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Abstract
This study is concerned with events that were the subject of an inquest conducted
by Manitoba Associate Chief Judge Murray Sinclair, and described in The report of the
Manitoba Pediatric Cardiac Surgery Inquest: An inquiry into twelve deaths at the
Winnipeg Health Sciences Centre in 1994 (
Sinclair, 2000), Essentially, during a10
month period in 1994, twelve children died while undergoing or shortly after having
undergone cardiac surgery at the Winnipeg Health Sciences Centre. During this time
there were also numerous accounts of "near misses" in surgery, as well as children who
survived but suffered serious complications. Though these events are notable in
themselves, particularly for the families involved, the focus of this thesis is the
experiences of the nurses. Specifically, beginning early in 1994, several nurses began
expressing doubts about the competence of the pediatric cardiac surgeon, and made
sustained efforts, through all the usual channels, to have their concerns addressed. That
the nurses' concerns were not taken seriously is the central problem of this study.
The work of the philosopher Foucault is used to set out aground for thinking
about this problem and these events. Specifically, his contributions to altered
understandings of power, knowledge and subjectivity make possible the development of
lines of analysis that do not rely on too hasty assessments of cause and effect. The study
itself takes the form of acritique, which in Foucault's idiom is an analysis of limits, or an
attempt to see the present form of our constituted capacities to be and do, in order to see
what else might be possible. Critique in this sense works to make visible the effects,
sometimes experienced as costs, of certain ways of thinking and acting in the world. In
this case, knowledge practices, including those constituted through gendered, gendering
111

discourses, produced limits for nurses, were part of what governed nurses everyday
conduct, their relations to others and to themselves. And though these discourses and
practices cannot be understood as simply good or bad in themselves, in this case, these
had constraining effects in terms of how nurses were able to conduct themselves.
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There are times in life when the question of knowing if one can think differently than one
thinks, and perceive differently than one sees, is absolutely necessary if one is to go on
looking and reflecting at all.
Michel Foucault, The Use of Pleasure

I

I. 'A plethora of intelligibilities, adeficit of necessities'
A striking incident
This thesis is aresponse to events that constitute, in the terms of some interpretive
philosophy, astriking incident (Jardine, 1998). The striking incidents of our lives are
those that seem to be addressed to us, they capture our attention, they affect us, and we
can, if we will allow it, be taken by them'. In some substantive way, and seemingly
beyond our wanting and willing, they make aclaim on us. Events that occurred in the
pediatric cardiac surgery program at the Winnipeg Health Sciences Centre in 1994 have
had such effect for me

--

that is, they seem to demand from me, in ways Ido not

completely understand, aresponse. Now though these events were dramatic, even
extreme in nature, Ibelieve that my interest stems not from their extraordinariness but
from their familiarity. That is, though in some ways singular, they also seem to constitute
something already familiar to nurses, something not at all remote from the ordinary,
everyday realities of nursing. And while we may not know exactly what that something
is, it is something in which we may feel ourselves implicated. The curious claim then,
with which Ibegin this thesis, is that nurses, in considering these events, experience a
sense of already knowing what is going on here, asense that we are already involved, that
there is something here that we already understand but have perhaps forgotten or have not
explicitly noticed (Jardine,

p.40). Though this sense of

"already knowing" must itself be

The politics of "we-saying" make it important for me to clarify how and why Iamusing this form of
address. First, Iam not using a "we" that relies on what Code ( 1995) describes as a "silent assumption of
solidarity" (p.33). Ido not presume either homogeneity or agreement among readers. Neither do Ipresume
or wish to speakfor anyone but myself. Nonetheless, Ibelieve there is a "we" of some sort here and my
minimal assumption is that "we" can all share in the questions and perplexities with which this thesis is
concerned. My form of address is meant as an invitation, specifically an invitation to adopt, at least for a
little while, the perspectives on offer here.
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subject to sustained critique, remembering and noticing is atask Ihave set myself in this
thesis.
This first chapter is intended to provide an introduction to the events that have
provoked the questions of this thesis, and to the perspectives Iwill take in relation to both
events and questions. In describing the events, Idraw in particular on the account
constructed by Associate Chief Judge Murray Sinclair of the Provincial Court of
Manitoba in his report, The report of the Manitoba Pediatric Cardiac Surgery Inquest:
An inquiry into twelve deaths at the Winnipeg Health Sciences Centre in 1994 (
Sinclair,
2000). An inquest is intended to discover the "facts" of amatter and so to begin with, an
introductory, abbreviated and somewhat fragmentary sketching out of facts that
nonetheless tell aparticular and partial story. During a10 month period in 1994, twelve
children died while undergoing or shortly after having undergone cardiac surgery at the
Winnipeg Health Sciences Centre. Seventy-eight surgical procedures were undertaken
during this time by ateam led by Dr. Jonah Odim. An analysis of mortality statistics
showed an overall mortality rate of 15%; among the 34 higher risk patients, the mortality
rate rose to 29%. Outside experts from the Toronto Sick Children's Hospital retained to
conduct aprogram review in January, 1995, considered this latter mortality rate to be
"clearly excessive" and cited arate among similar patients at the Sick Children's Hospital
of 11% (Sibbald, 1998). In addition to these concerns about mortality, there were also
concerns with morbidity that included numerous accounts of "near misses" in surgery, as
well as children who survived but who suffered serious or devastating complications
influencing either length or course of recovery and/or long term quality of life. The
submission of the external reviewers' report to hospital administrators in February, 1995

3

led to the suspension of the program. An inquest was convened later that year in response
to the demands of parents for "answers" about what had happened to their children.
Conducted by Judge Murray Sinclair over aperiod of almost three years, the inquest
heard testimony from more than 80 witnesses

--

parents, nurses, physicians, hospital

administrators, and outside experts. Judge Sinclair's final report, ameticulously
constructed account of the events of 1994, was released November 28, 2000 (Sinclair,
2000). This report offers more than 500 pages of detailed descriptions of who, what,
when and how these children came to die. The why however, even for Judge Sinclair,
remained more illusive and his ultimate conclusion was that only one death of the twelve
was acceptably explained. In all though, it was his considered judgement that, during
1994, the Winnipeg Health Sciences Centre "did not provide the standard of health care
that it was mandated to provide and which parents believed, and had aright to expect,
that their children would receive" (Sinclair, 2000, p.465). For all involved in health care,
providers and recipients alike, this is adiscouraging summation.
Even this somewhat cursory description points to the various levels of
involvement in these events, and the multiple even contradictory perspectives that may be
at work. This is inevitable though we could probably all agree that, in themselves, these
events are infinitely regrettable. Children died, perhaps unnecessarily and in apparently
questionable circumstances, and families were devastated by their loss. This damage is
irreparable, and it is surely these appalling losses that lurk here, through all efforts to
understand what happened and how it happened. Iam, in this thesis however, primarily
concerned with nursing perspectives and actions, and with the effects of these. A
significant feature of this story for me is that nurses, very early in the program's history,
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had doubts about the competence of the pediatric cardiac surgeon and made considerable
and sustained efforts, through all the usual channels, to have their concerns addressed.
That these concerns and the efforts to make them known had little effect on the course of
events is aremarkable aspect of these events, one that heightens awareness of the
problematic positioning and status of nurses in the Canadian health care system. In fact,
Judge Sinclair made the treatment of nurses acentral issue in his final report. It was his
view that the nurses involved in these events made frequent and appropriate use of
existing channels to voice their concerns, that their concerns were justified and that the
care of patients was compromised because their concerns were not addressed. Though
this is asituation that can only be described as intolerable, it is, as suggested above, one
that is perhaps discouragingly familiar to nurses. It is precisely this then, that is, the
intolerableness and the familiarity, that Ibelieve demands our engagement.
Effects: areminder of things past
Hearing of the outcome of the Sinclair inquest, Iadmit to being thrown back to
my own occasional yet unforgettable experiences of feeling powerless as anurse. Even
almost adecade after some of these experiences, Iseem to remember exactly, in
unwelcome detail, what it was like to be concerned about asituation and not to speak, or
to speak and not be heard. These were always, Iam sure, complicated situations but my
feelings about them were not. Iam sure Ifelt ashamed, as Ido even now, at what
sometimes seemed to be my complicity, an unwilling participant in events that caused me
some concern, yet aparticipant nonetheless. Yet Idon't know,for certain, if my
understandings of these situations were correct. Ihad concerns but there were obviously
multiple agendas at work. So Iam not sure now whether determining who is right and

5

who is wrong, particularly in an clear and undisputable way, is always fully possible.
Rather, it seems amatter, at this point at least, of understanding better how such
situations are possible, how they arise and play themselves out in the conduct of our
practice. It is this, the ways we may become caught and then what sometimes becomes
our complicity, that Iwill argue we need to have greater visibility around. That is, it is the
diverse and sometimes discordant measures of nursing practice, its particular
complicatedness, that we need to trace, to examine and understand.
Remembrance of past experience of powerlessness is not so much my bias in this
study as my baggage, part of the meaning being anurse has sometimes had for me.
Though on some level Iwould truly like to forget these experiences, Iexpect that having
had them constitutes some part of how Ihave become interested in what occurred with
the nurses at the Winnipeg Health Sciences Centre, and also part of why Ibelieve it is
necessary to treat these events as making real and visible important problems for nurses
and nursing. It is reading my own experience in relation to these events that compels me
to ask, what is it about nurses, about the context and conditions of nursing practice, that
we can become complicit, willingly or unwillingly, in actions and events that may cause
harm? A case such as that of these nurses in Winnipeg seems to require that we rethink
our situations and ask ourselves, how is that we can become entangled in these situations
of powerless responsibility?
Yet at the same time, Ido not believe that the events that were the subject of the
Sinclair inquest offer us only an exemplar of nursing powerlessness or victimization,
though there seems clear elements of each experience present here. Rather, Iwant to
analyze what seems to me acase of complicated entanglement

--

nurses caught in and by
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ideologies, knowledges, institutions, practices and technologies

--

that must be accounted

for in our thinking as nurses and in our thinking about nursing practice. These events ask
us to consider how we and others construct the idea of nursing, and how this idea of
nursing is related to the world in which the practice of nursing occurs. How, we need to
ask, do these events contribute to our understanding of what it means to be anurse? I
believe that the events that occurred at the Winnipeg Health Sciences Centre in 1994 are
important to examine precisely because they provoke these sorts of questions. They offer
an opportunity to "problematize" nursing (Foucault, 1985). To problematize is to
transform what is "given" into aquestion, and here it is to specifically question nursing's
relationship with the world, to consider who we are, what we do, what that world is and is
like. To question, to problematize, is to enlarge our view of the possible, not so much to
negate or diminish what is, but to reveal the "fracture and instabilities" in what is, in
order to see what else is possible (Bernstein, 1994, p.231).
Ithink it has become necessary to take up this task, though Ido not expect that
doing so will give clear answers about what we should do. Rather, the events that
occurred at the Winnipeg Health Sciences Centre in 1994 are of the sort that set out a
ground for thinking. That is to say, they both stimulate discussion and show why such
discussion is necessary. For example, the day following the release of Judge Sinclair's
report (Sinclair, 2000)1 was listening to acurrent events program2 (Wong-Ward, 2000)
on the radio. The interviewer, Shelagh Rogers, was discussing the findings and
recommendations of the Sinclair report with two guests described as atithorities in the
field of health care

2 Available

--

Charles Wright, former surgeon then administrator at the

online at: http://radio.cbc.calprograrns/thismoming/site//s/health/hospitals 001129.html

7

Vancouver Hospital, Health Sciences Centre and Lisa Priest, ajournalist specializing in
health care issues for anational newspaper. Both were expressing their dismay with
Judge Sinclair's findings and then Charles Wright made the following comment:
The thing that distressed me the most about the report is the fact that the nurses'
concerns were ignored. This has certainly, in the past, been part of the culture,
that there is this separateness between physicians and nurses and the nurses'
opinions may not have been listened to appropriately. And Ibelieve that's terribly
important because its the nurses who are working day in, day out, hour in, hour
out with the physicians, particularly in the operating room.... I'm asurgeon... and
there's no question that any surgeon knows that if you want to know who are the
surgeons to go to in any hospital then you ask the head nurse in the operating
room. (Wong-Ward, 2000)
And as Ilistened to these words, Ifelt aflash of frustration. First, though apparently well
intentioned, the doctor's comments seemed to express the same tired sentiments that have
patronized nurses for decades without effecting much real change in their status. And
second, and perhaps even more important, the complexity of what it means to be
"listened to appropriately" seemed reduced to something physicians could do if only they
realized they should. Yet, it's possible, even likely, that this doctor was really only saying
what everybody, including nurses, seems to "know" about the knowledge of nurses.
Nurses "know" because they are "there." A nurse's knowing is astrictly constrained
knowing. It is contingent, it depends, it is always disciplined: anurse can know things but
only certain kinds of things, and only if there is nobody "there" who knows better. And if
nurses are listened to appropriately, what they know will be taken into account. And I
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thought as Icontinued to listen to the program, this is aproblem we need to think about
more or perhaps more to the point, it is aproblem we may need to think about differently.
Rather than only considering why the nurses were not listened to appropriately, there are
other questions: What does it mean, exactly, for nurses, and others, to know? What is the
relation between our knowing and doing? What shapes our possibilities for understanding
and for action? What is the relation between this and what constitutes acredible account
of knowledge in nursing? And finally, in all of our knowledge related activities, what
discourses determine who we recognize as having authority, as knowing, as being entitled
to speak? These questions, Ibelieve, lead us to the epistemological, political and ethical
intricacies involved in being "listened to appropriately."
And running parallel to these questions Iask are the ones Ieither choose not to
ask or that do not even occur to me. In away Iaccountable for both, so part of what
accompanies me through this inquiry is the question of how is it that the questions Iask
are the ones that occur to me? It seems probable that someone else would have other sorts
of questions, but is there anything, really, that can be done about that? Rorty ( 1979)
would suggest that how we come to understand events is related to our preexisting
commitments, to the vocabularies we employ and to the assumptions that underwrite our
analyses. A different set of commitments, adifferent vocabulary and other assumptions
would unquestionably alter this analysis. My choices then, as well as being expressive of
my underlying commitments and understanding, can be thought of as constituting the
inevitable gaps in my knowledge, the silences in my understanding, gaps and silences I
believe are tolerable as long as Ido not seek to tell the one true tale. As Foucault ( 1991b)
suggests, "we aren't, nor do we have to place ourselves, under the sign of aunitary
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necessity" (
p.78). In trying to understand anything at all there is always "aplethora of
intelligibilities, adeficit of necessities" (Foucault, p.78). This thesis then, should not be
thought of as the tale that will extinguish all other possibilities. Rather, my intention is
merely to bring particular, Foucault-influenced perspectives to bear on our understanding
of these events and to examine whether doing so is fruitful.
Philosophy as practice
It is likely clear from what Ihave written thus far that Iintend to respond to these
events "philosophically." Though these are events that could be described as involving
utterly practical nursing concerns, Iwant to make acase that we are not always well
served by rigid distinctions between practical and philosophical nursing matters. That is, I
would describe this thesis as philosophical simply to make asmall distinguishing gesture
that is in some ways only necessary because of nursing's assumed location in what is
often figured to be aself-evidently practical world. That is, this gesture is only necessary
to underline my belief that doing nursing, being anurse, is always and everywhere just as
much aphilosophical problem as it is apractical one3.
That said, attending to the philosophical is itself not really something other than a
practice. In fact, with alittle reflection, the separation of the philosophical from the
practical in nursing shows itself to be more apparent than real, for quite obviously at
stake in any question that considers the problems and struggles that engage us is nothing

Scholars in nursing have acknowledged the philosophical in anumber of ways, both directly asking and
answering the question, ' what is philosophy?' or ' what is philosophy of nursing?' (e.g., Edwards, 1997;
Fry, 1999; Saisberry, 1994; Smith, 1994), as well as adopting self-consciously philosophical stances to
explore specific nursing questions (e.g., Cameron, 1992; Gadow, 1994; Johnson, 1994; Liaschenko, 1997).
As adeliberate scholarly activity, philosophical inquiry is sometimes described as necessary to address
thOse questions that are not answerable through scientific methods, that is, questions that "transcend the
material" Kikuchi, 1992, p.28). Needless to say, the body of philosophical work in nursing is diverse,
drawing on many traditions of philosophical thought.
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less than the conduct of our lives (May, 1993, p.2). So despite asometimes purely
academic appearance, the issues that concern us here are firmly located in the everyday.
They are "about" what it is possible for us to think, know and do, and therefore about the
decisions we take to enact these events. Indeed, remembering that deciding, rendering our
thought thinkable through questioning the givenness of what is given to us, is one of our
principle tasks. A matter, in Foucault's ( 1982a) words, of "showing that things are not as
obvious as we might believe, doing it in such away that what we accept as going without
saying no longer goes without saying" (p.34). Our questions are to the self-evidence of
things and therefore have to do with much that seems utterly mundane. As nurses we ask,
for instance, what are things like for us today? In what kinds of situations do we find
ourselves? What do we know about the constraints that limit us, the possibilities that
present themselves? (May, 1993) Yet though mundane, these questions address that
which is central in deciding the character of our lives and as well, anticipate the more
recondite question of who are we, exactly? And why? And is this awise thing? For
Foucault, being willing to take up such questions is ultimately, being willing to think. We
make, as far as we are able, our thought visible. As he suggests, because thought is
something which often hides itself, we have to stop treating it lightly, as though its
character and movement were something quite obvious to us (Foucault, 1982a, p.33). So
though we cannot hope for full or final answers in this process of inquiry, our questioning
does constitute anecessary and critical engagement with our present and our practice. As
May ( 1993) writes,
how we understand what we have come to accept about the world and ourselves,
the context in which we place our various knowledges of things, determines not
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only the theoretical underpinnings of our epistemology but also the political and
ethical commitments of our practices. (p.2)
Deleuze ( 1994), in interpreting the writings of Foucault, makes asimilar point. He
writes that, for Foucault, knowledge, power, and the self (the epistemological, the
political, the ethical) frame the problematization of our thought, athinking through of
what makes us and what moves us that constitutes aspace where certain questions may
arise (Deleuze, p.334). Such problematizations permit athinking through of that which is
given to us and which comes to constitute who we are, what we do and the world in
which we live (Foucault, 1985). Yet the point of such analysis is not to free ourselves of
that which inhabits us, forms us and quickens our projects. Such freedom is probably not
even possible. Rather, the most we may achieve are relatively fragile and unstable
footholds for comprehending the power aparticular way of thinking may hold for us. Yet
it may be precisely the creation of such footholds that is necessary to even begin to be
able to make choices about ourselves, to consider what we have been constituted to be,
the effects of this and perhaps most importantly, to ask ourselves whatwe might become.
So our "freedom" may consist merely in realizing that how we "are" arises historically,
contingently, and therefore, that we could have been otherwise. We thus are opened into
acertain modest space of freedom that, in Foucault's idiom, is "apurely negative, always
historical capacity for being-otherwise" (Caputo, 2000, p.32), aspace of freedom that
makes thinking both possible and necessary.
In these term, considering these events from aphilosophical perspective can be
thought of as anecessary and everyday task, part of how we decide what to do to live
well, to conduct ourselves with thoughtfulness. Such concerns are clearly neither luxuries
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nor afterthoughts, to be added on or attended to only when we have taken care of all
pressing practical matters. Rather, these questions inform, even constitute, what we
eventually come to count as apressing practical matter. Accordingly, Iwould argue with
the philosopher Derrida ( 1984) that we deceive ourselves when we believe that we are
ever studying something that is not philosophy. All of our discourses, disciplines,
sciences contain and rely on some blend of philosophical subtextual premises to maintain
and protect their coherence. Constituting and constituted by diverse constellations of
beliefs and assumptions, these often unacknowledged premises underwrite our existence;
they define our attitude and approach to thinking our position in the world. So rather than
classifying philosophical questions as aspecies of question quite distinct from those
understood to be, for example, scientific questions (e.g., Kikuchi, 1992 note 1),
inhabiting aphilosophically conscious stance in all our question-asking projects means
continually revisiting and revising our understanding of the meanings and effects of our
positions and activities in the world. Having some awareness of often unexamined
philosophical premises can only add substance and depth to our discussion of any nursing
question. This is, admittedly, arather broad view of the place of philosophical thought in
nursing, but Iam convinced that all nursing questions and projects should be subject to
sustained critique with respect to their explicit and implicit philosophical commitments,
particularly those that seem to repudiate philosophy altogether. This requires an
understanding of philosophy as apractice rather than abody of knowledge, away of life
rather than acollection of skills (McWhorter, 1999). As individual nurses and as a
discipline engaged in the conduct of nursing, it seems plain that our practices can only be
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bettered by ongoing critical assessment of what constructs and sustains our current
commitments.
Attending to the philosophical then, is away to consciously scrutinize what too
often lies neglected beneath the self-evident truths of our discipline. Philosophical
curiosity moves us to ask what gives us our givens? What constitutes our tendencies to
perceive and act in the world in the ways that we do? What is it we are doing when we
engage in practices of nursing? As Derrida ( 1984) contends, the only necessary
justification for proceeding in an explicitly philosophical manner is that it solicits just
these kinds of questions, and in doing so, serves "to enable people to become ' conscious',
to become aware of exactly what they are saying, what kind of discourse they are
engaged in when they do mathematics, physics, political economy and so on" (Derrida,
p. 114). Or, in our case, when we "do" nursing. The value of such work then, lies in
attempting, however imperfectly and incompletely, to make visible and explicit the
structures of meaning which constitute nursing and its practices. Engaging the
philosophical is agesture towards becoming accountable for the subtextual premises of
our disciplinary discourses.
'Lightening the weight of causality'
In this endeavor Iam influenced by the work and ethos of Michel Foucault. I
think what Foucault offers is away to attend to the complexity of events, to the multiple
processes that constitute them and to the conditions that govern how we are able to think
and act in relation to events in the terms of our present situations. Foucault's ( 1991b)
work persuades us to take seriously the multiplicity of things, to avoid too hasty,
insufficient and unsatisfying assessments of cause and effect. To read these events in all
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their relations then, is to lighten the "weight of causality" (Foucault, p.77), and to recover
and redress the complexity of our practices. We become mindful of multiplicity, and
ultimately, of the contingency of things. Foucault's work, particularly his contributions to
altered understandings of power, knowledge and subjectivity, allows us, in asense, to
begin to untangle the lines and currents of meanings and relations that came to constitute
the events that occurred at the Winnipeg Health Sciences Centre in 1994. Though
Foucault's contributions will be discussed in greater depth in subsequent chapters, below
Ibriefly introduce analyses that have influenced my understanding and shaped my
intentions.
McWhorter ( 1999), aphilosopher and Foucault scholar writes that, in Foucault's
analytic, "there are many ways in which our socially and historically produced identities
endanger us, make us vulnerable, and close us off from possibilities" (p.xix). It is my
contention that if this is the case, that is, if our specific identities, our subjectivities, can
expose us, limit us, place us and perhaps others at risk, it seems that the least we ought to
do is to try to grasp what it is we are subject to, how we have become subject and how we
have become subjects of acertain sort. And atask that follows from this, the need to
discern the effects of subjectivities thus constituted. This, in afundamental sense, forms
one of the central concerns of this thesis. That is, though we are contending with a
specific situation, we are also attempting to engage with, to disentangle at least alittle,
the problem of the how we, as nurses but not only as nurses, are constituted and
constitute ourselves as subjects of acertain sort, disposed to specific capacities for
thought and action. We are concerned here with what structures and conditions these
possibilities for nurses, anecessary task because, as McWhorter ( 1999) further observes,
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"(our) freedom, (our) capacity to act and effect, is intimately bound up with (our)
subjection in myriad ways" (p.97).
It is aFoucaultian thesis, that "we should try to grasp subjection in its material
instances as aconstitution of subjects" (Foucault, 1980a, p.97). The subject of whom we
are speaking here is not the sovereign subject of the Enlightenment, autonomous and
rational, set over and above the world, but rather the more uncertain, less transparent
subject who emerges as an effect of particular practices of power and knowledge. As Hall
(1996) observes, this "subject is produced 'as an effect' through and within discourse,
within discursive formations, and has no existence, and certainly no transcendental
continuity or identity from one subject position to another" (p.10). This historicizing of
the subject locates the conditions of our subjectivity, our capacities for understanding and
action, in the mechanisms through which we come to be constituted as subjects, and in
the practices through which we are able to recognize ourselves and others as subjects of a
certain sort. That is to say, it is through discourse that we become subjects who "have"
certain capacities including the capacities, under certain conditions, to know and to act. In
this view, to know and act is to engage, and be engaged by, apower/knowledge regime
that structures and give sense to our actions (McCarthy, 1994). To know ourselves as
particular kinds of persons then, is to enter into discursive practices that enable and
constrain the kinds of things we are able to think, to do and say. At the same time, to
enter into discourse is to find ourselves already there, implicated, enmeshed in a
discursive field. In Foucault's ( 1991a) work, we find ourselves always already caught:
"There are not on the one hand inert discourses... and on the other, an all-powerful
subject which manipulates them, overturns them, renews them; discoursing subjects form
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part of the discursive field" (
p.58). As nurses we are constituted in and by aworld, a
world that we simultaneously produce and reproduce through our presence and actions
within it. We thus find ourselves constituted in and by an irreducible and inescapable
circularity.
This perspective presents achallenge to common conceptions of the subject and,
because it generally thought to be subjects who know, to our understandings of
knowledge, Subjects, we have become accustomed to thinking, are characterized by a
certain interiority, abounded capacity to think and feel, to experience and interpret, to
know, and know about, the world. Yet in Foucault's idiom, it is precisely this
presumption of interiority, its particular and situated forms and expression, that is subject
to radical questioning (Deleuze, 1994), As Rose ( 1996a) describes it, interiority is "less a
psychological system than adiscontinuous surface, amultiplicity of spaces, cavities,
relations, divisions established through akind of in-folding of exteriority" (p.300). Our
inside then, our sense of ourselves as particular persons, is itself fabricated, folds and
foldings of an outside constituted through amultiplicity of practices, habits of thought,
routines of emotions, repertoires of conduct that form not asphere of interiority but what
Rose calls "an array of routines of being human" (p.300). Similarly in Deleuze's ( 1994)
reading of Foucault, we find that "the outside is not afixed limit but amoving matter
animated by peristaltic movement, folds and foldings that together make up an inside;
they are not something other than the outside, but precisely the inside of the outside"
(p.317). The subject, the knower, emerges here as afold of the outside, and there is no
inside that is not also already an operation of the outside.
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When the borders between inside and outside are conceived of as porous and
shifting in this way, subjectivity, our capacity to think, know and do as particular persons,
is pervaded by epistemological concerns. Because our identities are neither fixed nor
whatever we declare them to be, and because we are not transparent to ourselves, we find
that we must submit our sense of who we are and what we do to sustained critique. We
need to ask, on acontinuing basis because our answers are never complete nor
conclusive, who are we, exactly, and is this agood thing? What is here, now, shaping our
possibilities for understanding and action? Fabricated as we are in networks of power and
knowledge (McWhorter, 1999), our questions define for us an epistemological space, an
inhabited space in which our capacity to know is part of t
he practices through which we
are constituted. This idea of epistemological space, the space that constitutes our
situations, is described by McWhorter as "aspace structured by (relations of) truth and
falsity, aspace wherein very often what is most important is... who has control over who
knows and what is known" (p.41).
Truth in aFoucaultian frame however, must be understood as something other
than correspondence to reality. In Foucault's ( 1980b) words, "truth is athing of this
world; it is produced only by virtue of multiple forms of constraint" (p.131). True
discourses, without being necessarily true or false in themselves, achieve the effects of
truth through anecessary allegiance to power. That is, it is through its relation to power
that atrue discourse functions constitutively to produce reality, to legitimize the identities
of social actors and particular courses of action (Foucault, 1980b). True discourses
articulate codes of knowledge, reasons and rules that produce adistinction between truth
and falsity, and in doing so, in Foucault's ( 1980b) words, sanction and enforce a
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"general politics' of truth: that is, the types of discourses which (asociety) accepts and
makes function as true"

(p.13

1). In such acontext, who knows, what is to be known and

how it is to be known must be regarded as so many effects of power/knowledge
(Foucault, 1977). Knowing then, particularly knowing authoritatively, does not simply
mean one is knowledgeable or possesses certain knowledge but rather that one "knows"
in the context of certain rules about what it means to know (Jones, 1996). And
understanding the rules defining what it means to know is acollective competence

--

we

draw upon theories, practices, ideas and philosophies in which we are all immersed
(Dean, 1999).
These reflections on the troubling of subjectivity, on the conditions of our
capacities to know and do, on the character of the space we inhabit, constitute the core of
this analysis, and will, Ibelieve, help us to understand how it was that nurses at the
Winnipeg Health Sciences Centre were unable to have their concerns about the
questionable practice of asurgeon taken seriously.
Thesis overview
This thesis is constructed in two parts. The first is comprised of three chapters
setting out the materials of analysis. This introductory chapter has presented the central
themes and events to be examined in subsequent chapters. Chapter 2is adetailed
description of the events that occurred at the Winnipeg Health Sciences Centre in 1994. It
is not intended to be an exhaustive account, but rather is intended to provide a (common)
ground for the ensuing analysis. Chapter 3is an interpretation of those aspects of
Foucault's work, and that of his interlocutors, Iconsider relevant to this analysis.
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The second part of this thesis is concerned with developing a "grid of
intelligibility" (Foucault, 1981, p.77) through which to understand these events. This
involves, first, an analysis of these events according to the discourses and relations of
knowledge, power and subjectivity that constituted them. This chapter (4) is centrally
concerned with discourses and practices related to credibility. Chapter 5follows with an
analysis of relations among gendered, gendering discourses and those that work to
establish credibility. These two chapters constitute both an analysis of aspecific case and
amore general engagement with nursing practice. In the final chapter, Iam concerned
with articulating the effects of such analyses for our understandings of nursing and its
practices.
Coda, or something to be going on with
The American philosopher Ladelle McWhorter ( 1999) offers these words
ironically, ruefully: "Truth, Ithought, would empower me to act" (p.35). Her gesture here
is to our entanglement, her hesitation regarding the truth (Truth), even of her own
utterance, located in that somewhat faltering, almost parenthetical, "Ithought." And in
that gesture Irecognize, instantly, akindred spirit. Though McWhorter and Iare taken up
with quite different tasks we meet in the breach, the opening created when truth is
recognized as something quite tenuous, athing of this world rather than the essential
ground of knowledge. We meet, that is, through our attempts to acknowledge, to stay
with and articulate, the limits of our situations. McWhorter's doubt, her Foucault-inspired
pause, paradoxically sets us in motion, troubling cherished, well defended philosophical
assumptions, particularly those concerned with truth and the nature of its associations
with knowledge, ethics and action (p.xiii). And so Ioffer McWhorter's brief but
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evocative phrase to stand for the ethos of this project because it so succinctly
communicates acentral and necessary question for all of us: If it is not truth, or at least
not truth as commonly understood, that empowers us to act, then what? The shadow of
doubt here changes everything.
Yet McWhorter's ( 1999) skepticism is not at all apessimistic, unhappy thing. She
is neither bogged down nor done in by the impossibilities of our situation. That is, she
does not seem at all incapacitated by the impossibility of establishing the truth as abasis
for being and doing, as the ground of understanding and action. Instead, she manifests a
surprising optimism, awillingness to stay with the difference and difficulty of proceeding
without certain ground. This represents, in Caputo's (1987) distinctive idiom, anecessary
"facing up' to the limits of our situation, to the illusions of which we are capable, to the
original difficulty of our lives" (p.97). This original difficulty, however diversely
expressed, centres precisely on questions of how to proceed without "celestial,
transcendental justifications" (Caputo, p.273). But instead of becoming lost in the
weighty, infinitely important yet somehow insubstantial Kantian questions of 'how can
we know?' ' what should we do?' or 'how shall we live?', we are brought to earth,
situated in time and place by Foucault's somehow more grounding concerns. As
Bernauer ( 1992) observes, Foucault asks,
Not, 'What can Iknow?' but, rather, 'How have my questions been produced?
How has the path of my knowing been determined?' Not 'What ought Ito do?'
but rather, 'Row have Ibeen situated to experience the real?'... Not 'What may I
hope for? but rather, 'What are the struggles in which Iam engaged? How have
the parameters for my aspirations been defined?

(
p.270)

21

These, it seems to me, are the questions of our lives and for each of us who
attempt this facing up, they may be responded to differently. Yet though the original
difficulty of our lives may be differently described, there is some aspect essential to it
that invokes adesire "to avoid the illusion that our institutions and practices, that our
reason and our faith, that we ourselves have dropped from the sky" (Caputo, 1987,
pZ73). And if we have not dropped from the sky fully formed and capacitated, how are
we to think about who we are and how we are in the world? Who knows when we know?
Who acts when we act? How do we secure identities stable enough to move about in our
present situations?
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II. Canaries in acoal mine4?Nurses at the Winnipeg Health Sciences Centre, 1994-1995
The events described in this chapter have extraordinary impact, and though Ihave
tried to present them fairly, and as filly as possible for this context, Iexpect that the ways
that Ifind them disturbing becomes apparent at times, shading my efforts to be nonjudgemental. Iwill admit then, in advance, to finding what occurred in the pediatric
cardiac surgery program at the Winnipeg Health Sciences Centre in 1994 to be deeply
troubling on many levels. For truly, what happened, even without concern for the why of
it, was terrible. Some of the actual events seem shocking, perhaps because of the ways
that even the unembellished realities of "normal" surgical procedures, especially those
involving tiny infants or children, can themselves seem utterly bloody and brutal. Perhaps
even more so to outsiders to the practices of the health care. This means that, even on this
most surface level, we must acknowledge, in any account, the effects of perspective. This
also means that we must keep open the possibility, for example, that what seems like
incompetence or callousness to some, might be considered customary practice or an
unexceptional attitude to others. This is not to say, simply or naively, that "everything is
relative." Rather merely that reading life and its performance off the surface is rarely
worthwhile. That said, it does seem, based on the sources drawn on to develop this
account, that there is significant agreement among participants in events as to what
actually occurred. The why and how, however, are understandably much more
contentious.

