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ABSTRACT 


Commendations, a Family Systems Nursing intervention that has been 

distinguished as an essential component of the Illness Beliefs Model (1996), developed 

by Drs. L. M. WrighF, W. L. Watson, and J. M. Bell at the University of Calgary was the 

focus of this interpretive inquiry. Commending, within this practice model, refers to the 

act of drawing forth and highlighting previously unobserved, forgotten, or unspoken 

strengths, competencies, and resources. 

The participants in this study were three families who sought assistance at the 

Family Nursing Unit outpatient clinic, at the University of Calgary, and the graduate 

nursing students and faculty member who participated in the therapeutic conversations 

with these families. Videotapes of the clinical interviews, therapeutic letters, clinical 

documentation, and research interviews formed the text for the study. Textual 

interpretations were shaped and guided by Gadamer' s (1989) philosophical hermeneutics. 

It was within the context of the families ' suffering, and the intricate complexities 

of the therapeutic relationships between the families and the nurses, and between the 

participants and the researcher, where the eventful and artful nature of commending 

practices was opened to expression and illumination. Families and nurses reported and 

reiterated the value and power of these seemingly "simple" clinical moves that brought 

forth goodness, and helped alleviate their suffering. The moral and ethical threads of the 

goodness inherent in this artful nursing practice were revealed in the textual analysis. 

This research challenges the seduction and slide ofpedagogical practices towards 

routinizing and ritualizing such delicate contextual conversational events, and the 

labeling of these praptices as " interventions." 
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CHAPTER ONE 


INTRODUCING COMMENDATIONS 


The Address of the Topic 


For fourteen years, in my clinical practice as a nurse, a marriage and family 

therapist, and a clinical teacher and supervisor in the area of mental health nursing, 1 was 

fascinated with the process and intervention of reflecting teams (RT) (Andersen, 1987, 

1990; Wright, Watson, & Bell, 1996). A number of questions were percolating for me 

related to the potency and power I had observed within this intervention. Therefore, I was 

drawn to doctoral study within the Family Nursing Unit (FNU) (Wright, Watson, & Bell, 

1990; Wright et aI., 1996) at the Faculty of Nursing, the University ofCalgary. RTs are a 

routine part ofthe practice within the specialization ofFamily Systems Nursing (FSN) 

(Bell, 1996; Wright & Leahey, 1990, 2000; Wright et aI., 1996), as it is practiced in this 

outpatient clinic. My focus, however, shifted unexpectedly one day during one of my 

doctoral clinical practicums in the FNU. Here, once again, I encountered the FSN 

intervention of "commendations." I did not go looking for commendations, but 

commendations found me. Captivated by this topic, I left my initial interest in RTs far 

behind only to pick it up again later in the light of commendations. 

On this particular clinical day, I was listening from behind a one way mirror to a 

therapeutic conversation that was unfolding between a family and a graduate nursing 

student. In the first few minutes of the conversation, the family began sharing a story that 

was not directly related to their illness experience, but instead was about their rather 

complicated and circuitous journey to the FNU. Floating anxiety and tension dominated 
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the conversation as the graduate nursing student struggled with this family to establish a 

common ground and a focus for the clinical interview. 

The rooms where these family conversations take place are unique, and out of the 

ordinary. One way mirrors stretch the length of two walls, and it is behind these mirrors 

where the clinical supervisor, other graduate students, and occasional international 

professional colleagues are positioned and hidden. They may be of sight but they are 

seldom out of mind in the early interviews. The observers, positioned behind the mirror, 

are listening and intervening by offering directives via a private intercom phone that is in 

place between the two rooms. Supervisory feedback, offered in this manner, is believed 

to come from a more separate, neutral, and objective position. Video cameras, suspended 

from three comers of the room, controlled and monitored by a technician in yet another 

room, capture the entire event for later review by the student This experience can be as 

overwhelming for the graduate nursing student clinicians as it sometimes is for the 

families who present for assistance. Any early tension and anxiety between the 

interviewer and family, as it relates to this foreignness of this setting, generally dissipates 

as the therapeutic conversation unfolds, becoming replaced by a focus and intensity on 

the issues that brought the family for assistance. 

Dr. Lorraine M. Wright, the clinical supervisor, was positioned behind the one 

way mirror and telephoned into the room with supervisory instructions for the graduate 

nursing student She did not immediately offer recommendations but first stated, "you are 

doing a great job." I knew from first hand experience as a graduate student that these 

words, frequently and deliberately delivered by Dr. Wright, usually offered immediate 

comfort and support, momentarily halting oppressive self critique, self doubt, and 
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anxiety. Actively trying to listen, assess, and intervene with an anxious and distressed 

family, while at the same time juggling intense performance anxiety, can be at times 

immobilizing. This gentle compliment, offered to me as a student, always reminded me to 

breathe and seemed to invite me to listen more attentively and openly to the remaining 

supervisory feedback. 

After supporting and encouraging the graduate student with these words, Dr. 

Wright pointedly dir~ted the student over the telephone to offer the following 

"commending" statement to the family. She said, "Tell the family that we are impressed 

with their perseverance in seeking assistance, and that we believe this perseverance 

speaks to their family's strength and courage. A courage to push, even when it seemed 

that the health care professionals were not listening. " The graduate nursing student 

delivered this statement with a confidence foreign to the tentativeness dominating the 

tone of her earlier comments in the therapeutic conversation. A commendation refers to 

the act ofdrawing forward and highlighting previously unobserved, forgotten, or 

unspoken family strengths, competencies, and resources (Wright et aI. , 1996). 

Experiencing some discomfort, I feared that this warm but simple statement was 

premature given the tension floating in the room. I wondered if a positive comment 

delivered so confidently and quickly, and initiated from a team behind the mirror might 

be experienced as contrived and insincere, and therefore lack substance or meaning for 

this family. I was caught completely "off guard" with the turn of events that followed the 

offering of this statement. 

The commendation made a significant and noticeable difference to the evolving 

therapeutic conversation. One fatnily member's eyes instantly welled over with tears, and 
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appearing visibly to,}ched, she nodded her head in agreement. The earlier story now 

seemed silenced, but not closed. This deliberate, positive statement captured something, 

and dramatically transformed the conversation into a dialogue with a palpably different 

tone; one where the family and nurse suddenly seemed more real, relaxed, and connected 

to one another. These same commendations were woven tightly into the RT comments 

that were offered by the clinical team as they acknowledged the perseverance and 

courage required in facing such serious health concerns. At the conclusion of the session, 

the family thanked the nurses for recognizing these attributes. It was this turn of events 

that awakened my curiosity (Gadamer & Dutt, 2001) about commendations, and it was in 

this moment that I was completely claimed by this intervention. 

Therein began my quest with commendations. My previous research goals 

directed towards better understanding R Ts as a nursing intervention were suddenly 

submerged and usurped by a curiosity, attention, and tension directed towards the 

intervention of commendations. I wondered what had opened up for this family and nurse 

in the offering of this simple commending statement. What was the connection, if any, 

between the woman's tears, the palpable softening of the participants in this therapeutic 

conversation, and the offering of this commending statement? The graduate nursing 

student's changes in posture and tone intrigued me. I was curious about how these 

changes might be connected to the delivery of a commending statement, or the reception 

of a compliment offered by the clinical supervisor. Could this seemingly simple focus on 

strengths be that powerful? If these changes were indeed connected to the 

commendations, what was the nature of the event ofhearing such a comment? It was 

from this captivating and compelling therapeutic interaction in one clinical session where 
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my research topic changed and evolved into a hermeneutic inquiry (Gadamer, 1989) 

about this FSN intervention called a "commendation" (Wright & Leahey, 1990, 2000; 

Wright et aI. , 1996). 

At the beginning ofevery effort to understand is a concern about something: 
confronted by a question one is to answer, one' s knowledge of what one is 
interpreting is thrown into uncertainty, and this causes one to search for an 
answer. In order to come up with an answer, the person then begins asking 
questions. (Gadamer & Dutt, 2001, p. 50) 

The gentle goodness of such commending moments can invite a dismissal of their 

power and complexity. They can appear deceptively simple, even weak or tepid. It is this 

taken for granted event that happens between nurses and families, or supervisors and 

nurse clinicians, that captivated me. In philosophical hermeneutics, the experience of 

being claimed, or captured, by such an event is referred to as the address (Gadamer, 

1989). 

The unobtrusiveness and inconspicuousness of the majority ofour day to day 

nursing practices are seldom given a second thought until we are faced with what 

Heidegger (1996) called a "breakdown." In this instance, the breakdown was the positive 

outcome of an event that I assumed would be meaningless; on the contrary, it appeared to 

be very meaningful. 

At the point of breakdown, we may observe a significant fact: the meaning of 
these objects lies in their relation to a structural whole of interrelated meanings 
and intentions. In breakdown, for a brief moment the meaning of the object is lit 
up, emerging directly from the world. How different such an understanding of an 
object is from a mere intellectual comprehension! (Palmer~ 1969, p. 133) 

The Clinical Context 

The FNU, in the Faculty ofNursing, University ofCalgary, is a unique 

educational, clinical, and research setting that was established in 1982 by Dr. Wright 
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(Wright et aI., 1996). In this setting, clinical supervision of advanced practice nurses has 

included the use ofone way mirrors and telephones for the past 21 years, and RTs have 

been consistently conducted for about 15 years (Dr. Wright, personal communication, 

March 3, 2003). Families present for assistance to the FNU with a wide range of physical, 

emotional, relational, or spiritual suffering, most often related to acute, chronic, or life

threatening health concerns. 

Practice in the FNU is situated within a FSN perspective (Wright & Leahey, 

1990; Wright & Leahey, 2000; Wright et aI. , 1996). The Illness Beliefs Model 

(IBM)(Wright et aI., 1996), developed by Drs. L. M. Wright, W.L. Watson, and 1.M. Bell 

is the primary model that guides the advance practice in this educational and research 

clinic. Foundational models such as the Calgary Family Assessment Model and the 

Calgary Family Intervention Model (Wright & Leahey, 2000) are also embedded in this 

practice. 

The IBM perpeives of problems as located in families ' belief systems; therefore, 

interventions are focused on exploring, understanding, and challenging families ' 

constraining and facilitating beliefs about the problems. The IBM is informed by 

postmodern ideas and more specifically by Maturana and Varela's (1992) biological 

theory of cognition. I have a familiarity with this model as I studied with these academics 

and clinicians from 1987-1989 during my masters degree in nursing, and was later a 

research assistant on a hermeneutic study that led to the development of the IBM (Wright 

et aI. , 1996). Given this history, my nursing practice was deeply influenced by these 

ideas. I have also been equally intrigued and drawn to narrative therapy practices as 

described by White and Epston (Epston, 1989; White, 1989, 1995a, 1995b, 1997, 2000; 
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White & Epston, 1990). These narrative therapy ideas have been heavily influenced by 

post-structuralism, and especially the work ofMichel Foucault. 

Extending the Claim of Commendations 

We need a more sophisticated form of thinking: one that can deal with both fact 
and meaning, proceed with rigour and awe at once. But that won't materialize 
overnight. And until it does, it seems to me, it's worthwhile just sitting still. 
Swapping stories about what claims us, even if we have no concepts in which to 
formulate it. .. . For these experiences ofbeittg claimed are among our 
landmarks-basic givens, which a more adequate way of thinking would ponder 
and sift, and eventually orient itself by. How are we seized by what we cannot 
bargain with? (Lee, 1998, p .viii) 

My research, a hermeneutic inquiry (Gadamer, 1989) focused on the FSN 

intervention called a "commendation" (Wright & Leahey, 1990, 2000; Wright et al., 

1996) begins medias res, that is "in the middle of things" (Abrams, 1993, p. 55). It begins 

not at that point situated three years ago when the topic first claimed me, but right here, 

right now, in the middle ofmy rather rough and untidy thinking. This data, although 

organized and delivered in a temporal and linear fashion, will not unfold in the usual 

methodical way of scientific projects, nor will it be presented in the style of a scientific 

project. It is not organized into an argument encouraging the use of this intervention, nor 

is it intended to dissuade a nurse clinician. My objective is to open up sensitive, 

reflective, and critical dialogue about commendations, and some of the ways that this 

intervention surfaced in therapeutic conversations in the FNU. The stories in this thesis 

will sometimes speak in deep and rich tones while, at other moments, only a shallow 

surface can be detected, but this surface is no less demanding of attention. Confusion and 

contradiction may appear in the dialogue, and consensus is not a goal of this particular 

inquiry (Jardine, 19~8). 
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Caution must be applied towards generalizing any ofthe claims made in this study. 

It is not the intention of philosophical hermeneutics (Gadamer, 1989) to provide 

conclusions or all-inclusive recommendations. The ideas in this thesis might offer the 

reader a beginning point for thinking about commendations, but they do not claim to 

offer the beginning or the end point to this topic, they are quite simply pieces of the 

middle. 

One of the hardest things to accept is learning to live within uncertainty and 
neither deny it nor hide it. Most of all, to listen to the messages of uncertainty 
without allowing them to immobilize me, not keep me from the certainties of those 
truths in which I believe. (Lorde, 1988, p. 132) 

The interpretations in this thesis are not intended to offer an autobiographical 

account of my experience, although Smith (1991) suggested that all writing is to some 

degree autobiographical. Hermeneutics is a deeply personal journey of self discovery 

(Drew, 2001 ; McCormack, 2001; Smith, 1991) and one that must include reflective 

engagement by the researcher with whatever text presents itself as it relates to the topic of 

mqUlry. 

Hermeneutics is not interested in reproducing either the participant's or the 

researcher's prejudices and meanings, but is interested, through dialogue, of "bringing 

forth" (Maturana & Varela, 1992) the expression of something meaningful about a 

particular topic. This intervention was noticed, described, and named within a particular 

nursing setting, and I have studied this intervention within the same context. Therefore, 

situating (Haraway, 1988) both the intervention and myself will be a crucial step towards 

beginning to identify my prejudices and preunderstatldings (Gadamer, 1989). 
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CHAPTER TWO 


THE HISTORY OF COMMENDATIONS: CONTEMPORARY TRACINGS 


Commendations in the Family Nursing Unit 


My doctoral supervisor, Dr. Lorraine M. Wright, was the first to describe 

commendations as the interventive nursing action of drawing forward and highlighting 

previously unobserved, forgotten, or unspoken family strengths, competencies, and 

resources (Wright et aI. , 1996). Although aware of her therapeutic stance of commending 

family members in therapeutic conversations in the late 1980's, Dr. Wright was less 

aware of what Dr. Fabie Duhamel, Faculty of Nursing, University ofMontreal, labeled as 

a repetitive pattern of commending in the FNU (Dr. Wright, personal communication, 

March 3, 2003). Dr. Duhamel, also a nurse, was collecting data in the FNU for her own 

doctoral study when she made this observation. After watching a number of clinical 

interviews that were filled with a wealth of positive statements that focused on strengths 

and resources, she remembered also noticing how caring she perceived the nurses to be in 

those moments (Dr. Duhamel, personal communication, Dec 16, 2002). Following this 

reflection by Dr. Duhamel, commendations began to be offered routinely at the end of 

each session with every family in the FNU (Dr. Wright, personal communication, March 

3,2003). 

While reviewing written transcripts of clinical conversations Dr. Wright, and her 

colleagues, Drs. Watson and Bell, noticed an abundance of positive statements being 

offered in both the body of the therapeutic conversations and at the end of the family 

interviews. These transcripts had been generated as a part of a hermeneutic study that 

later formed the backbone of the lllness Beliefs Model (ffiM) developed by Wright, 
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Watson, and Bell (1996). It was during the writing of the book outlining the IBM that 

commending practices became clearly identified as a significant and central component 

ofthe model (Wright et al. , 1996). 

Choosing the word commendation as a label to describe this clinical intervention 

was deliberate. In the English language, to commend means to present something as 

worthy ofacceptance, to direct attention towards, or to praise and to recommend (Onions, 

1957). The word commendation is from the Latin "commendare," meaning to give in 

trust or charge and it pertains to the approval of the conduct or character of a person 

(Hoad, 1986). "Approval of conduct" or "character" is then demonstrated by the nurse' s 

action of noticing, verbalizing, and directing attention towards particular positive 

attributes of a family, or an individual, during a therapeutic conversation. 

Commendations have been distinguished from compliments in the IBM where 

compliments are described as observational statements about a one-time event, while 

commendations focus on sustainable patterns observed across time (Wright & Leahey, 

1994, 2000). 

Solution focused family therapists, however, have embraced the language of 

compliments rather than commendations (Campbell, Elder, Gallagher, Simon, & Taylor, 

1999; deShazer, 1988; Wall, Kleckner, Amendt, & duRee Bryant, 1989). Compliments 

are defined as ceremonial acts or expressions of respect or admiration (Onions, 1957) and 

the etymological root of this word suggests that a compliment is a polite phrase of 

commendation (Hoap, 1986), bringing us full circle to the definition offered by Wright et 

al. (1996). 
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Narrative therapists (Freedman & Combs, 1996; Freeman, Epston, & Lobovits, 

1997; White, 1989,2000; White & Epston, 1990) have adopted terms like "unique 

outcomes" or "sparkling moments" to describe the movement of drawing forward 

strengths and resources, or of noticing those actions and thoughts that fall outside of the 

more dominant problem saturated stories. Commendations, compliments, or sparkling 

moments, although distinguished as different, may well create similar experiences for 

families given their converging intentions on drawing forward family strengths and 

resources. These interventions might also share an affinity to other concepts such as 

caring, listening, support, affirmation, encouragement, and empathy. 

The word commendation itself may be unique to the English language; for 

example, there is no word for commendation in the Swedish language (Bell, 2001 ). 

However, what comes forward in the experience of receiving praise, attention, and 

acceptance may be a more familiar, shared human event. Perhaps it is this experience of a 

shared human event focused on drawing forth strengths and resources that is captured afld 

labeled differently in all three of these models. 

Commendations in the lllness Beliefs Model 

The IBM shapes and informs clinical practice in the FNU, and it is within this 

model where commendations have been described and labeled as a FSN intervention 

(Wright & Leahey, 1990; Wright et aI. , 1996). In this practice model, relationships are 

understood to be complex, unpredictable, evolving, and always brought forward in 

language. Interventions are synonymous with moves or actions that create opportunities 

for reflection (Maturana & Varela, 1992) in conversation with families. It is believed that 

these reflections concentrate around the families ' constraining or facilitating beliefs 
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related to the problem and/or solutions to the problem. Commendations also evolve from 

one of the core beliefs of the IBM about families: "all families have strengths, often 

unappreciated or unrealized" (Wright et aI. , 1996, p. 50). 

In the IBM, distinctions are drawn between macro moves and micromoves. 

Commendations are considered to be micromoves, those purposeful therapeutic behaviors 

that nurses adopt to invite families to reflect on their beliefs about themselves, their 

problems, or relationships (Wright et aI. , 1996). Macromoves, on the other hand, are the 

less tangible elements of the therapeutic conversation, the elements that contribute to the 

development and m~intenance of a strong therapeutic relationship, a relationship based 

on mutual trust and hope, and a belief in families ' strengths and resources (Wrightet aI. , 

1996). It is these less tangible, powerful, foundational philosophical beliefs that shape the 

micromoves in the IBM; fluidity between the micro and macro moves is assumed 

(Wright et at. , 1996). This fluidity suggests that the essential and pivotal therapeutic 

relationship is guiding and influencing the development of the intervention, and 

reciprocally, all interventions influence the therapeutic relationship. Attention to the 

therapeutic relationship is tantamount to the intervention since it is within this 

relationship where all interventions are actualized (Wright & Leahey, 2000). One 

difficulty with drawing forth this kind oflinguistic distinction, foregrounding the 

purposeful aspects of commending, is that its complex and eventful character can become 

muddie~ and oversimplified. 

The IBM describes commendations as a move that can purposefully distinguish, 

highlight, elaborate, or summarize a families ' strengths, resources, experiences, or stories 

(Wright et aI. , 1996). Commendations may be offered in therapeutic conversations, 
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therapeutic letters, or in RTs (Wright et at., 1996). The immediate, and delayed 

affirmative responses, and reactions of the majority of families receiving commendations 

suggest that they are an effective therapeutic intervention (Wright & Leahey, 2000). 

Familiar Tales: 

The Kinship of Commendations, Compliments, and Sparkling Moments 

A tale can be understood to be a narrative or a story (Onions, 1957). Tracing the 

kinship and the history of the familiar tales and accounts about the true, legendary, or 

fictitious sides of commendations in clinical practice may begin to open up some of my 

prejudices and preUl}derstandings about this topic. For it is in the telling of these tales 

where a process of reckoning, reclaiming, and a building of possibilities happens. History 

is also a story of conservation (Maturana & Varela, 1992). 

Tales o/Best Practice: Structure and Voice 

Commendations and compliments are both characterized and described 

consistently in the literature as a verbal intervention, a statement focused on praising and 

acknowledging the family (Campbell et aI., 1999; Levac et at , 1997; McElheran & 

Harper-Jaques, 1994; Robinson & Wright, 1995; Tapp, 2000; Wall et aI., 1989; Wright & 

Leahey, 2000; Wright et ai., 1996). With this focus, the words, the content, and the form 

of the commending statement is emphasized, relegating the actions to a conscious, 

deliberate, and intentional realm, portraying a deliverable commodity. Central to this 

analysis is the thoughtfulness and expertise contained within the nurse's deliverable 

statements. What remains hidden is the reciprocal nature of the relationship between the 

nurse and the family, relationships between family members, bodily responses, and 

silences. These are all locations where curiosity, questions, listening, and healing may 
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emerge. This emphasis on the intentional verbal actions of the interviewer is also present 

in the narrative therapy literature, although there is not the same focus on word content. 

Unique outcomes might include a person's actions, plans, statements, feelings, desires, 

thoughts, beliefs, commitments, or abilities, and it is these outcomes that are purposely 

distinguished, articulated and brought forward into the conversation (Freedman & 

Combs, 1996; Morgan, 2000; White, 1989,2000; Zimmerman & Dickerson, 1996). 

Walsh (1998), while focused on strengthening family resilience, advocated for a shift 

away from developing intervention techniques to instead developing "strength oriented 

conceptual tools" (p.23) that can guide and inform practice. 

The existing descriptions ofcommending and related practices consistently 

acknowledge the nead to simultaneously juggle the delivery of the intervention with 

sensitivity to the particulars and the context, although there is limited discussion about 

how one achieves this balance. It seems that we trip over the language of the relational 

aspects of this process, perhaps because these dimensions are difficult to articulate. 

Apparent in this awareness of the multiple dimensions is an acknowledgment of the 

complexity and contingency of any therapeutic action to the particular person and 

situation. The consistent slide, however, is towards simplifying th~ practice, by trying to 

establish general rules of behaviour and conduct with regard to the delivery of the 

intervention. Also in this movement, what is less often acknowledged is that the nurse is 

already tangled and embedded within the language of the shared interview, healthcare 

system, community, and culture. The dominant language practices slip families into the 

category of an object, while silently positioning the nurse as separate and outside of the 

relationship. 
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If we assume that noticing and commenting on strengths has a circular nature, as 

Wall et al. (1989) suggested, commendations will alter both the family's and the nurse' s 

understandings of thF problem, solutions, and even the therapeutic relationship. 

Echevarria-Doan (2001) described how in her collaborative inquiry using resource-based 

reflective conSUltations, family therapists reported more expanded views of families 

when resource based language was drawn forward in their conversations about families. 

The influence of these expanded conversations on later contacts between the therapist and 

family were not reported. 

Moules (2000), in a hermeneutic study that focused on the family intervention of 

therapeutic letter writing, reported that families identified the commendations offered in 

the text of therapeutic letters as very significant. She suggested that commendations 

offered not only a pragmatic stance, but also an ethical one, given that they appeared to 

reduce families' suffering. Robinson's (1996) grounded theory study identified important 

aspects of nurses ' healing relational stances which included one component as that of the 

nurse becoming a mirror for families ' strengths. Robinson (1998), in exploring the 

process and outcomys of nursing interventions with families experiencing chronic illness, 

reported that the orientation towards possibilities, strengths, and resources was an 

extremely potent aspect of therapeutic conversations, particularly for the women in the 

families she interviewed. 

It has been suggested that commendations and unique outcomes both assist with 

creating a context for change by opening up families ' abilities to hear and notice different 

stories, or different aspects of their life, generally those in opposition to a problem story 

(Freedman & Combs, 1996; Levac et aI. , 1997; McElheran & Harper-Jaques, 1994; 



16 

Morgan, 2000; White, 1997; Wright & Leahey, 2000; Wright et aI., 1996; Zimmerman & 

Dickerson, 1996). Is the potency of a commendation connected to the way that it invites 

people to remember and notice pre-existing strengths, or does it open up new and 

different knowledge? 

The offering of verbal commendations, generally described as located within a 

cognitive domain, has been noted to frequently awaken the emotional response of 

weeping or crying in family members (Campbell et al., 1999; Wright & Leahey, 2000). 

Moules and Tapp (2003) further described a phenomenon where undergraduate nursing 

students became tearful in offering commendations to their peers while participating in a 

structured experiential 'commending' exercise. The nature and meaning of these 

emotional responses is likely vast and contextual. Perhaps emotional responses invite 

nurses into particular language practices, or behaviors that could be interpreted as 

commending, even if they are not in a verbal domain. Genuine listening, and the offering 

of silence, could be interpreted as a commendation delivered in the language of emotions 

(Houger Limacher & Wright, 2003). 

Ogrodniczuk, Piper, Joyce, and McCallum (2001) found that women responded 

better to an approach that used more active praise and pointing out of strengths, in 

contrast to men who responded to a more confrontational style of interaction. This is 

similar to Haley's (2001) reflections in her discourse analysis that studied couples' 

experiences with a reflecting team. Men, in her study, commented that they desired more 

concrete instrumental feedback from the team members, in addition to supportive or 

commending comments. Gender, as related to commendations, has not been addressed in 

the existing literature. 
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Gottman (1999), using an observational coding system, identified that 30 seconds 

more per day of positive affect (agreement, laughter, approval, assent, humor, and 

positive physical contact) between a newlywed couple predicted whether the couple 

would six years later be divorced, together and happy, or together and miserable. He 

suggested that one area that has received a scant amount of attention is that of the role of 

positive affect in predicting the outcome ofmarriages. Is this same climate of positive 

affect created through the delivery of a commendation? 

Conflicting descriptions of the best ways to use language surface in our 

descriptions of best practice. It has been recommended that the nurse remain sensitive to 

families ' language in the delivery ofa commendation (Wright et ai., 1996), that the 

family' s own language be adopted in the articulation of a verbal commendation 

(McElheran & Harper-Jaques, 1994), and that different language be utilized as a means 

of restructuring, re-Iabeling, or renaming difficulties in order to open space for change 

(Campbell et ai. , 1999). 

The stage -of the therapeutic relationship has been depicted as influential in 

determining the nature and word content of the commendations that will be offered. In 

the early stages of a relationship, the focus and emphasis of the commendation will be 

towards joining, engaging, normalizing, validating, establishing rapport, and fostering 

openness, while in the later stages, conversations will tum will be towards facilitating, 

enhancing, selling, or modifying change (Campbell et at , 1999; McElheran & Harper

Jaques, 1994; Wall et aI., 1989). These descriptions, however, reflect the difficulties that 

surface when we attempt to clearly define the best structure, format, or content of a 

commendation, by decontextualizing the practice; and approaching language as a tooL 
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The developmental age and stage of family members might also playa role in the 

experience of receiving a commendation. In what forms children best hear and 

experience commendations might be quite different from an adult. This area has not been 

studied. It is possible that children might respond more readily to non-verbal 

interventions. For example, the intervention of commendations, may take the form of 

encouragement through one's tone, silence, listening, or in more playful, concrete, and 

visual forms like therapeutic letters or certificates (Freeman et aI., 1997; Houger 

Limacher & Wright, 2003; Lipovsky, 1991). 

It has been suggested that commendations be offered within the first 10 to 15 

minutes of an interview (Levac et aI. , 1997; Wright & Leahey, 2000), that at least two 

commendations be Qffered in a fifteen minute interview (Wright & Leahey, 1999), and 

compliment templates had been developed (Campbell et aI. , 1999). In the recommended 

best practice guidelines for participating on RTs, it is consistently suggested that a nurse 

positively connote, compliment, or commend a family member before offering other 

kinds of feedback (Andersen, 1987; Freedman & Combs, 1996; Wright et aI. , 1996). 

These recommendations appear to offer what can be very useful directives for messy, 

complex, conversational processes. Practice guidelines can be seductive in their clarity, 

luring us into unquestionable ascription, generalized and repeated application, and into a 

false sense of beneficence. Prescribing, ritualizing, and developing tight guidelines risk 

inadvertently oversimplifying nursing practice, sidetracking the equally meaningful 

generative dialogue focused on better understanding what constitutes our best practices 

(Benner, Hooper-Kyriakidis? & Stannard, 1999). One form of commending and 

acknowledging that I believe has become silenced and lost with the emphasis on 
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prescribing best voice and form in commending practices is that of silence and listening 

(Houger Limacher & Wright, 2003). 

Silent Tales 

I believe that the existing defInition of commendations as direct, planned, verbal 

statements that draw forward and highlight family strengths needs to be expanded to 

include dimensions of indirect, non-verbal, and even accidental shaping embedded in 

questions, silences, listening, and families' self-commending practices (Houger Limacher 

& Wright, 2003). Commendations appear to be communicated in the asking ofquestions, 

the choice of words, the intonations of the speaker (use of liquid or solid sounds, loud or 

soft volumes), and in the tone or placement of the silences. "Silence is not merely linked 

with some active human performance. Silence itself is an active performance" 

(Dauenhauer, 1980, p. 4). Listening and silence have been described as an art, the flip 

side of the whole of speaking, and as a necessary component of effectively 

communicating with others (Nichols, 1995). Fiumara (1990) believed that the 

contemporary emphasis on the verbal side of language might be a western cultural 

construction, located in a system ofknowledge that ignores the process of listening. 

Listening and speaking ought to be carried out mutually since the ability to create 
a silence, and thus determine a new perspective, belongs to those who can speak 
in so far as speech represents a decision or a choice; silence is radically different, 
in this case, from an expressive inability or stuporous state of imposed muteness, 
just as the rituals of fasting would be difficult to envisage in a community that 
was always on the verge of starvation. The philosophical attention devoted to the 
concern for listening now coexists with a deafening cultural scene. And in the 
increasingly tight interaction oflanguage games even our coexistential ability to 
deliberate pauses ofregenerating silence might be put in jeopardy. (Fiumara, 
1990, p. 99) 

The complexity ofcommending practices as they surface in conversations, and 

the ways that these events influence the therapeutic relationship, in silence, listening, and 



20 

speaking are intriguing, confusing, and complex. I have noticed how family members 

often initiate the practice ofverbally commending one another, before the nurse, 

introducing particulCJ,f words, stories, or interpretations of events that wind their way into 

the nurses' commendations. Families appear to respond in dramatic emotional ways to 

commendations offered by RTs, especially statements delivered by more experienced 

clinicians or faculty members, as in the FNU. Perhaps there is an amplification of 

commendations with the presenc~ of multiple voices, voices of authority, or it might be 

that the voices of authority and experience are tapping into something substantively 

different than the graduate nursing students. These nuances have not been described or 

discussed elsewhere in the literature on commendations. What is apparent to me is that 

the practice of commending does not unfold in a smooth and linear fashion from a single 

statement or event, yet the single statement or event does appear meaningful, and does 

influence the direction of the conversation. 

Tales a/Strengths and Resources 

Emphasizing strengths is a foundational cornerstone of the IDM (Wright et aL, 

1996) and is a posture consistent with the postmodern trend away from focusing on 

problems, pathology, and deficits that previously dominated family nursing, family 

therapy, psychology, and social work (Held, 2002; Nichols & Schwartz, 1998; Sykes 

Wylie & Simo~ 2003; Wright & Leahey, 2000). A similar trend appears to be brewing in 

the management field, where appreciative inquiry, a form of action research, is being 

adopted to create systemic change (Bushe, 1998a, 1998b), and leaders are being advised 

to notice and compliment employees, as a means of developing personnel and building 

stronger organizations (Blanchard, 1999; Sharma, 1998). 



21 

The concept of family resources has gained momentum and visibility in the 

professional literature although its meaning remains 

surprisingly abstract and elusive. Many references to family resources can 
legitimately be characterized as lip service of the type we pay to 'truth' or 
' democracy'; others are more thoughtful and substantial but diminished by being 
isolated, unconnected to one another and falling short of a 'critical mass.' (Karpel, 

1986, p. xiv) 


I believe that defining family resources as a concept is a challenging, if not 


impossible, task. If elusiveness speaks to its resistance towards objectification and 

containment, it is like truth and democracy. It has been suggested that focusing on 

strengths is a conscious choice (Wright & Leahey, 2000). Perhaps when we speak of 

emphasizing strengths and resources, what we are really declaring is an ideological 

position in the world, a moral and ethical stance. I believe that there is a strong 

relationship between a nurse who embraces such an ideology and the intervention of 

commendations as evidenced in the IDM (Wright et at, 1996). Commendations can be 

conceptualized as a particular practice action, one extending and embracing this moral 

and ethical positioning. Practice envisioned as ethics in action (Freedman & Combs, 

1996; Kaufhold Ray, 2001 ; Swim, StGeorge, & Wulff, 2001). Watts and Pietrzak 

(2000) reminded us that these ethics and a focus on strengths and resources predate the 

. postmodem tum and was evident early in the twentieth century in Adler's pioneering 

work. This was work that was largely ignored and regarded as unscientific, perhaps 

because of its emphasis on "having faith in clients and conveying that faith and 

confidence to them; viewing clients as 'decision makers'; focusing on strengths, assets, 

and resources clients may develop or already possess" (Watts & Pietrzak, 2000, p. 445). 
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Although valuing and emphasizing strengths and resources predated the 

postmodem era, this discourse did not dominate the nursing or family therapy literature in 

the last century, perhaps because these concepts were not considered "scientific." 

Studying those things that made for healthy, happy living, and positive relationships was 

construed as "an unscientific and virtually disreputable academic pursuit, like researching 

astrology or psychic phenomena" (Sykes Wylie & Simon. 2003, p. 46). Liaschenko 

(1998) argued that much of nursing knowledge, including knowledge about how to get 

things done (not in a technical way, but as an advocate), and knowledge of patients' 

experiences, was not legitimized within the dominant scientific discourse and so 

remained invisible and silenced. This knowledge can be understood as practical and 

situated within living and evolving relationships between human beings. 

This non-scientific, or practical knowledge and reasoning might be more akin to 

Aristotle's conception ofPhronesis with its emphasis on moral action and deliberation 

(Flyvbjerg, 2001 ~ Nussbaum, 1990~ Thomson & Missner, 2000). Flaming (2001) 

suggested that Phronesis should become the guiding light for nursing practice. Nussbaum 

(1990), defending Aristotle's compelling and subtle positioning on practical reasoning, 

suggested that this is a process that resists scientific objectification, and furthermore, that 

it is within the "sheer complexity and agonizing difficulty ofchoosing well" (p. 55) 

where further philosophical study is urgently needed. I believe that knowing when and 

how to focus on strengths and resources in a therapeutic relationship is an extremely 

complex moral decision making process. 

The practices of recognizing and building on families' strengths and resources 

through commending or complimenting family members is becoming more visible and 



23 

legitimized in practice. This legitimization carries with it an obligation to unpack 

(McIntosh 1998; White, 1993) and to deliberate about the ways that such moral actions 

emerge in nursing practice, by listening and engaging in a dialogue with the voices that 

are tangled and entangled within the legitimization, while remaining sensitive to the 

marginalized voices. This study will begin to unpack some of the ways that this moral 

and ethical positioning is at pl~y in therapeutic conversations, by trying to better 

understand the experience of receiving or offering a commendation. 

Cautionary Tales 

Commendations, if only practiced as the pointing out of positives and the 

repetition of comments focused on amplifying a particular attribute or experience, could 

drift towards becoming applause (White, 1997, 2000). White (1997) cautioned about the 

place of applause in the practices of acknowledgement, fearing that our familiarities as a 

culture with diverse or alternate forms of acknowledgement are becoming lost to the 

success of applause. He suggested that persons who are subject to applause might 

experience it as a reflection of a deep division between any critical understanding of their 

experience and the grasp of the listener. A relationship between the practices of applause 

and the offering ofcommendations may at times exist, but whether families experience 

applause as alienating and distancing has not been studied. 

Exclusively attending to the "sunny side" (p. 67) of a painful situation, without 

first acknowledging a family's suffering, and the painful realities of a situation, might 

unintentionally trivialize a family's experience, therefore, silencing suffering (Walsh, 

1998). This attention to the sunny side of a situation, or the offering of thundering 

applause, might sometimes be related to a nurse's discomfort with listening, hearing, and 
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acknowledging a family ' s story of suffering. Listening to stories of suffering is not an 

easy kind oflistening, and it can require a certain discipline and ability to suspend one's 

own need for comfort (Frank, 1998; Moules, 2002; Nichols, 1995). One could argue that 

these kind of events are not commending moments at all, but are a reflection of the 

inherent difficulties in opening ourselves up to what can be painful, sorrowful stories. 

Establishing a rigid dichotomy in the language of distinguishing strengths from 

deficits may be limiting and constraining in our endeavors to hear families' stories of 

suffering. I believe strengths may be located inside deficits, or inside stories of pain and 

suffering and that it might be more commending of families' experiences to let a story 

stand as a horror, a problem, or a deficit. Deficit has come to mean a falling short, 

although the etymological roots suggest with a deficit, there is a wanting (Hoad, 1986). 

"Facticallife is a messy affair and the source of the most troublesome difficulties. Binary 

terms are inevitably contaminated by each other, each inwardly disturbed by the other" 

(Caputo, 1993, p. 63). Commendations, if exclusively focused on strengths, might be read 

as an attempt to wash away contamination between the two terms, silencing 

uncomfortable or painful aspects ofa person's experience. The treasuring and valuing of 

strengths might serve to reify the differences and to hierarchically position strengths 

above deficits, encumbering our ability to hear stories of suffering. Perhaps there are 

times when it is not therapeutic to actively observe for strengths, or act as a "strength 

detective" (Levac et at., 1997, p. 13), but it might be more healing and commending to 

draw forward a messy, horrific, experience, in a language that honours a family's 

suffering. 

