culture. Viewing each theme in isolation may inhibit an understanding of the whole of 

the experience of shame in nursing. Therefore, it is important that each theme is 

identified as an integral part of the whole phenomena of shame in nursing. Participants 

in this study experienced shame as a disturbance to their physical, emotional, 

behavioural and cognitive self. Some participants experienced shame as a questioning 

of who they were as a person. Others questioned their professional competence.  

 

For some participants the experience of shame created a wish to withdraw from the 

person they felt was intimidating or humiliating them. This withdrawal seemed to be 

both a self protective response and a need to hide their exposed shame. Nurses in this 

study said they withdrew into themselves in an effort to manage their shaming 

experience. The withdrawal disconnected them from their colleagues. For others, the 

experience of shame stimulated a wish to seek revenge on the person whom they 

perceived had humiliated them.  

 

Most participants described how their ability to effectively engage with colleagues was 

thwarted by their experience of shame. This occurred in several ways, withdrawing, 

going quiet and isolating from colleagues. Negative self-talk was also identified as 

affecting working relationships between nurses. Some participants described feeling 

stupid and dumb during and after encounters with colleagues. This will now be 

discussed more fully.  
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Self appraisal 

The section on self-appraisal begins with an exploration of physical changes 

experienced in a shaming encounter. The interrelatedness between physical changes 

and self-appraisal is discussed. 

 

In the experience of shame participants reported physical changes such as facial 

blushing and increased body heat. They were aware of their own physical responses to 

being humiliated. Nurses became self conscious believing that colleagues could see 

their discomfort, that others had witnessed their humiliation. Having witnesses 

increased their sense of humiliation.  

 

The sense of having their shame exposed was an uncomfortable experience for some 

participants and in turn intensified their shame. For some, this resulted in a wish to hide 

their shame from colleagues. Others responded by becoming vengeful. This was played 

out in a conscious decision not to engage with colleagues at anything other than a 

superficial level.  

 

In this study, I found that this initial physical experience of shame led to two possible 

responses - a wish to hide, or a wish to take revenge. These two features may be 

important to deepening an understanding of nursing culture. It may be there are nurses 

who seek to hide and tending to keep a low profile. Others may seek revenge by 

bossing or bullying others. This finding suggests the importance of understanding  

values and how they might emerge. For some participants, it was important to quietly 
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nurse, to get on with the job. For others, it was important to withhold information or 

ostracise colleagues. These practices may be pertinent to nursing culture as they 

highlight typical behaviours that characterise group norms (Gilmour & Hamlin, 2003; 

Lewis, 2001).  Reeve (2000) concluded that in the process of professional socialisation 

individuals accept the norms, values and rules that characterise their collective working 

group. This is referred to as being professionally ostracised.   

 

Physical changes as described by the participants are involuntarily biopsychological 

responses to shame (Nathenson, 2001; Bradshaw, 1988). Several shame theorists have 

proposed that such changes have a self protective mechanism (Dickerson, Grunewald & 

Kemeny, 2004; Trumball, 2003). The downside of biopsychological responses such as  

a facial blush highlight to others that the person is uncomfortable and this can lead to 

vulnerability and feelings of being disempowered. The facial flush of a colleague may 

alert a potential bully that the target is fragile.  If an individual becomes even more self 

conscious because of their facial blush it may cause them to retreat further into 

themselves. This may be a signal for those using intimidation and humiliation to 

intensify their attack as the recipient is showing signs of weakening.  

 

As discussed previously in Chapter Two a cultural taboo about shame exists in Western 

Culture and has been reported by several authors (Wurmser, 1995; Kaufman, 1993; 

Lavan, 1992; Lewis, 1971). These theorists have concluded that the shame taboo makes 

it difficult for persons to recognise and acknowledge their experience of being shamed. 

Yet, in denying the existence of shame the experience is further intensified. 
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Furthermore it has been argued by many researchers (e.g. Ahmed, 2005; Lanksy, 1992; 

Nathanson, 1992; Retzinger, 1991; Scheff, 1987) that unacknowledged shame leads to 

anger and angry actions that can intimidate and or hurt others. Similarly, Harder and 

Lewis (1986), and Tangney, Wagner, Fletcher and Gramzow (1992), argued that 

unacknowledged shame is related to hostility and a tendency to blame others. 

Unacknowledged shame has also been related to feelings of unworthiness, helplessness 

and depression (Lewis, 1971; Nathanson, 1987; Tangeny, 1990).  

 

Participants in this study demonstrated that cognitive processes occurred that hindered 

their abilities to verbally defend themselves in humiliating interactions. For some 

participants, one of the consequences of not being able to adequately guard oneself was 

being left with a sense of failure. This deepened the experience of shame. Participants 

felt they should have been able to interact with their colleague differently. Other 

participants felt ashamed that they had not used strategies they had learnt and even 

taught to students.  

 

This finding raises questions about expectations raised in nursing about how to 

effectively manage conflict. Perhaps it is important to ask the question “why do nurses 

expect so much?” Is there an expectation in nursing that nurses should be able to handle 

themselves in conflict? Assertiveness training for nurses has been and continues to be 

promoted as a necessary tool in managing workplace bullying (Burbank, 2004). Part of 

the training focuses on the importance of a win-win outcome. Perhaps this teaching 

(which is also common in the broader community) sets nurses up to fail. It would be 
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better to also teach nurses to realise and acknowledge that self protective mechanisms 

come into play which prevent them speaking. This includes an involuntary process that 

occurs which causes them to stand still or to withdraw and go quiet. Additionally, it 

would be more significant to teach nurses that what they do in the moment is the very 

best that they can do.  This may not change the interaction between nurses at that time. 