Sally Armstrong (2001) writes, "Nurses are like canaries in the hospital coal mine; they're the first to
know that something is wrong" (p.88).

"
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This chapter is essentially asummary of other accounts of the events that
occurred in the pediatric cardiac surgery program at the Winnipeg Health Sciences Centre
in l994. My purpose in constructing this account is to provide sufficient information to
create acommon experience and context for the discussion that follows in subsequent
chapters. Ihave, of course, made choices in writing this chapter, choices that reflect my
central interest in trying to understand more fully what happened for nurses. Ihave not
therefore, attempted to formulate an exhaustive account but rather have limited myself to
presenting areasonably complete description of events. In doing this, Ihave been guided
primarily by what Iperceived to be acertain redundancy across my sources of
information.
My primary source material is Judge Murray Sinclair's (2000) report6 of the
proceedings of an inquest into the deaths of twelve children. The Sinclair report,
described in more detail below, contains both Sinclair's analysis of these events and
excerpts from the inquest testimony transcripts7.Because it was not feasible for me to
access the original transcripts, for reasons of cost and accessibility, nor to interview
participants in these events, Irelied on Judge Sinclair's assessments concerning what
were significant events. This source of information was augmented by my examination of

See appendix A for alist of key participants in events.
report, Sinclair (2000) The report of the Manitoba Pediatric Surgery Inquest: An inquiry into twelve
deaths at the Winnipeg Health Sciences Centre in 1994, is available at: www.pediatriccardiacinquest.mb.ca
For interested readers, asubsequent report evaluating Sinclair's recommendations, Report of the Review
and Implementation Committee for the report of the Manitoba Pediatric Cardiac Surgery Inquest, released
in May, 2001 is also available online at: www.gov.mb.ca/health/cardiac.html
7With respect to referencing the Sinclair report throughout this thesis: Quotations followed by (Sinclair,
2000) refer to Sinclair's own words, while quotations followed by (cited in Sinclair, 2000) indicate excerpts
included in the Sinclair report from the transcript evidence. As well, to make this distinction apparent,
indications that aparticular quote is from the inquest transcripts are embedded in the text, i.e. Nurse
Youngson testified that....
6 This
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the newspaper and television coverage of the inquest itself. Inoted asignificant overlap
in what was highlighted in the media coverage of the inquest and what was included in
the Sinclair report published several years later. In reviewing newspaper coverage, radio
and television reports of the inquest proceedings, Ifound that news stories about the
inquest written while it was taking place, describe, out of an abundance of possibilities,
the same significant events and themes that Sinclair later highlighted in his final report
published more than two years after the hearings were concluded. This symmetry of
storyline goes even so far as the utilization of identical witness quotes to support similar
points, suggesting that certain lines of evidence may have been more compelling than
others, certain witnesses more convincing. These lines of evidence and witnesses seemed
to have captured atruth for both Sinclair and those who attended and wrote about the
hearings, aconvergence of perspectives perhaps related to the ways that both Sinclair and
media persons could be said to be "outsiders" in health care, simultaneously typifying
and representing the public's interests.
Yet at the same time, both Sinclair and those who reported professionally on the
inquest proceedings, and us now by extension, were offered aparticular perspective on
events through the testimony of expert witnesses. Mainly surgeons, physicians or
anaesthetists external to the Winnipeg Health Sciences Centre, these experts interpreted

Ireviewed the following newspaper sources: The Winnipeg Free Press covered the inquest proceedings
almost daily, with wire service to other newspapers across the country. Other newspapers, such as the
Toronto Star or the Globe and Mail published occasional special reports. Ialso examined transcripts of the
CBC televised news coverage, and reviewed ahalf hour documentary produced by the Fifth Estate focusing
on the experiences of the involved nurses. This program was produced after the conclusion of inquest
proceedings but almost two years prior to the release of the Sinclair report. Ialso reviewed the flurry of
news coverage and opinion pieces published after the release of the Sinclair report. Finally, Ialso examined
the editorials and descriptive reports published in Canadian nursing and medical journals both during the
inquest proceeding and after Sinclair's report was released.
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the testimony of other witnesses and the evidence of hospital records for Judge Sinclair.
This perhaps, to acertain extent at least, addressed the problem of lack of insider
expertise on the part of the "outsiders" to the system. The larger point, however, is that
what follows from here must be understood as already marked by multiple levels of
interpretation. Other interpretations, with differing emphases, are most certainly possible.
As well, it may be important to bear in mind that it was through this inquest and the
media coverage it generated that these events became "known." This inquest was an
investigative process, aresponse to ademand for answers from parents especially, that
assumed, to acertain extent, that something, somewhere had gone terribly wrong.
An overview of events
On November 28, 2000, Associate Chief Judge Murray Sinclair of the Provincial
Court of Manitoba released his long awaited report of the inquest into the deaths of
twelve children at the Winnipeg Health Sciences Centre (HSC) in 1994. Over aperiod of
almost three years, hearings involving the testimony of more than 80 witnesses
nurses, physicians, hospital administrators, and outside experts

--

--

parents,

generated more than

50,000 pages of transcript evidence. Hundreds of other documents, constituting an
additional 10,000 pages, were also entered into evidence. Judge Sinclair's mammoth task
was to analyze and synthesize this mountain of data to produce an account of how, and if
possible why, twelve children died while undergoing, or shortly after having undergone,
cardiac surgery at the Winnipeg HSC during a10 month period in 1994. The Sinclair
report is ameticulously constructed account of the events of this period, offering through
its more than 500 pages detailed descriptions of who, what, when and how these children
came to die. The why however, remains more elusive. As Sinclair (2000) himself
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observes, to the extent that there are reasons for what occurred, they have been set down
but these are necessarily incomplete: "to acertain extent there remains the question of
why. To that there are no easy answers"

(
p.501).

To begin, during the 10 month period in question, 78 surgical procedures were
undertaken by asurgical team led by Dr. Jonah Odim. An analysis of mortality statistics
for the pediatric cardiac surgery program for this time period showed an overall mortality
rate of 15%; among the 34 highest risk patients, the mortality rate climbed to 29%.
Outside experts 9from the Toronto Sick Children's Hospital retained to review the
program in January 1995 considered this latter mortality rate to be "clearly excessive"
and cited arate among similar patients at the Sick Children's Hospital of 11% (Sibbald,
1998,

p.

1285). In addition to an unacceptably high mortality rate, there were also

concerns with morbidity that included accounts of "near misses" in surgery, as well as
children who survived but who suffered serious complications influencing either length
and course of recovery and/or long term quality of life. Though no procedures were
undertaken by this team following the death of achild'on December 21, 1994, the
submission of the external reviewers' report to the department heads responsible for the
pediatric cardiac surgery program led to aformal suspension of the program in February
1995, and indirectly, to the convening of the Pediatric Cardiac Surgery Inquest later that
year.
A press release announcing the suspension of the pediatric cardiac surgery
program was issued by hospital administrators within aweek of receiving the external

9Dr.

Bill Williams, head of cardiovascular surgery and Dr. Larry Roy, acardiac anaesthetist, both from the
Toronto Sick Children's Hospital were contracted to conduct the review. This report is sometimes referred
to as the Williams and Roy report or alternatively as the Toronto report.
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reviewers' report. It was an unfortunate, and by some accounts avery distressing
occurrence, that this general public announcement was the first indication for parents that
there might be questions concerning the deaths of their children. Concerned and shaken
families demanded apublic inquiry and in March 1995, the Minister of Justice partially
complied with their request by directing the Chief Medical Examiner for the Province of
Manitoba to convene an inquest to investigate all of the 1994 deaths. The external
reviewers' report that precipitated this event was not, however, released to the parents or
the public until March 1996, fueling the fears of some parents that afull and fair inquiry
into the deaths of their children would not occur (Paul, 1995, February 21). The decision
to appoint Associate Judge Murray Sinclair to conduct the inquest, recognized in
Manitoba for the thoroughness and fairness of his inquiry into aboriginal justice issues,
went some way to allay the fears of parents (Paul, 1995, September 1).
The Sinclair inquest probed both the specific events and general circumstances
surrounding the deaths of these twelve children. Though Sinclair (2000) identified, and
gave significant weight to contributing systemic and individual factors, his ultimate
conclusion was that only one death of the twelve was acceptably explained 10 .Though not
permitted to make afinding of specific culpability", Sinclair (2000) made the following
determination: five deaths involved some form of mismanagement, surgical error or
misadventure; the surgical procedures required by three of the children were likely

'
°Aric Baumann's death on August 21, 1994 at age 8months, 14 days was found to have been due to a
preexisting, undetected, fatal congenital condition.
In the province of Manitoba, presiding judges are not permitted to make findings of culpability. Their
primary role in an inquest is to determine the facts surrounding adeath, and if possible, whether the death
was preventable. Additionally, an inquest is mandated to make recommendations to institutions or
government to prevent repeat occurrences (Sinclair, 2000, p.6).
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beyond the skills of the surgeon and the team and ought not have been attempted; the
deaths of three of the children, by virtue of incomplete records, including postmortem
records, "are still surrounded by more questions than answers" (p.501). In all, it was
Sinclair's considered judgement that, during 1994, the Winnipeg Health Sciences Centre
"did not provide the standard of health care that it was mandated to provide and which
parents believed, and had aright to expect, that their children would receive" (p.z165).
This is adiscouraging summation for all those involved with health care institutions,
providers and recipients alike. But for providers of health care, Sinclair's judgement
represents astark and disturbing bottom line

--

in the end, there was aprofound failure to

protect patients from harm.
Background to pediatric cardiac surgery at the HSC
Although pediatric cardiac surgery had been performed in Winnipeg since the
1960s, the current form of the Pediatric Cardiac Surgery program had its start with the
recruitment in 1982 of Dr. George Collins. Collins, apediatric cardiologist, was given a
mandate to develop what became known as the Variety Children's Heart Clinic (VCHC).
He also served as the program's medical director. A shaky start characterized by poor
"results" led to the dismissal of the surgeon, Alberto de la Roche, and the temporary
suspension of the program in 1983. The program gradually restarted with an interim
replacement surgeon in the spring of 1984, and in 1985, anew head of surgery, Dr. Kim
Duncan, was recruited. Duncan held the post of director of surgery at the VCHC until
1993. During this time the VCHC had, in addition to the surgeon, the following
permanent positions: three pediatric cardiologists plus the program director, George
Collins, four cardiovascular technologists and three nurse-clinicians. However ongoing
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funding cuts beginning in 1990 made it difficult to keep these positions filled. By
November of 1993, Duncan, Collins and two of the cardiologists had left the program,
leaving Neils Giddins as the lone cardiologist and acting head of the VCHC. Dr. Jonah
Odim took up his first staff appointment in February 1994 in aprogram Sinclair (2000)
describes as decimated by physician and surgeon departures.
In describing the history of the pediatric cardiac surgery program in Winnipeg,
Sinclair (2000) creates acontext for the events of 1994, acontext that clearly involved
significant systemic issues as well as individual deficiencies. A number of problems that
Dr. Odim faced were longstanding, preexisting his arrival and in some cases, lingering
unresolved over decades. Continuing issues included jurisdictional struggles within the
HSC, concerns with inadequate equipment and operating room space and disagreements
about the organization of the anaesthesia and intensive care services. As well, all those
involved with the program from its beginnings described alack of institutional and
governmental support, particularly in terms of the provision of concrete resources.
Finally, there were ongoing questions, persisting from the 1980s, as to whether
the province of Manitoba offered asufficient population base to enable asurgeon and
surgical team to sustain expertise 12 (Paul, 1995, February 22). As Sibbald ( 1998)
observes, when considering the events of 1994 it is important to bear in mind that "the
hospital had suspended the same program in 1983 for virtually the same reasons it was
halted in 1995

--

high mortality rates, low morale and communication problems"

(p. 1286). More than this however, is the report that even under Duncan, Odim's more

According to Sibbald ( 1998), the average population base for each of Canada's 11 pediatric cardiac
surgery programs is 2.6 million people; Manitoba has 1.1 million residents (p.1286).
12
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popular predecessor, the program had intermittently experienced poor surgical results and
high rates of mortality (Henton, 1997, September 18). This serves as areminder that
pediatric cardiac surgery is among the most complex of surgeries with considerable
potential, because of the degree of difficulty, for error. As the editors of the Canadian
Medical Association Journal (2001) write, "the simplest of surgeries on aheart the size of
aplum involves thousands of integrated and sequenced actions, each of which can be
improperly carried out or ill-timed" (p.1461). It is probably important to recognize that
success in this surgical specialty requires exceptional rather than merely average skills.
Organizational context
In 1993 and 1994 the Winnipeg Health Sciences Centre was involved in amajor
organizational review and reorganization (McLaughlin, 1994, July 20; Samyn, 1994, July
20; Sinclair, 2000). This undertaking included the staged implementation of substantial
changes in the organizational structure beginning June 1, 1994. Traditional lines of
authority and conventional portfolio responsibilities, such as nursing or medicine, were
dismantled and replaced with "patient improvement teams" (Sinclair, p.78). The new
structure was intended to achieve greater accountability and efficiencies by clustering
departments and patient services divisions into program teams under asingle line of
authority, an approach that, ironically, seems to have contributed to confusion concerning
who was ultimately accountable for the operations and results of the pediatric cardiac
surgery program. As Sinclair (2000) observed,
No single person ever testified to this Inquest that he or she believed himself or
herself to be responsible for monitoring the results of Odim's operations. Giddins
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said it was not his job to do so, Unruh said it was not his responsibility, Wiseman
said it was not his, and Blanchard said he thought Giddins was doing it (p.268)
The hospital reorganization also included asignificant cost cutting component, with
savings of $ 10 million expected to be realized primarily through "efficiencies" in staff
and service delivery areas. These efficiencies involved both "work restructuring" and lay
offs (McLaughlin, 1994, July 20; Samyn, 1994, July 20). Needless to say, personnel at all
levels were considerably preoccupied with either the implementation and/or
repercussions of these activities.
Nursing, in particular, was affected by the structural changes. Not only did
nursing as adistinct portfolio disappear, but nurses as agroup lost status and visibility.
As Sinclair (2000) observed, "the restructuring eliminated the word ' nursing' from the
hospital's formal organization and vocabulary" (p.91). Head nurses became unit
managers, directors of nursing were renamed directors of patient services, and while there
was asenior vice-president of nursing prior to June 1, 1994, after this date different
patient services divisions reported to different vice-presidents. Under this new structure
there was no requirement that the persons occupying these positions be nurses.
Effects were also felt among staff nurses as aresult of the imperative to achieve
economic efficiencies (McLaughlin, 1994, July 20). Nurses at the Winnipeg HSC found
their workloads intensifying, while their ability to deliver what they believed to be quality
patient care was compromised. There were however, arange of perspectives on the
effects of the cutbacks. Winnipeg HSC president Rod Thorfmnson, for example, in an
interview with Manitoba Business ("Under the gun," 1996), described this time in the
hospital's history as being difficult because staff were unable to deliver the "kinds of
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tender, loving care" that people were used to (p.7). He maintained that "patient care
hasn't been compromised because hospitals have reorganized internally to become more
efficient. There is aworry, however, that cold efficiency is sacrificing warm care" (p.7).
This perspective contrasts with the comments of nurses made in the midst of the
reorganization. In anewspaper article on the effects that the cutbacks and restructuring
were having on nurses' workload, one nurse commented, "I'm lucky if Iremember
names," while another added, "Ifeel right now most of the time Idon't think I'd like to
be apatient in this hospital"(McLaughlin, 1994, July 20). For these nurses at least,
something more than "tender loving care," was being sacrificed.
Restart of pediatric cardiac surgery, January 1, 1994

-

May 17, 1994

Sinclair (2000) identified three central issues 13 proceeding from the restart of the
pediatric cardiac surgery program with anew surgeon, Dr. Jonah Odim, in 1994. These
included alack of attention to developing asense of teamwork among the individuals and
departments who would be involved in the care of the children. Second, there was a
failure to ensure that both Jonah Odim and the other members of the surgical team were
fully oriented to each others' methods and to the equipment, space and procedures they
would be using. And finally, there was afailure to establish and adhere to guidelines for
the selection of cases appropriate to the team's experience and skills.
Based on testimony given at the inquest, nurses from the Operating Room (OR),
the Neonatal Intensive Care Unit (NICU) and the Pediatric Intensive Care Unit (PICU)
all attempted to initiate some sort of orientation procedure with Dr. Odim. None were

In addition to those explored here, Sinclair also raised questions concerning the recruitment process and
the failure of those responsible to fully appraise Jonah Odim's skills and references.

33

particularly successful the NICU and PICU nurses were given ajournal article in
-

response to their questions, and the OR nurses, aset of preference cards belonging to
another surgeon. As senior NICIJ nurse Deb Armitage testified, the specific practices of a
surgeon, his preferences and approaches to surgery and post-operative care, were
necessary knowledge for them because of the ways his practices would affect their
practice. Yet as Sinclair (2000) observed, based on Odim's testimony, "Odim never did
appreciate the lack of utility of the material he provided to the ICU staff' (p.133). In fact,
as Armitage commented, the information in the article was "information that we already
had with our previous experience, so it certainly didn't tell us what Dr. Odim's approach
would be" (cited in Sinclair, 2000,

P.

133). And as it turned out, Odim's approaches to

surgery significantly affected these nurses' practices

--

his patients were more unstable

post-operatively than the ICU nurses expected, and they required care and procedures for
which the nurses were sometimes unprepared.
Similarly for the OR nurses, the set of preferences cards delivered by Odim were
minimally useful (Sinclair, 2000, p.133). As the senior pediatric OR nurse Carol
Youngson explained, preference cards, which act as the record of asurgeon's preferences
for specific procedures, are most appropriately developed over time, with the available
resources in mind, by the involved nurses and the surgeon. As it was, the OR nurses
employed, and modified as they went along, the cards that they had developed for the
previous surgeon.
Carol Youngson also attempted to arrange for adry run with the OR team prior to
the first procedure (Sinclair, 2000, p.134). Odim however, did not think this was
necessary though his reported lack of proficiency with the OR setup and equipment
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during the first procedures suggests that apractice run may indeed have been useful.
Difficulties that arose in this regard were predictable, and in fact, were anticipated by
Youngson, yet Youngson also testified at the inquest that she did not believe it was her
place to insist on Odim's participation in such apreparatory practice session. This kind of
interaction, often indirect and ineffectual, quickly became typical of the communications
between Odim and anumber of the nurses (Sinclair, 2000, p.140). The failure to
adequately prepare for the first procedures had an added unfortunate effect of
undermining the nurses' confidence in the new surgeon. Nurses in the OR were
unprepared for Odim's approach, and unsettled by his apparent unfamiliarity with the OR
setup. As Youngson testified, "Ifelt kind of odd, Ithink it was the first time in my
experience that Iever told acardiac surgeon what to do" (cited in Sinclair, p.138).
As well as being disconcerted with Odim's unfamiliarity with the OR setup,
experienced nurses such as Youngson also observed what appeared to them to be serious
deficiencies in Odim's surgical skills. Odim appeared to lack proficiency with the most
fundamental cardiac surgery skills such as cannulation, the act of inserting cannulas into
blood vessels that is anormal part of preparing for cardiopulmonary bypass. As Sinclair
(2000) observed, difficulty with cannulation was aserious issue because poor cannulation
technique caused increased blood loss, and blood loss related problems were contributing
factors in the deaths of several of the children whose cases were investigated during the
inquest (p.139). In contrast to the nurses' testimony however, Odim's assistant surgeon,
BJ Hancock, testified she observed no difficulties with either Odim's familiarity with the
OR environment or his skills. Similarly Nathan Wiseman, head of pediatric surgery, who
assisted Odim at one procedure said "that he found it [Odim's technique] to be smooth
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and reminiscent of the work of Dr. Aldo Castaneda, the Boston surgeon with whom both
Odim and Wiseman had once trained" (Sinclair,

p.207). Nevertheless, over the next year,

nurses who worked with Odim, eventually joined by the anaesthesia staff, repeatedly
raised questions regarding Odim's surgical skills.
This situation became even more profoundly disturbing for nurses as the surgeon
and team began to take on increasingly complex cases. Sinclair (2000) identified at least
two concerns with case selection. First, there seems to have been little discussion, except
between Odim and Neils Giddins, acting head of pediatric cardiology, as to which cases
would be attempted in Winnipeg and which referred to alarger centre. Intensive care
physicians and nurses, anaesthetists, perfiisionists and OR nurses were all excluded from
these decisions. At the same time, these members of the team assumed that there would
be agraduated approach to case selection, beginning with relatively simple procedures
and, as the team and surgeon gained experience and confidence, moving on to more
complex cases. Case complexity escalated rapidly however, with Odim attempting
moderately complex cases within amonth and within the first four months, avery
difficult first stage Norwood reconstruction that the patient did not survive. Garry
Cornell, director of cardiovascular surgery at the Children's Hospital of Eastern Ontario,
who provided Sinclair with expert interpretation in the area of pediatric cardiac surgery,
testified that the decision to undertake the Norwood procedure, given Odim's
inexperience and the previous poor surgical outcomes, was questionable: "To undertake
really one of the most difficult procedures in the book under those conditions is unwise.
The outcome is likely to be bad, and all that can do is to add the troubles for the team"
(cited in Sinclair, 2000, p.212).
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Five children died between March 15 and May 6, 1994. Though each death had its
own complicated mix of contributing factors, surgical mishap and mismanagement were
significant elements in each. These five deaths were among those about which Dr.
Christian Soder, an expert witness on matters of anaesthesia and intensive care, testified
that "the skill and dexterity of the surgeon was insufficient for the challenge of
successfully repairing infant hearts with complex malformations. Surgical factors were
the prime determinants of fatal outcome in

of the 12 deaths" (cited in Sinclair, 2000,

p.157). And Dr. Garry Cornell, who offered expert testimony on pediatric cardiac
surgical issues, testified that the second death14 on March 27, that of seven month old
Jessica Ulimaumi, was so disturbing that it should have triggered areview of the entire
program. Jessica died after undergoing surgery for the repair of aventricular septal
defect, aprocedure that rarely results in death. Her surgery was characterized by lengthy
bypass and cross-clamp times, and an incomplete initial repair that necessitated asecond
bypass run. The OR team was unable to wean Jessica from bypass following the second
repair and she was taken to the PICU on extra-corporeal membrane oxygenation
(ECMO), aform of bypass used to support patients unable to maintain adequate blood
pressure and oxygenation. Though her condition remained fragile throughout her stay in
PICU, with serious fluid balance, breathing and bleeding problems, her death three days
after surgery was due to massive blood loss that occurred when avenous cannula was

The first death was that of six month old Gary Caribou who died March 15 after undergoing surgical
repair of aventricular septal defect on March 14. Though the cause of death could not be definitively
established, Sinclair concluded that Gary was in asignificantly compromised state prior to surgery and that
the excessive length of his surgery contributed to his death. The evidence suggested that lengthy bypass and
cross-clamp times compromised the child's chance of recovery. Further, the length of surgery was directly
related to the ability and inexperience of the surgeon.
14
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inadvertently left unclamped by Drs. Odim and Hancock during an attempt to wean her
from the BCMO. Jessica bled to death in what was by all witness accounts, aconfused,
chaotic scene. Dr. Cornell testified that "when things go completely wrong, as Ithink
they did here, Ithink it really is time to stop and begin again, or, you know, reflect and
get some outside help if necessary" (cited in Sinclair, 2000, p.188). A program slowdown
however, did not occur for several more months and three more deaths, despite
increasingly troubled nurses and anaesthetists.
With the death of four year old Vinay Goyal in mid April, both nurses and
anaesthetists felt compelled to take their concerns to whomever they thought might be in
aposition of authority with respect to the program. Vinay died during his second surgery
for repair of aventricular septal defect, aprocedure necessitated by an incomplete first
repair undertaken by Odim four weeks earlier. Though there were multiple factors
involved in this child's death, it was precipitated by Odim's premature, and
unannounced, removal of the aortic cannula. This act compromised the ability of the
anaesthetist and the perfusionist to keep up with the child's blood loss, and he essentially
bled to death in the OR before the cause of his bleeding could be discovered and
resolved. Dr. Jo Swartz, the anaesthetist on this case, described the team as shocked by
Vinay's death. By this time, as Sinclair's (2000) wrote, "many members of the team were
trying to attract the attention of those in some position of authority in the hope of
instigating areview of the program" (p.203). The anaesthetists were eventually
successful in May 194, but only after they announced they were withdrawing their
services until such areview took place.
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During this time, and in fact at no point at all, did the nurses or the anaesthetists
take their concerns directly to Odim. Rather they followed what they believed to be
proper procedure. After each death or untoward surgical event, Carol Youngson spoke
informally with Karen Dixon, the OR unit manager. Dixon recalled that the nurses'
primary concern seemed to be that no one in authority seemed to be aware of, let alone
monitoring, the problems in the OR. After Vinay Goyal's death, Youngson, on Dixon's
advice, met with Isabel Boyle, the director of patient services for child health and
pediatrics. Irene Hinam, apediatric high risk anaesthesia nurse, also met with Boyle at
this time, after she was approached by several intensive care nurses who were worried
about the incidence of post-operative bleeding and other complications that their cardiac
patients experienced. Hinam heard these concerns because it was part of her job to follow
up with all post-operative patients in the PICU, NICU and on the wards Hinam, 1999).
Boyle agreed to pass on the nurses concerns to Dr. Agnes Bishop, head of pediatrics.
It was after their meeting with Boyle that Youngson and Hinam, and other nurses,
decided to keep their own notes concerning events in the OR' 5.And it is worth citing
Hinam's testimony on this point as her words were widely circulated in media accounts
of the inquest (e.g. Armstrong, 2001; Henton, 1997, September 18; Priest, 1997,
September 25). Hinam testified:
Isaid to her [Youngson] that she should start making notes. Isaid, you know,
you are the one that's right there, I'm in and out, Idon't see it, but you are right

"According to Armstrong (200 1) and Youngson ( 1999), when the lawyers representing the hospital at the
inquest found that the nurses had kept their own records of events, the nurses were told to find their own
lawyer. As Armstrong describes it, "for the purposes of the inquest, the hospital was taking the view that
nothing was wrong" (p.93). She also suggests that it was in large part due to the nurses' prudence in
keeping notes that the hospital was was not able to sustain the impression that nothing untoward had
happened.
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there. And Isaid, one of these days, one of these days this is not going to be an
aboriginal child, this is not going to be achild from up north, it is going to be an
upper middle class white family that has the ins into the medical system and is
going to know that this shouldn't have happened, and there is going to be a
lawsuit, and Ithink you should chart about it, because you are going to get called
for sure. (cited in Sinclair, 2000,

p.204.)

Though Sinclair concluded that there was no evidence that racial discrimination played a
direct role in the deaths of Gary Caribou, Jessica Ulimaumi or Vinay Goya1 16 ,it was the
case that these three children were from families among the least influential in Canadian
society, and it was also the case that, later in the year, at least two families personally
acquainted with individuals involved with the pediatric cardiac surgery program were
advised to take their children elsewhere. In Sinclair's (2000) view, it was probably true
"that the program would have been subjected to amuch more intensive review much
earlier if the parents of the children who died had enjoyed greater socio-economic status
and greater access to the workings of the hospital and the medical system" (p.426).
Though Irene Hinam's words were not always accurately cited, the issue she
raised, that of insider versus outsider knowledge, received significant and sustained
media attention. Henton ( 1997, September 18), for example, reported that Manitobans
were shocked and angered by Hinam's revelations, and media updates on the progress of
the inquest almost always repeated the detail that some parents were quietly warned away
by insiders, while other parents did not have this advantage (e.g. Priest, 1997, September

16 Gary Caribou was amember of Mathias Colomb First Nations, Jessica Ulimaumi an Inuk child from the
Northwest Territories (now Nunavut), and Vinay Goyal was the son of aSouth Asian family.
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25). This evolved into Edmonds (2000, November 28) incorrect report that "doctors and
nurses, meanwhile, sent their own children out of province for treatment." Though this
did not actually occur, it is the case that for some nurses what they knew, as insiders,
presented them with distressing dilemmas. For Joan Borton, anurse-clinician with the
VCHC, the impossibilities of her situation became afelt reality when she found herself
hedging, not actually lying, but unable to reassure parents, in the usual way, that their
child was in good hands. As she wrote,
The support of the parents was paramount to me in my position. Parents give their
child to the doctors and nurses and trust that they will give their child the best
possible care.... This trust was violated in 1994. Icame to the point where Icould
no longer look the parents in the eye and give them this confidence. (Borton,
1999, p.34-5)
The suggestion of two tiers or standards of care was disturbing for many nurses,
and anumber testified to their distress at finding themselves the possessors of insider
knowledge that they did not believe they could act on. Some nurses tried to alleviate the
strain by seeking other assignments; others, because of cutbacks and shortages, found
themselves caught, participants in procedures that they feared would cause harm. And
although Sinclair did not find any nurse specifically culpable in events, anumber of
nurses described their feelings of guilt. In aCBC television news documentary, Deb
Armitage, an NICU nurse, was asked if she felt any responsibility for what had happened
to the children. She answered yes, she felt guilty for "every single one of them" (Karp,
1998). And when asked why she felt guilty, she replied, "Because Ithink that's what
nurses do. Because the first question that any nurse will ask themselves is, could Ihave
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done something differently." In the same program Donna Feser, head nurse in the PICU
was described by the interviewer as "tormented by the notion she might have done
more." Feser comments, "Istill see the parents sitting at the bedside. I... you know, Istill
see their trusting faces, and that's hard to live with... The trust, because you feel like you
let them down." But some parents were less than sympathetic to the dilemmas of nurses.
Donna Still, mother of Alyssa, reacted to the nurses' testimony during the inquest by
stating, "Ilost my daughter because they were afraid of losing their jobs" (cited in
Henton, 1997, September 18).
Isabel Boyle, director of patient services for child health and pediatrics, seemed to
understand the difficult situation the nurses were in. As well as promising to take nursing
concerns to the head of pediatrics, she arranged for aCritical Incident Response Team to
meet with the nurses to help them deal with the emotional impact of the children's deaths.
And although these nurses were grateful for the opportunity to discuss their feelings,
some remained more concerned that underlying issues of surgical competence and
program monitoring were not addressed. As OR nurse Carol McGilton testified,

"...

I

guess it was helpful to talk about it, but Icame away from that thinking it hasn't fixed
anything, you know, nothing is

-

nothing has changed..." (cited in Sinclair, 2000,

p.206).

Rather than focusing on their emotions, the nurses wanted their specific worries about Dr.
Odim's abilities addressed. These included, as pediatric anaesthesia nurse Irene Hinam
explained, quite concrete, practical matters:
How to hook everything up and how to put everything together, clamps not being
taken off when they should, cannulas coming out, bleeding, long pump times,
long circulatory arrests. There were alot of things in the OR that were raising red
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flags. And you thought, is it just me or is everybody seeing this? (cited in Sinclair,

p.205).
In fact, it was an ongoing struggle for the nurses to have others see the validity of
their concerns, to have those in positions of authority recognize that they were not simply
having "trouble" dealing with the deaths of children but rather were legitimately
concerned with the competence of the surgeon. For example, Dr. Robert Blanchard, head
of surgery, testified that it was not until late October, 1994 that he realized that the nurses
had "serious" concerns (cited in Sinclair, 2000, p.376). Though be knew in May that the
nurses had concerns, he believed that they were largely "in the realm of compassion, of
caring, of grief, you know, that sort of thing" (cited in Sinclair, p.376). Similarly, by
December 1994, senior vice president Helen Wright had heard twice from Isabel Boyle
that the nurses had concerns with the pediatric cardiac surgery program, but she retained
the mistaken impression that these concerns were related to communication and
interpersonal relationships. Carol Youngson ( 1999) describes adisconnect between how
the nurses were treated and who they were: "was it because we were women and viewed
as over emotional, hysterical, too subjective?" Yet at the same time, "all of us were
experienced, capable nurses, accustomed to dealing with life threatening situations"
(p.11).
Through the spring of 1994 anumber of nurses and anaesthetists individually
approached Dr. Nathan Wiseman to discuss incidents involving Odim's performance.
They chose Wiseman in part because they assumed that as head of pediatric surgery, he
had some responsibility for the pediatric cardiac surgery program and for Odim, but also,
and perhaps more importantly, because they wanted to have their observations and
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concerns vetted by another surgeon. As Dr. Ann McNeill, apediatric anaesthetist
recalled, as asurgeon with some experience with cardiac surgery she trusted that
Wiseman would be able to "sort of reassure me, if you will, or perhaps agree that we
should be looking at things more closely" (cited in Sinclair, 2000,

p.207).

So McNeill and

Swartz, another anaesthetist, had several informal conversations with Wiseman in the
hope that he would choose, of his own initiative, to investigate their concerns. Several of
the nurses however, were more direct. Youngson, Hinam and Dixon, each asked
Wiseman, in Youngson's case more than once, to observe Odim in the operating room
but Wiseman declined, even going so far as to tell Youngson that be did not take orders
from nurses (Sinclair, 2000, p.207). Isabel Boyle, director of patient services, also met
formally with Wiseman during this time, to discuss the concerns of the nurses. Wiseman
however, chose to give greater credence to the views of the assistant surgeon BJ
Hancock, who he recalled gave him agenerally positive account of events up to that point
in the program. So despite the number of people approaching him, Wiseman took,
no
action.
By the end of April, Isabel Boyle had, as she had promised, taken the nurses'
concerns to the head of pediatrics, Dr. Agnes Bishop. Bishop, in turn, asked Wiseman, as
head of pediatric surgery, to discover how well-founded these concerns were. Wiseman,
according to Bishop, did not indicate to her that he had already been approached by a
number of nurses and anaesthetists but instead he reported back to her in mid-May after
speaking with several of the anaesthetists, Hancock, Gjddins and aperfiisionist. The view
that Wiseman communicated to Bishop was that essentially some members of the
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surgical team were having difficulty adapting to anew leader. By this time however, two
more children had died.
On April 20th, one month old Daniel Terziski underwent acomplex Norwood
reconstruction, considered among the most difficult of pediatric cardiac procedures
(Cornell cited in Sinclair, 2000, p.212). His surgical course was complicated by afailed
initial repair requiring asecond attempt that prolonged already lengthy bypass and crossclamp times. Though Daniel initially appeared to be relatively stable post-operatively, his
condition rapidly deteriorated once in the NICU. In searching for the cause of the child's
decline, Odim made the decisiOn to reopen Daniel's chest in order to inspect the viability
of the surgical repair. As nurse Deb Armitage testified, reopening the child's chest
required that the NICU nurses essentially replicate the conditions of the OR, and though
neonatal nurses are highly skilled, they are also specialized and do not have the same set
of skills or knowledge as OR nurses. Opening achild's chest was an unexpected event for
these nurses, particularly as Odim had never supplied them, as they had requested, with
an inventory of the equipment he needed on hand nor did he inform them of the kinds of
procedures they should be prepared to assist with. As Armitage recalled, "we were not
prepared at any time to go back into Daniel's chest. In essence we were caught off guard
very badly... We needed equipment and supplies and personnel in order to do that, and
we had none of that available" (cited in Sinclair, 2000,

p.

