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ABSTRACT

Since the late 1950s, the Canadian nursing workforce especially during periods of nursing 

shortage has added to its numbers through immigration. Changes in immigration laws since the 

1960s have opened doors for increased numbers of immigrants from Asia, Africa, and the 

Caribbean coming to work in Canada. This qualitative research study investigated the 

experiences of immigrant women from the Caribbean who are registered nurses (RNs) in 

Canada. There has been no previously published studies that documented experiences of 

immigrant women of colour related to career mobility in nursing.

The conceptual framework for the research drew from a synthesis of concepts from 

several bodies of literature; the most significant included critical feminist theories and antiracism 

discursive frameworks. Foucault’s methods contributed to an analysis of the links between 

power, knowledge and resistance. Among the themes that contributed to an integrated 

conceptual framework for this research were history, identity, representation, marginalization, 

power, knowledge, agency and resistance. The research questions were: What factors create 

barriers or act as facilitators to career mobility among immigrant women of color who are RNs 

in Canada? How were their lived experiences as RNs mediated through race, gender and class?

A convenience sample of 14 women from the Caribbean, who migrated to Canada 

between the 1960s and the early 1990s, was recruited for the study. Data were gathered through
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Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



in-depth interviews, using a semi-struetured interview guide. Demographic data were also 

obtained using a questionnaire that elicited written responses.

The analysis of data demonstrated that participants encountered significant barriers in 

navigating their careers as RNs. These barriers appeared to be related to systemic practices that 

influenced the regulation of nursing, as well as relationships in work environments. In spite of 

their experiences in encountering many barriers, participants had developed individual strategies 

of resistance, and moved forward in their careers in nursing. The study proposes antiracism 

strategies to create equitable status and rewards for immigrant and minority groups in musing, 

as well as for the profession as a whole.
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CHAPTER 1 

INTRODUCTION AND BACKGROUND

Introduction

Registered nurses are the largest group of health care providers in Canada. They are a 

critical force in the health care system. In the last two decades, nursing has made significant 

gains in the quest for professional status, but it has not achieved power and prestige compared 

with other professions in health care. Predominantly a woman’s occupation, nursing has 

suffered from the negative impact of gendered oppression experienced by all women in Canadian 

society. Both nursing and social science scholars have focused on gender and class in analyzing 

the sources and consequences of oppression in the nursing profession (Larsen & George, 1992; 

Warburton &. Carroll, 1994). Critiques related to other forms of oppression such as racism, 

ableism and ageism have been taken up mainly by social science scholars such as Armstrong, 

Choiniere, and Day (1993), Calliste (1996), Das Gupta (1996), and McPherson (1996). These 

Canadian scholars have produced research that addressed the intersection of multiple sites of 

oppressions, including age, race and ability.

Statistics from the Canadian Institute for Health Information (CIHI) indicate that in the 

year 2000, the nursing workforce in Canada constituted more than half of all health care workers, 

and contributed three percent of the total Canadian workforce. Among health care workers, 

registered nurses in Canada numbered 232,412 or 51.9 percent of the Canadian labor force in 

health care. Registered nurses in Ontario numbered 144,000, slightly over 50 percent of all 

registered nurses in Canada. The recruitment of registered nurses to the labor force is primarily
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from the pool of graduates of Canadian schools of nursing. Although immigrant nurses have 

been a source of recruits since the 1950s, there are no readily available statistics on their 

numbers, and their contributions are not recognized in Canadian nursing literature.

The CIHI database presents a comprehensive analysis of the nursing workforce, but it 

does not report comprehensive statistics on foreign-trained nurses who are registered in Canada. 

The College of Nurses of Ontario (CNO) keeps only those statistics that relate to nurses who 

apply to write RN licensing examinations annually. These figures indicate a rapid rise in 

applications from nurses trained in other countries. In 1998 there were 601 such applicants; the 

number rose to 1423 by the year 2000, an increase of 107 percent.

During most of the twentieth eentury, Canadian nursing has experienced eyclieal periods 

of excess and shortage of registered nurses to meet the demands of the health eare system. From 

the early 1900s to the late 1960s, Canadian immigration policies included rigid exclusionary 

policies toward non-White persons. People of eolor from Latin Ameriea, Asia, and the 

Caribbean were perceived to be among the less desirable category of immigrants. With changes 

in Canadian immigration policy since the 1960s, the souree countries for immigrants to Canada 

have shifted from predominantly European countries to those in Latin Ameriea, Asia, Afiica and 

the Caribbean. Newcomers have settled predominantly in Metropolitan areas, sueh as Toronto, 

Montreal, and Vancouver (Isijaw, 1999).

The decade of the 1960s experienced rapid growth in hospitals, and an accompanying 

increase in use of technology that resulted in a shortage of trained nurses in Canada. Hospitals 

recruited nurses from other coimtries to meet the demand for trained nurses. The majority of 

these immigrant nurses came from the British Isles, but a few came from the Caribbean. With 

the help of community leaders, these nurses from the Caribbean ehallenged federal immigration
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laws that excluded them on the basis of their race, from practising nursing in Canada. Their 

efforts resulted in the amendment of immigration laws to allow for the admission of a small 

number of men and women from the Caribbean to work as nurses in Canada. As a condition of 

employment, they had to declare their racial origin to employers (Calliste, 1993). The 

experiences of the first wave of immigrant nurses from the Caribbean must be seen in the context 

of racially biased immigration policies that existed and influenced nursing in Canada up to the 

1960s.

Although nursing is a caring profession, historians, writers and educators have generally 

ignored the existence of racism within the profession (Barbee, 1993; Hoff, 1994). The 

standardized and accepted histories of nursing have not acknowledged the contributions of 

Blacks and other people of color in the national and international arena. Contemporary nursing 

history acknowledges Florence Nightingale, a British woman, as the founder of modem nursing. 

The contributions of Mary Seacole, a woman of color who travelled from her native country 

Jamaica, to England, and worked alongside Florence Nightingale during the Crimean war, have 

been barely noted. Her work in caring for wounded British soldiers eventually became accepted 

and acknowledged by historians in England and in her homeland (Camegie, 1986). In the 

Canadian context, it is significant to note the failure of nursing scholars to acknowledge systemic 

practices that excluded minorities from being fully integrated at all levels of the profession. 

Acknowledgement of stratification of nursing labor is, however, documented by social science 

scholars, such as Head (1984), Armstrong, Choiniere, and Day (1993), Calliste (1993,1996), and 

Das Gupta (1996). McPherson (1996) in documenting the history of racial exclusion in 

Canadian nursing, stated that one of the major challenges currently facing nursing is a need to 

acknowledge diversity among its practitioners. Historically, people from various minority
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groups, as the author has pointed out, were exeluded from full partieipation in nursing in Canada 

up to the early 1960s. Through activism and resistance on the part of some minority nurses, 

together with help from community leaders, formal exclusion of minorities gradually abated. 

However, three decades later, ethnoracial minority nurses report a glass ceiling at every level 

of advancement, both upward and laterally in the profession (Collins, Hagey, Calliste, Choudhry, 

Lee, & Turrittin, 1998). Research indicates that immigrants in health care occupations, 

especially women of color, are overrepresented in low-paid, front-line jobs, while only a few are 

in management and other prestigious positions (Armstrong, Choiniere, & Day, 1993; Das Gupta, 

1996; Head, 1984). Based on 1991 census data from Statistics Canada, Hou and Balakrishnan 

(1996) analyzed the integration of visible minorities in Canada. They found that visible minority 

groups “generally have higher educational attainment than the average total population and the 

charter groups” (p. 323). Some groups, such as Blacks, South Asians, and other visible 

minorities, had lower occupational attainment than English or French Canadians, despite their 

higher educational qualifications on arrival in Canada. These authors concluded that 

occupational mobility and income inequality were probably related to discrimination.

A growing body of Canadian literature, produced mostly by social science scholars, 

documents evidence relating to structural barriers that hinder minority nurses from full 

participation in the profession. There are numerous observational and anecdotal data 

demonstrating that nurses of color occupy front-line positions in large numbers, however only 

a few advance to senior positions in administration, management, or education. My nursing 

colleagues who have many years experience working in various nursing situations in Ontario 

have often discussed their frustration in constantly encountering the glass ceiling. They have

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



expressed frustration relating to the failure of minorities to gain promotion even when they 

possess the necessary qualifications and experience.

Curiosities and Questions that Underlie the Research

My work is informed by my own history as a woman of color who immigrated to Canada 

as a young adult. I have worked as a registered nurse in Canada for over three decades and have 

held positions as staff nurse, public health nurse, and most significantly as an educator for more 

than two decades. I have observed the lack of representation of people of color in prestigious 

positions in nursing since the 1960s. I see that it continues to exist at the present time, even 

though the nursing workforce has come to reflect the demographics of Canadian society 

especially in large urban centres. The following questions have preoccupied me for some time, 

and provided the impetus for this research: how does racism, sexism and classism create barriers 

in the nursing careers of women of color in Canada? Are these barriers systemic? How are 

these barriers manifested and maintained? What are the implications for the careers of nurses 

who encounter these barriers? What are the implications for the profession as a whole? What 

are the career expectations of these women? How are they viewed in the nursing labor force?

Research Questions

The specific research questions that I investigated were: What factors create barriers or 

act as facilitators to career mobility among immigrant women of color from the Caribbean who 

are registered nurses in Canada? How were their lived experiences as registered nurses mediated 

through race, gender and class?
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For the purpose of this thesis, career mobility is defined as the ability to move through 

and improve one’s professional career to achieve personal goals or aspirations for a substantial 

part of a lifetime. Welsh (1989) reviewed selected literature on career mobility, and noted that 

there are different ways to describe career mobility and listed several descriptors. Among these, 

he included several categories such as labor force mobility which refers to the ability of 

individuals to move in and out of the labor force: “inter-occupational mobility” referring to 

people changing from one occupation to another, not necessarily in related areas; and “intra- 

occupational mobility” which means changing the substance of one’s job, but remaining in the 

same occupation. This research mainly considers intra-occupational mobility among women of 

color who are registered nurses in Canada.

Among health eare occupations, nursing is unique in that there are several routes to 

becoming a nurse. Nursing education programs prepare beginning practitioners at the diploma 

or baeealaureate level. Upward mobility refers to the ability to move vertically from one job 

category to another, with a related increase in status, power, prestige, and financial remuneration. 

For example, a registered nurse may move from a staff nurse position to management roles or 

become an educator. Lateral mobility refers to opportunities to move from one position to 

another within an organization. For a registered nurse, this may mean moving from a staff nurse 

position in one specialty to another without a change in job category. A lateral move may be 

associated with increased status for staff nurses during the course of their work. In a study of 

grievances filed by minority nurses it was reported that minority nurses were fi^quently excluded 

from jobs in some areas in hospitals, such as intensive care units and emergency departments, 

which are perceived to bring high visibility to nurses’ work (Collins et al., 1998). Downward 

mobility is also commonly experienced by women of color in nursing. I define downward
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mobility as it relates to situations in which people formerly well employed, become employed 

at lower levels than are commensurate with their knowledge and skills. Many of my nursing 

colleagues who work in hospitals in Metropolitan Toronto, and who have education beyond 

diploma level in nursing discussed their frustration in not being able to access jobs that enable 

them to use their educational qualifications.

Why Women of Color?

The evolution of terms to describe people who are minoritized is complex. There have 

been several critiques of scholarship of Western feminists who tend to present experiences of 

Third World women as static and monolithic (hooks 1984; Mohanty, 1991). In the postcolonial 

world, the move away from identities based solely on class and gender has given way to people 

claiming multiple identities. People claim identities based on multiple subject positions, 

including such things as race, gender, generational context, institutional location, and sexual 

orientation (Bhabha, 1994). Moreover, identities are constantly changing as people are located 

in various discourses. People from the Caribbean claim various identities based on their 

ancestral heritage, race, and class affiliations. I generally elected to use the term “women of 

color” in this research. This category includes several possibilities for reflecting the experiences 

of women who claim different subject positions. Agnew (1996) stated that “women from Asia, 

Africa, and the Caribbean come from diverse cultures and different socioeconomic groups, and 

they have varying degrees of consciousness of race, class, and gender oppression” (p. 23). 

Elaborating on the question of identity for women from the Caribbean, she concluded that these 

women are not a homogeneous group, but derive their ancestral roots from countries in Asia, 

Africa, and Europe. Their identities were variously constructed from “gender, class, color.
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ethnicity, age, oecupation, and sexual orientation” (p. 23). Women from various coimtries may 

emphasize different aspects of their identity, depending on the situations in which they find 

themselves. Furthermore, these identities may change on arrival in Canada, consequently, these 

women do not constitute a homogeneous group. According to Ng (1988), some women who 

immigrated to Canada were not classified in a category of immigrant women before they entered 

the Canadian labor market. There is, instead, a process of creating immigrant women tied to 

demands of the labor market in capitalist societies such as England and Canada. There are times 

when demands for low-end jobs such as domestic work must be filled through immigration. By 

placing immigrant women of color in low-level jobs, a visible social category is constructed. 