The realisation however, may decrease the intensity of the shaming experience. 

  

Participants in this study described a variety of ways in which their thinking was 

challenged or impaired in the experience of shame. A common experience was that of 

being unable to articulate thoughts or feelings in response to the humiliating remarks or 

intimidating behaviours of colleagues. There was only a sense of shame as the  

affective component of shame overpowered language skills (Nathanson, 2000). 

 

The findings from this study support the premise described in the literature that 

cognition is impaired in intimidating and humiliating encounters (Benson, 1994; Lewis, 

2003; Scheft & Retzinger, 2000). Nathanson (2001) used the term cognitive shock to 

conceptualise the experience. An inability to respond to colleague’s comments and 

behaviours as reported by participants in this study gives an important clue as to 

interventions that nurses can use in the moment of being incapacitated due to shame. 

These are discussed further in the following chapter under the heading 

recommendations. 
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Several participants highlighted the significance placed on non verbal communication. 

Experiences ranged from feeling dumb when there was no eye contact to feeling  

scrutinised and disapproved of by colleagues who observed interactions and no 

comments were made. The lack of dialogue in some instances caused participants to 

question their practice and their sense of who they were. This experience of self 

appraisal may have been intensified by working in a culture which uses a nursing 

process which has taught nurses to question, examine and interpret everything (Yura & 

Walsh, 1988). The focus of nursing practice in such a model is on identifying problems 

that are impacting on the client’s presentation, rather than focusing on the individual’s 

strengths and resilience. It is possible that the problem-centred practice has become 

such an intrinsic part of nursing identity that nurses consciously and unconsciously look 

for problems in their own practice and the practice of colleagues. It is only recently that 

there has been an emphasis in addressing nursing practice from a solution or strengths 

model rather than a problem based model (McAllister, 2003). In Solution Focused 

Nursing, the nurse is encouraged to identify what strengths and resources the client has 

and to build those into the patients’ care. A similar focus on how nurses appraise their 

practice and the practice of their colleagues may offer new alternatives to how nurses 

engage with one another. This will be discussed further in Chapter Eight. 

   

The experience of shame appears to be directly about the self. Greenwald and Harder 

(1998), examined the literature related to the concept of shame. They concluded that 

shame was a “self conscious awareness that one is being viewed, by others with an 

unflattering gaze” (p. 227). Similarly, Sartre (1943) wrote that people do not feel 
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shame until they are observed. Kaufman (1989) outlined that an individual did not 

require another person to experience shame. Rather, it was the self observing the self 

that created a sense of shame.  

 

More worrying, conceivably is the meaning that nurses attach to colleagues’ comments, 

especially when those comments are made to beginning practitioners and are perceived 

to be detrimental. Comments such as “you are stupid, you are incompetent and you’ll 

never be a real nurse” had a significant impact on participants. There was an 

internalisation and a personalisation of the comments that led participants to believe the 

comments made by their colleagues. “I questioned, I had doubts, I always questioned 

whether I was competent and I think that the comment from the RN did not help me 

make decisions”. 

 

Lewis (1992) discussed the importance of staying focussed on the content of a 

conversation during a humiliating encounter. He suggested that shaming intensifies 

when an individual starts to personalise the content of another’s comments. This in turn 

distracts the listener and they stop listening to the speaker. Instead, they start to 

interpret the presentation of the other. As demonstrated by participants in this study, the 

interpretation usually led to a negative self-appraisal such as perceiving that they were 

dumb or stupid. This finding is indicative perhaps of how a problem based focus 

concentrates on a negative or self-depreciating identity. A culture that is solution 

focused and encourages positive appraisal may have resulted in a different outcome for 

these nurses in terms of their responses.  
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 A significant link between bullying behaviour and being shamed has emerged from the 

stories of participants. As revealed by participants’ in this study, shame is experienced 

as a result of bullying behaviours by colleagues and peers. Further, terms such as 

intimidating and humiliating behaviours are intrinsically linked to bullying behaviours. 

Several participants expressed the sense that they had somehow caused the bullying 

behaviour of nursing colleagues. They were left with varying degrees of discomfort and 

feelings of guilt and anxiety. These participants found it difficult to engage with their 

nursing colleagues in a meaningful way following humiliating or intimidating 

behaviour as experienced in shaming incidents. It is common for nurses who have been 

exposed to intimidating behaviour in the workplace to question what they did to cause 

such a reaction from colleagues (Burbank, 2004).  

 

Professional Identity in Conflict 

Participants in this study experienced a range of intrapersonal conflicts related to their 

sense of professional identity in response to colleagues questioning of their clinical 

competence. The responses ranged from experiencing self doubt and insecurity and 

feeling clinically incompetent. The finding that experienced clinicians questioned their 

competence following an intimidating interaction with a colleague highlights the 

fragility of professional identity when faced with the threatening behaviour of another 

(Randle, 2003). What is equally interesting is the finding that when questioning their 

own practice and competence following such an encounter with a colleague participants 

recalled memories of being berated as students. Similar feelings of insecurity and self 
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doubt that many participants had experienced as students was brought to the surface in 

the present situation.   

 

Bradshaw (1988) suggested that shaming experiences are stored in a person’s memory 

bank. The more an individual denies their experiences of shame the more it is stored. 