222). Luckily, Carol Youngson

was still in the OR and was able to come to the NICU and assist. In any case, Odim
determined that the repair was intact but the child died ashort while later. All of the
expert witnesses agreed that though Daniel was avery sick child, he would have had a
better chance of survival had he had amore skilled and experienced surgeon and team.
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Approximately two weeks later, five month old Alyssa Still died following
surgery to repair aTetralogy of Fallot. Though there were no obviously untoward
incidents during surgery, experts who reviewed the medical records, including the post
mortem examination, testified that alengthy bypass time, probably insufficient
myocardial protection and the inadvertent suturing of the coronary sinus may have
contributed to her death. Her death was considered to have been possibly preventable.
Meanwhile, the anaesthetists continued to be concerned about these deaths but
also about other, nonfatal incidents in the OR and the high incidence of serious postoperative complications. In discussions amongst themselves and with their section head,
Suzanne Ullyot and the department head, Douglas Craig, the pediatric anaesthetists
outlined concerns with the lack of monitoring of the program and with the apparently
casual approach to case selection. On May 16th this group met and made the decision to
withdraw anaesthesia services from the pediatric cardiac surgery program. Their concerns
were with morbidity and mortality, lack of monitoring and deteriorating relations among
team members. Ullyot drafted amemorandum to this effect, also outlining the decision to
withdraw services pending areview of the program and sent it to Wiseman the next day.
The slowdown and the Wiseman committee, May 17 to September 1994
The anaesthetists' action apparently caught many department heads off guard.
The numerous informal approaches made by nurses and anaesthetists communicating
their concerns, as well as the formal ones, had inexplicably failed to alert those in
authority that there were serious problems with the program. On May 17th, Bishop, head
of pediatrics, called ameeting of the concerned departments heads: Blanchard (surgery),
Giddins (cardiology), Wiseman (pediatric surgery), Craig and Ullyot (anaesthesia) and
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Odim. No one from nursing was invited to attend this meeting as it was apparently
intended to address the "medical implications" of the anaesthetists' actions (Sinclair,
2000, p.262). In their memo, and at this meeting, the anaesthetists did not directly raise
the question of Odim's competence and when asked to explain this omission during the
inquest, anaesthetist Ann McNeill stated that she did not feel qualified to pass judgement
on Odim's surgical skills because she was not asurgeon. At the same time, the
anaesthetists did want someone with appropriate expertise to evaluate Odim, hence their
request for areview of the program, They assumed that ageneral review would address
any surgical issues. A decision was made at this meeting to create aprogram review
committee that became known as the Wiseman committee. With aplan to initiate a
review in place, the anaesthetists moderated their stance and agreed to provide
anaesthesia services for low risk open-heart cases.
The Wiseman committee was chaired by Nathan Wiseman, head of pediatric
surgery and included McNeil! and Ullyot from anaesthesia services, the surgeon Odim,
pediatric cardiologist Giddins, Dr. Murray Kesselman from the PICU and Michael Mass,
the senior perfusionist. On the recommendation of the anaesthetists, membership in the
review committee was widened to include nursing and Carol Youngson, as senior
pediatric cardiac OR nurse, was invited to participate. It is notable however, that Isabel
Boyle, in her position as adirector of patient services, was not consulted as to how
nursing should be represented on the committee. Additionally, it is not clear how
Youngson, as the only nurse, would be able to represent the diverse interests and
concerns of NICU, PICU and VCHC nurses. Donna Feser from pediatric intensive care
testified that "there was never any request to our unit from anursing perspective to have
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any insight on what was going on, or what our thoughts were on the whole program"
(cited in Sinclair, 2000, p.266). As Sinclair observed, aside from the inclusion of
Youngson, the input of nurses was not actively sought.
The Wiseman committee was created outside of existing hospital committee
structures. In part because of this, it lacked clear rules of procedure, record keeping,
reporting and representation, and its actual authority to institute change was never
established. Though its members did have direct knowledge of the events in question, of
concern was the failure to include an outside source of pediatric cardiac surgical
expertise. The difficulty presented by the lack of an external evaluation mechanism was
exacerbated when committee members were instructed to prepare alist of items to be
discussed in the committee that were "relevant to their own area of participation" (cited
in Sinclair, 2000, p.271). As part of an effort to be nonconfrontational, McNeill testified,
"people were encouraged to talk about what they were expert in and not to necessarily
comment on things outside their area of expertise" (cited in Sinclair, p.272). Though
intended to reduce conflict, this strategy also meant that significant issues, such as
surgical competence, were not well addressed. According to McNeill, as the committee
discussions proceeded, surgical issues were not raised very strongly because no one could
match Odim's credentials and expertise in matters of pediatric cardiac surgery. Odim's
views were consistently accepted and dissent was not well tolerated.
At the initial May 17th meeting, Wiseman took, notes that became the basis for a
list of issues the committee would address. This list had nine points for discussion, only
one of which pertained to concerns with program results. Most of the other items were
framed in terms that suggested that the problem lay not with the surgical outcomes but
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with the inability of some members of the team to deal with these. In Sinclair's (2000)
view, Wisernan's notes reflected his entrenched belief that surgical competence was not
an issue and in fact, that the real problem was the team's unrealistic expectations and
inability to cope with the deaths of children (p.267). All of these factors

--

the direction to

members to confine themselves to their own area of expertise' 7,the lack of external input,
the reluctance to challenge Odim's competence directly, and the committee chair's belief
that the problem lay with the complainants

--

meant that arigorous review of

competence, mortality and morbidity outcomes did not take place. Instead, the Wiseman
committee became what "amounted to adebriefing and team building exercise" (Sinclair,
p.2'70). Sinclair considered this outcome to be astonishing given first, the lengths to
which the anaesthetists had been prepared to go to draw attention to their concerns, and
second, the ease with which external reviewers have since judged at least four of the five
deaths that had occurred to that point to have been principally due to surgical factors
(Sinclair, p.268). In any case, the focus on team building was destined to frustrate
because for several of the participants, the central issue was competence.
The reluctance of the nurses and the anaesthetists to raise issues of surgical
competence is worth revisiting. Though each group had concerns, neither had the
confidence to broach these without external validation. And this kind of validation was
apparently not forthcoming from those in positions to offer it within the Winnipeg HSC,
none of whom appeared to accept responsibility for monitoring of the program. It was

Committee members were instructed to makes lists of concerns emerging from their own areas. The
nurses' list included communication, morale and role confusion, while the anaesthetists identified input into
decision making (case selection), communication and follow up, for example the lack of discussion
concerning outcomes. Neither list identified concerns with surgical competence (Sinclair, 2000, p.273-5).
17
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difficult for the nurses and anaesthetists to question competence when others with more
"expertise" seemed unconcerned. Giddins, for example, the head of children's cardiology
program, stated he had no concerns with surgical outcomes and simply viewed the
anaesthetists' actions as inappropriate (Sinclair, 2000, p276). Nurse-clinician Joan
Borton wrote about afruitless meeting with Giddins in April, just afew weeks prior to
the anaesthetists' withdrawl of services. She told him of her concerns with morbidity and
mortality: "He basically said he did not have any concerns. Icould not believe that he did
not perceive any problems" (Borton, 1999, p.35).
Representatives of both nursing and anaesthesia had to deal with significant
hostility when they did bring up surgical issues for discussion in Wiseman committee
meetings. Nurse Carol McGilton, sitting in for Youngson at acommittee meeting in July,
described being yelled at when she advised the committee that the nurses were not yet
willing to support returning the program to full capacity. While she had agreed with other
committee members that anumber of the children who had recently undergone surgery
had done well, she also suggested that these procedures had not always gone smoothly.
When pressed by Giddins and Odim, she gave two examples of surgical errors, the
oversewing of the eustachian valve which required that the patient go back on bypass to
rectify, and acannula that had fallen out requiring the patient be urgently placed on
sucker bypass. She described the reaction of the doctors:
And Dr. Giddins then raised his voice, got very angry and said that he could show
me an anatomy book and show me how easy it would be to make that mistake,
and it's acommon thing to do. And basically, in so many words, you are just a
nurse, what do you know? And Dr. Odim made the same kind of comment, you
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are not asurgeon, you are anurse, or whatever. (cited in Sinclair, 2000, p.298299)
Though Giddins testified he had no recollection of the incident, McNeill corroborated
McGilton's testimony: "They questioned her position in terms of, well, her expertise in
making the criticisms that she had. And Iguess it was sort of like negating her concerns
on that basis" (cited in Sinclair, p.299).
Carol Youngson also testified that she had difficulty raising issues at these
meetings: "It's very hard for me as anurse to criticize asurgeon, especially when there
are several other physicians sitting around him. Although Idid know Ihad their the
anaesthetists] support, Iwas still the only nurse at these meetings; and Ijust found it very
difficult to sort of take astand" (cited in Sinclair, p.300). Following one difficult meeting,
Giddins asked her privately what was going on in the OR. After Youngson had outlined
her concerns with Odim's surgical skills and the course of some of the cases, Giddins
responded by stressing Odim's training and expertise and the fact that he was solidly
backed by the Department of Surgery and the Health Sciences Centre administration.
Youngson testified that she felt she was being warned.
Both Youngson and several of the anaesthetists testified that by midsummer there
was considerable pressure on them to support the return of the program to full service,
despite the Wiseman Committee neither having reached any conclusions, generated or
analyzed any program statistics or developed areport of their findings. In early August
Wiseman produced adraft interim report, apparently as amechanism to move the
committee forward. Sinclair (2000) describes this report as interesting principally for
what it does not include, that is, any substantive discussion of the program's mortality
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and morbidity rates. In fact, most of the issues discussed in the report were only of
peripheral concern to the anaesthetists and nurses. Yet Wiseman's report, presented to the
committee for approval, concluded with arecommendation that the program begin to take
on higher risk, more complex patients. Sinclair notes that this recommendation was
adopted by the committee despite alack of support from either the nurses or
anaesthetists, suggesting there may have been flaws in the committee's decision making
processes. And as McNeill testified, this was indeed the case. In her view, summarizing
remarks and/or silence came to stand in for agreement: "statements became consensus not
because everyone agreed with them, but because they stopped arguing against them and
were prepared to simply let them stand" (Sinclair, p.316). Furthermore, and more
seriously, McNeill had by this time also come to the conclusion that continued resistance
was futile. Though as agroup the anaesthetists had been able to instigate areview of the
program, they had not been able, through the review process, to convince others that their
concerns were legitimate.
Nurses involved with the Wiseman committee did not fare any better in the
review process. Reluctant to speak frankly in ahostile environment, the experiences of
Youngson and McGilton sustained the convention that nurses' views on medical matters
are largely irrelevant. As Youngson testified, "Ireally didn't feel that nursing concerns
were important certainly to Dr. Odim and Dr. Giddins" (cited in Sinclair, 2000, p.323).
-

And as Sinclair observed,
The treatment given Youngson and McGilton made it clear that nurses' views
about medical issues would not be accorded much weight. Additionally, they
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would clearly have gained the impression that they would not be allowed to block
decisions agreed upon by doctors.

(p.

324)

The discounting of the concerns of the nurses and the anaesthetists, and the decision to
restrict the contributions of committee members to their area of expertise, meant that the
committee was established and proceeded as if there were nosurgical issues. These issues
were therefore never adequately addressed.
Though surgery over the summer months had proceeded relatively uneventfully,
there were two deaths. The sixth death in the program occurred in early August. Shalynn
Piller, 14 days old, underwent surgery to repair acoaretation of the aorta. The surgery
was apparently carried out successfully, but the child died within two days of the
procedure. Witnesses to the inquest were unable to determine the precise cause of her
death though Sinclair (2000) did suggest that, in the context of the program slowdown,
the complexity of Shalymi' sanomaly and the difficulty of the needed surgical repair
should have led the team to refer Shalynn to alarger centre. The seventh death was that
of eight month old Aric Baumann. His surgery took place on June 30th and he died
August 21st. This was the one death Sinclair concluded was clearly unavoidable as it was
due to an undiagnosed and untreatable underlying condition.
From full service to the suspension of the program, September 7to December 23, 1994
Less than aweek after the program returned to full service, two year old
Marietess Tena Capili, achild with complex congenital heart defect, underwent surgery
for an ongoing palliative repair. Marietess' presenting problem was that she was
outgrowing an existing shunt constructed and revised by Kim Duncan, Odim's
predecessor, in two prior procedures. During Marietess' surgery, several damaging
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incidents occurred beginning with Odim's difficulty with the initial cannulation. This
resulted in considerable bleeding and adrop in blood pressure requiring pharmacological
intervention. A displaced catheter caused Marietess' heart to become distended during the
procedure, and throughout, Odim and the assistant surgeon had difficulty controlling
surgical bleeding. The primary complication however, was the development of superior
vena cava syndrome (SVC) after Marietess' chest had been closed. SVC syndrome
results when there is an obstruction of the flow of blood from the head. This obstruction
may be an actual physical obstruction or caused by the local effects of adrug such as
epinephrine. In this case, the anaesthetist Swartz and Odim disagreed over the cause of
the SVC syndrome, with Swartz taking the position that it had aphysical origin and
Odim, that the symptoms Marietess was exhibiting were pharmacologically induced.
Swartz argued that appropriate diagnostic tests should be conducted while the child was
still in the OR. Odim disagreed and Marietess, her head swollen and blue, was transferred
to the PICU where her condition never significantly improved and she died within 24
hours. As it turned out, the postmortem examination found that the sutures used by Odim
during cannulation had narrowed both of Marietess' superior vena cavas. The treatment
she received in the PICU could not therefore relieve her symptoms because it was based
on an incorrect diagnosis. All of the expert witnesses to the inquest agreed that Marietess'
death could have been prevented if the cause of the SVC syndrome had been adequately
investigated.
Youngson prepared notes on Marietess' case and gave them to Wiseman prior to
the September 28 committee meeting. When it came time to speak however, Youngson
testified, "Ijust shook my head. Because by that point in time, there was just no way I
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was going to say anything any more. Ihad seen what happens, Ihad seen some kind of
unpleasant things at that meeting..." (cited in Sinclair, 2000, p.353). Sinclair suggests that
Youngson's unwillingness to speak, like the anaesthetists' reluctant capitulation to
pressure to return to full service, was ameasure of the extent to which the nurses had
been silenced by the review process.
At this point in the history of the pediatric cardiac surgery program, September
1994, anumber of nurses were experiencing grave doubts about their participation. Joan
Borton, anurse-clinician with the VCHC, aware that she would not trust achild of her
own to the program, sought to limit her involvement with parents. Donna Feser, asenior
PICU nurse, dreaded going into work: "For me that's when everything started to blend
together that fall. My anxiety level got to the point, from my perspective Istarted to get
into aposition where Iwas, Iwould call it afunctional role..." (cited in Sinclair, 2000,
p.354). Her anxiety stemmed from caring for children with more complications,
excessive bleeding, open chests, extra pacemakers. Children suffering, struggling to
survive. Parents suffering, trusting the doctors and nurses, hoping for the best. Youngson,
an OR nurse with already limited contact with parents, attempted to limit her contact
even further. In testimony that seemed to become emblematic of the experiences of
nurses 18 ,Youngson described her reluctance to take children from the arms of their
parents and carry them into the OR. She wanted to tell parents to "take your baby and
run" (cited in Sinclair, p.355). When asked why she did not, she stated:

18 Emblematic in the sense that Youngson's testimony has become part of almost every story written about
the pediatric cardiac surgery inquest. See for example Armstrong, 2001; Karp, 1998, February 24; Henton,
1996, October 13.
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What would have happened then would have been that all hell would have broke
loose. They would have called Dr. Odim, they would have called Dr. Wiseman
probably, called the director of nursing up. There would have been this big group
of people come to this, wherever we were, waiting room or wherever. Iwould
have been very upset by then, probably crying. There would have been Dr. Odim
and Dr. Giddins and whomever, calm, cool, collected. Iwould have looked like an
over emotional, almost crazy person. (cited in Sinclair, 2000, p.355)
And worst of all, her act would not have made any difference. In Youngson's view she
might have saved one child but would have lost her job and her ability to be there for the
next child: "The program would not have stopped. And there would have been more kids
come in the next day or the next week" (cited in Sinclair, p.355).
In early October, five day old Erica Bichel underwent amodified Norwood
procedure. This infant, described as catastrophically unwell prior to surgery, died in the
OR. The inquest concluded that in her weakened condition, her death was likely not
preventable though she would have stood abetter chance in the hands of amore
experienced surgeon and team. Sinclair (2000) also questioned the wisdom of attempting
the procedure given its remote possibility of success and the program's history.
On November 1, one year old Ashton Feakes underwent surgery for repair of
multiple and complex heart defects. This extremely high risk surgery initially appeared to
have been well done. However, four days post-operatively, Ashton's condition began to
deteriorate and he never recovered. The specific cause of death was apulmonary
hemorrhage thought to be related to the gradual dehiscence of his mitral valve repair. The
evidence on this point was not conclusive. It was considered notable however, that
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Ashton was identified as an urgent surgical case in the spring of 1994 and that his surgery
was postponed due to the program slowdown. Sinclair concluded that his death might
have been prevented if he had been referred to alarger centre in the summer of 1994. No
explanation was offered as to why this did not occur.
Through the fall and early winter months relationships among the surgical team
did not improve, and the nurses and the anaesthetists continued to have concerns about
Odim's skills. Incidents in the OR, including anumber of narrowly averted, potentially
catastrophic errors, further eroded confidence among team members. Included among
these incidents was acomplex operation that had apparently gone smoothly but which
left the child aparaplegic. During this time, the anaesthetists decided, where possible, to
have two anaesthetists present at each case.
It was also in the fall that anew permanent head of pediatrics, Brian Post!, was
appointed to replace Agnes Bishop who had left this position in June. Post!, who took up
his new post on September 15, quickly became concerned with the continuing discord
and unresolved issues in the pediatric cardiac surgery program, and with the program's
outcome statistics. By November, he and other department heads were beginning to
seriously consider an external review of the program.
On November 25, Jesse Maguire was born with anumber of serious cardiac
abnormalities requiring surgical intervention on an urgent basis. He was assessed by
Odim on November 26 and surgery was planned for the following day, aSunday. In the
afternoon of the 26th, nurse Carol Youngson received atelephone call at home from the
on duty OR nurse. She described to Youngson the procedure that was planned and related
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that when Odim had called the OR to book the case he had said it wasn't necessary to call
Youngson. As Youngson testified,
Iwent, oh, really. Well, Iam coming. You know, we will come. She said, well,
she was kind of laughing about it, like this was the most ridiculous thing she had
ever heard. Because these were two junior nurses. They have had no experience in
cardiac surgery. This was like aneonate. Iam sure they didn't realize how
difficult or high risk this baby was because they weren't experienced, but they
realized that they needed acardiac nurse. (cited in Sinclair, 2000,

p.407)

Though Sinclair concluded that Odim's comment to not call Youngson was most likely
an innocent, even considerate remark, be observed that the incident reinforced the
mistrust some of the nurses felt in their relationship with the surgeon.
Jesse Maguire's surgery did not go well and expert witnesses to the inquest
suggested that the repairs necessary were beyond the skills of the surgeon. There were a
number of issues with the procedure. First, the total circulatory arrest (TCA) time was
excessive and would likely have resulted in severe brain damage had the child survived.
Second, the aortic cannula was accidentally dislodged while the child was on bypass,
meaning he was no longer receiving blood from the bypass machine. This event initiated
asequence of events that led to Jesse's death. Odim and Hancock struggled to control
bleeding and reinsert the cannula. Once the cannula was reinserted, blood flow to the
baby's lower body was poor and it was suspected that the cannula placement was the
problem. The cannula was removed but this action didn't improve blood flow. It was
deemed necessary to return to bypass to determine the cause of the low blood now, which
meant that the cannula would need to be reinserted. This reinsertion of the cannula
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resulted in atearing of the initial surgical repair, necessitating an additional period of
TCA for re-repair. The cumulative effects of these events was that it was not possible to
resuscitate the child and he died in the OR. Essentially, the evidence presented at the
inquest suggested that Jesse died because his heart could not withstand the excessively
long surgical procedure. Factors contributing to the length of the procedure were the
surgeon's inexperience, the dislodged cannula and the tearing of the original repair.
Jesse Maguire's death had anumber of effects. Jo Swartz, the anaesthetist for
Jesse's surgery, described herself as shattered and devastated by the child's death. Within
aday, she had relayed her concerns with the course of the procedure to fellow
anaesthetist McNeill and to Craig, her department head. Carol Youngson, who described
the Maguire case as her "worst nightmare come true" (cited in Sinclair, 2000, p.4 15),
went to see Isabel Boyle, director of patient services, who arranged for Youngson and
Irene Hinam to meet with Posti, the head of pediatrics. Posti was sympathetic but
suggested that children who are very ill sometimes die. Youngson emphasized her
concerns were with surgical technique and bleeding. Postl recalled their conversation: "I
was struck by the intensity of their feeling about this situation. Iwas struck that they truly
believed that there were very significant issues. And Iwas struck that they seemed very
uncomfortable and, in fact, at least one of them was tearful during this description" (cited
in Sinclair, 2000, p.424). Joan Borton, the nurse-clinician, finding herself increasingly
distraught over the program outcomes came to adecision to seek aposition outside the
VCHC. Giddins was aware of and encouraged her to take this step.
Oscar Casiro, the neonatal intensivist caring for Jesse, also spoke with Postl.
Casiro had expected Jesse to survive the surgery and he was troubled by both the child's
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death and that Swartz and Odim offered conflicting accounts of the events that had led to
the death. He was also considering telling parents about his concerns with the program,
which apparently came as something of asurprise to Postl. Ullyot, head of pediatric
anaesthesia, also met with Postl to inform him of the anaesthetists' continuing concerns.
Postl spoke with Blanchard, head of surgery, about the concerns that had been expressed
to him and they decided that for the time being, Andrew Hamilton, an adult cardiac
surgeon would assist Odim on all cases.
The death of three day old Erin Petkau on December 21 was the last straw for
many of those involved with the pediatric cardiac surgery program. Born with Tetralogy
of Fallot, Erin died one day following surgery to insert ashunt intended to provide her
with improved pulmonary blood flow. Though according to terms outlined by Postl and
Blanchard, Hamilton should have assisted Odim with this procedure, he was never called.
Erin's initial shunt insertion was unsuccessful and what started out as aclosed
procedure became an open heart insertion of acentral shunt, aprocedure that required the
child be placed on bypass. After Odim constructed and placed acentral shunt, the team
had difficulty weaning Erin from bypass. This was followed by significant problems
controlling post-operative bleeding. Once stabilized, she was transferred to the NICU
where her condition deteriorated in amatter of hours. In the NICU Odim reopened her
chest, without the assistance of an anaesthetist or OR nurse, to assess the patency of the
central shunt. This action was followed by aperiod of significant bleeding. Early the next
morning Erin showed signs of primary cardiac failure and, despite several hours of
continuous effort to resuscitate her, she died. The postmortem examination and the
testimony of the expert witnesses suggested that though the decisions made by Odim and
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the surgical team were the correct ones, the surgeon did not possess the skill or dexterity
necessary to perform this difficult procedure successfully. Erin's death was considered
possibly preventable.
As Sinclair (2000) observed, Erin Petkau's death brought the long-simmering
crisis in the pediatric cardiac surgery program to ahead. Even Giddins who had not been
particularly concerned to this point testified he was "saddened, exhausted and perplexed"
by events (Sinclair, p.445). The nurses however, had had enough. Younson testified that
she had at this point decided to take her concerns to the Minister of Health, astep made
unnecessary by the program shutdown. McGilton told Boyle that she simply would no longer participate. Boyle met with Posti and recalled telling him that, even though there
was acase booked for the next day and pressure to do it, the nurses were essentially
withdrawing their services: "Isaid, Brian, Ican't ask those nurses to go back in there, I
just can't do that" (cited in Sinclair, p.445).
McNeill, the anaesthetist on the Petkau case, also decided to withdraw from
pediatric cardiac anaesthesia. Before doing so she met with Mary Seshia, head of NICU
and discussed the course of the Erin Petkau's surgery. Seshia met with Posti and
informed him that, given the recent results, she did not think it would be ethical for her to
refer anymore children to the program. Posti called ameeting of the pediatric section
heads for later that day. Odim was not present. A decision was made to suspend program
operations pending the outcome of an external review.
The external review and program shutdown, January February 1995
-

The external review of the pediatric cardiac surgery program was conducted by
Bill Williams, acardiovascular surgeon, and Larry Roy, acardiac anaesthetist, both from
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the Toronto Hospital for Sick Children. All doctors involved with the program were
invited to submit written comments to Williams and Roy. The nurses however, were not
even informed that reviewers had been appointed. As Sinclair (2000) writes, "this was an
amazing oversight, given the degree to which the events within the program had affected
them individually and collectively and the degree to which they had struggled to bring the
problems within the program to the attention of authorities within the hospital" (p.449).
Belatedly, the various nursing groups were asked to prepare written submissions. These
highlighted the lack of program planning, communication problems, intraoperative
surgical and technical deficiencies and complicated post-operative courses (Sinclair,
p.452).
Williams and Roy's report was completed February 3rd and outlined both
individual and system issues. Though they did suggest there was evidence to question
Odim's technical competence, their report specifically did not "exonerate nor condemn
the present surgeon" (cited in Sinclair, 2000, pA.53). Rather Williams and Roy focused
on the lack of institutional support and resources, the inadequate communication and
dispute resolution mechanisms, as well as the failure of anyone to maintain or analyze
program outcome information. Their recommendations included either amajor
restructuring of the current program or the consolidation of the Winnipeg program with
an existing program in another centre. During the week following the submission of the
Williams and Roy report, various department heads involved with the pediatric cardiac
surgery program reviewed the report, as did most of the senior hospital administration. A
decision was made on February 13th to suspend the program for aperiod of at least six
months to undertake amore intensive review and consider the options.
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Judge Sinclair's findings
Sinclair's (2000) analysis of the evidence presented to the inquest consistently
reiterated four central themes. First, there was afailure to provide areasonable standard
of care to the children and their parents. Sinclair considered, in this context, the question
of what constitutes informed consent and he determined that none of the parents were
given the opportunity to consent with the fullest possible knowledge to procedures
undertaken. Most basically, no parent was informed of the program's difficulties or the
surgeon's inexperience, even during the period of the program slowdown. Obviously
included in this theme, was the failure, at multiple levels, to preserve these children from
harm.
Second, Sinclair (2000) suggests that the structural or systemic context in which
the program was restarted in 1994 was fundamentally flawed. There were flaws in the
process through which Jonah Odim was recruited. His references were not carefully
reviewed nor were his actual skills ever assessed. The restart of the program was also
characterized by poor planning, unclear and confusing lines of authority, haphazard case
selection and issues with inappropriate staffing levels that were never resolved. Sinclair
offers ascathing condemnation of asystem wide failure of responsibility beginning with
Odim and Giddins' failure to properly respond to poor surgical results. This failure of
responsibility also included the failure of department heads to provide Odim and Giddins,
as relatively junior staff, with sufficient supervision and mentorship to maintain patient
safety. Drs. Blanchard, head of surgery, and Bishop, head of pediatrics, were named
specifically as having not met their responsibilities in this regard. These department
heads, as well as Odim, Giddins and Wiseman, were also seen to have failed to have
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responded appropriately when approached by nursing and anaesthesia staff with concerns
about the program. Related to this, and constituting Sinclair's third theme, was the failure
of internal and external quality assurance and other monitoring mechanisms.
Finally, Sinclair highlighted the treatment of nurses as acentral issue. In
Sinclair's view, the nurses involved in the pediatric cardiac surgery program were not
treated appropriately. His words are worth citing at length:
Throughout 1994, the experiences and observations of the nursing staff involved
in this program led them to voice serious and legitimate concerns. The nurses,
however, were never treated as full and equal members of the surgical program....
Intensive care unit nurses, for example, were never properly involved in the
review team that assessed the program during 1994, and nurses were not properly
involved in the Williams and Roy Review. The concerns expressed by some of
the cardiac surgical nurses were dismissed as stemming from an inability to deal
emotionally with the deaths of some of the patients. As well, any concerns over
medical issues that the nurses expressed were rejected as not having any proper
basis, clearly stemming from the view that the nurses did not have the proper
training and experience to hold or express such aview....
Historically, the role of nurses has been subordinate to that of the doctors
in our health-care system. While they are no longer explicitly told to see and be
silent, it is clear that the legitimate warnings and concerns raised by nurses were
not always treated with the same respect or seriousness as those raised by doctors.
There are many reasons for this, but the attempted silencing of members of the
nursing profession, and the failure to accept the legitimacy of their concerns,
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meant that serious problems in the pediatric cardiac surgery program were not
recognized or addressed in atimely manner. As aresult, patient care was
compromised.
Throughout 1994 the nurses made proper and appropriate use of existing
channels to voice their concerns. For avariety of reasons
institutional

--

--

some personal, some

their concerns were not attended to. Indeed, the reception they

were given led some nurses to silence themselves. It also left them frustrated and
distraught. Many paid aheavy emotional price. (Sinclair, 2000, p.417-4.78)
Nursing in the Sinclair Report
An inquest report lays out an account of certain events. It is concerned with
determining what happened, when, how, and to whom, and if at all possible, why.
Though not empowered to make findings of culpability, Judge Sinclair's (2000) final
report was highly critical of the actions and/or inaction of specific individuals and of the
system itself, particularly what he interpreted as asystem-wide failure to protect these
children from harm. Sinclair was not however, critical of the nurses involved in these
events. In fact, in asomewhat novel turn, for nurses at least, Sinclair treated the nurses as
important and knowing witnesses 19 .
He chose to believe, particularly where supported by
the testimony of outside experts, the nurses' accounts of events and, in another novel
turn, he viewed their experiences of suffering and distress as significant. Given this
perspective, Sinclair (2000) deemed the nurses' treatment within the system to be both

' By way of contrast, Sinclair (2000) makes reference to the experience of nurses in the Royal Commission
into deaths at the Toronto Sick Children's Hospital in 1981. Known as the Grange Commission, this
inquiry is believed by some to have made the nurses scapegoats in the the unexplained deaths of children
(Sinclair, p.205).
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highly objectionable in itself and also an important part of the explanation of how patient
care came to be compromised. Essentially, it was Sinclair's view that the nurses were
prevented, through no fault of their own, from realizing their role and obligation as
patient advocates and protectors. Given the importance of this interpretation of nurses'
role in events, it is important to understand something of how Sinclair appears to have
understood who nurses are and what they do.
Beginning with his knowledgeable description of nurses' current role in health
care through to his analysis of the historical and continuing societal influences that effect
how this role is enacted, Sinclair (2000) respectfully reflects what is, in many ways, a
view many nurses have of themselves and their profession. 20 This is afairly
uncontroversial view that suggests that though nurses take on arange of specialized roles
in health care, nurses in general are able to enact the work of nursing by virtue of their
unique blend of education, experience and presence. They know patients, they monitor,
manage, guide, and interpret. Their capacity to do this well however, is constrained by a
history of subordination, gender stereotyping and discrimination. In briefly reviewing the
history of nursing training and education in Canada, Sinclair suggests that the responses
of the nurses involved with the pediatric cardiac surgery program in 1994 were "shaped
by their profession, its history and the place it occupied in the broader health care
system"

(p.5 1).