This process is evident in health care, where large numbers of women of color are employed in 

lower status jobs (e.g., as nursing assistants and aides).

For the purpose of this research, I included only women of African heritage whose first 

language is English. These women come from Caribbean countries that were colonized by the 

British. By selecting a specific group of women, I have moved away from the discursive 

practice that constructs experiences of all immigrant women of color as monolithic and 

homogeneous (Maynard, 1994). I have also considered the disadvantages of selecting a group 

that is too narrowly focused. By focusing too narrowly in selecting participants, a researcher can 

lose sight of how “social power operates in the larger society and how gender bias and racism 

operate as principles of social organization” (Agnew, 1996, pp. 24-25). It is important to clearly 

define who the participants in this study are, so that the data collected will address the focus of 

the research questions.

There are positive aspects of focusing on a particular group of women. Practitioners and 

students in nursing are increasingly exemplifying the diversity found in the larger Canadian
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population. In nursing scholarship and education little attention is given to issues related to 

diversity, particularly as they relate to the experiences of people of color who are nursing 

practitioners. There is, however, some attention given to the experiences of patients from 

diverse cultural groups. By focusing the study on one group of women of color and their 

perceptions of factors that create barriers or facilitate career mobility, the concepts developed 

will be relevant to analyzing the experiences of other groups in nursing.

Locating Myself in the Research

My interest in pursuing this research comes from my own experiences as an immigrant 

woman of color who has spent most of my adult life in Canada, and has experienced a career in 

nursing that spans over three decades. In doing this study, I have been able to reflect on my own 

history and experiences.

When I arrived in Canada in the early 1960s, I was a young woman, and a new graduate 

fi-om the Kingston Public Hospital School of Nursing in Jamaica. The three years of nursing 

education that I experienced followed closely the rigid pattem of colonial education that existed 

in all disciplines at that time in the Caribbean islands. The system was organized in a hierarchy, 

with matrons, ward sisters, and sister tutors in top nursing positions, and staff nurses and varying 

layers of junior nurses in the lower ranks. Physicians were mostly males, with prestigious 

British titles. Sexism was evident in the deference that was paid to these so-called eminent men. 

The Kingston Public Hospital, which has existed for over two centuries, was established in 1776 

by the British; it continues as a public institution that provides health care for the people of 

Jamaica. A training school for physicians and nurses has existed at the hospital since the early 

1900s (J. Hall, 2000). As a young woman who received nursing training at this hospital, the
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apprenticeship system had an advantage beeause it provided access to myriad learning 

experiences in caring for people with a wide range of illnesses. Following graduation from 

nursing school, 1 was sent hy Nita Barrow, the chief nursing officer for the Ministry of Health 

in Jamaica to a remote village in the interior of the island. My closest friends were sent as a 

group to another village hospital in a distant part of the island. 1 was alone and far from my 

friends. Miss Barrow refused my request to join my fiiends. She informed me that someone had 

to care for patients wherever they were. I responded, “Miss Barrow, it doesn’t have to be me.” 

At the time I did not ponder the significance of my response. 1 later came to recognize that in 

the hierarchy that existed, a junior nurse did not question or talk haek to a senior government 

officer. Nita Barrow became a formidable leader in nursing, and in politics in the Caribbean and 

internationally.

In her book, Breaking the Glass Ceiling: The Stories o f Three Caribbean Nurses, 

Hezekiah (2001) documented the lives of three women of color, whose leadership and aetivism 

in nursing in the Caribbean and intemationally spanned several decades, from colonial times to 

the postcolonial era. One of these women. Dame Nita Barrow, was a distinguished leader who 

was bom to middle class parents. I will include a summary of her story because of the influence 

she had on my career. She received her early education, as well as basic nursing education in 

her homeland. In 1944, she studied nursing in the undergraduate program at the University of 

Toronto where she was the only student of color. She later pursued graduate studies at Columbia 

University in New York. Among her many contributions to the development of nursing and 

health services, she pioneered the development of public health services in Jamaica. Her 

contributions to the development of modem nursing, including nursing education in the 

Caribbean, were enormous. Barrow also made distinguished contributions intemationally. In
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1975 she was appointed President to the world YMCA, and later held significant positions in the 

World Health Organization. Her leadership and activism extended beyond nursing and health. 

Hezekiah wrote, “Nita’s international stature was growing with these varied high profile 

roles . . .  often she was the only woman among men. She had the further distinction to serve as 

one of the Commonwealth Group of Eminent persons in South Afiica to broker transformation 

there” (p. 57). In 1980, Barrow was appointed Governor General of Barbados, the first and only 

woman to hold this position. Hezekiah stated that she “brought a natural dignity to that highest 

office and was deemed capable of quelling the greatest storm and putting the most 

uncomfortable person at ease” (p. 63). Her story demonstrates how a woman of color from the 

Caribbean transcended the boundaries of race, gender and class to provide leadership in nursing 

in both national and international arenas.

When I arrived in Canada, my destination was Montreal, where my older sister and three 

friends who were also registered nurses had previously immigrated. 1 was one of four Black 

women from the Caribbean who were part of a large nursing staff at the obstetrics department 

at a university teaching hospital. I quickly learned about gender and class hierarchy. To my 

surprise, the rigid gender hierarchy that existed in hospitals in the Caribbean was largely 

replicated in Canada. Obstetricians working at the hospital were men who held dual roles as 

professors at the university and had responsibility for teaching interns and residents. The patient 

population was divided by gender and class. The private obstetrics ward on the third floor 

catered to upper class English and French women. These women were cared for under the 

watchful eyes of private obstetricians and a few senior residents. The public ward on the second 

floor housed mostly new immigrant women, the majority of whom were Greeks and Italians who 

spoke little or no English or French. Most of the teaching activities happened on the public
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ward. I took on an advocacy role in fending off interns and residents who sometimes subjected 

these women in labor to frequent examinations, some of these were uimecessary to determine 

women’s progress; these women provided clinical practice experiences for intems and residents, 

all of whom were male. Soon 1 developed a reputation as an independent and outspoken nurse. 

This reputation later precipitated my decision to leave the hospital.

With the change in immigration policies of the 1970s, many immigrant nurses joined the 

ranks of women of color in nursing in Canada. They worked in hospitals with no available 

support as they struggled to establish careers in nursing. My own career is a journey that 

involved several phases. I went on to pursue undergraduate and graduate education in nursing 

and have been privileged to pursue a lengthy career as an educator in musing, an experience that 

has not been accessible to many women of color in Canada. After four years in Montreal, 1 

moved to Toronto, where I met many immigrant women of color who worked on casual jobs 

through nursing employment agencies. These jobs involved shift work, usually nights and week 

ends. Through the agencies, 1 obtained work in several hospitals in dovmtown Toronto. 

Working conditions were difficult; sometimes patients and families were not very receptive to 

our presence. Later 1 left hospital nursing and obtained a job as a public health nurse with the 

City of Toronto. Working in the community presented me with new challenges. My perceptions 

of Toronto as a city where wealthy White people lived did not prepare me for the experiences 

that I would encounter. Health problems related to poverty, unemployment, and family abuse 

posed great challenges in the community. As one of a handful of women of color who were 

nurses with the City, we sometimes encountered negative responses from clients, though many 

responded positively. At the time, we were possibly their closest links to the health care system.
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For me, the opportunity to escape the bureaucracy of hospitals and shift work was a welcome 

change.

The next phase of my joumey would become the longest and most personally significant. 

It included work as an educator in a large metropolitan school of nursing. In the course of my 

work, 1 have actively advocated for representation of diverse perspectives in nursing education. 

My consciousness respecting race, class, and gender oppression in nursing evolved primarily 

during my own experience as an educator. When 1 started to teach in a hospital school of 

nursing, curriculum was guided by the medical model. 1 collaborated with my colleagues; 

vvithout questioning, we developed and implemented curriculum which prepared students to be 

“good” nurses. As a Black woman, 1 knew that 1 had to work hard to prove myself worthy as 

a teacher in an all-White school of nursing. For the most part, expressions of racism were subtle; 

on the surface, rapport with students and colleagues was positive. After some time at the school, 

1 learned that at times students had refused to be in clinical groups that I facilitated. Recently 

1 read some old evaluations that were written on my performance as a faculty member in the 

hospital school of nursing. A comment from the program director stated: “Enid is aware of 

biases, but she has leamed to deal with them.” Reflecting on the statement, 1 realize now how 

loaded it was; there were subtle suggestions that the biases were my problem and 1 had to deal 

with them.

During the 1970s, the apprenticeship system in nursing in Ontario had ended and 1 was 

still teaching in an education institution. By the 1980s, more changes were to have an impact 

on nursing education. Marked changes in demographies among students entering nursing 

schools, the diversity in ethnic composition, and age of students reflected the new immigrant 

populations in the city. A baccalaureate program for registered nurses was introduced at the
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school where 1 was employed. Increasingly, a number of immigrant nurses from the Caribbean, 

who were practising registered nurses, were admitted to the program. The failure rate among 

this group of students was higher than for those students who had attended basic nursing 

education programs in Canadian schools. In various work teams and meetings, there were 

discussions about how to deal with this problem. 1 recognized that my colleagues looked to me 

to help to find solutions to the problem. After one of these meetings 1 was jolted into reality 

when a colleague confronted me and asked what 1 intended to do about the problem of this high 

failure rate among Black students. 1 realized that 1 was seen to own problems that involved 

Black students, so I began directly to press for change to address these problems which appeared 

to be related to systemic practices that disadvantaged minority students. Colleagues believed 

that they used fair standards in grading, yet many minority students, for instance those who were 

experienced practising nurses, were failing nursing courses. I approached the director of the 

school and started to agitate for changes to increase awareness of issues related to diversity in 

the school. 1 recall one of the first workshops that was planned for the faculty by me and two 

other colleagues. Introductory sessions included self-reflection exercises that were popular at 

the time. It was then that 1 became aware that many of my colleagues were mostly Canadian 

bom and educated, had limited experience in working with students from other counries. I 

recognized that my colleagues had not considered experiences of the students, who were 

immigrant women of color.

Reflecting on these issues, 1 made a conscious decision to be part of a process of change 

to make education more inclusive for students. At the time, my knowledge and skills were 

limited as to how to implement antiracist education. 1 registered at the Ontario Institute for 

Studies in Education (OISE) in the Master of Education program in Sociology. 1 took as many

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



15

courses as I could access on race and gender in education. At the same time, I sought out 

whatever literature I could find. I explored some of the early works that addressed antiraeism, 

such as those of Barbara Thomas, Enid Lee, and Roxana Ng.

I also pondered how I could develop nonthreatening approaches to introduce antiracist 

education principles to my colleagues. The dean of the faculty and director of the school were 

sympathetic to the issues and provided support for some initiatives that 1 introduced. Together 

with students and people from the community, we organized conferences on issues related to the 

Caribbean community. Enid Lee and many other activists from the community were participants 

in the seminars. Looking back, it was a time of transition; introducing these initiatives in an 

educational institution that had been traditionally conservative posed many challenges. There 

was much skepticism on the part of some colleagues, however, there was also some support for 

change. These early experiences were daunting, but rewarding. The work that I have 

accomplished in being a role model and mentor to students, especially women of color, has been 

most fulfilling. Efforts to bring change to the curriculum to address issues related to diversity 

have been slow to produce intended results. Resistance has taken well-known forms, such as 

questioning the relevance of content, citing a lack of faculty expertise, claiming there is a lack 

of space and time in the curriculum, and engaging in debates as to whether or not content should 

be mandatory.

Some gains have been made in accepting the need for cultural content in nursing 

curricula, however, the acceptance of antiraeism education in nursing curricula is still beyond 

the realm of most nursing faculty. My earliest attempts to introduce change to the curriculum 

involved introducing a course in transeultural health, which was taught as an elective course 

offering to students in the baccalaureate degree program. Initially the course content focused
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primarily on nursing models that emphasized knowledge about health practices in various 

cultures. Increasingly, as my own knowledge, skills and confidence in antiraeism education 

developed, I shifted focus in the course to build in antiracism strategies in nursing. I introduced 

exercises that enabled students to identify their own histories and identities, and to examine how 

they were variously positioned as students of nursing in the context of working with clients and 

peers from diverse cultural, racial and ethnic groups. Tensions sometimes surfaced in class 

discussions, particularly around issues related to racism. In general for most classes, feedback 

from students was overwhelmingly positive. Many students indicated that they would benefit 

from having this content early in their program of study. The knowledge and skills that I have 

gained in studying and practising antiracism education at OISE have enabled me to change my 

teaching and research agenda. The choice to do my thesis research within an antiracism 

conceptual framework has contributed to the evolution of my own consciousness.