Each new experience ignites the old. Eventually, little is required to trigger shame. All 

that is required could be a look, a word, or a behaviour from another person. Similarly, 

Nathanson (2001) reported that every time an affect such as shame is triggered the 

person delves into their memory to check the previous experience of that affect. There 

is a danger however that the individual will get stuck in the previous mood and become 

disconnected from the current interaction. This is important. If nursing is to combat the 

issue of shame nurses need to get to the issue before it occurs. Education and training 

may be strategies that could be used to combat an intensified experience of shame. 

Teaching nurses about the significance of being shamed in nursing and how to 

recognise and acknowledge shame as it is experienced may assist them build other 

strategies in the moment of being shamed. These will be discussed further in the next 

chapter. 

 

It is important therefore to understand that an experience in the present may have swift 

links to one or multiple previous experiences stored in the persons memory bank. These 

events may be affectively located in childhood, adolescence or adulthood. It is possible 

that the link between present and past experiences as captured in the participants’ 

stories highlight some of the family dynamic interplays that according to Alavi and 
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Cattoni (1995) occur in nursing, such as the senior nurse being in the role of mother to 

the student or less experienced nurses. 

 

Adding another complexity to this, Bradshaw (1988) examined the influence of family 

systems impacting on an individuals’ sense of shame. He concluded that relationships 

with shame based individuals continually creates shame based individuals. The 

meaning a child attaches to an experience or a feeling has been learnt by the child 

through relating with the significant other. The child who is mirrored shame, learns to 

internalise the shame. The child who hears critical comments starts to internalise the 

criticism. Thus, experiencing shame as an adult thrusts the individual back to a time in 

infancy when they experienced shame due to the unflattering gaze of a significant 

other, usually the child’s mother.  

 

One possible insight we can glean from this is that nurses caught in a humiliating 

interaction with a colleague may be thrust back to a much earlier time in their life, 

perhaps as early as pre language. Consequently, in the moment of a shaming encounter 

with a colleague there are no words. It is as if the nurse experiences being very young 

and defenceless. Symbolically, and at an unconscious level, it may be that the 

relationship is not that of senior nurse and junior nurse, nor of consultant psychiatrist 

and nurse.  The symbolic relationship rekindled is that between the child and a 

significant other such as a mother or a father (Alavi & Cattoni, 1997). Alternatively, 

Berne’s (1964) model of Transactional Analysis may offer important insights for the 

professional in terms of understanding interpersonal relations that occur between nurses 
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and between nurses and other professional groups. Berne (1964) proposed that the roles 

of adult, parent and child were continually expressed in interactions between humans. 

Perhaps the encounters of being shamed in nursing are unconscious enactments of the 

parent and child roles.  

. 

This has significant repercussions for nursing culture. Unless the influence of shame on 

nursing culture is acknowledged shaming behaviours as described by participants in 

this study will continue to flourish. What has emerged through participants stories are 

that there are a number of strategies that nurses use to manage shame in nursing. 

Further, it has been argued that the strategies described by the participants also trigger 

shame. Thus, a cycle of shame in nursing is kept in continual motion through 

behaviours such as avoidance, ostracism, silence and thoughts of revenge.   

 

Another finding that emerged from the study was that of nursing pride. This finding 

illustrates an aspect of shame in nursing that has received little attention in the nursing 

literature. Nurses in this study reported a number of issues related to feeling ashamed of 

clinical and academic achievements. This was related to the negative comments 

received from colleagues about their achievements. Participants also described their 

perceptions that nurses lacked pride in their professional roles. Participants in this study 

offered some ideas for the perceived lack of nursing pride. The explanations offered as 

to why nurses struggle with professional pride ranged from the personal attributes of 

nurses not wishing to appear proud, and having difficulty accepting praise perhaps 

attributes of a bygone age requiring women to be self-effacing and demure.  
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The finding that participants in this study perceived that there was a lack of pride in 

nursing offers a sad and disturbing insight into nursing culture and alerts us to inherent 

dangers in the collective psyche. This finding raises several questions. If nurses shame 

colleagues who have achieved clinically and academically how is nursing to continue to 

develop and grow? How can the messages about then need for feeling and expressing 

pride, as revealed in this study be impressed on the profession? These questions 

highlight areas of possibility for future research. 

 
More than twenty years ago, Roberts (1983) cautioned that in order for nurses to gain 

freedom from oppression it was important that they rejected the negative images of the 

nursing culture and replace those images with pride and a sense of ability to function 

autonomously. Yet in 1994, Anderson reported that nurses continue to be perceive 

themselves to be second class citizens, lacking in self esteem and believing they are 

powerless to change what is happening. And this study, in 2005 also reveals that some 

nurses struggle with the concepts of being proud to be a nurse.  

 

Although finding solutions to this perceived lack of pride in nursing are beyond the 

scope of this research, comments from some participants highlighted that there is a lot 

in nursing that nurses should be proud of, and that it is important that nurses themselves 

recognise and be proud of their professional roles. Wilson (2000) suggested that it is 

only when nurses acknowledge the value of nursing that professional pride, growth and 

development will occur. Nathanson (1992) argued that pride was infectious both to the 

individual who had experienced it and to those watching. Findings from this study 

reveal that it is important that nurses in all areas of the profession “talk up” the work 
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that nurses do. Understanding the role of shame in relation to pride may assist nurses 

move from a shame experience to one of being proud to be a nurse. Similarly, 

understanding the role of shame and how it influences nursing interactions may help 

address the experience of isolation which was also another significant finding from this 

study.  

 
The experience of isolation 

The experience of isolation included many different behavioural responses that 

occurred for participants. One response was to go quiet and withdraw from a 

humiliating encounter. Another response was that of being immobilised, feeling rooted 

to the spot.  