He also suggests that the difficulties these specific nurses faced in

"getting heard do not reflect alack of professional responsibility on their part; rather,

° Of course there are many views in nursing on nursing, but without diminishing the fact of this diversity, I
think it is possible to say that Sinclair (2000), for his specific purposes, seems to achieve aspecific
description that remains general enough to include many perspectives.
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they appear to reflect the historically subordinate role that the nursing profession has
played in our health care system" (p.35'7).
It may be important to note however, that Sinclair (2000) does not allow the same
latitude to the physicians, surgeons and administrators involved in the inquest. For
example, though the surgeon's historical positioning as "captain of the ship" is
problematized, Odim's conforming to this convention is not considered an acceptable
explanation of his behaviour. Sinclair allows only nursing's history to serve as a
sufficient reason why nurses acted as they did. The way this perspective helps us
understand the position and positioning of nurses, yet at the same time, seems to
reinscribe nursing's powerlessness is aproblem Iwill revisit throughout this project.
Certainly we need to consider what it means that parents testified to feeling betrayed and
misled by doctors, and even in some case angry with administrators who they believed
used their children as "guinea pigs" (Henton, 1996, October 13). Yet these parents did
not hold nurses accountable in the same way, despite the nurses' own sense that they
could have or should have done more, How should we understand Sinclair's finding that
the nurses did everything right, everything they could, even as children continued to die?
Some Response to the Sinclair Inquest
The media coverage of the Sinclair Inquest tended to raise questions of the
public's right to know, the parents' right to know, and most vigorously, the question of
who would be held accountable. These were also concerns for Sinclair. At the same time,
journalists and commentators also seemed to be quite taken with the story of nursing
powerlessness, sometimes dramatizing this as nurses' courageous struggle against
medical dominance and an uncaring bureaucracy. A number of media outlets, like
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Sinclair (2000), treated the nurses' experience as acentral motif in developing
understanding of the events of 1994. Nurses' testimony was frequently described as
"heart wrenching" or "horrific," and their situation as "desperate" (Henton, 1996,
October 13; Henton, 1997, September 18). Nurses were repeatedly presented as being
ignored, brushed off and ridiculed, both because of their tears for dead children and their
subordinate status, yet despite this rough treatment, continuing to speak up for their
patients (Edmonds, 2000, November 28; Waldie, 2000, November 28). An article in a
women's magazine described how nurses "risked their jobs to spread the word. No one
listened. Now, the whole country is listening to what the nurses knew" (Armstrong, 2001,
p.87). These are women, suggests this author, "whose courage rocked the system" (p.87).
Yet, there were definitely other perspectives. Jonah Odim, for example, frequently
disagreed with the testimony presented by the members of the surgical team, offering
alternative, though mostly unsupported, explanations for 'events. And worse, he
sometimes seemed to speak in an idiom difficult to sympathize with, as when he pointed
out the economic "realities" of the situation: "' The value of aservice such as pediatric
cardiac surgery is related to the outcome divided by the cost,' he said. He explained that
the program he ran in 1994 at the Winnipeg Health Sciences Centre cost $950,000, while
the next year it cost $2.5 million to send patients to other provinces because his program
had been suspended" (Odim cited in Edmonds, 1997, October 11). Needless to say, his
words were seen to explain little, to be of less comfort to families, and probably resulted
in the further isolation of his perspective. But in this era of health care cutbacks and
rationing of services, is his assessment entirely irrelevant?
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The editors of the Canadian Medical Association Journal also objected to the
public's inclination to blame the doctor as the easy rather than warranted explanation
("Error and blame," 2001). Though they do not suggest Sinclair (2000) did this, they do
seem to have been unsettled in some respect by his report, offering arather curious
description of it. First and unremarkably, they note that "over 300 of 516 pages are
devoted to precise reconstructions of the cardiac conditions and surgical events related to
each of the 12 children" ("Error and blame," p.1461), anot surprising outcome given that
this was the purpose of the inquest. Then however, the editors go on to make the rather
odd claim that "reading this work one has the impression that Sinclair was sculpting a
monument to the dead children"

(p.

1461). In any case, the editors chose to highlight the

system issues identified by Sinclair, the inadequate hiring procedures, lack of monitoring,
the administrative decision to develop the heart program in the first place and so on. They
made no comment at all on either the nurses' experiences or the fact that questions
concerning the surgeon's competence were central issues throughout the inquest. Their
view is reiterated in an article in the same issue by aphysician emphasizing the need to
adopt asystems approach to the analysis of adverse outcomes. What we need to do,
according to Davies (2001), is "to learn why systems are flawed and how they fail"
(p.1504). Otherwise, we are bound in and to ahelpless repetition of events.
Nursing responses to the events of 1994 and to the inquest report also focus on
system issues but with aparticular concern for the situation of nurses within institutional
contexts. The events of 1994 are, for the most part, interpreted as offering evidence of the
problematic position and status of nurses within the health care system (Fletcher, 2001;
Haines, 1997, 2001; Hardingham, 2001; Hinam, 1999; Sibbald, 1997; Youngson, 1999).
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A number of authors emphasize that the systemic devaluing of nurses and the failure to
recognize nursing competence were directly related to the difficulty that nurses
experienced in having their concerns acknowledged or acted upon. This meant that
patient care and safety were compromised: "if this story underlines anything, it is the
damaging power relationships sometimes still at play in institutional settings,
relationships that undermine nursing's voice and nurses' capacity to be true advocates for
patients and families" (Haines, 1997, p.3). That the nurses' concerns were shown,
through the inquest, to be warranted, and the nurses vindicated, is taken as evidence that
the system requires repair. That is, since problems were created by institutional
structures, it is these structures that must be the focus of change.
Whether framed in the discourses of ethics or of power relations, nursing writers
are concerned with the ways that ideological and structural constraints diminish the
(moral) agency of nurses. The ethical dilemmas faced by the Winnipeg nurses, most
especially their experiences of compromised integrity and moral distress, are seen to be,
at least in part, the effects of institutional structures. In one sense, ethical issues are
foregounded precisely because of nurses' distinctive position in the system. In the case of
informed consent procedures for example, these nurses knew what parents knew but also
what the parents did not know. Thus part of the nurses' knowledge was how the
seemingly straightforward practical, ethical task of obtaining consent, and of giving
consent, may be subverted in systems, particularly when those systems are characterized
by rigid imbalances in relations of power and knowledge. Attention in the nursing
literature then, is directed to the need to change the practice environment. Given that
nurses cannot practice ethically when unsupported by institutional structures, the need is
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to determine what kind of practice structures would be more conducive to the delivery of
"safe, competent and ethical care" (Hardingham, 2001, p.23). The mechanisms and
specific forms of this necessary change however, seem to be much less easy to define.
A further message delivered through the nursing literature, particularly in the
writings of the nurses directly involved with the pediatric cardiac surgery program, is the
idea that what happened to them could happen to any nurse, anywhere (Borton, 1999;
Hinam, 1999; Youngson, 1999). As Youngson writes, "what happened to my colleagues
and me over the past 5years is something that every nurse has experienced in some way
and to some degree in his or her career. What happened to us can happen to any nurse

-

anywhere" (p.7). Borton ( 1999) concurs: "what happened in 1994 is an extreme example
of what could happen to any nurse, in any health care institution anywhere in Canada"
(p.34). And Hinam ( 1999) concludes her article with the warning, "remember, this can
happen to any nurse, anywhere" (p.16). Though the cumulative effect of such warnings is
somewhat dire, the emphasis is again on what happens because of the particular space
and conditions of nursing practice, because of nurses' positioning within systems. And it
is important for us to be concerned with such issues not only because of the effects on
patient care but also because nurses themselves are marked by the effects of their
positioning: "In the end there is the moral residue. This is the intrinsic and lasting
emotional feelings that remain after the inability to have done the right thing" (Hinam,
p.16, emphasis in original).

As Inoted at the outset, this chapter is not meant to be an exhaustive account of
these events. It is intended to give us ashared sense of what happened and also, asense

71

of what these events were like. The next chapter is areading of some of the writings of
the philosopher Michel Foucault, the key ideas of which Iwill use to analyze these events
in subsequent chapters.
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III. 'Like lightening in adark sky': the Foucault effect
Reading
Obviously my reading of the work of the philosopher Michel Foucault is a
situated one, in the way that the reading of anything

-

an author, an experience, an event

-

is always areading through, requiring, Ithink, acertain willingness to understand and an
openness to the text. Reading is always interpreting; it is relentlessly perspectival. Like
any kind of knowing, it is necessarily partial in both senses of the word: incomplete and
interested (McWhorter, 1999). These limits to our capacity for reading, for knowing or
understanding, merely reflect our situation, that is, that we are situated and our
understandings are mediated by preexisting commitments, the discourses we have
available to us, and our material circumstances. Complicating this is that these, our
commitments and agendas, discursive resources and effective situations, as well as their
particular effects, are not always apparent to us. Though Imay desire critical insight, and
will attempt to make my influences visible, perfect knowledge of what constitutes my
understanding of anything is not guaranteed. As Hoy ( 1988) cautions, not only are we are
not transparent to ourselves, but " our beliefs about how or why we have come to believe
what we do are unlikely to be right, or at least not the whole story, since we always
presuppose ideas and practices that we do not and perhaps could not articulate to
ourselves"

(p.1 8).

We rarely know as much as we think we know, or why.

This is, appropriately enough, aFoucaultian kind of caution and it seems a
necessary gesture in light of the sometimes conflicting, frequently contested, readings of
Foucault's investigations. Suffice it to say, there is no "pure," fully retrievable Foucault.
There are only our always partial understandings. And there is no getting around the fact
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that other people, with other influences and agendas, will and do read Foucault
differently. Though agood reading is usually one that is accountable to its texts, it is still
the case that different readers have different assessments of both what Foucault has to
offer and where his limitations lie

--

this is not aproblem, merely the way things are.

However, Iwould suggest that, at the very least, whenever we choose to use Foucault's
work to support our own, the one thing we have all done is chosen an attitude toward
ourselves and our projects. This is in part because of the ways even our choice of
problems is shaped by the assumptions of the vocabularies through which we articulate
them (Rorty, 1979). Isuggest that certain possibilities for thinking are constituted, though
not altogether determinately, when we take up and employ Foucault's distinctive
constellation of ideas and images. An attitude is sketched out, one that proposes acertain
unshackling of thought, one that is animated by an insistent, and insistently ethical,
curiosity concerning how it is possible to think in one way rather than another. Thought,
for Foucault ( 1989a), is distinguished by this curiosity:
[Curiosity] evokes "concern"; it evokes the care that one takes for what exists and
could exist; areadiness to find strange and singular what surrounds us; acertain
relentlessness to break up our familiarities and to regard otherwise the same
things; afervor to grasp what is happening and what passes; acasualness in
regard to the traditional hierarchies of the important and the essential.

(
p.305)

This chapter then, is about coming to understand this attitude, and its
implications, through examining some of the themes and problems that preoccupied
Michel Foucault. In this sense, it is achapter about Foucault or rather about how reading
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certain of Foucault's texts has helped me to articulate my concerns about aset of events
in aparticular way.
Foucault's effect
It is true that the work of the philosopher Foucault does not attend to all of our
concerns. Some feminists, for instance, have pointed out the absent voices in his histories
--

women, children, poor people, people of cultures other than Western and slaves (in the

context of his writings on ancient Greece and Rome) to mention some of the most
frequently remarked upon omissions (Carrette, 1999). These are sometimes thought of as
the sorts of absences and omissions that mark Foucault's work as seemingly
unrepentantly andro- and ethnocentric, and therefore, from some perspectives at least, as
limited in scope and value. Yet despite these evident gaps in his analyses, and the
limitations and partialities of his textually created worlds, his texts do not have the effect
of exclusion. Ibegin with this point because, in terms of content, Foucault's
investigations evidence aparticular constellation of interests that both are, but also are
not, relevant to my own concerns. The particular targets of Foucault's projects, though
not at all insignificant, tend to be of secondary interest to me. This is because, as
McWhorter ( 1999) argues, more important than what Foucault's works actually say is
what they tend to do. It is in the "doing" of these texts, in the undergoing, that their
potency for transforming, enlarging how we are able to think is manifested. Possibilities
for thinking and acting are opened rather than closed. The instability and complexity of
our existences is comprehended rather than overlooked. Complete and irrefutable
analyses, achieved through the elimination of all perspectives but one, are not posited.

75

Rather, Foucault seems intent only to enlist us in his project of the radical
questioning of our existences, investigations that consider who we are, what it means for
us to know and what determines what we are able to do and be in the situations that
confront us. Foucault's analyses are directed toward gaining clarity about the
contingencies of our lives, making the conflicts we engage in more visible and, at the
very heart of his analyses, toward "demonstrating the fragility of the ways in which we
know ourselves" (Dean, 1999, p.36). As Foucault ( 1980a) observes, contingency and
fragility have felt increasingly close to us in recent decades, appearing to emanate from
the "very bedrock of existence

-

even, and perhaps above all, in those aspects of it that

are most familiar" (p.80). It is these aspects of experience, specifically the historical
contingency of our being, that Foucault excavates, and displays for us, in his various
studies, including those of madness, medicine, punishment and sexuality. Foucault's
particular projects have as their essential core the careful portrayal of an experience, not
so much to determine what, exactly, this experience is but rather to discover the questions
that may be asked of it. That is, it is Foucault's genealogical method to fracture the self
evidence of what is by describing in abundant detail how what is has come to exist as it
has. Foucault excavates the archive, the conditions of possibility that give rise to
practices and discourses, and then locates what is in aplay of forces. For Foucault
(1991b), agenealogical analysis works at "rediscovering the connections, encounters,
supports, blockages, plays of forces, strategies which at agiven moment establish what
subsequently counts as being self-evident, universal, necessary" (p.76). As McWhorter
(1999) writes, "genealogy affirms the existence of something while at the same time
acknowledging its historicity, its inessentiality"

(
p.30).
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Foucault's analysis of what conditions and limits our thinking in specific
situations has the effect of altering how we are able to think through aquestion, a
problem or an experience, in part through bringing to our attention the fragility, and the
not infrequent poverty, of the discourses, practices, and institutions that presently
establish its (the question's, the problem's, or the experience's) existence and
circumscribe its form. It is this ability to unsettle, to reverse the fixity of our thought, and
thereby to sketch out the conditions in which new understandings might be possible, that
constitutes my chief attachment to Foucault's work. It is as if Foucault is saying to us
that, on the one band, there are these realities but on the other, the equally significant
question of how we have arrived at them. Or more accurately, the question of how we
and they have arrived at all. In either ease, our questions are to the self evidence of
things, and it becomes the work of thought to analyze the specific circumstances through
which we, as human beings, are able to problematize what we are, what we do, and the
world in which we live (Foucault, 1985). Foucault's critical practice centres on this need
to think through the questions of our existence, or more specifically, the need to make our
thought visible so that we can decide, with some sense of the ethicalness of our living,
what to do:
Criticism consists in driving this thought out of hiding and trying to change it:
showing that things are not as obvious as we might believe, doing it in such away
that what we accept as going without saying no longer goes without saying. To
criticize is to render the too-easy gestures difficult. (Foucault, 1982a, p.34)
Giving up the too easy gestures means being willing to question those meanings and
realities, discourse and practices, that sometimes appear to us to have arisen naturally or
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self evidently and therefore, as no longer needing to be thought about. And this is the
effect of Foucault's strategy, that is, to "make the horizon of our thought appear before us
as an object: to expose its rules of knowledge, specific lines of authority, and mechanisms
of effect" (Rawlinson, 1987, p.379). Though we have no hope of adefinitive or
conclusive knowing, his (and our) analyses move us toward arecognition of the
inessentiality of what is and to changed possibilities for understanding and action.
When we take up Foucault's ideas, images and analyses for our own purposes, we
become concerned not only with what something is and how it exists, but also with the
consequences and effects of the ways in which we are able to think about it: "what is at
issue here is not so much what human being really are or have become but how they
think about who they are and the consequences of this" (Dean, 1996, p.2 10). This is the
substance of an ethically cognizant life for Foucault, acommitment, with no promise of
resolution, to becoming more awake to the difficulties, the dangers, the consequences, of
how we think our own existence. That is, in Foucault's analyses, the questions we have
about who we are and what we should do are not resolved by the accumulation of correct
knowledge properly applied. These questions are simply not answerable in merely
epistemological terms, requiring instead permanent scrutiny of our political and ethical
commitments. In his projects, and in our own, Foucault asks that we suspend, or at least
postpone, judgement and refuse to allow ourselves the comfort and "the illusion of easy
solutions and alternatives" (Bernstein, 1996, p.234). In fact it may be the case that the
existential questions are meant to be left open, so they can work on us and undermine our
confidence on apermanent basis, if only to ensure that we continue to think about them.
This way the understandings we achieve stand as provisional and partial.
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For Foucault ( 1984a), problematizing our experience is the essential act for, in his
view, the critical question facing us today is, "in what is given to us as universal,
necessary, obligatory, what place is occupied by whatever is singular, contingent, and the
product of arbitrary constraints?" (Foucault, 1984, p. 45). Our freedom and the possibility
of transgressing the limits imposed on us depends on asking and responding to this
question. For if we can show that how we are arises historically, contingently, and
therefore could have been otherwise, we open for ourselves and others acertain modest
space of freedom. This is not an expansive freedom directed toward liberation, for we are
never unencumbered, but a "freedom from below," arefusal, aresistance, astepping back
(Caputo, 2000, p.34) that constitutes anecessary condition for thinking, for the
emergence of new sorts of questions, new thoughts and actions, new understandings of
the ways our worlds are constituted. Foucault acts for this modest freedom by always
standing against "anormalized 'telling' which takes the place of thought" (Morey, 1992,
p.119). Foucault breaks with our "habit of taking the normal as the criterion of the real"
(Morey, p.119) and instead, stands for the contingency of our present, the instability of
the given and the possibility that what is could have been otherwise. His capacity for
articulating this possibility of being-otherwise is afrisson of expectation that "runs
through the sombre volume of received tellings, like lightening in adark sky" (Morey,
p.118).
Foucault draws our attention to the ways that we are able to think about and speak
about our worlds. He persuades us to consider what makes our particular habits of
thought possible and in doing so, to become aware of the effects of what we are doing.
He does not, however, venture to tell us the truth of our lives and in fact, it seems clear
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that he does not believe such athing is possible: "there is always something ludicrous in
philosophical discourse when it tries, from the outside, to dictate to others, to tell them
where their truth is, or how to find it" (Foucault, 1985,

p.

9). His cha
racterization of his

role is rather more modest. He intends, so he says, only:
to give some assistance in wearing away certain self evidences and
commonplaces..., to bring it about, together with many others, that certain phrases
can no longer be spoken so lightly, certain acts no longer, or at least no longer so
unhesitatingly, performed; to contribute to changing certain things in people's
ways of perceiving and doing things.... (Foucault, 1991b, p.84.)
This refusal to dictate to others, to end his vivid studies of various experiences with the
direction, "this, then, is what you should do," is frequently framed as aserious limitation
of Foucault's investigations. And it is true, Ithink, that his frequently devastating
analyses challenge entrenched traditions and favoured beliefs. And it is also true that he
offers little straightforward guidance as to how we should proceed in light of these
disruptions. But when Foucault stands accused, metaphorically speaking, of pulling the
rug out from under us, of shifting the ground beneath our feet and leaving us with no
place to stand, it is perhaps important to recognize that this effect is intentional: "My
project is precisely to bring it about that they 'no longer know what to do', so that acts,
gestures, discourses which up until then had seemed to go without saying become
problematic, difficult, dangerous" (Foucault, 1991b, p.84). This is, of course, not an end
but it is an effect, the effect that Foucault's writings have on how we are able to think
about things (McWhorter, 1999). Specifically, and to his credit, Foucault puts us in a
position of having to think about things:
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But paralysis isn't the same thing as anaesthesis

-

on the contrary. It's in so far as

there's been an awakening to awhole new series of problems that the difficulty of
doing anything comes to be felt. Not that this effect is an end in itself. (Foucault,
1991b, p.84.)
The problem of the subject
In anumber of his later essays and interviews Foucault (e.g., 1982b, 1989b)
describes his overall project as an investigation into the constitution of subjects, and into
the relationships that may exist between the constitution of particular subjectivities,
power and knowledge. Though his earliest studies may have assigned analytic priority to
the operations of knowledge (e.g. Madness and Civilization) or power (e.g., Discipline
and Punish), seeming to leave the problem of the subject to one side, Foucault suggests
that all along his essential preoccupation has been with the problem of theorizing a
subject who is athoroughly historical entity. His objective, he suggests, "has been to
create ahistory of the different modes by which, in our culture, human beings are made
subjects" (Foucault, 1982b,

p.208). His problem is to explain the reality of subjects

without presuming these as the ground of their own explanation, that is, without
attributing to subjects atranscendental or ahistorical capacity. In Foucault's analysis,
there is no subjectivity per se, only particular subjectivities fabricated through the
operations of particular regimes of power and knowledge (May, 1993). Unlike the subject
of much modern discourse then, Foucault's subject is neither independent nor self
sustaining and has no existence prior to, or outside of, the practices of power and the
discourses of knowledge that constitute it. As McWhorter ( 1999) explains, "subjectivities
do not preexist, and therefore do not construct or fully control, the networks of power in
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which they form" (p.74-5). Foucault's distinctive strategy has been to describe and
'analyze the relations that exist between different forms of the subject and specific
practices of knowledge and power.
Because Foucault does not presume asubject who has existence prior to
discourse, our modem sense of self-- distinguished by atendency to conceive of
ourselves as essentially singular, authentic, autonomous, and rational, defined by a
presumption of our own inviolable interiority

--

is itself subject to aradical questioning.

While not denying the reality of this experience of self, Foucault does ask, by what
mechanisms is this, or for that matter any, specific relation to the self produced? What are
the conditions for knowing the self in this way? And what are the consequences of
conceiving of ourselves as subjects of this particular sort? If, as in Foucault's analysis, we
are inescapably located, capacitated, and formed through amultiplicity of knowledges
and practices that have the effect of distinguishing us as subjects of acertain sort, it is
these, the distinguishing practices, the modes of knowledge, the forms of capacitation,
that become the target of analysis. Our experience of being acertain sort of person, as
having certain capacities for understanding and action, is not so much disallowed as made
contingent, analyzed as an effect of the norms and systems ofjudgement that govern our
behaviour, the knowledges that we develop and the presumptions that sustain them, the
spaces we (are made to) inhabit and so on. The specificity of these regimes of the subject
were Foucault's ( 1989b) concern:
What Iwanted to try to show was how the subject constituted itself, in one
specific form or another, as amad or healthy subject, as adelinquent or non-
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delinquent subject, through certain practices that were also games 21 of truth,
practices of power etc.

(
p.440)

For Foucault, our experience of ourselves as particular sorts of persons

--

as mad,

healthy, or delinquent but also, by extension, as possessing certain traits such as
autonomy, femininity, courage, or competence

--

is an effect of specific practices of

knowledge and power.
Though Foucault does argue that our particular sense of self is historically and
culturally produced, he does not suggest that this fact or event of production makes it
(and us) thereby unreal (McWhorter, 1999), In fact, it is the realities thus constituted, and
their effects, specifically that they have effects, that makes his (and our) analyses
necessary. Rejecting apriori theories of the subject, then, is not equivalent to suggesting
that we, as particular subjects, are not real or that our experiences as particular subjects
are not valid. Decentring the subject does not destroy it (Hall, 1996). This is an important
detail as the loss of the subject, at least in its traditional form, is anot uncommon
objection to Foucault's analytic stance. Yet as Hacking ( 1986) observes, what Foucault
actually suggests is that aparticular "concept of Man is afraud, not that you and Iare
nothing" (p.39). Foucault argues, in ashift of perspective that changes everything, that
decentring the subject accords us afreedom, and aresponsibility, to rethink ourselves as
subjects, to reconsider our positions and conditions of existence. His objection then, is
only to the "idea of asovereign subject which arrives from elsewhere to enliven the

Because the word ' game' can be misleading, later in the same interview Foucault ( 1989b) explains: The
word ' game' can lead you astray: when Isay ' game', Imean aset of rules by which truth is produced. It is
not agame in the sense of an amusement: it is aset of procedures that lead to acertain result, which, on the
basis of its principles and rules of procedure, may be considered valid or invalid, winning or losing (p.445).
21
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inertia of linguistic codes" (Foucault, 1991a, p.61). Instead of beginning with this subject,
the constituent subject, Foucault suggests that as discoursing subjects, we form part of the
discursive field:
there are not on the one hand inert discourses, which are already more than half
dead, and on the other hand, an all-powerful subject which manipulates them,
overturns them, renews them; ... discoursing subjects forms part of the discursive
field they have their place within it. (
p.58)
-

Particular forms of the subject, including those which seems most indigenous or natural
to us, must be explained through an examination of the mechanisms and effects that have
constituted them.
Fabricated but not thereby unreal, Foucault proposes that particular subjectivities
are constituted in discourse, "the effect and object of acertain crossing of power and
knowledge (Dreyfus & Rabinow, 1982, p.160). If we are made subjects, the mechanisms
of this subjectification, because these may also constitute the means of our subjection,
must be the centre of our analysis. That is, the ways that we are made subject(s), the
specific contours of our socially and historically produced subjectivities, are of interest,
in part, because they may also constitute the substance and ground of our subjection, the
ways we are made vulnerable, endangered, closed off from possibilities (McWhorter,
1999). Herein lies the source of Foucault's constant preoccupation with the play of
relations of knowledge and power. Accounting for the constitution of particular
subjectivities, for who we are in the present, is how we are able to think through, and
effect, the character of our existences. Who we are and how we (are able to) live
discloses our engagement with aspecific regime of power and knowledge, aregime of
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truth, that simultaneously limits and gives sense to our actions. As Foucault ( 1980a)
describes it, "in the end we are judged, condemned, classified in our undertakings,
destined to acertain mode of living or dying, as afunction of the true discourses which
are the bearers of specific effects of power" (p.94). Such regimes of power and
knowledge include the different ways that truths are produced about who we are and who
we should become. They include the ways we are known, and the ways that we (are made
to) know ourselves. All of which contributes to the conditioning of our possibilities of
positive action as well as the fields of action that may be deployed on us or against us.
We are emplaced in relation to our particular worlds.
Yet that we come to understand aworld and aplace within it suggests acertain
"alreadyness" to our living. That is, asense in which our interactions with the world, our
abilities to give meaning to our experience, to construe our possibilities, are already, to
some extent, ordered. Unlike Aithusser ( 1971) who famously theorized asubject
summoned into place by discourse, and who was thereby at risk of presupposing asubject
already constituted (Hall, 1996), Foucault suggests asubject constituted in discourse and
specific subjectivities as material instances and effects of the organization of particular,
often multiple and diverse, discursive regimes. As Foucault ( 1991 a) suggests, "discourse
is not aplace into which subjectivity irrupts; it is aspace of differentiated subjectpositions and subject-functions" (p.58). Certain forms of the subject, then, only become
possible within the contexts constituted by particular discourses and practices. For
instance, we know (about) ourselves primarily as consumers in the discourses and
practices of the market, we become subjects defined by certain rights and obligations in
Western legal discourses, and we are bodies subject to certain procedures in medical
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practices that in other contexts might be considered crimes. But it is not the case the these
specific configurations of the subject, or any others, achieve immediate reality, or are
guaranteed effective reality, simply because they are articulated through adiscourse.
Rather, when certain forms of the subject are supported by other significant discourses,
practices, institutional structures and social apparatuses (Dreyfus & Rabinow, 1982), they
achieve astability that becomes agiven, aseeming naturalness that makes the suggestion
they were ever otherwise seem absurd. When these discourses and practices are most
successful, we fold their authority into ourselves and this becomes who we are, not in a
necessarily determinate way but insofar as certain possibilities for being are facilitated
and encouraged, while others are marginalized or excluded. In terms of Deleuze's ( 1994)
metaphor of the fold, our interiority, our sense of having an inner self, is not something
other than these folds and folding of the outside, and what gets folded into ourselves, is
anything that has the authority to tell us what or who we are

--

norms, systems of

judgement, specific forms of knowledge and so on (Rose, 1996a). As Rose describes it,
our sense of interiority depends on this enfolding of external authority, "interiors that are
always also exteriors, webs of tension across space that capacitate human beings through
associating them with vocabularies, instruments and devices"

(
p.304.). Foucault never

credits the possibility of aself outside these forms of capacitation, aself that would exist
genuinely or naturally if only it were liberated from forms of what some might call social
distortion (Roy, 1988).
In his own work, Foucault investigated numerous instances where different forms
of the subject are constituted through different discursive regimes including the
disciplined subject produced as an effect of specific regimes of disciplinary power and
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knowledge and the self-reflective subject, who is exposed through the mechanisms of
confessional, pastoral discourses to more "effective" guidance. Our activity as subjects,
and our knowledge of ourselves, he finds, is constrained (or facilitated), most often
pursued within limits (or possibilities) that are constituted by available discourses and
practices. And although Foucault does not deny the possibility that these limits may be
extended, he does suggest that they can never be completely irrelevant. That is, our
choices always seem to us to be among possibilities that are socially and culturally
bounded: "practices are nevertheless not something invented by the individual himself2.
They are models that he finds in his culture and that are proposed, suggested, imposed
upon him by his culture, his society and his social group" (Foucault, 1989b, p.441).
Discourses and practices construct subject positions and functions, but how and
why we engage in particular ways with these is not always clear. It is true however, that
specific regimes of the subject, for instance those that distinguish masculine from
feminine subjects, are complex and perhaps more to the point, they are not always
coherent. Discourses defining womanhood for example, even within asingle society, will
be inflected by other discourses specifying for women the meanings of race, class or
sexual orientation. And when there are contradictions among these discourses, as there
often are, assumptions and presumptions are disrupted and in being disrupted, begin to be
seen. Our conditions of understanding become apparent to us "when we encounter
problems that force into the foreground the background practices and standard
assumptions that previously had functioned imperceptibly" (Hoy, 1988, p.25). That is, we

Foucault's language is not always gender neutral. However rather than insert the ' sic' notation in every
case, please read gender neutrality into these instances where appropriate.
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become aware that aspects of these discourses and practices are shaping our experience
and knowledge of ourselves and our worlds. There are, however, always limits to our
knowledge of ourselves, and we can be, it seems, competent and familiar with some
aspects of discourse, recognizing ourselves as the subjects of them, while at the same
time, oblivious to the force and effects of other aspects.
Clearly, in any society, the discourses and practices, the regimes of truth, which
produce specific forms of subjectivity are multiple, containing within their knowledges
and practices truths that explain, order, categorize, describe and diagnose human beings
individually and in groups (Rose, 1996b). And they do this according to range of norms
and objectives that are not especially nor necessarily coherent with one another. This
means that even intensely pervasive discourses, such as those defining the meanings of
gender or race for example, can not guarantee unified subjects and in fact, in late modern
times, we find that the discourses that enfold us produce identities that seem to be
increasingly fragmented (Hall, 1996). We are traversed, it seems, by multiple, often
contradictory, even antagonistic, discourses, and that our identities under such regimes
are not especially coherent, is not unexpected. As subjects distinguished as specific
individuals through particular discursive practices, we fmd that we are distributed and
circulated through space and time in anetwork of not entirely continuous relations that
rub up against and alter one another; as particular persons we "live (our) lives in constant
movement across different practices that address (us) in different ways" (Rose, 1996b,
p.14.0). As Rose suggests, different practices and discourses address us, act upon us, and
suppose us to be different sorts of human beings. And so we find, for example,
"techniques of relating to oneself as asubject of unique capacities worthy of respect run
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up against practices of relating to oneself as atarget of discipline, duty or docility" (Rose,
p.141).
It is however, the presence, or rather the effects, of such conflicting regimes of the
person that may explain our capacity to act outside expectations, to be beyond the
imposed limits. That is, it is acontext of multiplicity, and the play of complexity, that
allows us to even consider the possibility of moving beyond limits, or as Foucault
(1984a) might suggest, to experiment with the possibility of going beyond the limits that
are imposed on us, to even know that there are limits. This becomes apossibility to the
extent that we make ourselves intelligible, not finally or completely, but in the context of
an ongoing project of sustained critique. To see that we have possibilities of beingotherwise, and that these can at times be construed as choices, is amatter, in some
respects, of understanding that though knowledge and power are joined in discourses that
both preexist us and help to establish our particular existences, no single discourse is
capable of covering all of reality: "we must not imagine aworld of discourse divided
between accepted discourse and excluded discourse, or between the dominant discourse
and the dominated one; but as amultiplicity of discursive elements that can come into
play in various strategies" (Foucault, 1978,

p.100). In fact, it is this context of

multiplicity that, in asense, assures us akind of agency but an agency that centres
questions of knowledge and power.
A problem for knowledge: the conditions of knowing
Though Foucault did insist that knowledge and power exist as relations, each
presupposed by and constituting the other, he did not, despite the claims of some of his
critics, suggest that knowledge and power were identical:
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If Ihad said, or wanted to say, that knowledge was power Iwould have said it,
and having said it, Iwould no longer have anything to say, since in identifying
them Iwould have had no reason to try to show their different relationships.
(Foucault, 1989c, p.462)
Foucault did, however, theorize linkages and associations among knowledge, truth and
power that unsettled traditional conceptions of each, specifically the deeply held
conviction that knowledge consists merely of increasingly accurate representations of an
independently existing external reality, and that the Truth, or things as they really are,
functions as foundation and neutral arbiter of conflicting perspectives. In this view,
because knowledge is figured as reflection, it is assumed to be unaffected, undistorted by
power. Knowledge is assumed to be disinterested, value-free, guided only by the ' facts'
of reality itself. But Foucault

--

by describing in particular instances how knowledges

develop and spread, how they are sustained and overturned, how specific lines of
authority are drawn among different forms of knowledge, and how disputes between the
true and the false are arbitrated

--

problematized and complicated these

conceptualizations of knowledge. His investigations tied the contents and character of our
knowing to the specific conditions of our existences, to our being irrevocably situated in
particular worlds, and in doing so, he located knowledge, and what it means to know, in
historically specific, contingent situations. He did not suggest however, that, because we
cannot transcend our situatedness, there is no knowledge or any possibility of it, no truth
or only truth that is relative or trivial (Hoy, 1988). Foucault is no nihilist (McWhorter,
1999). Rather, Foucault's more modest suggestion is that because indubitable,
indisputable foundations for our knowing are not available to us, and because there are no
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knowledges free of the effects of power, we may need to think differently about what we
think we know, and how we think we know it.
For Foucault, the principle danger is not that our sense of knowing in these
circumstances may be made more uncertain, or the knowledges we develop more
tentative, but that we will persist in the rather more damaging belief that the truths we
achieve are untouched by power. If we assume that it is things as they really are, or the
Truth, that informs our thoughts and actions, we may not consider first, how we have
constituted our worlds, separating the true from the false, and second, that we have
constituted our worlds. Operating under traditional schemas, we operate under a
deception. We lose our sense, as Dean ( 1999) describes it, that "we govern ourselves and
others according to what we take to be true about who we are, what aspects of our
existence should be worked on, how, with what means and to what ends" (emphasis
added, p.18). The knowledges we have or seek are guided by what we take to be true
about ourselves, and what we take to be true, directs what knowledge we will seek. The
argument here then, is not that what we take to be true is, in effect, untrue, but that these
truths are multiple, constituted and apprehended by situated beings and they have effects.
And perhaps most importantly for Foucault (1984b), they are contingent, resting on the
possibility that they could have been otherwise: "truth or being does not lie at the root of
what we know and what we are, but the exteriority of accidents" (p.81). This is what
Foucault asks us to consider, to account for, in analyzing our situations.
A problem of knowledge for Foucault, then, seems to be our tendency to deny the
effects of power. We tend to think and act, suggests Foucault, as if there were power-free
discourses with which to conduct ourselves and our search for truths, as if knowing,
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particularly knowing scientifically in our culture, means only that we have established a
privileged relationship with reality. Foucault' sdescriptions of empirical instances of the
operations of knowledge and power

--

in such locations as the asylum, the prison or the

clinic, and for such purposes as the separation of the mad from the sane, the sick from the
well, the delinquent from the non-delinquent

--

demonstrate, against this still dominant

view, that we continually employ discourses that are neither true nor false in themselves
but which function as truth in specific situations to constitute specific realities. In these
situations, truth and knowledge, specifically what comes to stand for the true or the false,
is complex and changeable, demonstrably permeated at every level by relations of power.
Our challenge then, with respect to knowledge is not merely the traditional endeavor of
distinguishing the true from the false, but the rather more concrete obligation of "seeing
historically how effects of truth are produced within discourses which in themselves are
neither true nor false" (Foucault, 1980b, p.118). That is, with understanding the
conditions under which claims to know will have adefinite truth value, with knowing the
rules that determine what will count as true in agiven situation.
In theorizing alink between knowledge, truth and power, Foucault claims a
perspective for knowledge, he highlights its historicity and its emergence from
contingently situated discourses and practices. As May ( 1993) suggests, for Foucault
"knowledge does not stand outside the fray in order to pronounce its truth" (p.76).
Rather, as Foucault continually demonstrates, knowledge is amatter of what it is possible
for knowers to see and to say, amatter of what comes to constitute specific possibilities
for seeing and saying, in agiven historical circumstance (May). And what it is possible to
see and say in any given situation is not the consequence of our own willful exertions but
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rather is the product of our immersion in the discourses and practices of our times. It is
these that establish the conditions of our possibilities of knowing, and these, that is, "the
horizons of our thought" (Rawlinson, 1987, p.379), that seem nothing if not completely
obvious and inevitable to us. What Foucault describes for us then, are the ways that our
knowing takes place not against 'reality' or the way things really are, but against and
through ashared, inherited background picture of how the world is; he shows how, given
this circumstance, that what justifies our claims to know is not abedrock of Truth but
another claim or network of claims that supports, constitutes and sometimes extends this
background (May, 1993). In each case, it is coincidence with the background, rather than
with areality beyond it, that provides the possibility of knowledge. Leaving the question
of truth to one side, May suggests, "to know something is not to have abrute relationship
with objective certainty; it is to be able to give acceptable reasons for what one believes"
(p.92). To give reasons, and have them accepted as valid, implies and relies on this
shared context dr background, one that secures us squarely in asocial world constituted
by relations of power.
Relations of power
The privileged question in aFoucaultian analysis of power is 'how do things
happen?' And it is not that the standard questions of ' what is power?' or 'who has
power?' or 'where does power come from?' are considered by Foucault ( 1982b) to be
irrelevant, but rather that when we begin with these questions we risk reifying anotion of
power that is both prefigured and all-embracing. Foucault asks 'what happens?' because,
in his analysis, power as such does not exist. That is, Foucault is anominalist about
power; it is, for him, adescriptive category:
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Power in the substantive sense, '
le pouvir, doesn't exist. What Imean is this. The
'

idea that there is either located at or emanating from agiven point something
-

-

which is a 'power' seems to me to be based on amisguided analysis, one which at
all events fails to account for aconsiderable number of phenomena. In reality
power means relations, amore-or-less organized, hierarchical, co-ordinated
cluster of relations. (Foucault, 1980c, p.198)
Foucault ( 1980d) proposes his conception of power as relations against our long standing
inclination to conceive of power as entity or attribute, as "that which lays down the law,
which prohibits, which refuses, and which has awhole range of negative effects:
exclusion, rejection, denial, obstruction..." (p.183). The customary conception seems
inadequate to Foucault, insufficiently able to account for either complexity or variety in
how things happen, or for the productive effects of power. And perhaps most
significantly, this formulation of power seems deficient because it places power in a
position of exteriority with respect to other types of relationships; it locates power
externally, suggesting that we are either powerful or powerless depending on how much
of this thing called power we possess (Foucault, 1978). Against this view, Foucault
conceives of relations of power as inherent in all our relations, as ingrained in our habits
and norms of conduct, embedded in our institutions, always at least tacitly present in our
discourses and our practices. Power relations are "rooted deep in the social nexus, not
reconstituted ' above' society as asupplementary structure whose radical effacement one
could perhaps dream of' (Foucault, 1982b,
Foucault, power is productive.

p.