Organization of the Thesis

The thesis is organized into seven chapters that build on each other. Chapter one 

provides an introduction and background to the research, which includes information related to 

the lack of representation of minorities in Canadian nursing. Reflections on my own journey and 

career from the perspective of an immigrant woman from the Caribbean provides my loeation 

in the researeh.

Chapter two presents an analysis of historical and contemporary issues that influenced 

the evolution of professional nursing in Canada during the decades from the 1960s through the 

1990s. A discussion of the development of nursing as a woman’s occupation, and the impact 

of gender in creating a legacy of subservience in nursing is outlined in this chapter.
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Chapter three includes an overview of theoretical works that inform the thesis. Several 

approaches contributed to the development of a conceptual framework. Included among these 

are critical feminist theories, discursive antiracism frameworks and Foucault’s investigation of 

power and knowledge. Themes that emerged from the literature provided an integrated 

conceptual framework which is applied in studying lived experiences of immigrant women of 

color who are registered nurses working in the Canadian health care system. These themes 

include concepts related to history, identity, representation, marginalization, power, knowledge, 

and resistance.

Chapter four discusses the research methodology used in the study. A qualitative 

approach was employed. It included the use of in-depth, semi-structured interviews. The 

chapter provides a detailed discussion of processes used in selection of participants, ethical 

considerations that guided the study, and methods used in data analysis. A profile of participants 

that was developed from written demographic data is included in the chapter.

Chapters five and six are devoted to analysis of the narratives of participants. Chapter 

five focuses on participants’ voices in relating the construction of barriers created through the 

intersection of racism, sexism, and classism. These barriers had a significant impact on their 

ability to achieve career mobility as registered nurses.

Chapter six presents an analysis of the participants’ experiences in exercising agency and 

resistance in responding to barriers; in so doing they were able to achieve some of their career 

goals, despite the existence of systemic barriers.

Chapter seven summarizes the thesis and pulls together significant themes from the 

narratives of participants. The chapter discusses the implications of the research for niorsing, and
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makes recommendations for change based on an antiraeism praxis; limitations of the research 

are also included.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



CHAPTER! 

PROFESSIONALISM IN NURSING: 
HISTORICAL AND CONTEMPORARY PERSPECTIVES 

Introduction

Modem nursing in Canada developed over the last century in response to changes the 

larger society and the health care system. Beginning in the early 1900s, industrialization and 

economic growth stimulated development in Canada. Since the 1960s, nursing has made 

significant progress in increasing its status as a profession, however, it has been slow to move 

beyond gender in acknowledging multiple sites of oppression among nurses. This chapter 

focuses on nursing’s response and its efforts to develop as a profession through the decades of 

the 1960s through the 1990s.

Gender and Nursing

The history of nursing as a woman’s occupation is rooted in patriarchal oppression. The 

quest to gain professional status has eluded nursing for most of its modem history. 

Traditionally, the concept of professions is applied to those occupations that have a distinct body 

of knowledge, acquired through obtaining education in university, that are self goveming, and 

whose members claim to be responsible to the public. Male-dominated occupations, such as 

medicine and law, have claimed these attributes (Smyth, 1999). The history of modem nursing 

in Canada, over the past hundred years, has been characterized by debates and stmggles to 

achieve professional status. Although nursing has made significant progress during the last three 

decades in gaining control over the education of its practitioners, and in setting standards for
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regulation of practice, it continues to face challenges in achieving autonomy and power enjoyed 

by male-dominated professions.

Nursing has experienced longstanding gender discrimination and economic exploitation 

(Ashley, 1976). Furthermore, society’s attitude to nursing as women’s work has perpetuated the 

myth that women are passive and subservient. Historically women have been independent 

healers and practitioners. Patriarchy and capitalism eroded their roles as healers, nurses, and 

physicians and placed them in roles that were secondary and dependent to roles carried out by 

males. Industrialized society, built on capitalism, led to the formalized division of labor based 

on gender. Caring roles taken on in the home by women became subservient to those carried on 

outside the home that were performed predominantly by males for pay (Ehrenreic & English, 

1973). Formal nursing evolved from roles prescribed through the gender division of work. 

Caring and nurturing roles performed in homes, extended to the care of the sick and indigent 

outside the home. At the turn of the 19th century in Canada, industrialization and immigration 

precipitated the movement of nurses into religious orders where they cared for destitute and 

displaced workers who were plagued by epidemics.

The first hospital in Canada, Hotel Dieu in Montreal, was founded by Jearme Mance, a 

Roman Catholic nun (Gibbon & Matthewson, 1947). During the late 19th century and early 20th 

century, hospitals expanded, and they began to lose their stigma as places that cared only for sick 

and indigent people. Medicine established a formalized system of education, and hospitals 

became sites for training physicians. As hospitals expanded, physicians and male administrators 

took control of power positions, and nurses were relegated to care-taking roles. These 

physicians and administrators saw a need for a trained nursing workforce. Consequently, 

hospital training schools for nurses expanded in both Canada and the United States. The
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apprenticeship system of education ensured a constant supply of cheap labor that was 

economically important for administrators and physicians. The structure of hospital schools of 

nursing perpetuated a system that socialized nurses to assume subservient roles. The 

undervaluing of nurses’ roles, and the continued depiction of nurses as handmaidens to doctors 

perpetuate myths that maintain male dominance. The metaphor of the family is often used to 

describe the patriarchal structure in hospitals. The nurse-mother is selfless and provides 

nurturing care on behalf of doctors (the fathers) and the sick and dependent patients (the 

children).

Physicians and administrators have consistently fought the efforts of nursing leaders to 

gain control of nursing. Leaders of nursing fought to abolish the apprenticeship system of 

nursing education that was controlled by the male establishment; their efforts were met with 

opposition (Ashley, 1976). During the latter part of the 20th century, nursing achieved 

significant gains in its quest for increased professional autonomy, however, there was still much 

to be done before complete autonomy, self-determination, and professional unity could be 

achieved. Through the perseverance of nursing leaders, the profession has gained control over 

the education of its practitioners, developed standards of practice, and has become a self

regulating profession. Although much progress has been made in modem nursing, the legacy 

of caring, considered to be an essential feature of woman’s work, continues to be a source of 

conflict in nursing’s quest to develop as a profession.

The media in the United States promote society’s negative image of women and have 

been instrumental in perpetuating negative stereotypes of nursing. In Canada the same negative 

portrayal of nurses exist in the media and popular culture. The existence of media images such 

as girl Friday, heroines and sex objects, popularized through the 1960s and existing even into
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the 1980s, portray nursing in a negative light (Kalisch & Kalisch, 1987). These images served 

to devalue nursing’s contribution to health care, while promoting medicine as lofty and desirable. 

Arguably, nurses have themselves contributed to these stereotypes, because they have not 

successfully developed a strong professional identity. In their book, Kalisch and Kalisch (1987) 

displayed numerous images, all of which depict physicians, nurses and patients as White people. 

In their critique of media representation of images of nursing, they lamented the absence of male 

images and role models in the portrayal of nursing in mass media. Yet, these authors did not 

report the contributions of people of diverse racial and ethnic groups to the health care system. 

Although they called for nurses to challenge media stereotyping of nurses, they themselves are 

implicated in ignoring the contributions of people of diverse groups to nursing.

In spite of progress made, particularly in nursing education, nurses who work directly 

with patients in front-line encounters continue to experience powerlessness and lack of 

autonomy in their work. In developed countries, including Canada, the United States and 

England, the majority of nurses are employed in hospitals and chronic care facilities. Their work 

requires that they combine multiple roles, which includes work that responds to the physical and 

emotional needs of patients who are dealing with myriad forms of life-cycle events and illnesses. 

They are caught up in multiple pressures to meet demands of patients, families, supervisors, 

physicians, and colleagues from other disciplines (Growe, 1991). A major source of stress for 

staff nurses is their inability to control their work environment. Their jobs carry enormous 

responsibility, yet there are no clear-cut lines of authority. There is often a feeling of 

powerlessness and lack of support from management and colleagues. Nurses experience cycles 

of authority and responsibility. During night-time hours when physicians and other staff are off 

work, responsibilities are delegated to nurses for all aspects of patient care and decision making.
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During day-time hours, authority and responsibility for decisions about patient care is assumed 

by physicians (Jacobson & McGrath, 1983).

Since the 1970s, nursing has made significant progress in gaining control of the 

profession. The apprenticeship system of education that was under control of hospitals up to the 

1970s was eliminated. Across Canada, nursing programs are now situated in postsecondary 

institutions; curricula are developed by nursing faculty in collaboration with colleagues from 

other disciplines. Similarly, standards that govem nursing practice are developed and controlled 

by nursing organizations. These changes have been significant in advancing nurses’ quest to 

attain professional status.

In spite of the progress toward professionalism in nursing, tensions continue to exist 

within the ranks of nursing. Some of these tensions can be attributed to divisions that are 

derived from race and class. Historically, top positions in Canadian nursing have been held 

mostly by middle-class. White, Canadian-born women. At the present time, the hierarchy has 

not changed significantly, even though Canada’s demographics have become increasingly 

diverse. For the most part, nursing has maintained a color-blind approach. When issues related 

to race are raised, a common response is that things are improving and, of course, we are 

different from our neighbors south of the border.

The experience of Caribbean women as registered nurses, and the issues related to career 

mobility in this thesis will be placed in the context of the evolution of the debate over 

professionalism in Canadian nursing during the decades between the 1960s and the 1990s. In 

order to provide a context for this research, I refer to Larsen and Baumgart’s (1992) discussion 

of professionalism in nursing. They stated that traditionally male-dominated professions gain 

autonomy, while female-dominated occupations continue to struggle for autonomy. In addition,
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“this gender-order which reflects the differential valuing of knowledge and tasks and 

establishment of authority relationships between the sexes, is clearly evident in medicine and 

nursing as professional oecupations” (p. 6). I argue that discourses in professional nursing have 

focused on gender as the primary source of oppression among nurses. The failure to 

acknowledge other sites of oppression, has led to the exclusion of women and other minorities, 

who inereasingly have come to contribute significant numbers of practitioners to the discipline. 

People carry with them their experiences, histories and identities and are not disembodied 

individuals, argued Dei (1996), therefore, their lived realities are a reflection of their “race, 

ethnieity, gender, sexual preferences and one’s plaee in the world economic system” (p. 3). The 

evolution of nursing as a woman’s oceupation steeped in gender oppression is the focus of many 

volumes written by various authors. Historieally, race and elass interseeted with gender in 

shaping nursing, however, these intersections have not always been evident in the literature.

The Early 1900s

Beginning in the early 1900s, teehnologieal advancement and the eontinuing growth of 

hospitals were trends that significantly influenced the development of modem nursing in Canada. 

Following the post World War II period, there was increased demand for trained nurses. 

Hospitals set up sehools of nursing that admitted young women as trainees under an 

apprenticeship system. The main foeus in these hospital sehools of nursing was to develop skills 

that enabled nurses to complete the physical tasks of caring for sick people, and to provide a 

readily available source of eheap labor for hospitals.

The norms in early sehools of nursing and in the workplaee (mostly hospitals) were 

determined largely by gender. Young women who went into nursing training were mostly
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White, lower class, and from rural areas of Canada. Upper class women, who were educators 

and leaders, socialized these women according to the values and virtues of Victorian morality. 

Strict rules of conduct governed the lives of young women who were students of nursing, as 

well as those who worked as staff at hospitals (Cobum, 1987). Early hospital schools consisted 

of regimented bureaucracies, with strict rules that regulated all facets of women’s lives and 

consequently contributed to the socialization of students to assume submissive roles as nurses 

(Cobum, 1987). Schools of nursing were pattemed on the Nightingale model and run under 

rigid disciplinary codes similar to those that were used in the military (Ashley, 1976). Routine 

practices, such as annual lectures by physicians to graduating students, imbued the ideology of 

passive submission, moral purity, self-sacrifice, and most of all, deference to physicians. Token 

rituals such as elaborate capping and pinning ceremonies, provided incentives to maintain 

subservient loyalty among graduates of hospital schools of nursing.

Race and class intersected with gender in shaping the hierarchy that characterized early 

nursing. Cobum (1987) pointed out that nearly all nursing schools in Canada were run by 

middle-class. White, Canadian-bom women who had received their graduate education in the 

United States. These women held positions as administrators and teachers. Their role in the 

education of young women was critical in socializing the ideal nurse of the day. The motto of 

the first school of nursing in Canada, “I see and I am silent,” depicted the ideal nurse (Cobum, 

1987, p. 448). Little is written about racism in the history of early nursing schools, however, 

McPherson (1996), a historian of nursing, stated that practices of Canadian schools excluded 

people of color from nursing education programs, e.g., students of color were advised to seek 

admission to schools in the United States where they would fit in with other people of color. 