 

The actions of withdrawing, going quiet and feeling immobilised are considered part of 

the normal fight, flight and freeze concept to a threatening event. The experience of 

shame is a threatening event (Trumball, 2003; Lewis, 1993). In shame individuals feel 

threatened and vulnerable. There is a sense of being out of control. Clearly participants 

felt out of control in the events described. One way for some participants to regain 

control was to walk away. Indeed, at that time such a submissive tactic may have been 

the most effective thing to do.  

 

Short-term strategies such as standing still or choosing to withdraw from a conflict may 

be effective as short-term self-protective mechanisms. Their long term effectiveness is 

questioned, especially when the individual is left with a sense of shame that they should 
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have handled themselves better. However, nurses can learn to recognise that the act of 

walking away from a humiliating encounter is not something to be ashamed of but is an 

act of self protection. Another act of self protection uncovered in this study was that of 

ostracising others. 

 

The finding that participants chose to ostracise colleagues whom they perceived had 

ostracised them provides an important clue to a relationship between shame and 

bullying in nursing. Rather than discuss the experience and altered professional 

relationship nurses who have been ostracised mirror the behaviour back. Participants 

choose to work in isolation, to quietly nurse rather than work with colleagues who had 

ostracised them. An alternative response was to identify colleagues who may also have 

been recipients of bullying behaviours as they were perceived to be less threatening.  

 

The avoidance tactics described by participants are recognised as self protective 

behaviours (Nathanson, 1992). Avoidance is a shame defence mechanism that protects 

an individual from being a victim of ongoing shaming assaults (Hook, 2003). The 

paradox here is that the self protecting shame may cause individuals to isolate 

themselves from others. In the moment of withdrawing from another, the nurse isolates 

from his or her colleague. It becomes too painful to revisit the shame by trying to 

engage with the person, so there is an avoidance and isolation from that person. Thus, 

what may have been an effective initial behaviour has the potential to damage 

interpersonal relationships as avoidance and isolation becomes a normal behaviour for 

that person.  
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More importantly, the isolating and avoidance behaviours described by participants in 

this study offer a new perspective on the concept of ostracism which has been well 

documented in the nursing literature (Grove, 2000; Farrell, 1997; Roberts, 1983). Much 

has been written about how nurses ostracise one another as part of the process of 

oppressive behaviour (Lewis, 2004; Hamlin, 2000; Brennan, 1999). Little has been 

written about the part of shame in that process.  

 

According to findings from a study which examined bullying and emotions, Menesini 

et al., (1999) found that a deep sense of shame can represent one mechanism to explain 

a history of peer abuse and rejection. Unacknowledged shame arises out of destructive 

patterns of communication, the kind that intentionally or unintentionally shames the 

other. Scheff (2002) argued that by understanding the dynamics of unacknowledged 

shame precise and reliable models for understanding behaviour that is unconsciously 

motivated will be developed. Ahmed, (2005), Nathanson, (2000), and Scheft and 

Retzinger, (2000), reported that acknowledging and talking about shame makes people 

more self aware and more conscious about the experiences of others. Thus, they argued 

the need to humiliate and intimidate others is decreased. 

 

Findings from this study suggest that shame plays an integral role in driving the 

impetus to ostracise another. This finding that nurses use ostracism as a means of self 

protection from shame offers new possibilities for nursing culture. Recognising and 

acknowledging the experience of being shamed and understanding the reason/s why 
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that shame has occurred may enable nurses to recognise and readdress old patterns of 

behaving such as withdrawing and ostracising from another. 

 

Some participants offered an alternative to avoiding bullies such as learning how to 

keep colleagues happy by staying in their “good books”. This experience was related to 

being part of the hierarchal structure of nursing. As reported in Chapter Two, several 

authors (e.g. Baly, 1998; Duffy, 1995; Ford & Walsh, 1994; Hadikin & O’Driscoll, 

2000; Keane, 1992; Kelly, 1996; van der Peet, 1995), have examined and discussed the 

influence of the hierarchal structure in nursing in creating a culture of intimidation and 

control. As reported by Alavi and Cattoni (1995) and Darovik (1997) identifying the 

power bases and who to befriend was an important strategy to safely navigate the 

nursing hierarchy as a novice practitioner. Although recognising the importance of 

pleasing colleagues the experience created professional conflict for participants in this 

study. This supports findings by Henderson (2002) and Randle (2002) that student 

nurses altered their practice in order to fit in with cultural even if that was at the 

expense of their moral integrity.  

 

What is interesting from the current study is that the participants were not students 

when they experienced the need to befriend colleagues who demonstrated bullying 

behaviours. This suggests perhaps that for some nurses the need to belong and identity 

with a group, even if the group norms are in opposition to their professional integrity, is 

more important than being ostracised or punished.  
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Another response to shield against the impact of humiliation was to become vengeful. 

Some participants expressed a wish to hurt the colleague that they had felt had 

humiliated them. This supports findings from previous studies that have explored the 

relationship between shame experienced through being humiliated and seeking revenge 

by wanting to attack the perpetrator of the act (Ahmed, 2005; Gilligan, 2003). One of 

the findings from a study by Smith, et al., (1996), was that nurses used anger as both a 

weapon and shield to defend against work place bullying. Experience’s of recrimination 

and seeking revenge were revealed in the stories of some participants. The significance 

to nursing of the findings from the theme recrimination are discussed next.  

 

Recrimination 

The sense of being embarrassed by interactions with colleagues created in participants’ 

a wish to seek revenge. This experience offers a possible explanation as to why nurses 

act in a vengeful way towards one another. They are defending themselves against the 

experience of shame. Becoming angry towards the colleague who wounded them 

deflects the experience of being hurt or rejected by that colleague. According to 

Pattison (2000) shamed people often feel angry and wounded by the experiences of 

shame caused by the failure of intimate relationships with others. One mechanism used 

to manage one’s experience of shame is to externalise blame or anger onto the other. 