As we sift through and try to make sense of the suffering to which we are called 
on to respond, we implicitly and explicitly sort out, measure, and give shape to it. 
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Some ways of focusing on and framing suffering seem particularly well geared to 
affirming the dignity and humanity of sufferers even as their experiences threaten 
to crush or diminish them. (Spelman, 1997, p. 1) 

Suffering, Saetersdal (1997) feared, might have become an ugly word in a culture 

that favors a Pollyanna posturing, a position that values discourses and practices focused 

on effective coping and normalization. She even suggested that these practices might 

contribute to a romarticization of suffering. This cultural trend, if incorporated into our 

language practices, could inform and shape professionals' commendations, silencing the 

more "gritty side" (Rolland, 1997, p. 438) of suffering. One risk of adopting the solution 

focused, or brief approach towards "situations of illness and disability, lies in too quickly 

moving away from problems, pain, and suffering; and toward 'positive exceptions.' The 

meta-message to families can be to bury the unavoidable suffering" (Rolland, 1997, p. 

439). 

Commendations, as an intervention, have not been studied. Given the taken for 

granted human familiarity with such an event, and our faith and trust in the goodness and 

power inherent in any approach emphasizing strengths and resources, the seduction is to 

leave well enough alone and to listen and accept the goodness contained in these 

interventions. Yet, there is something troubling for me about commendations and the 

prescriptive tone, or technical ways that these delicate, intricate, and sophisticated moral 

decisions are being described and addressed in nursing practice with families. I have an 

obligation (Caputo, 1993) to listen to the ways that this goodness is troubling me, and to 

strive to deepen my pnderstanding about the meaning and the experience ofcommending 

practices by the families who entrust us with their most heartfelt stories of suffering. 
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CHAPTER THREE 


PHILOSOPHICAL HERMENEUTICS: THE RESEARCH APPROACH 


Philosophical Hermeneutics and Nursing Research 


Family Systems Nursing occupies an ontological position that acknowledges the 

relational, contextual, and co-constructive nature of understanding in language (Wright & 

Leahey, 1990,2000; Wright et aI., 1996). It is not surprising that research approaches 

which value this ontological position are often favoured for tackling questions about 

practice (Chesla, 1995; Cox Dzurec, 1989; Plager, 1994). Some aspects of human 

experience, like many aspects ofFSN, are best understood through approaches that do 

not reduce the phenomenon of interest (Angen, 2000; Chesla, 1995; Mischler, 1990). 

Commending practices are one such phenomenon. 

The last decade has witnessed a steady increase of nurse researchers using 

hermeneutics, and phenomenology, as preferred philosophical approaches to inquiry 

(Annells, 1996; Koch, 1999; Padgett, 2000; Spence, 2001; Todres & Wheeler, 2001). The 

fit of these approach,es has been well demonstrated in a number of studies focused on a 

wide range oftopics, including, to name but a few: the practice of caring (Bishop & 

Scudder, 1997, 1999); parents' experiences dealing with schizophrenia (Chesla, 1989, 

1991); thinking-in-action in critical care settings (Benner, Hooper-Kyriakidis, & 

Stannard, 1999); understanding cross cultural nursing experiences (Spence, 2001); 

nursing practice with adolescents (Geanellos, 1999); opening and challenging the myths 

surrounding adolescent mothering (SmithBattle, 1995, 1997, 2000); and the nursing 

phrase "How are you?" (Cameron, 1992). There have also been a number of hermeneutic 

studies completed at the University of Calgary within the FNU (McLeod, 2003; Moules, 
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2000; Tapp, 1997; Wright et aI. , 1996) supporting the fit of this approach for addressing 

FSN practice and for unpacking particular interventions. 

Wright and aell (1994) suggested that we must avoid only describing 

phenomenon and instead rise to the challenge encountered with embracing the 

complexities of interventions. I believe that shifting the focus to understanding the 

meaning of this intervention, in relationships and interaction, and in the midst and 

obligation of language will better address the contingencies and complexities of this topic 

(Gehart, Ratliff, & Lyle, 2001; Greenberg, 1991; Johnson & Greenberg, 1988; Smith, 

1991). 

Traditional scientific approaches that strive for control, replication, and 

standardization leave little room to address the wide variation of circumstances in 

families-- from community, cultural, and social issues, to individual family and 

developmental levels and unique illness characteristics (Chesla, 1995; Gilliss & Knafl, 

1999). Family nursing research while focusing on theory development and the 

identification of interventions that appear to be the most helpful to families in times of 

suffering (McCubbin, 1999; Wright & Bell, 1994) must also find better ways to 

understand what constitutes effective nursing practices and interventions (Astedt-Kurki, 

Paavilainen, & Lehti, 2001 ; Bell, 1995; Benner et ai. , 1999; Bulchek & McCloskey, 

1992; Craft & Willadsen, 1992; Gilliss & Davis, 1992). 

In this study focused on better understanding one FSN intervention called a 

commendation, I will adopt Gadamer' s (1989) philosophical hermeneutic approach to 

inquiry. Philosophical hermeneutics (Gadamer, 1989) proposes a different way of coming 

to know and understand an intervention like commendations by returning to the event 
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itself. This approach offers a tremendous potential to open up this nursing intervention to 

scrutiny and conversation, by unpacking, uncovering, and illuminating aspects that were 

previously unknown, thereby enriching and extending our understanding about this topic. 

Following the tradition of philosophical hermeneutics as described by Gadamer 

(1989) has implications for me as a researcher. Smith (2002) suggested that any "scholar 

oriented by the hermeneutic imagination is not so interested in pondering the texts and 

arguments of the hermeneutic tradition as in engaging in Life hermeneutically" (p. 1). 

Although I concur that hermeneutics is not concerned with itself, I do believe that a 

researcher is obligated to trace and to illuminate the history of the approach, particularly 

when it holds a more marginalized position in the academy. 

The Tradition ofPhilosophical Hermeneutics 

[H]ermeneutics leads us: not to a conclusion which gives comfort but to a 
thunderstorm, not to a closure but to a dis-closure, and openness toward what 
cannot be encompassed, where we lose our breath and are stopped in our tracks, at 
least momentarily, for it always belongs to our condition to remain on the way. 

(Caputo, 1987, p. 214) 


Gadamer' s (1989) philosophical hermeneutics is a tradition and an approach to 


inquiry that engages us in the art of understanding and interpretation, where 

understanding is historically situated, and brought forward through language and in 

dialogue with other human beings (Gadamer, 1989~ Moran, 2000). The 1:ask of 

hermeneutics is to translate and make real and intelligible something that is obscure, 

hidden, unfamiliar, or distant (Palmer, 1969), and to bring it forward and into dialogue. 

This is accomplished through translating and interpreting texts, and by attending to both 

the said and the uns~id dimensions of the discourse that the text brings forward (Grondin, 

1995). Hermeneutics is not interested in capturing the whole truth about a topic, or in 
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reaching tidy conclusions, but is interested in opening up, and disrupting our previous 

understandings about a topic, bringing into our awareness something new and different 

(Caputo, 1987). The work of hermeneutics is not to develop a method for understanding, 

but it is to clarify the conditions in which understanding takes place (Gadamer, 1976). I 

believe that a hermeneutic approach to inquiry will open up commendations so that 

something new and different can be brought into our awareness about this family nursing 

intervention. 

Hermes: No Stranger to Hermeneutics 

The roots of the word Hermeneutics stem from the Greek verb hermeneuein, 

which means to interpret, and the noun hermeneia, which means interpretation (Palmer, 

1969). These Greek words are associated with the wing-footed messenger god, Hermes, 

whose task it was to transmit and translate (communicating and bringing to 

understanding) messages from the gods by putting them into a form that humans could 

grasp (Comte, 1994). These messages from the gods, however, were not just any kind of 

message; they were fateful messages (Palmer, 1980). Etymologically, the word fateful 

pertains to those messages that spoke of something predetermined and predestined (Hoad, 

1986). This does not mean fatalistic messages, but messages that speak from a particular 

position informed by a history and tradition in language. It is not surprising, then, that 

Hermes was credited with the discovery of language and writing (Hirshfield, 1997; 

Palmer, 1969). 

The story ofHermes, like his character, is filled with complication and 
multiplicity. In the paradox that so often holds Greek truth, the messenger god is a 
trickster. He lies, he jokes, he speaks by indirection as often as he speaks clearly. 
Tricksters spill with the energy of creation, and true to the form, Hermes loves 
sex: when the other gods retreat in horror at the sight ofAphrodite trapped aloft in 
a net with her lover Ares, Hermes only desires her more. Like language, like 
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unsocialized sexuality, he can travel between realms freely-what he wants, he 
goes after. And it is in his playfulness, irreverence, and disdain for the rules that 
his capacities for seeing things new, for invention, also reside ... The power of 
Hermes is that of change. (Hirshfield, 1997, p. 186) 

Imagine Hermes gazing up at the sight of Aphrodite tangled in the net, desiring 

her more, not conforming to standards or rules that suggest a polite retreat. Hermes is 

irreverent. The approach of a topic like commendations begs for irreverence, as a first 

step toward opening up dialogue with powerful cultural traditions that favour 

commendations and affirmations, given that we already know them, intuitively, to be 

good. It could be suggested that questioning commendations is irreverent, and if not 

irreverent, completely unnecessary, given our existing knowledge and experience with 

this intervention. Th~re is a certain irony in the idea of troubling or disturbing 

commendations, or qf commendations becoming troubling or disturbing. Atwood (2001) 

suggested a guarded approach towards questioning strong ideological positions, given 

that counter positioning, or questioning, might be considered a "Thoughtcrime" (p. 147) 

in some academic settings. Smith (1994) offered caution that researchers must be 

"mindful that their interpretations could lead them into trouble with the ' authorities'" (p. 

100) given the trait of impudence that Hermes holds. 

And the amorality of Hermes suggests the moral neutrality ofunderstanding as a 
pure operation of the mind in grasping the point of something. The truth or insight 
may be a pleasant awakening or rob one of an illusion; the understanding itself is 
morally neutraL The quicksilver flash of insight may make one rich or poor in an 
instant. (Palmer, 1980, p. 5) 

The risk of approaching commendations hermeneutically is that the moral threads 

of the fabric of this particular nursing intervention and our individual, professional, and 

collective cultural beliefs become engaged in a process of dialectical questioning, a 

potentially risky process. However, this is how hermeneutics might offer a critical edge 
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(Caputo, 1987; Kogler, 1999), the natural edge that reveals itself as the researcher's 

prejudices come to light in their conversations and questioning of others and oneself 

about the topic. Legitimate questions, distinguished from rhetorical or instructive 

questions, would be those aimed at preserving an orientation towards openness in the 

conversation, an openness where the correct answer is not presupposed, and the question 

is one that keeps open possibilities for further dialogue (Altenbemd Johnson, 2000; 

Gadamer, 1989). "The art of questioning is the art of questioning even further- i.e., the 

art of thinking" (Gadamer, 1989, p. 367). 

Some things we know intuitively. Consequently, we believe them to be as true in 

domains such as therapeutic relationships as they are in our everyday life. It would be 

difficult to refute that affirmation, or the drawing forward of strengths and resources, 

would do anything but foster openness and respect within a relationship, including a 

therapeutic one. Within this statement, rest a number of taken for granted assumptions. 

To remain consistent with Gadamer's (1989) hermeneutics, reading (hence interpreting) 

the history of commendations will require a sensitivity, curiosity, and openness towards 

both the said, and the unsaid, while remaining cognizant of the historicality that is ever 

present in the said and the unsaid. The hermeneutic experience understands that what is 

said is said in the light of the present and so interpretation calls upon me to render 

explicit a work' s meaning today, and to thereby bridge the historical distance between the 

text and my own horizon of understanding (Palmer, 1969). The contradictions and 

contingencies of this practice will become apparent only when we open up the foreign 

and the familiar to Hermes' gaze. 

Hyrmeneutics: Ancestral Tracings, Significant Turns 
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There are a number of significant turns and historical figures associated with 

hermeneutics that demand the attention of any student or researcher. It is only through 

these excursions into history that a hermeneutic inquiry becomes philosophically located 

and the soundness of the project is thereby assured (Koch, 1996). Historically and 

philosophically locating one's approach is consistent with Gadamer's (1989) 

hermeneutics. 

"Hermeneutics, as the art of interpretation, is ancient. There was a school of 

hermeneutics in Alexandria (Egypt) in the first century BCE, and Aristotle wrote a 

manuscript called the Peri Hermenia that explored what we are doing when we interpret 

something" (Smith, 2002, p. 2). Early in the 17th century, hermeneutics appeared as a 

process and system of biblical exegesis (Grondin, 1994; Palmer, 1969). At this time in 

history, hermeneutics was focused on developing a strict method with explicit rules for 

interpreting and translating biblical texts so as to unveil critical and hidden meanings 

(palmer, 1969). In Germany, there was strong momentum towards developing a tight 

system for interpretation both because of the isolation of the Protestant ministers from 

their church leaders, and because of the Catholic church' s criticality of the variations 

within scriptural interpretation (Grondin, 1994). 

In the 18th century, hermeneutics, previously adopted as a means for studying and 

understanding biblical texts, was opened up as a general philological methodology by 

Friedrich Schleiermacher (1768-1834), who is often referred to as the father of 

contemporary hermeneutics (Altenbemd Johnson, 2000). A theologian by profession, he 

confronted the prevailing notions of hermeneutics as an auxiliary science and managed to 

successfully extend hermeneutics beyond biblical and classical interpretation and into 
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other disciplines as &. "science" (Grondin, 1995; Palmer, 1969). Although Schleiermacher 

did not publish his own work, he produced a number of significant manuscripts in the 

midst of tensions being played out between the Cartesian traditions and the Romantic 

motivations at the time (Altenbemd Johnson, 2000; Grondin, 1994, 1995). While 

balancing these tensions, SChleiermacher distinguished hermeneutics as the study of 

understanding itself, and he opened the door to the art, creativity, and instinctual 

dimensions of interpretation (Grondin, 1994). Even with realizing these romantic 

dimensions, hermeneutics was still trapped and dominated by the Cartesian quest for the 

exact understanding of a text, a quest assisted by the universal character of historical 

contexts (Gadamer, 1989). 

One ofSchleiermacher' s insights that Gadamer (1989) considered to be an 

important contribution was that hermeneutics starts from a point where "the experience 

of the alien and the possibility of misunderstanding is universal" (p. 179). This insight 

shifted the idea of a lack of understanding from emptiness or absence to 

misunderstanding, a process that became a dialectical issue. The interactional and circular 

nature of interpretation was then introduced as the movement between the parts and the 

whole of a text (Coltman, 1998; Palmer, 1969). 

Edmund Husserl 

The tradition of phenomenology that Edmund Husserl (1859-1938) articulated 

provided a legacy that paved the way for hermeneutics (Caputo, 1987; Moran, 2000). It 

was Husseri's frustration with psychology' s adherence to dominant positivist principles 

(a psychologism that objectified the psyche into a set of quantifiable properties and 

dismissed the world of spontaneous and direct experience) that sparked his search to 
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capture this dimension of the world (Madison, 1988). This articulation was not done to 

reject the natural sciences but was a plea for acknowledgement of the common 

experience (Abram, 1996). 

Husserl articulated intersubjectivity, a new interpretation ofthe objective world, 

as one where the conventional contrast between subjective and objective realities was 

imagined as a contrast within the subjective field ofexperience itself, and as the contrast 

between subjective ~nd intersubjective phenomenon (Abram, 1996; Cohen, 2000). Early 

descriptions of intersubjectivity focused on the mental, non-material aspects of 

experienced reality, but later shifted to include the physical body and the earth, offering a 

place between the transcendental consciousness and the objective world-- the Lebenswelt 

or life-world (Abram, 1996; Husserl, 1952). 

The life-world is thus peripherally present in any thought or activity we 
undertake. Yet whenever we attempt to explain this world conceptually, we seem 
to forget our active participation within it. Striving to represent the world, we 
inevitably forfeit its direct presence. It was Husserl ' s genius to realize that the 
assumption of objectivity had led to an almost total eclipse of the life-world in the 
modern era, to a nearly complete forgetting of this living dimension in Which all 
ofour endeavors are rooted. (Abram, 1996, p. 41) 

Husserl reminded the sciences of their blindness to the vast territory of the life 

world, an area that had been neglected, ignored, and forgotten. This was a brilliant step, 

but one still feeding and extending the roots of a Cartesianism that included separating 

the subject and the object. The difference was that the object had changed. Although a 

more "inclusive" object was identified, this practice seemed simply to once again mask 

the relational and contingent nature of our existence in the world. 

Husserl also propositioned the methodological consideration of the 

phenomenological reduction, called the eidetic reduction or bracketing, as the means for 
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separating out one' s personal commitments and prejudices as a necessary precursor to 

understanding the universal essence or the meaning of an experience (Cohen, 2000). 

Experience in the phenomenological world is always an experience of something, and the 

assumption is that this something can be parceled out and identified as a universal 

structure (Jardine, 1998). It is at this point that hermeneutics departs from 

phenomenology, assuming instead that the world, in language, is constantly informing 

and forming the world; there is no universal structure. 

Phenomenology ofExistence and ofExistential Understanding 

The phenomenology of existence and of existential understanding includes Martin 

Heidegger (1889-1976) and Hans-Georg Gadamer' s (1900-2002) conceptions of 

hermeneutics. Heidegger' s "Being and Time" (1927) was written in response to a 

struggle with the ontological problem he encountered when approaching the issue of 

human existence itself, that of our being-in-the-world, called Daseiri (Heidegger, 1996). 

This writing became "a radical attempt to rethink traditional philosophical approaches to 

human beings, to Being, to time and history" (Moran, 2000, p. 222). Heidegger, in 

turning to his mentor Husserl' s phenomenological approach in order to answer the 

questions perturbing him, began to carve out new territory as something radically 

different than phenomenology. What emerged was what has become recognized as 

hermeneutic phenomenology (Altenbernd Johnson, 2000; Moran, 2000; Palmer, 1969). 

Heidegger shifted away from the scientific overtones ofHusserl's work, judging 

philosophy to be distinct from rigorous science. Phenomenology became a way to think 

about human nature as practical, lived, and historical (Moran, 2000). Heidegger's world 

was a personal worlq, not an environment that could be observed from a distance or 
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bracketed out; he therefore made an important ontological shift in eliminating Husserl' s 

brackets and by acknowledging that "we are in the matter and not simply enclosed in 

ourselves" (Gadamer, 1984, p. 59). 

Hans-Georg Gadamer, following the traditions ofHeidegger and Husserl 

developed philosophical hermeneutics in 1960, publishing "Truth and 

Method"(Gadamer, 1989) thirty-three years after the pUblication ofHeidegger's "Being 

and Time" (Heidegger, 1927/1996). During these years Gadamer was teaching and 

working with his students to develop an art of understanding (Altenbernd Johnson, 2000). 

One of Gadamer' s many revelations is typified by the irony evident in the title of this 

work that calls into question the very nature of the relationship between truth and method 

(Gadamer, 1989; Palmer, 1969). 

Gadamer's manner of engaging with texts, and his fascination with the binding 
character of tradition, owe a deep debt to Heidegger's conception of 
hermeneutics, and more than any follower ofHeidegger, Gadamer has made 
hermeneutics central to the practice of philosophy itself. (Moran, 2000. p. 248) 

Gadamer credited Heidegger with making the significant ontological turn that 

located understanding as the "original character of human life" (Altenbernd Johnson, 

2000, p. 14). Gadamer (1989) then extended Heidegger' s thoughts about understanding 

by hermeneutically approaching the concept of aesthetic consciousness. He successfully 

rehabilitated both art and history through this action, in showing that they both possess 

"truth" in the way that they offer us a connection to our common world (Altenbernd 

Johnson, 2000; Grondin, 1994; Palmer, 1969). It was through Gadamer's critique (1989) 

that language was recovered and restored as the medium where all understanding takes 

place (Koch, 1996). Gadamer' s (1989) offering of a completely different ontological 

position with regard to the subject/object, and his reminder that our encounters with the 
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world happen in language, are at the heart of philosophical hermeneutics (Palmer, 1969). 

This ontological position means many things for a researcher, given that hermeneutics 

does not explicitly offer a 'method' for approaching a topic in the way of the dominant 

scientific discourse. 

Limitations and Possibilities 

Addressing the limitations of hermeneutics is a difficult task for a researcher who 

ascribes to Gadamer' s (1989) ontological position. Difficulties surface when trying to 

conceptualize 'limitations' from the perspective ofthe natural sciences, where it refers to 

the "theoretical and methodological restrictions in a study that may decrease the 

generalizability of the fmdings" (Burns & Groves, 1999, p. 469). Hermeneutics does not 

claim to offer generalizable knowledge; on the contrary, it sacrifices the advantages that 

might accompany traditional research approaches and instead embraces the particular, 

and depth, rather than breadth, of meaning. Hermeneutics will always be both limited and 

liberated by this position. Interpretive approaches cannot predict, or directly develop, 

theory (Plager, 1994), and the lack of any methodological criteria places a tremendous 

demand on the researcher to remain attentive and responsive to the interpretations and the 

limitations as they unfold. 

Hermeneutic Understanding and Truth · 

[T]he human sciences are connected to modes of experience that lie outside 
science; with the experiences of philosophy, of art, and ofhistory itself. These are 
all modes of experience that cannot be verified by the methodological means 
proper to a science. (Gadamer, 1989, p. xxii) 

The hermeneutic experience is concerned with a disclosure of truth but of a 

different nature than the dominant correspondence theories where conformity between 

judgements and facts of the world are valued (Grondin, 1995; Madison, 1988; Palmer, 
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1969). In hermeneutics, truth is reached dialectically rather than methodologi~ally 

(Gadamer, 1989). Aletheia is the word Heidegger used to refer to the process of opening 

and clearing those hidden and concealed sides of our understanding (Coltman, 1998). 

Aletheia stems from the word Lethe, the river of forgetfulness in Greek mythology~ 

sipping from this river led to oblivion, amnesia, forgetting, and concealment (Hoad, 

1986). Aletheia is the antidote to Lethe-- the process of opening, unconcealing, 

remembering, disclosing, discovering, or making discernible that which was previously 

hidden (Caputo, 1987~ Moran, 2000). 

Heidegger (1993) suggested that access to truth only happens through a process of 

unconcealing the concealed, the unthought, and the un-experienced, that always reside 

underneath our sense of correctness and comfort with the given, with what we already 

know or believe to be true. Truth does not surface by manipulating those things that have 

already been opened, or brought into disclosure, but revealing that which was previously 

hidden (Palmer, 1969). This revealing of the hidden, however, is not the revealing of an 

already established and known truth, for the truth comes forward, and is created in 

dialogue and language. For a researcher, this conception oftruth means striving to 

understand what is said by going back to the context, or the motivation of the event. This 

is not done) however, 

to relativize the truth claim contained within a given statement. On the contrary, it 
is only if one inquires into the underlying motivation of what is being said that 
one can hope to grasp its truth ... . Contextuality and truth belong together in a way 
that does not entail any kind of relativism, because the truth that emerges out of a 
given situation and urgency remains one that that can be shared by others, 
provided they are attentive to the unsaid side of the discourse. (Grondin, 1995, p. 
ix) 
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~-------------------------------------------------------------------------

Henneneutic research offers a tremendous potential to uncover a different kind of 

knowledge about the meaning of commendations in our everyday nursing practice with 

families. 

Research Implications 

Hermeneutics and Method 

"Methodos," in the ancient sense, always means the whole business of working 
with a certain domain of questions and problems. "Method" in this sense is not a 
tool for objectifYing and dominating something; rather, it is a matter of our 
participating in an association with the things with which we are dealing ... 
we ... already find ourselves in the middle of the game and can occupy no neutral 
standpoint-cven if we strive very hard for objectivity and put our prejudices at 
risk. (Gadamer, 1998, p. 30) 

Gadamer (1998) suggested that the meaning of the word method must change, 

given that researchers are never truly in the "privileged pOsition" (p. 30) of the observing 

subject as was established by Descartes. Hermeneutics is not a method, when method is 

understood as an effort to measure, control, or master the subject, as is the dominant 

discourse in the natural sciences. This approach does not offer methodological criteria for 

interpretation, and instead invites us to appraise the way we participate and pursue a 

topic. Gadamer stated that he was happy to have not "a single student who 'represents '" 

(Gadamer & Dutt, 2001 , p. 63) his philosophy, as philosophy is not something one 

represents, but something one does as they endeavor to think. 

This lack of a methodological positioning has been a source of criticism about 

hermeneutics as a research approach, with strong voices, like Emilio Betti and E.D. 

Hirsch, vehemently arguing for a return to objectivity as a means to protect against 

existential subjectivity and relativism (Hirsch, 1976; Madison, 1988; Moran, 2000; 

Palmer, 1969). Even without overt criteria for interpretation being offered by Gadamer, I 

believe the ontological position in hermeneutics with regard to the subject and object, can 
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still provide substantive norms for assessing interpretations, norms that support 

responsible interpretive work (Madison, 1988). Hermeneutic inquiry is not an 'anything 

goes' approach, for there is a scholarly, responsible, and practical starting point to any 

project (Cheek, 2000; Cohen, 2000; Mayan, 2001). 

There are no strict rules dictating how to approach a topic, given the topic itself 

guides and directs the inquiry by revealing thoughts about how the investigation should 

proceed, and this means that the process for investigation can not be identified ahead of 

time (Gadamer, 1989; Smith, 1991). The criterion for working out the interpretive 

process happens in a dialogue between the researcher and the text. The text in this study 

included my observations, conversations, videotapes, interviews, and written documents 

(Koch, 1999). These texts were carefully and cautiously read for the ways they might 

open up the topic, unveiling my prejudices, revealing what has, and has not, been said 

about the topic. 

Prejudices and Pre-understandings 

Identifying these prejudices and preunderstandings, including my beliefs, and 

presuppositions that have shaped how I have come to "know" commendations is a 

necessary step towards developing a "hermeneutically trained consciousness" (Gadamer, 

1989, p. 269). This consciousness is a necessary component to remaining open to the 

alterity of the research text as it presents itself (Gadamer, 1989). 

[A] hermeneutically trained consciousness must be, from the start, sensitive to the 
texts alterity. But this kind of sensitivity involves neither 'neutrality' with respect 
to content not the extinction of one' s self, but the fore grounding and appropriation 
of one's own fore-meanings and prejudices.(Gadamer, 1989, p. 269) 
These prejudices will never be completely known, nor can they be "bracketed 

out" in a Husserlian fashion. My prejudices cannot be clearly stated and offered up in a 
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list at the outset of this inquiry as a traditional scientific approach might demand. Rather, 

my prejudices will be revealed and reshaped in my encounters and questioning of 

commendations in the texts that form this study. It is precisely these prejudices that will 

allow me to access and make sense of the topic. "We can not remove ourselves from the 

situation to which we belong, but we can move around within that situation and so 

change our horizon of understanding" (Altenbemd Johnson, 2000, p. 39). Heidegger 

(1927/1996) asserted that to extend our understanding requires that we orient ourselves to 

these pre-understandings. It is only by putting these prejudices at risk that they will be 

brought into the play of the dialogue, and it is through this openness that others will then 

be able to enter fully into the play of the dialogue (Gadamer, 1989). Orienting is the 

ongoing process that will reveal itself in the manner of the interpreter's "questioning" of 

the text (Gadamer, 1989, p. 269), and in the textual interpretations as they unfold in the 

remainder of this thesis. A researcher is not separate from the interpretive process and so 

openness, orienting, and reflexivity must be ongoing and embedded within the process 

(Todres & Wheeler, 2001 ). 

Openness to the Topic 

It is the task of the writer to become that permeable and transparent; to become, in 
the words ofHenry James, a person on whom nothing is lost. What is put into the 
care of such a person will be well tended. Such a person can be trusted to tell the 
stories she is given to tell, and to tell them with the compassion that comes when 
the selfs deepest interest is not in the self, but in turning outward and into 
awareness. (Hirshfield, 1997, p. 223) 

Permeability and transparency may embody a certain risk for a researcher, given 

the obligation to openly share, identify, critique, and move into dialogue one's 

preunderstandings about a topic as they are revealed in writing, reading, and 

conversations. Accompanying this transparency must be an "openness" (Gadamer, 1989, 
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p. 268) to the other person, topic, or text. "The possibility that the other person may be 

right is the soul ofhermeneutics," (Gadamer, July 9, 1989, Heidelberg Colloquium, cited 

in Grondin, 1994, p. 124). Questions, true questions, only form in this atmosphere of 

openness (Dahlberg & Drew, 1997). 

The Hermeneutic Circle 

The hermeneutic circle is not suggested as a "prescription for the practice of 

understanding, but a description of the way interpretive understanding is achieved" 

(Gadamer, 1989). Guarding against popular conceptions, or "habits of thought" 

(Gadamer, 1989, p. 266) requires that the focus remains on commendations, as the thing 

itself, for it is only through this process that my pre-understandings and prejudices, my 

projections and beliefs about the topic will be worked out. This is not an easy task, and at 

times it can be almost painful given there are no controls in place, to stop forays off into 

quagmires, or the other seemingly sticky and incompatible directions (Jardine, 1998). 

For the interpreter to ' perform' the text, he must ' understand' it: he must 
preunderstand the subject and the situation before he can enter the horizon of its 
meaning. Only when he can step into the magic circle of its horizon can the 
interpreter understand its meaning. This is that mysterious 'hermeneutical circle' 
without which the meaning of the text cannot emerge. (Palmer, 1969, p. 25) 

The researcher, in order to enter the circle, must already have some pre-

knowledge and understanding of the topic, and must share a language, in order to enter 

into a dialectical process about the topic. This partial understanding is a necessary 

ingredient to the process of interpretation and dialogue~ one must grasp and be grasped by 

the text all at once. The hermeneutic circle involves an "element of intuition" (palmer, 

1969, p. 81) for logic itself cannot account for understanding, given we must grasp and 

know the whole, before we can grasp and know the parts. Heidegger (1996) asserted that 
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any question asked of a topic will already be asked from a position where particular 

assumptions will be guiding and shaping, even predetermining what we will discover and 

uncover in any given dialogue. This circle is not static or closed but evolving and 

changing as different understandings emerge in the dialogue with the text. The 

hermeneutic circle moves like a spiral; it is not a closed, a viscous, or a stationary circle 

(Heidegger, 1996; Kvale, 1996). 

[O]ur first, last, and constant task in interpreting is never to allow our fore-having, 
fore-sight, and fore-conception to be presented to us by fancies and popular 
conceptions, but rather to make the scientific theme secure by working out these 
fore-structures in terms of the things themselves. (Heidegger, 1996. p. 153) 
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CHAPTER FOUR 
THE RESEARCH PROCESS 

Entering the Hermeneutic Circle: Data Collection and Data Analysis 

Data collection and data analysis do not exist as distinct phases in hermeneutics, 

as we are always already in the middle; interpretation is synonymous with analysis. The 

interpretive process was set into motion with my entry into the hermeneutic circle with 

my initial reflections (Gadamer, 1989), reflections that extended to reviewing videotapes 

and interviewing people who knew something about this process. In hermeneutics, it is 

not the interpreter who will grasp and master the true meaning, or true intentions, of an 

author or a text through any kind ofmethodical observation, but the meaning of the text 

will grasp the interpreter (Palmer, 1969). 

The Participants 

In consultation with the Director of the FNU, three families were chosen for 

inclusion in this study because of the connection and the positive effect that the offering 

and receiving of commendations appeared to have on the therapeutic conversations. In 

hermeneutics, it is important to deliberately choose participants who have something to 

say about a particular experience (Koch, 1999; Mayan, 2001). Six family members from 

these three families became the family participants. Also participating in this study were 

two graduate nursing student clinicians who interviewed two of the families, their clinical 

supervisor, plus the faculty member who was the nurse clinician for the third family, Dr. 

Wright. 

Famity in the FNU refers to an individual, couple, parents with children, or any 

compilation of adults and/or children who the family believes will be important to 

identifying and understanding the problems, solutions, and the encounter with physical, 



45 

emotional, or spiritual suffering (Wright et ~I., 1996). In the IBM, "A family is a group of 

individuals who are bound by strong emotional ties, a sense ofbelonging, and a passion 

for being involved in one another's lives" ( Wright el at , 1996). It is believed that the 

philosophical and theoretical tenets ofthe IBM (Wright et ai., 1996), as practiced and 

taught in the FNU remains consistent regardless of the number of people in the room. 

There has been considerable discussion in the nursing literature about the complexities of 

interviewing multiple family members, given the confounding, confusing, and interfering 

factors that are introduced in both data collection and data analysis (Ganong, 1995; 

Gilliss & Davis, 1992; Racher, Kaufert, & Havens, 2000; Uphold & Strickland, 1989). 

These difficulties fall away in hermeneutics because the focus shifts from the "unit of 

analysis," to concerns about what the family has to say about commendations. However, 

the moral obligation to be sensitive to all family members remains. The methodological 

challenge to control (Pruitt & Privette, 2001) is no longer relevant. Complexities and 

contingencies are welcomed into conversations. 

Data Sources 

The data sources included (see Appendix A, B, & C for details pertaining to the 

data): 

(a) videotapes of all the therapeutic conversations between the nurses and families 

during their clinical interviews in the FNU, 

(b) videotapes of all of the RTs, pre-session, and post-session discussions by the 

clinical nursing team, 

(c) face-to-face research interviews with the family members who were featured on 

the videotape (interviews were audio-taped and transcribed verbatim), 
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(d) 	face-to-face research interviews with the graduate nursing students, and their 

clinical supervisor who also interviewed one of the families (interviews were 

audio-taped and transcribed verbatim), 

(e) 	 all documentation (charting and therapeutic letters) completed by the graduate 

nursing students following each clinical interview. 

Compliance with Ethical Standards 

The Conjoint Health Research Ethics Board granted ethics approval prior to the 

initiation of this project. The researcher initiated phone contact with the families and 

nurses who were chosen for this study to explore their interest in participating in this 

project. A face-to-face meeting was then established to discuss the nature of the project, 

explore potential risks, to inform participants that they could withdraw from the project at 

any time during the research process, and to obtain written informed consent (see 

Appendix D & E for copies of the consent forms). After reviewing videotapes of the 

clinical sessions involving the participants, they were again contacted to schedule the 

research interview. 

The one exception to the face-to-face process for establishing informed consent 

was with one nurse participant who was now living in Halifax, Nova Scotia, a situation 

which required, instead, the use of the telephone. This nurse had previously viewed all of 

the videotapes in her role as a graduate nursing student, and so I was able to share 

transcribed data to prompt her memory of the sessions and commendations. 

Confidentiality, use ofinformation, and disposal ofrecords. To respect the family 

participants' rights to confidentiality, pseudonyms have been used to protect their 

identities, although details of the clinical work have not been altered. The nurse 
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participants, with their permission, have not been given pseudonyms in a deliberate 

attempt to more fully acknowledge their contributions to the clinical and research 

interviews. 

The particulars obtained from the participants about this clinical work have been 

used in this doctoral thesis, a requirement for a Ph.D. in Nursing, and this material could 

be drawn upon for use in future publications and presentations. The videotapes, 

audiotapes, and transcribed data will be placed with the original videotapes in the FNU 

for storage, and destruction, according to The University ofCalgary policies and 

procedures. 

Process ofInterpretation 

My early reflections were documented in a personal journal that was eventually 

extended into the format of what is best described as extensive field notes (Kahn, 2000; 

Koch, 1994, 1999; Mayan, 2001). These field notes included detailed descriptions, 

general impressions, and intuitive feelings that were written during and immediately 

following the review ofvideotapes, charting, phone and/or face to face contacts with 

participants, transcription of the research interviews, and following informal 

conversations with clinicians and researchers. I followed Morse and Field's (1995) 

recommendation to complete detailed notes immediately following each research 

interview, and to transcribe the interviews within one week. I personally transcribed all 

interviews, and segments of videotape verbatim, given that transcription itself is an 

interpretive process (Kvale, 1996). 

The back and forth process associated with the development of these field notes 

formed the body of this inquiry (Morse & Field, 1995; van Manen, 1997) and created an 
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audit trail. It has been suggested that this trail is an imperative step in the responsible 

undertaking of such an inquiry, offering one means to demonstrate theoretical rigour 

(Guba & Lincoln, 1981; Koch, 1994; Morse & Field, 1995). Although these field notes 

trace many of my insights, choices, and decisions along the way, it was not until the 

actual writing, and rewriting, of this thesis where an abundance of new and different 

insights came to light. It was within the writing process where the validity of the claims 

of this study were continually challenged. Validity, rigour, and trustworthiness matter to 

hermeneutics but they can not be worked out ahead of time as the natural sciences 

method would demand. Validity has to be worked out over and over, and over again, as 

the inquiry proceeds (Jardine, 2000). Historical traditions are tangled up and played out 

in language and it becomes the t~sk of the researcher to carefully or playfully deconstruct 

and contextualize words like validity (Ceci, Houger Limacher, & McLeod, 2002). This is 

an important part of the interpretive process, given the generative and invented nature of 

the world in language (Lather, 1993). 

There is no method to guide, protect, or offer assurance about the trustworthiness, 

or the integrity of this research project, thus the onus falls on me, the researcher, to be 

accountable and demonstrative of these things. This is no easy undertaking. It is also my 

task to offer the interpretations in a plausible, persuasive, evocative, and compelling way, 

and to touch the audience with this presentation. "The proof for you is in the things I have 

made-how they look to your mind' s eye, whether they satisfy your sense of style and 

. craftsmanship, whether you believe them, and whether they appeal to your heart" 

(Sandelowski, 1994, p. 61). The form of this study becomes extremely important in the 

way that it can appeal to your heart, your mind, and your mindfulness about 
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commendations. "The mark of good interpretive research is not in the degree to which it 

follows a specified methodological agenda, but in the degree to which it can show 

understanding of what it is that is being investigated" (Smith, 1994, p. 125). 

Data Quest: llluminations and Ruminations with the Data 

It has been suggested that hermeneutic interpretive work can be more like a 

astonishing journey, or an imaginative trip, for we do not take a trip; a trip takes us 

(Cohen, 2000). A few of the illuminations and ruminations encountered on this trip 

towards uncovering and extending my understanding ofcommendations warrant 

attention. These illuminations began to light up for me as I encountered the multiple texts 

in this study, including the videotapes, therapeutic letters, documentation, and the 

research interviews with the participants. I first encountered the videotape text. 

Videotape as Text 

Early in the research process, I began to view and review videotapes of 

therapeutic conversations between the family and nurse participants in an effort to better 

understand this complex conversational event and to isolate examples ofcommendations 

that could later be used as triggers in the research interviews. Since I was using videotape 

of actual clinical interviews as a source of text to open up the topic ofcommendations, I 

believed that it might be useful to share this same text, the video clips, with the family 

and nurse participants in the study. The purpose in sharing the videotape was not to get 

commendations right, but to stimulate and open up conversations about the experience of 

receiving and offering commendations in the FNU. This was a complex process fraught 

with both difficulty and promise. 
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What is striking about the use of technologies in clinical practice is that families 

and students do not generally report either the observation by a team, phone calls, or 

videotaping to be problematic; instead, they support a discourse favouring multiple 

perspectives (Haley, 2001 ; Locke & McCollum, 2001; Piercy, Sprenkle, & Constantine, 

1986; Sells, Smith, Coe, Yoshioka, & Robbins, 1994). I found the participants to be 

comfortable with video technology. In each home, I had access to a sophisticated 

playback system, speaking also perhaps to the socioeconomic status of the participants in 

this study. The use ofvideotape data in nursing research has accelerated quickly, fueled 

by both the technological advancements and the increasing comfort and accessibility to 

these technologies within our culture (Spiers, Costantino, & Faucett, 2000). 