222). And perhaps most importantly for
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Against the exteriorizing of power, and its reification, Foucault ( 1982b) proposes
power relations as tactics, strategies, techniques or operations. Mobile and unstable,
power is immanent, an event instantiated in all relationships, necessarily and productively
present. Power that effects us has acapillary existence, "it reaches into the very grain of
individuals, touches their bodies and inserts itself into their actions and attitudes, their
discourses, learning processes and everyday lives" (Foucault, 1980e,

p.

39). Power then,

is not something that we can rid ourselves of, thereby imagining that we will establish a
perfectly free society, but rather power relations as productive, animating forces are what
make society as such possible. In Foucault's ( 1982b) view, "asociety without power
relations could exist only as an abstraction"

(p.

223). Or as Caputo (2000) describes it in

his reading of Foucault, "as soon as human beings come together, in virtue of their
coming together, power relations spring into being" (p.33). And it is precisely this, that
is, the diffuse, mobile, changeable and but ultimately inevitable nature of these relations
that makes asustained analysis of power so necessary: "For to say that there cannot be a
society without power relations is not to say that those which are established are
necessary" (Foucault,

p.

223). As McWhorter ( 1999) suggests, if we can think in terms of

relations of power, we can begin to recognize ourselves as participants in, rather than
passive captives of, its current configurations. That is, instead of seeing ourselves, for
instance, as merely powerless, and therefore as "innocent" of the consequences of
particular arrangements, we can investigate and work on the multiple levels at which we
may be implicated in the production, and maintenance, of certain realities. In Foucault's
view, in fact, "the analysis, elaboration, and bringing into question of power relations.., is
apermanent political task inherent in all social existence" (p.223).
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Relations of power, then, are as necessary as they pervasive, and in Foucault's
analysis, they are also necessarily reversible or modifiable. That is, power to be power, as
opposed to something more like constraint, force, domination or oppression, requires the
possibility of resistance or intransigence. This implies the presence of at least acertain
degree of freedom, as without this, power loses its productive aspect; power relations are
blocked, frozen into astate of domination. Power may be exercised then,
only over free subjects, and only insofar as they are free. By this we mean
individual or collective subjects who are faced with afield of possibilities in
which several possible ways of behaving, several reactions and diverse
comportments may be realized. Where determining factors saturate the whole
there is no relationship of power. (Foucault, 1982b, p.221)
That is to say, it is the effect of relations of power to bring about acomplicated interplay,
an agonistic relation, between power and our limited or situated freedom. Foucault's idea
of freedom is arather pedestrian one. It is not an absolute condition, as in being perfectly
free of the effects of power but rather it is merely, but critically, afreedom to engage,
alter, or modify our situations, The permanent provocation then, between power and
freedom, structures afield of possible actions, sets up or produces arange possibilities
within which action can take place. Power in these circumstances is "atotal structure of
actions brought to bear upon possible actions; it incites, it induces, it seduces, it makes
easier or more difficult" (Foucault, 1982b,

p.220). In Foucault's analysis, freedom is both

condition and precondition for the exercise of power; it requires subjects who are free to
engage, alter, struggle with power. As Caputo (2000) observes, "the idea for Foucault is
not to abolish power relations that would make no sense but to alter them by means of
-

-
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winning strategies, to open up new possibilities, to restructure the field such that
something else (being-otherwise) is possible" (p.33).
In Foucault's ( 1982b) analysis, the operations of specific forms of power, provoke
our specific resistances to them, and our struggles, in addition to those against the more
obvious forms of domination and exploitation, are against those forms of power that
make us, as individuals, subjects. The form of power that individualizes or subjectifies,
that creates certain forms of the person as its effect, is the productive power of immediate
everyday life. This power "categorizes the individual, marks him by his own
individuality, attaches him to his own identity, imposes alaw of truth on him which he
must recognize and which others have to recognize in him" (Foucault, 1982b, p.212).
That is to'say, micro-relations of power circulate insistently and often unobtrusively to
create specific subjectivities as their effects, and these produce persons who know
themselves in particular ways, who understand themselves as having specific
characteristics and capacities, and who believe themselves to be thusly constrained or
enabled in their possible actions and effects. Disciplinary power is one form of this
power, aproductive power par excellence (
Hindess, 1996), that traverses society as a
multiplicity of force relations that catch up and yield disciplined individuals as its effect.
Discipline, for example, "makes' individuals" through its techniques and rules of
normalization, classification, regimentation and differentiation (Foucault, 1977, p.170).
Through disciplinary tactics, we become subjects of knowledge governed by norms of
truth. We become certain sorts of persons in relation to specific practices. These practices
include judgements about normality and causality
what one is not" (Rose, 1996a,

p.309)

--

--

"
to be what one is, one must not be

but also more elaborately, "the spaces and

97

places, the apparatuses, relations and routines that bind human beings into complex
assemblies of vision, action and judgement" (Rose, p.300). These are the micro-relations
of power upon which the great strategies of power depend.for their conditions of
existence. Yet disciplinary tactics are often unsuccessful, and just as often resisted
(Hindess, 1996). The point must be then, that these and other forms of power have effects
in the constitution of particular subjectivities of which we should be aware, if only to
provide ourselves with agrid of analysis through which to analyze what happens.
Not bad, just dangerous
For Foucault, knowledge, power and subjectivity are three irreducible yet distinct
axes of existence whose specificity and interconnections must be analyzed: these
constitute "three domains of experience (that) can only be understood in relation to each
other and with each other" (Foucault, 1989d, p.466). That is, an existence, areality, an
event must be analyzed according to the knowledges that refer to it, the practices of
power that regulate it and the "forms within which individuals are able, are obliged, to
recognize themselves as subjects of (it)" (Foucault, 1985, p.4). The irreducibility of these
fields of analysis for Foucault ( 1984a) is evident in the questions that frame much of his
writing: "How are we constituted as subjects of our own knowledge? How are we
constituted as subjects who exercise or submit to power relations? How are we
constituted as moral subjects of our own actions?" (p.49). Integrating these questions in
an analysis of an experience or event constitutes adouble movement of asking how
something

--

this event, this knowledge, this problem

--

has come to exist as it has and,

simultaneously, how is it that we have been constituted to perceive it as such. Deleuze
(1994) suggests that for Foucault, this double movement signifies thinking insofar as "to

98

think means to experiment and to problematize. Knowledge, power and the self are the
triple root of the problematization of thought"

(p.

334).

In Foucault's ( 1989e) idiom, the specific work of thought is "the development of
the given into aquestion" (p.421). We do this by breaching the self-evidence of things,
the self-evidences on which "our knowledges, acquiescences, and practices rest"
(Foucault, 1991b, p.76). We think, we engage in acritical practice, to rediscover what
established what, in agiven moment, came to count as being "self-evident, universal,
necessary," as no longer needing to be thought about (p.'76). We think to rediscover how
order was imposed, how ruptural effects were masked, how heterogeneity was gathered
under the sign of anecessary unity (Foucault, 1980a). The specific work of thought is to
expose, to re-examine, to question, to "render the too easy gestures difficult" (Foucault,
1982a, p.34). In short, Foucault's ( 1991b) critical project is awork of thought, arhetoric
of disruption and destabilization, but it is also and always a "challenge directed to what
is" (p.84.). His analyses are about things that are real, just not incontrovertible or
inevitable. His questions and projects reflect this doubt, this curiosity, about the necessity
of what is: "My analysis is about the problematization of something which is real, but
that problematization is something which is dependent on our knowledge, ideas, theories,
techniques, social relations and economical processes" (Foucault, 1989e,

p.

418).

Foucault analyzes, elaborates, brings into question how knowledge functions, how power
works, how subjectivities are constituted in and by our particular realities, how the
possibilities of our present conditions were established, how what is real came to existfor
us. Such questioning constitutes, for Foucault ( 1984a), the "undefined work of freedom,"
"separating out from the contingency that has made us what we are, the possibility of no
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longer being, doing, or thinking, what we are, do or think" (p.46). The scrutiny of our
present is the conscious practice of freedom. This is, as Foucault ( 1982c) suggests, our
permanent political task:
My point is not that everything is bad, but that everything is dangerous, which is
not exactly the same as bad. If everything is dangerous, then we always have
something to do.... Ithink the ethico-political choice we have to make every day
is determine which is the main danger. (pp.231-2)
So, in some senses, the why of Foucault's critical project is not that difficult to
grasp, having to do with what our responsibilities are and how we might engage with
them, with this questioning of the conditions of our existences that constitutes for
Foucault an ethical life. Yet, as May ( 1993) observes, the "question of grounds shadows
Foucault's writing" (p.9). Foucault's studies clearly involve evaluations of our situations,
yet he refuses to concede that there are foundations, in the sense of truths that cannot be
doubted, with which to anchor, justify his analyses. In fact, he actively undermines,
works against such apossibility. Foucault challenges foundational views, whether moral
or epistemological, by demonstrating that no discourse is ahistorical or politically neutral,
no discoursing subject pre-exists, fully constructs or controls the networks of power in
which they are situated (May, 1993; McWhorter, 1999). Foundationalisms, no matter the
terms in which they present themselves or the beliefs that defme them, are situated in,
constituted by, networks of power. As Patton ( 1994) argues, "even when philosophers
invoke 'man' as the basis for their moral and political judgements, they invoke no more
[but also no less] than their own or others' concepts of human nature, which are
themselves the products of particular, historically constituted regimes of truth" (p.61).
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This has to do with what McCarthy ( 1994) calls the "intrinsic impurity of what we call
reason": "its embeddedness in culture and society, its entanglement with power and
interest, the historical variability of categories and criteria, the embodied, sensuous and
practically engaged character of its bearers"

(p.

243). All this means is that there is

nothing that may not be questioned or doubted; there is no sure thing upon which to base
our actions. This is acondition of our existence that Foucault ( 1991b) conceives of as a
good and necessary thing: if we don't know which way to turn, then at least we are
looking.
But as Bernstein ( 1994) points out, "the very ' grammar' of critique seems to
presuppose some measure or standard, some basis for critique" (p.213). And as
Foucault's critics are wont ask, given the challenges that Foucault presents to
foundations, on what basis can we determine, can we decide, whether his analyses are
justified, or even possibly true? (May, 1993). May suggests that we can respond to this
concern, on terms that he suggests will hold for both epistemological and moral
justifications, by conceding adistinction between foundations and grounds. That is, May
(1993) argues that adistinction may reasonably be drawn between grounding aclaim to
know through processes ofjustification and claiming for one's knowledge arelationship
with objective certainty that excludes possibilities of doubt or debate, with the former
constituting the actual basis of our knowledge and the latter merely the troubling illusions
of foundational thinking. May's argument has to do with how justification is understood.
He suggests that what "justifies aclaim to know is not an experience but another claim....
One infers from claims to other claims, because inference

--

and, thus, justification

--

is

something that happens within language, not outside it" (p.92). Meaning is aproduct of
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word-word, not word-world, relationships, and the compellingness of aclaim is
constituted within this relation, within language. To know something is to be able to give
reasons for what one believes that are accepted as valid. Thus knowledge has to do with
justification, with giving reasons, rather than truth in the indubitable sense. This space of
reasons constitutes for us anetwork of claims that establishes, again not indubitably but
contingently, "abackground picture of how the world is, against which we compare
claims and theories arising from our continuing experience" (May, p.95). Questions or
doubts arise not ex nihilo, but in the context of this background.
Foucault, it is true, was anti-foundationalist in his thinking, but there is no
evidence to suggest that he thereby believed that knowledge was not possible, or that it
was not possible to justifiably assume or act upon ethical, moral beliefs. His genealogies,
in fact, rely on at least apartially shared background of how the world is, and, in asense,
claim this world as their justification: "since there is this suffering, and since there are
these practices and this kind of knowledge and these kinds of institutions which are
supposed to effect acure, are they really doing something?" (Foucault, 1989e, p.418). His
analyses, it could be argued, achieve their critical purchase because they draw on this
shared background, challenging certain of our beliefs but only on the basis of other of our
beliefs, increasing our shared uneasiness because of our sense of being implicated in his
analyses. As Dreyfus and Rabinow ( 19 86) suggest, "since we share cultural practices
with others, and since these practices have made us what we are, we have, perforce, some
common footing from which to proceed, to understand, to act" (Dreyfus & Rabinow,
1986,

p.1

15). But this, of course, does not offer us foundations for our knowledge and

beliefs, only complex and uncertain grounds on which to proceed. And although
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everything becomes more difficult in the absence of faith in foundations, it is this
difficulty itself that constitutes the positive, though always indeterminate possibility of
freedom. As Foucault ( 1991b) writes,
But it seems to me that ' what is to be done' ought not to be determined from
above by reformers, be they prophetic or legislative, but by along work of
comings and goings, of exchanges, reflections, trials, different analysis....
Critique doesn't have to be the premise of adeduction which concludes: this then
is what needs to be done. It should be an instrument for those who fight, those
who resist and refuse what is. (p.84)
What matters is what happens on the ground.
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IV. Engaging our present
A significant feature of the events that took place in Winnipeg's pediatric cardiac
surgery program during 1994 was that nurses involved with this program had concerns
about events that were occurring, in particular events that raised questions for them about
the competence of the surgeon, and that despite utilizing appropriate channels to voice
these concerns, their concerns were not addressed. That agroup of experienced
professionals could repeatedly raise such concerns without obvious effect is afeature of
this situation that seemed somewhat surprising to outsiders to the health care system but,
unfortunately, less so to nurses. As the editor of the Canadian Nurse wrote, "nurses who
hear them [the details of events] are horrified, but in the end not entirely surprised"
(Haines, 1997, p.3). Nurses' apparent inability to influence events has been characterized
by many commentators 23 ,particularly those in the popular media, as nurses'
"powerlessness" in the system. The powerlessness of nurses, in fact, seemed to become a
motif of sorts, an oddly relentless refrain in the popular media coverage of the inquest
examining the circumstances surrounding the deaths of twelve children who underwent
cardiac surgery during this period. Judge Murray Sinclair, who conducted the inquest,
was himself sufficiently disturbed by the situation and experiences of the involved nurses
to make their treatment acentral consideration in the final inquest report (Sinclair, 2000).
Judge Sinclair found, in ageneral sense, that nurses' continuing subordinate status
contributed to their inability to have their concerns acknowledged. Nursing responses to
the Sinclair report, as well as to the events themselves, have also highlighted the
difficulties and dilemmas that nurses encounter because of their position within systems,

Responses to the Sinclair Inquest are discussed in more detail and with references in Chapter 2.
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and have rightly been concerned with the ways that ideological and structural constraints
both diminish nurses' (moral) agency and devalue their contributions to health care.
Ialso have these concerns, that is, concerns about what structures and limits
nurses' (our) possibilities for understanding and action, but Iintend to attempt an analysis
from aslightly different perspective. Rather than assume, as Ibelieve most commentators
have, an idea of aperson, anurse, who is an independent and self-sustaining subject, who
has autonomous or self-governing existence and who is then affected or determined in
what she or he can or cannot do by external system issues or constraining ideologies, I
want to employ aFoucaultian analysis. The idea Iwish to pursue here is that we are each
inescapably located, constituted in and through amultiplicity of knowledges and
practices, and that these discursive regimes come to constitute our specific capacities, and
possibilities, for understanding and action. As particular subjects, we are constituted, not
determinately but effectively, as the effects of specific and significant discursive regimes.
These regimes are practices, institutional structures, norms and systems ofjudgement, all
of which come to represent, express and produce the "truth" about who we are and what
it is possible for us to do. As Dean ( 1999) observes, such regimes do not "
determine
forms of subjectivity. They elicit, promote, facilitate, foster and attribute various
capacities, qualities and statuses to particular agents" (p.32). To the extent that they do so
with authority, these come to stand for, to speak for, our specific identities; they
constitute us as subjects of acertain sort (Rose, 1996a, 1996b). Given this central
assumption, it is forms of knowledge and distinguishing practices, the relations of
knowledge and power that circulate here, that are the centre of this analysis rather than
anything that might be construed as the failings of individual nurses. That is, if we are
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made subjects, the mechanisms of effect, or how this happens, is our concern. Our aim,
then, becomes simply to begin to "see" how this works, to "gain clarity about the
conditions under which we think and act in the present" (Dean, p.36).
While this approach seems to entail the loss of the subject in the traditional sense,
Iam not suggesting that experience in general, and that of the nurses in this case, is
therefore somehow invalid. In fact, it is precisely because the subject is understood to be
an effect of experience that our questions must be addressed to that which produces our
particular experience; we need to be concerned with the specific relations of power and
knowledge that constitute experience because we are produced as its effects (Foucault,
1989d). A significant effect of this approach is that nurses' position within the system is
not taken as the cause of their experiences. Sinclair's (2000) assessment, though
sympathetic, makes nurses' position acausal force, an explanation rather than something
that is itself in need of explanation. He explains what happened in terms of nurses'
"subordinate position" rather than raising questions about what produces and sustains
such positioning. This is not intended as acriticism of Sinclair's fine work but rather as
an indication of how this present work diverges. Iam suggesting that to find the reason
why events occurred as they did in the position of nurses is to stop too soon. It is to
assume that issues that are in need of analysis are already understood. This is why in this
case Iam most interested in understanding what produced nurses' experience of not
being listened to appropriately, with detecting, tracing, mapping out, the vocabularies,
norms, and systems ofjudgement that constituted nurses as the sorts of persons whose
concerns need not be taken seriously. In specific locations, and among these particular
persons, what constituted the conditions of nurses' possibilities for credibility and

106

acknowledgment? (Code, 1995). These questions do not assume that nurses as subjects
are unchanging, homogeneous or even necessarily consistent with themselves, but only
that the discourses and practices that construct our (any) experience do so by establishing
certain relations, certain possibilities for being and doing, and excluding others.
A useful way to begin to think through what constitutes our experience is
Foucault's notion of d1spos1q1 or social apparatus. For Foucault ( 1980c), the apparatus is
amobile, constantly changing system of relations established between heterogeneous
elements such as discourses, institutions, laws and rules of conduct, philosophical
propositions and scientific statements. An apparatus develops, and changes, in response
to aneed, for instance the need to care for the sick, and so has an essentially strategic or
directed nature

--

it means to accomplish some design though the desired end may itself

be constantly revised, improvised. Consisting of shifting relations of force that variously
institute, obstruct, condition and stabilize the strategic response, the apparatus is always
inscribed in a "play of power," and equally kgnificantly, it is "always linked to certain
coordinates of knowledge which issue from it but, to an equal degree, condition it"
(Foucault, p.196). These specific relations of knowledge and power make possible and
produce acomplex of subjectivities that come to invest us as particular sorts of persons.
The subject is produced as akind of "surplus value" of the apparatus, the sometimes
unpredictable effects of its operations (Deleuze, 1992,

p.16 1).

In these terms, the space of

nursing practice and even the idea of nursing itself, could be said to be conditioned by,
and acondition of, the specific and mobile relations of power and knowledge that have
brought about an apparatus directed towards the care of the sick. And as particular nurses,
we are the subjects of and subject to these effects.
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Deleuze ( 1992) suggests that amost essential feature of an apparatus is
complexity. Composed of three major aspects, each of which has its own nature, an
apparatus is "atangle, amultilinear ensemble" (Deleuze, p.159). First, an apparatus is
distinguished by specific lines of visibility and enunciation, establishing drifting
thresholds of possibility for seeing and saying, for knowing. Then there are lines of force
that act as "go-betweens between seeing and saying," and finally, lines of subjectification
that are responsible for "the production of subjectivity in the apparatus" (pp.160-i).
These lines "criss-cross and mingle together, some lines reproducing or giving rise to
others, by means of variations or even changes in the ways they are grouped" (p.162).
Untangling these lines, engaging an apparatus, is "like drawing up amap, doing
cartography... 'working the ground" (p.159). In this case, and in this chapter, working
the ground means developing afeel for the character of the ground through which, and on
which, nurses' particular experience of not being listened to appropriately was possible.
Indispensable to this task is Foucault's insight that the conditions of our knowing,
the curves of visibility and enunciation that constitute knowledge (Deleuze, 1992),
emerge from the character and contours of an apparatus itself. That which it is possible
for us to see and to say, to know, takes its form within the apparatus and according to
conditions set up by the apparatus. As Deleuze describes it, visibility, or what it is
possible for us to see, is not the effect of processes external to the apparatus; an
originating source does not so much illuminate objects already emplaced as "each
apparatus has its way of structuring light. The way in which it falls, blurs and disperses,
distributing the visible and the invisible, giving birth to objects that are dependent on it
for their existence, and causing them to disappear" (Deleuze, p.160). The specific system
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of relations of knowledge and power through which something appears and takes on
characteristics of reality, constitute both the conditions of its possibility and the defacto
conditions of its existence (J. Drummond, personal communication, September, 2002).
Such conditions are necessary for it to appear both as such and at all. For example, if
discourses of gender24 constitute one line of visibility in the production of nurses'
experiences, these discourses would be understood as organizing, or making intelligible,
certain possibilities of seeing and saying, of knowing. It is possible to make this claim
because discourses defining the significance of gender both illuminate and impose
particular ways of being that have implications for those who would claim the status of
knowers. These discourses can be understood then, as contributing to the conditions of
nurses' knowing, for both nurses and others; they act as resource and constraint in terms
of how nurses are (seen to be) able to know, as well as what nurses are (seen to be) able
to know. And as discourses deployed to establish the position and meaning of 'nurse',
they have effects, intended or unintended, for good or for ill, in the constitution of nurses'
experiences.
Knowledge then, or our situated possibilities of seeing and saying, is intimately
related to power, tied to lines of force that "rectify" or make possible specific instances of
seeing and saying, specific instances of knowing. Dimensions of power are registered in
both the production of knowledge and the constitution of knowers, in what becomes
visible, articulable, knowable, and by whom. In specific instances of knowing, neither
knowledge nor power emerges as primary. Rather, each emerges through and with the
other. As May ( 1993) suggests, power and knowledge, though not identical, express "in

Issues of gender are the specific focus of the chapter 5.
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one register something that has adifferent style of existence in another" (p.87). Power,
while not creating specific truths, establishes "spaces of knowledge within which certain
questions arise, certain procedures for attaining truth are established, and certain
visibilities and articulations are formed" (May, p.W1). To know, then, means to be able to
navigate these power saturated spaces of knowledge, to participate in and contribute to
their production, and to the procedures that will then count as the production of
knowledge.
Though we belong to the apparatus and act within it, the relations thus constituted
are not definitive (Deleuze, 1992). Rather the complex of subjectivities that come to
invest us as particular persons emerge through specific but mobile configurations of
relations among what it is possible to see, say and do in agiven situation. Though
subjectivity "has to be made, inasmuch as the apparatus allows it to come into being or
makes it possible", our emergence as these responsive forms of the subject, and our
movements among multiple and heterogeneous apparatuses, transform, mutate, alter
each, and these in turn, alter us (Deleuze, 1992, p.161). This sustains asaving flux in the
apparatus: we, in our multiplicity and complexity, are constituted as "aline of escape,"
the possibility of change, of future (Deleuze, p.161). Constituting the basis of a
Foucaultian idea of freedom is this always modest but necessary possibility of beingotherwise (Caputo, 2000). Such apossibility is, of course, the reason, the promise, of an
analysis that centres constitutive subjectivity, that informs this tracing, mapping of the
ways that lines of visibility, enunciation and force are crucially implicated in both the
constitution and the government of particular forms of the subject. As Foucault might
suggest, to understand our present struggles, we can ask who we are, we who are
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produced as the effects of our present relations of knowledge and power. To understand
how aparticular regime of knowledge and power works then, is to trace arelation among
knowledge, power and subjectivity that essentially traces the conditions of our present
existence.
The relations of knowledge and power that produce aparticular discursive regime
constitute arange of possibilities for nurses in terms of being, becoming, certain sorts of
persons. These complexly constituted subjectivities produce, impose and propose
positions and possibilities for nurses and in doing so, have consequences, effects on the
ways we are able to understand ourselves and our present realities. Tracing both these
discourses and their effects, however, is not about discovering, uncovering, the truth of
what is really going on with us. Our aim is not to peel away distorting or constraining
discourses or ideologies to reveal some truer, less deceptive reality. A Foucaultian
analysis is not the same as what is sometimes referred to as ideology critique because
there is no claim that there is aTruth to be revealed and opposed to distorting ideologies,
no belief that we may ever freely grasp the world, unrestrained by mediating discourses
(Foucault, 1980b). Rather than apprehending realities undistorted by ideology, our aim is
to understand what ideology 25 ,expressed in our significant discourses and practices,
actually does and we do this in order to create the possibility, or make more possible the
possibility, that we may identify and employ other discourses and practices whose effects
appear to us to be more beneficial, less harmful in our specific situations (Dean, 1999).
As May ( 1993) suggests, we study discourses, practices and their effects "to determine

Iam using ideology here not as something opposed to truth but as Code ( 1991) does, as connoting sets of
beliefs, values, and representations, arrays of "meanings in terms of which people live in their sociocultural
situation" (p.196).
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the nature and extent of the constraints they impose, and to evaluate whether these
constraints are acceptable or not"

(p.1

13). The point is (simply) that there are these ways

of thinking about and acting in our worlds and that other ways of thinking and acting are
possible.
A final point before proceeding to the case analysis. As may be clear, this analysis
is not only about these particular nurses and this particular situation, though it does begin
here. In one respect, this is simply because we all, in our various locations, struggle, to
greater and lesser degrees, with the ways we are positioned in the world, with forms of
subjectivity we inhabit more or less comfortably, more or less consciously. This is not a
condition specific to (these) nurses. In addition to this, however, are the ways in which
our thinking about anything is a "collective activity.,., amatter not of the representations
of the individual mind or consciousness, but of the bodies of knowledge, belief and
opinion in which we are immersed" (Dean, 1999, p.16). When we think about who are
credible knowers, about exercising authority, about what it means to be a "proper" nurse,
we are drawing "upon the theories, ideas, philosophies and forms of knowledge that are
part of our social and cultural products" (Dean, p.16). This is an inherited culture, a
shared background that establishes the conditions of knowing and doing. It is also what
conditions our knowing and doing, what constitutes our ability to make claims, to express
doubts, to justify our actions (May, 1993). Making this background more explicit may
allow us to see more precisely, and hopefully engage more effectively with, what
characterizes our present. At the very least, such an analysis may assist us in making the
conflicts we are each presently engaged in, whatever they may be, more visible
(Foucault, 1982a).
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The decision-effect of knowledge
May ( 1993), following Foucault, suggests that truth, meaning the way things
really are, and knowledge, the practice of giving reasons for what one believes, may have
little to do with one another. This anti-foundationalist though not nihilist account of
knowledge suggests that although we may not have access to abedrock of truth, an
objective certainty that can ground our claims to know, this does not mean that we,
therefore, cannot know. Rather, knowledge is determined, not by its relationship with
truth, but by and through its fit with other claims, or rather networks of claims, that are
held, collectively, to be true. That is, our knowledge is grounded by the particular and
situated practices and rules that justify our claims rather than by the truth. So though as
knowers we may seek truth, what justifies "knowledge is not truth but claims that are
taken to be true" (May, p. 93). Problems arise not so much because the relationship
between truth and knowledge is problernatized in this way, but because we often act as if
this were not the case. That is, we act in the name of Truth as if the truth were within
reach, an obvious and unproblematic basis for our knowing and doing.
Because from this perspective knowledge is grounded by justification rather than
by truth, to know means to be able to give reasons for one's beliefs that are accepted, by
practical communities, as valid (May, 1993). That is, knowledge is justified relative to
claims acommunity is willing to take seriously (Anderson, 1995). Truth, as Shapin
(1994) argues, becomes amatter of collective judgement, collective activity: "truth
consists of the actions taken by practical communities to make the idea true, to make it
agree with reality" (p.6). This makes knowledge and knowing athoroughly social affair,
and our problem becomes not distinguishing the true from the false but seeing how, in
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our particular situations, the effects of truth are accomplished, how truth is produced and
administered and the consequences that flow from this (3. Drummond, personal
communication, September 2002). In Foucault's ( 1980b) terms, our task is to understand
"the ensemble of rules according to which the true and the false are separated and
specific effects of power are attached to the true" (p.132). What types of discourses are
accepted as true? By whom? What structures and supports the claims to know of various
persons? Such aperspective also calls for ahistorical sensibility, awillingness to
consider how particular claims, especially those that now function as foundation,
emerged.
This problematized relation between truth and knowledge seems auseful analytic
attitude to assume in this situation where the facts of the matter could be said to remain in
contention, where quite distinct truths were established and accepted by different
practical communities. For example, during 1994, the hospital based Wiseman
Committee, or at least the physicians in its most authoritative roles, determined, and
proceeded as if, the problems that plagued the pediatric cardiac surgery program were
caused by the inability of some team members (nurses and anaesthetists) to adjust to a
new surgeon and to accept the (inevitable) deaths of some seriously ill children. Though
the involved nurses did not accept this perspective, they were not able to convince others
that their preferred understanding of events, that the surgeon's skills were inadequate,
was valid. Judge Sinclair (2000) also did not credit the Wiseman Committee's version of
events but, unlike the nurses, Sinclair was able to assert his interpretation, to have it
accepted as true by at least some significant persons and groups. Where Wiseman and
others discounted nurses' concerns, Sinclair constructed his account, in part, through his
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choice to treat the nurses as important and knowing witnesses. He accepted their account,
especially where supported by the testimony of outside experts, and rejected others. And
he did this without being able to establish, with complete certainty, what actually
happened. He had to decide, as we all do all the time, among competing versions of
events and he had to give reasons for his decisions. And these decisions, based on what
Sinclair took to be credible testimony, produced yet another version of the truth of what
actually happened, atruth that, it must be noted, has not gone undisputed ("Error and
blame," 2001). In fact, despite the extensive dissemination of Sinclair's account, and its
broad acceptance in avariety of circles, in the location where it was meant to have most
effect, its influence may actually be quite limited. The principle author of aplan26
developed to manage the implementation of Sinclair's recommendations at the Winnipeg
Health Sciences Centre has described Sinclair's numerous proposals as essentially
idealistic and unfeasible, politically and economically unrealistic ("Winnipeg inquest
recommendations watered down", 2001). Sinclair's version of the truth, compelling and
persuasive as it may be to some, might actually have only narrow and qualified effects.
Now, it seems to me that in this case, despite all the information, all the accounts
and interpretations that are available, we may not be able to determine the truth of the
matter, in the sense of knowing what really happened. This means, for example, that
though Sinclair believed that nurses' concerns were justified, we cannot know if their
concerns actually represented the truth of the matter. We can however, develop some
sense of what produced the effects of truth in these specific circumstances, of what

Report of the Review and Implementation Committee for The Report of the Manitoba Pediatric Cardiac
Surgery Inquest ( May 2001) may be viewed at http://www.gov.mb.ca/health/cardiac.html

26
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determined what counted as truth and what effects these truths had. That is, even though
truth as such is unavailable, knowing what came to constitute truth, what produced
specific truths, is not. It seems that what may be most important here, most useful, is
coming to understand what, in this real context, counted as persuasive, was defined as
relevant evidence, what constituted avalid argument or claim to know. Sinclair's (2000)
interpretation of events, for example, was partly achieved through his decision to take the
nurses and their versions of events seriously, adecision that appears to have been
supported by an understanding of nursing history, nurses' role in health care and an
analysis of the effects of gender oppression. He also relied heavily on the testimony of
outside experts, persons positioned as more objective, more neutral, more credible
because they lacked personal involvement in events. In addition to their expert
credentials, these witnesses were presumed to be in no way implicated in these events
and so could be considered trustworthy; unbiased. There was no necessity, however, to
Sinclair's having heeded either source of information; he could have just as reasonably
chosen to trust the surgeon's account of what happened because not only were his
credentials also impeccable but he was there, and therefore in the best position, by some
measures, to account for, to know, what actually occurred. And this surgeon did have
support for his version of events from other Winnipeg physicians; his was not a
completely isolated viewpoint. But, for Sinclair, as for all of us, it was necessary to make
achoice among possibilities. Not achoice without constraints, but achoice based on, and
justified within, the parameters of available discourses. But it must be recognized that the
effect of these choices was not to produce the truth, but rather aparticular and contested
truth.