Much of the existing analysis of struggles of early nursing schools focuses on gender oppression.
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however, the interseetion of class and race also contributed to oppression of nursing from its 

early history. From a historical perspective, it must be noted that Canadian schools of nursing 

were pattemed after the Nightingale model, which also influenced Caribbean and other 

Commonwealth countries.

Decade of the 1960s: Expansion of Hospitals

The decade of the 1960s witnessed continued growth in the Canadian economy including 

expansion in the hospital sector. During the decade, nursing education was tied to the 

apprenticeship system in hospitals. The critical challenge that faced nursing at the time was to 

educate adequate numbers of nurses to meet the growing demand for nursing labor. Economic 

and technological expansion brought about an increased emphasis on technological cures. 

Medical therapies included new drugs and new equipment that required use of advanced 

technology. Hospitals began to organize into speeialized treatment units, based on medical 

classifications, such as cardiology, trauma, intensive care, paediatrics, obstetrics and 

gynaecology, to name a few (Calkin, 1992). The medical model direeted how people received 

care in these specialized units. Disease processes were emphasized with treatments aimed at 

curing specific illnesses without regard for the needs of the whole person. Nursing interventions 

depended primarily on directives that were prescribed by physicians. While nurses had concems 

for providing holistic care to people, they laeked autonomy in controlling their work.

With the rapid growth in the hospital sector, nursing schools were unable to produce 

enough graduates to meet demands of hospitals. Efforts to recruit Canadian women into nursing 

were slow to achieve success. More women were entering the work force, however, nursing was 

not attracting large numbers of middle-class women. Strategies aimed at increasing the numbers
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of graduate nurses included the recruitment of young women from rural areas in Canada, as well 

as married women who had left nursing to raise their families. At that time married women in 

the workforce experienced widespread gender discrimination (Baumgart & Wheeler, 1992). 

According to McPherson (1996), during the 1950s and 1960s, the number of Canadian women 

in nursir^ doubled in response to growing demands for trained nurses to work in hospitals where 

the numbers of patients had increased significantly. Despite the increase in numbers of women 

entering nursing, their numbers continued to represent “approximately three percent of Canada’s 

working women ” (McPherson, 1996, p. 208).

During the 1960s, employment opportimities in hospitals were abundant, nevertheless, 

conditions of work were arduous. Long hours of work, low wages, and lack of autonomy were 

the norm. Power and decision making rested mostly with White males who were physicians and 

administrators. It was against this backdrop that the recruitment of immigrant women and some 

men to work as nurses in Canada became a strategy used to meet the growing demand for skilled 

nurses. The recruitment of foreign-trained nurses was welcome during a time of acute shortage 

of nursing personnel in the labor market. The early 1960s were marked by an unprecedented 

increase of immigrant nurses to the Canadian nursing labor force, the majority of whom were 

women. Those nurses who came from “non-European nations” experienced difficulty navigating 

“the immigration process” ( McPherson, 1996, p. 213). The major point of difficulty related to 

the application of differential standards in the evaluation of their educational qualifications.

The construction of the immigrant woman of color as “Other” was evident in the 

treatment of women of color in nursing. Even though there were no formal rules of exclusion 

on the basis of race, informal rules governed relationships with employers. Women of color 

were required to declare their racial status and to remain with employers for specified periods.
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These requirements were not applied to other immigrant nurses (Calliste, 1993). Few Canadian- 

bom women from minority groups were admitted to nursing schools. Dating back to the post 

World War II era, Canadian schools of nursing admitted only a few women of Chinese and 

Japanese heritage who were Canadian-bom, to train as nurses, ostensibly because they were best 

suited to care for people of their own ethnic group. Although race was not explicitly named as 

a criteria for recmitment, entrants to schools of nursing were mostly from the dominant group. 

For example, photographs of graduating classes from Canadian hospital schools of nursing show 

that graduates were predominantly young white women (McPherson, 1996).

Decade of the 1970s: Professionalization and Proletarianization

Hospital schools of nursing supported and encouraged an apprenticeship culture in 

nursing education. Young women who graduated from nursing schools provided a ready supply 

of cheap labor for hospitals. Nursing leaders advocated for a system of education that was 

independent of hospitals. Although nursing leaders and some praetitioners supported 

baccalaureate nursing as the most appropriate level to prepare nurses, others advocated for the 

hospital apprentieeship model; tensions between the two sides continued to exist into the 1970s 

and beyond. The challenges that nursing faced went beyond preparing adequate numbers of 

nurses to meet workforce demands; defining the appropriate level of knowledge for entry and 

continuing practice was also an issue.

Nursing leaders had to explore ways to prepare nurses, who would have relevant 

knowledge, skills and teehnieal eompetenee, to meet the demands of a eomplex and rapidly 

changing health care environment. These leaders, along with hospital management, responded 

by offering eontinuing education for nurses to equip them to work in various speeialty units.
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This, in part, was an aspect of the strategy to keep nursing education firmly in the grasp of

hospital bureaueraeies. Continuing education courses varied widely in content, and length of

time. They were usually designed to prepare nursing staff for individual hospitals and could

hardly be seen as providing any consistent approach to nursing education. In fact, it contributed

to the exploitation of nurses’ labor. Those nurses who took courses and possessed specialized

knowledge and skills were required to work long hours, assume increased responsibility, and

probably did not receive remuneration beyond the basic salary rates (Attridge & Clark, 1992).

Some nursing leaders, on the other hand, focused on broader goals in order to increase

the professional status of nursing. Arguments for a broader base for the education of nurses

beyond the apprenticeship system in hospitals began to emerge. Conflicting positions, between

groups who focused on providing bodies to care for sick people, and those who supported raising

nursing’s professional status, created ongoing tensions among nurses. McPherson (1996)

labelled these competing tensions as contradictions between professionalization and

proletarianization. She identified these contradictions as resulting from rapid change:

One set of changes appeared to elevate nursing’s position within the health care 
system and signal the occupation’s achievement of professional status.
Simultaneously other forces, appeared to be eroding nurses’ autonomy and 
independence, thereby fuelling a process of proletarianization. . .  and produced an 
uncertain class identity, (p. 219)

In an effort to raise the professional status of nursing and to legitimize nursing knowledge, 

leaders in the discipline pushed for introduction of the baccalaureate education as the entry-level 

requirement for nursing practice. Proponents of the baccalaureate education argued in favor of 

a broader base of liberal edueation that would provide nurses with critical analytical skills that 

would enable them to respond to work demands in an increasingly complex health care system. 

From its inception, the “entry to practice” position, as it came to be known, continued to be a

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



30

hotly debated and divisive issue among nursing leaders and practitioners. The issue became a 

source of divisiveness among those nurses trained in the apprenticeship system, and those who 

advocated for baccalaureate preparation as the point of entry to beginning nursing practice. The 

key issues raised in the debates focused on the merits of preparing nurses with advanced 

technical skills to practice in a technologically challenging environment versus preparing 

professional nurses with a broad liberal education for holistic practice in a rapidly changing 

health and social context.

Debates were further fuelled as new categories of workers were introduced to the health 

care system by hospital management. From a professional standpoint, the status of nursing made 

some gains, since nursing leaders used the opportunity to establish more university nursing 

programs. Although enrolment in university nursing programs increased, the number of 

graduates from basic baccalaureate programs in nursing constituted a small fraction of the 

number of diploma programs. Nonetheless, this was a significant step toward professionalism 

in nursing (Growe, 1991). Despite these developments, there were not enough qualified nurses 

to meet the demands of expanding hospitals. Most registered nurses were prepared for practice 

on receiving diplomas from hospital schools of nursing and some from community colleges. 

The graduates of hospital programs were grounded in the medical model, the ethos of which 

emphasized hierarchy, with deference to physicians and adherence to specialized routines. 

These values were at odds with the new focus in baccalaureate programs that emphasized a 

broad knowledge base with the ability for critical thinking.
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Credentialing and Professionalism

Nursing has adamantly claimed a mandate to care for and protect the public. Reverby 

(1987) argued that caring has become a duty in nursing. The consequence for nursing is the 

inability to control its practice. Continuing efforts to determine the appropriate education prior 

to entering nursing practice were an ongoing struggle. In the 1970s nursing leaders emphasized 

the need to prepare nurses with appropriate levels of education to practice in the health care 

system that was driven by expanding technology. There was a growing demand by hospitals for 

nurses who had knowledge and skills to work with new teehnologies that had been introdueed 

to treat various diseases. The debate over the appropriate eredentials for nursing praetice has 

been ongoing, and parallels the evolution of modem nursing in Canada. The key issues inherent 

in the debate relate to: (a) identifieation of the appropriate level of edueation for practiee; (b) 

new categories of health care workers; (c) speeialty edueation; and (d) regulations for practiee, 

with emphasis on registration and lieensure.

All graduate nurses from schools of nursing were required to demonstrate eompetenee 

in their ability to meet the standards of praetice by passing a lieensing examination that qualified 

them to praetiee as registered nurses. These examinations were administered by provineial 

regulatory bodies whose legally mandated function was to protect the public. Once a eandidate 

passed the registration examination he or she was placed on register, aequired the designation 

of registered nurse, and was obligated to pay an annual fee to maintain a lieenee to practise. 

During the latter part of the 1970s, a growing emphasis on differences between the two levels 

of nurses, the teehnieal and the professional nurse, entered the debate on nursing qualifications 

for practice. Professional nurses reeeived a broader base of edueation in bacealaureate programs.
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and were prepared with the knowledge and skills to work in complex health care situations in 

hospitals and the larger community. Technical nurses, mostly graduates from hospital diploma 

programs, were grounded in the knowledge and skills to work in highly technical situations, 

primarily in hospitals. They were equipped with technical knowledge to deal with new surgical 

and medical treatments of diseases, which involved the use of new drugs, new machinery, and 

most of all critically ill patients.

Since there were not enough registered nurses to meet demands, management introdueed 

new categories of workers, mostly in the hospital sector. Consequently, nursing was forced to 

define criteria for practiee among different levels of practitioners. The category of registered 

nursing assistant (RNA) was introduced in the post World War II period in response to the 

shortage of registered nurses, and again became popular in the 1970s. This group continued to 

play a prominent role in providing nursing care under the supervision of registered nurses. 

Various categories of nursing aides were also introduced to shore up the demand for labor in 

hospitals (Baumgart & Wheeler, 1992). Now, the registered nurse was not only responsible for 

his or her own work, but also had to assume responsibility for supervising a cadre of other levels 

of workers. Introduction of new categories of workers provided a boost for nursing labor, but 

also created new responsibilities for nurses. From the labor point of view, there were more 

bodies to do the work, however, registered nurses were now required to delegate work and 

supervise new categories of workers. On the professional side, the image of registered nurses 

improved because of their ability to demonstrate knowledge and skills that were superior to that 

of other groups of workers.

These initiatives that created new categories of workers, also created a hierarchy in 

nursing. Increasingly the hierarchy became defined by race, class, and gender (Armstrong,
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Choiniere, & Day, 1993; McPherson, 1996). A number of immigrant and ethnic minority 

women entered nursing at the nursing assistant level and some as nursing aides. Soon they 

represented a significant number of front-line nursing staff. Programs for RNAs were 

established in high schools and later in community colleges. These programs were shorter and 

focused on teaching people technical skills to work under the supervision of RNs. They met the 

needs of new immigrant recruits to obtain jobs in the health care system, and thus facilitated their 

economic independence. They also contributed to a new group of workers who did essential, 

front-line work in hospitals, however, their presence served to heighten the class and race 

hierarchy in nursing workforce. These differences continue to be evident in the placement of 

people in different positions in health care facilities. Evidence of the hierarchy is seen in 

metropolitan hospitals and chronic care facilities where large numbers of licensed practical 

nurses and aides are immigrant women of color.

Decade of the 1980s: Impact of Economic Prosperity

The 1980s were years of economic prosperity in Canada. Health care institutions, 

especially hospitals, continued to experience expansion in physical plants and technological 

resources. Employment opportunities for nurses in the hospital sector were abundant. Two 

issues from the previous decade continued to be of significance in ongoing debates during the 

1980s. The first related to recruitment and retention of qualified nurses to meet the demand in 

hospitals. The second issue related to the need for an educated workforce that was qualified to 

flmction in a complex, health care environment.