Contemporary uses of videotape in nursing research include employing it as a data 

collection method, a supervisory tool, or as a means to ensure quality assurance (Spiers et 

aI. , 2000). 

In this project, the videotapes of the clinical sessions were first used in a 

supervisory capacity with the nurse clinicians in this study, and only later became a 

source ofdata for this study. Pedagogical practices in the FNU dictate that students will 

review all videotapes of their sessions (alone and sometimes with faculty), and then 

complete a detailed system ofdocumentation that includes identifying commendations. 

These pedagogical practices might serve to reproduce particular practices like 

commending. This is not to say this is a bad thing, and it could be argued that this is 

precisely why such practices are adopted, with the intention to nudge students in 

particular preferred directions. The nurses in this study did appear to have preconceptions 

about the commendations offered in the clinical work, consistent with the model they 
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were studying. The advantage to this insider knowledge was that we shared a common 

language and experience with commendations. This insider knowledge was also at times 

troubling, given the way that complacency and complicity might be bred in familiarity. I 

wanted to challenge, open up, and extend my pre-understandings about commendations 

by illuminating the topic differently. 

The videotape data focused on commending practices was not transcribed in 

tot(llity, but was used in its original form as a rich source oftextual data (1. Spiers, 

personal communication, April 3, 2002) to open up the topic both for me, and the 

families in the research intervi~ws . Videotape, it is often assumed, will allow for review 

of an 'original' conversation from a safe and objective distance, a superior perspective 

offering, less biased, more faithful and honest data than a secondary verbal account by an 

individual caught in the co-evolving dynamics of a relationship (protinsky, 1997). 

Embedded in this assumption is the rather naIve idea that time can be frozen on videotape 

(Kvale, 1996; Protinsky, 1997). 

Videotape is an important, temporally situated, objective re-presentation that 

becomes re-constructed and re-interpreted with each viewing as the observer continually 

engages in dialogue with multiple texts (the videotape, conversations with others, written 

texts, and supervisory feedback) (Kvale, 1996). Lomax and Casey (1998) suggested that 

when participants review videotape they are not merely validating a reality but they are 

producing a "reconstituted second order account" (p. 3.5). I concur. This account 

becomes what lhde (1974) referred to as a "transformed experience" (p. 274), one that 

contains possibilities fOf both extending and for reducing experiences. The experience of 
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finitude influences our interpretation and understanding of events, there will never be one 

true interpretation for all time (Gadamer, 1989). 

Real experience is that whereby man becomes aware of his finiteness . In it are 
discovered the limits of the power and the self-knowledge of his planning reason. 
The idea that everything can be reversed, that there is always time for everything 
and that everything somehow returns, proves to be an illusion. Rather the person 
who is situated and acts in history continually experiences the fact that nothing 
returns. (Gadamer, 1989, p. 357) 

The goal in this research was to open and extend conversations with the 

participants by sharing selected videotape from the actual therapeutic conversations that 

had occurred between themselves and the nurse or RT in the FNU. I was not looking to 

confirm, or obtain consensus about what constituted a commending event. There was an 

inherent and somewhat covert assumption at play in the movement of identifying and 

sharing representative segments, the idea that an objectified thing had been found. I 

could not, however, escape this tension. Technologies, like videotape and audiotape, are 

often approached as neutral resources we add to our repertoire of beneficial and 

benevolent research or teaching tools. Heidegger (1977) suggested that "[e]verywhere we 

remain unfree and chained to technology, whether we passionately affirm or deny it. But, 

we are delivered over to it in the worst possible way when we regard it as something 

neutral" (p. 4). This videotape data was not neutral, nor was the review of this videotape 

a neutral, simple, straight forward, or linear process (Lomax & Casey, 1998). Given the 

dialectical complexity of these conversational events it was extremely difficult to identify 

crisp representative statements, or sections of tape, featuring either verbal or non-verbal 

commendations. Accumulating ideas and documentation from this complex data, was a 

laborious, cumbersome and sometimes overwhelming process (Kvale, 1996). LeCompte 
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and Preissle (1993) ~uggested that becoming completely overwhelmed can be a risk of 

using videotape data. 

The first challenge I faced was in trying to determine what constituted a 

commendation in the videotapes. In my initial review, commendations appeared in both 

familiar and unfamiliar forms. Defining commendations, with a very broad brush, as a 

verbal statement focused on drawing forward and highlighting family strengths and 

resources (Wright et aI., 1996) made it relatively easy to identify strings of examples on 

the videotapes. Relative is an important term, because what became immediately 

apparent was that identifying words, or commending phrases, was unsatisfactory given 

that these statements were situated within an evolving conversation, and an experience in 

language. Attempting to add the IBM's distinction of a commendation as a comment 

about a pattern observed over time almost obliterated the field of examples during 

conversations between the nurse and family. The texture of the comments, the notes that I 

heard being frequently sounded, were more consistent with validation in the form of 

compliments, and acknowledgement by the nurse of the families' experience. 

The art of this practice became suddenly more clear as I heard commendations 

crescendo into life, in both the words and the silences, the sparkling sounds of a familiar 

melody, not located in individual notes but in the whole of the conversation. This artful 

conversation was the commendation~ it was not a statement, or group of statements, but it 

was a symphony of sounds, and movements. Gadamer (1989) suggested that, 

[T]he difference between seeing and hearing is important for us because the 
primacy of hearing is the basis of the hermeneutical phenomenon .. . There is 
nothing that is not available to hearing through the medium of language. Whereas 
all the other senses have no immediate share on the universality of the verbal 
experience of the world, but only offer the key to their own specific fields, 
hearing is an avenue to the world because it is able to listen to the logos. (p. 462) 



1- -

I 
54 

Hearing these conversations opened up a new dimension, a means of belonging 

differently to the history and traditions carried in the contemporary literature about 

commendations. Before the written word, we listened to the stories, myths, and the truths 

carried in our culture. Now with the "literary transmission of traditions" (Gadamer, 1989, 

p. 463), the form of the stories have changed, sometimes making it more difficult for us 

to hear. It was in listening and hearing commendations where I began to notice, or was 

reminded of, the eventful and relational nature of the practice. 

Given the complexity of this artful practice, and my almost complete inability to 

isolate representative statements, or short segments highlighting this practice, I found 

myself turning to the RT conversations. It was here, amongst these reflections, where 

commendations as they are described in the literature appeared to flourish. The multiple 

voices were thick with verbal commendations and compliments, acknowledgements, and 

the noticing of salie~t strengths and challenges facing the families . The clinical nursing , 

team members' reflections offered a commentary, or critique of the different movements 

in the sessioQ. I hoped these pieces of videotape would prompt and evoke the 

participant's recall of the whole session, allowing them to then define the commending 

moments. I was, after all, interested in the event, not in obtaining consensus about what 

constituted the event. 

These representative sections ofvideotape, although still reinforcing the existing 

discourse, may have been less fracturing of the event given that the medium of 

expression did not decontextualize or reduce the event into single statements. I purposely 

rummaged around iq. the data, glimpsing for aspects of the experience that fit my 

preunderstandings and prejudices and, in this, there remained a strong emphasis on the 



- - --------------------------------- - - ----

55 

verbal dimension of commendations. These representative sections may have 

unintentionally alienated and silenced any relational or personal experiences of the 

families or nurses that fell outside of the dominant and prevailing discourse. They could 

be considered "ethically nonneutral" (Sandelowski, 1997), given that they were creating 

and reinforcing moral positions, values, and norms. The videotape reviews, intended to 

encourage self-awareness and reflexivity (Hertz, 1997) may have served to 

predominantly reproduce and amplify the preferred behaviors and conceptualizations of 

commendations, those already shared by my S4pervisor and the nursing team. The 

researcher thus became an observer (looking for the correct and best way to offer 

commendations) an4 a disciplinarian of self (correcting and silencing experiences that 

fall outside of the dominant conceptualizations in the literature), resulting in what 

Foucault (1977) has called a process of self-subjugation. 

We must, however, remain attentive to the unique relationship that exists between 

humans and machines if we are to understand both the promise and the threat of such 

technologies (Ihde, 1974). Technology is "no mere means, Technology is a way of 

revealing" (Heidegger, 1977, p. 12). 

The Research Interviews 

At the outset of the interview with each participant there was a process of briefly 

re-engaging and re-acquainting the families and nurses to the topic. I then showed 

videotape clips andlor read transcribed text of their clinical interview as a means of 

prompting a recollection of commending events in the therapeutic conversations in the 

FNU. This early structure was provided as means of opening up conversation about the 

topic itself. In preparation for the interviews, two examples of commendations were 
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isolated from the videotape and the transcribed data. In each family interview, 

approximately five minutes ofvideotape was shown, and on two occasions the 

participants requested the tape be stopped so that they could speak to the topic. These 

commending events were quickly recognizable and seemed to evoke an immediate 

response by the participants. The two nurses who were interviewed face·to-face declined 

the use ofvideotape, given their vivid recollection of the sessions and the 

commendations. In retrospect, I now believe that had the nurses reviewed a particular 

video clip, it may have triggered a recollection or an experience that was outside of their 

memory. 

Sets of potential questions were generated in my initial proposal but these did not, 

however, guide the interviews. Instead, the conversations were left purposely open in 

order to explore the experience of the participants (Koch, 1999; Morse & Field, 1995) 

with re-experiencing, and remembering the commendations. My own prejudices were 

risked through my a<;tive participation in the conversation, by questioning, and sharing 

observations and ideas as we mutually constructed the meaning of these commending 

events (Collins, 1998). 

Ruminations about Ritualization 

I harbored some concern with the idea of ritualizing the intervention of 

commendations with every family seen in the FNU. This was not because I did not 

believe in attending to strengths and resources, but because I feared a dismissal, or 

disavowal of different stories, perhaps even families ' stories of pain and suffering 

(Houger Limacher & Wright, in press; White, 1997). In my role as a clinical supervisor, I 

had witnessed too mpny "solution forced" (Nylund & Corsiglia, 1994) interventions, 
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which resulted in the silencing of families ' experiences, and clinical moves that often 

resulted in irreparable damage to the therapeutic relationship and the disengagement of 

families, Relationship factors are considered to be extremely important to predicting a 

successful outcome in family work, and trail only behind the extra-therapeutic factors 

(Hubble, Duncan, & Miller, 1999; Lambert, 1992). Ritualizing particular interventions 

seemed to me to neglect this necessary attention to context and to the particular. Wary of 

nurses in expert power positions consciously pushing in a pre-determined positive 

direction, without carefully judging the appropriateness to context, was disconcerting to 

me. 

What one acquires here is not a technique; one learns correct judgements. There 
are also rules, but they do not form a system, and only experienced people can 
apply them right. Unlike calculating-rules. What is most difficult here is to put 
this indefiniteness, correctly and unfalsified, into words. (Wittgenstein, 1958, p. 
227) 

These feelings of suspicion likely stemmed from my personal experiences of 

being commended in deliberate, political ways in order to solicit support, agreement, or 

to silence a different or competing perspective. One could successfully argue that these 

were not commendations given that they did not bring forward the goodness that a 

commendation has the capacity to create between people. 

My supervisor asked me at one point in this process of coming to know 

commendations if I even "liked" them, given my criticality. Commendations were 

completely under my skin. These suspicious edges fueled a certain resistance and debate 

towards the topic itself, and I even queried many times if this was the "right" topic for me 

to study. These naggjng doubts allowed me at times to feel special, powerful, and even 

more sensitive and thoughtful about the topic. I could see that not aU commendations 
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were equal or meaningful. Either way, what was happening in this internal furor, was that 

I was fighting the topic. I was not letting the topic speak. 

This resistance may have been commendations way of preparing me to listen 

differently, by beginning to open up my prejudices and preunderstandings. My 

supervisor' s easy acknowledgement and faith in commendation' s goodness, given her 

experience, might have indirectly allowed me to resist, critique, struggle, and eventually 

reach a different place with this topic. This was not a place devoid of suspicion, but a 

place where I could enter into a dialogue with commendations, as my horizon shifted. I 

began to listen to commendations, not the discourse around and about commendations, 

but to the topic itself. 

My trepidation and suspiciousness warrants further attention. Paul Ricoeur 

proposed two antithetical ways that hermeneutics have been used to interpret objects or 

symbols (Gadamer, 1984; Gallagher, 1992; Palmer, 1969; Risser, 1997). The first he 

called the "hermeneutics of trust"; the other, the "hermeneutics of suspicion." In the 

hermeneutics of trust, one deals lovingly with a symbol by trying to recover its hidden 

meaning, while with the other approach, every attempt is made to demystify the object, 

by introducing mistrust, suspicion, and doubt with an ultimate goal to shatter it. This is an 

iconoclastic posturing, an attack on our most cherished beliefs. These distinctions 

introduce what I believe to be a false dichotomy and polarization between the "good," or 

softer approach to hermeneutics, and the "bad," or iconoclastic approach. Gadamer 

(1984) asked, "Is not every form ofhermeneutics a form of overcoming an awareness of 

suspicionT' (p. 54). 
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The Irony ofIlluminating Commendations Goodness 

In Greek comedy the character called the 'eiron' was a "dissembler," who 
characteristically spoke in understatement and deliberately pretended to be less 
intelligent than he was, yet triumphed over the 'alazon'-the self-deceiving and 
stupid braggart. In most of the modem critical uses of the term "irony" there 
remains the root sense of dissembling or hiding what is actually the case; not, 
however in order to deceive, but to achieve special rhetorical or artistic affects. 
(Abrams, 1993, p. 97) 

The irony of troubling or disturbing commendations, and the ways that 

commendations have become troubling and disturbing, persist in this inquiry. The idea of 

dissembling and hiding what is actually the case, not to deceive, but to achieve an artistic 

effect, is what I have come to refer to as the irony of this "construct" we have created in 

the professional discourse around the delivery of a conscious and planned commendation. 

I encountered this irony whenever I attempted to engage in conversations about 

commendations as a planned or orchestrated intervention, and as a repeatable or 

ritualized process. The language of intervention evoked the shattering of the rhetorical, 

artistic, or heartfelt goodness of the commendation; its authenticity and genuineness were 

called to question. This troublesome irony first emerged in the process of establishing 

informed consent. 

Irony and the family participants. When sharing the definition of a commendation 

contained in the consent form, family members seemed pensive, an awkward silence 

settled into the conversation. The consent form stated (see Appendix D & E for copies of 

the consent forms): 

You are being asked to participate in a study that is attempting to understand a 
clinical intervention called commendations. For example, commendations may be 
thought of as those times when your individual and family strengths are being 
recognized, acknowledged, and lor highlighted. 
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After reading this section, a few family members broke the silence by 

incredulously expressing shock, surprise, and utter disbelief that a commendation might 

be a ritualized practice, a planned intervention or technique, and as something "done" to 

all families. Families assumed they were "unique and special," an expression that 

generated pointed conversation and questions about the true meaning of the positive 

comments they had received from the nurse and the team. Sounding disenchanted, even 

betrayed, a family participant asked, "Were the comments real? Did they mean what they 

said?" Once the commendation was painted with a strategic intent, the genuineness was 

questioned. 

I feared in allowing this technical, interventive description to dominate that the 

goodness of the commendations offered to the families in the clinical sessions might be 

jeopardized or undone. My response was to protect and to defend the fidelity ofthe 

statements offered by the nurses, by expanding on the defmition to include spontaneous, 

non-conscious, and even non-verbal commendations. I shifted the experience to a 

relational, context specific event. I found myself justifying the integrity of the statements, 

and even this preferred focus on strengths and resources. 

Expanding the definition alleviated the families ' and my own discomfort in the 

moment, but the issue surfaced again in each research interview. Commendations, clearly 

bigger than what the word intervention conjured llP, were difficult to collapse into tidy 

definitions or statements; the event was a complex experience in language. I was 

obligated to enter th~ territory of these dilemmas in my initial contacts, and to address the 

difficulties in language and to embellish the emptiness in the definition on the consent 

form with all three families. 
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This enigma that is language, constituted as much by silence as by sounds, is not 
an inert or static structure, but an evolving bodily field. It is like a vast living 
fabric continually being woven by those who speak. . . Language is not a fixed or 
ideal fonn, but an evolving medium we collectively inhabit, a vast topological 
matrix in which the speaking bodies are generative sites, vortices where the 
matrix itself is continually being spun out of the silence of sensorial experience. 
(Abram, 1996, p.&3-84) 

The difficulties in defming commendations, in the language of a planned 

intervention, continued to persist. Tensions and contradictions surfaced as I approached 

this topic with a henneneutic understanding of language and genuine conversation. 

Family nursing, and marriage and family therapy are historically situated within a 

different tradition of understanding conversation and language. A henneneutic 

understanding oflanguage, proposes that language shapes our seeing and thoughts; it is 

the medium in which we live and move. It is not a tool that can be crafted, manipUlated, 

and used to control an object, but the place where the world and the objects in the world 

become acknowledged and are given meaning (Gadamer, 1989). In henneneutics, "it is 

literally more correct to say that language speaks us, rather than we speak it" (Gadamer, 

1989, p.463). 

Gadamer (1989) distinguished between therapeutic conversations and 

hermeneutical conversations by suggesting that the intentions of the participants in these 

two types ofconversations are very different. In a henneneutical conversation, the intent 

is to engage in "a process of coming to an understanding" (Gadamer, 1989, p. 385), while 

in therapeutic conversations the intent is more often about coming to know the person or 

the family, rather than in coming to know what the family has to say about a topic 

(Gadamer, 1989). Therapeutic conversations, in the FNU, may have varying intentions, 

but it is often about coming to know an individual or a family. We sometimes describe 
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ourselves as not objectifying families, yet there are certainly times that we do precisely 

this, with good intentions, and useful outcomes. This is an important distinction and one 

that should not be glossed over. When commendations are understood as purposeful, 

planned, deliverable interventions, the intention, it would appear, is not to move towards 

an understanding, rather we have already come to an understanding about a family. When 

commendations are understood in this way, the nurse is purposely moving the 

conversation in a particular direction, a more positive and hopeful direction that might 

not evolve if a conversation were left to happenstance. 

In hermeneutic conversations, the standpoint is different as there is not an apriori 

posture dictating and encouraging a particular path. The interpreter is not the leader, but 

strives to "fall" (Gadamer, 1989, p. 385) into a spirited conversation with another, a 

conversation that conducts itself. 

In this the interpreter' s own horizon is decisive, yet not as a personal standpoint 
that he maintains or enforces, but more as an opinion and a possibility that one 
brings into play and puts at risk, and that helps one truly to make one's own what 
the text says. I have described this ... as a ' fusion of horizons.' We can now see 
that this is what takes place in conversation, in which something is expressed that 
is not only mine or my author' s, but common. (Gadamer, 1989, p. 388) 

In hermeneutics, a common language is found, but it is in the act of finding the 

common language that the understanding between two people emerges, and it is the text 

that brings the subject matter into language. It would be heresy for me to suggest that 

therapeutic conversations should be left to their own devices, given that as nurses we are 

called upon to offer a particular expertise, to make a difference to families and to 

alleviate their suffering. This tension between defining commendations in the language of 

FSN and in approaching the topic hermeneutically persisted throughout this inquiry. I 

was challenged as a researcher to remain open to observing and questioning the topic 
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hermeneutically. It is only when we are in our own language that we can make meaning 

of an event, and the discovery ofa common language "coincides with the very act of 

understanding and reaching agreement" (Gadamer, 1989, p. 388). This meeting point in 

language is called a "fusion of horizons" (Gadamer, 1989, p. 388) and it here, where what 

is expressed no long~r belongs to one person or the other, but to both persons in the 

conversation. Understanding is a process ofcoming to such an agreement, and 

understanding happens in language and in interpreting (Gadamer, 1989). It is not that we 

"merely see everything through interpretation, but everything is in fact constituted by 

interpretation" (Shusterman, 1991, p. 103). 

Irony: Persistent andpresent with the nurses. The tentativeness with which the 

graduate nursing student clinicians embraced the idea. of receiving commendations 

themselves was consistent with the families ' discomfort around this idea of planned, 

executed, interventive statements. Here is a sampling of what the graduate nursing 

student clinicians stated in my research interviews with them: 

Ursula Bohn (Ursula): I tend not to always trust, I mean, if I know that we finish the 
session and the expectation is that we offer commendations, then it's a little bit harder to 
believe them. 

Ursula: There have been some commendations they made that I valued more .. . it is 
valued, it is different from what other people do, and it is a special thing. So then, there 
are some that I value more, and some perhaps from colleagues, especially from our other 
classmates, that I felt a little bit like, that, okay this is the part where we are supposed to 
be giving each other commendations. 

The second nurse clinician stated, 

Juliet Thornton (Juliet): I don't think I take commendations very well. I felt like from my 
professors and from my colleagues that when they were giving me commendations, 
because we were specializing in a therapy model, that when I received a commendation I 
felt like [pause] I would just kind of brush them off, because I thought it was kind of 
played out. That is what has to be done, so you have to find something to give her a 
commendation about. 
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Juliet: I think that having an ulterior motive is always, it is a huge thing when you give 
commendations with any family, with any nurse-patient relationship. If you are giving a 
commendation to make your practice easier, or your practice better, then it's not worth it. 
{just don't even bother. I don't think, I mean maybe it will help them, but I just think that 
is even kind of morally wrong. Ifyou want the family to change for themselves, but if 
you want them to change for your own benefit, like to make your therapy look good, or to 
pick stuff up, you know in the world, then I think it is wrong. 

These students were very familiar with the idea of a commendation as a clinical 

move, and although they both talked about the significance of offering commendations to 

families, it did not soothe or soften their suspicions about the genuineness of planned 

commendations. This incongruity, or dissonance, appeared to be more difficult for the 

students to acknowledge and address and they both spoke more tentatively, and 

cautiously than the families in the study. Perhaps questioning commendations was 

disconcerting for a number of reasons. Questioning a powerful professional discourse 

supporting this approach, and a significant piece of the model of their esteemed mentors 

and teachers, could be disconcerting. It was here, in these conversations, where the 

distinctions that Gadamer (1989) offered, between the differences in a therapeutic and a 

hermeneutical conversation came to a different light. I understood my own 

suspiciousness and tentativeness differently when I heard the dissonance in these 

students' acknowledgement of their own discomfort with planned commendations. This 

does not appear to be an element that we yearn to explore, but rather one we would prefer 

to pass over in silence, a silence that assumes that spontaneous commendations are more 

genuine than planned events. 

Ulterior motives. This idea that the speaker of a commendation might have an 

ulterior or hidden motive is intriguing, given that motives and intentionality are always, 

already, at play in conversations, and that it is in the conversation where these motives, 
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prejudices, and preup.derstandings come to light. This troubling uncertainty around 

whether genuineness and authenticity can be sustained and situated in a planned 

statement, even one with good ulterior motives, likely speaks more to the relationship, 

and the power issues at play in the relationship. Perhaps in a trusting therapeutic 

relationship, motives are less concerning. Families, and nurses, place almost a blind trust, 

in the moral and ethical positioning of the "other" in therapeutic conversations. The 

graduate nursing students, however, are situated in a completely different context, one 

where a completely different contractual relationship is constructed. 

Ironically, I found myself expressing commendations with every participant in 

this study, comments that might have gone unnoticed if it were not for this project. I 

believe that these commending statements, questions, and even the warm and positive 

emotional responses were premised and contingent on the relationships that were forming 

between the participants and myself. I also believe that these comments located in the 

conversation said something about the individuals in these families, their ways ofbeing 

in the world, and their openness to engaging in conversations with me around this topic. 

Commendations do not just happen, given they are always situated within a relationship 

and in a particular context; they come forward in the conversation. 

The commending moments that happened between the participants and myself 

were not planned, but I must confess that when I noticed them surfacing, I experienced 

momentary discomfort. This may have been connected to my belief that, in becoming 

conscious of the commendation as an object, the energy flow located in the conversation 

was interrupted. No longer listening, attending, and openly participating in the 
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conversation, I became an observer, caught up in the horizon of my own thoughts, no 

longer caught up in the "play" (Gadamer, 1989, p. 104) of the dialogue. 

Was this noticing a disruption to the spirit ofthe event? One could contend that 

this is a natural part ofevery conversation, although in these moments I experienced 

myself as no longer in the conversation, no longer listening, and instead I was fixating, 

and deliberately choosing words for the commendations. Words and phrases that were 

purposely extended, thickened, and amplified until they no longer felt like my words-

thick, foreign, and scripted, they became a part of a performance. The moment became 

tainted by my awareness. Perhaps these are only echoes of the irony of acknowledging or 

noticing commendations. This dilemma warrants ongoing attention, given it has remained 

unsettled and at play throughout this inquiry. 

Defining and Re-defining the Topic 

Talking about commendation' s goodness in a technical way seemed to dispel the 

magic that this process of drawing forward strengths and resources create~ in the 

moment. The mythical proportion of commendation's power seemed to exist in relation 

to maintaining some mystery, or at least to keeping the experience private, personal, and 

located in the relationships where they emerged. Decontextualizing and redefining such 

meaningful and heartfelt events into the language of an intervention that can be 

researched as an object, or as a thing, felt at times almost sacrilegious. It was as though 

the genuineness of the moment could more easily be linked to a less conscious, more 

spiritual or bodily dimension of the relationship. It was in this struggle to satisfactorily 

define commendations, even by resisting narrow definitions, when I first experienced 

myself as trapped and entrenched in a language that Wilber (1998) referred to as the 
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flatlands. The flatlands is the superficial fa~ade to which we become confined when we 

strictly attempt to capture the whole of an experience using the senses and sensory 

experiences, rather than acknowledging the higher or deeper spiritual dimension (Wilber, 

2000). The spirit of commendations remained elusive even in the expanded language 

defining this intervention. 

In the moment of describing a commendation as a "clinical intervention," it is 

caught in a rich history and tradition carried within language. Clearly defining and 

labeling concepts and interventions has been lauded as a means of establishing greater 

clarity of the object within nursing and the natural sciences. In the moment of labeling 

commendations as an intervention, a particular staticality is introduced, confining, 

defining, and establishing a separation between the subject and object. The unique 

complexities and contingencies that exist and emerge in the relationships are minimized 

and lost. The word intervention is frequently situated within the natural science discourse, 

including nursing and medicine, where events, like interventions, become separated, 

decontextualized, and compartmentalized into specific actions that a subject can control 

and replicate in order to eliminate or cure a disease (Bishop & Scudder, 1995). Tightly 

intertwined with the natural sciences language of intervention is this word practice, 

generally meaning those continuous or habitual performances exercised by a profession 

(Road, 1986). As a nurse, there is an attraction to the idea of capturing, controlling, and 

even replicating behaviors, or practices, that will alleviate suffering. 

Adopting scientific language and covertly claiming the history and power clinging 

to such a discourse might serve to legitimize family nursing. Objectifying 

commendations as interventions also allows us to language about a cluster of behaviors 
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that might other wise go unnoticed, and it might encourage exploration and conversation. 

Wright et a1. (1996) language of moves, as a term to describe interventions, introduces 

fluidity and circularity in the face of a language that invokes the vision of a stationary, 

static, unidirectional, one-time event. Adopting this language on the consent form may 

have offered a less prescriptive tone, and evoked less suspicion about the genuineness of 

the commendations. I do not believe however that one correct or one most useful term 

will ever capture this event. A word or phrase cannot release me from the dilemma that 

surfaces when I slip into an objectifying process by positioning commendations as an 

intervention, as a thing to be studied. Given that hermeneutic experience is linguistic in 

nature and is an event in language, not a conceptual knowing that can be reduced to 

concepts or single words (Caputo, 1987), it is not surprising that I encountered, and 

continue to encounter, this dilemma. Clear, precise language, the place where 

interventions are generally situated, is insufficient for capturing the complexity ofthis 

event and its contributions to healing and change. 
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CHAPTER FIVE 

COMMENDATIONS: HEARTINESS THROUGH DAILY SUSTENANCE 

The Researcher's Encounter with Helen and Fredric 

In just one fleeting moment standing at the doorstep ofHelen and Fredric's house, 

the chime of the doorbell announcing my arrival, I could see that this was an orderly and 

meticulously maintained household, one well tended. This couple lived only a few blocks 

from me, in an older section of the city. Tell tale signs of aging permeate this landscape, 

houses draped in chipped and peeling paint, bent and twisted eave troughs haplessly 

swing from rooftops, and cracked and crumbling sidewalks dominate the view. Ah, but 

this house, it was different. Home maintenance, always an ordeal in my mind, looked 

effortless from the perspective of this front porch. But, I knew better. 

Helen's throaty laugh, and East Coast lilt, combined with the instinctive way she 

extended her hand to scoop me into the house, created instant warmth. I was ushered into 

a tidy formal living room. Formal decor yes, but not of a minimalist tradition. The room 

brimmed with photographs and memorabilia easily spanning Helen's 58 years. Each 

piece was positioned with tender loving care on doilies dotting the tables and shelves. 

There was a familiarity about this room, it reminded me of my grandparent's home, order 

amidst a tangled history of affairs. Rich stories clung to each item, stories wanting and 

waiting to eagerly slip through Helen's lips, almost without prompting. But, before they 

could escape, Helen shouted for Fredric, her marital partner of twenty years, to join us in 

the living room where we would discuss this research project. The man who trudged into 

the room still glowed with remnants of youthful red hair, and at 65, with his dancing eyes 

and easy smile he seFmed younger and more engaging than the man I later encountered 
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on videotape. His thick Danish accent demanded certain attentiveness. I found myself 

immediately attracted to this couple. 

The familiar, confident, easy cadence and tone that attaches itself to people who 

have been together comfortably for many years accompanied Helen and Fredric' s 

conversations. Verbally supporting one another' s statements, exchanging tender knowing 

glances, and completing one another' ~ sentences kept the steady energy flow alive 

between them. It was certainly not the energy one would predict if listening exclusively 

to the stories littering their past. 

Helen openly spoke in the clinical sessions about her two previous marital 

relationships to violent, alcoholic men who committed suicide, and the landslide of 

anguish that followed with her three children from these relationships. Whispering words 

of anguish, she described many years of estrangement from her children, and the sadness 

associated with acts of sexual and physical abuse perpetrated against these children. Now, 

lovingly connected to her "beautiful" adult children, and grandchildren, only shadows of 

the anguish remained. Yet, countless years of dealing with complex emotional events had 

left her feeling drained, exhausted, and fatigued. March, the anniversary month of many 

family tragedies, is when Helen typically experienced feelings of "depression." 

Any second hand knowledge that could be gleaned from strictly reading the 

videotapes and documentation focused on Helen's weathering of the pain and 

"dysfunction" in her past could be misleading. One might assume a tenuous and fragile 

relationship between Helen and Fredric or an unhealthy dependency. Helen described 

Fredric as her "rock and salvation," maybe not the description of an equitable, egalitarian 

relationship, and yet, this couple, oozed with affection and love, a meaningful balance 
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and equality. The romantic in me believed that this couple' s habits in steady 

maintenance extended far beyond household repairs, for creating and preserving such an 

oasis in the midst of the described earlier chaos could be a full time vocation. 

Helen contacted the FNU because she feared that she had "lost her enthusiasm for 

life" following a "heart attack" experienced six weeks before the first session. This loss 

of enthusiasm had been interfering with her ability to perfonn even day to day activities. 

She was anxious, depressed, and in search of a "Stress Management" program. 

Depression was no stranger to Helen and she wondered if t4e heart attack had triggered 

painful feelings from the past, or if it was a response to previous stressful life events. 

Either way, her ability to see the "good" in her life was dismantling itself. She clearly 

wanted her positive, strong, survival traits to return. In the first clinical session, Helen 

described feeling "like a little flea at times. I feel like there is an elephant crushing me, 

like I am a little flea, so therefore, I haven' t risen since the heart attack." The 

descriptions, metaphors, and stories threaded throughout Helen' s conversations were both 

charming and disarming. 

Emigrating from Denmark as a young man, penniless, and unfamiliar with the 

language, Fredric entered Canada and went on to establish a successful bakery. Fredric 

believed that his real "good fortune" was meeting Helen in his later life. This couple's 

mutually complimentary, respectful, and loving way of engaging with one another, and 

with me, reminded me of the existence of commending practices in everyday 

conversation. At the outset, Helen spontaneously complimented me on pursuing a further 

education, and on researching a topic that focused on nurses' ways of"helping" families. 

She seemed genuinely interested in my life, and in me as a person, asking questions about 
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how I had become interested in commendations, did I have a family, and what did I think 

of their home. This was an easy and inviting conversation; it felt personable, not at all 

clinical. I was touched to be complimented myself, to be noticed as it person, not only as 

a researcher. This 'noticing' was certainly a leavening ingredient in my relationship with 

this couple. I reciprocated and commended this couple for their openness and willingness 

to participate and share opinions, suggesting this showed courage and selflessness. This 

complimentarity seemed to add, or created, an element ofconnection and trust in our 

conversations. 

Daily Maintenance: Commendations Presence 

As a researcher, and a woman, I have a history with commending practices in my 

professional and personal life. Helen and Fredric though, seemed to have a more intimate 

knowledge with this practice. 

It was clearly a comfortable, almost habitual part of their style of talking with one 

another and ofbeing in a conversation. Commending did not feel like a foreign 

movement or a planned event in these conversations. When I asked Fredric about this 

kindness, these compliments, he stated that it was just a "natural" way ofbeing together; 

it was the way couples "should" behave with one another. Gottman (1999) identified 

three types ofhappy. stable couples-what he has called the validating, volatile, and 

conflict-avoiding types. Although they have very different attributes, he suggested that 

they all have the masic "5 to 1 ratio of positive-to -negative exchanges" (p. 88). This 

ratio, he believes, signifies, or is at home in, relationships where happiness and stability 

exist between people. In my brief experience with this couple and my observation of 

them on the videotapes, they appeared to epitomize a stable couple, and they definitely 
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surpassed the 5: 1 ratio. I wonder if what appeared to be their personal congruence with 

validating and complimenting one another might also have accounted for the easy fit of 

the commendations that were offered by the nurses in the clinical setting. Alternatively, 

was it this family' s pattern that invited the nurses into offering the quantity of 

commendations that they did in the RT? 

It was in my initial meeting with this couple, focused on establishing informed 

consent, where the irony of talking about commendations as a planned and ritualized 

intervention first opened up. It was Helen's surprised tone, facial shock, and string of 

pointed and provocative questions about how commendations could possibly be a 

planned intervention that invited me to begin to think differently about my earlier 

suspiciousness. It was this same bold openness that began to challenge my thinking about 

videotape. 

In my review of the research interview transcripts with Helen and Fredric, what 

was striking was the power of this couple's observations of themselves in the videotape 

clips to evoke self-critique. This objective perspective invited an awareness that fell 

outside of their everyday experience of themselves. They commented on their visual 

appearance and Helen said, "I don't like who I am" sitting up there on the screen. Review 

of videotape can create an almost spellbinding experience given the way it opens up 

previously inaccessible information about our performance, the appearance of our body 

and facial expressions, voice pitch and tone, verbal and nonverbal habits (Kvale, 1996). 

However, it was Helen, in our conversation about this response and after watching 

only a short segment ofthe videotape of the RT, who said that she did not require further 

review of video as she distinctly remembered "it all." She and Fredric had a vivid 
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recollection of the details, and nuances, of both the content and process of the things that 

mattered to them in the sessions. Commending events did matter to this couple. I 

observed this same process with all the participants; they did not require video prompting 

to talk about commendations. Commendations were known, easily recognizable, and 

remembered. 

Helen also easily recounted details of specific actions and bodily experiences 

during this session. Videotape, always considered indispensable to me in my supervision 

of students, was momentarily challenged as the bearer of truth. Helen' s truth was her 

experience of the spirit of this session and the spirit in the feedback offered by the clinical 

team, experiences located in her memories and recollections. Video technology, although 

a wonderful tool, also has the potential to disengage our imagination, wonderment, and 

remembering given that it may inadvertently cut us off from our experience. Helen 

reminded me of this in both her request to halt the video and to "just talk" about the topic, 

and then again later, after hearing the RT, when her experience, recollections and 

memories were challenged. 

Commendations in the Clinical Sessions 

The Nurse Clinician's Moves 

In the therapeutic conversation between this couple and the graduate nursing 

student, commendations did not dominate. Compliments, distinguished as different from 

commendations, given their focus on a person's behaviour in the present (i.e. , openness 

in the conversation) had a more pronounced presence. Although commending statements, 

or micro moves, did not dominate in the therapeutic conversation they did dominate in the 

comments offered by the RT at the conclusion of the sessions. What was most striking in 
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these conversations was the relentless validation, legitimization, and acknowledgement of 

the family member's experiences by the nurse. The graduate nursing student Ursula 

Bohn, employed for many years in oncology and palliative care, had an inviting physical 

presence in the session, sitting with her body leaning in and forward, holding eye contact, 

and nodding her head at intervals during the conversations. She seemed to urge and 

encourage Helen' s sharing of stories with the warm, gentle tone in her voice. The lazy 

pacing of the questions and comments seemed soothing and comforting. 

Commendations, in the active verbal definition of the word, first surfaced in the 

conversations with Helen and Fredric seven minutes into the session. 

Ursula (Graduate Nursing Student): I want to say that I really commend you for taking 
the initiative to seek out some help. A lot of people say, "well, it wasn' t offered" and 
leave it at that. I think it takes certainly some courage to be able to know that you need 
some help. 

Here, Ursula, primed in the IBM (Wright et aI. , 1996), actually uses the word 

commend, although I believe this statement could just as easily be described as a 

compliment, or the noticing of a sparkling moment. Regardless of the definition, Ursula 

drew forth a story where initiative translated into courage, a positive interpretation of 

Helen's actions to seek assistance, and a transformation of her action into strength and a 

substantive personal attribute. The nurse could have as easily suggested that seeking out 

support must be evidence of an intense problem and inability to cope, reinforcing a 

pathological perspective. This same process surfaced again during the development of 

the family genogram (McGoldrick & Gerson, 1985 ~ Wright & Leahey, 2000), when the 

nurse discovered and heard recollections of the multiple misfortunes and horrors in 

Helen' s personal history (see Appendix F for genogram). These horrors could have been 

tacit signs of patholqgy and dysfunction, seized upon as evidence and rationale for 
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difficulties in the present, igniting dialogue about Helen as scarred or damaged. This did 

not happen; instead Ursula thanked Helen and said the information had helped her to 

understand "what you have not only been through and suffered but been through and 

survived." Here, we see an acknowledgement of Helen's suffering, and an extension into 

a story of survival rather than defeat, of strengths rather than deficits, of wholeness rather 

than emptiness. This direction and shaping seems to be purposeful and consistent with 

what the IBM calls a strength focus. Was this movement spontaneous, or planned? 