Likewise, several authors have argued that shame when unacknowledged leads to angry 

and hostile thoughts and actions towards another (Ahmed, 2005; Lanksy, 1992; 

Nathanson, 1992; Retzinger, 1991). Participants did not enact any overt acts of revenge 
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although avoidance of the colleague who used humiliation was used. Thus silence, 

avoidance and superficial engagement were used to ostracise the colleague. 

 

Conclusion  

This chapter has discussed the significance of the findings from this study. The findings 

offer nurses a new perspective on shame and the meaning it has for nursing culture. By 

developing further understanding about the influence of shame on nursing identity it is 

possible that nurses can find new words to express what is happening to them. This 

study offers another perspective on how shame in nursing can be addressed. Firstly, 

unacknowledged shame in nursing will continue to support a bullying culture. It is 

important therefore that nurses understand and appreciate their experience of shame. 

Secondly, it is important that the significance of the shaming encounter is recognised as 

a potentially positive not automatically a negative experience. Finally, nursing needs to 

find ways to acknowledge and accept pride in the work that nurses do. The next chapter 

expands upon these points and outlines recommendations for future practice, research, 

education and administration.   
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CHAPTER  EIGHT 

RECOMMENDATIONS  AND  STRATEGIES 

 
 

Introduction 

This final chapter brings together the main issues and concerns under consideration in 

this study. Findings from this study illuminate a relationship between the experience of 

unacknowledged shame in nursing and prominent elements in the culture. Although 

previously unrecognised in nursing literature there has been a growing body of research 

that reports on the relationship between bullying and unacknowledged shame in 

psychology and social sciences. Findings from this study add to that body of 

knowledge. Further, the findings highlight the need for nursing to address shame in 

nursing from a number of approaches.  This chapter makes recommendations for 

hospital administrators and future research and education. Suggested strategies that 

nurses may use in the experience of being shamed are offered. This chapter also 

discusses some of the limitations of this study. The chapter begins by revisiting the 

topic of nursing identity highlighting possibilities for the future.  

 
Nursing Identity – where to from here? 

Several authors (e.g. Cook et al., 2003; Ohlen & Segesten, 1998; Walter, Glass & 

Davis, 1999) have reported that a clear, separate and strong identity is integral to 

professional nursing. An important aspect of preparing professional nurses is 

supporting the development of their nursing identity. As noted in the first chapter of 

this thesis, shame is a cultural attribute – not necessarily positive or negative. This 
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study however, has highlighted that nurses identity is negatively affected by their 

experiences of shame. According to Deans (2004) negative emotions in a nurse can be a 

costly expenditure of energy and human resources. Given the current reported shortage 

of nurses, it is imperative that hospital administrators, nurse clinicians, educators and 

researchers continue to explore avenues that seek to understand and enrich the 

development of nursing identity.  

 

If these and other nurses were reminded that shame has a healthy side – it offers a sense 

of humility in the presence of awe-inspiring experiences, then perhaps the negative 

effects of shame, the assumption that it is inherently damaging can be challenged. 

There is much in nursing and about being a nurse to be in awe of. Being in awe of 

something is a concept not often discussed in nursing literature. Shame theorists Probyn 

(2004) and Scheff and Retzinger, (1997) make reference to awe and shame in the 

context that a positive sense of shame enables a person to be in awe of an experience, 

another person, or something. For example, Probyn (2004) described the sense of awe 

she experienced being at Uluru. For these authors the sense of being in awe was a 

humbling experience (Probyn, 2004; Scheff & Retzinger, 1997).  

 

It is helpful to be humble aside a fellow human’s experience of major life transitions 

such as birth, pain or death. It reminds us of our human connection and our frailty. It is 

helpful to feel humble aside another person’s superior expertise or genius. It reminds us 

of our limitations. These are all important for self-awareness, and appreciation of our 

own limitations and not something to feel ashamed of, or reduced as a person. Thus, 
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one recommendation in terms of nursing education would be to promote the positives 

of shame, awe and pride in relation to the work that nurses do.  

 

It may be beneficial for individual nurses and the nursing profession to gain a better 

awareness and understanding of experiences such as described by participants in this 

study. As reported in this study nurses were unprepared for the experience of shame in 

their profession. While nurses may talk about humiliating experiences that happen to 

them in nursing they have been unaware of the pervasive ways in which those shaming 

experiences have influenced their practice and their sense of self and their being-in-the-

world.  

 

Many nurses may deny having experienced shame in nursing until stories are told and 

experiences shared that create in others an awareness about their experiences. 

According to Deans (2004) nurses continually interact with one and another, thus 

shared meanings are taken for granted. He suggested that it may be easy to reflect that 

each person who has experienced a phenomenon has experienced it in a fundamentally 

similar way. Participants in this study had both unique and shared experiences of shame 

in nursing. Shared meanings are shaped by the unique professional and institutionalised 

structures which nurses work in.   

 
The shared experiences of shame in nursing – new possibilities 

Shame that is unacknowledged or denied may lead to bullying behaviour that is 

compulsive and outside of awareness. By bringing to consciousness, acknowledging 
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and discussing shame it may be possible to decrease incidents of workplace bullying 

reported in nursing. Increased knowledge about shame in nursing may assist nurses to 

make visible what has been invisible and silent in the profession.  