Continued technological advances and an increase in consumerism further emphasized 

demands for a qualified nursing workforce. The traditional source for expanding the nursing
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workforce through recruitment of graduates from schools of nursing now had to respond to the 

new challenges of recruitment and retention of suitable candidates. According to Baumgart and 

Larsen, (1992) “during the 1980s the decline of nursing as an occupational choice became a 

global phenomenon” (pp. 388-389). These authors attributed the impact on Canadian nursing 

to the declining birth rate in the general population, as well as Canadian women having the 

opportunity to enter nontraditional occupations. Altemate sources of recruitment were sought.

Canadian immigration policies were closely tied to the labor market. Consequently, the 

1980s saw an increase in the numbers of foreign-trained nurses entering the Canadian workforce. 

The source countries for immigrants had now shifted from England and other European countries 

to developing countries in Asia, Afiica and the Caribbean. The numbers of women of color, and 

other visible minority nurses from the Caribbean and other developing countries who were 

employed as part of the nursing workforce, had increased. Entrants to schools of nursing, 

especially in diploma nursing programs in community colleges, had come to reflect the diversity 

of the population in large urban centres in Canada. As hospitals expanded in numbers and scope 

of services, there were abundant opportunities for employment of nurses. According to 

Armstrong, Choiniere, and Day (1993), a majority of nurses in the 1980s found employment in 

direct patient care in hospitals, which were “characterized by rigid hierarchy segregated 

according to sex and race, power and pay, specialty and education” (p. 11).

Historically, there has not been a precedent in charting the best route to educate nurses 

for the occupation. Larsen and Baumgart (1992) noted that nursing is “the only major health 

care occupation that has not standardized its entry qualifications and required a university degree 

for its basic preparation, nursing is in a disadvantaged position” (p. 292). The debate concerning 

the baccalaureate as the level for entry to practice occupied a central place among nursing
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leaders since the 1970s, and intensified in the 1980s. Professional organizations began to take 

definitive action toward implementation of policies supporting baccalaureate qualifications for 

beginning nursing practice. In 1982, the Canadian Nurses Association (CNA) supported the 

position that the baccalaureate degree should become the level for entry to practice by the year 

2000 (Kerr, 1988). The College of Nurses of Ontario (CNO) and the Registered Nurses 

Association of Ontario (RNAO), with support from the government collectively endorsed the 

position that all registered nurses entering the occupation must meet the basic requirement of a 

baccalaureate education. A press release by the CNO on April 12, 2000, publicly stated their 

position. The following paragraphs from the press release convey the essence of support for the 

position:

The regulatory body for the nursing profession in Ontario, the College of Nurses 
of Ontario (CNO), has welcomed today’s announcement by the province to require a 
baccalaureate degree for all new registered nurses by January 1,2005.

Baccalaureate preparation will mean that from the first day of practising as an 
RN, nurses will be better prepared to join the complex health care environment as 
productive team members alongside their more experienced nursing colleagues.

In the same press release, the President of the College of Nurses of Ontario made a statement to

government ministers providing the rationale supporting the entry to practice position:

From the start, you have recognized that the demands placed on RNs by our changing 
[health care system] can only be met by new entrants with baccalaureate level 
preparation in nursing. Your support for our proposal ensures that high standards of 
nursing care will continue to meet the health needs of the Ontario public. (College of 
Nurses of Ontario, April 12, 2000)

The adoption of the baccalaureate education as entry to practice for nurses has become 

a reality, but no doubt the debates will continue. From the standpoint of moving the professional 

status of nursing forward, the openly acclaimed support from professional organizations and 

government is clear acknowledgement of the critical contributions of nursing to the health care
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system. Many women of color have embraced opportunities to advance their education at the 

baccalaureate level. While many women of color are entering baccalaureate education, the 

question arises, will the education translate into equity of opportunities for advancement in their 

careers and upward mobility? Among diploma-prepared nurses, significant numbers of women 

of color have gone on to obtain baccalaureate education, or pursued specialty education in 

preparing to increase their chances for career moves. For some of these nurses, their efforts do 

not translate to career advancement. For example, numerous women of color have gone on to 

attain advanced education, but they continue to experience barriers in their attempts to move into 

positions beyond the level of staff nurse.

Decade of the 1990s: Economic Recession Leads to Restructuring the Health Care System

The 1990s heralded unprecedented social and economic changes, nationally and globally. 

Economic recessions coupled with a rise in conservative government agendas created pressures 

for change at all levels of society. The health care system was severely affected by rising costs 

and declining resources. Services that previously were routinely available to health care 

consumers were downsized. These changes resulted in major concems for health care providers 

and consumers. The availability of universal, government-funded health care is perceived as a 

right of Canadian citizenship, and is often cited as a social principle that differentiates the 

Canadian from the American health care system (Dickinson, 1994). Challenges to the health 

care system thus became an issue of erosion of a key Canadian value.

The economic downtum of the 1990s created new challenges for the Canadian health 

care system in general, and nursing work in particular. Motivated by a desire to decrease rising 

costs and increasing deficits in the system, politicians and administrators began to engage in a
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flurry of activities aimed at finding ways to restructure the system with a view to cost saving. 

Although activities aimed at cost containment in the health care system peaked in the 1990s, 

issues around financial management have been present since the inception of Medicare in the 

late 1960s and early 1970s. Subsequent to the passing of federal government legislation, which 

introduced Medicare in 1966, various interest groups, including insurance carriers, management 

groups, and physicians’ groups voiced opposition claiming that Canada could not afford such 

an expensive system of providing health care. In spite of opposing voices from members of the 

medieal establishment, they managed to consolidate power while seeuring reasonable incomes 

and cost to administer their services (Dickinson, 1994; Fuller, 1998). In response to growing 

threats to Medicare, the federal government passed the Canada Health Act in 1984, which 

strengthened the prineiples of universal Medieare. The legislation outlawed payment for health 

services. It also implemented a precedent-setting clause that allowed people to seek the serviees 

of different types of health care providers. For the first time, nurse practitioners who were 

prepared with advanced levels of knowledge and skills could be first-eontact health providers, 

providing cost-effective primary care. Predietably, this initiative drew opposition from physician 

groups. The Canada Health Aet also ensured portability of coverage, therefore, people who 

moved from one province to another would not lose medical insurance coverage; besides, the 

aeeessibility to all kinds of health services was guaranteed in prineiple. Although the Canada 

Health Act seemed to guarantee imiversal aceess to Medicare, governments experienced 

difficulty in enforcing the intent of the act (Dickinson, 1994; Fuller, 1998).

By the late 1980s and 1990s, the Canadian health care system faced financial challenges 

from within the system, as well as increasing pressures from competition in global markets. The 

race to restructure the health care system took on new meaning. During the years of prosperity
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in the 1960s to 1980s, hospital expansion was unprecedented and created the largest and most 

expensive sector of health care. Hospitals became logical targets for restructuring during the 

economic downtum of the 1990s. Management of health care sectors, especially hospitals, 

shifted from a longstanding focus on care to new ideologies based on a business paradigm that 

emphasized increased productivity and decreased costs. In attempts to balance budgets, 

management adopted strategies used in the free market system. Grinspun (2000, p. 29) called 

the strategies the “race to the bottom line,” as they emphasized rigid time management and 

efficiency. These approaches were incompatible with health care delivery, and unsuited to 

people whose concems related to health issues (Armstrong, Armstrong, Bourgeault, Choiniere, 

Mykhalovskiy, & White 2000; Grinspun, 2000). The impact of restmcturing the health care 

system had severe consequences for health care providers, the majority of whom were nurses 

(Armstrong et al., 2000; Gustafson, 2000).

Staffing strategies commonly used in industry were adopted by hospital management; 

these demonstrated a definite anti-nursing sentiment. Widespread elimination of nursing jobs 

and a move toward part-time and casual nursing positions resulted in what came to be known 

as “just in time delivery” (Grinspun, 2000; Gustafson, 2000). Staffing strategies now created 

a decrease in numbers of full-time staff, and an increase in the use of part-time staff who were 

called in when work demands were high, and sent home when demands were low. These new 

approaches to staffing patient care units resulted in a negative physical, emotional and financial 

toll on nurses. Another major negative outcome was further loss of autonomy over their work.

Management also introduced new organizational structures that resulted in elimination 

of traditional departments, such as nursing, physiotherapy and occupational therapy. This meant 

that these professionals who provided direct care to patients could no longer make decisions that
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directly influenced their day-to-day work. With the new approach, program departments were 

controlled by physicians who managed programs and consolidated their power, at the expense 

of other groups (Grinspun, 2000). Nurses not only lost salaries and benefits, but they had to 

work under increasingly stressful and unsafe conditions. Low morale and infighting pitted 

groups of nurses against each other. Black nurses reported perceptions that they were frequently 

the ones who lost permanent jobs, and had fewer part-time work shifts (University Hospital of 

the West Indies Nursing Alunrni Education Conference, 1998).

The introduction of unregulated workers was another cost-saving, management strategy 

that was introduced on patient care units. These workers were people with limited training and 

skills and RNs were forced to assume responsibility for their supervision (College of Nurses of 

Ontario, 1994). Consequently RNs whose numbers were decreased in patient care areas, now 

had to deal with increased responsibility for care provided by workers with limited knowledge 

and skills. As hospital management introduced these arbitrary cost-saving measures, with no 

input from nurses and their leaders, the backlash among nurses of all ranks intensified. Large 

numbers of hospital sector jobs were eliminated; all nurses were affected by arbitrary and 

unilateral decisions made by management in their efforts to contain rising costs.

Negative outcome in relation to gender and race resulted from restructuring of health 

care. Women who were care providers or recipients of care in the community were also severely 

affected by cost-saving strategies. Hospitals introduced ambulatory care and early discharge 

programs for patients. This meant that an increasing number of chronic and acutely ill patients 

were cared for at home. The responsibility for care shifted to families and home care workers.

Women who were caring for ill or elderly family members experienced increased burdens of 

care giving. As well, many of these care providers continued to have paid jobs outside the home.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



40

Among them were some nurses who lost full-time jobs. Many paid care providers in homes, 

especially in metropolitan areas, are “immigrant women who must deal with racist attitudes and 

behaviors from clients and their families.. . .  they deal with problems of isolation that expose 

them to the risk of violence and injury” (Armstrong et al., 2000, p. 43).

Hardill (1993) stated that as hospitals were assuming a corporate image they sought to 

enhance power and prestige. In expressing this view, she stated: “Toronto hospitals are trying 

to portray the image of the best and brightest staff. . .  which is not equated with a preponderance 

of [Bjlack employees” (p. 18). Backlash among nurses’ groups resulted in racial tensions. 

Many women of color who had worked as registered nurses since the 1960s, and many of whom 

had risen to middle management positions were dismissed from their positions. The case of 

nurses at Northwestern General Hospital in Toronto exposed systemic racism in that institution 

and demonstrated the subtle processes that maintained racist practices in the institution (Calliste, 

1996; Congress of Black Women-Toronto Chapter, 1996).' Calliste’s (1996) research on the 

experiences of Black women registered nurses in Ontario and Quebec demonstrated that these

^In 1995, ongoing tensions between management and a group of minority nurses at 
Northwestern General Hospital (NWGH) sparked a confrontation, stemming from these nurses’ 
allegations of systemic racism. The nurses complained of discriminatory practices related to 
several issues in the workplace. Some of these issues included: consistent assignment of Black 
nurses to chronic care areas, management’s refusal to consider their applications for promotion, 
and excessive surveillance of their work. The nurses’ complaints to management and their imion 
failed to resolve their grievances. With the help of community activists they organized a press 
conference to which media were invited. This publicity resulted in the Ontario Human Rights 
Commission (OHRC) being called in to investigate the nurses’ complaints. The OHRC 
conducted an extensive investigation of hospital practices and found overwhelming evidence to 
support nurses’ claims of systemic racism. The case was settled in favor of the nurses who 
received a financial settlement. Several recommendations were made to the hospital for changes 
to existing practice. The following year, some nurses and other health care professionals 
organized a major conference that addressed issues related to systemic racism. Representatives 
from nursing organizations including ONA and CNO were in attendance. Several persons who 
were involved in the dispute at NWGH spoke of the toll that speaking out on racism took on their 
personal and professional lives.
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women have mobilized to mount resistance to interlocking oppressions related to workplace 

racism, sexism, and ageism. The trend toward the deskilling of professional nursing became a 

commonly used strategy in hospitals to deal with rising costs and mounting deficits. As jobs of 

registered nurses were eliminated, management employed low-skilled, low-paid workers with 

little formal education. Some baccalaureate-prepared RNs who were laid off from their jobs 

were given the option of working as registered practical nurses (RPNs). Many of those caught 

in the downward spiral of practice were women of color who were more likely, because of 

economic necessity, to take whatever jobs were available. This strategy seems paradoxical in 

the context of the entry to practice debate.