Conscious, or unconscious? 1 believe this posture and positioning was congruent with, 

and reflective of, the culture of the FNU, a culture informed by the philosophical beliefs 

of the faculty who teach in this context, and who co-authored the IBM. This model 

embraces a view of people and families as resilient, resourceful, capable, and strong. 

They believe that change ensues when strengths and resources are noticed, amplified, and 

reclaimed. 

Conscious deliberation. In the research interview with the graduate nursing 

student Ursula, she described the conscious deliberation and thoughtfulness required in 

the process of learning to commend family members, and of coming into the culture of 

this practice setting. 

Ursula (Graduate Nursing Student): 1 was perhaps using commendations to some extent 
because of being watched and being expected to make commendations. 1 was very aware 
oflooking for things to say like, ' I must commend you on coming to seek help.' 1 am not 
sure that is something 1 would have said out of my own head. 1 mean that commendation 
was very much based on the IBM, like if1 am trying to follow this model the IBM values 
the offering ofcommendations. Offer a commendation soon and quickly. And having 
watched Dr. Wright and some of her work, 1 think that it was a commendation that she 
often gives. 

Note the conscious, intentional way that this nurse was pushing herself to notice, 

and to comment verbally on particular positive aspects ofHelen' s life. Ursula 
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deliberately mimicked her professor's words in an attempt to teach herself to notice 

strengths, and then to offer commendations. This deliberate attention towards recognizing 

and building on strengths, not drawing forth deficits and/or weakness, is a far more 

untidy process than I believe most nurses would like to acknowledge. Some of the traits, 

or the strengths, that seem to be most valued and given voice in the culture of the FNU 

include courage, commitment, loyalty, integrity, independence, honesty, and love. 

No doubt, th(,':se moral, good, and preferred attributes should be lived out in our 

day to day lives, but how do we know that these attributes should always be drawn 

forward in conversations. How do we make decisions about when to remain in the ugly, 

painful, or dirty side of an experience, and to suspend the pressing need to offer a 

commendation in the form of words? When might suspending our push in a preferred 

direction be a commending act, one that acknowledges a family'S story of suffering? I 

shudder at myself for asking these questions, given they almost defy discussion, and yet 

this, I believe, is the untidy complexity inherent in these moral decisions. 

Ursula (Graduate Nursing Student): I feel like there are lots of thoughts that we have that 
are commendations that we don't say out loud and that the IBM gives us permission to 
say them. 

For this nurse, the model legitimized and reinforced the value of speaking positive 

thoughts and of acknowledging strengths and resources by giving a voice to a 

commendation. Learning to notice the positive attributes ofa family's life may have 

demanded this conscious deliberation, given the language habits reinforced and re

created in the dominant health care system, a discourse focused on pathology and 

problems. 
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Active inattention: The art ofpassing over. During the development of the 

genogram, Helen shared a stoxy of how she had at one time been diagnosed by a 

psychiatrist as "Manic Depressive." The graduate nursing student asked if Helen 

"believed the diagnosis," and Helen clearly stated that this was a label she "refused to 

agree with." The nurse did an interesting thing in this moment, she skimmed and passed 

over this diagnosis. She did not explore what symptoms may have contributed to such 

labeling, nor did she attempt to uncover Helen's beliefs behind rejecting the diagnosis. 

Without hesitation, the nurse accepted Helen's rejection of this label, and inquired about 

whether she should "not write it down," or strike it from the record. Helen was asked for 

a preferred self-description and she quickly replied that she perceived ofherself as "deep, 

sensitive, and passionate to other people' s feelings." This acceptance and the passing 

over of the medical discourse that could have accompanied such a disclosure appeared to 

validate Helen's experience. The form of this commending was not located in a verbal 

statement highlighting this woman's strengths and abilities, but was instead located in an 

active silence, a passing over, and an acceptance and validation of Helen' s understanding 

of herself in the world. I used the word active here to denote that this movement, and the 

drawing forth of an alternate stoxy, was an action that contained energy; it was not an 

inert passing over. 

The energy in this example was contained not only in the combustion of the ideas 

given voice but it was also in the unsaid. There may be times in therapeutic conversations 

where the art of passing over contains a more purposeful and selective dimension, when 

we consciously choqse to give voice, or to pass over particular elements in a 

conversation. Regardless of our consciousness in these events, they may have similar 
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effects on the therapeutic relationship. In this example, I believe that the person ofHelen 

was recognized as the expert on her own life, and that these active, passive, or selective 

gaps- the unsaid- may have been equally commending of a person' s experience. 

By ' tact' we understand a special sensitivity and sensitiveness to situations and 
how to behave in them, for which knowledge from general principles does not 
suffice. Hence an essential part of tact is that it is tacit and unfonnulable. One can 
say something tactfully; but that will always mean that one passes over something 
tactfully and leaves it unsaid, and it is tactless to express what one can only pass 
over. But to pass over something does not mean to avert one' s gaze from it, but to 
keep an eye on it in such a way that rather than knock into it, one slips by it. Thus 
tact helps to preserve distance. (Gadamer, 1989, p. 16) 

This inattention to particular attributes, or tact, appeared to equally shape and draw forth 

the development, and construction of positive meanings, not problem meanings, and so 

could be construed as alternate fonns of commending. 

Commendations in the Reflecting Team 

An important component of the therapeutic conversations, and the supervisory 

practice in the FNU, includes the use of the RT (Andersen, 1987, 1990; Wright et aI., 

1996). RTs are practiced consistent with what has been described in the literature 

(Andersen, 1987, 1995, 1999; Davidson, Lax, & Lussardi, 1990; Freedman & Combs, 

1996; Griffith et aI., 1992; Lax, 1995; Pare, 1999; Parry & Doan, 1994; White, 1995c) 

but with a few unique adaptations. The interview process includes the initial tnerapeutic 

conversation between the family and the graduate nursing student in front of a one-way 

mirror, while the clinical nursing team (comprised of the clinical supervisor and other 

nurses) observes from behind a one-way mirror. Towards the end of the interview, the 

clinical team and family switch positions so that the family can listen to the observing 

teams' reflections and recommendations. The graduate nursing student who interviewed 

the family remains with the RT in front ofthe mirror, while the family is positioned 
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behind the mirror. This is a unique twist to the RT process as I have experienced it in 

other settings where the interviewer usually remains with the family. The rationale for 

including the interviewer in the room with the observing team during the offering of 

reflections is so that the graduate nursing students might gain more experience in the 

offering of reflections (Dr. Wright, personal communication, March 3, 2003). 

The reflections begin with each team member introducing themselves to the 

family. It is the clinical supervisor' s responsibility to set and maintain the tone, pacing, 

and length of the reflections. Generally, the supervisor offers the initial reflections, 

reflections that always include commendations. Having launched the discussion, the 

invitation is then extended to the other members of the clinical team to participate by 

sharing their commendations followed by additional observations, questions, 

recommendations, or speculations. At the end of offering the reflections, the team and the 

family trade places, and the nurse and family then explore briefly the experience of the 

family in listening to team's conversation, and whether they agree or disagree with the 

reflections offered. 

Dr. Wright was the supervisor with this family, while the team included another 

faculty member and four graduate students (including the clinical interviewer). The 

composition of this particular RT, and all of the other RTs in this study, were women 

who shared the same ethnicity. Greater diversity in a RT is preferred and considered 

beneficial in creating what has been referred to as dialectical tensions and polyocular 

vision, that is the creation ofmultiple and even competing perspectives (Smith, Jenkins, 

& Sells, 1995; Smith, Selis, & Clevenger, 1994; Smith, Yoshioka, & Winton, 1993). 

Given that the FNU is a teaching setting, the creation of dialectical tensions and 
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polyocular vision may not always be a desired outcome, as particular ways of thinking 

and moving are preferred in these therapeutic conversations. I wonder if there is not 

always a degree of "normalizing judgement" (White, 2000, p.73) within a team, when 

particular attributes are positively connoted and given voice in a commendation. The 

preferred and expressed attribute would simultaneously affect not only the families ' 

beliefs about themselves, but would influence the team members' beliefs, including the 

students. The teams' comments after the first session with Helen and Fredric included: 

Dr. Wright: I am just amazed at this woman's life and all that she has experienced in her 
life and how she just keeps forging ahead. And, I have to say, I was really struck by her 
wonderful descriptions ofher children. About how, "she is just a beautiful daughter," and 
"he is a fabulous son," and "he is a wonderful" ... isn' t it? I have this "beautiful daughter
in-law," and her description of her husband, "he is my rock, he is my salvation." It is just 
lovely how she is so loving in her descriptions about the people who are important in her 
life. But what a life she has had, and all that she has coped with, and come through, and, 
it is just quite remarkable how she has handled all this. I really admire her, she is not a 
woman that normally goes after this kind of thing, but she pursued it this time. I think she 
has done well for herself. 

Dr. Wright then invited other reflections. 

Graduate Nursing Student-I: I was really struck by your description ofher [referring to 
Dr. Wright's comments], and her strengths compared to how she described herself. I 
think she said she feels like a "flea under an elephant's foot," so counter to how I saw her 
overcoming the challenges in her life. 

The clinical nursing team then suggested that it would take a "strong and competent 

person to come through what she has been through" and that she has "fabulous insight," 

"compassion," "openness," and such "feeling for her children." 

Dr. Wright: Courageous enough not even to go along with the authority wh.o prescribed a 
particular diagnosis to her, so they call her manic depressive and she says, "no I am not, I 
would call myself. .. " 

Graduate Nursing Students, 1, 2, 3 [speaking in unison]: A deep and passionate person! 

Graduate Nursing Student -1 : Many times in her life, life could have knocked her down 
and she could have caved in but she has not. 
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Ursula (Graduate Nursing Student, Interviewer): My perception ofHelen is, how easy she 
was to engage, how open, how eloquent in expressing herself, so when talking about her 
low self-esteem, I would not have guessed. 

The nurses spoke of their admiration for Helen, and of her countless efforts to 

have dealt with the suffering and trauma in her life. The team speculated that the heart 

attack seemed to have stolen, or knocked, her self-esteem and confidence. They shared 

knowledge about the biological and chemical changes, and the high incidence of mild 

clinical depression following heart attacks. 

These are a few early examples of the commendations offered in this fourteen 

minute RT. It has been suggested that RTs should be time sensitive, given that the 

comments can be overwhelming (Haley, 2001). The RTs in this study ranged from 14-23 

minutes (see Appendix G for RT time summaries), and although I did not directly broach 

the issue of time, the second couple in this study protested about the length of the 

sessions and the teams' comments. 

The Couple's Response to the Reflecting Team 

Helen, in the clinical interview, returned from behind the one way mirror, smiling, 

and almost vibrating with a gushing energy and enthusiasm. 

Helen: It is wonderful! Well they see me as a person that I myself have been. Strong, 
having endured what I have over the years, because I was once like that, I can be that 
person again! What it has done for me to sit there for the first time and listen to a bunch 
of beautiful women, see me as a beautiful person? That has raised my self esteem about 
50%. To the fact that I will leave here and I will do what has to be done. With each 
individual seeing me as a beautiful person, who has been through so much, that I am a 
strong person, I can endure, I am a survivor! I feel good that they could see the things in 
me I could not see in myself. .. . They are all beautiful, beautiful, individuals. It is 
amazing how fast they could pick up on something I had forgotten myself. 

Witnessing Helen' s immediate, powerful, and dramatic response to the RT 

comments evoked a degree of heat, warmth, and energy in me as a listener. This rapid 
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one session response activated a hope and confidence for me in her ability to deal with 

the issues that brought her to the session. Her changed demeanor and enthusiasm 

towards the team of "beautiful" women, who recognized her as both strong, and a 

survivor, was astounding. In being reminded of those parts of herself that she had 

forgotten, she appeared energized and reported her self-esteem up by 50%! The power of 

this team ofwomen seemed to be very significant for Helen, given how the perceived 

professional power and privilege ofthese women positively shaped this woman' s beliefs 

about herself It helped to remind her of things she had forgotten, and this remembering 

came about because of the authority in the words of multiple experts concurring about 

what they were observing and witnessing in her. Authority and expertise were helpful to 

Helen in this moment of reckoning and remembering. 

Helen referred to the team members, the comments, and herself as "beautiful." 

This is noteworthy, given that this word seemed to vividly capture Helen' s experience 

with hearing commendations. Beauty as Helen distinguished it, did not refer to physical 

beauty, but to something grander and especially encompassing of the changes that 

happened in her own thinking when a different light was cast on her understandings about 

herself This process of noticing, drawing forth, and reminding Helen about herself, I 

believe, brought forth a kind of moral beauty in the aesthetics of the interview. The artful 

language form and presentation of the R T provided a space for the goodness to emerge 

and dwell. 

It is actually light that makes visible things into shapes that are both "beautiful" 
and "good." But the beautiful is not limited to the sphere of the visible. It is, as we 
saw, the mode of appearance of the good in general, ofbeing as it ought to be. 
The light in which not only the realm of the visible but also that of the intelligible 
is articulated, is not the light of the sun but the light of the mind, ofnous. 
(Gadamer, 1989, p. 483) 
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Helen returned to the FNU three weeks later with Fredric and reported that she 

had taken action in her life. Immediately following the first interview, she placed the 

phone calls she had been unable to complete prior to the session. Helen described feeling 

like her '~old self' again. 

Helen: What keeps coming back to me is that I remember saying at one point that I felt 
like a fly and compared to having, feeling like an elephant. That's been reversed. I am 
now the big guy, and it is the way I have always been, and I had a temporary setback and 
I don' t want to go there again. The comments the team made were so beautiful. I had to 
believe what they said. 

In this [mal session, Ursula, the graduate nursing student interviewer, explored 

and amplified the multiple positive changes that were reported, encouraging the telling of 

the success stories. She commended the couple for their "positive" interactions and 

"support" of one another, stating that she was "struck" by the "open" way they talked 

together. She explored Fredric' s concerns about Helen' s health, and learned of his 

exaggerated watchfulness and fear of another heart attack. The couple spoke of the 

sadness they would experience if they lost one another. Helen declared that, "To lose 

him, I'd lose my whole world. I' ll never find the same kind of relationship again, love 

respect, compassion, and care, he is a rare bird." These caring loving statements 

dominated the conversation. 

The RT following this session opened up with Dr. Wright asking the students to 

offer their observations, 

Graduate Nursing Student-I: Such an inspiration for all ofus as we look forward to 
relationships in life. I love Helen' s description of the relationship, full of respect, love, 
compassion, and care. This is important in a relationship. 

Graduate Nursing Student -2: These kinds of relationships do exist. 
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Dr. Wright: But, he is a real Renaissance man though. Isn't he? I don't know if there are 
a lot of men his age that would talk so strongly about the importance of "talking." The 
importance of talking things out and dealing with your emotions. I am really impressed 
with them. 

The RT members then built on these comments by stating that it helped them to 

recognize and remember different aspects of positive relationships, including "shared 

support", "openness" and "remarkable communication." It was suggested that the strong 

emotional support ofFredric was "healing" and likely "preventative" of future problems. 

One team member expressed surprise that Helen was "not bitter" about her past. The 

nurses discussed the unique challenges to adjusting after a heart attack, and finding the 

balance between caring for one's physical health, walking and remaining watchful of 

one's diet, always mindful of not pressuring oneselfto behave completely out of 

character. 

Fredric: When she was here last time she was down and somehow, or another, by being 
here, it got her confidence back up again. I don't know what it is, but ... 

Helen: Maybe the appraisal? 

Frederic: She was on the ball right away, something happened in this session. 

Helen: Maybe I needed a little uplifting. 

Helen: Yeah, again they see us as we see each other. The positive comments are 
wonderful. I just want to say thank you to you and the beautiful team that gave us such 
positive comments. And that letter that was sent out after the first session. I mean, I can't 
see how a person couldn't, if you know, if you feel like a little rose, the leaves had to 
open up. The flower has to open. 

Fre,dric: That was a nice letter. 

The word beauty returns again, and Helen's analogy of the rose opening up in 

response to the commendations that she heard in the sessions and to the letter sent 

following the sessions is a powerful description of her experience. She uses the words 
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"opening up," as a natural response to the events that happened in the session. Perhaps 

this opening up is what happens when a person encounters their moral goodness, their 

strengths and resources. Commendations did not only prepare the ground for change in 

this clinical work (Wright et al. , 1996); they ferti1ized, sustained, and even cast a light 

that contributed to growth. 

The Research Interview 

Receiving Commendations: The Couple 's Experience 

After settling into the couple's TV room, and viewing no more than a minute of 

videotape, Helen began to speak over the tape, wondering out loud if the team had been 

confused, and if they had misunderstood her. 

Helen: Like I am wondering if they got the message clear when they said the "heart 
attack." It is almost like, was it the heart attack supposedly that I had that gave me that 
low self-esteem? Or was it just a period in my life that was causing my self-esteem to go 
low? I don't knOw. I am wondering if they were just kind of, you know, seeing it because 
of the heart attack? 

Helen in this moment could not focus on hearing or talking about her experience 

with commendations until we explored this possible misunderstanding about the 

presenting problem. She believed that her problem was bigger than the heart attack, and 

she feared that the team had "just narrowed in on the heart attack" and so had possibly 

not heard her "revealing" the other tragedies in her life. We listened to a few minutes of 

the videotape and then talked about this misunderstanding and the team's focus on the 

heart attack. As we talked, Helen began to frame this misunderstanding as the team's 

recognition of the heart attack as yet "another hurdle" in her life, and as soon as she 

understood the focus in this way, we moved forward into a conversation about the topic 

of commendations. In a review of the transcripts, Helen's strong response to the team' s 
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description of the problem as related to the heart attack was during a conversation that I 

had believed was filled with commendations. I wonder now if the hearing of the 

commendations, without the context of the earlier discussion, created a sense of 

disconnection. Alternatively, I wonder if this is one of the potential difficulties of 

videotape and how the distance created on tape, rather than opening up the true reality, is 

actually recreating a different reality, one now devoid of spirit. 

This might also be signaling something else about commendations. The phrasing 

and choice ofwords that were wittingly and unwittingly given voice in the team's 

comments mattered intensely to H~len. She needed to know that the team had accurately 

heard and understood her experience with suffering. Finding the right words to 

acknowledge and to commend families (sometimes the same thing) can be a delicate 

balancing act, if we believe that such a thing is even possible. The professional discourse 

both favours the deliberate and conscious use of the family ' s language (McElheran & 

Harper-Jaques, 1994) and advocates for different, more useful language in the offering of 

a commendation (C~mpbell et aI., 1999). Using different language might assist families 

with noticing ideas, including strengths and resources, that have previously gone 

unnoticed. 

Maybe it is not about finding just the right words but finding words that are right 

in the moment of a therapeutic conversation. Helen' s concern that the team had not 

accurately heard her raises a potential hazard of using videotape data. A different kind of 

listening, hearing, and experience of the words used in the conversation comes to light. 

Words now offered in an isolated form, may become valued over the bodily, emotional, 

or spiritual dimension of the conversation. In the movement of decontextualizing the 
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commendations, they are exposed, discerned, recreated, and reinvented without the 

surrounding spirit. This is one of the ways that I believe videotape may sever a person's 

experience of a relationship, where the imagined goodness, the remembered goodness, is 

now re-experienced anew. No longer caught up, or swept up in the play of the 

conversation, 

a process that takes place ' in between." We have seen that play does not have its 
being in the player' s consciousness or attitude, but on the contrary play draws him 
into its dominion and fiUs him with its spirit. The player experienced the game as 
a reality that surpasses him. This is all the more the case where the game is itself 
'intended' as such reality. (Gadamer, 1989, p. 109) 

Similar, perhaps, to the experience of watching a meaningful movie a second or 

third time, it may sound familiar; we recognize the characters and the story line but new 

details and distinctions come into our awareness, giving the movie a novel, new feel. 

Helen was now an observer to a conversation where she had been a participant, and she 

was re-experiencing, and re-interpreting a temporal event. This spirit of the therapeutic 

conversation is difficult if not impossible to describe or capture in our descriptions ofbest 

practice, perhaps inviting us to pass OYer it as though it does not exist. 

As the conversation drifted into exploring Helen's experience with receiving 

commendations? she immediately clarified the definition of a commendation that I had 

offered, as the nurses' noticing of the couple's strengths and resources, she quickly said: 

Helen: You mean all the positives? But I already know that in myself [Clear and 
confident tone]. 


Nurse Researcher (LL): You knew that already? 


Helen: Like I knew, but it was good to hear someone reinforce it. You know, I would not 

have come as far as I have in life to be where I am even today, ifI didn' t have the 
strength to go on. I am definitely a strong person. 
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Helen already knew these things about herself, she recognized herself in the RTs 

comments and she experienced herself as reinforced, with what she later referred to as 

"positive feedback." This was not new infonnation. The moment, for Hele~ of hearing 

the commendations did not appear to open space for a new story. On the contrary, they 

reminded her of herself. She recognized and reconnected with those parts of herself that 

had become lost to her or that she had forgotten. In attempting to uncover the couple' s 

experience in the mqmerit ofhearing these positive statements, they stated: 

Helen: It kind of gave me a lift, a real big lift, that someone could see the strengths that I 
had. 


Fredric clarified by adding, 


Fredric: ... but this news is somebody else thinks that you are a wonderful person is 

enough to bring you ... 


Helen: [finishes his sentence] to make the sun shine behind the clouds. 


I pressed the couple to help me to understand this experience more, of feeling like 

the sun was shining behind the clouds. What did they remember about that moment in the 

session, or even now as they were listening to the comments again. 

Helen: It felt good, it felt really good, I don' t know? 

Fredric: Can I put in my two cents here? 

Helen: Sure. 

Fredric: When she came home and she told me about the whole session, she was on a 
high. She enjoyed what she went to there. How much she got out of it, that is hard to tell , 
but I do know that she was on a high, on a positive after she got out of it. Yes, she was. 

LL: And how did you understand what that high was about? 


Fredric: Ah, well, its just like, how could I say it? She got reinforced in a lot of her 

thinking that she was doing, and what she was thinking was right, you know. 
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Helen: I had to place two calls, and I placed two calls and why? Before I went to the 

session that morning I had to place two calls. And for some reason I just couldn't do it, 

just like I couldn't make these calls-to get the ball moving. But when I got home, the 

first thing I did was drop my coat and pick up the phone, made the two calls, and got the 

action I needed. 

Fredric: She took command ofher life! 


The explanation for this good feeling, and the resulting positive changes in 

Helen's life was, she said, connected to the power in this size of the clinical team, in the 

multiple voices. Fredric said that this was important because "somebody else" noticed 

these strengths in Helen. The mUltiple voices amplified and strengthened the size ofthe 

commending comments and, in this voice, she was reminded of a preferred self. 

Helen: It was almost like I knew that these people, it wasn't just one on one, like a 
psychiatrist. It was like a team [word drawn out] of players. Alliistenin~ and knowing 
that I was one of many, that I have listened to in the past, it was kind oflike, oh, they 
have probably heard a lot of the same stories but this is my life story and they are 
listening to me. 

This idea of being listened to and of being heard in an accurate way was very 

important to Helen. The specific details ofher life mattered, and the ways that the 

commending comments being offered were connected to the details in her life mattered, 

for it was here in the details where she recognized herself. It seems to me that it is in the 

detailing of these stories where a sense of congruence must be experienced. Helen 

experienced this congruence, as the team saw her for who she was, or who she thought 

she always was; they reinforced her beliefs in herself. 

Fredric' s experience with hearing the commendations was different. 

Fredric: Well it reinforced what I was thinking, like she got a boost. I think you made her 
see that, she thinks qf herself as extremely slow, and she does not have to think that way. 
There is nothing wrong with her and I think she got this reinforced by going to the 
seSSIOn. 
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This idea of reinforcing a person for their attributes was explored with this couple, 

who believed that not all people have the same desire or need for reinforcement. They 

both believed that gender played a significant role in Helen's need for and acceptance of 

this kind of feedback. Helen and Fredric's cultural backgrounds favoured strong 

traditional beliefs about marital and gender roles in their relationship. Fredric did not find 

the comments made by the RT about the couple to be startling evidence ofany difference, 

but more of a comment on the given; "we already do all of this." Kindness and love 

come "naturally." Helen said, "we just enjoy doing things for one another." 

Fredric: I don't pay much attention to it [referring to the comments by the team) because 
I think it is the only way to be. I dQn't pay much attention to it, because this's the way I 
believe in, ah, if they had said it was dead wrong, I would have got my horns up. But, you 
know, they comment on it and I see this as something natural, the way things are 
supposed to be. 

Helen: I seen it as "Wow!" We must be a lucky couple to have found each other, it is so 
unusual, or that young people could learn from them. I think, wow! Yeah, I saw it as 
them seeing us as unusual in a sense, but we don't, we see this as being like others. I 
thought this was wonderful, that I have a wonderful husband. 

The comments offered by the team, although "accurate," were not surprising to 

Fredric, and he may have had more of a response if he had not agreed with their 

comments. He believed that the commendations were most meaningful to Helen because 

she was a woman and he believed that men did not need this kind of reinforcement. 

Fredric: It is the mother in the woman. They need nurturing. Women need that close 
comfort, they need to be held, they need to be told they look good, that they are good 
cooks, and good housekeepers, and so on. 

Helen supported Fredric's perception on this issue, by stating how important it 

was to her that Fredric compliment her daily on the carefully prepared meals she served. 

The discomfort I experienced with this idea that commendations might not be equally 

meaningful to both Qlen and women warrants attention. In our western culture, individual 
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strength, confidence, and independence are highly valued and often associated, in my 

mind, with power. The idea that women might require more positive reinforcement (and 

especially offered by a man), becomes quickly associated for me with a subservient, 

weak, and powerless position. As a woman, a marital partner, a nurse, and a mother of 

two adolescent children living in our western culture, the discourses about gender roles 

and power are always at play in my conversations, and relationships, and even the topic 

of commendations is not immune from such influences. This couple' s comments tugged 

at these issues, reminding me of the complexity of the power issues inherent in the 

process of offering or receiving a commendation. 

Hierarchical positioning happens in the very moment a commendation is given 

voice, especially when professional nurses offer it to persons or families who present as 

vulnerable. The definition of the word commendation includes the idea of presenting 

something as worthy ofacceptance (Onions, 1957), and an etymological root pertaining 

to approval (Hoad, 1986)~ elements of approval and worth have already crept into play. 

Power is intricately linked to this process of determining worth in both the offering, and 

receiving of a commendation. I do not believe that the families who seek assistance are 

equals in the therapeutic context and I am concerned that the professional discourse, in its 

attempts to thwart hierarchy, might be inadvertently silencing ongoing conversation 

about these inequities. Hierarchy denying hierarchy (Wilber, 2000). 

The offering of a commendation can, however, be understood as a strategy that 

might counter the effects of hierarchy, given that, in the moment of recognizing family 

strengths and resiliency, both the nurse and the family's beliefs about vulnerability might 

shift. The professional discourse, sensitive to the play of power in therapeutic 
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relationships, has approached and tried to recommend ways to counter hierarchy. The R T 

for example has been described as a political act, whose purpose is to share power among 

all participants (Griffith & Griffith, 1994). Andersen (1995) suggested that this practice 

moves governance to a democratic and heterarchical, rather than hierarchical, 

positioning, governing through rather than from above. This, he suggests, does not mean 

that an persons are equal but that each person brings a different understanding to the 

relationship (Andersen, 1993). Bird (1994) advocated for the elimination of what she 

calls professional talk or insider! outsider conversations that professionals engage in 

when they begin to objectify person' s seeking help. The idea of becoming transparent 

with families by clearly articulating and situating the source of our knowledge, as from 

the professional literature or from our personal lives, is described as yet another political 

act (White, 1995a; Zimmerman & Dickerson, 1996). These strategies, or ways of 

engaging with families, offer invaluable insights into ways of countering the effects of 

hierarchy but I do not believe they go far enough in acknowledging the constant presence 

ofhierarchy. As with commendations, a keen attention must be paid to the ways that 

hierarchy is at play in these therapeutic moves. 

It was no accident that Helen used the word "appraisal" to describe the team' s 

commendations. To appraise means to estimate the value, quality, or price of something 

(Onions, 1957), and, in her experience, a superior appraisal by such a team of experts was 

extremely potent for it assisted her with remembering her own worth. This was a 

meaningful and powerful reminder but not one done without capitalizing and using 

hierarchy and professional power. 
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I found recognizing this power issue disconcerting, even though this couple' s 

beliefs about the gender differences were consistent with my experience in clinical 

practice. Men, often times, do not appear to respond to the same kind of reassurance and 

support. Tales ofgender and power are always at play in our therapeutic conversations 

and although they beg and plead for a reckoning, it may be the best we can do is to 

recognize and to explore their influence in shaping our day to day practice, including 

commendations. 

Power in Numbers 

In exploring with Helen what she believed gave the team' s "appraisals" 

credibility, or truthfulness, she said, 

Helen: Well, because they are educated in their field. So, say, being sexually abused, 
being mentally abused, being physically abused, they have heard so many stories in the 
past. So, I mean, like mine was just one of another one, another story, but, they have 
enough resources they could tap me in if! needed to, like let more of it come out of me, 
you know? Like you can not in one session, I went through my life kind of fast forward, 
but if we were to go and over an hour's session once a week or whatever, and just talk it 
through, I mean there would be a lot more that they would hear. I just knew that they 
were so educated and they could lead me on other paths that I needed to take if I needed 
to go on those paths. A resource, they were like a resource. 

Helen: Like when you go back to the education part, what I see in this team of girls, like 
wow! They have so much education, knowledge, it is because I don't have it. 

The power ofthe RT's commendations s~med amplified for Helen, not only by 

the sheer number of women who noticed her strengths but also because of the 

professorial and graduate student status of the team. Helen seemed confident in the 

team's "expert" knowledge because of their educational preparation, something she 

valued and referred to frequently in the research interview. In exploring whether Helen 

believed there was a connection between the positive changes she experienced and the 

teams "reinforcemet)t", she responded by saying, "] think that this is the only reason" 
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change happened. She seemed to find the multiple voices particularly helpful in 

reminding and strengthening her own ideas about herself The collective voice was more 

powerful than a single voice. 

Helen, at one point after listening to the videotape, questioned the intentions of 

. the team in offering these positive statements. It is possible the labeling of this approach 

as an intervention precipitated this questioning. 

Helen: Did the team, ah, because their director or their boss, you know was sitting there 
in the group, did all these students say what they had to say because they saw it? Umm ... 
They saw those things in me? Or, was it because this is what maybe they needed, they 
wanted their boss to hear? Like maybe it is part of their assignment? 

LL: Did you think that in the moment, or is that something you have thought about since? 

Helen: I think in the moment it is kind of like, well this is nice, you know? Yeah, I 
think.. . No. I did not think I felt it in the moment. But, when I sit there and watch it, its 
like is she really seeing that? Or, it was almost like they were bouncing off ofeach other. 
Like, I saw this in Helen and the next one would say, yes, you were right. I saw that too. 
But, maybe if they were to go in the room one-orr-one, without hearing the others 
feedback, just be there one-on-one with me, maybe you would have a whole different 
bunch of answers. 

Again, the experience of listening, while not participating in the conversation, 

appeared to open up, momentarily, questions for Helen about the genuineness of the 

team' s comments. I do believe that this research, in decontextualizing this event, severing 

it from the spirit of the conversation may have invited this critique and questioning. 

Later in the interview, I explored whether we could applaud, praise, or offer too 

many commendatioI}s. 

Helen: Do we applaud people too much? You mean do we praise them too much? NO! 
NO! NO! I don't think so. I think the world needs more. 

Fredric: Yes. 

Helen: A heck ofa lot more! Ifwe could find more positives in a person than we find 
negative, then I think it would be a much better world to live in. 
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The idea that praising and finding positives in another could change the world 

may sound simplistic, naive, and doomed to failure. Nussbaum (1995) suggested that 

contemporary society is filled with refusals to imagine compassion, and Helen was 

clearly embracing and imagining the idea that individual acts of kindness might influence 

and change the world. This couple became excited and swept up into conversations about 

love and affection as they tried to help me to further understand their experience with the 

team' s commendations, the noticing and remembering of Helen' s strong attributes. 

A focus on drawing forward conversations of love, affection, and affirmation is 

clearly one ofthe primary goals of the IBM (Wright et aI. , 1996), for this model suggests 

that it is in the creation of these kinds of conversations where individuals and families 

change their relationships with themselves and with one another. It is also believed that 

these conversations "assist in emotional healing by triggering structural changes that 

restore the dynamic biological equilibrium (Wright et aI. , 1996, p. 115). There is also a 

belief in the reciprocity between the conversations that we generate and participate in, 

and the kind of people we become because of these conversations (Mendez, Coddou, & 

Maturana, 1988). Commendations generously and frequently offered during the sessions 

may have the power to create and bring forth particular kinds ofhealing conversations, 

those focused on love and affection. 

Conversations ofLove and Affection 

Focusing on the commendations offered to Helen and Fredric in the therapeutic 

conversations triggered a wave of nostalgia about the tender and loving moments in their 

history. They quickly introduced the word love into the conversation, as Helen excitedly 
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edged Fredric forward and into a story about his parent's unique way of showing love 

and affection. 

Helen: Your mom and dad, at lunch time they would have their main meal together and 
then they would lay pown together on the chesterfield together in each others anns, 
everyday, for ten minutes, and then he would go back to work in the afternoon. 

Fredric picked up with this story, and highlighted the deliberateness required to 

make decisions to behave lovingly when one's family oforigin may not have encouraged 

such behavior, or when a person's nature might dictate alternate ways ofbeing in the 

world. 

Fredric: It was not everybody who had it like this, I think my grandparents on my 
mother's side were like that too. Not on my dad's side, I would say no, they were not 
quite that way. I know my Dad's Dad had a vicious temper. Well, which I have too. I 
mean Dad had it too. There is no question about it- they really had it. I could explode, 
but then I keep it under control because I know what I can do. And because I can still 
remember one time when I was very sick and my grandfather he got me so mad, I took 
my fist and banged it down on the table [he took his fist and pretended to slam his fist 
down on the table]. And it was a rosewood table and you could still see that mark years 
after. Well the thing is, I know what I can do, and it scares me. And that's why I 
decided ... 

Fredric decided to be different, and he was beginning to share this story, when 

Helen interrupted and clarified, "but you have seen love." Fredric enthusiastically 

responded with, "Oh yes, yes!" Helen then recounted a story with the most heartfelt 

delivery imaginable, staring off into the distance as if in a trance, and transported to a 

different time and place. The pitch of her voice changed, its boisterous volume softened, 

and out of the quiet she said, 

Helen: I have seen love in my family. My mother would stand by the, in our, you know, 
my mother would stand by our homestead which still stands today, and my brother lives 
there ... um ... She would stand by the window [long pause] what they called a picture 
window. And she would stand there by this beautiful big plant that she use to feed cold 
tea and cigarette ashes, maybe that is why it grew so beautiful. But, she would stand there 
every night at 5:15 because my dad faithfully got dropped offby his co-worker at 5:30. 
And then supper would be on the back of the stove and she would know in a few minutes 
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that he would walk in the door with his lunch bucket and he would be sitting down with 
our, with all the kids, a few minutes later. 

The conversation drifted into stories of connection, strength, and love. Even as the 

interviewer, trying to remain sensitive to the research topic and yet open to what was 

emerging in the couple's experience of remembering, I found myself completely swept 

up in the conversation. It may be that this is what happens between individuals in 

commending moments, that they are completely swept off of their feet. The couple after 

listening to the videotape, and then reflecting on it and remembering the commendations 

that were offered in the sessions, began to bring forth new and extended conversations of 

love and affection. These commendations appeared to trigger and to bring forth more 

conversations of love and affection. This might be precisely what Helen referred to as an 

"uplifter. " 

We say we "conduct" a conversation, but the more genuine a conversation is, the 
less its conduct lies within the will of either partner. Thus a genuine conversation 
is never th~ one that we wanted to conduct. Rather, it is generally more correct to 
say that we fall into conversation, or even that we become involved in it. The way 
one word follows another, with the conversation taking its own twists and 
reaching its own conclusion, may well be conducted in some way, but the partners 
conversing are less the leaders of it than the led. No one knows in advance what 
will "come out" of a conversation. Understanding or its failure is like an event 
that happens to us. Thus we can say that something was a good conversation or 
that it was ill fated. All this shows that a conversation has a spirit of its own, and 
that the language in which it is conducted bears its own truth within it-i.e., that it 
allows something to "emerge" which henceforth exists. (Gadamer, 1989, p. 383) 

For this couple, listening to commendations triggered a cascade of loving 

memories and stories, transporting them to earlier times and events that they had 

experienced as warm and l~ving. These events did not appear to be in opposition to a 

specific problem but were their preferred stories of identity (White, 2000), both as 

individuals and as a couple. There appears to be some tacit agreement within the 
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literature that commending practices create an event that disrupts the direction of a 

conversatio~ opening space for more healing beliefs and/or stories to then emerge in 

opposition to the bad or destructive ones. Another way to conceptualize this event is to 

regard the very act of commending as creating an eruption, where the significance is 

located inside the event and in the very moment it is offered, not in the opposing 

dialectical positions that it creates. Commendations become the difference. 

The affirmation of affirmation effects the return of affirmation. Affmnation 
returns. Affirmation breeds affirmation. Affirmation is a good breeder, which 
breeds higher types by selecting out (zuchten) sickly, reactive forces. So there is 
something irresistible, something fateful, about affirmation that will eventually 
breed out and boil away the dark, snarling, reactive forces of the Judaic priest
'you're guilty'-and bad conscience 'I'm guilty'-that will disburden us of the 
dead weights of church-dark gloom and the eerie smell of burning incense. 
(Caputo, 1993, p. 47) 

Caputo (1993) suggested here that there might be a free play ofdifference already 

existing within affirmations, and that affirmation is not necessarily ignited by the heat of 

opposition, or of negation, but by itself. Difference then « . .. is not negation but self-

disseminating affirmation" (Caputo, 1993, p. 47). For Helen and Fredric, their stories 

could be understood as igniting themselves. 