116

Social relations of truth
Two additional observations can be made here, both having to do with this idea
that truth does not lay ready made, to be uncovered, discovered in the course of inquiry,
but rather is produced. These are observations that are precipitated by the Winnipeg
nurses' experiences of being believed and validated in one setting, the inquest, and
dismissed and diminished in another, the hospital. The first point relates to Anderson's
(1995) insight, aresult of her analysis of the multiple ways that socially based power
relations permeate the content of knowledge, that "what one believes crucially depends
on whom one believes" (p.189). Because we are unavoidably dependent on others for
knowledge, even if only in the minimal sense that knowing, or claims to know, always
takes place in language, knowledge related activities and practices must be understood as
thoroughly social and therefore, as political. That is, knowing always involves social
relations of power. In this analysis, it is the

politics

of epistemic practices rather than

something we might think of as "knowledge itself' that governs such things as who
speaks, who listens, who defers, and who is deferred to, and further, establishes these
relations in accordance with social norms, background beliefs that tell us who can be
trusted, whose words are credible or authoritative and why. In societies such as ours,
stratified as they are by relations of power that track such features as race, gender or
class, biased perceptions, and entrenched practices such as racism or sexism, pick out
who is considered to be credible, trustworthy or authoritative, who can be and should be
believed, based not on what one could be said to know but on who one is. In these
circumstances, holding asocially privileged position can become confused with
possessing merit and credibility (Anderson, 1995; Fricker, 1998; Jones, 1996). However,
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when some particular persons and perspectives are systematically diminished, discounted
or excluded in this way, and others are just as systematically privileged, the resultant
knowledge lacks credibility, in this analysis at least, because it is unjustly discriminatory
(Anderson, 1995). Though all knowledge is in some respect partial, knowledge that
systematically discriminates risks its status as legitimate knowledge because it is
routinely and purposively incomplete, effectively invalidated by the same hierarchical
processes of power that also privilege it.
In this specific case, it seems that Judge Sinclair (2000) drew upon just this sort of
analysis to justify taking the nurses' views seriously. Sinclair cited the constraining
effects of gender ideology on nurses' presumed capacity to know as areason to confront
these effects and so, to chose to take their words seriously. Such adiscursive move
offered Sinclair a (legitimate) basis on which to critique what had come to stand for the
truth of the situation in the hospital setting. That is, he could challenge the adequacy of
the dominant explanation on the basis that its disregard for the nurses' perspectives made
it, at the very least, incomplete. In the hospital setting, however, it appears these
particular constraining ideologies were more entrenched, less amenable to modification
and more (or differently) determinative of nurses' possibilities. In the hospital, gender
ideology was aresource drawn upon to locate, explain and ultimately to dismiss nurses'
concerns. For example, nurses were seen to be concerned about the deaths of children
because they were nurses, women that is, and the deaths of children were therefore
merely naturally upsetting to them.
A critical issue here then, is that, in specific situations, credibility is established
along lines that register social positioning. Who one is, or is thought to be, particularly if
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one is in asubordinate position, acts to limit or constrain what one is considered able to
know. Of particular interest then, was Judge Sinclair's (2000) observation that, as these
events unfolded, the "concerns that the nurses expressed over medical issues were
rejected as not having any proper basis, clearly stemming from the view that nurses did
not have the proper training or experience to hold or express such aview" (p.417,
emphasis added). Though Judge Sinclair believed that the nurses' concerns were wrongly
rejected, that their concerns were justified, it remains the case that, in both settings,
judgements were made, and imposed, concerning the kinds of views nurses were
(thought) able to hold or express. This is not posed here, at least not necessarily, as a
problem, and in fact, this situation seems to lend credence to the view that what we know,
or choose to know, relies to acrucial extent on our socially, culturally, politically formed
assessments of other people's credibility, on who we choose to believe. Indeed, in our
complicated world we are increasingly required to rely on judgements concerning other
people's credibility to sustain our beliefs, to rank the truths that will influence our
actions; we are called upon more and more to accept all sorts of knowledge on authority
(Code, 1995; Shapin, 1994). This seems acharacteristic of our present that we will not
necessarily be able to do anything about but we can try to understand something of how
this works, of how we decide. For example, in this situation it seemed that any physician
was able to pronounce judgement on what any nurse could know because she was a
nurse, but anurse was not considered capable of evaluating the surgeon's practices, again
because she was anurse. A nurse's concerns could be dismissed, based not on what they
were but on who she was. Nurse McGilton testified to having her concerns overruled
because she was anurse, of being told by cardiologist Neils Giddins that "you are just a
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nurse, what do you know?" (cited in Sinclair, 2000, p.299). Such events suggest why it is
important to consider how these decisions about credibility are made.
This seems aparticularly germane discussion to have given what Iconsider to be
the quite modest nature of what the nurses in this situation were actually claiming to
know. Iwould suggest that the reasonable, and in fact, rather prosaic claims these nurses
seem to have been making, and the ways they were disregarded, should direct our
attention to what else in this situation, other than what the nurses were claiming to know
that is, seemed to be the basis for decisions about their credibility. It seems to me that the
kinds of things the nurses "knew" in this situation were exactly the kinds of things that
nurses are expected to know, the kinds of things they are routinely expected to record and
report, that is, their observations in relation to the care and management of patients. So in
this situation the nurses could not be said to have been claiming esoteric medical or
surgical knowledge or expertise, knowledge that it might just possibly be possible to
argue that they could not reasonably be expected to have access to or understanding of,
though of course, many nurses do have just this specialized kind of knowledge. Rather
these nurses were making fairly straightforward empirical claims, claims based on the
evidence of their senses, on their interpretations of what they were observing. For
instance, they knew that there was adifference between this surgeon and the previous
one. They recognized that the new surgeon's practice was different, that the course of
procedures was different, that events in the operating room and intensive care units
seemed more chaotic, less controlled than had been their previous experience. They
noticed that their practice was changed because of his practice. They noticed that they
sometimes had to give this surgeon direction, that he sometimes seemed unfamiliar with
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equipment or procedures. They observed that some children were experiencing longer
and more complicated recovery periods, that there was more intraoperative and postoperative bleeding, more need for their intervention, than had previously been the case.
They noticed that, in some cases, death was an unexpected outcome. Whether or not
these observations constituted, as some nurses claimed, actual surgical incompetence is
not certain, but it does seem reasonable to suggest that these concerns did constitute the
possibility of incompetence. So at the very least, the nurses had concerns that were
justified, that is they were concerns for which they were able to give the sorts of reasons
that in most circumstances, in most communities, would be accepted as valid. For
example, the operating room nurses were concerned with the surgeon's cannulation skills
because they watched him have trouble inserting and securing these lines. They observed
that children seemed to be suffering adverse effects either as aresult of his lack of
expertise with carinulation or his choice of technique. These nurses were also concerned
with the extent of his experience because be needed direction from them and seemed
unfamiliar with certain practices. As one senior OR nurse testified, "Ifelt kind of odd, I
think it was the first time in my experience that Iever told acardiac surgeon what to do"
(cited in Sinclair, 2000, p.138). Again at the very least, one would expect that these
nurses' concerns were of the sort to warrant consideration. Yet this did not happen
because, as Anderson (1995) argues, claims to know do not stand for themselves but are
always warranted against "social norms that tell us whose testimony is credible or
authoritative, whose testimony is to be distrusted or discounted, whose criticisms should
be taken seriously and whose ignored" (p.189). Nurses it seems, before they even spoke,
were confined within already existing relations of power and knowledge that determined
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them to be, that positioned them as, the sorts of persons whose concerns need not be
taken seriously.
Knowledge and acknowledgement
A second and related point is Foucault's ( 1978) observation that truths are
produced in the telling. In Foucault's analysis, truth "does not reside solely in the
subject" but requires an external source of approval or authorization for its completion
(p.66). Truth-telling establishes arelation between teller and listener, or perhaps more
precisely, between teller and confirmer that is necessary to the accomplishment of truth.
That is, we are unlikely to be seen to know unless our knowing is validated, confirmed or
at least acknowledged by some usually more powerful other who is constituted by, or is
authorized to use, an authoritative discourse. If we consider the nurses' experiences of
differential credibility in the two settings where they testified to their concerns, this point
seems quite obvious insofar as the legitimacy of nurses' concerns, or the lack thereof,
was determined in each case by the decision of amore authoritatively positioned other.
The nurses' testimony, their truth-telling if you will, was deemed true or false, their
concerns were validated or denied, in accordance with quite different discourses that
were nonetheless linked by the presence of an authority positioned to determine the truth
of the situation. In both places, in the hospital and at the inquest, these different
discourses and practices governed what it was possible to say and who was authorized to
speak and in doing so, determined the particulars of how the truth of the matter would be
achieved. And although these were differing discursive practices, in neither location did
nurses hold the deciding authority. In Foucault's ( 1978) idiom, we would say that in
neither location were nurses "masters of truth," the purveyors of acknowledgement, the
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persons or discourses, that would allow, or refuse to allow, the truth to be established
(p.67; see also Code, 1995). This is perhaps why, despite their intimate knowledge of,
and close participation in, these events, and their own sense of guilt, Sinclair (2000)
found the nurses in no way culpable. And perhaps also why parents testified to feeling
betrayed and misled by doctors, but not so much by nurses (Henton, 1996, October 13).
A brief qualifying comment seems necessary here. Iam not suggesting that
because nurses seem rarely to be positioned as "masters of truth," that these, or any other,
nurses were (are) altogether powerless, that what existed here was astate of domination.
Certainly these nurses' persistent refusals to fully acquiesce to the discourses that worked
to undermine their credibility suggests otherwise. In fact, the continued resistance of
these nurses, their capacity to "stick to their guns" as one nurse described it (cited in
Sinclair, 2000, p.299), despite adearth of institutional support and the exhausting effects
of systematic incredulity (Code, 1991, 1995), is in some ways more interesting than their
failure to have their concerns fully acknowledged. The fact of nurses' resistance, and its
specific form, suggests that power, rather than being the permanent possession of some
privileged few, is more productively understood as specific relations of knowledge and
power that circulated through the whole assemblage constituting specific possibilities of
being and doing. One of these nurses' possibilities, which they repeatedly enacted, was
resisting the constraining effects of an exercise of power that denied them credibility.
One of the physicians' possibilities, which they also repeatedly enacted, was exercising
the authority of aspecific rationality to withhold assent to nurses' concerns. But it is not
the case that physicians were (are) intrinsically powerful, in the sense of being in
permanent possession of power as such, as was demonstrated by the diminished
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credibility and influence of specific physicians in Sinclair's courtroom. Rather, relations
of power and knowledge typical of health care settings assign physicians greater
credibility than nurses and establish for physicians aposition that allows the often
unremarkable, unthinking exercise of this authority. Some of these discourses and
practices are specific to the health care apparatus, such as those that allocate to physicians
"ownership" of patients, while others are more broadly social such as those that link the
practices of medicine with the societally authoritative discourses of science, or those that
undermine nursing authority on the basis of gender ideologies. These and other
discourses and practices function to constitute physician authority. They circulate in
health care settings and establish particular relations with the consent or at least the
compliance of all involved. Even in this specific case, nurses, for the most part, did not
seem to be resisting the (legitimate) authority of physicians in general, as much as they
were resisting aspecific failure, enacted by (some) physicians but also the structures of
the institution, to acknowledge the legitimacy of their concerns. They questioned an
exercise of power that denied them status as legitimate knowers, they resisted aset of
discursive practices that attached them to aspecific identity in aconstraining way
(Foucault, 1982b).
It is because Iunderstand the nurses' central point of resistance in this case as
being specifically addressed to an exercise of power that denied them epistemic
legitimacy that it seems important to consider what made this lack of acknowledgement
possible. But Ido not want to do this in away that merely reinscribes nurses as somehow
inherently powerless because such astance could not account for the fact of the nurses'
ongoing resistance. This means, for example, Ichoose not to read these events as merely
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one more instance in along tradition of medical dominance over nursing, though there
seems no doubt that there are elements of this experience here. But it is more useful, I
think, to recognize that even this, that is the tradition of medical dominance, requires a
structure in which it can become real. We are concerned with here with what the
institution itself, the apparatus, makes possible in terms of producing and blocking
nurses' experiences of credibility. So although some in this situation might be
distinguished as "masters of truth," this designation does not merely and innocuously
separate the powerful from the powerless. Rather the intention is to allow us to begin to
see where power "rests", its specific locations of effect and its role in the administration
of truth. In doing so, we can begin to see how power and knowledge function together in
asituation such as this where knowing so obviously demanded acknowledgement (Code,
1991). To understand what the apparatus makes possible then, it is necessary to
understand authority as invested in the persons, things, modes of thought and types of
judgements (Rose, 1996b) that apractical community such as this was interested in
making real, and at the same time, seeing that what was made real was that which had
already been invested with this authority. There is acircularity here, asense of system
closure, that suggests that part of the reality of anything is contained by and in the rules,
the institutional and societal practices, that make it so. As Latour ( 1991) suggests,
"nothing is real to the point of not needing anetwork in which to upkeep its existence"
(p.118).
Privileged versions
The usefulness of such an analysis seems clear where, as noted previously, the
facts remain in contention. As well, it seems evident in this situation that facts did not so
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much speak for themselves, as it is sometimes our wont to believe, as specific facts were
produced, becoming true through the practices or actions undertaken by apractical
community. The effect here was to construct, and then privilege, aspecific, albeit
contested version of reality, to make one understanding function as real while
neutralizing or suppressing another. To put this another way, those who occupied
positions of institutionally sanctioned authority, positions of epistemic privilege, were
able to bring about, to realize, aparticular reality. The most obvious example was the
decision of some members of the Wiseman Committee, specifically its chair Nathan
Wiseman, to carry out its task of program review as if surgical outcomes were not an
issue even though numerous concerns had been raised, from avariety of sources, that
defined the program's problems in terms of morbidity and mortality (Sinclair, 2000).
Wiseman chose, however, to interpret the concerns of those who approached him, and the
review process itself, as being about some team members' inabilities to adapt to anew
leader and to cope with the deaths of children. As he testified at the inquest,
Iperceived at the time that they were undergoing akind of culture shock
phenomenon, in the sense that they had worked for five years with one individual
and had amindset of the way things were done. And you know, we tend to be
creatures of habit.... (cited in Sinclair,

p.23

1)

The point to be considered here is not whether this assessment of the situation is correct,
but rather that Wiseman was able to sustain this view of things despite numerous contrary
assertions and without anything much of what one might call evidence.
The first concern, then, contrary perspectives. Wiseman, over acourse of several
months in early 1994, was approached formally and informally by four different nurses,
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including the director of patient services for pediatrics and child health, and two
anaesthetists as well as their department head (Sinclair, 2000). All expressed concerns,
some on more than one occasion, about specific events that occurred in the operating
room that raised questions for them about the skills of the surgeon, Jonah Odim. At least
two of the nurses asked Wiseman to "scrub in for aprocedure," to come into the OR to
see for himself (Sinclair,

p.20'7). He refused reportedly telling one

"he did not take orders

from nurses" (Sinclair, p.20'?). He did however, discuss individual cases with the surgeon
and "was left with impression that there were no serious technical problems" (Sinclair,
p.229). Ithink it is important to note that during the inquest Wiseman testified to being
unable to recall these conversations, though be did not deny that they had occurred. As
well, he apparently so little credited the concerns brought to him, remarkable even if only
for their abundance, that "he made no notes of them, nor any action plan arising from
them" (Sinclair, p.230). He does not appear to have been required to treat them as "real."
The second point, concerning evidence, is that in the usual "scientific" sense of
evidence, there was none or very little. There was empirical evidence, people's
observations and the meanings they attached to them, but there was no "official" or
objective data, no program statistics, collected to inform evaluation or decision making.
The only evidence of such data, in fact, came from Suzanne Ullyot, head of pediatric
anaesthesia, who presented Wiseman alist of cases and outcomes during ameeting in
April of 1994. This list indicated aprogram mortality rate, to that point in time, of 30 to
40 per cent. As Ullyot testified, "he said something about, well, the mortality is not that
high. Isaid, Nathan, the mortality is 30 to 40 percent. He said it's not that high. Isaid,
well, here is the list of kids..." (cited in Sinclair, 2000, p.229). Wiseman could not recall
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being given the list nor does it appear he did anything with it. Furthermore, even after the
program review was initiated as aresult of the anaesthetists' withdrawl of services in
May of 1994, no efforts were made to compile or track program statistics, even though
the factors that had contributed to the deaths of children, "lengthy bypass times, the need
to redo surgical repairs, the failure of repairs, problems with decannulation and excessive
bleeding... were issues that any quality assurance program could have detected" (Sinclair,
p.268). As well, Williams and Roy, the external reviewers contracted to assess the
program in early 1995, commented that their work was "hampered somewhat by the lack
of relevant data. Information relating to morbidity and length of stay were unavailable.
Those interviewed often referred to these issues but were unable to support their
contentions with data" (cited in Sinclair, 2000, p.453). This should seem somewhat
surprising given the dominance of science as the discourse we increasingly recruit to
define and explain our realities. More to the point however, the absence of "hard" data
should surprise us because of the significance hospitals, the medical profession and even
nursing tend to attach to their (our) associations with scientific knowledges and practices,
and the extent to which their (our) claims to authority are based on such associations.
There seems to have been what can only be described as a "massive mismatch" between
how, as apractical community, we tend to conceptualize our sources of factual
knowledge and the ways in which knowledge in this situation was actually produced and
secured (Shapin, 1994, p.xxv).
It appears, then, that Wiseman was able to develop and sustain his view of what
was going on without recourse to what we might imagine to be relevant sources of data,
apparently relying primarily on his (institutionally supported) presumptions concerning
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other people's credibility. And, if Williams and Roy's comment about the dearth of
relevant data is anything to go by, it seems that almost everyone involved must have
proceeded on much the same basis. In this situation, the capacity to construe the nature of
events, to say what was going on, was achieved and secured through the play of forces
that produced differential positionings, while at the same time, such positions tracked and
fulfilled institutionally and socially sanctioned assumptions, themselves produced
through particular relations of knowledge and power, concerning the sorts of persons who
could make these (credible) claims to know. The discursive practices that sustained this
loop, that in essence seem to have been responsible for keeping the lid on problems in the
pediatric cardiac surgery program, were practices of keeping persons in their proper
places, including defining, in advance, what would constitute legitimate involvement in
an issue. Institutional processes successfully invested credibility and authority in
particular persons, and this play of forces facilitated the efforts of awider organizational
context to sustain an appearance of untroubled expertise. Because credibility in this
situation seems to have been underwritten by the meanings attached to one's position in
the hospital hierarchy, by the assumptions of expertise contained in professional
discourses one was authorized to deploy, and the associations with the claims to positive
knowledge that are contained within these authoritative discourses, it was possible to
deploy position as aresource in establishing truth. The power exercised by Wiseman and
certain other physicians to secure and impose aparticular reality was produced and
sustained by the existence of these conditions that established the boundaries of both
place and legitimacy for everyone involved in these events. If, as Code ( 199 1) suggests,
the ideals of apractical community, specifically those concerning who can reasonably
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claim credibility, are manifested in its structures of authority, we can assume that the
credibility ascribing practices undertaken by these authoritative persons were not merely
idiosyncratic but rather those that the institution allowed.
Credibility establishing acts, or determinations of epistemological legitimacy,
occur against our shared background picture of how things are. As Shapin ( 1994) argues,
whenever we trust an authority, we "make manifest, instantiate, protect or modify the
understood order on the basis of which we trust" (p.37). We enact our shared assumptions
about what constitutes avalid reason for belief or disbelief, and our culturally confirmed
judgements concerning who or what may reasonably be considered trustworthy. And
although this background picture is neither completely stable nor uniform (May, 1993),
as the nurses' willingness to doubt institutionally sanctioned authority suggests, it may
still be quite powerful in determining our experiences of reality. For example, the
cardiologist Giddins, like Wiseman without the benefit of relevant program data or even
his own observations, could inform nurse Youngson that there could be no problems with
the surgeon because he was "solidly backed by the Department of Surgery," as if this
assertion of the trustworthiness of the institutional hierarchy was all that was necessary to
diminish the warrant of her criticisms (cited in Sinclair, 2000, p.301). Or anurse's
concerns could be dismissed, simply and absolutely, because she was anurse. As nurse
McGilton testified, when she raised aconcern about asurgical error during ameeting of
the Wiseman Committee, she was emphatically silenced:
And Dr. Giddins then raised his voice, got very angry and said he could show me
an anatomy book and show me how easy it would be to make that mistake, and
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it's acommon thing to do. And basically, in so many words, you are just anurse,
•what do you know? (cited in Sinclair, 2000, p.298-9)
In fact, the Wiseman Committee, established to undertake aprogram review, was
structured along lines that defined, in advance, the parameters of legitimate involvement
in an issue. Wiseman, as chair of this committee, directed participants to comment only
on their own areas of expertise. As anaesthetist McNeill testified, "people were
encouraged to talk about what they were expert in and not necessarily to comment
outside their area of expertise" (cited in Sinclair, 2000, p.272). For this reason, nurses and
anaesthetists found it difficult to raise their concerns about surgical competence, or at
least to do so and have them taken s
eriously given the committee's working definition of
arelevant contribution. Because of their lack of surgical expertise, their concerns about
surgical competence, the concerns that prompted the establishment of the committee in
the first place, went unaddressed, sometimes not even raised or not raised very strongly.
Odims' view of events, as the only pediatric cardiac surgeon on acommittee whose other
members could not match his credentials, was "invariably accepted" (Sinclair, 2000,
p.317). The bottom line, as McNeill commented, was that "non-surgeons (were)
commenting on surgical care" (cited in Sinclair, p.322), and this was somehow an
impossible barrier to breach.
Even outside these committee meetings, it was difficult for nurses to avoid being
positioned as not knowing. As Isuggested previously, one basis for the nurses'
knowledge of events was the differences they observed between this surgeon and the
previous one, specifically the effects different surgical practices seem to have on their
patients' conditions. Yet the concerns nurses expressed about these specific surgical

131

effects were often simply dismissed as mistaken, explained as improper interpretations of
what they were seeing. For example, when nurse Borton outlined to the cardiologist
Giddins her concerns about adverse outcomes related to increased intra- and postoperative blood losses of patients, outcomes that nurses tended to ascribe to poor surgical
skills, her concerns were shrugged off as representing merely an incorrect understanding
of adifference in style between this surgeon and the previous one. Giddins suggested that
increased bleeding was to be expected because Odim, unlike the previous surgeon, "was
part of anewer, faster generation of surgeons" (Sinclair, 2000, p.228), aresponse that, of
course, did nothing to address Borton's concerns about the effects of this different
technique on children. That is, her concern that increased blood loss was contributing to
morbidity and mortality. Yet such responses did contribute to nurses' sense of
uncertainty, to their lack of confidence in their own observations. The nurses continually
presented their concerns to persons in authority, but by and large these concerns were
misunderstood or ignored (Sinclair, 2000); they were unable to convince (authoritative)
others of the legitmacy of their concerns.
These instances all seem to me to be examples of practices of boundary protection
that the institution makes possible, insofar as they are practices of ascribing and
withholding credibility that the institution allows. Those who occupy positions of
authority, apparently by virtue of their being authorities according to the rules and
practices specific to the institution, are systematically accorded apresumption of
credibility. They have access to the practices of power that will work to define what will
constitute the reality of asituation, and therefore, to, in asense, make the presumption
true. They also exercise the privilege of pronouncing judgement on the credibility of
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others. And they do this through "power saturated processes" that fold back on
themselves even as they produce the truths they then confirm (Code, 1995, p.67). Power
relations are registered in or through these structures of legitimated knowledge, in part
because of the ways legitimate knowledge merely refers to knowledge that apractical
discursive community has already deemed valid. What becomes dangerous 27 for nurses,
as it was for nurses in this case, is the assumption that if they "stick to the facts" they will
be heard and taken seriously, that "everyone has equal and equivalent access to the
discursive spaces where knowledge is claimed, corroborated and contested" (Code, 1995,
p.68). Though nurses' resisted refusals to acknowledge their concerns, the discourses and
practices that regulated how credibility would be allocated simply did not include them.
(Lln)common realities
There were, in this situation, discourses and practices in place that produced
nurses' experiences of not being listened to appropriately, that systematically established
the parameters of nurses' relevance. A way to understand both what this means and how
this happens is to consider the extent to which nurses were granted, or rather not granted,
the capacity "to contribute to aworld-known-in-common" (Shapin, 1994, p.38). The
argument here is that refusing to believe someone not only denies them epistemic
authority but also, and somewhat more existentially, places limits on their (rightful)
capacity to participate in the production of ashared reality. If credibility is systematically
withheld from particular perspectives and persons, it seems likely that these will have, for

Foucault (1982c) writes, "My point is not that everything is bad, but that everything is dangerous, which
is not exactly the same as bad. If everything is dangerous, then we always have something to do.... Ithink
the ethico-political choice we have to make everyday is to determine the main danger" (p.231-2). It is in
this sense that Iuse the term dangerous, that there are, in our everyday lives, things we must pay attention
to.
27
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good or ill, limited effect on what comes to stand for, be accepted as, the way things
really are. These sometimes oppositional, and sometimes merely marginalized,
perspectives may be allowed to dance around the edges but have little consequence for,
or effect on, the production of dominant realities. Decisions about credibility then, have
obvious implications for the sorts of realities that apractical community is willing and
able to take seriously.
In this situation, decisions about credibility seem to have been made largely on
the basis of institutionally sanctioned beliefs about the kinds of people who can rationally
claim credibility (Code, 1991). Practices of knowing, or perhaps more precisely knowing
about, other people, who they were and what they represented, were acrucial feature of
how specific realities came to be constituted. These were practices, however, that in their
specific enactments are difficult to consider as reasonable or justifiable bases for making
such decisions. For instance, practices of knowing nurses were arguably inadequate given
that the sorts of persons nurses were presumed to be in the practices that addressed them
were, at the very least, incongruous with nurses' knowledge of themselves. Youngson
(1999), asenior OR nurse, has written about experiencing adisconnect between how, as a
nurse, she was treated by others and who she thought she was. Youngson understood
herself to be, experienced herself as, an "experienced, capable nurse, accustomed to
dealing with life threatening situations," yet she found herself repeatedly dealt with as if
she were only "over emotional, hysterical, too subjective" (p.11). More than merely
disconcerting, these sorts of contradictions seem to have been crucially involved in
shaping nurses' experiences. In fact, Iwould argue that such dissonance became part of
the meaning of being anurse in this situation, the effect of discourses and practices that
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acted upon nurses in ways contrary to what they believed to be true about themselves and
their situations. Despite the informed actions of nurses, their participation in, their
responsibilities for, their knowledge of, the care of critically ill children, it was still
possible to address nurses, to presuppose them to be and act upon them as if they were
the sorts of persons whose words might be reasonably disbelieved, whose beliefs and
concerns might be reasonably discounted because they sometimes cried (Rose, 1996b).
Such selectively enacted discourses and practices constituted "already-running
narratives" that provided and constrained nurses' possibilities for speaking, knowing, and
being heard (Code, 1995, pp.77).
Whether produced through an outright refusal to credit anurse's concerns as
described above or in the more mundane, credibility-denying events of everyday practice
detailed below, the discourses and practices that denied nurses credibility, that regulated
nurses' contributions to the production of ashared reality, were noteworthy for both their
tenacity and ubiquity. Though the examples described below focus on the actions of the
surgeon, Jonah Odim, it is important to keep in mind that his actions, like the actions of
nurses, were possibilities constituted by the apparatus itself. That is, physicians and
nurses alike were (are) enmeshed in, constituted by, specific relations of power and
knowledge that circulated through the whole assemblage. This physician was able to
exercise power but only because of the dispersion of discourses and practices that
invested him with specific capacities for being and doing, that presumed arelation
between his understanding and action and forms of discourse (science and medicine) that
count as truth. What seems important here, however, is to understand the consequences
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for nurses, and for their patients, of aspecific exercise of power that worked to deny
nurses credibility.
The question to consider here is, what kinds of persons were nurses presumed to
be in the practices that addressed them? (Rose, 1996a) What forms of the person were
being deployed in these practices and to what effect? To begin, when the new surgeon
Jonah Odim arrived he declined to participate in the various orientation processes
initiated by the nurses. In doing this, he was refusing the nurses' interpretations of what
the situation demanded, that is, that the appointment of anew surgeon and the restart of
the program required some sort of information exchange. More importantly, he was also
enacting his authority to establish the conditions of the nurses' reality. His was,
intentionally or not, adisciplining maneuver that denied the nurses the opportunity to
enact their (legitimate) role as organizers of care, to create the conditions through which
they could predictably manage their realities, and therefore, and perhaps most
significantly, the opportunity to move about in their practices as knowledgeable persons.
In refusing to participate, Odim not only undermined nurses' capacity to know what was
necessary for their own practices but also planted doubts for nurses about the legitimacy
or reasonableness of their understandings. So, for example, when asked by Judge Sinclair
to explain why she did not insist on the orientation, the OR nurse who attempted to
organize a "dry run," asenior nurse with more than twenty years of experience who was
trying to advise asurgeon in his first staff appointment, could only confess that she did
not believe that it was her place to insist (Sinclair, 2000, p.134). Similarly, when nurses
in the pediatric intensive care unit (PICU) raised concerns about the types of monitoring
lines Odim was using, specifically that they were coming apart at connection sites
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because of his particular insertion technique, he could refuse to change because he did
not believe be was having a "real" problem, and the nurses could not insist (cited in
Sinclair, 2000,

p.16 1).