Nursing Organizations

Throughout the evolution of modem nursing in Canada, leaders developed different 

approaches in organizing to represent issues related to nursing education, practice, and the 

overall well being of members of the profession. A major problem that has continuously 

challenged nursing organizations is that they have never found effective ways to mobilize the 

strength and potential power that stems from their overwhelmingly large numbers in the 

Canadian health care system. Part of the divisiveness is associated with debates over 

professionalism in nursing. Organizations representing nurses evolved into two separate groups: 

those that represent professional issues, and those that represent working conditions. The 

Canadian Nurses Association (CNA), the national organization comprised of membership drawn 

from the ten provincial nursing associations, claims the mandate to represent professional issues 

(Baumgart & Larsen, 1992). This organization has taken a strong stand and lobbied 

governments on key issues; for example, it strongly supported enactment of the Canada Health
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Act and also lobbied the government to include a clause to recognize nurses as independent 

practitioners (Baumgart & Larsen, 1992). Historically, however, the CNA is primarily 

representative of nursing leaders who are perceived by some members of the profession to take 

an elitist view on issues, and does not necessarily represent issues of rank and file nurses, 

particularly those at the front line. Gender, race, and class divisions separate leaders from front

line practitioners. Even in the caring profession power becomes unevenly distributed. Only 

33 percent of nurses in Canada claim membership in the national organization through voluntary 

membership in the professional organizations that represent nurses in each province.

Women of color are represented in front-line positions in large numbers, but have had 

limited participation in professional organizations. The perception is commonly held that 

professional organizations take a hands-off approach, and adopt a color-blind position on issues 

related to race. McPherson (1996) noted that in the 1940s Black women initiated action to 

challenge policies and practices that excluded Blacks and other minorities from entering nursing 

schools in Canada. The national organization implemented a policy to support in principle no 

discrimination in the selection of students to schools of nursing, yet provincial organizations 

continued to uphold practices that excluded “non-[W]hite women” (p. 211). During the 1990s, 

both students and practising nurses reflect the growing diversity of demographics in Canada’s 

urban centres. However, there is the tendency to ignore the existence of discrimination. 

Currently national organizations are bound by the Human Rights Code, and some have adopted 

antidiscrimination policies, however, there is little evidence of active or sustained strategies 

aimed toward eliminating racial and other forms of discrimination in various sectors of the 

profession.

A discussion of the evolution of nursing organizations does not fit neatly into any time
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frame. Nursing organizations evolved in response to changing economic, political and social 

contexts. As the health care sector expanded, the demand for nursing services has become 

critical to the survival of the Canadian health care system. The nursing community responded 

with different strategies to organize within their ranks across Canada. Nursing organizations 

reflect the unique situation of each Canadian province. In general, the three levels of 

organization encompass those that represent professional issues, those that represent regulatory 

issues, and those that represent work life issues. The major challenge that nursing continues to 

confront is its struggle to define nursing roles and functions, and consequently to develop the 

most effective ways to mobilize the strength that is inherent in its large numbers. According to 

Growe (1991), “nurses in this country have been fighting for just that legitimacy for over 140 

years and they are still at a loss to define what a registered nurse does” (p. 103). This earing 

imperative continues to present challenges for nursing in its quest for professionalism. How can 

those “hands-on,” womanly, caring roles be separated or combined with the scientific, 

knowledge-based roles and functions of nursing? The answer to such a question has eluded 

nursing through its modem history and has been at the root of many schisms among nursing 

organizations.^ The three main nursing organizations that represent nursing are shaped by, and 

coexist with tensions stemming from debates coneeming professionalism, and are juxtaposed 

against the debates about those issues that relate to realities of working conditions of nurses in

^In Ontario there are three main organizations that represent nurses: The College of 
Nurses of Ontario (CNO) is the statutory regulatory body that regulates the practice of all 
Registered Nurses (RNs) and Registered Praetical Nurses (RPNs). The mandate of the CNO is 
derived from the Regulated Health Professions Act (RHPA). The Registered Nurses Association 
of Ontario (RNAO) is the professional organization which represents nurses’ (RNs) collective 
voice coneeming professional issues. It actively lobbies government on issues related to the 
health care system and nurses’ professional life. The Ontario Nurses Union (ONA) is the union 
representing the largest number of nurses in Ontario. The Canadian Nurses Association (CNA) 
represents professional nursing issues for nurses across Canada. Its membership is comprised of
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front-line positions.

In the decades prior to the 1960s and 1970s, Canadian nursing leaders sought to develop

strategies to organize members of the occupation around professional issues, as well as the

improvement of working conditions for its members. Professional organizations concerned

themselves with both mandates. With the growing complexity of the health care system as well

as the increasing demand for improved working conditions, it became evident that professional

organizations could not continue to represent nurses on all issues. Working conditions were

arduous, and included long and tedious hours of work; low pay was coupled with

“discrimination in employment based on age, physical attractiveness and ethnicity” (Jensen,

1992, p. 558). Jensen went on to analyze impediments faced by the profession, particularly in

mobilizing efforts to organize during the 1920s; as late as the 1950s and 1960s professional

organization and unions were fraught with difficulties arising from gender and class

perspectives. She noted that in order to establish unions, nurses had to lobby for a change in

legislation. She stated that in the context of the time:

It was considered presumptuous and unfeminine for women to be involved in worldly 
matters. Organizing a labor imion was equally problematic.. . .  A further obstacle for 
nurses intent on raising the status of their occupation was the difficulty in identifying 
with the male-dominated working class labor union movement. (Jensen, 1992, pp. 
558-559)

Struggles and schisms continued to plague efforts at organizing among nurses. In 1973, 

landmark legislation passed by the Saskatchewan legislature declared that professional 

organizations could not act as bargaining agents for nurses, primarily because these 

organizations included many nurses who were considered to have positions in management. 

This legislation strengthened the position of nursing unions and provided the impetus for

representation from all the professional nurses’ associations across Canada.
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widespread unionization among nurses across Canada. By the 1970s, the movement toward 

unionization gained ground across the country. As union activity expanded, the numbers of 

nurses joining unions rapidly increased. Citing the extent of the movement in Ontario, Growe 

(1991) stated that “in 1973 the certified locals amalgamated forming the Ontario Nurses 

Association, which at 54,000 members by 1990, has become one of the largest groups of 

unionized women in North America” (p. 108).

Growe (1991) also discussed problems that created further divisions between unions and 

professional organizations in Ontario. As nurses in Ontario joined unions in large numbers, this 

move created a devastating impact on the membership of the professional body. The 

professional organization (RNAO) entered into an agreement with ONA to form block 

membership, which would enable members of the union to simultaneously become members of 

both organizations at a reduced fee. Failure to reach an agreement on the issues resulted in the 

withdrawal of the union.

From my own experience, I have been a member of the RNAO for many years and 

support the mandate of the professional organization. I have also seen the gains that unions have 

made in improving the conditions that affect nursing worklife. I have worked in facilities where 

staff were unionized and in hospitals where staff were not unionized. Although there was a great 

deal of apathy among nurses toward participation in unions, it has been my observation that the 

activism of nurses in unionized hospitals empowered nurses and facilitated improvement in their 

working conditions. Gains made in improving salaries and working conditions paid off for all 

nurses. In contrast, in the hospitals where staff nurses were not unionized, there was a 

complacency on the part of both nurses and management. Management used placating strategies 

to retain nurses on their staff and keep them quiet. Gains in working conditions, such as
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shortened hours and increased remuneration were patterned after contracts that were settled in 

unionized hospitals. Nurses in nonunionized institutions were kept subservient by such 

strategies and prided in their loyalty to the hospital. I maintain that unions are essential to all 

systems of organized labor including nursing. Even with improvements in nursing work life that 

can be attributed to imions, nursing continues to lag behind its coimterparts in the health care 

system and other sectors of the labor force. The ability of nurses to use unions as a vehicle to 

bring about change is seen in the increase in organized activism that resulted in strikes in recent 

decades.

The tension between organizations representing nurses in Ontario continued to exist; 

these related to differing perceptions related to professionalism and worklife issues. 

Membership in the professional body is voluntary and remains low. Most large hospitals, 

community health agencies, and chronic care facilities in Ontario are now unionized. Nurses in 

these facilities pay fees to their union and are directly rewarded with the outcome of each 

negotiated contract. The professional organizations struggle to represent the profession as a 

whole on issues related to education, political agendas of government, and the enhancement of 

the professional image of nursing to various constituencies. Individual nurses do not always 

acknowledge personal gains independent of larger professional issues. Some nurses choose not 

to support the professional organization, whose membership is based on voluntary participation. 

The popular position taken by many nurses is that it is more relevant to belong to a union whose 

mandate is to advocate for wages and working conditions, which are “bread and butter” issues. 

Traditionally, there has been low participation by nurses of color in the professional body. The 

claim of elitism can be related to the perception that nurse educators and administrators, who are 

mostly White and middle class, are represented in large numbers in the membership of
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professional organizations. This perception appears to be a source of alienation among nurses

who claim affiliation with minority groups. As nurses of color have become more vocal in

speaking about discrimination in the workplace, the Ontario Nurses Association (ONA), the

union that represents the largest number of nurses in Ontario, has evolved as the organization

that takes a stand on representing nurses on issues related to discrimination. In recent years the

management structure of ONA has included an equity committee that addresses issues related

to various forms of workplace discrimination. Much of this change came about in response to

activism of women of color who brought their claims of racial discrimination in the workplace

to the Ontario Human Rights Commission and won their ease (Congress of Black Women-

Toronto Chapter, 1996).

Nursing organizations have come to acknowledge different issues affecting their

membership. Issues related to discrimination based on gender have been at the forefront of

debates, however, little attention has been given to other forms of discrimination such as race,

ability, or sexual orientation. In 1997, the professional organization issued a policy statement

recognizing the existence of racism. The policy acknowledged the concem among nursing

colleagues and that it is worse during times of economic recession. It also acknowledged the

negative impact of discrimination. An excerpt of this policy is included here:

The Registered Nurses Association of Ontario (RNAO) is coneemed that many of our 
nursing colleagues are experiencing harassment related to their racial and/or cultural 
origins, in their workplaces. This is unacceptable. We acknowledge that this is not a 
new problem, but it is one that has become worse in the current economic climate, 
and that reflects the general rise of intolerance within our society.. . .  Discrimination 
threatens the harmony and security that is vital to working as a team in increasingly 
difficult times. Energies and resources (both human and fiscal) spent in responding to 
incidents of discrimination are energies and resources that are not available to the 
needs and recipients of health care. (Registered Nurses Association Policy Statement, 
1997)
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Although the policy of the professional organization acknowledges the existence of racial 

discrimination and its effects on some nurses and on recipients of care, debates on professional 

issues seldom take an active stand on these issues. Concerns are usually raised by those 

members who are people of color and few of their colleagues within the organization, 

consequently these issues continue to be marginalized.

Professional Regulation

Nursing is a self-regulating profession. In Canada, all matters related to health fall within 

provincial jurisdictions. The regulation of health professions is determined by government 

legislation and professional regulating bodies that are unique to each province. In this analysis, 

my discussion focuses on the practices in Ontario because participants in the research study are 

from this jurisdiction. In Ontario, the College of Nurses is the legal body that carries out the 

mandate to protect the public in matters related to the provision of nursing care in Ontario. The 

mandate for self-regulation is carried out under the auspices of the Regulated Health Professions 

Act (RHP A), which also covers 24 other health professions (College of Nurses of Ontario, 1999).^

^The Regulated Health Professions Act (RHPA) became law in Ontario in 1994.
Under the new legislation, 24 health professions came under the jurisdiction of this 
legislation. Eight of the newly regulated professions were previously unregulated. Several 
publications from various nursing organizations informed nurses of the significance of the 
change in legislation from the previous Health Disciplines Act that mandated nursing 
practice. A feature article in the Registered Nurse Magazine (December 1992 - January 
1993) titled. The Regulated Health Professions Act and its Impact, outlined the significance 
of the new act for nursing. It emphasized the mandate of the College of Nurses of Ontario 
(CNO) to protect the public. The impetus for the RHPA came from the move toward a 
multidisciplinary model of health care. One of the goals of the new legislation was to give 
consumers greater choice of health care providers. Public participation and education also 
became a priority for nursing. Consequently, public membership on the governing council of 
the College of Nurses of Ontario increased significantly from eight members to eighteen.
The RHPA outlined provisions for professions to perform “controlled acts.” These are acts 
that would be harmful to people if they were performed by persons who were unqualified. 
Thirteen controlled acts were identified. There was considerable overlap between who could
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The CNO sets the standards for nursing practice and maintains a regulatory function to enforce 

these standards in Ontario. Its guidelines for practice encompass a number of policies and 

procedures that are deemed to protect the public against unsafe or unethical nursing practice. All 

nurses who receive basic education in Ontario are required to write and pass the registered nurses’ 

(RN) licensing examination, or the registered practical nurse (RPN) examination. Once people 

have passed these initial examinations, they are entered into a register and are licensed to practice 

nursing in Ontario. They are also legally able to use the appropriate title, RN or RPN. The earlier 

designation of the RPN category was registered nurse assistant (RNA). This designation is 

sometimes used interchangeably. These designated titles are legally protected.