Commendations in Letters 

Another important clinical intervention frequently adopted in the FNU to invite 

families to a reflection, includes the writing of therapeutic letters following a clinical 

session (Epston, 1989; Epston, 1994; Moules, 2000, 2002, 2003; White & Epston, 1990; 

Wright et al. , 1996). These letters summarize and extend the therapeutic conversations, 

and they consistently include commendations. It is the commendations contained in the 

body of the letters that have been reported by families to be an extremely potent aspect of 
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this intervention (Moules, 2000). (Refer to Appendix H & I for copies of the therapeutic 

letters delivered to Helen and Fredric.) 

As is customary, these letters began by offering commendations, and then 

contained a generous sprinkling of them throughout the body of the letter. The content of 

the commendations offered in these letters is consistent with, and reminiscent of, 

comments offered by the graduate nursing student interviewer and the clinical team 

during the interview. The first letter delivered to Helen contained commendations 

highlighting her strength, courage, confidence, and resiliency. The second letter, 

delivered after the second and final clinical session, summarized the therapeutic 

conversations. This second letter began with what has become a ritualized focus for a 

portion of the termination letter, that is, a description about what the clinical team had 

learned from this couple during the therapeutic conversations. I explored the impact of 

the commendations contained in the therapeutic letters sent to this couple. 

Helen: Those were so good. When I got those letters and I read them I said, "oh, this is a 
keep sake and I am going to look back on this when I get a down day and I am going to 
read it." They reinforced in the letter what I had, through out the whole session, I kept 
thinking about them going back to my husband being my rock, being my salvation, being 
my, and I was so proud to show it to him. 

Helen reiterated that the commendations in the letters had the same effect as the 

verbal commendations she had heard in the session. She suggested the letter reinforced 

her previous beliefs about herself and became what she called a keepsake ofthe session, a 

memory ofa meaningful event. Moules (2003) suggested that the words on the page ofa 

therapeutic letter might carry the tone of the relationship, the very intimate memory of 

the other, of their heard voice, and ofthe nature of the therapeutic relationship. For 

Helen, this letter was a keepsake, a reminder ofher relationship with the nurses at the 
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FNU. At the time of our interview, Helen had not re- read the letters because she had not 

experienced any down days. 

F~r Helen, the therapeutic letters seemed to reinforce and remind her about the 

clinical sessions, not unlike her description ofhow commendations reminded her of what 

she knew about her own strengths and resiliency, the things she had forgotten about 

herself. The letters carried the spirit of the interview and, in doing so, were capturing the 

commendations that had first been delivered in an oral tradition and in the midst of an 

evolving therapeutic conversation. 

Delivering Commendations 

The graduate nursing student Ursula shared in the research interview that she was 

not a "superlative sort of person" and trying to fit with this style in the offering of 

commendations had been difficult for her as a student in the FNU. This notion ofwhat is 

the best or most useful style for delivering commendations is touched on in the literature. 

In the IBM, it has been suggested that commendations be offered with animation, build 

up, and excitement; moves that have been described as "therapeutic cheerleading" 

(Wright et aI., 1996). Anyone who has watched the nursing faculty in the FNU engaged 

in therapeutic conversations would not be surprised to hear this recommendation. The 

faculty in the FNU tend to be emotive and expressive in their interactions with families. 

The emphasis here is on not holding back positive affect but purposely and openly 

sharing, even exaggerating, a response. 

Some solution focused therapists have recommended that compliments be 

delivered in a low, respectful focused manner (Campbell et at., 1999), and it has been 

suggested in the therapy literature that an interviewer match a family's style (Hudson 
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O'Hanlon & Hexum, 1990). There is no consensus in the literature with regard to a best, 

or more correct, style for offering commendations. The nature and content of the 

conversation between the nurse and family would equally shape the presentation and 

style of a commendation. It would also be contingent on the families ' and the nurses' 

persona and styles, adding layer upon layer to the complexity of this contextual issue. 

Ursula described how she was now delivering commendations, in her current palliative 

care practice, in a form and style consistent with her own person and perhaps more 

consistent with the issues that emerge in palliative care settings. 

Ursula: I probably put commendations in my own words a little bit more, like «good 
job"... not so much in the language of amazed and astounded. 

Delivery and recitation ofcommendations. There is an element of performance in 

the delivery of every commendation. A performance that must be tailored for the 

audience, but a perfqrmance that must be meaningful and believable for both the nurse 

and the family. Palmer (1969) suggested that in ancient usage there were three directions 

of meaning associated with Hermes process of coming to know including: to say, as in an 

oral recitation, to offer up an explanation, and to translate from another language. 

Coming to know can then be associated with these three completely different processes 

that all share a similar foundation where "something foreign, strange, separated in time, 

space, or experience is made familiar, present, comprehensible; something requiring 

representation, explanation, or translation is somehow ' brought to understanding'-is 

'interpreted'" (Palmer, 1969, p. 14). In literary interpretation, where Palmer's (1969) key 

interests rested, he suggested that at least two of these processes were regularly 

considered, while the oral traditions remained unnoticed and forgotten. 
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, 

In the delivery and reception of a commendation, all three processes are at play, 

but the oral traditions hold special significance. It is within this oral tradition, in 

therapeutic conversations, where the saying or the telling oftales about commendations is 

where the offering of a testimony occurs. Commendations may also come to light in 

practice between nurses and families in the physical/ tactile traditions, the world of touch, 

and the body. The offering of a commendation requires intense attention by the nurse 

when it is offered in verbal language, paralleling the delivery of a meaningful and 

commanding performance. The importance of the delivery necessitates that a nurse must 

already grasp the meaning of the commendation before it is given so that the emphasis 

and the manner of the delivery make it meaningful. The dialectical complexity of this 

process becomes even more apparent if we imagine that the family listening must also 

recognize the commendation, even before it is delivered into language. "Oral 

interpretation thus has two sides: it is necessary to understand something in order to 

express it, yet understanding itself comes from an interpretive reading-expression" 

(palmer, 1969, p. 16). Commendations happen between people, in relationships, and 

around meaningful content that has come forward in speech, silence, and listening. 

The meaningfulness of the delivery is connected to an understanding of the family 

and of their experience. It is a shared understanding in language. The issue of the 

authenticity, or genuineness, of the team's comments likely falls away when this 

understanding is truly reached between a nurse and a family member. 

Epilogue: Remembering Stories of Love, Connection, and Strength 

An analysis of these two dramatic clinical sessions has been published in the 

Journal ofFamily Nursing, by the graduate student nurse clinician and the faculty 
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supervisors (Bohn, Wright, & Moules, 2003). The couple terminated from the FNU with 

an invitation to return if Helen ever believed it to be necessary. I met with the couple 

seven months after the second interview and, even with the arrival and departure of the 

usual seasonal depression in the month ofMarch, none had occurred. The couple 

believed that these changes were directly related to the clinical sessions at the FNU and, 

specifically, to the ways that commendations assisted Helen with remembering and 

reconnecting with aspects ofherself she had forgotten. 

It was this couple who gently showed and reminded me that, in the moment of 

hearing a commendation, the re-membering process might be about re-engaging in a 

unique, colorful, or more hopeful way with some positive and promising aspect of their 

more distant history. The past was brought forward into the present, and revived anew. 
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CHAPTER SIX 

HEAT, FIRE AND COOLING COMMENDATIONS 

The Researcher's Encounter with Norah and Justin 

It was a long and blistering hot drive out to Norah and Justin's home located on 

the edge of the city in a new upscale neighborhood. Our scheduled meeting fell on the 

eve of a record-breaking hot summer day. Fortunately, the roadways were surprisingly 

quiet, so unaccustomed to heat that the people of this city were seeking refuge in the 

shady comers of their yards, or were squirreled away into basement hideouts. I was left 

with wide-open spaces, that is until I reached the edge of this young couple' s new and 

developing community. Although I had traveled these roads before, I had to frequently 

orient myself by referring to a detailed map sprawled out on the passenger seat, my only 

hope of successfully navigating the twisting roadways and cul-de-sacs that wound to this 

family's door. I am convinced that these meandering roads are purposely designed by 

sympathetic developers to both slow the frenzied pace of travelers like myself, thereby 

protecting the children sprinkled about on the streets and playgrounds, and to impress 

upon us a sense of building towards a center, living life on the inside. 

Hesitant because of the heat, both in the air and surrounding the topic> I had been 

tempted to postpone this research interview. When I telephoned the couple, I learned that 

Justin would be away for an extended period of time completing further studies, so we 

decided to proceed. Gingerly knocking on the front door to announce my arrival, careful 

not to disturb sleeping children, I was surprised when Norah greeted me cradling her 10

month-old in her arms. He was crying and rubbing his face, telltale splotchy red cheeks 
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tipping the mother in me to his teething troubles. Even with this disruption, this couple 

tenaciously wanted to proceed with the interview. 

The stifling qutside heat had infiltrated and settled into the living room where the 

only VCR was located. The first sounds to wash over me were the dull, repetitive groans 

of the ceiling and floor fans as they struggled to circulate even the hot air, a breeze that 

hardly disturbed the beads of perspiration clinging to our bodies. The baby fussed, 

completely disinterested in the menagerie of toys surrounding him on the floor where he 

had been delicately positioned He whined and loudly voiced the discomfort we were all 

feeling. Norah and Justin quickly rescued him, lovingly and competently juggling him 

between them for the remainder of the interview, trying to quiet his frequent complaints. 

Therapeutic and research interviews are not ordinary everyday conversations and, 

given the nature of the problem this couple had faced, it was conceivable that emotions 

might still be smoldering between them. Reviewing this clinical work on videotape and 

focusing on commendations would require diligence and stamina, even without the 

outside heat. Questioning the timing of this research interview, I was convinced this was 

going to be one long, hot; uncomfortable interview. However, my fears were not realized, 

quite the opposite occurred. 

The background noise and my sweat faded into oblivion once the videotape came 

to life on the TV screen. A different heat ignited the dialogue, and it was not until I was 

transcribing the data that I noticed the distracting sounds we had filtered. Did this 

heightened ability to focus speak to the developmental stage of this family, and the way 

parents ofyoung children are accustomed to coping with multiple distractions? Did it 

speak to the couple' s beliefs about the importance of responsibility, commitment, and 
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obligation, even towards me as a researcher? Or, did it speak to the serious and private 

nature of this referral, and the icy heat of the subject matter? I think all of the above. 

Norah, in the clinical sessions, boldly spoke about the "heart break" of 

discovering Justin masturbating to Internet pornography, his yearlong "secret" habit. 

Masturbation was not the problem for Norah, but masturbating to pornography was what 

she believed to be the grave and serious problem. Fearing that she could no longer trust 

Justin, given his sexual betrayal and the repetitive "cheating" behaviors, her existing 

feelings of loneliness, and depression swelled. Following the birth of their second son 

five months earlier, Norah had been diagnosed and was being treated for post-partum 

depression. The day after she discovered Justin viewing pornography and masturbating, 

she slashed her arm and ingested an overdose of Tylenol #3, in an attempt to dull the 

emotional hurt and pain. Norah, in that moment, believed her marriage had ended, given 

that she no longer trusted Justin, and that she believed he no longer "loved" her. 

A dramatic scene followed this suicide attempt. Upon discovering Norah lying 

semiconscious and bleeding on the bathroom floor, Justin dialed 911. Amidst worry and 

fear, paramedics, police, and fire officials furiously filled the home and whisked Norah 

away to a local emergency room for treatment. Shocked and fearful due to the 

seriousness of this emergent situation, they contacted the FNU. Justin desperately wanted 

to regain Norah's " trust," and he wanted a return to the intimacy they had shared before 

this event. 

Justin openly and directly talked about Internet pornography in the clinical 

sessions, and in the research interview. This was a new development in the couple's nine

year relationship, and a habit that Justin blamed on the accessibility of Internet 
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pornography. Pornography, to him, was nothing more than a visual fonn of stimulation, 

and he was shocked and surprised at the depth ofNorah' s hurt and suffering. 

Acknowledging his role in hurting Norah, he seemed fearless in his effort to listen and 

remain open to her stories of sadness, pain, and disappointment. 

The Clinical Context 

Dr. Wright was the interviewer for the two clinical sessions with this couple (see 

Appendix J for family genogram). The clinical team consisted of all women including a 

faculty member; and three graduate nursing students. The team raised the issue of the 

gender imbalance in the first RT by commenting on how it might have been problematic 

for Justin, given the nature of the referral. It did not appear as a deterrent to the 

conversation if his fearlessness, determination, and openness were considered the gauge. 

The twisted and tumultuous turns encountered with the conflict around the 

Internet pornography did not make for easy therapeutic conversations. When questioned, 

Norah stated that this was her first major "disappointment" with Justin. Infidelity can be 

understood as a breach of trust between a couple, where the secrecy and lies become the 

culprit in destroying the relationship, not necessarily the sex (Pittman, 1989). Cybersex, 

or the blurry Internet relationships blossoming across the country, are creating a new and 

burgeoning area of concern for many who are disturbed by the idea that their partner is 

masturbating to this kind of erotica (Schnarch & Morehouse, 2002). 

One of the recommended intervention points when working with couples 

following this kind ofbetrayal is to focus on establishing collaborative alliances, not to 

dissect the experiences surrounding the secrecy and lies (Schnarch & Morehouse, 2002). 

Commendations could be understood as an intervention with the potential to create 



109 

healing conversations by reminding, refocusing, and rebuilding a couple's alliance. The 

way that commendations featured in this journey to the center, and for the opening of 

space for different understandings, did not, however, fit with the usual or anticipated map 

in the literature. 

The Research Interview 

Painful Remembering 

At the outset of the research interview and just before reviewing the videotape, r 

encountered the famjliar tension and momentary stumble as I struggled to introduce the 

topic of commendations without objectifying and closing it down. During this stumble, 

Norah, who is a health professional, quickly stepped in and offered possible examples 

from the sessions. 

Norah: Was that the part, like when they would say things like how quick we came to 
therapy, or how quick we were to see, or, you know not to wait, or, that kind of stuff? 

This quick rescue might suggest that there was something quite clear about what 

is meant by commending practices and the noticing of strengths and resources, or it might 

speak to Norah's professional background and her knowledge of the professional 

discourse. Even for Justin, commendations did not seem to be an invisible or quiet 

intervention; they had a clearly recognizable voice. The couple immediately grasped and 

understood the meaning of a verbal commendation and my intent to explore their 

experiences with this intervention. 

A silent tension hung in the room as we set up to watch and to reflect on the tapes, 

signifying perhaps how the sessions had been difficult. Norah commented on what it was 

like to observe segments of the videotape, even commending moments. 
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Norah: I never wanted to see that again. But, I don' t know it hasn' t been an easy road to 
get beyond it, but I think we have worked hard at it. And I mean it is not like at 100% or 
anything, but when you can move beyond something like that, a really big, hurtful, thing, 
you are not really trying hard not to think about it too much personally. I will not be 
traumatized by it in the next week or anything, but it was not something I would choose 
to see over. 

Although Norah reported significant "healing" to her heart's wounding, the recall 

of these events and of the conversations in the clinical sessions was painful. This was not 

a conversation she wanted to revisit and remember. Commendations, or even the 

resulting positive changes that happened as a result of the sessions, had not left a warm 

feeling in this couple' s mind, or softened the memory of the painful events that 

precipitated the referral. I noticed a different kind of tension while cueing up the video, 

the tension one experiences before witnessing a somber, serious, painful event. Doherty 

(2002) suggested that "couples therapy may be the hardest form of therapy" (p. 26), and, 

in my experience, the competing perspectives around a presenting problem can generate 

extreme heat and tension. Couple' s issues are distinct and different from individual issues 

(Gottman, 1999; O'HanlonHudson & Hudson O'Hanlon, 1991), and I believe they can be 

more difficult to unravel. Commendations, it has been suggested, might begin the process 

of tending, or preparing, the ground for these more difficult and often heated 

conversations (Wright et aI. , 1996). 

Crisp Recall and Attention to Detail 

In the process ofcueing up the RT section for the couple' s review, a few seconds 

of the session flashed on the screen, the camera angle on the couple. Norah immediately 

asked, "Where is he? I don't see a baby?" Her recall was that the baby should have been 

in view, and when we stopped and played the tape again, he was quickly located. This 
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crisp recall and memory for what sometimes appear to be miniscule physical details of 

the therapeutic conversations was striking with every family in this study. 

Memory of the physical details might suggest that these contextual elements are 

not small, irrelevant, or meaningless to the families. These physical markers seem 

intimately entangled in the whole ofthe families' experience of the session, with family 

members instantly recognizing and recalling the verbal and emotional content 

surrounding, and connected to, these physical events. Therapeutic conversations, 

including commendations, seem to embody much more than the statements delivered in 

the language of the spoken word as is generally portrayed in the professional discourse. 

What was absent in this couple's viewing ofvideotape was self-critique. Perhaps 

this was related to Norah' s employment in the therapy field, their younger ages, and 

possibly greater exposure to home video recording. Maybe it was the distracting heat of 

the topic. Although I saw no evidence of self-critique, there was certainly an immediate 

and powyrful recollection ofwhat were the significant details of these therapeutic 

conversations. 

Commendations in the Clinical Sessions 

Tone and Voice 

It was twenty minutes into the first session when Dr. Wright commended the 

couple for their desire to address such difficult issues, and to set goals. 

Dr. Wright (as the interviewer): Well I'm very impressed. These are very admirable goals 
you have, if I could say it seems to me that the bottom line is that you want to save your 
marriage. Is that right? Sounds like you came, that you had the thought that this marriage 
was over? And when you are trying to rebuild trust, it sounds like you want to save this 
marriage, and that is a very admirable thing to desire, a very honorable goal you have 
here, you have two little children, this is pretty important stuff. 
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What is striking to me in the reading of this transcribed commendation, is how 

flat and devoid of life and emotion the words appear on the page after listening to the 

videotape. In the verbal delivery of this statement, there was a depth and melodic tone, 

even a soft subtone, that could be detected and experienced in the hearing ofthis nurse's 

voice. This tone spoke the caring; not the words, but the sounds themselves seemed to 

transmit emotion. Hilburn (2003) in describing the Jazz singer Norah Jones style stated, 

She knows t4e value of space in phrasing, letting just a sigh or a whisper convey 
the emotional truth of a song. Sometimes you just feel her breath on the 
microphone, connecting you to the words in a primal way that you can' t write into 
sheet music. (p. DI5) 

This was my experience with the voices in the session; they were communicating a truth 

about the couple in the session. 

The term subtone is borrowed from the description of a clarinet or saxophone's 

low registers, and the tone that when played is "phenomenally quiet and ethereal" (Adler, 

2002, p. 209). In thinking about tone colour in the delivery of commendations there is 

another musical expression, the niente attack (Adler, 2002), that describes the building 

wave of a tone from almost complete silence to a slowly building crescendo before it 

fades away to silence. The tone colours, in the sounds of this nurse' s voice are missing 

from these transcripts. I found I could recall a rich palette of sounds as I transcribed the 

videotape, but the words as I read them now feel shallow and flat. Perhaps this tone is 

what is recalled when a family member reads a therapeutic letter, a tone that is captured 

in the cellular and bodily memories of the session, those miniscule remembrances of the 

whole. 

In this commendation that Dr. Wright delivered, she emphasized the couple' s 

desire to "save their marriage" and she did so by suggesting that this focus was an 
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"admirable goal." The couple suggested that this particular element of their style and 

personalities was influential in their experience with the clinical sessions and 

commendations. 

Norah: Well I think that it depends upon what personality type, because he [referring to 
Justin] is very, like Q1e too, we are very both goal focused. But I think for him, you know, 
I am just guessing here, like emotions aside, it is kind of like let us just get to the 
practical solutions. 

Justin: More strategies, than .. . 


Norah: Maybe it is commendations that get, kind of like, we know that we are in love and 

we know that we are committed, but please help us get the trust back. 


Norah and Justin described the commendations offered by Dr. Wright and the 

team as accurate and fitting but not "new" information given these attributes went 

"without saying." They believed they already "knew these things" about one another, and 

the relationship, although for Norah, it was a reminder of the "positive" attributes she had 

become "blind" to in her anger with Justin. 

Lukewarm Commendations 

It was difficult, and rather awkward, to enter into conversations focused on the 

experience of receiving commendations given this couple' s beliefs about the lukewarm 

power of commendations in the therapeutic conversations. Justin clearly stated, early in 

the interview, that the positive changes he experienced were not connected to 

commendations as defined in the research proposal or as evidenced in the video clips. 

Justin: But that wasn't from a commendation that was from her [referring to Norah] 
talking to Dr. Wright about how she was feeling. 

Justin did believe that hearing the team comments on the couple's commitment to one 

another was helpful. 
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Justin: It made it more positive, I guess. I had hope all along, but it made the chance of us 
getting back to a good place in our relationship, it was much more positive, it was much 
more favorable. 

In further exploring Justin' s belief that commendations were less meaningful to 

him than to Norah, I inquired about whether he believed this was, or could be, related to 

gender. 

Justin: Not so much about gender, but sort of the situation, between who was hurt and 
who did the hurting. I already saw the positive things. 


Norah: Because you were the hurter. 


Justin: But Norah didn't see the positive things about me, and so she probably needed the 

commendations more than I did, because she was the one that was hurt. 

This couple believed that the injured or "hurt" member in a couple most needed to 

hear the commendations; they needed to be reminded about the pre-crisis, bedrock 

goodness in the relationship. Couples' work is considered unique and challenging 

because ofthe triadic nature of the therapeutic relationship (Haley, 1987; O'Hanlon 

Hudson & Hudson O'Hanlon, 1991), requiring great care by the nurse to similarly align 

and connect with each partner. This does not mean that a nurse is neutral to the topic, but 

fully engaged with each partner in the therapeutic relationship. Often in marital work, my 

experience has been that the injured party initiates the conversation and the "hurter," to 

use Justin' s language, is a hesitant recruit to the conversational process, given their 

extreme feelings of shame and guilt. One temptation, as a nurse clinician, might be to 

deliver a commendation with the intent to engage this perceived hesitant recruit and, in 

doing so, to risk inadvertently leaving the "hurt" partner unacknowledged. The balancing 

between recognizing and commending partners may be challenging for the most seasoned 
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clinician, given that there are no rules to guide these contextual decisions, and also given 

the ways that gender is at play in these decisions. 

I believe gender is always at play in clinical and research work, right from the 

point of identifying the troubling topic of Internet pornography, right down to the 

conversations with an all women's clinical team and researcher. Gender in the work with 

this couple was both visible and invisible. I noticed how the women in both the clinical 

and the research interviews did the majority of talking. I offered more ofNorah's words 

in the interpretations in this thesis. The commendations by the clinical team leaned more 

heavily towards acknowledging Justin's courage and openness in talking about 

pornography, more so than Norah's courage. This slippery issue of gender is confusing 

however because frequency and volume can be interpreted in many different ways and I 

would suggest that they do not necessarily equate with greater power. For this couple, 

both Justin and Norah believed that Norah required the opportunity to speak and to be 

validated, given that she was the person most hurt by his involvement with Internet 

pornography. 

Instinct and Commendations 

Dr. Wright's tone, phrasing, and choice of words in the delivery of the 

commendations, the noticing and distinguishing of particular attributes, suggests a 

sensitivity to the other in the conversation and the relationship, a knowing that appears to 

exceed the verbal elements in the conversation. In an attempt to better understand the 

experience in the moment ofoffering a commendation, I queried Dr. Wright in my 

research interview with her: 

LL (Nurse Researcher): So it is something you feel? It is an affective thing, is it more 
cognitive, where is ... ? 
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Dr. Wright: Well I think that it is both. I mean some of it is instinctive, but I don't like 
using that word. 

LL: Why? 

Dr. Wright Because the instinct has developed because ofcouples sitting in front of me, 
but it is not instinctive to me. It is because somehow, all of those hundreds of couples I 
have had sit in front of me are suddenly .. . you have that ability to trust when you can 
push a bit harder, or you can offer hope, even though she still may be a bit angry. But to 
me it's really back to knowing the relationship, are they with me, or not? Are they going 
to let me go into that hopeful realm? 

Knowing just when, and how, to push forward into the hopeful realm appears 

difficult to describe and dismantle, given it all happens so quickly in the matrix of an 

evolving conversation. One of the graduate nursing student participants suggested that the 

professors' commendations, both in the sessions, and on RTs, were more "deep and 

profound" given they said "beautiful, more perceptive, and less superficial things." This 

nurse believed that everyone waited "with baited breath to hear the professors' 

comments," given they perhaps captured something unique. Perhaps deep and profound 

noticing is communicated and experienced in our physical bodies and in our emotions, 

and experienced even by the observers listening to a meaningful commendation. This 

kind of listening and speaking may transcend our usual forms of thinking and writing 

about such processes. 

Perhaps, as Dr. Wright suggested, familiarity with intense and heated situations is 

developed by extensive and repeated exposure to similar situations, and here in this 

familiarity general rules of conduct emerge, along with the ability to instantly recognize, 

or intuit. Intuition can be understood as the ability to have an immediate understanding, 

or insight, without conscious reasoning (Onions, 1957). In developing these general rules, 

it may also be that tqe nurse develops a more sensitive ear, one in tune with the 
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particular, unique, one of a kind lines, riffs, or threads in the familiar conversations. Each 

participant described the need to be recognized as special and unique in the 

commendations offered by the nurses. 

This recl,Jrring notion that a commendation is most meaningful when it captures 

something special and unique raises an interesting dilemma, given that all of the families 

commented on how the commendations were not foreign and unfamiliar. On the contrary, 

they wete ordinary, well known, recognizable traits. There is something almost 

paradoxical in the idea of unique, one of a kind comments, being situated in the 

completely familiar and known. Perhaps what a commendation does is push the limits of 

our own horizon (Gadarner, 1989) such that the information we hear exceeds our self-

understanding, casting a different light and shadow on what we thought we already knew. 

Creating moments like this in clinical sessions is not, however, to be confused with a 

romanticized or idealized version of feeling instantly good, warm, and admired. This was 

not the experience of this couple with commendations. 

Commendations in the RT 

I shared the first few minutes of the initial RT with the couple in the research 

interview. In the initial ten minutes of the first twenty-minute RT, commending ideas 

were gathered around the following kinds of statements: 

1) I am incredibly impressed with the openness of this couple. 
2) Their conversation spoke to the commitment to the marriage, and marriage vows. 
3) How refreshingly different, it was to see a man who could be so open. 
4) This is a new millennium couple given their openness. 
5) I have to commend them for seeking assistance so soon given that the research 
suggests the majority ofcouples wait six years. 
6) I want to applaud Justin for having the courage to attend the session and be so open 
during the conversation. 
7) It was very impressive that this couple and Justin could talk so openly about a sensitive 
and private issue to an all women team. 
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8) This couple showed courage to speak so openly in this session. 

See Appendix K for the therapeutic letter sent to the couple following this session 

and where the commendations offered by the clinjcal team are summarized. The moral 

and ethical positioning of the team is revealed in the commendations that the individuals 

shared, and extended, during the therapeutic conversation and as they appear in the 

therapeutic letters. There appears to be a valuing ofmarriage and attributes like 

commitment, openness, and courage as healing actions for this relationship. There are 

hints about how gender beliefs operate in this culture, with the team revealing their ideas 

about men and openness, and even in their sensitivity to the ways that an all women R T 

might be difficult for Justin. The words we use in the offering of a commendation carry a 

rich history and tradition, a history that is always steering and directing the conversation. 

Commendations are never neutral; their historicity is ever present, as they shape, move, 

and argue for something, and towards something. 

The Couple's Response to the Reflecting Team 

The icy heat ofcommendations. In the clinical session the couple's response to the 

RT conversation was matter of fact and thoughtful, they appeared to be taken with the 

ideas and strategies that the team offered. Justin described his intrigue with experiencing 

the RT process, and shared that he "felt more hopeful that things were going to be okay." 

In the research interview, after listening to these same RT comments, the couple 

commented on what it was like for them to hear these commendations for the first time, 

and now again. 

Norah: Well for me, Ijust remembered that I was a little disappointed that they weren't a 
bit harsher on him. 

LL: Oh, really? 
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Norah: That coming from, I have done a reflecting team, and I know you are "supposed 
to be positive and what not," but I was also looking for, I don' t know, maybe I was 
looking for someone to be on my side, or some personal validation. To tell me that I was 
in the right and he was in the wrong, and I think that at that time I felt that they were 
building him up too much and that he wasn' t getting .. . 

LL: Oh... 

Norah: Punished. Being in that frame ofmind, like when you are coming in, and you 
know that you were the wronged party, and when they were really building him up and 
saying that he was really courageous, I thought that this wasn't going to be helpful for 
him, because he was not going, because coming into counseling, the reason why we came 
was because he couldn't see my point of view. He couldn't see what he had done as 
wrong. Like he thought that this was perfectly okay. So with them saying that you were 
courageous [Norah looked at Justin], and you know coming in here, like not many men 
would come, I thought, well then, that's not going to be helpful because he can not think 
then that there was anything wrong with what he was doing. But that was just me being in 
that frame of mind, like I know that it is helpful because, you know, we are building on a 
positive, and that was initially what came to my mind when I went behind the mirror. It 
wasn't helpful because I was looking for someone to kind of be down on him, other than 
me, kind of showing him the error in his way, as opposed to me saying it, because he 
wasn't listening to what I was saying. 

Norah shares her initial disappointment with the comments made by the RT. The 

idea that family members will feel good about receiving a commendation is much more 

complex and contextual, contingent on the problem and the persons engaged in the 

conversations. Feeling good was not Norah' s immediate response to these 

commendations. She described herself as not feeling "personally validated" in the same 

way as Justin, a potentially disengc;lging situation for a family member. Justin described 

his experience, 

Justin: At first I was kind of surprised because they were saying how good it is that these 
two went to counseling so early, and courageous, and being so open and .. . Surprise. I 
didn't think of it as being a big deal that way, I just wanted to be able to talk about this 
with Norah to start resolving it. And so, I wasn't expecting an ego boost. It felt like, why 
should I be rewarded for this? 

Norah: As soon as they started talking I thought, oh, what an ego boost. I told them that I 
thought they were really buttering him up. 
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Justin: 1 think from what 1 know ofNorah that commendations did not validate her 
feelings, and so 1 think she was looking more for strategies for going forward and rather 
than, okay, yes, compliments are nice but, what can we do to help us get through this. 

Justin was surprised that the team offered him commendations focused on 

courage and openness. This was not because these attributes fell outside of the his 

awareness, or that he disagreed with these observations, but as Justin said, "1 didn' t see it 

as something that needed, not necessarily that didn' t need to be mentioned, but it sort of 

was without saying." Justin and Norah were not enamored with the commendations 

delivered in the session, comments they described as an "ego boost" and "buttering up," 

and so it was not surprising 1 encountered a lukewarm response. 

There is an easily assumed connection between receiving a commendation and the 

instantaneous creation of a positive experience, or a positive climate. 1 believe that the 

relationship between the creation of a positive climate, and the offering of a positive 

statement focused on drawing forward strengths and resources is not a straight forward, 

direct, or linear process, and that, in some situations it might not exist. This couple did 

not believe that the commendations were directly connected to the positive changes in 

their rel~tionship. With my prompting, they did believe that they might have responded to 

the hope buried in the commending messages. Although Norah did not initially 

experience the commendations as helpful, she did believe that they had opened space for 

her to think differently about Justin and the problem. 

Norah: 1 was just so angry that, when you are really angry you kind of want to filter that 
out, you don't want to hear all positive things. Like for me, 1 did not want to, 1 was 
seriously looking for someone to validate my position. So it really was good because it 
was making me, they weren't bashing him, and they were focusing on his strengths, and 
things that 1 did not want to look at. 1 totally wanted just to focus on him being the bad 
guy. So them actually not even going there was a good thing because 1 walked out of 
there and 1 was still quite angry, but 1 couldn't help but, also to think about what they had 
said about him coming to counseling, and him being a willing partner, and him being 
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committed to me. And she kept saying things like, Dr. Wright would say things like, she 
could really tell he was in love with me, or he was really wanting to be there, like she ... 
Remember her saying those kinds of things? 

Justin: You bet. 

Norah: So her kind of incessantly saying those things must have caught, they must have 
got through my big barrier of anger. It kind ofmade me stop and let some, you know, 
kind of put a stop to me from going on the negative because that wasn't getting us any 
place, cause we just going down a spiral. It helped me to put my anger in perspective, and 
to stop dwelling on it. She just kept hammering away on, not like saying he was the 
greatest, but kind of positive about our relationship. 

Commendations: Conscious and Purposeful 

The purposeful way that Norah experienced Dr. Wright shaping this interview, by 

incessantly stating and even hammering away at Justin's positive attributes, was noticed 

and remembered. This was no accidental shaping~ this was a deliberate purposeful 

intervention, a move directed towards shifting a dangerous and precarious pattern of 

anger and blame. The tone of the commendations offered by Dr. Wright were not 

consistently gentle, soft, or neutral, there was instead a wide and colourful range of tones 

in her delivery. It appeared as though Dr. Wright had decided that this couple could be 

brought into the "hopeful realm," as she used her knowledge, expertise, and power to 

actively promote a different focus and different kinds of conversation, more useful 

healing conversations. As Norah said, this push helped her to get past her anger and 

negativity, and to step out of the downward spiral. 

The word offering can imply a particular gentleness and, both in the literature and 

in my writing, it has been given precedence. The word offering, in the IBM, has a history 

with Maturana and Varela's (1992) Biological Theory of Cognition, where the word is 

premised on the belief that human beings are structurally detennined. Being structurally 

determined means that we are informationally and operationally closed, therefore 
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information cannot be take in and acted upon, rather the self-contained and autonomous 

being responds to fitting perturbations within their individual journey along a determined 

path (Maturana & Varela, 1992). Given structural determinism, the best we can do is to 

offer a trigger to another human being. The dictionary suggests that to offer is to present 

something fOf consideration, attention, or acceptance; an offering is of a gift or a 

contribution (Onions, 1957). The etymological roots suggest that the Old English 

meaning of offer, is to "present as an act of worship" (Road, 1986, p. 321). Gentleness, 

tentativeness, and reverence might be connected to the word offering, all attributes that I 

have come to associate with commending practices. Yet, the commendations offered to 

Norah and Justin did not fit exclusively into this description. Some of the tones sounded 

big and carried a heavy certainty, a directness and deliberateness that could equally be 

read and experienced as a delivery. The dictionary defines delivered as distributed, 

uttered, launched, or even well aimed (Onions, 1957). Perhaps commendations can, in 

some contexts, be equally described and even experienced as a delivery. 

The Cooling Heat of Commendations 

Was this persistence useful in shifting Norah's beliefs about Justin? Absolutely! 

When I explored Norah's experience with this therapeutic push towards noticing and 

commenting, rather relentlessly, on the attributes ofJustin and the relationship, she said, 

Norah: It was very helpful. I mean in retrospect, but at the time it was quite thought 
provoking because I wanted somebody to be just as harsh on him as I wanted to be, or I 
was and the whole point of the first session, the whole point we came to counseling was 
because I was being, we were totally stalling out coming together on the issue. Like he 
didn' t understand why I was so upset that I found him masturbating to porn in our 
basement, and that it had been going on for a year. He couldn't understand why I was so 
upset, and I think he thought I was overreacting. 
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Norah tells us that commending was a useful thing and that it made a difference to 

the problem, even though her experience in hearing the commendations did not 

immediately create warm or positive feelings. Commendations were provocative; they 

stirred up angst, and, ultiIp.ately, invited Norah to reflect differently on her relationship. 

This is the goal of a micromove in the IBM. These commendations did not feel good in 

the moment ofhearing them or immediately after the session and, yet, they were useful in 

opening space for a different understanding of the problem to emerge. This provocation 

and discomfort also surfaced when Nora heard the RT comments. 

Norah: When you don't see yourself as that at the time, and when someone spoke, I think 
that it catches you off guard But also in a sense, it kind of seemed like superficial 
compliments in a way, like, not superficial, but you know what I mean, like you don' t . .. 

Justin: Compliments for the sake of compliments. 

Norah: Yeah. 

For Norah, she was caught "off guard" with these statements, not unlike what she 

referred to elsewhere as hearing "thought provoking" comments. It might be that the 

commendations offered fell outside of her current experience in the relationship, creating 

dissonance, and it may have been in this dissonance where the commendations were 

experienced as superficial. "Compliments for the sake of compliments," were described 

as existing in the realm of the "superficial," or "ego boosting" interpretations by this 

couple. Norah did find herself, in the second session, experiencing commendations and 

conversations focused on love in a way that was different from the first session. 

Norah: What i am remembering that kind of stood out for me, I think it was in session 
two, was in the reflecting group where they kept saying that they could really tell that we 
loved each other, that we were in love with each other, but with all of the stuff that was 
going on in our life, a new baby, and having two kids and stuff, that maybe not as strong 
a friendship anymore. And so that kind ofwas like a turning, like turning a point for us 
because we, because it fostered some discussion about how we didn' t spend much time 
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with each other, outside of, about how hard it was because we were just so busy with life. 

r mean I never went into the therapy thinking that we didn't love each other. But it did 

kind ofhighlight that we weren' t really, I guess we were not, I mean we had really drifted 

apart in the daily connected thing, there was not a connectedness, we weren't really 

connected. 


LL: And what helped you to remember that? 


Norah: Just, it was just that statement in the, that is just what I think out of the whole 

thing that was what really was kind of a light bulb moment for me, we were still very 

much in love, but we had really grown apart. 


What Norah described as the "light bulb" moment in the therapeutic 

conversations for her was the introduction of the idea that this couple had started to drift 

apart during this developmental phase of their life but they were still very much in love. 

Swamped with the demands of a new baby, another young son, Justin' s continuing 

program of education, employment demands, their time together as a couple and as 

friends had been seriously threatened. It was during the second RT conversation where a 

faculty member, Dr. Bell, raised this as a possible dilemma, that is, the difficulties 

created with the demand of this couple' s developmental stage in life. This comment made 

a profound difference to Norah as it was from this point that she appeared to begin to 

imagine a focus for change and a direction that the couple could take in rebuilding their 

friendship. Justin did not recall this event as meaningful. The connection between hearing 

and receiving commendations and this light bulb event remained somewhat shadowed for 

him. 

There was a subtle, but substantive, difference in the content and focus of the 

commendations offered by Dr. Wright and the clinical team with this couple. The 

emphasis was consistently on noticing, distinguishing, and commending aspects of the 

couple's relationship; it was less often focused on the individuals in this relationship. The 
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couple' s admirable goal to "save their marriage" dominated the commendations that Dr. 