The experience of not being able to insist suggests the limits of

nurses' possible actions.
More telling, however, both in terms of nurses' contributions to aworld-knownin-common as well as the kinds of persons nurses were presumed to be, was Odim's
capacity, acapacity by no means his alone, to treat nurses as if they were
interchangeable, effectively invalidating their own sense of themselves as skilled and
specialized professionals. Odim, it seems, was able to enact his role as surgeon pretty
much however he chose and nurses were forced to change, to accommodate, to fit into his
sense of reality. He could choose to undertake procedures in the intensive care units
(ICUs), such as chest closures, that had until that point been done in the operating room
(OR). As PICU head nurse Feser testified, "they are not something we are trained in or
for. We are not OR trained nurses" (cited in Sinclair, 2000, p.154). In one case, achild
bled to death while being weaned from asophisticated bypass machine (ECMO) in the
PICU. Though the child's condition was such that she could not safely be moved to the
OR for the procedure, appropriate personnel, that is persons familiar with the procedure
and equipment, were not present. The child bled to death through an unclamped line that
an experienced OR nurse, anurse at least familiar with the equipment, might have noted
the significance of (Sinclair, 2000). In another case, Odim reopened afailing infant's
chest in the neonatal intensive care unit (NICU) to inspect the status of the cardiac repair.
Nurse Armitage testified that the scene was chaotic,
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We were not prepared at any time to go back into Daniel's chest. In essence we
were caught off guard very badly by the fact that we were not prepared to go back
into this chest. We needed equipment and supplies and personnel in order to do
that, and we had none of that available.... There, again, our concern also was in
talking about personnel is that neonatal nurses are highly specialized in what we
do. That does not include being ascrub nurse. (cited in Sinclair, 2000, p.222)
And finally, as Odim was preparing to undertake acomplex and high risk surgical
procedure on anewborn child, he saw no need to call in experienced OR nurses to assist
him. As nurse Youngson testified, she was called at home by ajunior nurse and informed
both of the pending operation and Odim's intention to proceed with out experienced
nurses:
Iwent, oh, really. Well, Iam coming. You know, we will come. She said, well,
she was kind of laughing about it, like this was the most ridiculous thing she had
ever heard. Because these were two junior nurses. They have had no experience in
cardiac surgery. This was like aneonate. Iam sure they didn't realize how
difficult or high risk the particular baby was because they weren't experienced,
but they realized they needed acardiac nurse. And, in fact, we called in another
cardiac nurse as well. (cited in Sinclair, p.40'7)
It seems that, repeatedly, Odim was able to refuse to acknowledge, or even to
know about, the specific capacities of the nurses who worked with him. There was no
need, or he saw no need, to see difference among nurses and he could proceed as if this
were, in fact, the case. This refusal to acknowledge the nurses as specifically
knowledgeable, as specialized, imposed aparticular reality, one that made real the view
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that nurses were not only interchangeable but that someone else knew better than anurse
does herself what she is capable of, what she can do or know. Further, imposing these
conditions on nurses meant that they were continually thrust into situations that were
sometimes merely difficult, but sometimes disastrously unmanageable. They would often
have to cope with what they were not prepared to cope with, shattering their sense of
themselves as skilled, capable and knowledgeable. Nurses regularly found themselves in
situations where they were not only not recognized as specifically knowledgeable but
where the conditions were such that they could not help but experience themselves as
ineffective. Nurses were governed, their sense of themselves and their realities
conditioned, through practices such as these that pevented them from enacting, making
real, their sense of themselves as legitimate knowers. Situated within such practices, their
realities constituted by such practices, nurses' quite clearly could not simply, freely
choose to adopt whatever identity they chose. Rather, their (our) understandings were
formed by, emerged from, the everyday practices that shaped their possibilities for
understanding and action (Rose, 1996a), Though, of course, not completely. Nurses'
resistance was, in part at least, about refusing the forms of personhood that were being
imposed. The nurses' experiences with the Wiseman Committee are agood example of
this resistance. Though the issues they raised were frequently dismissed, often with
contempt or outright hostility, they persisted, refusing, despite incredible pressure to
submit, the subordinate identity that they were being enjoined to adopt. As nurse
McGilton testified, after being shouted down by the cardiologist Giddins,
Ijust stuck to my guns and said, well that may be, and, yes, the children did do
well, they made it through, that was true, but we just didn't feel that things had
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gone smoothly and we don't feel comfortable moving on. (cited in Sinclair, 2000,
p.299)
Costs
To believe someone, to accept their view of the world at least provisionally, is to
endow them with authority (Shapin, 1994). The failure to believe nurses, to acknowledge
not only their concerns about the practice of the surgeon but also their own selfunderstanding, should be understood as amanifestation of the politics of epistemic
practices in this setting. Nurses are positioned by these practices not so much as
powerless but as dependent, (overly) reliant on external sources to determine what will
become their reality, or at least the reality they will be required to engage with. But we
can acknowledge, Ithink, that nurses' need for external acknowledgement is considerable
without imagining this to be an intrinsic failing of nurses. Rather, it seems to be
something that, for good or ill, the system insists upon. Nurses are required to seek
confirmation of their observations, to report their assessments to someone more knowing,
in almost all circumstances. This observe and report process is acentral duty of nurses,
sometimes constituting the limits of their legitimate self-initiated actions.
In this case, nurses repeatedly sought the required acknowledgement, bringing
their concerns to the attention of those they believed were in positions to assess and
respond to them. This is what nurses are taught to do, what other hospital personnel rely
on nurses to do, and what hospital policies suggests is most appropriate, especially when
there may be aproblem. As nurse Youngson testified, "Historically and traditionally,
when nurses have aserious concern.., about competence, for instance, you go through
proper channels" (cited in Sinclair, 2000, p.203). This is why Youngson approached
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Nathan Wiseman, the head of pediatric surgery, with her concerns. She needed
acknowledgement that her concerns about what she was seeing and experiencing were
valid: "Iasked him several times throughout the year. Ipleaded with him to just come in
and see what was going on. Ineeded reassurance Iwasn't going crazy" (Youngson cited
in Sibbald, 1997, p.26). Yet nurses in this case rarely received such reassurance, and in
fact, the failure to acknowledge their concerns led many of them to doubt the "truth" of
their own experience. As nurse Hinam testified, she found herself wondering, "is it just
me or is everybody seeing this?" (cited in Sinclair,

p.204). A tendency to doubt oneself,

and eventually to silence oneself, becomes acost for nurses, and their patients, of these
particular relations of knowledge and power. We should not be surprised, then, when
nurses, with clear knowledge of events, ask themselves, "when is somebody finally going
to do something?" (Karp, 1998, February 24). We should, however, be willing to
consider whether this is the sort of cost we are willing to accept
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V. 'The problematic nature of the obvious'
Foucault ( 1982b) suggests that our present is distinguished by struggles28 against
subjeàtion, against constraining forms of subjectivity and submission, against those forms
of power that make individuals subject:
This form of power applies itself to immediate everyday life which categorizes
the individual, marks him by his own individuality, attaches him to his own
identity, imposes alaw of truth on him which he must recognize and which others
have to recognize in him. (Foucault, p.212)
And, as has been noted previously, if we are made subject, the means and effects of
particular investments of subjectivity, the complicated forms and consequences, for good
or ill, of our subjection, must be of concern. As McWhorter ( 1999) writes, "my freedom,
my capacity to act and effect is intimately bound up with my subjection in myriad ways"
(p.97). We analyze our specific subjection, the particular forms of the subject we are
enjoined to adopt, because these condition the ways we are able to enact our existences as
human beings (Rose, 1996b).
However, linking forms of the subject and freedom, or the capacity to act, does
not assume that aparticular (imposed) form of subjectivity is, in an obvious or
incontestable sense, bad. Rather, any form of the subject, any identity, begins by being
(merely) potentially dangerous, especially to the extent that it remains unthought
(Foucault, 1982c). We struggle against power that subjects us, that makes us subjects, not
because its operations prevent us from realizing our true or essential selves but rather

Foucault ( 1982b) Identifies three types of struggles: struggles against subjection, against forms of
domination and against forms of exploitation. He suggests that these three often appear "either isolated or
mixed together. But even when they are mixed, one of them, most of the time, prevails" (p.212).
28
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because we see that the specific forms of subjectivity at play in our situations carry
consequences that, when we think about them, we decide are unacceptable. We cannot
not be subject(s) but we can try to think through the ways our capacities to act and effect
are entwined with the particular forms of our subjection. Some acts andeffects are
permitted, some foreclosed, some made easier and some more difficult, in arange of
relations that shape our identities, that locate and distinguish us as particular persons and
produce our specific possibilities for understanding and action. Particular forms of
subjectivity, in framing out and investing certain possibilities for being and doing and
excluding others, establish for us our often unpredictable, sometimes precarious,
sometimes rewarding, but also always shifting, place or position with respect to the
world. These forms of subjectivity are the effects of, and are enacted through, the
significant discourses and practices in which we are immersed. These act as resource and
constraint in establishing the conditions of our existences. If our desire is to understand
our present positioning and its particular effects, to know something of what forms and
puts into play our specific possibilities, to recognize something of what may constitute
our specific obstacles, we need to consider the compelling discourses and practices that
shape our relations to ourselves, that govern our relations with others. What kinds of
persons are we presumed to be in the practices that address us? Through what systems of
truth are we rendered thinkable? What practices of power produce us as its effects?
(Rose, 1996a).
Presuming gender
When we consider events that occurred in the Winnipeg pediatric cardiac surgery
program in 1994, it seems to me that, for nurses, discourses and practices strategically
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centred on the presumed meanings of gender circulated in the institution, the apparatus 29
if you will, and constituted one form of power, one system of truth through which nurses
were made subject. Gendered and gendering discourses and practices constituted a
system of truth through which nurses were rendered thinkable, adiscourse of power that
presumed them to be certain sorts of persons and then acted upon them in that light
(Rose, 1996a). However it should be noted that gender in this analysis is understood as an
analytical rather than ontological category (Hawkesworth, 1997a; Valverde, 1993), as a
way to capture aset of ideas and practices that attain their reality, and their significance,
only through their deployment in social relations and structures. As Tanesini ( 1994)
suggests, "no one. is awoman outside the framework of relations that constitute asociety"

(p.204). Gender, then, should be understood as having no reality unmeditated by
discourse, no meaning outside of the practices that constitute its significance, that
constitute it as significant. As gendered subjects, as particular women or men, we
emerge, in part at least, as effects of these gendered, gendering discourses and practices,
and, as we are always already "in" discourse, our understanding of self and world
accomplished through language, we are always already subjected, participants in arange
of relations and practices that come to constitute our realities.
Our understandings of gender, and gender itself insofar as it comes to achieve a
seeming naturalness, are products of word word, rather than word world relationships,
-

-

specific and situated interpretations of what Jones ( 1996) describes as "those historical

Just as areminder from chapter 4, for Foucault ( 1980c), the apparatus is amobile, constantly changing
system of relations established between heterogeneous elements such as discourses, institutions, laws and
rules of conduct, philosophical propositions and scientific statements. An apparatus develops, and changes,
in response to aneed, for instance the need to care for the sick, and so has an essentially strategic or
directed nature.
29
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marks of embodiment, voice, role, and wisdom that have been taken to represent one sex
or gender or another" (p.79). Gendered, gendering discourses make meaning from these
marks, and what makes these discourses interesting, and necessary sites of analysis, is not
so much what they presume, but what their particular presumptions do. As Tanesini
(1994) suggests,
to discover that there are no facts about being awoman should not be taken as
showing that there is no meaningful notion of 'woman', but only as showing that
the point of having the concept is not that of describing anybody. The way in
which 'woman' is used is as aconcept that licenses inferences about how one
ought to be and behave (pp.2 12- 213).
The point of having aconcept, according to Tanesini, is to set out a "proposal about how
we ought to proceed from here"

(p.

207). In these terms, to pronounce 'woman', or 'man'

for that matter, does not conjure an objective fact about the social world, aneutral entity,
an empty sign that we then proceed to fill with meaning. Rather, such concepts are
grasped and deployed as already meaningful, as already expressing values and
judgements, as already working to prescribe our particular actions and effects.
Authoritative knowledges take the form of gender ideologies30 and designate certain
traits, virtues, behaviours as belonging to one gender or another, as either masculine or
feminine. These make it possible for us to recognize gender as gender, and to do
something that then become our particular enactments of gender (Rolin, 2002). These
ideologies are also the means through which it is possible to judge how well we do our

° Ideology here, as in the previous chapter, is not understood as aform of belief that may be opposed to
truth but as signifying sets of beliefs, values, and representations, arrays of "meanings in terms of which
people live in their sociocultural situation" (Code, 1991, p.196).
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gender by locating us with regard to anorm of gender appropriate behaviour. We are
divided, distinguished and disciplined according to the supposed truths of our gender,
according to the regulatory images, ideals and norms of conduct produced through
gendered, gendering discourses and practices. As Rose ( 1996a) suggests, "the injunction
to be aparticular sort of person is always bound up with an act of division: to be what
one is, one must not be what one is not"

(
p.309).

Gendered, gendering discourses and practices work to produce us as particular
women or men, though they never do so fully, completely or all by themselves (Valverde,
1993). Gender is not so much an enclosed category, as an inflected, changing, changeable
one (Code, 1995). As complex, inconstant beings, we are traversed by multiple, diverse
discourses all making claims as to the tangled meanings of our various merging and
diverging social, economic, political and geographic positionings. Foregrounding
discourses of gender, as Iintend to do in this analysis, is not meant to negate, to discount,
the significance of other consequential discourses and practices in constituting us and
what becomes our reality, nor to exaggerate the importance of gender. Rather, it is
(simply) that, in this case, there are certain features that seem usefully understood
through the analytic category of gender, or at least analyzing them in this way seems to
contribute to making sense of certain difficulties that arose for nurses. As Hawkesworth
(1997a, 199Th) suggests, without necessarily ascribing to gender an ontological status,
gender can serve as apositive heuristic in an inquiry, astarting point for analysis.
However, at the same time, when using gender as acategory of analysis, Hawkesworth
(1997a) cautions against ascribing causality to gender: "gender explains the disadvantage
of women only definitional fiat" (p.681). In this case for example, to say that nurses were
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presumed to lack credibility because they were women is, really, not to say much at all.
Such astatement merely points out "the problematic nature of the obvious," and assumes
that issues in need of analysis, such as an assumed link between being credible and being
awoman, are already understood (Hawkesworth, 1997b,

p.708). Rather than begin at the

end, Ibelieve it may be more useful to try to trace the effects of certain assumptions and
meanings attributed to gender, to describe the kinds of acts and effects these meanings
and assumptions seem to contribute to making possible, and in doing this, to try to create
adifferent understanding, adifferent sort of visibility, around the relations of hierarchy
and power that construct nurses' experiences, the tensions and contradictions that
characterize nurses' particular struggles.
In this particular case, in this particular analysis, Iwill foreground gender in order
to explore certain aspects of nurses' experiences, to consider the ways that certain
discourses and practices constituted aform of socially authoritative knowledge that
worked to shape nurses' possibilities, to influence their field of possible action in ways
that seemed to have something to do with gender. Discourses and practices producing
these effects offered interested explanations as to what awoman is, what she can do and
know, that worked to constitute nurses, for good or ill, as certain forms of the person.
These contributed to shaping how nurses were governed and how they governed
themselves, although, in aFoucaultian analytic, these are not necessarily distinct.
Constituting crucial lines of visibility and enunciation in the apparatus3' (Deleuze, 1992),

As noted in the previous chapter, lines of visibility and enunciation are, for Deleuze ( 1992), internal to
the apparatus. Apparatuses, suggests Deleuze, are machines "which make one see and speak" (p.160), and
what it is possible to see and to say is what it is possible to know, possibilities established in and by the
apparatus itself (Deleuze, 1994).

31
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discourses of gender circulated to establish certain possibilities for seeing and saying, for
knowing, that were sometimes realized, sometimes resisted, in and through arange of
practices that enabled nurses and others to see and do gender. It is the manner in which
this happens, the ways in which these discursive strategies come into play, and in

particular, their specific effects in constituting in nurses' possibilities for being and doing,
in managing nurses' conduct, that we must try to understand. For nurses in this situation,
gendered, gendering discourses and practices seem to have been strategically deployed to
advance and uphold certain relations of power in the institution, to limit and control
nurses' possible actions. This becomes the specific problem of gender for nurses: first,
gendered, gendering discourses normatively constitute nurses as certain forms of the
person, and second, these same terms and relations are deployed strategically in the
institutional context to sustain an arrangement of power that subordinates and constrains
nurses' possibilities. Claims about gender uphold other distinctions making nurses'
(subordinate) status seem natural and inevitable (Code, 1991).
Strategic discourses
For Foucault ( 1978) discourse is essentially strategic, aplace where knowledge
and power come together to achieve and ensure certain effects. In these terms, no
discourse can be considered neutral, as merely expressive or descriptive of relations or
conditions already (fully) realized (Davidson, 2003). Rather, particular discourses are
deployed in struggles32 to realize particular relations or conditions, to attain or to preserve

3' Foucault (1982b) encourages us to think our existences in terms of continuing struggle, in terms

of a

"permanent provocation" between power and "freedom's refusal to submit." The complicated interplay
between power and freedom constitutes power relations: "At the very heart of the power relationship and
constantly provoking it, are the recalcitrance of the will and the intransigence of freedom. Rather than
speaking of an essential freedom, it would be better to speak of an ' agonism' of arelationship which is at
-
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strategic positioning: discourse is "aweapon of power, of control, of subjection, of
qualification and of disqualification" (Foucault, 1994, cited in Davidson, 2003,

p.

xx). In

Foucault's terms then, discourse should be understood and analyzed as astrategic field:
Discourse the mere fact of speaking, of employing words, of using the words of
-

others (even if it means returning them), words that the others understand and
accept (and, possibly return from their side) this fact is itself aforce. Discourse
-

is, with respect to the relation of forces, not merely asurface of inscription, but
something that brings about effects. (Foucault, 1994, cited in Davidson, 2003, p.
xx)
More than simply expressing or reproducing already existent social relations (Davidson,
2003), discourses, whether deployed with specific intentionality or not, constitute
"tactical elements or blocks operating in the field of force relations" (Foucault, 1978,
p.102). The strategic and specific effects of discourses, such as the actions they license or
the judgements they authorize, are partly constitutive of the significance of the discourse.
Discourses are not (merely) comprised of words and meanings but also always of their
specific, strategic effects. To speak, then, to engage discourse, is not to just say words
that are laid on the surface of what already is but also to contribute to the production of
what comes to exist, to invest oneself in the direction of certain effects. There is no
innocence, no neutrality, no impartial speaker "standing above the fray" (Foucault, 2003,
p.268), only our engagements with and in particular, situated discourses that set out to
establish, to defend and maintain afield of right, of privilege, of truth, of possible actions.

the same time reciprocal incitation and struggle; less of aface-to-face confrontation which paralyzes both
sides than apermanent provocation" (p.221-222).

149

In this struggle, as in any struggle, we are inevitably on one side or the other (Foucault,
2003).
Analyzing discourse as aplace of strategic effects brings us to quite apractical
level, to consideration of what adiscourse accomplishes. Certainly one effect of the
specific discourses of gender deployed in this situation was to invest nurses with an
(gendered) identity that they found in some but not all respects to be constraining. In fact,
nurses' resistances in this case could be said to have been played out against, or in terms
of, the harmful effects of this identity. In particular, nurses seemed to resist the effects of
an identity, produced through gendered and gendering discourses and practices, that
positioned them as not being credible. It is important to note that not being credible
involves something more than not being believed, encompassing not only an evaluation
of what one claims to know but ajudgement about how one is (
Code, 1995). This makes
these questions of credibility, and its relation to beliefs about gender, questions that
concern the conditions of our existences. Nurses were presumed to be, acted upon as if
they were, the sorts of persons whose concerns need not be taken seriously and gender
ideology was aresource that could be strategically drawn upon to make the presumption
true. In the context of this apparatus, this institution, it was terms of gender that were
deployed to establish, and uphold, the position and meaning of ' nurse', to locate, to
explain, and ultimately, in this specific case, to dismiss these nurses' concerns.
Essentially, the position that will be articulated here is that in part because of the
ways that nurses are constituted as certain forms of the person through gendered,
gendering discourses, these discourses can be deployed in an exercise of power to
establish, to govern the field of nurses' possible actions. In this case, these discourses
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appeared to have anumber of strategic effects. First, they were prescriptive, setting out
certain proposals concerning how nurses, as particular sorts of persons, ought to be and
behave. Nurses' words and actions were interpreted and regulated according to these
rules. In doing this, gendered, gendering discourses deprived these nurses of a
convincing, effective mode of challenging practices that were of concern to them,
specifically they limited nurses' access to claims to authoritative knowing. By disarming
nurses in this way, depriving them of an effective strategy of resistance, these discourses
seemed directed to compelling nurses to give up their struggles to have their concerns
addressed, and instead, to become compliant, obedient, to enact their gender more
appropriately. In this case then, it was an effect of strategically deployed discourses of
gender to preserve the established institutional hierarchy, to sustain particular relations of
authority and most concretely, to allow (possibly) significant problems in the pediatric
cardiac surgery program to go unaddressed.
However, as Foucault ( 1982b) suggests, "the exercise of power is not anaked
fact.., it is elaborated, transformed, organized; it endows itself with processes which are
more or less adjusted to the situation" (p.224). To suggest that as particular subjects we
are produced as effects of particular discourses and practices, is not, as noted previously,
to suggest that we are determined, finally or fully, by them. Rather, the multiple and
varied discourses and practices that cross and constitute us, that act as resource and
constraint in terms of our capacities to know and do, establish the shifting grounds of our
existences. Nurses were positioned in this case as not credible in relation to aspecific
system of truth that governed what it meant to be credible, what sorts of persons might
claim this identity and on what basis. Nurses' experiences of being credible as nurses in
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Sinclair's (2000) courtroom suggests both adifferent truth at work in this location as well
as the essential instability of identity as such. Identity then, our sense of ourselves as
particular persons, is neither fixed nor fully in our own hands but rather is something that
is continually being achieved in and through our relations with others, in and through our
relations to arange of discourses and forms of power. Specific forms of the person are
proposed, suggested, imposed by our knowledge of ourselves and the knowledge others
have of us, knowledges that are rooted in the authoritative knowledges of our
communities (Shapin, 1994). In each case, these are knowledges that are themselves
constituted through the abundant and diverse discursive regimes that are the conditions of
our immersion in aparticular culture. So while nurses are not, in every circumstance of
their lives, unrelentingly burdened with aproblem of not being (seen as) credible, the
authority of discourses of gender in determinations of identity, in defining what persons
are and are like, in constructing the limits of possible actions and effects, as well as
nurses' specific association with gendered discourses, allows this as aconstant
possibility.
Drowning not waving
Though discourses of gender "do" many things, deployed as they are in arange of
cultural practices and social relations, astriking example of how gendered, gendering
discourses worked in this specific situation to frame, or more precisely to constrain,
nurses' possibilities arose during the inquest testimony of Robert Blanchard, head of
surgery. He testified that itwas not until late October, 1994 that he realized that the
nurses had "serious" concerns (cited in Sinclair, 2000, p.376). Though he knew at least
five months previously, in May, 1994, that the nurses had concerns, he testified to
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believing these to be largely "in the realm of compassion, of caring, of grief, you know,
that sort of thing" (cited in Sinclair, p.376). The difficulty here is not that nurses were
positioned as caring and compassionate, as grieving the deaths of children, but that such
positioning seemed to preclude, or was used to preclude, Blanchard's being able to see
them as also having "serious" concerns, that is, the sorts of concerns that would need to
be attended to, the sorts of concerns whose substance would, at the very least, need to be
investigated. Though nurses (and anaesthetists) had begun registering their unease about
the surgeon as early as March, 1994, in late May, 1994, after anumber of catastrophic
cases had convinced the anaesthetists of the need to withdraw their services from the
program, those in positions of authority, such as Blanchard, apparently still had no idea
whether the concerns expressed to them were valid. As Blanchard testified, "it seemed to
me that if you have this kind of clinical problem, and there was substance to it, and we
had no idea whether there was substance to it, why hadn't that been sorted out..." (cited
in Sinclair, 2000,

p.260, emphasis added).

Obviously the question arises as to how it was

possible that the concerns expressed to those in positions of authority with respect to the
program, concerns such as the surgeon's cannulation skills, excessive bleeding, and
prolonged cardiac bypass times, had not triggered athorough investigation as to their
substance (Sinclair, 2000). Especially since, as Sinclair pointed out, these were exactly
the sorts of problems that could have been detected by any quality assurance program.
Instead, Blanchard's interpretation of the nurses' concerns, as expressed in his testimony
and in his conduct, insofar as he never admitted to acting on their concerns, meant that
little, if any, effort was expended to establish whether or not the nurses' reservations
about the surgeon's skills were warranted. A discourse of caring and compassion, of
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emotionality, which in our culture is recognizably, and in many (unfortunate) respects
uncontroversially, agendered and gendering discourse33 ,operated as aresource to cast
doubt on the validity of nurses' concerns, as apresumption as to their reliability, as a
reason to set their concerns aside.
An interesting point to note here is that in this situation, in this example, gender as
such or as predicated through the discourse of emotions, seems to exist unproblematically
in the logical space of reasons. Blanchard, in his testimony, is offering reasons for his
failure to take the nurses' concerns seriously that he seems to expect will be accepted as
"valid inferential moves" (May, 1993, p.92). In this (his) community, but also
undoubtedly throughout much of our society, it is (apparently) acceptable, reasonable,
legitimate to link observations of emotional states to judgements about credibility.
Credible knowing, in the dominant conceptualizations of (authoritative) knowledge that
Blanchard appears to presume, involves the elimination or control of so-called subjective
elements, such as emotions34 ,because these are thought to distort knowledge, to make
knowers and what they claim to know (appear) unreliable. His testimony, not only
presumes, but also constructs and sustains, an opposition between feeling and "serious"
knowing, between emotion and rationality, that makes not being taken seriously, or at
least not as acredible knower, part of the meaning of expressing emotion. And because

Code (199 1) writes, "The most persistent stereotypes of 'woman' (=' middle class white woman) amount,
in fact, to variations on the Aristotelian theme of women's lack of deliberative authority. Subjective and
emotional in their judgements, scatter-brained, politically immature... women are incapable of
sophisticated, abstract thought" (1.195). Knowledge of what 'woman' is derives from such stereotypes,
images, ideologies and circulates in aplay of relations that work to constitute an actual woman's
possibilities.
Code (1991) observes that in discourses that oppose knowledge and emotion, "the assumption is that the
emotional response is ineluctably whimsical and unstable, erratic, idiosyncratic, and irrational: that
uncontrolled hysteria is the paradigmatic emotion... The idea that it is reasonable to feel emotions in certain
circumstances.., bears no weight" (p.47).
31
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nurses were, in this situation, almost constantly construed as being emotional, as
(essentially) emotional beings, not being taken seriously became, Iwould argue, part of
the meaning of being anurse. Discourses associating nurses with dispositions such as
compassion, empathy or grief, were repeatedly deployed by both nurses and others in
making claims about these events, and for the most part, intended or not, these seemed to
have had the practical effect of casting nurses, because of their emotional responses, as
the sorts of persons who were not credible, whose concerns, therefore, need not be taken
seriously. An issue, and my concern here, is not that nurses ought not express their
feelings for fear that they will not be taken seriously but rather the prevalence and
authority of gendered, gendering discourses that associate women/nurses with sensibility
rather than sense will tend to position nurses in this way regardless of what else nurses
actually do.
This effect becomes apparent when we consider the whole range of nurses' actual
actions in this case. Nurses' very practical, pragmatic activities of keeping their own
notes on those cases that had poor or unexpected outcomes, reporting incidents as they
occurred, talking to one another about their sense of what was going on, preparing
submissions for and participating in the program review committee, continuing to provide
nursing care, as well as intervening in specific cases where possible, get lost or at least
minimized in the centring of discourses of emotional cataclysm. Discourses of gender
that suggest that being emotional, crying, being upset, are the expected and appropriate
female responses to disturbing circumstances tended to mask, to marginalize much of
what these nurses actually did with the effect of characterizing nurses as (mostly)
impotent rather than as engaging rather effectively with avery difficult situation. That
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these sorts of discourses remained the principal lens through which nurses' words and
actions were interpreted, including by nurses themselves, testifies not so much to their
truth but to their power. That is, these discourses worked to constitute rather than merely
describe aparticular reality, one in which nurses could be seen as, and dealt with as, the
sorts of persons who feel rather than know things. So even though nurses' actual conduct
was in many instances contrary to that presumed by these authoritative discourses, it
could be argued that deploying such gendered, gendering discourses is one way that
nurses' conduct is managed in institutions given that an effect of these discourses was, in
this case, to secure and sustain particular, hierarchical relations of power. Because
discourses provide individuals with ways to experience and understand themselves, with
direction as to how to conduct themselves, these effects should be understood as internal
to this discourse.
Gendered, gendering discourses worked to define nurses as, presumed them to be,
normally and naturally emotional sorts of beings, so much so that descriptions of nurses'
involvement in this case seem premised on, and often extend only as far as,
interpretations of their emotional responses. This emphasis made (makes) nurses'
emotional reactions seem the most significant feature of their person, and being
emotional, responding emotionally, the limits of their understanding and action. The
significance attached to nurses' emotional responses seemed to have the effect of
positioning these as the only feature of nurses' concerns that required aresponse: nurses
were responded to because they were upset not because they had (legitimate) concerns
about the practice of the surgeon. For example, after anumber of deaths had occurred in
the pediatric cardiac surgery program and some nurses had begun to express concerns
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about the surgeon's skill to their supervisors, acritical incident response team was
organized to help nurses with deal with their emotions. In these meetings, nurses were
encouraged to discuss feelings but not the surgical issues that had occasioned their
concerns. One nurse reported finding such discussion helpful but not what she was
looking for: "Icame away from that thinking it hasn't fixed anything, you know, nothing
is

-

nothing has changed..." (McGilton cited in Sinclair, 2000,

p.206). Much later, in

November, 1994, nurse Youngson met with Brian Postl who had recently been appointed
the new head of pediatrics (in September, 1994). According to Youngson's testimony,
Postl listened sympathetically to her concerns but then told her what she had been told by
others, "that Duncan [the previous surgeon] had experienced similar problems in his first
year and that it could be expected that not all high-risk cases would be successful.
Youngson outlined once more her concerns about surgical technique and bleeding"
(Sinclair, 2000, p.4.24). Postl, in his testimony, recalled the conversation: "Iwas struck by
the intensity of their feeling about this situation. Iwas struck that they truly believed that
these were very significant issues" (cited in Sinclair, p.424). As well as (seeming)
patronizing, Posti's words link the significance of nurses' concerns not to the concerns
themselves, such as problems with excessive bleeding, but to their feelings about them.
The gendered, gendering discourse of emotion offers only limited, limiting ways to
understand and judge the experiences, the words and actions, of nurses, both for nurses
themselves and for others.
Given these limitations, should we be surprised that nurses also participated in
these sorts of (constraining) discursive practices or is it the case that they simply could
not (freely) choose to define themselves, enact their understandings, outside of the frame
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of these authoritative discourses? If agiven discourse functions in arange of relations to
constitute us as particular forms of the person, these discourses will also produce our
limits, shape the field of our possible actions. The possibilities of agiven context are
partly contained by the established discourses because these discourses influence our
understanding and discipline our conduct through confining us within already established
relations of power. Established gendered, gendering discourses that link the (successful)
enactment of nursing roles with nurses' caring, nurturing, emotive capacities constituted
such arealm of established possibilities. Nurses used these productively, for example, to
define the significance of their (caring) relationships with patients and families, to anchor
their concerns for their patients' well being, to explain, if explanation was necessary,
their distress. As senior PICU nurse Feser testified,
Iwas having such adifficult time dealing with all the emotions from what Iwas
seeing in the unit, the sick kids were coining out with so many complications.... It
was very difficult to see these kids struggle, struggle to survive, see these parents
suffer, you know, see them, you know, bring their children into us and, you know,
trusting us and hoping for the best. (cited in Sinclair, 2000, p.355)
Feser's words take us effectively to the heart of the matter, to these children's struggle to
survive, yet they also, for good or ill, tend toward perpetuating the perception that nurses
mainlyfeel things. This effect is not something harmful in and of itself, it is not a
negative attribute to care about what happens to your patients, to be distressed when they
are suffering. Yet it is undoubtedly dangerous, for both nurses and patients, when the
discourses nurses employ work to determine their possible contributions in aconstraining
fashion. For example, throughout the program review process the physicians involved
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seem to be have been able to hold tenaciously to their belief that there were no problems
with program outcomes, that nurses' concerns were largely aresult of their unwillingness
or inability to cope with the deaths of children. In such circumstances, nurses' concerns
could be construed as defects in their character rather than as substantive issues requiring
investigation (Anderson, 1995). This had the effect of imposing aparticular (view of)
reality, one in which the problem lay with the nurses, with their flawed because
emotionally derived perceptions, rather than with the surgeon or the program.
But it was also the case that nurses, willingly or unwillingly, contributed to the
production of this reality. For example, in her testimony describing her experience with
the Wiseman committee, nurse Youngson confessed to feeling apprehensive as the only
nurse in aroomful of doctors, and therefore hesitant to bring up the nurses' concerns with
surgical issues:
Ididn't really discuss the high mortality rate. Ijust said that, you know, we were a
little upset about what had happened. Idon't think Icame right out and said, you
know, too many children are dying. Ididn't put it like that. Isaid that what had
happened up until that point was upsetting for us. (cited in Sinclair, 2000, p.277)
Youngson, it could be argued, in using agendered, gendering discourse, was framing her
concerns in the only that they could be heard, or at least the only way they could be heard
in this situation. In the context of this institution, it was understandable, acceptable for
nurses to be "upset" about the deaths of children. But as nurses' subsequent experiences
with the Wiseman committee demonstrated, it was less than acceptable for nurses to
directly question the competence of asurgeon. As Sinclair (2000) observed, the nurses'
experiences of being dismissed, disparaged and intimidated in this committee eventually
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led them to silence themselves. For example, in September, 1994, adecision was made to
return the program to full service, adecision that implies that all concerns had been
addressed. Yet as Youngson testified, though outcomes had improved over the summer,
the nurses still had reservations about areturn to full service because of continuing
incidents in the OR. But, as Youngson also testified, "Iwas not prepared to voice my
opinion any more at these meetings. Iwas just there more or less as an observer later on
in the year" (cited in Sinclair, p.323). During another meeting, prior to which Youngson
had prepared case notes concerning events leading to the death of achild and had given
these to Wiseman, it was indicated to her that she should speak to her concerns by
Wiseman's pushing her notes to the centre of the table. Youngson testified,
Ijust shook my head. Because by that point in time [late September, 1994], there
was just no way Iwas going to say anything any more. Ihad seen what happens, I
had seen some kind of unpleasant things at that meeting.... There was no way at
that point in time Iwas going to speak out any more. (cited in Sinclair, p.353)
The company of credible knowers
These nurses' experiences suggest that gendered, gendering discourses not only
described nurses' possibilities but also prescribed them, working to distinguish legitimate
from aberrant conduct, producing, structuring afield of possible action. Discourses do
things, they have effects and these effects are constitutive, in part, of their content. Part of
understanding the content of adiscourse then, is understanding both the role it plays in a
framework of justifications and its practical effects. Specifically and practically in this
case, an effect of discursive practices that opposed emotions and serious knowing was to
set out and enforce aregulatory ideal that governed who would be recognized as knowing
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legitimately, as being alegitimate knower. As well, it seems clear that gendered,
gendering discourses played in significant ways around these knowledge practices, that
these were entwined with understandings of what it meant to claim to know. By drawing
attention to these effects in this case, Iam suggesting that discourses that opposed
emotions and serious knowing were used in ways they perhaps ought not to have been
used and that this had something to do with gender (Tanesini, 1994). This raises a
question not only of how gender functions as adiscourse of power that determines who
we recognize as being credible, but also the broader question of what, exactly, it means to
be credible (Jones, 1996).
There are ways, Iwould suggest, that we all already know in advance of knowing
anything in particular the sorts of persons we can and should consider to be credible, the
sorts of persons who can claim credibility. We have by virtue of our immersion in
particular cultural contexts apresumptive kind of knowledge, asocially authoritative set
of images, norms and ideals that constitute for us acapacity to recognize credible
knowers, to know them by the signs they exhibit. Nurses know this as well as anyone.
Nurse Youngson, for example, in inquest testimony that was widely cited described
wanting to warn parents away from the program, to tell them as they delivered their
children into her care to "take your baby and run" (cited in Sinclair, 2000, p.355). But she
did not do this because, in the aftermath of such an action, she could not have appeared
credible: "There would have been Dr. Odim and Dr. Giddins and whomever, calm, cool,
collected. Iwould have looked like an over emotional, almost crazy person" (cited in
Sinclair, p.355). Youngson is likely correct in her assessment of how such an action
would have been received, but the more interesting point is that her fear for these
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children, the concern she felt for them, particularly if she expressed it as she felt it, would
locate her as unstable, as out of control, as almost crazy. She would have appeared to be
an unreliable, unstable sort of person even though her worst fears, at least according to
Sinclair's report, were shown to have been justified. Her fears were, by some measures,
reasonable.
But Youngson knew that credible knowers exhibit certain traits. Credible knowers
are dispassionate, neutral, objective; they are calm, cool, collected. Knowing this was
knowing how to conceive of her possibilities for action

--

if she wanted to be taken

seriously. And it does seem to have been the case that Youngson, in anumber of
instances, acted with this understanding of credible knowers in mind. Disciplined, but not
completely constricted, Youngson kept notes, collected evidence that improved her
possibilities of, at some point, for example in Sinclair's courtroom, being recognized as
credible. Clearly then, for good or ill, dominant conceptualizations of knowledge have
disciplining effects, they direct our gaze, condition our speech and hearing, constitute
what it is possible to see and say in agiven situation. In doing this, they describe, produce
and enforce norms of epistemological legitimacy (Code, 1995). A problem for nurses,
however, is that though these norms and ideals tend to be put forward as gender neutral,
they are, in effect, achieved by excluding characteristics culturally coded as feminine
(Jones, 1996). Knowledge becomes credible, knowers attain authority, through the
suppression of "the feminine", through eliminating those attributes and experiences, such
as compassion, empathy, intimacy, partiality that are traditionally associated with
femaleness, and in our specific case, with nurses (Code, 1995). This observation should
not be taken as being about the rational capacities of real women, actual nurses, but about
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"the ways that 'woman' has been used as asymbol for the other of reason" (Tanesini,
1999, p.218). Codes and norms of credibility are gendered masculine, not essentially but
historically, and these have effects in terms of constructing oppositions that are then
linked with one gender or another. In being linked with gender, or specifically explained
by the seeming naturalness of gendered divisions, these norms are themselves
naturalized. Norms of credibility uphold claims about the meanings of gendered
differences, and in so doing, are themselves seen to arise naturally, inevitably from these
differences. Women are "naturally" more emotional, less objective, more empathetic, less
detached, and therefore, in the normative terms that establish and enforce what it means
to be credible, they are "naturally" less likely to be credible, their "judgements vitiated by
an unpredictable subjectivity" (Code, 1991, p.223). In these terms, credibility
differentials between women and men, in this case between nurses and physicians,
become natural distinctions, products of "woman's nature" (Code, p.231). Being credible
becomes amatter of being acertain sort of person, quite frequently amasculine sort of
person who is unemotional, detached, rational and impartial. Credibility then, is
something secured in the context of certain regulatory norms, images and ideals that tend
to exclude women, and that have the consequences of working to disqualify nurses, even
in advance of their claiming to know anything in particular, from the company of credible
knowers.
Conceptualizations of knowing are normative, they propose that certain ways of
interacting with the world, such as being impartial, objective, scientific, are more likely
to produce truthful accounts than others. These discourses also tell us about the sorts of
persons who are most likely to produce these truths for us by virtue of their "having"
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certain capacities. Though there is no unreserved truth in these discourses, they do tend to
be productive of nursing realities in as much as they articulate the codes of knowledge,
"the rules imposed and the reasons given" (Foucault, 1991b, p.'75), that will produce a
certain distinction between truth and falsity, between being credible or not. These are the
discourses that, in this particular setting, in this particular case, worked to produce and
legitimize identities and courses of action, and in doing so contributed to the particular
subjection of nurses, asubjection that is, in part, about being distinguished, being located,
being made (to be) acertain sort of person (Rose, 1996a). For example, when, in the
context of expressing her concerns about the Wiseman committee decision to return the
program to full service, anurse was dismissed with the comment "you are not asurgeon,
you are anurse" (cited in Sinclair, 2000,

p.