Summary

This chapter has presented an analysis related to historical influences of gender 

oppression in nursing. Many nursing historians and educators have neglected to examine 

oppressions such as those based on ability and race. The chapter highlighted both historical and 

contemporary perspectives that have shaped the evolution of modem nursing in Canada from 

the decade of the 1960s to the present time, and discussed how societal changes have influenced 

the development of modem nursing. The argument was made that evolution of nursing in 

Canada has been responsive to social, economic and political changes in the larger society. Key

perform which acts, for example, medicine could perform twelve of the thirteen acts, three 
were identified as specific to nursing.

Lum and Williams (2000) analyzed implications of this new legislation for nursing.
It created a more level playing field between the professions. Nursing gained more 
autonomy, which moved it a step closer to its professional ideals. Controlled acts that were 
specific to nurses could also be performed by unregulated care providers (UCPs), for family 
members or to others under the supervision of registered nurses. During the restructuring of 
health care, employers exploited this situation. As hospitals were downsized and nursing 
positions were eliminated, employers introduced UCPs as a cost-saving measure. The 
ultimate negative outcome was the deskilling of nurses.
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issues in the debates over professionalism in nursing were also discussed. Among those 

included were the tensions related to professionalism and proletarianization, as well as tensions 

among professional organizations and unions that represent the collective voices of nurses. 

Throughout the discussion, I have demonstrated how debates concerning various nursing issues 

have marginalized the experiences of immigrant women of color, thereby creating barriers to 

their efforts to achieve career mobility.
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CHAPTERS 

REVIEW OF LITERATURE

Introduction

In this chapter, an overview of relevant literature that informs the thesis is presented. 1 

begin by reviewing works that are germane to issues related to career mobility in nursing, and 

then discuss selected works of feminist theorists who offer perspectives beyond essentialist 

notions of gender. Scholarship of White feminist theorists dominated writings on women’s 

oppression during the pre-1980s period of the feminist movement in Canada and the United 

States. These scholars took a single-minded approach by focusing on gender as the primary 

source of women’s oppression. Critieal feminist theorists, whose writing became popular in the 

1980s, call for change in analytical perspectives that fail to recognize multiple sites of 

oppressions, sueh as those experienced by women of color. The eonceptual framework for this 

thesis is drawn from a synthesis of concepts that are derived from several theories and 

frameworks. Critical feminist theories foeus on oppressions derived from race, gender and class, 

as well as women developing resistance to multiple and interlocking oppressions. The work of 

P. H. Collins is emphasized beeause of her analysis of Black women’s development of a 

standpoint of resistance. 1 have also drawn on methods of analyzing the power/knowledge nexus 

and coneepts of resistanee as they are proposed by Foueault (1978, 1980). The discursive 

antiracism framework of Dei (1996a, 2000c) provides a rather comprehensive strategy for 

analyzing interloeking oppressions that eharaeterize experiences of women of color in Canadian 

society in general, and nursing in partieular.
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Career Mobility

A review of literature on 15 years of human resource development in the health care field 

is presented by Fagenson (1989). Its findings indicated pervasive problems for health care 

workers in the following areas; (a) low morale among persoimel, (b) constraints in career 

mobility, (c) confusion over roles and responsibilities, (d) high levels of stress, and (e) low-status 

female positions associated with lack of opportunities for continuing education. The researcher 

recommended that health care organizations could learn from business models in creating 

effective strategies for the development of persoimel. Some businesses develop proactive 

strategies, such as having programs for mentoring and supporting staff. For example, child care 

programs were available in some companies that had a preponderance of female employees. 

Findings of Fagenson’s research are directly relevant to some problems facing nursing in Canada, 

particularly with restructuring of the health care system. Health care institutions in Canada are 

currently faced with financial constraints. During restructuring of the health care system in the 

1990s, a major impact was the downsizing of nursing jobs. When nursing positions were 

eliminated, some nurses who were removed from full-time positions were rehired to part-time 

positions. They were assigned to unfamiliar areas where they did not have proper orientation to 

the skill sets required. These eonditions led to confusion of roles and created risks for nurses and 

patients (Grinspun, 2000).

A study by Hiscott (1998) presented research related to career mobility among two 

groups of nurses in Ontario. The study investigated pattems of employment among nurses, and 

utilized a large sample that included 1,056 registered nurses and 633 registered practical nurses 

in Ontario. Hiscott’s findings presented a eomprehensive array of issues that had an impact on 

the careers of the participants. Most significant was the direct impact of labor market pattems

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



53

on nurses’ employment and their careers. Fluctuation in demand for nurses was directly 

influenced by labor market changes, notably the “transition from a period of nursing shortage 

in the mid to late 1980s to late 1990s to an era of severe financial cutbacks, resulting in nursing 

layoffs, bed/unit closures in the 1990s” (p. 178). Hiscott compared the possibility of long-term 

career advancement between registered nurses and registered practical nurses, in the light of 

labor market realities. He concluded that both groups of nurses had opportunity to acquire 

diverse experiences in specialty areas during their careers, and noted that registered nurses were 

more likely to experience upward mobility in their employment than registered practical nurses, 

especially those employed in hospital settings. Both groups of nurses had opportunities for 

diverse work outside of hospitals.

One of the significant findings related to the lack of opportunities for long-term career 

advancement for participants. In the context of labor market realities, however, registered 

practical nurses were more disadvantaged in this respect. The trends for leaving nursing indicate 

that the peak exit point was at 25 years for registered nurses and 16 years for registered practical 

nurses. Hiscott (1998) noted that one common strategy that nurses employ in coping with lack 

of advancement is to exit the profession. The result is depletion of the “pool of senior and most 

experienced registered nurses and practical nurses from traditional employment in the labor 

market” (p. 181).

Another significant finding of Hiscotfs study related to the impact of family 

responsibilities on career mobility. He stated that in the predominantly female nursing 

profession, the likelihood of women assuming family responsibilities was high and found that 

significant numbers of nurses reported leaving the profession because of family responsibilities. 

These absences affected careers negatively. Nurses who left careers for extended periods of
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time were likely to experience a “decrease in employment status” (p. 191). Further, career 

i nterruptions had an impact on financial status in terms of lost income, and decreased retirement 

income, due to a decrease in pension contributions.

Hiscott’s study might appear comprehensive in its examination of employment mobility 

among nursing personnel, yet no mention was made of nurses’ identity in relation to race or 

ethnicity. One might wonder if these variables were considered whether other findings may now 

have surfaced, particularly in light of the fact that both RNs and RPNs in Ontario arc highly 

represented by immigrants and minority women and some men.

A large-scale research study was commissioned by a British Policy Studies Institute 

(Beishon, Virdee, & Hagell, 1995) and reported by Culley and Dyson (2001). The research 

studied characteristics of employment of White and ethnic minority nurses. Findings from the 

data indicated significant differences between career experiences of minority and White 

respondents. Ethnic minority nurses were more likely than their White counterparts to find 

employment in less popular specialties such as those that treated clients with mental health 

problems and learning disabilities. The authors reported that a significant finding of the study 

was a concem that ethnic minority nurses experienced widespread harassment by patients and 

colleagues. In the study, minority nurses reported that “racial harassment from colleagues was 

a regular feature of their working lives” (p. 220). The magnitude of the study, which involved 

over 14,000 respondents reached by postal survey, was impressive. In addition, the study was 

a public policy initiative supported by government.

Another study by Mayor, and also documented by Culley and Dyson (2001), cited 

research on the experiences of minority nurses in leadership positions. In this study, data were 

gathered through in-depth interviews with 88 respondents who identified various ethnic minority
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affiliations. The authors indicated that data from the study demonstrated that careers of 

respondents were affected by issues such as ethnicity, gender, and social class. Many of the 

same difficulties experienced by minority nurses in general were likely to be experienced by 

respondents in leadership positions. The findings of the research indicated that overseas nurses 

encountered difficulties in their career paths. Those who achieved leadership positions used 

“negative experiences in their early career as a spur, with the TTl show them’ syndrome coming 

into play” (p. 224). These findings are relevant and insightful; they are similar to anecdotal 

reports from my colleagues who are in leadership positions. The literature search that I 

conducted did not document any research on minority nurses in leadership positions in Canada.

In the next section there is a review of selected literature that sheds light on the rationale 

for the intersections of race, gender and class in shaping experiences of women of color. In the 

literature, race is presented in diverse and contentious contexts, however, my starting point 

supports my rationale for explicitly naming race as a category for analysis. I recognize that race 

intersects with many sites of oppression such as age, ability and sexual orientation. However, 

in investigating the experiences of immigrant women of color, I will focus only on intersections 

of race, gender and class. Race intersects with gender and class in shaping lived experiences.

Race as an Analytical Category

The legacy of colonization,which was formulated on the basis of White racial 

superiority, continues to permeate and have an impact on group relations in North American 

society. In the world of social relationships, Canada is given much credit for being a 

multicultural society, where tolerance exists between diverse racial and ethnic groups. There 

is reluctance to admit race as an important category of social identification. Issues related to race 

are not articulated in the larger discourse of multiculturalism, however, they are central to the
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debates £iround pluralism in Canadian society (Henry, Tator, Mattis, & Rees, 1996). There is 

the common tendency to confuse race with ethnicity, and hence to obscure issues of privilege 

and oppression. In their analysis of the concept of race, Omi and Winant (1993) and van Dijk 

(1993) emphasized that there is no scientific justification for the concept of race, yet it continues 

to be an important signifier in social relationships. Omi and Winant (1993) stated that “it is now 

possible to perpetuate racial domination without reference to the concept of race at all” (p. 7). 

According to James (1996), “race is significant as long as groups are identified and acquire 

status according to selected physical traits” (p. 25). He stated that race transcends the biological 

category and is significant because of social meanings that are attached to the concept. 

According to Anthias and Yuval Davis (1992), “racist practices do not require racist 

intentionality of structures which underpins so much of the work on institutional racism. 

Practices may be racist in terms of their effects” (p. 13).

The concept of racism relates to denial of resources based on power and privilege. 

Individuals and groups who have enough power can implement actions that deny privileges to 

individuals of other races who are seen as less worthy. Various forms of racisms may be 

manifested by individuals or groups, and become part of the normative functioning of societal 

institutions. Systemic racism maybe embedded in practices of social institutions. Everyday 

practices are taken as normal and accord privileges to some, while denying them to others 

(Essed, 1991; Henry et al., 1996; James, 1996). Historically, ideological construction of the 

phenomena of race attributes meaning and differential value to biological categories such as skin 

color and facial features. Institutional practices based on racial differentiation have been used 

to justify economic and social domination, where privilege is accorded to dominant groups, 

while nondominant groups are oppressed and denied privileges.
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Individual racism is exhibited in the negative attitudes that individiials hold toward each 

other. When attitudes are translated into daily social interactions and consequent actions that 

deny privileges to members of some groups, these actions are expressions of racism. Essed 

(1991) characterized the taken-for-granted practices that underlie institutional norms and values 

as “everyday racism.” According to van Dijk (1993), “everyday mundane practices” that result 

in discrimination against minorities, “contribute to dominance of the White group and 

subordinate the positions of minorities” (p. 5).

Institutional or systemic racism is based on institutionalized rules and policies that 

dictate how societal institutions operate (James, 1996). Furthermore, James stated that race is 

not determined by outward biological categories, but by social meanings attached to the concept 

and how they are operationalized in society at the level of individual and group functioning. 

Race “is significant as long as groups are identified and acquire status according to selected 

physical traits” (p. 25).

There is limited documentation in Canadian nursing literature regarding experiences of 

nurses who claim various identities such as age, race, ability and sexual orientation. In my 

research, I use an integrated analytical approach that considers the impact of race, gender, and 

class as they influence experiences of immigrant women from the Caribbean. Mainstream 

discourses identify gender oppression as the root cause of nursing’s inability to gain professional 

status alongside other health care professionals (Cobum, 1987; Valentine, 1994). There is a 

tendency to ignore other forms of oppression that are part of the lived experiences of many 

nurses. Dei’s (1996a, 1996c) discursive antiracism framework acknowledges interlocking 

oppressions derived from race, gender, class, ability, and sexual orientation. Dei argued that race 

is salient, but not in a hierarchical position to other forms of oppression.
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Scholars who assume critical perspectives have identified the racialization of Black 

women’s work (Collins 1991, 1998; Higginbotham 1997h; hooks 1988). More specifically, 

some social science scholars have identified stratification in nursing work based on race. Many 

Black women and other women of color are employed in large numbers in Canadian hospitals, 

particularly in large cities. These women of color are mostly employed in front-line and less 

prestigious positions than their White colleagues. Top positions in the nursing hierarchy are 

occupied predominantly by White women (Armstrong, Choniniere, & Day, 1993, Calliste, 1993, 

1996; Das Gupta, 1996; Head, 1984).