Wright appeared to favour, draw forward, and emphasize. For example, t4e 

commendations offered in the clinical sessions highlighted the way this couple showed 

love, listened, and remained open to one another in addressing very difficult and sensitive 

issues. This concentration around issues in the marital relationship makes sense in that 

the presenting problem was a couple's issue. Naturally, it would appear that the 

commendations would fall close to this topic. I have wondered if the couple' s lukewarm 

response to the commendations, specifically Justin' s experience with commendations 

being perceived as buttering him up, were, in some way, diluted because they were not 

focused as tightly around the presenting problem. Perhaps commendations are more 

meaningful when they are directly connected to the presenting problem. 

Saved By the Bell: Last Minute Homework 

The form and style of the conversations, including the commendations surprised 

this couple, given a previous counseling experience. They described feeling disheartened 

after the initial RT, even ambivalent about returning for a second session until Dr. Wright 

offered them hallway homework. What I have referred to, as hallway homework, was a 

last minute suggestion by Dr. Wright, offered to the couple as they were leaving the 

session. Valentine' s day was fast approaching and Dr. Wright recommended that they use 

this opportunity to spend time together, and to appreciate one another. It was a rather 

loose assignment, but it was this event that the couple identified as making a difference to 

their return for a second session. 

Norah: So it was kind oflike, lel's go home and see if we can do work on that and then 
We can come back and have something to report. You know, that kind of gave us 
something to grasp onto, and the reason why we came back was because we were going 
in there with something, wanting to grasp onto something. 
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This offering of an assigrunent, even in the hallway as this couple was leaving the 

initial session, is not atypical of what I have observed in Dr. Wright's intense and 

unrelenting focus in therapeutic conversations. She seems artfully attuned to, and 

persistent with, focusing, refocusing, and attending to details that seem to almost bypass 

the usual visual or auditory channels. In exploring in the research interview what it was 

that invited Dr. Wright to offer such a task she said, 

Dr. Wright: If people know that you deeply care for them, and that you want the best for 
them, that you really want that, you hope they can save this marriage, and if you offer 
that through a variety of commendations, and highlighting their strengths, Of even 
complimenting them, does that not open space for them to be willing to do an assignment 
even if it is offered in the hall? 

Dr. Wright identified the offering of the task as initiated by her, not in response to 

any trigger in the couple, but as an extension of the session and as a dimension of caring 

about this couple. Deep care was, for her, located in her hope fOf this couple, a hope that 

spun itself out in the commendations and even the offering of homework tasks. 

Norah: We went in expecting something different. And so we were caught off guard by 
the way it was going. But then, I would not have wanted them to have done anything 
different because it kind of led us to a place where we could, you know, get beyond it, 
where we could become closer and more connected. 

Justin: What the commendations did was give us a positive outlook while we were 
working through things, knowing that we do have a pretty strong base. So, that is the 
purpose it served for me. 

Norah: I just know that our frame of mind was that we wanted to go in there and come 
out with a strategy. Whatever technique she used fostered more of a discussion and 
continued discussions to kind ofbring us to more of a closure, as opposed to like just 
handing out a couple of strategies and you go home and try them. You still do not 
[referring to the strategies] become any closer because you haven't really talked about 
things. 

Although neither partner described the experience of receiving verbal 

commendations as extremely powerful in the therapeutic conversations, they both 
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described one event as exceptionally meaningful and that was Norah' s open disclosure of 

her feelings. 

Potent and Powerful: Commendations in an Alternate Form 

Justin described the "turning point" for him in the clinical sessions, as the point in 

the interview where Dr. Wright's encouraged Norah to share her personal story of pain 

and suffering. The couple had been unable to discuss this painful issue on their own. 

Justin: We didn't really talk about it. It was something that, you know, I had apologized 
after it was discovered, but we hadn't really talked about it one to one. 

Norah: The only talking that occurred was sarcastic, kind of mean comments. We could 
not talk about it without, because the hurt was so at the surface and it was just turning 
sarcastic and mean. We both knew we would not get past it without someone else helping 
us, guiding us. 

The telling of Norah's story of suffering with a focus on her individual feelings 

created a different emotional tone, one that Justin believed invited him to hear Norah 

differently. A brief segment of the clinical interview is transcribed below, the point in the 

interview that the couple identified as significant to their healing. 

Dr. Wright: I am going to ask you to do something. I really would like you to tell your 
husband, not trying to find explanations of why he did it, but I'd really like to see and 
hear from you about ... because you said something very poignant here today, that this 
has "broke your heart." And I am wondering if this is the first time that your husband 
broke your heart like this? Is it? [Norah nods her head yes] Yes. Is there any other time in 
your life that your heart has been broken to this extent? [Norah nods her head no] I'd like 
you to just tell him about the effect it has had on you. Not about why you think he was 
doing it or anything. Can you try, just try to do this? And, I would like to just listen in, 
and see how he responds. I'd like you to speak from your heart, because that is what you 
are saying is broken. 

Norah: Well I guess, like I said, that period of time when I was pregnant, that obviously, I 
just felt very unattractive to you [pause]. I just felt totally unattractive and I am still not 
over that, it was such a blow to my self-image. I thought that I wasn' t enough for you or 
that there was something wrong with my body, that you didn't find me attractive enough 
to, you know, to want to have sex with me or even to just lay beside me and masturbate, 
you had to go use other women. So I started questioning me, like Ijust feel that you 
totally attacked me, so in a, that you have kind of shaken my confidence in myself and 
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that [long pause]. I do not feel sure of myself with you anymore. I question am I enough 
for him? Or, do I have to be better than, like I have to compete. And it still hurts me to 
hear that I am your number one choice. To me, when you say that it sounds like there are 
other options [Norah is crying]. Up until that point, in my mind, I was confident and 
secure that we had a strong relationship, and that we could talk about anything, and that I 
was the only one for you. And now, you know, you say I am beautiful, and you love me, 
and stuff. But, it rings hollow. 

Dr. Wright: You are doing very well talking from your heart. 

This is a small piece of the therapeutic conversation, at the point where Norah 

began to share her feelings of sadness and pain related to having discovered the secret 

about Justin and Internet pornography. Listening to Norah' s disclosure was an almost 

visceral experience for me, given the depth, breadth, and oppressiveness of the feelings 

that she was trying to shed and peel away in the conversation. An almost still silence 

dominated the conversation, broken only by Norah's words and tears. Dr. Wright, during 

a pause in Norah's speaking, urged her forward by suggesting that she is doing well 

speaking from her heart. I hesitate, and even resist, labeling this statement as a 

commendation or compliment, given the way it was located in the midst ofa heavy and 

evocative conversation. To label it would feel like I were stripping it from the whole, and 

possibly stripping the life and spirit out of this conversational event. 

Surgeons must be very careful 
When they take the knife! 
Underneath their fine incisions 
Stirs the culprit, --Life! 

Emily Dickinson (Linscott, 1959, p. 39) 

Decontextualizing powerful conversational events, and breaking the 

meaningfulness into single repeatable or interpretable statements, might be risky in 

diminishing the whoJe of the moment that was lit up for the couple in the speaking and 
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listening to this story. Norah suggested that Dr Wright actively moved the session in a 

different direction. 

Norah: I think that Dr. Wright, she really steered away from blaming and short-circuited 
any attacking behaviors. 

Dr. Wright's careful structuring of the painful self-disclosure, where she asked 

Norah to resist "trying to fmd explanations," and asked her instead to speak to the 

"effects" ofthis discovery, may have created a short circuit and invited a different texture 

and tone into the conversation. Justin described and elaborated on this experience, in the 

research interview, to the listening and hearing Norah's painful disclosure for the first 

time. 

Justin: I don't know the technical term for it, but I put myself in her shoes. I projected 
myself, as if it was me, and I could feel her, her pain a lot clearer. If there was any help it 
was in saying some of the things I felt that Norah and I could not say. 

Norah: Something happened for him (referring to the session)- On the car ride home he 
said that he finally said, how I felt, and that ... Because ... I don't know what is the 
connection for him? 

Justin: After the session, after Norah told Dr. Wright her side, I started to put myself in 
Norah' s shoes and that is where it hit me that, oh yeah, if the tables were turned that I 
would be just as upset as Nora is ... 

Once Justin heard Norah's story with a different emotional overtone, he seemed 

able to empathize and to feel Norah's pain, sparking an unprompted apology in the car 

immediately after the couple left the session. For Norah, it seemed to be this event that 

allowed her to move beyond the betrayal, and perhaps to begin to forgive Justin. In my 

review of these transcripts I wondered ifNorah may have experienced herself as 

validated, not by a verbal commendation, but instead in the form of listening, 

questioning, and giving voice to her experience with suffering (Houger Limacher & 
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Wright, in press). These more silent commendations may emerge in the "speaking of the 

unspeakable" (Wright et ai., 1996). 

The existing literature addressing the treatment issues surrounding marital 

infidelity, although not grounded in empirical research (Olson, Russell, Higgins-Kessler, 

& Miller, 2002), do suggest that, until the offending spouse truly understands and can 

empathize with the hurt and pain their spouse has suffered, forgiveness and healing may 

be impossible (Gordon & Baucom, 1998; Olson et aI., 2002; Pittman, 1989). Forgiveness 

has been identified as an important dimension in the literature (Butler, Dahlin, & Fife, 

2002; Olson et aI., 2002; Walrond-Skinner, 1998). In this interaction, Justin reported 

reflecting on the pain he had inflicted upon his wife in a different way; he was able to put 

himself in her shoes. Healing, and perhaps forgiveness, could now begin for them both. 

Searing Passions 

Genuineness in Provocation 

Although this couple described the commendations as sometimes superficial, 

provocative, and thought provoking, they did not doubt the genuineness of the Dr. Wright 

or the team. Norah described Dr. Wright, 

Norah: I'm just assuming that the kind of person that she is that, I don' t think she would 
lie about it. Like the way that she is, you know, when she came in, and you know, you 
started thinking that oh, is she just saying that? But then through the session it is like, no, 
I believe her. Right? Like she's telling us the truth about things. It is kind oflike at that 
time, that you have to trust, and I am not saying, I don' t mean that she should go in there 
and tell people, here you can get a divorce. But I mean she has to be believable in what 
she is saying. I think she was, that is what came across is that she was being honest. 
[Justin murmured his agreement] 

Dr. Wright was experienced as an honest person who would not lie, in that she 

spoke the "truth about things." She was believable even if her opinions and observations 

did not fit with Norah and Justin's ideas about themselves or the problem. Norah believed 
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that the trust in Dr. Wright developed "over the course" of the conversations, and that it 

was recognizable in the content of the "things she said," and the "way that she was" as a 

person. Norah and Justin described a confidence in Dr. Wright~ they believed she was 

interested and committed to helping them in this crisis. This process of establishing trust 

in a therapeutic relationship is difficult to articulate, given it includes multiple 

dimensions and is often explained as a feeling, a hunch, or a sixth sense. One dimension 

that I believe this couple responded to was Dr. Wright's unfailing hope, optimism, and 

confidence in their relationship, as demonstrated by her transparency (Bird, 1993) and 

sometimes even those uncomfortable commendations. Comments like "you've been 

through a lot together"~ "Where did you find the courage to change those beliefs about 

yourself?"~ "It's impressive that you are honouring your marriage vows" ~ " Where did 

you find the courage to take a stand like this?"~ "I find that quite remarkable that he was 

trying to walk in your shoes"~ and "Well, I am impressed!" were scattered throughout the 

interviews. Early in the session Dr. Wright commended this couple for their admirable 

goals of wanting to save their marriage. Her final comment after the initial reflecting 

team was, "I am very optimistic that we can work these things through." The respondents 

in in-depth interviews with individuals who had experienced marital infidelity, suggested 

that therapists be active, personable, and offer advice (Olson et ai., 2002). It appeared as 

though it was precisely these traits that were coming forward in Dr. Wright's 

conversation with this couple. 

Provocation in Genuineness 

Dr. Wright's transparent openness can be equally engaging and provocative to 

family members and students, given the way that her strong beliefs and her moral and 
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ethical positioning i& at play in therapeutic conversations. Dr Wright commented on the 

commendations in the session with this couple in my research interview with her. 

Dr Wright: There are two things operating here for me. One is a particular, incredibly big, 
huge strong belief that I have, and it is that we should be doing everything we can to save 
marriages, particularly ofyoung couples where there are children involved. And I have a 
powerful belief that we have a moral, and an ethical, and a spiritual responsibility to do 
that for couples. And so when I see a couple coming with a common dilemma in our 
culture now, of Internet pornography, and a young woman that's also experienced post
partum depression, and they have little tiny babies, and they have been married a short 
period of time, then I have a belief that I can save the marriage. I mean, I believe that I 
can do things, and one of the things I believe that I can do is point out to them, despite all 
of the suffering that is going on, despite all the hurt and disappointment, that there are 
things about them to draw forth and bring into their awareness again, about their 
strengths. And I believe the context in which to do that is through commendations. And 
my beliefs about my role as the clinician is to highlight their strengths, to point out for 
them why this is worth saving, and to get them in a frame ofmind to invite a particular 
kind of conversation that might free up some possibilities for healing, because you know 
they are devastated right now .. . And not to minimize in any way the suffering, not to 
minimize the hurt and the disappointment. 

LL: Yes. 

Dr. Wright: I think: there is a very fine line though. It is really, to use Maturana and 
Varela' s wonderful phrase of, "walking the razor' s edge" between validating suffering 
and giving hope. 

Dr. Wright is conscious of her values, biases, an9 beliefs about marriage and the 

ways that these beliefs show themselves in her clinical practice. This is the mark of a 

competent clinician (Doherty, 2002). She is confident that she can affect change and that 

she will affect change. I wonder if it is ever possible to suppress, or veil, one's moral and 

ethical beliefs, given that these beliefs are situated and come forward in language and 

conversation. Perhaps what is unveiled in a conscious action of commending is a 

preferred ethical position or a moral stance. Ethics can be understood as corning to life in 

the conversations between the nurse and the family, as it is here where values reveal 

themselves in both the words that are given voice and those that are passed over. 
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Freedman and Combs (1996) suggested that conversations become ethics in action. The 

word ethic, can be defined in a broad sense as an Ethos, or as a way of being and 

dwelling in a community where the self finds itself as it is cultivating values in 

relationships (Kearney, 1999). I believe that values were being cultivated in the process 

of the conversation and it was in the offering and receiving of commendations where 

these shared values, and trust, came to life. 

Dr. Wright also shared her beliefs about teaching and ritualizing commendations 

in clinical interviews during our discussions in the research interview. 

Dr Wright: So my whole thought is, if you encourage your students to offer 
commendations in the first ten minutes you are inviting them to become a particular kind 
of person. Now that sounds quite, and I have never written about that, but I think it can 
sound kind of arrogant. that I am inviting a student to be a particular kind of person. But 
as you recognize, it's always in the larger context filled with other beliefs about the role 
of the clinician; what we believe about the relationship between the clinician and family 
members, and ifyou invite students to always look for pathology, and to comment on it, 
to me you' re inviting the student to be a particular kind of person. 
... There is a particular way to be in the world to me, and it is just, it is a way that we are 
inviting people to have, like you have said, whatever you want to call it, a particular 
posture, but to me, it is inviting particular kinds of conversations that invite you to be a 
particular kind of person. And the more that you become that particular kind of person, 
the more that you will just naturally invite those kinds of conversations, and it will 
become more and more uncomfortable for you, and it has got to the point for me that I 
wince behind the mirror if! hear anything that sounds too judgmental or too harsh. 

Dr Wright shared her strong beliefs about how there is a "particular way" to be in 

the world, which is to avoid blame and judgement in human interactions, and to instead 

focus on kindness, respect, and love. She believes that commendations have the power to 

create particular kinds of conversation that focus on these attributes, and that these 

particular kinds of conversations will ultimately create and bring forth particular kinds of 

affect and behaviour in people. She also suggested that this particular way ofbeing in the 

world would create changes in students' ways of being in the world, another very 
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provocative thought. There are many moral and ethical questions that could be raised 

about these statements, all deserving of the attention of a future study. 

Epilogue: Hot Topics and Cooling Commendations 

Norah and Justin's experience with receiving commendations could be described 

as lukewarm and cooling, possibly what was called for in the heat of this couple's 

conflict. Still, each of these partners recognized themselves in the commendations 

offered, not a comfortable warm embrace with the past but as a truth coming forward in 

the heat or the cold of the moment. It reminded Norah about the "truth" of the 

relationship, even ifhearing this truth was uncomfortable, provocative, and thought 

provoking. Anger acquiesced in the face of the cooling commendations, the spell of the 

intense and blinding anger interrupted. For Justin, the experience did not feel powerful 

and yet it was not unpalatable. 

These "truths" that the couple experienced in hearing the commendations did 

appear to connect them to their stories of love and connection in their relationship. Justin, 

although not enamoured with commendations as a clinical intervention, did believe that 

commending practices were beneficial and affirming to relationships. 

Justin: I don't know if you can call it a style, it is nice to hear it more than just when you 
are going through a problem. Like that it is an affirmation that you can get more 
regularly, to recharge your relationship that would be beneficial, to give us relationship 
affirmation. 

Norah: Relationship affirmation. We do tend to take for granted the things that are good, 
to focus on the things that are not good, to the point where it can be detrimental to your 
relationship. So, unless someone can step in with couples, or tum that around yourself, 
more power to you, but you need someone to show you that's a lie, that you are really, 
that's not true in your relationship. 
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CHAPTER SEVEN 


RELATIONSHIPS: THE HEART OF COMMENDATIONS 

The Researcher' s Encounter with Eva and Hugh 

Crossing the threshold into this family' s home, I was immediately and 

momentarily stopped in my tracks. My body tensed at the sight of the man resting in the 

recliner just inside the front door. The recliner itself was positioned on the very edge of 

the living room- almost teetering. Buried beneath a thick blanket, I detected the outline of 

a thin form, knees drawn up and protruding into the mass and tangle of the heavy blanket. 

A fitted hat shielded and warmed his bald head, like the cotton toque on a newborn. 

Familiar glistening eyes peered out between the blankets and the toque, windows to the 

soul of this man named Hugh. 

Pale, thin, and drawn, looking older than his fifty-two years, the fragility of 

Hugh' s physical condition and the toll of his battle with leukemia was suddenly real and 

tangible. The life threatening, unstable, and recurring nature of this illness became all at 

once more clear, and frightening. Leukemia was demanding and heartless. I knew, from 

the stories contained in the videotapes of the clinical sessions, that Hugh had been robbed 

of his career, his mobility, his sexuality, and his sense of purpose in life, at least as he 

knew them at an earlier time. 

Armed with this knowledge, I stiU had not detected in my phone contacts 

establishing the time and date, and assessing the appropriateness of the research 

interview, the extent ofthe infiltration of this illness back into this family's life. Did this 

speak to this family ' s strength, stamina, and ability to continue on with living under 

extremely adverse conditions? Or. is this positive spin simply an example of the way that 
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a strength focus has penetrated my thinking? Maybe I simply remained deaf to the unsaid 

in these conversations with Eva; perhaps my listening inadvertently encouraged only 

stories of health and survival. It might be that this kind of skimming over is precisely 

what helped this family, especially Eva, to keep managing with day to day activities, for 

settling in sorrow may not have been helpful or hopeful. Yet, it was precisely this 

skimming that the couple' s young adult sons expressed concern about in the clinical 

sessions. Fearing their mother was somehow sheltering them from information about the 

real threats to their father' s health they were requesting access to the honest and painful 

goods. 

Reviewing videotapes of this family ' s five lengthy clinical sessions was 

exceptionally intense because of the raw openness of the emotions in these conversations. 

Sadness, sorrow, and fear juxtaposed and co-existed with caring, hope, and love. It was 

totally exhausting and simultaneously invigorating to experience the unreserved 

complexity of these emotions. I had been a clinical team member twice with this family 

and I remember tremendous feelings of physical exhaustion following the sessions. In 

reviewing the tapes, I became re-acquainted with this family' S suffering. I wonder now if 

my not noticing, or hearing the extent of the infiltration of the illness signaled 

protectiveness, a natural response to shield the family, and myself, from the pain that 

might be experienced in talking about the dangerous slide of leukemia. Call it 

sympathetic unconscious avoidance, but I understood Eva's skimming differently. 

The research interview took place during a time when Hugh was out of hospital 

following a course of chemotherapy. At the time of the research interview, he was 

immuno-suppressed and fighting a serious liver infection that had to clear before he could 
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undergo a bone marrow transplant, his only hope for survival. Any predicted fear, 

anxiety, or hopeless tension that might accompany this uncertainty did not immobilize 

our conversation anymore than it halted this couple' s ability to juggle the daily demands 

accompanying this illness. The soft and strained volume ofHugh's fatigued voice did not 

accurately reflect the strength of his soulful and refreshing laughter, tears, words, and 

emotional presence. 

A duplicate recliner, positioned beside Hugh, is where Eva eventually settled, but 

only after wrestling with her walking cane while trying delicately to position her aching 

body. The couple; married for twenty-five years, sat synchronized and positioned as 

mirror images of one another. This double vision spoke with clarity about the intense and 

substantial connection between this couple, either in spite of, or because of, their illness 

experiences. Eva' s physical discomfort stemmed from a recent total hip replacement. 

Since that time and prior to the research interview Hugh had assumed the role of chief 

caregiver. "Role reversal," had become a familiar pattern in this couple' s life, notably a 

forced choice after Hugh' s stroke, thrusting him into the position of homemaker. 

The story ofEva's total hip replacement was meaningful to this research given 

that it was because of the "support" and the "commendations" offered in the clinical 

sessions, and in a therapeutic letter (see Appendix L) that she obtained a second medical 

opinion. One specialist did not recommend surgical intervention, although Eva was 

desperately struggling with pain and immobility at the time of the clinical sessions. The 

"push" by the nurses invited her to pursue the second opinion that resulted in this surgery. 

This current hip pain did not dampen Eva' s competent and confident offering of 

details about the couple' s medical conditions. As a lab technician, she was no stranger to 
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the strangeness of medical jargon and the odd numerical values that accompanied the 

hematology reports monitoring the progression or abatement ofHugh's disease. Eva 

possessed a special intimacy with blood, even Hugh' s blood. Foreshadowing trouble, 

Hugh was first turned ~way from donating his blood, a selfless act he did with regularity 

because he was a <universal' donor. Eva, concerned, had drawn and delivered the first 

vile that signaled a warning and pointed to the fateful signs of leukemia, cancer of the 

blood. Is it not ironic that it was a tiny prick, a single bead ofblood that first hinted at 

unimaginable and horrific changes for this family? Their hearts have been bleeding ever 

sInce. 

The Clinical Sessions 

This family sought assistance at the FNU because they were struggling with 

sorting out a way to live in a changed world. Hugh tearfully asked if he would ever be 

"whole" again following the assault to his body over the previous year, he was 

questioning his right to life. Diagnosed with leukemia, chemotherapy was initiated, and 

in the first month of this treatment he suffered a major stroke, or cerebral vascular 

<lccident. This rare side effect created the "bigger problem" for Hugh, with right-sided 

paralysis, weakness, cognitive, and speech difficulties plaguing him. These multiple 

changes introduced a dependency, especially on Eva, for his everyday activities and 

functioning. Improvements in his condition were slow and laborious, and although 

walking with a cane at the time of the interviews, he was unable to return to his position, 

and his passion-- teaching high school Drama and English. 

Health care professionals, no longer predicting further improvements in Hugh's 

physical condition, seemed to be challenging this fiercely optimistic and determined 
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family to accept the current limitations and to give up the fight. This introduced a 

dilemma for Hugh and Eva, who thrived on persistence, perseverance, and who had a 

strong faith in hope. Hugh had already been "written off' in this illness journey, even 

designated as a palliative patient at one point in time. "Giving in" seemed to equate with 

giving up hope. It has been suggested that hope may be related to the sacred, and is a 

concept or an idea that is beyond words (Benzein, 1999). It was within this sacred place 

ofhope that that this couple seemed to thrive. 

The couple's two sons, Alistair (23) and Conroy (21), participated in three of the 

clinical sessions but, given they were no longer living in the family home, they were 

unavailable for the research interview (see Appendix M for family genogram). The 

clinical sessions focused on the many losses that the couple and family had encountered, 

and would still encounter, in their journey with both a chronic and life threatening illness. 

The focus in the therapeutic conversations for the couple, and especially for Hugh, was 

on learning how to continue to "push the limits," while still establishing and maintaining 

an adequate balance and pacing to the push. The couple described commending practices 

as having been a "powerful" presence in the clinical sessions. Juliet Thornton was the 

graduate nursing student interviewer, Dr. Wright and Dr. Bell were the faculty clinical 

supervisors, and three to five graduate nursing students formed the clinical team for each 

clinical session. 

Commendations in the Reflecting Team 

In the research interview with the couple, I shared the first five minutes of the 

initial twenty-three minute RT on videotape. There were multiple commendations stated 
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directly or woven into the team members' comments. A few of the commendations are 

transcribed and summarized below. 

Dr. Wright: Well this was a heart-wrenching story wasn't it? I was saying to the team 
behind the mirror that from the moment they walked in and you first started talking, right 
until the end, Ijust found them to be a really sweet couple with each other. I mean the 
caring and the love they have for each other is just so obvious. 

Dr. Bell: Very palpable isn't it? 

Dr. Wright: Palpable. They say it, they show it, his wonderful comment that my wife is 
the "love of my life." 

Graduate Nursing Student-I: After 25 yearsl 

Dr. Bell: After 25 years! 

Dr. Wright: And the way she would reach out and touch his arm and comfort him, very 
tender. I was struck by her comment at the end, that life hasn't been normal for them for a 
long time. I mean it has not been normal for a long time. They have been through a real 
rough slug- hard enough for any family to have one major life threatening illness. But 
they have had a major life threatening illness and now a chronic illness. And I wasn't 
sure, is he out of the woods with leukemia? 

Juliet (graduate nursing student interviewer): He is in remission. 

The team's comments then gathered around ideas such as, 

1) They are an amazing support to one another. 
2) It is amazing the way they pushed leukemia into remission. 
3) I want to thank them for coming today so that we can learn from them, as well as to 
offer them some assistance. 
4) This illness brought this couple closer together and it did not fracture them, or pull 
them apart. 
5) They are such a creative couple 
6) They have shown a tremendous effort to deal with this difficult situation 

The Research Interview 

Response to Listening to the Videotape 

Following the sharing of a segment ofvideotape featuring this initial RT, a 

thoughtful silence ensued and was broken when Hugh eventually stated, 
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Hugh: Well I found it to be really stimulating and it was reminding me then, and of now. 
And I am more thankful because she has been through it twice and she hasn' t thrown me 
out. So, I think the comment made about us loving each other and, you know, this hand 
coming out and touching mine [he reached over and touched Eva], you know, it just 
reiterates how important our love is. 

This couple appeared to be mesmerized, and completely immobilized, during the 

playing ofthe RT conversation on the videotape. When I halted the tape, Hugh 

immediately thanked Eva for sticking by him in this illness, especially as it had returned 

once again. Hugh appeared to be re-connecting with the ideas offered by the RT in the 

present, under new circumstances, and then he extended the team' s comments by offering 

what could easily be construed as a commendation to Eva. As Hugh commented on the 

couple's love, he reached over and physically touched Eva' s hand. They were silent for a 

minute. I was witnessing a very tender moment between the couple, one that appeared to 

have been sparked by these commendations. I then asked them to comment on this 

experience of hearing these comments. 

Hugh: Well, I think at the time we were taken back, you know? 

Eva: Tpey were so obvious. 

Hugh: Their observations. 

Eva: Yeah, their observations were so accurate, because the little things like her taking 
my hand, or things like that, we just sort of take things for granted. If you love somebody, 
you love them! 

Hugh: Unconditionally! 

Eva: Unconditionally, through thick or thin! And when they noticed that happening to us, 
we never realized that we were unique or anything, we thought that is the way it is, and 
that is the way everybody is. And so to hear it brought out in the, and to be complimented 
on it, or you know have them, have them even notice, it was a nice feeling. And they 
brought it to our attention. 
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Eva: Showing us our strengths. Sometimes you don' t realize that you do that, or that 
those things are even strengths. Ofcourse we love each other, course, you know, but 
showing it to us as being a strength really helped. 

Again, echoes and reverberations of this idea that commendations state the 

obvious, given that the observing teams comments were not wildly exotic or unfamiliar. 

On the contrary, they were comfortable, familiar, and accurate words. The ideas that were 

offered fit for this couple; they already knew that they shared a strong love for one 

another, a love that assisted them with handling very difficult challenges in their life. 

Having this familiar knowledge noticed, shared publicly, and commented on by strangers, 

seemed to remind them of the uniqueness in their ordinary. The couple expanded on the 

feelings they experienced in the moment of hearing the commendations. 

Eva: It felt good at the time, it gave me a really warm feeling. Just hearing him say that to 
strangers basically, you know, although they didn' t feel like strangers, right from the 
beginning. While not them so much [referring to the team] but Juliet [the graduate 
nursing student interviewer], she' s got whatever it is, she' s got it. She made us feel really 
comfortable. 

Hugh: Yeah, the number of people that didn't even know us. You know, like even Juliet 
didn' t know us other than she was watching the first session, the number of people who 
noticed. 

Eva: Because they are strangers really. 

Hugh: Strangers· don' t give a damn about love, and in other people' s lives. 

Eva: You know that bond that we have, that love, that strength that gets us though, and 
having that pointed out, you know, it makes it more intense. 

Hugh: Just feeling inside, that you know. I guess it is the hearing of it that I felt, wow, 
you know they recognize this. It made me feel really, really good. 

Commendations appeared to stimulate and to intensify good and loving emotional 

feelings in the therapeutic conversation. In the research interview with the graduate 
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nursing student Juliet, she similarly described her own experience of receiving a 


commendation. 


Juliet: Oh, it feels good! 


LL: It feels good! [Laughing together] 


Juliet: Yeah, it just makes me happy. It just makes me feel like I am doing something 

with my life, like I am affecting other people and making somethjng a bit happier for 

other people. 


For Juliet it was important to feel as though she had touched another person's life, 

and when someone recognized her strengths, offered her a commendation, it spoke to the 

existence pf a relationship. She said it felt good! I consistently found that when I 

approached research participants, family members, or friends, and asked them to describe 

the experience of receiving a commendation or a compliment I heard the same response. 

It feels "good!" 

"Good" -- a most troubling word for me both because there seems to be such a 

universal understanding of what it means and yet it can, in the same breath, be almost 

meaningless, given it so often closes offor shuts down further conversation. Asking 

people to expand on what they mean by good, is like trying to invite conversation around 

commendations. Unaccustomed to expanding on this given phrase, the immediate 

response is to become silent or to stop talking. Nurses frequently ask patients or family 

members how they are doing or how they are feeling (Cameron, 1992). Frequent 

responses include "good" or comments like "I am having a good day." In many nursing 

contexts, this common phrase seems to lead to an almost programmed closure and 

termination of conversation. When it is good, our professional nursing expertise is no 

longer required, and we stop thinking and talking. 

1 
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The etymological root of the word good is from God (Hoad, 1986), and the 

dictionary defines good as: 

I A term of general of indefinite commendation. 1. Of things: Being what they are 
called or ought to be. 2. Of persons (originally) Of high rank or valour ... 3. Of 
personal qualities: Commendable in the person ... 4. Of a state of things, a 
purpose, etc.; Right .. . . 
2 1. Morally excellent: a.of persons ... b.of conduct ... 2. Applied to God ... 3. Kind. 
(Onions, 1957, p. 811) 

The circular relationship, or the overlap between good and commending becomes 

apparent in these definitions. Again, we encounter this idea of moral excellence, of a 

person and of their conduct. I believe that moral goodness was afoot in each of the 

therapeutic conversations we entered and in each commending event that was drawn forth 

and created in these therapeutic conversations. Eva and Hugh described this goodness as 

a feeling, as a deep and "heartfelt" emotional experience. 

Love Stories and Emotion 

Hugh, early in the conversation, commented on how strangers "don' t give a damn 

about love," and he was surprised at the way that conversations during the sessions 

acknowledged and focused on love. Love mattered to this couple and to this family. 

Nursing historically has been considered to contend with the care of strangers and it is 

here between strangers where intimacy unfolds and happens (Nelson, 2000). Perhaps, in 

the nurse recognizing, voicing, and acknowledging this couple for their intimate love and 

loving actions, the strange, foreign, and unfamiliar aspects ofthe nurse-family 

relationship began to melt away. This family and nurse were no longer strangers. 

Commendations may have helped bridge the interpersonal distance and contributed to 

creating a more intimate relationship. 
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At a later point in our conversation, focused on the experience of hearing the RT 

commendations, a more recent story of love and connection surfaced. Perhaps fragments 

of the conversation triggered a memory of the recent past, a memory that continued to 

thicken and extend the story of the commendations. Temporality is an ever-present 

dimension of these videotapes. Hugh, appearing pensive and sullen, seemed to be settling 

into a memory, as he slowly and softly began to reminisce and recite a story about Eva's 

support during his last course of chemotherapy. 

Hugh: You know she was at the hospital every single day, except when she had her back 
surgery, but I could go there. 

Eva: And then Conrad had to pack him up in the wheelchair and bring him there and he 
would fall asleep [couple laughing together]. And I would say "take him home," he 
would have to wear a mask and everything, and I would say "take him home" he is so 
tired [more laughter]. He was sleeping so much then. 

This process of remembering, drifting, and re-connecting with alternate stories of 

love and connection happened with this couple, not unlike what I had witnessed with 

Fredric and Helen. Hugh suggested that his feelings became "intensified" when they were 

offered to him from an external position, and from a number of nurses. The power of the 

R T is again present and tangled up in this experience. 

Genuineness: The Heart ofa Commendation 

Eva, after watching the videotape, stated that she could tell that there was no 

"template" involved in the offering of these statements. This idea that commending or 

noticing strengths and resources could be considered an intervention, or as a part of a 

model, did not fit with Eva's beliefs about her experience with commendations. She 

described what she heard on the videotape as "genuine" compliments. Eva had been 

bothered by idea that a commendation could be an intervention or a practice that was 
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done with every family. She described her thoughts about the initial meeting to obtain 

infonned consenty 

Eva: Because I have to say on that day I thought we really are not that special, they just 
had to say that. I thought at the time that they [referring to commendations] were 
genuine, and what caring sensitive people to be able to make these observations. You 
know, and then when you told me about this thing, I thought well they do that with 
everybody then. And then having watched it again, I thought no-- that is genuine! I can't 
believe that it was anything but that, because the observation that they made, and they all 
saw something different and yet the same. That is genuine, that is, there is not a template 
involved in there, they, I think, were speaking genuinely. They were speaking from the 
heart. 

The attributes that spoke to the genuineness that Eva and Hugh had experienced 

in first receiving the commendations were heard again when they recognized the 

specificity and detail contained in the team's comments. The commendations spoke to the 

special and unique aspects of this family's relationships; they were experienced as 'one

of-a-lcind' statements. This emphasis on the unique sounded similar to comments made 

by other participants in this study, who suggested that meaningful commendations 

recognized and drew forth the particulars of a situation. In listening to the videotape, Eva 

was reminded of the genuineness and depth of meaning of the relationships they had 

developed with the team, and even more so with Juliet, in what she referred to as the 

"exhausting" work of their conversations. 

The particular: Similar and unique. Part of the power of a commending moment 

seemed related to the noticing ofa meaningful particular, or of a unique strength and 

resource. It was not only about noticing positive characteristics that were outside of a 

family or individual' s awareness; it required acknowledgment of the uniqueness of the 

strengths and resources that a particular person or family was showing at a given moment 

in time. Recognizing this unique, context specific signature, story, or trait seemed 
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important in the offering of a meaningful commendation. Replicating commendations, or 

as Eva suggested using templates to draw forward similar events, was not desired. Yet, 

paradoxically, commendations do appear to speak to a shared humanness, .a recognizable 

and desirable quality in the other-- both similar and unique. 

Genuine caring: Therapeutic letters. Eva and Hugh recognized and felt the 

genuine caring of the clinical team when they received a therapeutic letter, especially the 

poignant commendations in the therapeutic letter mailed directly to Eva (see Appendix L 

& N for copies of the therapeutic letters). 

Eva: And it was that letter, it was beautiful wasn' t it? We both cried when we read the 
letter. But, it was that letter that made me say, you know, they are right! I have to take 
care of myself and I need to, if I am going to take care of him. And the fact that they 
would take the time, that they cared enough, to take the time to write a letter and cared 
enough to encourage me to do that. 

This therapeutic letter was evidence to Eva of the team's caring about her family, 

and specifically the commendations validated and showed a caring towards Eva herself. 

The letter reminded Eva that, in caring for Hugh, she still needed to remember she was 

also entitled to care and attention. The letter was filled with commendations but the most 

commending part of this letter for Eva was the act ofthe nurse and the team caring 

enough to write. 

This idea of composing and sending a therapeutic letter to Eva developed as an 

outcropping of the exploration of one dilemma during the therapeutic conversation 

between the graduate nursing student and Eva, ideas that were extended in the RT. The 

conversation during the session focused on Eva' s struggle with the chronic and 

debilitating pain of osteoarthritis, a pain in her hip that made day to day functioning 

difficult. Eva, supported by her family physician, had sought the opinion of an orthopedic 
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surgeon who did not consider her a good candidate for surgical intervention given her 

young age. This decision, Eva believed, was also related to her body weight, a problem 

that both contributed to her difficulties with mobility, and that was a result of the arthritis. 

Either way, Eva appeared to have become silenced about her individual difficulties given 

the magnitude of the health problems facing Hugh, and her belief that she has to just live 

with the pain. The therapeutic conversations reinforced the importance of self-care and 

opened up the difficulties for women with the ideal weight discourse in this Western 

culture. It was the comments by one faculty member, Dr. Bell, offered in a RT that 

stimulated the conversation that led to the composition of this therapeutic letter. 

Eva believed that this attention and focus was extremely commending ofher as a 

woman and as a marital partner. She did not believe she would have taken action around 

her own pain and suffering had it not been for the letter. Reading this letter reminded her 

of her assertive self, and she took immediate action. 

Commendations: Opening Stories of Suffering 

I explored the connection between the couple' s ability to share stories of suffering 

and the commendations offered by Juliet and the team. 

LL: Some people have been critical of this way of working, saying that it is too 
Pollyannaish, or that it somehow makes it difficult for families to talk about their 
suffering. Did you ever have the experience of not being able to speak about your 
suffering? 

Eva: Oh no! I mean if you went through those tapes, all the tears. 

LL: Do you think there was a connection between being able to acknowledge the 
suffering and the pain and having the team, and Juliet, notice your strengths? 

Hugh: Yes, definitely! But, I did not think that Juliet was trying to notice strengths. 
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Hugh and Eva had a strong belief that Juliet's "presence" had a "tremendous 

amount" to do with their comfort in the sessions and the sharing of their stories of 

suffering. They credited the therapeutic relationship as pivotal to their ability to talk 

about their suffering and they did not experience Juliet as using techniques or 

interventions in the sessions. The commendations that Juliet shared, her verbal 

comments, and tears were evidence to this couple of the depth of her feelings for them as 

a family. 