299), more than merely adescription of the

current situation seems to have been intended. Iwould suggest that this statement worked
to produce aparticular reality by reminding this nurse of what she could do and know,
how she ought to be and behave, what she could say and how she would be heard. It was
astatement about being a "proper" nurse rather than aparticular nurse with specific
concerns, and as such, it worked to describe, produce and secure place and positioning.
Achieving these effects relies, in part, on this nurse recognizing, and to some extent at
least, accepting, the prescriptions contained by and in the concept or category of nurse.
To, as Dean ( 1999) would suggest, (assent to) govern herself and her relations with others
according to atruth that was being supposed and proposed here, to enfold the authority of
aparticular gendered, gendering discourse that tells her who she is and what her
possibilities are.
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A mythical kind of story
Of course, we do not and cannot simply choose to define ourselves, to establish
the terms and conditions through which we will know ourselves and be known to others.
Our understandings of ourselves and our situations, our experiences of ourselves and our
possibilities, emerge, in part, as effects of the authoritative discourses and practices in
which we are immersed. These are our understandings of self and other. As Code ( 199 1)
suggests, the positions we occupy, the prescriptions, ideologies, myths and ideals that
structure our experiences, work to constitute us as particular forms of the subject, and it is
not possible to "strip away these accretions in the hope of finding acore, real self
underneath: subjectivity /sthe ' accretions" (p.178). In these terms, what becomes
important for nurses is not that we somehow expect that we may free ourselves of the
effects of gendered, gendering discourses but that we begin to understand how these work
in constituting our experiences, our particular subjection, that we begin to understand
their hold on us and try to make choices about what, if anything, we want to do about this
(May, 1993). Gender, when deployed as astrategy in the maintenance of aparticular
arrangement of power relations, becomes something we must think about.
It is interesting, Ithink, that Youngson's articulation of her internal struggle
described above, her apparent failure to warn parents, her silence despite her compelling
desire to cry out to them, "take your baby and run," became almost emblematic35 of
nurses' experiences in these events. It is amythical kind of story, one that epitomizes
female helplessness, that captures very effectively, Ithink, akind of powerless

Emblematic in the sense that Youngson's testimony has become part of almost every story written about
the pediatric cardiac surgery inquest. See for example Armstrong, 2001; Karp, 1998, February 24; Henton,
1996, October 13; Sinclair, 2000.
35
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complicity with events. Yet at the same time that it has acertain resonance, it does not
describe, and in fact it obscures, many of Youngson's actual accomplishments. But while
it is astory that describes what Youngson testified she felt like doing rather than what she
did, it is also avery potent articulation of an effect of certain relations of knowledge and
power, of certain discourses and practices that shape what it is sometimes like to be a
nurse. So this story has the effect, when we think about it, of simultaneously constructing
and disturbing aparticular view of what it means to be anurse. In this story, the
"mythical" nurse is afigure of conscience but also someone whose field of possible
actions is hopelessly, absurdly restricted. She is, paradoxically, heroic but impotent,
knowing what ought to be done but somehow unable do it. Using essentially the same
gendered, gendering terms that position in her away she experiences as problematic,
Youngson's words evoke the problematic nature of her positioning. Her telling of her
experience shows the untenable effects of these discourses, the ways they worked to
constrain her possibilities, and Ithink in doing this, her speech says something to us
about how we might begin to think about proceeding from here.
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VI. 'Analyzing and reflecting upon limits'
Roy ( 1988) suggests that our perspectives, the ways we36 think about the world
and ourselves, often seem "inescapable" to us (p.17). Even though we can acknowledge
that others may think differently about the world than we do, the ways we inhabit our
own perspectives makes the notion that we could think otherwise than we presently think
seem strange. Why would we, should we, want to think differently? Our preferred forms
of knowledge, our cherished attitudes and beliefs, our privileged postures and
commitments on some level work for us; these, to the extent that we think about them at
all, seem to us to be mere reflections of the way things are. But though they seem nothing
if not obvious and inevitable, these ways of knowing ourselves and our worlds are
optional descriptions, constituted capacities that work to slant our understandings in
particular ways, that make our specific concerns, our commitments and interpretations,
appear, disappear or change shape by virtue of the unthought assumptions that inhere in
them (Rorty, 1979). There are no aspects of the world that are unmistakable, self
evidently available, unmediated by frameworks, theories and discourses, only complex
ways of ordering the world that are themselves connected to specific social and historical
contexts.
Ways of thinking about the world, of being in the world, govern the details of our
descriptions of the world, responsively establishing what it is possible for us to see, say
and hear in our specific situations. Thus possibilities for being and doing, understanding

As areminder of my position from the introductory chapter, though Ido not presume to speak for
anyone, Ido believe there is a "we" of some sort here. Especially in this final chapter, my minimal
assumption is that "we" all share in the questions and perplexities described here.
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and action, are intimately, intricately entwined with the Deleuzian questions, "what can I
know or see and articulate in such and such acondition for light and language?.... What is
our light and what is our language, that is to say, our 'truth' today?" (Deleuze, 1994, pp.
332-3). These questions refer to the forms our knowledges take, the contours our truths
assume in the light of our specific situations, and importantly, they suggest we consider
how we are able to understand these, what they are, how they work, where their power
has it effects. Knowledge and power come together in our preferred discourses and
practices, these work decisively to produce the familiar details of our worlds. And in
doing this, bey also influence what will seem to us to be in need of explanation, what we
will see as problems requiring our response, and what will seem merely natural,
inevitable, unchangeable features of our world. Our descriptions are not neutral, then,
they have effects including preventing the emergence of other descriptions (Code, 1991).
Thus the knowledges we hold and accept, the beliefs and commitments we draw upon to
explain our actions do not reflect reality, they do not even merely describe reality, but
through their specific mechanisms of effect, these work to constitute our particular
realities, to produce us as certain sorts of persons with certain capacities for
understanding and action. And because these, our constituted possibilities, work to
produce us as we are, they also work to produce the limits of our present understanding
and action. It is on these terms, that of analyzing and reflecting on the limits of our
constituted and present possibilities, that such knowledges, beliefs and commitments
need to be thought.
This study, then, has taken shape as an analysis of limits, an attempt see the form
of our assumptions, to sort out what is necessary and what is contingent in the ways we
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think and act (Dean, 1999). Ihave taken as given that we need to be attentive to limits, to
our constituted capacities and commitments, to our positions with respect to the world, in
part because these have effects, costs for us and others in the terms that constitute our
commitments, consequences for good orill. This "limit-attitude" is not, however, a
negative ethos, a "gesture of rejection," but rather merely expresses apositive political,
ethical and epistemological attitude that we need to operate at frontiers (Foucault, 1984a,
p.45). We analyze our limits to produce the possibility of moving beyond them. We
reflect upon our limits to make the horizon of our possibilities appear before us, and in so
doing, to enlarge our view of the possible. In Foucault's ( 1984a) vocabulary, and in the
vocabulary of this study, this is critique, athinking through of our present possibilities
that is not atheory, not adoctrine, not apermanent or accumulating body of knowledge
but,
an attitude, an ethos, aphilosophical life in which the critique of what we are is at
one and the same time the historical analysis of the limits that are imposed on us
and an experiment with the possibility of going beyond them. (
p.50)
In the very act of thinking through that which conditions our existences, we
constitute apossibility of reconstituting ourselves and our prospects, our potential, our
limits. We think ourselves differently and thereby become different, not once and for all
but as part of apermanent task. This is, as Patton ( 1994) suggests, the positive promise
inherent in Foucault's various critical analyses, "an historically grounded belief in the
human capacity to transcend limits" (p.61). But for Foucault ( 1984a), we transcend
nothing completely. The work done at the limits of ourselves, this thinking through of our
present possibilities, is always done without anet, without access to definitive or
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complete knowledge: "the experience we have of our limits and of the possibility of
moving beyond them is always (itself) limited and determined; thus we are always in the
position of beginning again" (Foucault, p.41). Critique, understood as aquestioning
directed towards what is, is our permanent task, conducted so that we might see what else
is possible, that we might think differently about our present, and that we might articulate
it differently in order to change it. We do this, however, without guarantees and in the
context of knowing that to any set of difficulties that confronts us, several responses may
be made and that, of these responses, those chosen represent not asurety but achoice
among possibilities themselves neither freely chosen nor without their own
consequences. There is no necessary endpoint in our thinking through of our present
possibilities, only situated engagements that have identifiable stakes, and for each of us,
the responsibility to maintain acertain watchfulness as these unfold (May, 1993). May
cites Wittgenstein ( 19 80) on this point: "No reason can be given why you should act (or
should have acted) like this, except by doing so you bring about such and such asituation,
which again has to be an aim you accept" (
p.104).
Critique then, is an attempt, itself situated and partial, to identify the limits that
describe our present situations, to gain clarity about how these have come about and
about the ways of thinking and acting that secure them. We do this, in part, to develop a
sense of what is at stake when we employ certain ways of thinking and acting. And
perhaps we do this because if we can come to understand our ways of thinking and acting
as ways of thinking and acting, as choices, themselves not fully chosen, among
possibilities, we can make our present seem less necessary. Not because our present is
necessarily dire or bad but because as long as it remains unthought, it is dangerous
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(Foucault, 1982c). As Foucault ( 1982a) writes, "critique does not consist in saying that
things are not good as they are. It consists in seeing what kinds of self-evidences,
liberties, acquired and non-reflective modes of thought, the practices we accept rest on"
(p.33). The point of such critique is not to make change seem easy or inevitable but to
"open the space in which to think about how it is possible to do things in adifferent
fashion" (Dean, 1999, p.36). Critique then, is amatter of problematizing our existences, a
practice of thinking, that though uncertain, unfinished and not infrequently disquieting,
does allow us to begin to see that there are genuine, though also always limited, choices
about how we are in the world. This is, in aFoucaultian analytic, the form that freedom
takes. That is, our freedom consists in no more, but also no less, than being able to act in
avariety of ways (Patton, 1994). Our lives, for reasons we do not always know in
advance, are the sorts of things that can be, that should be, constantly thought. And as
Deleuze ( 1994) observes, "to think means to experiment and problematize. Knowledge,
power and self are the triple root of the problematization of thought" (p.334). Thought
becomes aproblem, something that itself must be thought, when we consider what it
means for us to know, the effects of power in constituting certain of our realities, and the
ways in which these come together to produce us as subjects of acertain sort. Analyzing
these three axesof experience

-

knowledge, power and self-- as irreducible, distinct, yet

necessarily linked, assists us in more fully, productively, understanding something of the
conditions of our existences, and something of what conditions our existences.
Selected points of worry
The purpose of critique, then, is not to offer us secure criteria for thought and
action, to tell us what it is we should do but rather to "plant in our minds strategically
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selected points of worry" (Rawlinson, 1987, p.392), to problematize our present
practices, and in this way, to have critical effects on the ways that our situations are
understood. This is, Ithink, what this study of nurses' experiences with the Winnipeg
Pediatric Cardiac Surgery program in 1994 has been about

--

considering the effects, the

practical potentials and constraints, of certain of nurses' possibilities for being and doing.
As well as being an analysis of aspecific situation, an engagement with our present
practice, this has also been astudy of limits, an orientation to our present that is also an
attempt to think through, to make visible at least some of what works to constitute the
conditions of practical possibility for nurses. In doing this, however, there is no
imagining that the work of making visible is an emancipatory endeavor, a (misguided)
attempt to free nurses from distorting ideologies that somehow conceal from us the
hidden "truth" of our lives. No past or future moment is supposed when we could relate
to ourselves, understand ourselves, in an unmediated manner, "free" of discourses and
practices that work to constitute our realities (Rose, 1996a). Rather, the making visible is
(merely) away to explore the possibilities of seeing differently than we presently see,
thinking differently than we presently think, to consider the costs and benefits of certain
ways of thinking and acting, to discover if these are cost and benefits we can live with,
and if not, to contribute to adiscussion about how to change these.
It is because of this description of my intentions that Ihave not sought to produce
acomprehensive account of what actually happened, and in fact, remain unconvinced
that such athing is even possible. As noted above, certain descriptions of events will
always tend to preclude other descriptions, and what eventually comes to stand for the
truth of anything will always contain within it the "dissension of other things" (Foucault,
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1984b, p.79), all those possibilities of being otherwise that while not allowed to emerge,
are never completely extinguished. But while Ihave not tried to produce the truth of this
matter, Ihave been concerned to understand something of what is at work in us and on
us, well beyond our wanting and willing (Jardine, 1994), such that events such as these
were (are) possible. In this project, my selected point of worry has been credibility
(Chapter 4), and the effects of gendered, gendering discourses and practices on nurses'
presumed capacity to be credible (Chapter 5), because it seems to me that these nurses'
experiences of not being listened to, not being believed, though crucially involved with
how they were (are) able to conduct themselves, are not well understood. The nurses'
perceived lack of credibility, at least in the terms through which Ihave understood and
described it, was acomplicated experience, produced in and through discourses and
practices that made it possible to think and act in some ways and very difficult, if not
inconceivable, to think and act in other ways. These constituted limits that were
specifically troublesome,' that, in Foucault's ( 1989e) idiom, entered our field of analysis
because they provoked, for us, acertain number of difficulties. Some of the forms and
consequences of constraints on nurses' possibilities for understanding and action have
been described in this study, including constraints that diminished nurses' abilities to
affect patient outcomes, that problematized their relation to other health care personnel
and importantly, Ibelieve, to themselves. When nurses find themselves unable to conduct
themselves as they believe they can or should, or when their interpretations of what is
occurring in their practices are diminished or excluded, asense of being incorrect, in
some essential sense, in their understanding of themselves and their work comes into
play. As I, with McIntyre, have argued elsewhere, in such situations, aprofound sense of
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dissonance can emerge from the difference and distance between what one believes one
is called on to be and do, and what the world, and one's relationship to it, allows (Ccci &
McIntyre, 2001). Though experiences of dissonance can be distressing, Ibelieve they can
also be productive, offering us strategic points of engagement with our present situations
through which critique can do its work. Certainly the effects and stakes of not being (seen
as) credible were, in this case, of the sort to suggest that credibility was (is) arelevant
location from which to begin to try to think differently about who we a1e, about what we
do, about the discourses and practices that work to constitute our realities.
Yet though Ihave framed these nurses' experiences in terms of credibility, in
terms of nurses' constituted capacity to participate in authoritative relations of knowing,
it seems clear that what appeared as nurses' lack of legitimacy was not fully, or perhaps
even primarily, about what nurses actually knew. Nurses' experiences of not being (seen
as) credible were, in part at least, an effect of how truth was produced in this situation. Or
rather, how effects of truth were produced in this situation via discourses and practices
that constituted the legitimacy of claims to know of various persons. Isuggest this
because if there were facts or values that of necessity closed off discussion of the issues
raised in this situation of contested accounts, that directed understanding and action with
surety, these were not apparent to me. Rather, of interest were the ways discussion was
closed off, reality determined, despite the absence of such guarantees: no one who
participated in these events had access to abedrock of truth yet some perspectives
prevailed and functioned as if they were true, or at least as if they were predicated on
some privileged relationship with truth. The reasonableness of privileging such
perspectives was questioned of course, by nurses and others, however it was the nurses'
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inability to have their concerns acknowledged or investigated that suggested to me that
something other than "the facts" were at play in determining what would become the
truth of the matter. Simply put, there were ways in which the warrant of the nurses'
claims to know, their concerns about the surgeon's practice, could have been
investigated, not in terms of discovering their absolute truth value but, at the very least, in
terms of seeing whether they were reasonable. That these processes of investigation were
not deployed, that nurses' concerns were not examined in accordance even with this
community's own expressed standards of evidence, suggests that, at best, how this
community tends to claim it operates, for example on "best evidence," was not how it
operated in this situation. In this case, the conditions under which claims to know were
vetted and invested with adefinite truth value were decidedly incongruent with how this
(institutional) community tends to describe its knowledge practices, the same practices
upon which this community tends to stakes its claim to expertise. An even more
problematic scenario, especially for nurses, is the possibility that these nurses' concerns
were not seriously examined because, in context of the institution and unrelated to what
they were actually claiming to know, nurses were not seen as the sorts of persons who
could claim to know things, particularly in the presence of others, specifically physicians,
who could always claim to know better. Though nurses resisted refusals to acknowledge
their concerns, the discourses and practices that governed how credibility would be
allocated in this institution (simply) did not assign them credibility "enough" to be heard.
This should not, however, seem surprising if we recall Foucault's analyses of
relations of knowledge and power. Each society, suggests Foucault ( 1980b), "has its
regime of truth, its general politics of truth: that is, the types of discourses which it
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accepts and makes function as true"

(p.

131). These discourses are not necessarily true or

false in themselves, but rather set out and make intelligible the range of possibilities
through which the truth of agiven situation will be established. These discourses and
practices control the field, establish the form of the real, by allowing certain ways of
thinking to emerge and function as true and excluding other possibilities. There was, in
this case, no pure fact of reality to guarantee understanding and action, no power-free
discourses in terms of which participants could conduct themselves. There was, however,
ashared background picture of how the world is against which assessments of nurses'
credibility took place. Nurses could give reasons for their concerns, but in the context of
background beliefs that, for example, privileged masculinized authority and
prescriptively gendered nurses as feminine and therefore unreliable knowers, they could
not have these reasons or their claims accepted as valid. And as May ( 1993) observes,
though the networks of claims that constitute our background beliefs are always in flux,
"some claims and theories are given up more easily than others..., some claims.., are
more rigid than others; when doubt arises, they are more likely to remain untouched,
while claims around them are changed in order to keep them intact" (p.96). The
gendered, gendering discourses through which nurses' capacities as knowers were
established appear to have been constituted by the more rigid class of claim.
In Foucault's analysis, as specific individuals we are enmeshed in aplay of forces
internal to the production of truth itself37 .Power has acapillary existence, it "reaches into
the very grain of individuals, touches their bodies and inserts itself into their actions and

Portions of the three paragraphs that follow from here were excerpted, though in somewhat revised form,
from Ceci (2003).
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attitudes, their discourses, learning processes and everyday lives" (Foucault, 1980e,
p.39). The significance of such aconceptualization of our situation seems to me to
compel aserious reassessment of what is taken to be the knowledge necessary for nurses,
or at least aconsideration of how, as nurses, we might position ourselves differently in
relation to knowing. The need seems to be not only to critically examine how our
knowledges are accomplished, that is how we arrive at and sustain particular meanings,
but also, and perhaps more fundamentally, how we think about knowledge, how we
understand ourselves as knowers. Rather than an attitude and approach that assumes that
knowledge as such is innocent, relatively untouched by power, this analysis, and these
events, suggest that amore reasonable understanding of knowledge in nursing would
consider more than "what nurses know." As such, this work constitutes an argument
against ways of thinking about nursing that suggest that nurses need only "know" a
certain number of things, that one can be anurse simply by virtue of possessing acertain
number of skills. What we "know" and do are crucial of course, but our thinking about
knowledge must expand to include arecognition that, as knowers, our capacities are
conditioned by non-epistemic factors not just some of the time but all of the time
(McWhorter, 1999), that our knowing is limited by, takes place as an effect of, is
constituted through, our situations and our situatedness. In other words, knowing is also
always being seen to know, and therefore also always concerns elements, the politics and
ethics of knowing, that we sometimes seem to prefer to leave to one side.
To treat knowledge relatively unproblematically is to deploy an instrumental
account of knowledge where knowledge is some thing that may be straightforwardly
applied in one context or another. This account is not neutral but figures nurses as the
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sorts of persons who can learn or not learn, know or not know certain things that exist
independently of them and their contexts. And nurses can act or not act, be obligated or
not, based on their possession of such knowledge. In this account, apositive reality is
presumed, areality not itself produced by the discursive practices through which nursing
is located. Without suggesting the rightness or wrongness of this presumed reality itself,
it seems possible that our entanglement with its production is what may need to become a
more sustained focus in our questions about knowledge. That is, our recognition of the
discursive production of self and world also becomes apoint of wony as we theorize
nursing and the sorts of knowledge constitutive of our practices. In particular, the kinds
of questions that become necessary are those in which we recognize ourselves as
entangled, caught, complicit in establishing the meanings of certain of nursing's realities,
meanings and realities sometimes represented as arising naturally or self evidently and
therefore, as no longer needing to be thought about. Rather than taking the structures of
meaning that constitute nursing, its practitioners and its practices, as given in this way,
the kinds of reality produced through nursing and other discourses, and the specific
effects of such productions, can become, through sustained and sustaining practices of
(Foucaultian) critique, the focus of our questioning. What sorts of discourses render
nurses intelligible to themselves? How might we engage, on an ongoing basis, both these
and their effects? If we understand nursing and its practices as contingently constituted,
then the questions that we can ask concern how nursing practices are governed by what
are designated by nurses and others as true discourses, and how these preferred
discourses have effects in establishing the limits of nursing as afield of possible thought
and action. In short, Ibelieve we can learn to question, to critique, the practices through
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which we have been made up as subjects, to trouble, to disrupt where necessary, the
discursive fields, the norms of truth, the regulatory ideals, that subject us.
Understanding knowing in this way contains, of course, both good news and bad
news. By highlighting the partiality and ambiguity of our perspectives, the complexity of
knowing anything at all is underlined. Our understandings of ourselves, of others, of our
situations, become more uncertain. At the same time, however, this analysis also works to
destabilize the hegemony of truths that are imposed on us. It works to make visible the
contingency of the constraints imposed by power and allows us to begin to see something
of our always situated possibilities of freedom. In so doing, space is created to
deliberately, with awareness, participate in critical practices of knowledge, the activity of
thought in relation to what we do. Thinking, understood as arelation to our conduct that
allows us, or perhaps obliges us, to raise questions of meaning, is the task that Foucault
(1989e) considers to be "the specific work of thought" (p. 421). To raise questions of
meaning is to problematize, and in this ease, Ihave specifically problematized the
discourses and practices that worked, to determine, to structure, the field of nurses'
possible actions. There were contexts and conditions, discourses and practices, that
inscribed the boundaries of nursing practice, that constituted nurses' limits. The need, I
suggest, is to make these more visible in our thinking about knowledge, to consider how
these have emerged, how they function, and what it costs us to relate to ourselves and
others in these ways.
Fields of practice
In this study, then, it has been my position that specific relations of knowledge
and power, articulated in the discourses and practices that constituted certain of nurses'
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realities, established certain possibilities for being and doing, and excluded or made more
difficult other possibilities for being and doing. Specifically, Ihave described how, in this
real context, knowing, and being seen to know, crucially involved social relations of
power, that inclusion in the company of credible knowers traced lines that registered
social positioning. Knowledge practices positioned nurses in ways that limited their
capacity to contribute to the constitution of ashared reality, and thus their capacity to
influence this reality in directions they believed would be more beneficial, less harmful
for patients. Nurses in this case resisted this exercise of power that denied them status as
legitimate knowers, that subjected them by attaching them to aspecific identity in a
constraining way. Gendered, gendering discourses and practices were asignificant form
of this power, structuring nurses' field of possible actions in part through establishing and
enforcing norms of gender appropriate behaviour. Such norms set out aregulatory ideal
concerning the sorts of persons we can and should consider to be credible; gendered,
gendering discourses were entwined with understandings of what it meant to know.
These discourses and practices constituted aresource, deployed by both nurses and
others, to make nurses knowable, to produce them as certain forms of the person, and
were therefore part of what governed nurses' everyday conduct, their relations to others
and to themselves. And though such discourses and practices cannot be said to be simply
or necessarily good or bad in themselves, in this case, it appeared that these had
constraining effects on how nurses were able to conduct themselves. This occurred, in
part, through the ways gendered, gendering discourses conditioned the interpretations and
effects of nurses' words and actions. As Code (
1995) argues,
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even "truths" of the most compelling kind can simply fail to compel assent when
the available rhetorical spaces are either closed against them, or so constrained in
the possibilities they offer that what is "really" being said is slotted automatically
into categories, ready-made places, where the fit is at best crude, at worst
distorting and damaging. (pp.61-62)
Code (
1995) uses the term rhetorical space to challenge the idea that our
locations, the spaces in which and through which we conduct our lives, are in any sense
neutral. Rather, she suggests, rhetorical spaces, these "fictive but not fanciful" locations,
have "territorial imperatives:" it always matters "who is speaking where and why," and
this mattering plays out in terms of our possibilities for knowing and making knowledge
claims, having our views of reality acknowledged or thwarted, being granted or denied
authority (Code, pp. ix-xi). McWhorter ( 1999) describes something similar as
epistemological space, the space we inhabit, the space that, through aplay of the true and
the false, the accepted, and the forbidden, constitutes our situations and conditions our
capacities to know and do, to think in one way about ourselves and our situations rather
than another. Both of these analyses are influenced by Foucault's analysis of discourse as
aplace of struggle, as astrategic field that does not merely reflect reality but also always
works to constitute particular, often contested realities, and to produce and legitimize
particular subjectivities and courses of action (Foucault, 1982b). Power relations structure
the field of our possibilities, our knowledges, beliefs and desires, and since in Foucault's
analysis, power is not something we can rid ourselves of, our efforts must be directed to
restructuring the field such that something else, something we can accept, is possible. As
Caputo (2000) suggests, such an "alteration is driven by the ongoing agonism between
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power and freedom that sees to it that any field of power is an unsteady state, an unstable
and hence ultimately open, alterable system" (p.33).
Though Foucault understood oppressive relations of power to be possible in part
because of the ways that we learn think about ourselves (May, 1993), he also suggested
that "the problem is not changing people's consciousnesses

--

or what's in their heads

--

but the political, economic, institutional regime of the production of truth" (Foucault,
1980b, p.133). The ways that truth is produced influences how things work at the level of
our ongoing subjection, with how our realities are produced and sustained, with how we
become subjects of thought and action and how we become subject to forms and manners
of government by others. If power relations of various kinds, productive as well as
disciplining, are, as Foucault ( 1989e) maintains, "embedded in our habits, behaviors,
institutions, rules, political systems," then examining these, questioning them as to their
evidence and assumptions, is away to shake up our usual practices, away to disrupt and
thereby alter the field. Restructuring the field, altering our possibilities by means of what
Caputo (2000) calls "winning strategies," means (re)considering the forms and effects of
the discourses and practices on whose terms we presently conduct ourselves. Knowing
we can change our practices, if the costs of our present practices seem higher than we can
accept, is engaging with the power that presently produces and limits our field.
Knowing we can change our practices
In writing this, however, Ido not wish to create the impression that "knowing we
can change our practices" is something simple, something that can easily be done if only
"we" decide to do it. Rather, Iconsider the work of the study to have been, in part, about
creating the footholds that are necessary if we are even to begin to think about making
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choices about ourselves, about creating atangible and substantive picture of ourselves
and of what works to constitute our present possibilities that is necessary to even begin to
imagine, let alone realize, other possibilities. Other descriptions, that is, other than what I
have written here, are certainly possible, but Ido not consider the particular descriptions
and lines of analysis articulated in this study to be the most important thing about it.
Though these analyses are not nothing, the most significant strength of this study is
showing how and why such analyses are possible and necessary. What Ihave done in this
study then, is, along certain lines of analysis Ihave found fruitful, tried to describe,
understand and explain atension, adissonance, that many nurses, in diverse locations and
including myself, recognize as significant in their practices. In some ways, this thesis has
been (merely) aparticular articulation of these tensions with constant reference to a
specific case where outcomes were quite devastating. Such devastating consequences
obviously form part of areason to study nursing practice, to treat nurses and their
practices quite seriously, but at the same time, Iam as concerned with less fraught cases,
and in fact worry with nurses in the everydayness of their practices. This is why Ihave
tried to articulate, to offer, both away to study practice and away to think about one's
own practice. Ihave tried to make "the philosophical" work for nurses by attending to,
and turning attention to, questions of how it is possible for us to think and act in certain
ways but not in others, even if only to suggest that there are questions here that can
become part of how we think through our everyday practices.
On one level, this work itself shows why such thinking is necessary: there are
effects, sometimes experienced as costs, in terms of who we are and how we are. There is
avalue in knowing this, or more specifically, knowing this is away to make visible, to
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make present and alterable, the relations of power that constitute us, and in doing this, to
suggest alimit to power. This knowledge is itself atool for those who act and effect, a
kind of diagnostic device and talent we can develop, to assist us in the struggles,
whatever they may be, that presently engage us.
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Appendix A
List of persons whose involvement in events that occurred at the Winnipeg Health
Sciences Centre, 1994-1995 is described in chapter 2:
Armitage, Deb
Bishop, Agnes
Blanchard, Robert
Borton, Joan
Boyle, Isobel
Casiro, Oscar
Collins, George
Craig, Doug
Dixon, Karin
Duncan, Kim
Feser, Donna
Giddins, Neils
Hamilton, Andrew
Hancock, BJ
Hinam, Irene
Kesselman, Murray
Maas, Michael
McGilton, Carol
McNeill, Ann
Odim, Jonah
Posti, Brian
Swartz, Jo
Ullyot, Suzanne
Unrah, Helmut
Wiseman, Nathan
Wright, Helen
Youngson, Carol

NICU nurse
Head of pediatrics (until June, 1994)
Head of surgery
Nurse-clinician, VCHC
Director of patient service, pediatrics and child health
NICU physician
Pediatric cardiologist (Director of VCHC until 1994)
Head of anaesthesia
OR unit manager
Pediatric surgeon (until 1993)
PICU, unit manager
Pediatric cardiologist, acting medical director, VCHC
Cardiac surgeon (adult)
Assistant surgeon
Pediatric anaesthesia nurse
PICJJ physician (head)
Head of perfusion services
OR nurse
Pediatric anaesthesist
Pediatric cardiac surgeon
Head of pediatrics (from September, 1994)
Pediatric anaesthesist
Pediatric anaesthesist (Section head)
Head of cardiovascular-thoracic surgery
Head of pediatric surgery
Senior vice president, WHSC
OR nurse