 

According to Scheft and Retzinger (2000) the social world that we live in is a complex 

place. They added that we have become so accustomed to navigating it that we are 

seldom conscious of its intricacies. It is suggested in this study that the phenomena of 

shame is one such intricacy in nursing. Nursing is a social world. Nurses continually 

communicate with one another verbally and non verbally. One way that nurses have 

navigated the experience of shame is through workplace bullying. The following 

discusses recommendations that have emerged from the findings of this research for 

education, research and administration. The discussion begins with suggestions about 

strategies nurses may find beneficial in the experience of shame. 

 

Recommendations 

One of the findings from this study was participants’ discomfort due the physical 

changes experienced in the experience of shame. There is nothing that can be done to 

stop a facial flush and increased body heat occurring. It is possible however to 

challenge one’s perception about what is happening. One recommendation concerns 

adaptive strategies that nurses could use when they experience shame. It is suggested 

that having an awareness of and acknowledging that they are experiencing shame will 

assist nurses self manage in humiliating and or intimidating interactions with 

colleagues. 
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One strategy that nurses could use is to recognise that the physical changes as described 

by participants have a self protective mechanism. Further that those mechanisms have 

been stimulated in response to being humiliated. It is an external response to an internal 

warning. The facial flush is not something to be ashamed of; it is a warning device, a 

natural response alerting a need to do something differently. 

 

At this initial stage it may be possible to learn self-control strategies to decrease the 

effect of the changes. In the moment of threat, a person usually responds by holding 

their breath. Telling the brain to breathe enables an individual to free oneself from 

feeling frozen or as one participant described looking like a rabbit “caught in the 

spotlights of a car”. Suggested strategies such as controlled breathing and response 

control techniques as used in cognitive behavioural therapy (Greenberger & Padesky, 

1995; Sheldon, 1995), may be useful. In the physiological process of breathing one is 

able to think more clearly. It may also help facilitate relaxation rather than arousal, thus 

one’s ability to respond to a colleague’s humiliating comments and behaviour is 

enhanced. It is proposed that by accepting the normal and involuntary physiological 

experiences of shame that occurs in response to intimidating and humiliating behaviour 

of colleagues, nurses will be able to use adaptive strategies to manage the encounter. 

 

Some suggested strategies that nurses can use once their emotional content is managed 

include the use of “I statements” for example, “I would like you to explain further”, 

questioning the intent of their colleague, asking for clarification, directly stating that the 
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behaviour is not acceptable or stating the intent to terminate the conversation if the 

tirade continues.  

 

To do this, nurses need to develop an awareness of what is happening for them in the 

shame experience and to bring into play other adaptive strategies. It is also important to 

recognise that strategies such as withdrawing, going quiet, and avoiding as described by 

participants serve very important functions in terms of surviving the experience of 

shame. However, it is the on going use of such strategies that are identified as harmful 

to relationships. Another significant finding from this study was how unacknowledged 

shame may influence behaviours such as ostracism and oppression. 

 

Acknowledging shame rather than denying shame may subvert the need or desire to 

ostracise and oppress. Insight may prevent unintended consequences. This new insight 

about why ostracism may occur highlights the need for different strategies to be 

identified and implemented to assist nurses manage such behaviour. A need for some 

not to work in isolation or to feel ostracised from their colleagues may lead to 

alternative ways of being with critical colleagues.  To consider implementation of other 

strategies, it may be necessary to educate nurses on the influence of shame in nursing.  

The following discusses recommendations for nursing education. 

 

Education 

In order to move forward and make changes in how nurses interact with colleagues, 

they need to recognise what is happening to them. It is imperative that nurses critically 
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examine their individual and group behaviour. The use of “critical consciousness” as 

discussed by Freire (1970) is one approach that could be used to engage nurses to 

critically self appraise the experience of shame in nursing especially in the context of 

workplace bullying. To reduce the incidence of unacknowledged shame in nursing, it 

may be helpful to implement education programs that discuss the experience of shame 

and specifically the experience of shame in nursing. A program similar to the Shame 

Management Program reported by Ahmed (2005) which integrates findings from this 

study is one suggestion. 

  

Such programs would aim to raise awareness and generate greater understanding about 

shame and its influence on nursing culture. A useful philosophical approach to 

education systems is Solution Focused Nursing. This philosophy, adapting from the 

insights of Freire and other critical social scientists, emphasises self-awareness and a 

solution orientation, as a key to understanding and overcoming shame. 

 

As McAllister (2003) explains, Solution Focused Nursing is a philosophy that 

emphasises how nurses work in all contexts - not just technical, but psychosocial. It 

involves joining with a client and facilitating adaptation, recovery and social 

connection. Solution Focused Nursing emphasises change at three levels: the clients, 

nursing and society. It conveys three principles for transforming nursing; noticing and 

revising dominant paradigms, focusing not only on problems but solutions too, and 

strategies for compassionate care (McAllister, 2003). 
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Thus, in keeping with this philosophical stance, relevant topics would include exploring 

the history of shame in society and in nursing, dominant and different cultural 

approaches to shame, how shame shapes individual and cultural identity, and the 

differences between toxic and healthy shame (Ahmed, 2005). It would also be 

important for nurses to use role training opportunities to practice adaptive strategies 

which acknowledge and manage shame when it is being experienced. A significant 

topic to integrate into any education program on shame is that of emotion regulation, 

specifically the involuntary and self-protective biopsychological responses to shame as 

discussed in Chapter Seven. Changing how one perceives oneself and colleagues may 

be a slow process. Thus, it might be necessary that such programs are run over a 

number of weeks and offered on an ongoing basis. 