This link between commendations and the opening up of stories of suffering is an 

important one to explore, given some of the cautionary tales surrounding the practices of 

focusing on strengths and resources. Eva and Hugh immediately and quickly concurred 

that they had no difficulty talkin~ about their sadness and suffering in the FNU. They 

believed that commendations were quite simply a part of the special, meaningful, and 

caring relationships that developed with the nurses in the FNU. Commendations were not 

techniques, not interventions, but a way ofbeing with people in the world. The moral 

fibers of these caring relationships showed up in the commendations, but to attempt to 

foreground the commendations as creating these close relationships was for Eva and 

Hugh more of a stretch. They seemed to believe that the meaningful relationships just 

naturally developed into commending conversations of affinnation and affection. 

The first time that I met with this family to obtain informed consent they 

described the therapeutic conversations as extremely potent and powerful because of the 

"emotions, honesty, and the genuine relationships they developed with the nurses." Hugh 

also described losing "all track of time" during these conversations, given their intensity 

and the meaningfulness. This couple reiterated for me in the research interview how the 
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commendations were but threads in, and of, a genuine relationship. They believed that the 

sharing of their suffering happened because of the relationships, and that commendations 

happened because of the texture and nature of these genuine relationships with this 

nursing team. 

Commendations and the Therapeutic Relationship 

Vulnerability and Commendations 

Twenty minutes into the initial session with this couple, the clinical supervisor 

phoned into the interview room and suggested that the graduate nursing student clinician, 

Juliet, validate the couple' s experience with the catastrophic events that had happened in 

their life. The session, up to this point, had been filled with listening and questioning as 

the couple shared their illness narrative, a telling that was laden with tears and 

expressions of sadness and suffering. The nurse stated, 

Juliet: Dr. Wright, she wants to express her admiration for the emotions that you have, 
and just that I feel like it is amazing what you two have been through in your family, and 
it really is. I can relate that this would be catastrophic and we, Dr. Wright and I, hope that 
we can help you. And on a personal note, I'm just really, my mom and dad are both 
teachers, and I have an admiration for teachers. 

Juliet's delivery of the recommended supervisory statement was a bit tentative, 

choppy, even rough, and yet her tone was heartfelt and honest. She immediately, 

unprompted by the supervisor, began to weave a personal thread into this validation by 

self-disclosing that her parents were teachers. Juliet was noticeably younger than the 

couple and the rest of the clinical team, and she seemed to carry a naivete, freshness, and 

fragility with this youth, qualities that I experienced as completely disarming. Her style 

of speaking was both tentative, and at other times forceful in its honesty. Her words 

seemed less scripted, more simple and everyday and, in this simplicity, they sounded, at 
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times, almost foreign. It was as though she has not yet been conscripted into what Roland 

Martin (2000) called the language of the academy, that is the technical professional 

jargon acquired in professional settings. The tentativeness in her voice may have been 

more connected to her nervousness with the supervisory process as she appeared to be 

more at home with the couple than with the team at this point in the interview. The 

couple responded to this validating statement with tears. 

Supervisory practices in the FNU This process of observing and intervening from 

behind the one-way mirror, dubbed live supervision (Liddle, 1991; Montalvo & Storm, 

1997; Tapp & Wright, 1996) and the use of video-tapes for teaching family interviewing, 

have both flourished since the 1960s, given the development and accessibility of more 

sophisticated technologies (protinsky, 1997). The surprising lack of research about these 

supervisory practices suggest that the beliefs we hold about their importance rest "mostly 

on faith" (Storm, Todd, Sprenkle, & Morgan, 2001 , p. 227). Although these supervisory 

practices could be interpreted as invasive, distancing, and impersonal, their strength rests 

in the immediacy, transparency, and the perceived accuracy of the rich data that becomes 

accessible to the supervisor, student, and family, especially through the videotape data 

(Andersen & Adamsen, 2001; Lomax & Casey, 1998). There is an inherent paradox in 

the way that these practices from a distance, and distancing practices, aspire to foster and 

build closer, mote meaningful, and more intimate therapeutic relationships. 

Or. Wright's supervisory instructions offered a commendation to this family, most 

likely targeted at strengthening the therapeutic relationship, and her instructions included 

the recommendation that Juliet begin to move towards developing a family genogram. 

This directive might have been an attempt to move, and shape the interview in a preferred 
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therapeutic direction, that is a direction where the nurse and the team might develop a 

more intimate knowledge about the family's problems, suffering, and strengths. Juliet, 

stood up to a whiteboard and poised to develop the family diagram with the couple. She 

then veered off slightly from the supervisory instructions. The standard rules of practice 

for genogram completion includes collecting the names and ages of family members and 

inviting family members to describe one another using adjectives. Juliet very rapidly 

appealed to the couple to begin to describe one another, before she had collected any 

concrete data. At this point, Eva and Hugh immediately began to spontaneously 

commend and compliment one another and their two sons who were not present in this 

interview. This practice of spontaneously commending one another showed itself 

throughout the clinical interviews. Eva said that Hugh was an "excellent husband" and a 

"good dad", while reciprocally Hugh called Eva the " love ofmy life" and his "rock." 

The couple described their sons as "creative, trustworthy, and responsible." There was 

not a disrespectful word spoken about the members of this family; a very warm and 

hopeful tone was established in this interview, and one that appeared to continue 

throughout the session. 

There was an element of playfulness, non-adherence to strict formulas or rules, 

and a spontaneity and authenticy in the conversations between Juliet, the team, and this 

family. It was intriguing to observe this phenomenon on the videotapes, given the nature 

of the serious health issues confronting the family and the extremely raw emotions one 

might have predicted a more consistently somber mood. This did not appear to happen. 

On the contrary, along with the sad and painful plunges, there were equally warm and 

uplifting conversations, all heartfelt emotions. 
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The word "heartfelt" can be heard surfacing in many conversations with the 

family, the nurse clinician, and the clinical team. Dr. Wright first introduced the word 

"heart wrenching" to describe her experience of listening to the family's story in the 

initial session. The word heart carries a tradition of meaning as the center ofour thoughts, 

feelings, and even the seat of our emotions, while heartfelt refers to those emotions that 

are sincerely and deeply experienced (Road, 1986; Onions, 1957). This family was 

engaged in heartfelt conversations with the nurses in the FNU, and it was within these 

heartfelt conversations where stories of suffering and stories of hope emerged 

simultaneously. These therapeutic conversations were central to the life of this clinical 

work. The heart is the organ whose rhythmical contractions circulate and transport our 

life' s blood (Onions, 1957). Heart and heartfelt seem to reflect a particular truth about 

this family. 

"Gadamer finds in conversation the heart oflanguage," (Palmer, 2000, p. 384) the 

medium where human beings live and communally mediate and bring forth ideas, 

including commendations and including stories of suffering. Conversations are not 

technical or instrumental exchanges but a whole process of being together in this world 

(palmer, 2000). They can be understood to be the heart of therapeutic conversations. 

Commendations and the Nurse Clinician 

In my research interview with Juliet, she suggested that she had a memory of two 

different ways that she had commended this family in the clinical session. 

Juliet: I know there were two different ways that I commended them that I can think 
about, that I have been thinking about. There were the ways that I just commended them 
on my own, my own initiation, and then there were the ways that I commended them with 
prompting from, you know, either the team, or the phone-ins. 

ll: When you think about commending the family "on your own," what do you recall? 
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Juliet: I just, you know, I had an urge to let them know that I was really in awe ofthem 
and what they were going through and how strong they were. It was very personal when I 
did that. 

LL: Do you remember what was happening in the session that invited you to do that? 

Juliet: It was listening to their stories, and listening to their suffering. Really, I just 
wanted to let them know that they were really strong, and I don't know if! would have 
been able to endure as well as what they were doing, and it was kind ofletting them, they 
had given so much to me. Like they were being so vulnerable to tell me their story that I 
wanted to kind of let go of some of my thoughts and make myself vulnerable too. 

Juliet believed that when she allowed herself to be vulnerable with a family that 

she experienced herself as more authentic, and the commendation as more authentic, 

given that she was responding to a pull, or an urge, that emerged in the clinical 

conversation and in the therapeutic relationship. This vulnerability she described as an 

emotional response, a feeling of being moved in the moment to "speak from my own 

heart" and to "speak as a person," not as a professional nurse. Listening to the stories of 

suffering that the family shared precipitated this "urge" that Juliet experienced to offer a 

commendation. The stories of suffering did not follow the commendations. The 

commendations had not opened space for a different or more emotional story to emerge, 

but the open sharing of a story of suffering invited the clinician to offer a commendation. 

The witnessing ofa story of suffering preceded the commendation. They seemed to open 

something up in Juliet, a physical sensation and an urge to speak. Lee (1998) described a 

particular kind of calling as a sensation, not of an auditory nature but more like a 

vibration. 

It's more like a sensing a constantly changing tremor with your body: a play of 
movement and stress, torsion and flex-as with the kinaesthetic perception of the 
muscles ... More and more I sense this energy as presence, both outside and inside 
myself, teeming towards words. (Lee, 1998, p. 3,4) 
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These commending moments were very powerful personal events for Juliet; she 

believed that they emotionally touched and changed her "to the core." For Juliet, the 

more meaningful the commendation, the more affective the experience. 

Juliet: I know that when I am giving a commendation that I really mean, and that I really 
feel, I can feel my voice quivering. I don't know if the patient, or I don't know if the 
family can hear that, but that is kind of like when I know that I am being sincere. And 
that it is not just for therapy, it is not just from my end, for my benefit. And that is what I 
mean by being vulnerable, when I know I am being vulnerable. 

The word vulnerable means to expose, or to open oneself up for a wounding or an 

attack (Onions, 1957). Juliet experienced herself as exposed and vulnerable in the 

offering of some of the commendations in the session, especially she said when she was 

sharing and risking her own ideas, observations, or opinions about the couple and the 

family. This idea of sharing, risking, and leaving oneself vulnerable is confusing. At first 

glance, I found myself wondering if this vulnerability, for Juliet, was intensified because 

of the supervisory context of the session. I have most often heard this expressed 

vulnerability, and the quivering ofvoices, early during the supervisory process with 

students as they begin to share of themselves, not only with families, but also with a 

clinical supervisor and a team of professionals. Perhaps this double exposure intensifies 

feelings ofvulnerability. 

Reflecting on my own personal experience with encountering emotional arousal 

in the offering of a commendation, I am reminded of the many times that I have 

experienced a similar response, in both my professional and personal life. Colleagues 

report similar experiences, ones that we often ignore, brush off, or explain away in the 

context ofthe external stress in our lives, combined with the poignant stories families 

share. The literature has suggested that affective arousal in family members offers 
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evidence of the meaningfulness ofa commendation (Campbell et at, 1999; Wright & 

Leahey, 2000), but what is less often addressed is the meaning of the clinicians' 

emotional responses. Perhaps this feeling of vulnerability is connected to the sharing of 

our humanity, a showing of what might be considered to be the non-expert in the expert. 

A person of practical wisdom, Nussbaum (1990) suggested, knows that it is more 

immature and childish not to display tears or to show passion in particular situations. 

Although young in years and experience, this nurse appeared to be showing practical 

wisdom. 

I wonder if this emotional response might be connected t.o a sense of what Babbitt 

(2001) called moral risk, a risk recognized through the exercising of our moral 

imagination, a risk that is called forward, and created when we are positioned in 

situations that appear to demand an explanation. Inside the offering ofa commendation, 

there is a pull to explain our moral selves, a self that is already open and exposed, and it 

is here, in this process where we encounter the explanatory burden (Babbitt, 2001 , p. 

179). Babbitt (2001) suggested that this explanatory burden might be most awkwardly 

felt and experienced when our pre-suppositions about a particular event invite us to 

discount our own sense of moral worthiness in the actions we are taking, especially when 

we are disturbing the more usual turn of events. This might be most profoundly felt in 

situations where for example the nurse exposes her own tears, or for me lately, in the very 

questioning of this topic of commendations. 

Juliet believed that planned or directed commendations were important in the 

sessions, but that she experienced them as far less meaningful given they contained what 

she called "ulterior motives," an intentionality that extended outside ofthe therapeutic 
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relationship. Delivering supervisory commendations, Juliet believed, had a "different 

spirit and feeling," given that they did not come forward in her experience with a family. 

Supervisory commendations were not from her heart. This is a sticky issue, and best not 

confused by drawing a tight association between the meaningfulness of a commendation 

and its spontaneous emergence in a relationship. For this family, the commendations 

delivered by the team, and in letters, were equally meaningful and experienced as 

genuine. The commendations offered by the team were, after all, a reflection on the 

evolving therapeutic conversation. If the commendation does not surface from within the 

nurse's experience with a family, it makes sense that the emotional texture of the delivery 

will be different but not necessarily that the commendation will be less meaningful. The 

temptation here is to slip into suggesting that a commendation without a strong emotional 

component might not have the same clout, impact, or meaning, a potentially dangerous 

slip into dichotomizing and hierarchically positioning one form above another. In this 

kind of analysis, one may hear echoes of Derridean (Derrida, 1981) thought, both in the 

interpretation and in the ways that our thoughts become imprisoned by binary, Cartesian, 

oppositional thinking (Searle, 1993). The enticement ofour history with Cartesianism is 

always to move the debate away from ambiguity and towards specification, clarity, and 

univocity (Jardine, 1998). 

Juliet, now nursing in a labour and delivery setting, shared how she is offering 

what she calls planned, that is conscious, and unplanned commendations. Making these 

linguistic distinctions appeared to be more difficult, given her current practice was now in 

a nursing context without a clinical team. 

Juliet: A bit of both. I think that there is something that I know that I want to say, so that 
is what comes out, that is the unconscious part. But I know that somehow I just want to 
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express how I appreciate a family ' s strengths. I think: in my practice right now I offer 
commendations a lot more to women, and I feel like they are received a lot more by the 
women. Because you kind of have this bond, this supernatural, not really supernatural, 
but this si$ter bond. But every once in a while I do give a commendation to a husband 
who is there or a partner. I think: it touches them but they don' t show it. Where as women 
show it. 

With Eva and Hugh, Juliet believed that gender issues were always present, 

especially because of the impact ofHugh' s serious health issues and his significant loss 

of independence and power. Hugh could no longer teach in the high school, walk and 

maneuver, drive a vehicle, and his sexual functioning had been seriously affected. Juliet 

believed that not only gender but also the age difference was always at play in her 

relationship with this family. 

Juliet Ifyou think: about it, you just picture this wise old woman that has been through 
everything. Now, if she gave you a commendations about what you are going through, it 
probably means a lot more than like a young girl who hasn't--- you know, doesn' t even 
know what is going on in your life, who hasn' t had to deal with anything. I also think that 
a lot of the times they were shocked that me being my age and my gender that I could 
appreciate what they were going through. 

LL: I wonder if that made it seem bigger, because you could appreciate it? 

Juliet Yeah, I think I was just as sensitive, And if! was telling my friends this story 
about this man who had chemotherapy, and then had a stroke as a result ofthis 
chemotherapy, they probably would not have been as blown away. I think I am very 
sensitive. 

The person of this nurse, her sensitivity, her affect, and her history were always at 

play in the offering of the commendations. Eva shared that she was "surprised that they 

could be so comfortable with Juliet, given she was so young," but they had such a "good" 

feeling when they were with her in the sessions. Hugh believed that gender was likely an 

issue in the offering and receiving ofcommendations, given the cultural rules, but that he, 

himself, appreciated hearing commendations. 
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Hugh: I am thinking that I am not a typical kind of guy, and I don't feel badly about that 
at all. I saw a program on Oprah yesterday. Well, I watched it for a while, and they were 
telling their kids to shape up, don' t cry, you tell your son to keep a stiff upper lip and all 
of this stuff, and men are macho, men are supposed to play sports. 

Hugh understood his acceptance and appreciation of the commendations offered 

in the clinical sessions and by the clinical team as evidence that he was different, that he 

was not macho, or perhaps not even manly. This comment disturbed me in that it seemed 

to suggest that "real men don't need commendations," or at least according to the 

dominant discourse in this culture they "should not" require commendations. I do not 

believe that Hugh is different from the men that I know and I believe that as human 

beings we all long for acceptance, validation, and recognition of our strengths and 

resources. The current language practices shaping and reshaping the favored and 

preferred gender roles carry with them a long and colourful history. These roles are not 

static but evolving; they linger and present themselves at every turn with this topic. 

Gender is not passively scripted on the body, and neither is it determined by 
nature, language, the symbolic, or the overwhelming history of patriarchy. Gender 
is what is put on, invariably, under constraint, daily and incessantly, with anxiety 
and pleasure, but if this continuous act is mistaken for a natural linguistic given, 
power is relinquished to expand the cultural field bodily through subversive 
performances of various kinds. (Butler, 1990, p. 282) 

The language historically dominating the family therapy and mental health 

literature has been very male oriented (Parry & Doan, 1994). Rampage (2002) suggested 

that there are two sources of difficulty when exploring and defining issues of gender and 

power in relationships. The first is by, too quickly, acknowledging the relevance of 

gender and declaring the problem solved or, secondly, by not fully recognizing the 

significance of gender to an issue. Remaining sensitive to all of these issues is dicey and 

not at all straightforward. I believe that it is difficult, if not impossible, to ever fully 
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recognize the significance of gender to commendations, given the evolving, contextual 

nature of this event and our language habits. I believe that the most we can do is to 

continue to acknowledge its significance and to persist with unpacking, in conversations 

with others, the ways that gender surfaces and shapes the background (Hekman, 1999) of 

our therapeutic conversations and in the offering of commendations. 

Emotions and the Therapeutic Relationship 

Hugh: The minute she walked in the room her charisma was there, her kindness was 
there. I think that anybody can go to school and become a nurse, or a therapist, or 
whatever, but it is something you are born with you know. And you can go and do all the 
theory and the book work, but if you don't have it, you don't have it. And she just had it, 
the compassion was real with her, you could sense it, you could feel it, and you knew it 
was genuine, her listening skills, and the way she questioned. I know she was being, you 
know Dr. Wright would call in and sort of help her along the way, but she was just 
present to us. 

Eva: It was that presence. 

Hugh: And the odd time there were tdars in her eyes. 

Eva: In the moment she was there, an1 she was present. I do not think it is wrong that 
maybe she got teary eyed, you know, because that showed that she was really with us, 
and that made it much easier to just pbur it all out. And that was the best thing that came 
up, being able to say all of those things and to cry all the tears, even though that wasn' t 
necessarily going to make it all better, you know, but just getting all that backed up 
emotion, and he had a lot of it-- out. 

LL: So her tears didn' t leave you feelipg at all uncomfortable? 

I 
Eva and Hugh [in unison]: Oh no! 


Eva: And it really opened up a sense that she was present, she felt, she could feel it. 


Hugh: She could feel it, oh yeah! Compassion. Empathy. Understanding. 


Hugh and Eva believed that the commendations offered by Juliet were genuine, 

given the way they experienced her as a person who showed compassion, empathy, 

kindness, and understanding. These attributes, they believed, were demonstrated in her 
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"presence," and "listening," and it was these traits that created what they experienced as 

an authentic relationship. The family members and the nurses risked vulnerabilities and 

tears over and over again in the therapeutic conversations. Emotions, historically 

associated with the irrational, unstable, instinctual, animal, and even with being female 

were not considered to be an important piece of the process of moral deliberation and 

good judgement, a domain dominated by the stable, cognitive, rational, intellectual mind 

(Nussbaum, 1995). Aristotle, however, did not make a sharp split between the emotive 

and the cognitive, suggesting instead that "practical insight will cultivate emotional 

openness and responsiveness in approaching a new situation. Frequently it will be her 

passional response, rather than detached thinking, that will guide her to the appropriate 

recognitions" (Nussbaum, 1990, p. 79). 

Cognition and emotionality seemed together to be sparking the offering of the 

commendations in these sessions, this intricate moral decision making. Nussbaum (1990) 

cautioned that reliance on intellect might actually impede or undermine a truly ethical 

perception of a situation, given the ways that it can close off important emotional 

responses. Juliet, in conversing with this faJllily, appeared rational, even in, and with, her 

tears. Perhaps it was in this emotionality that this couple experienced Juliet as 

charismatic, kind, compassionate, and full of empathy. There seemed to be a rich 

emotional climate present in all of this family 'S sessions, a climate equally established by 

the couple's early emotional expression. 

It was within this thick and often heavy climate where stories of suffering 

emerged, or perhaps the climate was created in the telling of the heavy heartfelt stories. 

The stories were told by the family, and responded to by the nurses in words, silences, 
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and with expressions of emotion. It is the emotional expressions that I have found most 

difficult to articulate. In using words to describe an emotional climate, the very character 

of the rich, thick, deep feelings deflates and collapses, suddenly contained in words on a 

page. A tear expresses itself, not with words, but in the language ofemotions and the 

body. It is no wonder that we recommend approaching affect by shifting into a cognitive 

mode, by asking a person to describe in words what they are feeling (Wright et aI. , 1996), 

as feelings can be experienced as so heavily grained, layered, and textured that they can 

be very difficult to interpret. Commendations with this family seemed to arise in the 

midst of a polyphony of emotional and verbal processes, and may have been 

communicated and shown, not only by the tears, but also with the tears. 

White' s (2000) description of"double listening" (p. 41) suggested that there is a 

way of engaging with families around what he has called the "absent but implicit" (p. 

35), that is a way oflistening for the unstated stories and of doubly or multiply hearing 

stories. Perhaps it is a kind of double listening that is required to hear and to listen for the 

emotional aspects of a story. It might also be that the nurse is doubly responding when 

showing affect. The expression of tears by Juliet and the team was important to this 

family, as it became a present and explicit form of validation and commendation. This 

commendation was in a non-verbal emotional tradition. 

Maturana and Varela (1992) suggested that "Every emotion" (p. 248) (happiness1 

anger, sadness, fear, love) is a deeply rooted biological dynamic that actually defines our 

structural patterns. Emotions then arise through the structural coupling between two 

human beings, a coupling that takes place in language, and an event with a co-existing 

biological dimension. In the IBM (Wright et aI., 1996), there is an assumption that 
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conversation equals emotioning and languaging, and that emotions emerge when there 

has been a structural change in an individual. Eva and Hugh experienced Juliet's 

sensitivity and tears as reflective of the depth of their connection and relationship. This 

could suggest that structural coupling happened between these human beings in these 

therapeutic conversations, and that biological changes happened for all of the participants 

in this conversation. For Eva and Hugh, the tears were commending. Maturana and 

Varela (1992) suggested that every human act has an ethical meaning, given that these 

acts take place in language and constitute a world between us. "The linkage of human to 

human is, in the final analysis, the ground work of all ethics as a reflection on the 

legitimacy of the presence of others"(Maturana & Varela, 1992, p. 247). I believe this 

couple experienced themselves as legitimized in this intimate relationship with the 

graduate nursing student clinician and the clinical team. 

Listening and Hearing 

I explored with the couple the experience ofhearing the commendations for the 

first time and again in the research interview. 

Eva: I think when she would say something like that [referring to Juliet suggesting they 
amazed her, as I read from my field notes] it would just validate 

Hugh: .. . what we were feeling, and what we were going through. 

Eva: It was good. 

Hugh: It was good. 

Eva: Right from the beginning we felt so comfortable with Juliet, and she is very young. 

Eva: It was a good experience, and those comments, although you feel a little 
embarrassed at first, as they are making all of these kind words about you, and then those 
are strengths and sometimes you don't look at them as strengths .. . 
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Hugh: Have you viewed the tapes with the other people in the team, the others? . .. 
Because their reaction was very powerful, and I don' t know if it came across in that tape. 
Or in that follow up when we went back in, but .. . 

Hugh described the strong and powerful affective responses he had noticed during 

the RT conversations, where nurses appeared visibly shaken, their voices quivered, and 

they were moved to tears by the families sharing of their story. Hugh believed that this 

open showing of emotion by the nurses contributed directly to his sons' freedom of 

expression oftheir own sadness in the sessions and later at home. It seems that this open 

expression of emotion was experienced as validating and commending of this family' s 

experience with suffering. The couple believed that the feelings of sadness, sorrow, and 

pain had been impossible to open up previous to the family sessions. The couple also 

believed that this cathartic experience in the FNU, where intense emotional expression by 

the family members and the clinical team reinforced the goodness inherent in the open 

expression of emotion. Changes in expression continued after the sessions. 

Eva: What else we saw with Alistair too, is that Mr. Tough guy, you know, who goes all 
the way upstairs to the main shower in our bedroom, turns it on, and sits in there so he 
can cry-- thinking we won' t hear him-- that he learned that it is okay to cry, and to be sad, 
and to let it out. You know when we got Ben, I think you know about [referring to the 
family dog that was recently "put down"], he, Alistair, went down and cried in front of us 
and that too, but he went down to the basement and went on the bed down there and I 
could hear him, wailing, but he knows now that that is not a weakness, to be able to cry 
and to feel bad. So, I think that it did him good too. 

This family believed that the real heart of the clinical work in the FNU was their 

ability to openly express intense and heart-wrenching emotions, they could cry and share 

tears, and they could speak and express their suffering. This suffering had previously 

remained silenced and unspoken. They believed that this process of speaking and 

emoting physically was a shared process with the nurses, who listened, spoke, and cried. 

There was a witnessing of their suffering and even a participation in this suffering. 



-- ---------- --------------------- -------1 

165 

Commendations were but a part and a piece of a genuine relationship that they carved out 

with these nurses. Hugh and Eva suggested that commendations are only meaningful if 

they appeal to and if they have heart. They reminded me of the contingency of 

commending moments on a relationship between human beings. 

Epilogue: Blood Ties 

Following my deep and warm conversation with this couple in September, 2002, I 

was very saddened to learn that Hugh died three months later from complications 

following his bone marrow transplant. Eva' s words linger with me. She said that her 

family had learned that it was okay to cry, to wail, and to weep in their conversations 

with one another in times of sorrow. This, I cah only imagine, is a time ofheartfelt 

sorrow. 

Hugh and Eva so openly and generously shared their experiences with 

commending practices in the clinical setting of the FNU, but more importantly they 

showed me everyday commending practices, and their love for one another in the many 

ways that they tended, and attended to, the relationships in their life. Maybe it is not such 

a distant reach between commending and loving, or loving and commending. This 

family' s maxim was "Push the Limits." I hope that the spirit ofthis couple's maxim 

remains in the spirit of this thesis, and that their stories of suffering and strength, told 

between these pages will continue to push and extend the limits ofmy thinking and 

others' thinking about commending practices in the nursing care of families suffering 

with serious illness. 
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CHAPTER EIGHT 


THE MUSIC OF COMMENDATIONS 


Commendations: A Timeless Classic 


Imagine a commending moment as a timeless classical song, the tune of which is 

reminiscent and familiar, and yet the exquisite sounds, riffs, tones, rhythms, and cadence 

are completely foreign and unfamiliar. This tune, however, is heard as a new 

arrangement, with unusual instruments, bringing forth a completely different sound. 

When a song is a standard, it can reproduce itself from one of its constituent parts. 
If you recite the words you will hear the melody. Hum the melody and the words 
will form in your mind. That is an indication of an unusual self-referential 
power- the physical equivalent would be limb regeneration, or cloning the being 
from one cell. Standards from every period of our lives remain cross-indexed in 
our brains, to be called up in whole or in part, or to come to the mind unbidden. 
Nothing else can as suddenly and poignantly evoke the look, the feel , the smell of 
our times past. We use standards in the privacy of our minds as signifiers of our 
actions and relationships ... If, for example, you are deeply in love and thinking 
about her and looking forward to seeing her, pay attention to the tune you' re 
humming. (Doctorow, 2000, p. 28) 

Gadamer (Gadamer & Dutt, 2001) suggested that when we state "-That is a 

classic !- what this means is that one will hear it again and again, see it again and again, 

read it again and again, and it will be right again and again!" (p. 65). A classic, like 

Beethoven' s Ninth Symphony, can only be understood within its historical context, and 

yet it will awaken us when we hear it each time as if we are hearing it for the first time, 

and as if we are the only one hearing it (Gadamer & Dutt, 2001). Commendations can be 

imagined this way, given the tune is familiar. We hear and recognize ourselves in the 

words, they speak to us, they know us, they are true, and yet when we hear them they are 

new, unique, and special, a one of a kind song. Commendations are songs of goodness. 

Commendations are love songs. 
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The performance of a commendation is akin to musical improvisation where what 

counts is an openness, responsiveness, and a flexibility towards the other, and to the 

external (Nussbaum, 1990). "It is possible to play a jazz solo from a score, making minor 

alterations for the particular nature of one's instrument, The question is, who would do 

this, and why?" (Nussbaum, 1990, p. 74). Commendations are not solo events, they come 

forward in language and in therapeutic relationships between nurses and families, as 

duos, trios, quartets, and sometimes with a full orchestra, such as when they are offered 

in RTs. The familiar melodies of commendations harmonize with the contemporary 

culture, and carry with them a deep and rich history in philosophy, religion, and law. It is 

within these aesthetic values where more of the invisible qualities and the artful nature of 

nursing opens up and is revealed (Michalis, 2002). Nightingale, in the nineteenth century, 

suggested that to learn about nursing was to learn the true spirit of an art, one of charity 

and the love of our human kind (Nightingale, 1859/1969). 

The Participants' Voices: Similar Notes 

The participants reiterated again and again that the verbal commendations were 

special, unique, meaningful and that they consistently made a difference, and helped 

alleviate suffering. Commendations were described as ordinary, accurate statements, that 

offered a reminder of the hidden, but familiar and true, qualities ofa person, and of their 

relationships. Positive statements focused on drawing forth strengths and resources had a 

powerful effect on inviting families to remember what they had forgotten. A range of 

feelings were described in the moment of hearing a commendation including goodness, 

warmth, embarrassment, surprise, discomfort, and provocation. 
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Gender was at play in this inquiry. Two ofth(( men seemed tentative about the 

importance of the place of commendations in the clinical sessions, but for different 

reasons. One of the men believed that women required additional external validation, 

while the other, a participant in a couple's conflict, wanted more concrete strategies 

focused on how to alleviate the problem, rather than the offering of verbal 

commendations. There appeared to be a difference with the experience of receiving a 

commendation by the one couple who presented with an identified marital issue and 

where anger was initially the dominant affect. Anger, as expressed by the woman in this 

marital partnership, seemed to invite a more forceful and less tentative delivery style of 

the commendations by the nurse clinician. Gender was discernible in the subtle ways that 

particular words or phrases were chosen to highlight strengths, and in the frequency and 

tone of the commendations offered by the all women team to both the women and the 

men in this study. 

Regardless of the individual's initial response to the commendation, participants 

did not report commendations as closing down and silencing painful stories of suffering. 

On the contrary, commendations appeared to contribute to opening up very emotional 

and sorrowful conversations. Commendations also appeared to be precipitated by the 

experience of listening to stories of suffering. The participants in this study reported a 

preferred direction for everyday conversation as one focused on strengths and resources, 

with two families believing that simple acts of noticing the good in another human being 

had the potential to "change the world." The graduate nursing student participants in this 

study spontaneously described integrating commendatiorts into their current practices, a 

testamertt perhaps to their positive experience with commendations in the FNU. The 
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goodness or genuineness of commendations was not questioned until the practice was 

positioned as an intervention. None of the participants were comfortable with the idea of 

planned or prescribed commendations. For the participants in this inquiry, verbal 

commendations appeared to be an important contextual element of the therapeutic 

conversations that contributed to a change in the presenting problems. 

I have, to a degree, orchestrated the participants' voices as they are presented in 

this thesis. The ideas were co-evolved in the research conversations, later distinguished 

and given a voice in the chapters, and to an extent I am now summarizing and pulling 

forward harmonizing chords. The tales and stories in this thesis are best approached with 

a generous dose of imagination and openness; they are but a prelude to future dialogue. It 

is not the intention ofphilosophical hermeneutics to provide general conclusions, singular 

interpretations, or to narrow the topic (Gadamer, 1989). 

Limitations 

In this inquiry, the families and nurses were selected because of the significant 

effect commendations appeared to have in alleviating the suffering that brought them to 

the FNU. The therapeutic conversations occurred in this unique educational/practice 

setting. The teaching/learning context and the influence of the IBM as it is taught were 

forming, informing, and always at play in the therapeutic conversations in this inquiry. 

This was not a neutral or general inquiry. 

This is the same setting where the intervention of offering a commendations was 

first noticed, described, and where it continues to be taught and given a particular life in 

language. All of the participants in the study, and this researcher, are a heterosexual, 

homogeneous group, from a similar socioeconomic stratum, Caucasian, and all living in 
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the shared culture of a Canadian city. These are restrictions and limitations of this 

inquiry, but they also contributed and allowed for a depth that could only be found in the 

particular. 

The focus in this inquiry was on the experience and effect ofboth receiving and 

offering verbal commendations. Isomorphic to the dominant discourse in the literature, I 

also slipped into focusing on verbal language in the consent forms, video clips, and 

conversations with participants. This slip may speak to the relentless power and 

dominance of the spoken word in Western culture (Fiumara, 1990). It might also be that 

it is in the verbalization of commendations where they are breathed into life, and into 

recognizable forms and sounds that can be heard and experienced by the participants in a 

therapeutic conversation. 

The Fragility and Heartiness of Goodness 

Is goodness fragile (Nussbaum, 2001)? In conversation with the participants in 

this study, I was reminded of the heartiness of goodness. This is a heartiness illuminated 

in the powerful, plentiful, and lasting communal traditions that emerged and were carried 

forward and into the therapeutic conversations by the words and the traditions inside the 

meanings of the commendations themselves. A particular kind of truth about the 

goodness that can emerge in human relationships was revealed over and over again in this 

study. Commendations had a powerful presence in these significant and meaningful 

therapeutic relationships. The sharing of commendations was like the offering of a gift 

(Hyde, 1983), not a boxed gift, as these verbal statements had a transparency and 

openness. These were not neutral or sterile offerings and they spoke volumes not only 

about the intended receiver of the commendation but also about the person speaking the 
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words. The interactional nature of this exchange and the shared vulnerability then became 

a gift to the relationship. This process had a familiar and generative nature in building the 

therapeutic relationship, and it was in recognizing this process of co-construction where I 

encountered commendations as alive, well, and hearty. Perhaps it is not goodness, the 

noun, that is fragile, but the complexity of the moral decisions that bring goodness to life 

where fragility is encountered. 

I was seduced at times during this inquiry, given my flirtation with Cartesianism, 

with what has been called "language bewitchment" (Robinson & Garratt, 1999, p. 14), 

the idea that a concrete entity called morality or goodness exists. Early attempts to clearly 

identify and desc~ibe commendations as an object often blinded me to their moral 

eventfulness. The art of choosing well, of noticing what strengths to draw forward, and 

what words, silences, tones, or movements might best communicate these strengths was 

clouded whenever I objectified this practice. Commendations are contextual, situated in 

human relationships and, when they are meaningful, they seem to speak to a special 

sensitivity and sensibility. Perhaps this sensitivity is more akin to Aristotle's notions of a 

practical wisdom (Dunne, 1997; Flyvbjerg, 2001 ; Nussbaum, 1990). 

[T]he person with practical wisdom lies surprisingly close to the artist and lor the 
perceiver of art, not in the sense that this conception reduces moral value to 

. aesthetic value or makes moral judgement a matter of taste, but in the sense that 
we are asked to see morality as a high type ofvision or and response to the 
particular. (Nussbaum, 1990, p. 84) 

Furthermore, commendations, if understood as events that surface in language and 

relationships and as a one ofa kind tune, cannot then be translated into reproducible 

concepts or objects. When a commendation 

takes a hold of us, it is not an object that stands opposite us which we look at in 
hope of seein~ through it to an intended conceptual meaning. Just the reverse. The 
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work is an Ereignis- an event that 'appropriates' us into itself. It jolts us, it 
knocks us over, and sets up a world of its own, into which we are drawn, as it 
were. (Gadamer & Dutt, 2001 , p. 71) 

This was my experience with commendations. The irony ofcommendations is perhaps 

tangled up in its eventful nature and its ereignis. 

Familiar Notes: Commendations Goodness 

I believe that nurses already know of the goodness inherent in noticing strengths 

and resources, and ofcommending individuals and families. I have yet to encounter a 

nurse, or a family member, who did not recognize what I meant by a commendation, a 

time when something lit up for them in a therapeutic conversation or a therapeutic letter 

and when they encountered themselves as a strong and resourceful. Strong, loving, 

honest, trustworthy, or courageous, commendations reflect and speak the values of a 

community. After all they are communal events; they speak to our connections in this 

world, and to this world. 

During the past few years, I have been inviting and opening up conversations 

about commending practices with colleagues across a variety of settings. They 

consistently confirm the goodness in these moments, and they cautiously question the 

ritualization of these practices. The apprehension about ritualized practice that I 

encounter in my colleagues and the participants in this study offer a reminder about the 

importance of the contextual elements and especially the nature of the relationships 

where commendations emerge. Context matters. The irony that emerges when talking 

about, or planning, commendations persists. 

Perhaps there is a fear of offering commendations too quickly to a stranger, 

inadvertently silencing or closing down conversation by inaccurately reading the family ' s 



173 

culture. Yet, it is here in the care of strangers where nursing happens (Nelson, 2000). Dr. 

Wright (personal communication, June 17,2002) suggested that the short period oftime 

we spend with families in our clinical contexts demands a greater consciousness towards 

strengths and resources, and a more frequent and amplified offering of these 

observations. This idea that we should offer additional and more frequent commendations 

to strangers and to the individuals and families we know less about is almost a 

paradoxical request, and one that goes against our habits and instinct. In this culture, we 

do not usually offer personal information early in the development of a relationship but 

reserve this kind of intimacy for after we have developed and earned trust. This 

recommendation offers an interesting twist by suggesting that nurses, in therapeutic 

relationships, should immediately risk themselves early, by offering a commendation, 

and setting a particular tone to the conversation. 

Erring on the side of caution when it comes to commending families too early in 

our contact with them might actually be erring in a less useful direction, since 

commendations may contribute to building meaningful relationships in the first place. 

Therapeutic relationships are unique and the rules of engagement, although not always 

stated explicitly, are not the same as in social relationships. The demands and 

expectations in this culture do invite different rules and behaviours, perhaps even about 

the offering of commendations. The lingering and persistent tug and play between the 

nature of the relationship, the individual' s histories and styles, the problem, the 

intentions, and the offering and receiving of a commendation is a reminder of the 

contingency of these practices on many variables. 
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Foreign Sounds: Practice Implications 

What does this mean to our current practice with families? Do we commend 

family members, or do we not? If so, how? If so, when? First and foremost, I believe we 

have an obligation (Caputo, 1993) to enter into further conversations with one another 

about the practice of offering commendations in clinical settings with families. These 

conversations are not conversations of instruction (Maturana & Varela, 1992) dictating 

and prescribing best forms or structures for commendations, but conversations focused on 

the ontological significance of this practice. These conversations might focus on how, 

when, and where decisions have been made to distinguish and draw forward strengths 

and resources. The emphasis in these conversations would be to "relive and reinterpret" 

(Field & Macintyre Latta, 2001, p. 892) nurses' experiences with commending practices. 

I do not believe that there is an argument to be had around the moral imperative calling 

us towards focusing on strengths and resources, but the offering of commendations will 

always remain context dependent (Flyvbjerg, 200 1). This multidimensional process 

happens between human beings, in a particular setting, at a particular time, and is focused 

on particular topics, therefore, commendations can not be reduced to a prescribed 

practice. 

The whole point of conversation is to that I both allow some play to my own 
thinking and, in doing so, expose it to the counter weight of the other's 
contribution, which may confirm me in it or force me to amend or abandon it. 
(And the same is true, conversely, for my partner in conversation, for whom I am 
the 'other' .) It is not through any attempt at selective sedation, then, but on the 
contrary through activating them in a context where they are put at risk, that we 
deal effectively with our prejudices. The basic requirement here is -what 
constitutes the conversational attitude-is openness; a readiness to allow the 
questionableness ofone' s own contribution or to be persuaded that the other's 
contribution may enrich it or even prevail over it. (Dunne, 1997, p. 117-118) 
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Continued open reflective conversations about this practice across settings, and cultures 

will enrich our understandings about this practice. 

Learning to Improvise 

Reckoning with, and being reminded of, the power of goodness that is created in 

therapeutic conversations that focus on strengths and resources have quelled my earlier 

suspicions about commendations, making space for different wonderings to emerge. I 

believe the process of commending is more akin to an art form, like musical 

improvisation, and that it requires practical wisdom (Dunne, 1997; Flyvbjerg, 2001 ; 

Nussbaum, 1990) and sensitivities extending beyond what can be communicated in a 

routine or technique. I would argue for congruent pedagogical practices. I do not believe 

it is possible to recommend best practice points, identifying the finest or most meaningful 

form and structure for a commendation. 

I believe it is more helpful to imagine and to conceptualize of commendations not 

as an intervention or a deliverable statement, but instead as a co-evolving practice that 

emerges and takes form within the context of a therapeutic relationship. Commending 

practices are breathed into life and operationalized inside a delicate, one of a kind, nurse

family relationship. The content and form of the commending practices cannot be worked 

out ahead of time, as the texture of the practice is dependent on multiple and evolving 

variables like the nursing context, the family, the nurse, and the situation or problem that 

brings them all together. The participants in the therapeutic relationships also have their 

own history with commending practices, both in professional and personal contexts. The 

content and process of a therapeutic conversation cannot be declared and scripted ahead 
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of the establishment of a meaningful relationship. The relationship is where the practice 

happens. 

This does not mean, however, that I advocate abandoning the strategies and 

techniques described in the literature. Ritualizing commendations (Levac et al., 1997; 

Wright & Leahey, 1999, 2000), developing templates (Campbell et at, 1999), and 

becoming strength detectives (Levac et al. , 1997) may all be useful strategies for 

heightening our sensitivity towards, and for inviting a remembering about, the goodness 

that commendations may bring to therapeutic conversations. These suggestions should 

not however, in my mind, be approached as rules for best practice. These strategies alone 

do not go far enough in opening up this topic for further scrutiny and may, in fact, risk 

closing down conversations if they are adopted as techniques rather than as openings for 

conversation. 

If pedagogical practices reflect an understanding ofcommending events as similar 

to a form of art, rather than as a technique, the nature of the conversations and style of 

engaging with these ideas will appear quite different. Nurses could be invited to reflect 

on the aspects of therapeutic conversations that are awakened (Gadamer, 1989; Gadamer 

& Dutt, 2001) through the deliberate action of bringing forth strengths and resources. The 

meaning and impact of this noticing could be explored as it relates to the family, the 

nurse, and the therapeutic relationship. The moral reasoning, the thinking, and the actions 

of the nurse could be made more transparent in this process, possibly thickening our 

understanding of commendations. 

I would encourage nurses to engage their imagination around this topic. Perhaps 

commendations could be noticed and delivered in the last ten minutes, or the middle ten 



177 

minutes, or at the end of a family meeting, or throughout the interview. All of these 

strategies would likely work some of the time, but they will never work all of the time. 

Learning to listen, and to develop an ear and feel for commending, is not unlike learning 

to play an instrument and then to make music with others. There is a natural starting point 

that includes developing a familiarity with the nature ofcommendations, and this will 

include listening, thinking, and learning to play one's own instrument, but this alone will 

not create or invent shared improvised music. 

And even when language has been embalmed in written form, the words have to 
be brought to life in the imagination of the reader. When the oral narrative passes 
over into literature, it loses some of its freedom and flexibility, the reciter is less 
free to invent. (Palmer, 2000, p. 390) 

Within nursing education finding strategies that will spark the freedom to invent 

and imagine commendations might be a first step towards opening up our understanding 

about this practice across a variety of settings. This study calls for further research into 

the value of approaching and perceiving the practice of commending, as not only an 

explicit structural intervention, but as a practice shaped through a philosophical 

engagement with commending. Such research would enrich and extend the conversations 

started in this thesis, creating a polyphony ofvoices that would ultimately, diversity, and 

enrich the practices of commending. 

The Encore: Calling Commendations Back 

As loudly as I applaud and whistle for an encore from commendations, they 

beckon and call me back for future performances. Given the mischievous quicksilver-like 

nature of interpretive work, it is not surprising that traces ofmy experience with 

commendations, and the families and nurses who participated in this study,linger and 

spontaneously surface. 
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Once we step outside the claustrophobic absurdities of modernity, and open 
ourselves responsibly to what compels us, we will have done the best we can. We 
can only trust that the truth of what is true will find us; how that relates to the 
truth the ancients were given is not under our control. We can check our 
discoveries against those older verities, as one does when there are respected 
elders present. But the final authority lies in what we know experientially to be 
the case. (Lee, 1998, p. 159) 

There have been palpable and subtle transformations in my understandings about 

this clinical move. The doubt and suspicion that boiled and brewed in my earlier thinking 

associated with the ritualized and conscious practice of commending has shifted into 

more of a warm, steady steam. I like commendations, and believe that they made a 

significant difference to reducing suffering in the families in this study. I will consciously 

allow myself to become swept up in commendations in my own clinical practice. 

This experience has not eliminated my discomfort, but I have perhaps become 

more comfortable with perpetual discomfort, the questions upon questions that surface in 

bumping up and rummaging around with complex, contextual events. I encountered, 

experienced, and was reminded of the goodness in commendations, a particular truth 

about commendations. This goodness is, I believe, one of the moral threads of nursing 

practice. This truth is a moral thread that cannot be tied up, or tied down, but must remain 

dropped (Shields & Anderson, 2001) and open for future conversation. 

To end a discussion about something generally implies that we have pushed 

through to the extreme limit, to a point ofclosure, and that we have reached a finish line 

(Onions, 1957). The same cannot be said about this study. There is no finish line, no 

closure, and no ending. This is so very fitting as commendations open up, bring to life, 

and create anew with previously hidden or forgotten strengths and resources. 

Commendations do not give rise to closures and endings. The traces left by 
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commendations remain visible, palpable, and audible, still vibrating and echoing long 

after the conversation ends, bringing to recall a lingering graciousness and goodness. 
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Appendix A 

Data. Sources: Helen and Fredric 

Videotape Data: 

Session 1, September 18,2001 
Pre-session discussion: 
Session with H: 
Post-session discussion: 

20 minutes 
100 minutes 
17 minutes 

Session 2, October 9, 2001 
Pre-session discussion: 
Session with Couple: 
Post-session discussion 

20 minutes 
107 minutes 
17 minutes 

Therapeutic Letters: 
September 26,2001 
November 1, 2001 

Documentation: 
FNU - Documentation completed by Graduate Nursing Student (charting) 


Research Interviews, Transcribed Face to Face Interviews: 


Interview with the Family 

May 15,2002: 120 minutes 

Interview with the Graduate Nursing Student Clinician 
May 23, 2002: 120 minutes 
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AppendixB 

Data Sources: Norah and Justin 

Videotape Data: 

Session 1, February 12, 2002 
Pre-session discussion: 
Session with Couple: 
Post-session discussion: 

16 minutes 
124 minutes 
28 minutes 

Session 2, March 5, 2002 
Pre-session discussion: 
Session with Couple: 
Post-session discussion 

25 minutes 
78 minutes 
35 minutes 

Therapeutic Letter: 
March 20, 2002 

Documentation: 
FNU - Documentation completed by Graduate Nursing Student (charting) 


Research Interviews, Transcribed Face to Face Interviews: 


Interview with the Family 

June 25, 2002: 90 minutes 

Interview with Dr. Wright, Nurse Clinician for the family 
June 17, 2002: 70 minutes 
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Appendix C 

Data Sources: Eva and Hugh 

Videotape Data: 

Session 1, October 24, 2000 

Pre-session discussion: 14 minutes 

Session with couple: 141 minutes 

Post-session discussion: 20 minutes 


Session 2, November 7, 2000 

Pre-session discussion: 34 minutes 

Session with couple: 123 minutes 

Post-session discussion 12 minutes 


Session 3, November 21 , 2000 

Pre-session discussion: 14 minutes 

Session with whole family: 139 minutes 

Post-session discussion: 21 minutes 


Session 4, November 28,2000 

Pre-session discussion: 17 minutes 

Session with whole family: 147 minutes 

Post-session discussion: 17 minutes 


Session 5, December 12, 2000 

Pre-session discussion: 9 minutes 

Session with whole Family: 139 minutes 

Post-session discussion: 8 minutes 


Therapeutic Letters: 

December 1, 20bO 

February 2, 2001 (Follow up Letter) 


Documentation: 

FNU - Documentation completed by Graduate Nursing Student (charting) 


Research Interviews, Transcribed Face to Face Interviews: 


Interview with the Couple 

September 24, 2002: 90 minutes 


Interview with the Graduate Nursing Student Clinician 

October 1, 2002: 90 minutes 
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AppendixD 

Family Participant Consent Form For Participation In Research Project 


The Faculty of Nursing 

The University of Calgary 


Research Project Title: Toward an Understanding of Commendations as a 
Clinical Intervention with Families Experiencing TIlness 

Principal CollaboratorlFaculty Supervisor: 

Lorraine M. Wright, RN PhD 
Supervisor of Doctoral Student 
Professor, Faculty ofNursing, University of Calgary 

Investigator: Lori Limacher, RN MN 
Doctoral Student 
Faculty of Nursing, University of Calgary 

Sponsor: The Family Nursing Unit 
The University of Calgary 

Project Description: 
This consent form, a copy of which has been given to you, is only part of the process of 
informed consent. It should give you the basic idea of what the research is about and 
what your participation will involve. If you would like more detail about something 
mentioned here, or information not included here, you should feel free to ask. Please take 
the time to read this carefully and to understand any accompanying information. 

You are being asked to participate in a study that is attempting to understand a clinical 
intervention called commendations. For example, commendations may be thought ofas 
those times when your individual and family strengths are being recognized, 
acknowledged, and lor highlighted. This intervention is used in the Family Nursing Unit 
at the University of Calgary. This study will contribute to understanding how we use 
commendations, and their influence in our clinical work with families. It will contribute 
to understanding how commendations might influence change in families, and how this 
intervention might influence the therapeutic relationship between family members and 
the nurse. 

If you agree to participate in this study, the videotapes ofyour conversations with the 
nurses at the Family Nursing Unit will be reviewed and segments of the conversations 
will be transcribed. In addition, you and other family members will be asked to take part 
in one or more interviews, where I will talk with you and share segments of the 
videotapes ofyour family sessions. These conversations will be conducted in a place that 
is convenient to you and your family. With your consent, the interviews will be 
audiotaped. 
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Questions during the interview will focus on your experience of receiving 

commendations during your clinical work at the Family Nursing Unit. I am interested in 

understanding your experience and ideas about how commendations may have influenced 

your relationship with the nurse and the clinical team. It is possible that these questions 

might open up some emotional topics or bring up unpleasant memories. In this event, if 

you desire, I will make arrangements to connect you with a support or external resource. 

You do not have to talk about anything that you do not wish to talk about. 


As a part of this study I will be writing a thesis that will become public information and 

will be available through the University of Calgary library. The interview information 

that you offer me will be transcribed from the audiotapes to a written document and 

participants will be given fictitious names. The identity of participants will remain 

anonymous and identifying data will be removed in the writing of my thesis. In writing 

my thesis I will be using my own words to describe our conversations and the ideas you 

shared At times I may quote your words directly to give an example ofwhat was 

important. As I am a student, the information on the audiotapes and the videotapes, where 

you could be identified, may be shared with my supervisory committee. The people on 

this committee are bound by the same rules of confidentiality as I am. 

The videotapes of the clinical work at the Family Nursing Unit, and the segments that are 

identified in my research, may be used for presentations and teaching purposes but only 

with your specific written consent and permission. 


Authorization: 

Your signature on this form indicates that you have understood to your satisfaction the 

information regarding participation in the research project and agree to participate as a 

subject. In no way does this waive your legal rights nor release the investigator, sponsors, 

or involved institutions from their legal and professional responsibilities. You are free to 

withdraw from the study at any time without jeopardizing your health care. Your 

continued participation should be as informed as your initial consent, so you should feel 

free to ask for clarification or new information throughout your participation. I will 

infonn you of any changes in my intentions and seek new pennission on an ongoing 

basis. If you have further questions, concerning matters related to this research please 

contact me at the number below. You may also contact my supervisor, Dr. Lorraine 

Wright, or the office of the Associate Dean, Research and Graduate Programs, Faculty of 

Nursing, University of Calgary. 


Lori Limacher, RN .MN 

Lorraine M. Wright, RN, PhD 220-6575 

Associate Dean, Research and Graduate Programs 220-5839 

If you have any questions concerning your rights as a possible participant in this research, 

please contact Pat Evans, Associate Director, Internal Awards, Research Service, 

University of Calgary, at 220-3782. 

Participant's Signature: Date _~__ 

Investigator' s Signature: Date____ 

A copy of this consent form has been given to you to keep for your records and reference. 




209 

AppendixE 


Nurse Participant Consent Form For Participation In Research Project 

The Faculty of Nursing 


The University of Calgary 


Research Project Title: Toward an Understanding of Commendations as a Clinical 
Intervention with Families Experiencing lllness 

Principal CollaboratorlFaculty Supervisor: 

Lorraine M. Wright, RN PhD 
Supervisor ofDoctoral Student 
Professor, Faculty ofNursing, University of Calgary 

Investigator: Lori Limacher, RN MN 
Doctoral Student 
Faculty of Nursing, University of Calgary 

Sponsor: The Family Nursing Unit 
The University of Calgary 

Project Description: 
This consent form, a copy ofwhich has been given to you, is only part of the process of 
informed consent. It should give you the basic idea of what the research is about and 
what your participation will involve. Ifyou would like more detail about something 
mentioned here, or information not included here, you should feel free to ask. Please take 
the time to read this carefully and to understand any accompanying information. 

You are being asked to participate in a study that is attempting to understand a clinical 
intervention called commendations. This intervention is used in the Family Nursing Unit 
at the University of Calgary. This study will contribute to understanding how we use 
commendations and their influence in our clinical work with families experiencing 
illness. It will contribute to understanding how commendations might influence change in 
families, and how this intervention might influence the therapeutic relationship between 
family members and the nurse. 

If you agree to participate in this study you will be asked to consent to participate in one 
or more interviews with me where we will explore your experiences with using 
commendations in your clinical work with a particular family in the Family Nursing Unit 
at the University of Calgary. During these interviews we will talk together and I will 
share with you segments ofvideotape from your work with a family in the Family 
Nursing Unit. The interviews will be arranged at a time and place that is convenient for 
you. With your consent, the interviews will be audiotaped. 
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Questions during the interview will focus on your experience of offering commendations 
and of hearing commendations delivered by the clinical team during family sessions at 
the Family Nursing Unit. I am interested in understanding your experience and ideas 
about the influence of commendations on the relationships between the family, the nurse, 
and the clinical team. It is possible that these questions might open up some emotional 
topics. In this event, if you desire, I will make arrangements to connect you with support 
or an extemal resource. You do not have to talk about anything that you do not wish to 
talk about. 

As a part of this study I will be writing a thesis that will become public information and 
will be available through the University of Calgary library. The information that you 
offer me in the interview will be transcribed from the audiotapes to a written document 
and participants will be given fictitious names. The identity of participants will remain 
anonymous and identifying data will be removed in the writing of IllY thesis. In writing 
my thesis I will be using my own words to describe our conversations and the ideas you 
shared. At times I may quote your words directly to give an example ofwhat was 
important. As I am a student, the information on the audiotapes and the videotapes, where 
you could be identified, may be shared with my supervisory committee. The people on 
this committee are bound by the same rules of confidentiality as I am. 
The videotapes of the clinical work at the Family Nursing Unit, and the segments that are 
identified in my research, may be used for presentations and teaching purposes but only 
with your specific written consent and permission. 

Authorization: 
Your signature on this form indicates that you have understood to your satisfaction the 

information regarding participation in the research project and agree to participate as a 

subject. In no way does this waive your legal rights nor release the investigator, sponsors, 

or involved institutions from their legal and professional responsibilities. You are free to 

withdraw from the study at any time without jeopardizing your health care. Your 

continued participation should be as informed as your initial consent, so you should feel 

free to ask for clarification or new information throughout your participation. I will 

inform you of any changes in my intentions and seek new permission on an ongoing 

basis. If you have further questions, concerning matters related to this research please 

contact me at the number below. You may also contact my supervisor, Dr. Lorraine 

Wright, or the office of the Associate Dean, Research and Graduate Programs, Faculty of 

Nursing, University of Calgary. 


Lori Limacher, RN MN 

LorraIne M. Wright, RN, PhD 220-6575 

Associate Dean, Research and Graduate Programs 220-5839 

If you have any questions concerning your rights as a possible participant in this research, 

please contact Pat Evans, Associate Director, Internal Awards, Research Service, 

University of Calgary, at 220-3782. 

Participant's Signature: Date ___~ 


Investigator's Signature: Date____ 

A copy of this consent form has been given to you to keep for your records and reference. 
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Appendix F 
Genogram - Fredric and Helen 
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AppendixG 


Reflecting Teams- Length ofConversations 


Family- Helen & Fredric: 
Session 1: 13:57- 14:11, approximately 14 minutes 
Session 2: 11: 15- 11 :32, approximately 17 minut~s 

Family~ Norah & Justin: 
Session 1: 17:43- 18:03, approximately 20 minutes 
Session 2: 17:22- 17:45, approximately 23 minutes 

Family - Eva & Hugh: 
Session 1: 17:57- 18:20, approximately 23 minutes 
Session 2: 11:48- 12:10, approximately 22 minutes 
Session 3: 17:49- 18:11, approximately 22 minutes 
Session 4: 17:57-18:16, approximately 19 minutes 
Session 5: 17:49- 18:03, approximately 14 minutes 
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AppendixH 

Therapeutic Letter One- Helen and Fredric 


September 26, 2001 

Dear Helen, 

Greetings from the Family Nursing Unit! It was a pleasure to meet you last 
Tuesday. We are delighted that you took the initiative to contact us, especially as you told 
us that this was a hard thing for you to do. 

We were truly amazed at the strength and resilience you demonstrate. In spite of 
all that you have experienced, you continue to forge ahead, to be loving, and hopeful, and 
positive. You speak ofyour famjly with such words of affection: Fredric is a rock, your 
salvation; your son is fabulous; your daughter beautiful. We suspect they might describe 
you in similar ways. 

We were saddened that the heart attack you suffered August 1st has so temporarily 
convinced you that you have lost pieces ofyour life- your self esteem, humor, joy, 
confidence. The tricky nature ofheart attacks is that they can threaten and shake up our 
worlds, leaving us to wonder who we are. 

As a team, however, we saw evidence that you were still the person you thought 
you might have lost! You said, at the end of the session, that your self-esteem had been 
boosted, maybe by as much as 53 or 54 percent! The comments by the team seemed to 
remind you of things you had forgotten about yourself. Sometimes it is hard to hold on to 
those positive things we know to be true about ourselves. We wiIllist some of the things 
we learned about you, so that you can read them again, maybe at a time you feel your 
self-esteem is slipping. 

• 	 Not everyone would have come through what you have been through and done so 
well. You have wonderful children. You have a husband who is a rock. You are 
resilient, a survivor! 

• 	 It would take a strong, confident person to have come through what you have. 
You have shown us your continuing strength and confidence now by taking the 
initiative to get help when the professionals were not very helpful. 

• 	 You are cour~geous. It takes courage to stand up to a diagnosis of "bipolar". We 
agree with your alternative description ofyourself as a deep, sensitive, passionate 
person. 

It was suggested that what you are going through now may be fairly typical of the 
first weeks to months following a heart attack, and that a low grade depression may 
actually be due to chemical changes. In the meantime, until you feel like the "usual 
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Helen", you might give yourself permission, to ask for, and to get help. Sometimes we 
need that. 

We look forward to seeing you and "wonderful" Fredric on October 9, 2001. We 
look forward to hearing how your appointment with the cardiologist went, whether you 
were able to get into the Lindsay Park Cardiac Wellness Center, and whether your 
application to UI WaS successful. Most of all we look forward to hearing more about 
Helen. 

With warmest regards, 

Ursula Bohn, RN, MN Student 

Lorraine M. Wright, RN, PhD 
Director, Family Nursing Unit 
Professor, Faculty ofNursing 
University of Calgary 

And the other members of the clinical team. 
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Appendix I 

Therapeutic Letter Two- Helen and Fredric 

November 1, 2001 

Dear Helen and Fredric, 

Greetings from the Family Nursing Unit! We are writing this letter to summarize our 
clinical work together. We had one session with Helen and one session with both of you 
on September 18 to October 9, 2001 respectively. Our team learned a great <leal from you 
and, in tum, we hope we offered you some useful ideas. In particular, we hope that you 
know that we were incredibly impressed with you as a couple and each of you 
individually. You have dealt with the impact of a heart attack and low self-esteem on 
your lives in a most admirable manner. 

What We Learned From You 

1) 	 We learned from you, Helen, about strength and resilience; that people can 
come through difficult life and very challenging events and reach a point in 
their lives that is good and filled with loving relationships. We also learned 
that to recover from a coronary requires courage, support, and a belief in 
oneself. 

2) 	 We learned from you, Fredric, the incredible positive influence that men who 
are open with their feelings and affection can have on their wives. 

3) 	We learned from you both wonderful teachings about what it means to be a 
couple. You reminded us that couples are able to have conversations that are 
difficult. You reminded us of the value ofbeing supportive, and to 
acknowledge gratitude for that support. 

What We Offered You 

1) 	 We offered the finding, based on research, that the emotional support of the 
most important person in your life is healing and preventative, and may be as 
important as lifestyle in preventing a further heart attack. 

2) 	 We offered you as a couple the idea that husbands and wives can have 
differing ideas about how to make sense of, and integrate a new diagnosis into 
their lives. Fredric, you are goal oriented, while Helen, you like to ponder 
things. As a couple, you complemented each other well in your approaches to 
recovering and living with a heart condition. 

3) 	We offered Helen the idea that some of the tools you use for dealing with the 
heart condition may also be useful in dealing with lowered self-esteem. Diet, 
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exercise, love and support may be invaluable for both. Sometimes, however, 
lowered self-esteem may even be too tough to tackle together and sometimes 
asking for professional help, either at the Family Nursing Unit, your family 
doctor, or cardiologist is also needed. 

4) 	 We offered you the idea that there might be some things you could do to 
continue your sexual intimacy. 

Perhaps there are other things that we offered you that were helpful and we will look 
forward to hearing about them in our follow-up study. 

In conclusion, we want to remind you that a research assistant will be contacting you in 
about six months to ask your cooperation in participating in a study. We are interested in 
your comments about the services you received at the Family Nursing Unit. Your 
comments help us to assist other family members. 

Once again, it was a privilege to have worked with you. 

Sincerely, 

Ursula Bohn, RN, BN, Graduate Nursing Student 

Lorraine M. Wright, RN, PhD 
Director, Family Nursing Unit 
Professor, Faculty ofNursing 

And the other members of the clinical team. 
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Appendix J 

Genogram - N~rab and Justin 
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Appendix K 

Therapeutic Letter One- Norah and Justin 


March 20, 2002 

Dear Norah and Justin, 

Greetings from the Family Nursing Unit. Our team was pleased to meet with both 
ofyou on March 5th and we would like to share some ofour thoughts and impressions 
with you. 

Norah and Justin, we want to congratulate you for having the courage to deal with 
your sensitive concerns in such a proactive and positive manner! In choosing to seek · 
early assistance for your marital crisis, you have shown the kind of maturity, courage and 
mutual commitment that a marriage requires. As a team, we have noticed several things 
about your relationship that stand out. We know that the average couple waits 
approximately seven years before seeking assistance with serious problems. However, 
you sought assistance very quickly. We are curious to know if you think this might be 
why you already have made impressive progress? 

At our last meeting we were quite amazed at your ability to see this problem from 
each others point of view- Justin you told us of the important difference that "stepping 
into Norah' s shoes" made for you in your ability to apologize from the heart. We see this 
as a bold move on your part and agree with you that this dramatic shift might have 
created the space needed for the giving and receiving of your heartfelt apology to Norah. 
We believe it is not easy to make that kind of apology, but as the saying goes: "ifyou' re 
going to bow, bow low". Your courage in bowing deeply towards Norah looks like it 
might have paved the road for a meaningful step towards forgiveness and repair of trust 
in your relationship. 

Norah, we would like to congratulate you on your ability to explore Justin' s point 
ofview, but also for your remarkable ability to "stay out of Justin' s head" and maintain 
your sense of self. You have shared your belief that you will need to do some important 
work in order to rebuild your self-esteem. We were wondering if this ability to stay in 
your own head, and take responsibility only for the things you have control over is 
contributing to a renewed sense of yourself? Do you think that this kind of mindful 
choice could be helpful in repairing not only your relationship with yourself, but also 
your trust of Justin? This conscious choice stands out to us as the kind of powerful life 
skill that might lend itself to creating and building the kind of marriage you desire. 

At the Family Nursing Unit we make a practice of trying to see the big picture of 
family challenges. At the same time we want to make sure we address some of the more 
concrete challenges you have faced together around negotiating your sexual needs. We 
know that couples, especially with young children, can experience 'desire dilemmas. ' 
There are many ways ofcommunicating and negotiating around these dilemmas so that 
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both individuals can feel secure, respected, and accepted in and out of the bedroom. We 
are curious to know if you have experimented lately with "splitting up the week", or 
perhaps you have come up with some other creative ideas for negotiating your sexual 
needs. We were encouraged to hear you, Norah, of the many ways you are being ''more 
intimate, in different ways". It takes awhile to regain trust and, perhaps during the next 
few weeks you might pay careful attention to some of the ways, including sex, that you 
have continued to nurture the intimacy in your marriage. 

Norah, you identified this behavior ofyour husband as the first major 
disappointment in your marriage. We believe that if you both continue to deal with 
disappointments in such a frank and open manner, you will be well served if or when 
another disappointment enters your marriage. 

We believe that you are both headed in the right direction- towards each other
and we look forward to hearing more about your journey of forgiveness and healing. We 
look forward to our next meeting on April 16th at 4 p.m. 

Sincerely, 

Dr. Lorraine Wright R.N., PhD. 
Director, Family Nursing Unit 
Professor, Faculty ofNursing 

Kari Simonson R.N., Graduate Nursing Student 
and other members of the Clinical Team 
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AppendixL 

Therapeutic Letter One- Eva 


Dear Eva, December 1, 2000 

Greetings from the Family Nursing Unit. Our team was pleased to meet with you 
and Hugh on November 28, 2000 and we would like to share some of our thoughts and 
impressions with you. 

Eva, we have been continually impressed with the love and strength that you have 
demonstrated to Hugh as his wife, and to your sons Conroy and Alistair as their mother. 
As a group of women and nurses, you have taught us what it is like to «be with" your 
husband through many different stages of illness, as well as "be with" yourself and your 
children during these periods. 

Eva, we have done some more thinking around our conversation with you 
pertaining to your arthritic pain and your struggle around your weight. As a group of 
women we would like to emphasize our belief that your emotional, spiritual, and physical 
health plays an important and vital role within our own meetings and in your family life. 
We would like to encourage you to get that second opinion from an orthopedic physician, 
and to use Hugh' s help of pushing the limits to provide the specialist with a list of your 
own beliefs and experiences of living with daily pain. 

Eva, our clinical team would also like to express our appreciation of how weight 
problems can sometimes become real self-esteem bashers! We can relate to the comfort 
you find in chocolate (it sure is good!), and we wonder if you might want to allow 
yourself the privilege of this comfort once a week without becoming down on yourself 
for enjoying and needing it. 

We also wonder if maybe you are being too hard on yourself around asking 
yourself that question of "IfI know that I need to lose weight, why don' t I do itT' Some 
people find it more useful to concentrate on their new exercise routine and not worry 
about losing weight in and of itself, or by watching what they eat. We wonder if this 
approach might be more useful to you? Also with your exercise routine, we would not 
want you to push yourself too much at the beginning, and recommend going to the Y a 
couple times a week at first. Starting up an exercise routine cap. be exhausting in itself. 

In closing we would just like to express our admiration for you as a woman, 
mother, wife, and professional. You have given so much of yourselfover the past two 
years caring for your husband. We believe that many of his gains with two serious 
illnesses are because ofyour love and support! But now its time to focus on your own 
health problems and give Hugh an opportunity to care for you. 

Eva, we offer these ideas in the spirit ofour work together and we look forward to 
seeing you on December 12th, 2000 with Hugh, Conroy and Alistair. 

Warmest regards, 


Juliet Thornton, RN, Graduate Nursing Student 


Lorraine M . Wright, RN, PhD, Professor, Faculty ofNursing 

Director, Family Nursing Unit, (And the members of the clinical nursing team) 
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AppendixM 
Genogram - Eva and Hugh 
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AppendixN 
Therapeutic Letter Two- Eva and Hugh 

February 2, 2001 

Dear Hugh and Eva, 

Greetings from the Family Nursing Unit! As part of completing our clinical work 
with families, we send a closing letter as a summary and record of our time spent 
together. We met on five different occasions between October 24, 2000 and December 
12,2000. On three of these occasions, we had the opportunity to work with you as a 
couple, and on two other occasions, Alistair and Conroy were able to join us as well. 

We would like to share what we learned from your family and what we believe 
w~ offered you in these sessions. Your presenting request, Hugh, was for advice on 
how to cope with your sense of not being a whole person as a result of the experiences 
you had after your stroke. Eva, your presenting request was for advice around whether 
you should be pushing Hugh to accept his losses and new limits and just "let him be" in 
this space of deep grief, or whether you should be pushing him to fight back and defme 
his own limits. Even though it has been over a month since the last time we were in 
contact with you- due to the winter holidays, we are still deeply moved and thankful for 
the opportunity to work with your family. 

What we learned from your family: 

1. 	 We learned about how love between a courageous husband and wife, and two 
amazing sons cannot be diminished even in the face of illness. We further learned, 
that the love between family members can grow, strengthen, and evolve as a result of 
hardships in life. This love can be expressed and experimented with in a variety of 
new ways so that communication between one another can flourish. 

2. 	 Hugh, you taught us what pushing the limits really means. Through pushing the limits 
you have taught us that it is possible to gain control over illnesses that at first can 
have a grip on your sense of self. We learned from you that making a contribution to 
the world is what living is truly about As a result of your motivation, you have made 
many contributions to your family and to society in general. You have contributed to 
our own learning at the Family Nursing Unit by showing us what courage and love 
for a spouse and children can accomplish. 

3. 	 Eva, we have learned from you about unconditional love. Unconditional, fearless 
love for your husband and your sons is what you demonstrated te us. You taught us 
that as a loving wife, and as a loving mother, you wanted to protect your family from 
feeling the wrath of the illness. You have taught us what strength a woman, wife, and 
mother can have, and the significant influence she can have over family illness 
expenences. 
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What we believe we offered you: 

1. 	 We offered Hugh the idea of pushing the limits, and finding his own limits as a result 
of the stroke. We suggested to you not to give up and not allow the illness to have 
control over your sense of self. We offered Eva, the wife and the care-giver, the idea 
of not pushing the limits. We offered you the idea Eva, to take more breaks from 
care-giving, but not ofcourse from loving. 

2. 	 We offered you the idea of going to the' sex shop'. We suggested that perhaps a way 
you could push the limits was to experiment in your sexual relations. We invited you 
to go and explore the sex shop, and explore with each other in order that you would 
be able to continue to find physical pleasure from each other. We offered you the idea 
of not letting the illness have the upper hand in terms of your intimate relationship, 
and to push the limits around your sexuality. 

3. 	 We offered you to ' speak the unspeakable'. We invited you to speak about things 
that perhaps you wanted to speak about but did not know how to approach the 
conversation or were afraid to approach the conversation. We offered you the idea 
that healing arises out of speaking the unspeakable, and by the end of our time 
together you were demonstrating to us how to speak the unspeakable, and you were 
finding healing from within. We were also impressed with your sons, who were also 
able to ' speak the unspeakable' and thus have an opportunity to put some oftheir 
illness experiences in their place. 

In closing, we would like to remind you that you will be contacted in about six months 
time to be invited to participate in a follow-up study, intended to improve our clinical 
practice with families . We would also like to offer you a final Shakespearean thought: 

"To be or not to be- that is the question: 
- whether 'tis noble in the mind to suffer 
The slings and arrowS of outrageous fortune, 
Or to take arms against a sea of troubles, 
And by opposing, end them?" Hamlet - Shakespeare 

Warmest regards, 

Juliet Thornton, BScN, RN, Graduate Nursing Student 

Lorraine M. Wright, RN, PhD 
Director of the Family Nursing Unit 
Professor, Faculty ofNursing 
And other members of the clinical team 


	Limacher0003
	Limacher0004
	Limacher0005
	Limacher0006
	Limacher0007
	Limacher0008
	Limacher0009
	Limacher0010
	Limacher0011
	Limacher0012
	Limacher0013
	Limacher0014
	Limacher0015
	Limacher0016
	Limacher0017
	Limacher0018
	Limacher0019
	Limacher0020
	Limacher0021
	Limacher0022
	Limacher0023
	Limacher0024
	Limacher0025
	Limacher0026
	Limacher0027
	Limacher0028
	Limacher0029
	Limacher0030
	Limacher0031
	Limacher0032
	Limacher0033
	Limacher0034
	Limacher0035
	Limacher0036
	Limacher0037
	Limacher0038
	Limacher0039
	Limacher0040
	Limacher0041
	Limacher0042
	Limacher0043
	Limacher0044
	Limacher0045
	Limacher0046
	Limacher0047
	Limacher0048
	Limacher0049
	Limacher0050
	Limacher0051
	Limacher0052
	Limacher0053
	Limacher0054
	Limacher0055
	Limacher0056
	Limacher0057
	Limacher0058
	Limacher0059
	Limacher0060
	Limacher0061
	Limacher0062
	Limacher0063
	Limacher0064
	Limacher0065
	Limacher0066
	Limacher0067
	Limacher0068
	Limacher0069
	Limacher0070
	Limacher0071
	Limacher0072
	Limacher0073
	Limacher0074
	Limacher0075
	Limacher0076
	Limacher0077
	Limacher0078
	Limacher0079
	Limacher0080
	Limacher0081
	Limacher0082
	Limacher0083
	Limacher0084
	Limacher0085
	Limacher0086
	Limacher0087
	Limacher0088
	Limacher0089
	Limacher0090
	Limacher0091
	Limacher0092
	Limacher0093
	Limacher0094
	Limacher0095
	Limacher0096
	Limacher0097
	Limacher0098
	Limacher0099
	Limacher0100
	Limacher0101
	Limacher0102
	Limacher0103
	Limacher0104
	Limacher0105
	Limacher0106
	Limacher0107
	Limacher0108
	Limacher0109
	Limacher0110
	Limacher0111
	Limacher0112
	Limacher0113
	Limacher0114
	Limacher0115
	Limacher0116
	Limacher0117
	Limacher0118
	Limacher0119
	Limacher0120
	Limacher0121
	Limacher0122
	Limacher0123
	Limacher0124
	Limacher0125
	Limacher0126
	Limacher0127
	Limacher0128
	Limacher0129
	Limacher0130
	Limacher0131
	Limacher0132
	Limacher0133
	Limacher0134
	Limacher0135
	Limacher0136
	Limacher0137
	Limacher0138
	Limacher0139
	Limacher0140
	Limacher0141
	Limacher0142
	Limacher0143
	Limacher0144
	Limacher0145
	Limacher0146
	Limacher0147
	Limacher0148
	Limacher0149
	Limacher0150
	Limacher0151
	Limacher0152
	Limacher0153
	Limacher0154
	Limacher0155
	Limacher0156
	Limacher0157
	Limacher0158
	Limacher0159
	Limacher0160
	Limacher0161
	Limacher0162
	Limacher0163
	Limacher0164
	Limacher0165
	Limacher0166
	Limacher0167
	Limacher0168
	Limacher0169
	Limacher0170
	Limacher0171
	Limacher0172
	Limacher0173
	Limacher0174
	Limacher0175
	Limacher0176
	Limacher0177
	Limacher0178
	Limacher0179
	Limacher0180
	Limacher0181
	Limacher0182
	Limacher0183
	Limacher0184
	Limacher0185
	Limacher0186
	Limacher0187
	Limacher0188
	Limacher0189
	Limacher0190
	Limacher0191
	Limacher0192
	Limacher0193
	Limacher0194
	Limacher0195
	Limacher0196
	Limacher0197
	Limacher0198
	Limacher0199
	Limacher0200
	Limacher0201
	Limacher0202
	Limacher0203
	Limacher0204
	Limacher0205
	Limacher0206
	Limacher0207
	Limacher0208
	Limacher0209
	Limacher0210
	Limacher0211
	Limacher0212
	Limacher0213
	Limacher0214
	Limacher0215
	Limacher0216
	Limacher0217
	Limacher0218
	Limacher0219
	Limacher0220
	Limacher0221
	Limacher0222
	Limacher0223
	Limacher0224
	Limacher0225
	Limacher0226
	Limacher0227
	Limacher0228
	Limacher0229
	Limacher0230
	Limacher0231
	Limacher0232
	Limacher0233
	Limacher0234
	Limacher0235