 

An important consideration for nurse educators delivering education about shame in 

nursing would be to focus on what participants know rather than what they do not 

know. Focusing on what participants do not know could be a shaming experience and 

participants may handle this by avoidance and or attacking others (Ahmed, 2005). 

Further, it would be important to research the effectiveness of such programs in both 

the immediate and long term. Researching the effectiveness of education programs that 

focus on shame management in nursing is now considered. 

  

Future Research  

One of the main achievements of this study is to lay foundations for future research in 

this area. There are a number of possible studies which could be considered from the 
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findings of this study. It is proposed that further descriptive and exploratory research is 

required to explore other factors that may be entrenching nurses’ experience of shame. 

As demonstrated by several authors there is a strong relationship between 

unacknowledged shame and bullying (Ahmed, 2005) and unacknowledged shame and 

aggressive or violent behaviour (Lewis, 1987; Ray et al., 2004; Retzinger, 1991). 

Furthermore, it has been argued that individuals who have been recipients of bullying 

or violence in childhood are more likely to be recipients of workplace bullying and 

violence as adults (Ahmed, 2005; Smith et al., 2003). Mann (1996) highlighted that 

some perpetrators of workplace bullying had a history of being recipients of bullying in 

childhood. Thus, a study which explores factors which entrench nurses’ experiences of 

shame may offer new solutions to address the management of workplace bullying in 

nursing. 

 

Action Research is one approach that could be used to critically examine entrenched 

experiences of shame in nursing. Using such an approach, participants and researchers 

could reflect on why shame is experienced and maintained in nursing (Mannion & 

Cohen, 1994; Toulmin & Gustavsen, 1996). Using such an approach the researcher and 

participants could critically examine the role of shame in shaping cultural norms in 

nursing and further identify alternative ways of constructing shame within the 

profession.  

 

One of the issues raised in this study was the alliances formed by nurses. It would be 

interesting to explore what are the conscious and unconscious processes that lead 
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nurses to choose which individuals or groups to avoid and which to align with. It has 

been beyond the scope of this study to examine this question, however it is something 

that could be explored in future research. For example, an ethnographic approach 

(Aitkinson & Hammersely, 1994; Fetterman, 1998) could be used to examine 

sociocultural elements of shame in nursing. By focusing on a specific group/s and 

contexts of nurses an ethnographic researcher may uncover and bring to consciousness 

how shame shapes patterns of bonding and distancing from peers in nursing.  

 

Another suggested area to research using ethnography is that of transcultural shame in 

nursing. As discussed in Chapter Two there are significant differences between how for 

example, Japanese and Maori cultures perceive and manage shame compared to 

Western cultures such as Australia, America and the United Kingdom. There is a 

greater emphasis on the positive aspects of shame in the Maori and Japanese cultures.  

The experience of shame for nurses from other cultures may offer significant insights 

and strategies that could be developed into education and training programs in 

universities and hospitals in Australia. Questions raised in Chapter Seven about why 

nurses and nursing find it difficult to express pride in the work done also highlight areas 

of possibility for future research. 

 

Administration 

 
The experiences of shame as reported by nurses in this study occurred mainly in the 

clinical setting. There were some situations where participants recalled shaming 

experiences related to educational experiences. The study did not reveal experiences of 
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shame in administration, however it is likely that shame does occur in this context. It 

may be useful to explore shame in nursing in hospital administrators and in relevant 

policies and procedures, education and training. To do nothing is to be complicit in 

shaming in nursing. Insights in this context may offer more collaborative and political 

solutions for administrators so that they can act systemically rather than at the 

individual level.  

 

Existing solutions and insights have been identified. Pattison (2000, p. 96) offered the 

following suggestions to proceed towards creating and maintaining respectful social 

and individual relationships: 

1) gain a better understanding of the causes, prevalence and use of humiliating 

shame in society  

2) know how to foster circumstances that create respectful environments 

3) recover a sense of pride and identity to assist the processes of liberation – 

questioning oppressive behaviour and controls 

4) recognise the roles that individuals and groups take in maintaining the status quo 

and choosing to change. 

The suggestions proposed by Pattison (2000) could form a framework for nurturing 

changes in the workplace in relation to shame in nursing. 

 

The Restorative Justice Model (Ahmed, 2005: Braithwaite, 1999; Cameron & 

Thorsbourne, 2001; Morrison, 2001) which has been implemented in schools in 

Australia could also be used to address and manage workplace bullying in nursing.  
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This model aims to reduce the experience of shame in both perpetrator and recipient 

groups. Successful modelling a process of re socialising through healthy shame rather 

than shaming through punishment has been reported in the literature (Ahmed, 2005; 

Ahmed et al., 2001).  

 

Organisations may benefit from taking a solutions focused approach to implementing 

and modelling a culture which also focuses on strengths rather than problems. This 

focus could also be integrating into working with bullying behaviour that may be 

reported in organisations. Focusing on the strength, resources and resilience of the 

recipients of bullying may allow them to identify alternative avenues to managing their 

responses to the shaming experiences associated with bullying behaviours in the 

workplace.  

 

Finally, findings from this study indicate the need to provide nurses with professional 

supervision. Historically professional supervision has offered the opportunity for nurses 

to discuss issues relating to clinical practice (Holyoake, 2000; Hyrkas, Appelqvist-

Schmidlechner, & Paunonen-Ilmonen, 2002). Similarly the process of professional 

supervision could provide a safe forum where nurses could discuss, acknowledge and 

develop a greater self awareness of their responses to factors which influence their 

practice including interactions with colleagues (Morcom & Hughs, 1996).  
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Limitations 

There are certain limitations to this study. Qualitative, phenomenological research of 

this nature does not produce findings that are generalisable. Rather, the findings 

produce rich, thick description of experiences, which may resonate as meaningful and 

promote deeper understanding. This study aimed not to produce proof that shame 

occurs, but illuminate depth of meaning. Also, the participants were recruited from a 

post graduate nursing group studying at Griffith University. Such a group may have a 

particular view of the world, different from other nurses or nursing groups. This is 

another caution against generalising from the findings. A relatively small number of 

nurses participated. In phenomenological inquiry, it is common to have smaller 

numbers of participants (Eckert & Jones, 2002; Fielden, 2003; McCabe, 2004). In 

addition, the processes that I used helped overcome the limitation of participant 

numbers.  

 

The themes of self appraisal, professional identity in conflict, the experience of 

isolation and recrimination may be unique to these particular nurses in this study. Even 

so, these experiences were real and they are important to explore. In some situations, 

the themes supported broader themes associated with shame found in the published 

literature. The question of whether the findings of this study are likely to have meaning 

for other nurses in similar situations remains uncertain.  

 

The findings however, are useful in that they have illuminated the experience of shame 

in nursing The identification of themes at best may only ever be a simplification of the 
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whole (Breaden, 1997). They are perhaps therefore inadequate when being used solely 

to interpret the phenomenon of shame in nursing. The stories of the nurses who 

participated in this study have not been reduced to abstract generalisations. The nurses 

remain alive in the text as their stories and their experiences were woven into and 

through the discussion. I have added my own voice in the creation of the text. The 

stories of the nurses are open to an array of further possible interpretations. 

 

Conclusion 

Acknowledging shame is an important practice for nurses and nursing. This study goes 

someway towards that acknowledgment through deeper exploration. This study has 

uncovered the importance of nurses being able to maintain their sense of dignity and 

identity in the moment of being shamed. Accordingly, nurses need to realise the 

significance of the shaming experience and utilise that knowledge to use more adaptive 

strategies in the moment such as focusing on their breathing and on positive self talk. 

This study has also revealed more complex aspects to the shaming process that require 

careful consideration and these were discussed under the theme the experience of 

isolation.  

 

The findings from this research add depth and breadth to the limited body of knowledge 

related to the concept shame in nursing. Further, the findings add new understandings 

and knowledge to the nature and meaning of this phenomenon in nursing. 
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The major findings from the essential themes self appraisal, professional identity in 

conflict, the experience of isolation and recrimination show promising potential to 

generate new knowledge about shame in nursing and nursing identity.  

 
In relation to nursing, internalised shame is not readily recognised although the 

negative emotions that are linked to it are clearly felt. These emotions may include 

feeling guilt, ashamed, inadequate, embarrassed, uncertain, angry, afraid or hurt. When 

these emotions are left unprocessed or unidentified as shame, then they are likely to 

have negative consequences. But recognising this hidden shame and bringing it to 

conscious awareness can express shame. Further, its adaptive functions, to provide 

moral direction and teach respect are or could be reclaimed. It is argued that 

acknowledging and discussing shame openly in nursing will enable greater awareness 

of behaviours and interactions being enacted in the profession.  

 

The need for self awareness and self responsibility has emerged as integral factors if 

shame in nursing is to evolve from a maladaptive to an adaptive way of managing the 

experience of shame as a nurse. It is unlikely that the experience of shame in nursing 

can be entirely eliminated. However, while shame in nursing exists, the profession can 

continue to learn and develop through the lessons offered. It is argued that healthy 

shame in nursing may provide nurses and the profession with new ways of addressing 

nursing identity and addressing culture practice such as bullying, silence and ostracism. 

The attention to self or some aspect of self that is triggered by shame can increase self 

awareness and knowledge. Managed properly, shame can play a positive role in self 

development and self improvement individually and culturally.  
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APPENDIX  A 

 

Consent Form for Postgraduate Nursing Students 

 

“What is the lived experience of shame in nursing culture and 

what does this mean for nursing culture?” 

 

I have read the information sheet entitled “What is the lived experience of shame in 

nursing culture and what does this mean for nursing culture?”. I understand that this 

research aims to understand what it means to be shamed in nursing by exploring how 

shame influences and shapes nursing identity and ultimately nursing culture. 

 

I understand that I will be asked to be involved in the following activities: 

1. I will participate in an initial interview that will last one to one and a half hours, 

the interview will be audio taped;  

2. I will be asked to meet with the researcher at a later date for a second interview 

this will give the researcher the opportunity to clarify points from our initial 

interview and will give myself the opportunity to comment upon the study in 

progress. My participation will be voluntary and I will be free to withdraw from 

the study at any time. 

 

I understand that feedback in the form of a summary of the findings from the study will 

be provided to me on completion of the study. I understand that the researcher will 
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maintain confidentiality of the data collected and that there will be no identification of 

myself in any subsequent publications.  

 

I have read the information sheet and the consent form.  I agree to participate in the 

“What is the lived experience of shame in nursing culture and what does this mean for 

nursing culture?” study and give my consent freely.  I understand that the study will be 

carried out as described in the information statement, a copy of which I have retained.  I 

realise that whether or not I decide to participate is my decision and will not affect my 

studies.  I also realise that I can withdraw from the study at any time and that I do not 

have to give any reasons for withdrawing.  I have had all questions answered to my 

satisfaction. 

Signatures: 

         ………………………………………………..  ……………….. 

Participant      Date 

 

 

.…………………………………………….                 ………………            

 Researcher      Date 

 

 

 

 

 