In this research it is critical to include race as a construct in analyzing the lived 

experiences of people of color as they carry out their work as nurses. Discourses around 

diversity in the Canadian health care system have become part of debates, however, little 

attention is given to issues related to stratification of the workforce (Armstrong & Armstrong, 

1990; Lum & Williams 2000).

Weber and Higginbotham (1997) found that both Black and White women 

acknowledged the existence of workplace discrimination related to racism and sexism. Black 

women were more likely to experience discrimination based on race. Both placed it in the global 

context and were less likely to report their personal experiences. These observations are relevant 

to experiences of nurses in their workplaces. In a 1998 study of workplace racism conducted 

by me and my colleagues, several potential participants who were women of color were willing 

to talk one-on-one in telephone conversations about problems in the workplace, but declined to 

be interviewed as participants in the study.
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Perspectives on Class

Race, gender, and class are factors that determine how people are stratified into groups 

in society. According to Andersen (1993), “social stratification [is] the process whereby groups 

or individuals are located in hierarchial arrangements on the basis of their differential access to 

social and economic resources” (p. 109). Class systems create inequalities based on people’s 

ability to access valued resources in society (Kendall, 1997). Gender and class are closely 

related to social systems, and determine positions of domination or subordination. Across 

cultures world wide, gender is the commonest site for stratification. In most societies, women’s 

work is critical in maintaining the economy, yet much of the work that women perform in homes 

and families, and lower-end service jobs remains undervalued and underpaid (Anderson, 1993).

Sociological analysis of class stratification based on Marx’s conceptualization posited 

that class divisions depended on the relationships between two distinct classes: capitalists who 

owned the means of production, and economic resources; and the workers who sell their labor 

for wages (Anderson, 1993). Kendall (1997) was critical of classifications based on the earliest 

theories on class. She critiqued Marx’s classification that posited a relationship of domination 

and control, but did not consider the implications of class in women’s work.

She pointed out that Weber’s later descriptions of class categories accounted for multiple 

factors such as wealth, education, occupation, and levels of skills, determining people’s position 

in a class system. He described six class groupings, starting with the upper class who were the 

wealthiest and most powerful people in society who commanded large incomes and controlled 

vast assets and resources. Variations in degree of ownership and privilege determined peoples’ 

position in six class groupings which ranged from an upper class who were the wealthiest and 

most powerful, all the way down to an under class who were disadvantaged through multiple
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sources such as low education, low employability, and low incomes. This categorization 

described class in hierarchical relationships. Kendall (1997) noted that such systems of 

classification do not provide comprehensive analysis of how race, class and gender are 

overlapping systems of oppression.

In this thesis, I argue that fixed systems of gender and class are not adequate to explain 

experiences of women of color. Practitioners of nursing are drawn from various class, racial, 

cultural and social backgrounds. Agnew (1996) stated that experiences of women of color do 

not occur in a gender-neutral context. She pointed out that the early decades of the feminist 

movement did not attract working-class immigrants who had different concerns than White 

feminists. These women have to deal with issues such as immigration policies, language 

training, and dealing with racism. White, middle-class feminists on the other hand focused on 

concerns such as domestic work, child care and abortion. Nursing did not embrace the feminist 

movement in its early or later stages of evolution. However, nursing leaders who have been 

mostly White, middle-class, Canadian women, fought to improve the status of nursing; their 

focus was primarily on caring issues that related to gender roles. In the early history of nursing, 

young White women from the working class were the primary group from which women were 

recruited. Later, as nursing gained prestige, more middle-class women were attracted to the 

profession. As immigrant, working-class women of color joined the nursing workforce, some 

have raised issues related to racial oppression. However, these issues have not become part of 

mainstream discourse; they continue to be marginal to debates on issues in nursing.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



61

Critical Feminist Perspectives: Intersection of Race, Gender and Class

Critical feminist scholars provide useful frameworks to analyze the experiences of 

women of color in nursing. I have chosen to explore epistemological frameworks that explain 

the interlocking nature of oppressions derived from race, gender, and class. Western feminist 

scholarship has traditionally lumped women’s experiences of oppression under the umbrella of 

gender and thus negated those oppressions created through racial domination. In their 

introduction to the volume Race, Class and Gender, Andersen and Collins (1993) stated that 

“race, class, and gender are interlocking categories of experience that affect all aspects of human 

life . . .  race, class, and gender are part of the whole fabric of experience of all groups, not just 

women of color” (p. xii). These authors pointed out the limitations of theoretical frameworks 

which use a social problem approach that treat people as victims. Such frameworks support 

hierarchical and additive approaches. They advocate the use of analytical approaches that utilize 

integrative and dynamic approaches in recognizing the impact of race, class and gender on all 

people, not just women of color.

There are many problems in finding terminology to appropriately express the range of 

differences that are derived from race, gender and class. Maynard (1994) noted that while it is 

important to focus on the experiences of women of color derived from race and gender, it is 

critical to go beyond differences to examine how power relations and the hierarchy of power are 

constructed and how women of color are situated in the hierarchy. In western Eurocentric 

societies, power is stratified by race, gender, and class. In most institutions such as government, 

the judicial system, education and the health care system, top positions that are associated with 

power and prestige are held by White males. Even in occupations such as teaching and health 

care, where there is a predominance of women, administrative positions are frequently held by
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White males. Although signifieant numbers of nurses are drawn from minority groups, only a 

fe w people of color are represented in powerful and prestigious positions in nursing.

Mohanty (1991) critiqued scholarship of Westem feminist scholars for presenting third 

world women as “monoliths” (p. 57). She pointed out that there is a tendency in Westem 

feminist discourses to depict Third World women as homogeneous and powerless victims of 

socioeconomic eireumstanees. In her writings, she and other Black feminist scholars have 

shown that Black women are far from being helpless victims. These women have devoted much 

effort to organizing and combatting oppression derived from racism, sexism, and classism 

(Collins, 1991; hooks, 1984, 1988; Lorde, 1984). These scholars argued that women of color 

experience oppression, but they are able to take action depending on locations in which they are 

positioned. Nursing does not have a sustained history of activism, however, some women of 

color in nursing have taken individual or collective action to combat oppression. A case in point 

was the action taken by nurses at Northwestem General Hospital in Toronto who complained 

of systemic racism in their workplace. They enlisted the support of community activists and 

ŵ ere successful in exposing systemic racism in that institution.

Contemporary feminist scholars, such as Bannerji (1993) and Butler (1992), discussed 

issues related to diverse and shifting identities. Women of color claim various identities, which 

are constantly changing and depend on a number of factors such as education, income, social 

class, geographical location, family affiliations and so on. Immigrant women experience change 

in subjective identity as well as ascribed identities when they move from one location to another. 

Ng (1988) discussed the social construction of immigrant women's identity in the Canadian labor 

market. She demonstrated how visible minority women who immigrate to Canada, and who 

were highly competent in their own societies, are rendered incompetent by the socially assigned
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positions in the Canadian labor market. Other scholars such as Henry et al. (1996) and Agnew 

(1996) contributed analytical perspectives that specifically demonstrate the interrelationships of 

race, gender, and class in shaping the lives of immigrant women fi-om the Caribbean, Asia, and 

Africa. Research by these scholars demonstrated that people from these countries living in 

Canada have to deal with oppressive and discriminatory practices as part of the reality of their 

lived experiences, e.g., many immigrant women of color, who were established professionals, 

experience downward career mobility when they first arrive in Canada. Many find that their 

knowledge, skills and professional experiences are devalued or ignored. In the process of 

seeking to establish qualifications and experiences, they become underemployed; some may take 

years to regain their status.

The work of P. H. Collins provides a comprehensive analysis of Black women’s 

experiences as they are shaped by race, gender, and class. In her book, Black Feminist Thought, 

Collins (1991) demonstrated how Black women’s oppressions have been systematically 

orchestrated through economic, ideological, and political structures. She drew from examples 

of Black women’s lived experience to show how historically Afiican-American women’s labor 

has been exploited. These women were kept uneducated and ghettoized in order to provide a 

pool of cheap labor for White people; in the current labor market they continue to experience 

economic exploitation of their labor. She stated that: “together, the seamless web of economy, 

polity, and ideology function as a highly effective system of social control designed to keep 

Afiican-American women in an assigned subordinate place” (p. 7). Her analysis demonstrated 

that political, economic, and social forces are instrumental in keeping women subordinated and 

excluded from “positions of power” and serve to maintain “elite White male interests” (p. 7). 

Collins (1991) diseussed a paradox presented in White feminism. Blaek women are oppressed
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in domestic labor for White women, while White women are portrayed as genteel. Similarly, 

arguments are made about domestic labor in Canada. Immigrant women from the Caribbean and 

the Philippines are commonly recruited as domestic labor for White Canadian families, while 

White women pursue careers outside of their homes. Foreign women who do domestic work 

experience conditions of servitude and are bound by restrictions imposed on them by Canadian 

immigration requirements (Daenzer, 1993).

A major strength of Collins’ work is that she developed the theme of resistance in 

African-American women’s counter response to multiple oppressions derived from race, gender, 

and class, and demonstrated how they have used their experiences of oppression to develop 

resistance. Collins theorizes from what she calls the “outsider-within” standpoint. African- 

American women developed epistemologies to counter oppression from the dominant group.

She argued that through their lived experiences of dealing with oppressive conditions in their 

lives, these women develop unique ways of knowing. By living in segregated communities, 

women develop an Afrocentric standpoint that is critical in building and strengthening 

commimities. Their experiences of working in marginal positions of domestic labor in homes 

of White families enabled them to develop intimate knowledge of gender oppression in White 

women’s lives. She argued that Black women have created a “viable, yet subjugated knowledge 

concerning their own subordination” (Collins, 1991, p. 13). The main goal of her work is to 

move the experiences of Black women from the margins to the centre, in order to develop a new 

epistemology about the lives of Black women, which will not only enable them to articulate 

oppressions, but also to bring about significant societal change.

In her later work. Fighting Words: Black Women and the Search for Justice, Collins 

(1998) built on themes developed in her earlier work. Black Feminist Thought. She posited that
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African-American women develop epistemological positions through their experienees with 

various forms of domination: “race, gender, class, sexuality, nationality” (1998, p. 49). Black 

women’s knowledge gained from experiences of domination and oppression in the course of 

their lives is not viewed as legitimate knowledge, in the larger society, and has been termed 

subjugated knowledge (Foucault, 1980). Elite groups in society create and claim knowledge that 

they use to maintain oppression through various sites such as race, gender, sexuality and 

nationality. These groups deploy power through politics and the media and create devices to 

control all relations in society in order to maintain their own power. At the same time, 

oppression of others is maintained through various forms of racism, sexism, and other 

institutionalized systems (Smith, 1999; vanDijk, 1993). Interestingly, P. H. Collins argued that 

both elite and oppressed groups have knowledge that is hidden from each other, and this is 

discussed only when surveillance of the other group is absent. She showed how Black women’s 

networks, which began with “kitchen table conversations” became sites of political activism. 

From the insights gained about oppression, individual women have moved on to speak out in 

various forums against racism and sexism. As these women shared their experiences of 

oppression in various sites, their experiences become known in the public arena, and set the stage 

for collective activism.

Since the 1980s, individual Black women have spoken out against oppression, and have 

become the forerunners for the works of other Black feminist scholars. Volumes of Black 

feminist works have come from women sharing experiences of oppression. P. H. Collins (1998) 

argued that their breaking silence was a political act. She pointed out that while there is less 

opposition to “breaking silence” about oppressions, the current “new politics of containment 

[means that] visibility can bring increased surveillance” (p. 51). Examples can be seen in
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policies enacted from conservative government agendas that were common in Ontario during 

the 1990s. Elimination of social and equity programs resulted in increased surveillance of 

members of those groups who rely on such programs (Dei, 2000; Ralph, Regimbald, & St- 

Amand, 1997).

P. H. Collins’ work provides powerful insights into Black women’s struggles to develop 

new epistemological standpoints, and in so doing so, has enabled African-American women to 

move their discourses from the margins to the centre. For those women who have used their 

experiences and struggles to articulate and challenge domination, their voices are now being 

heard. Hence, her work is relevant to the analysis of lived experiences of women of color in 

nursing that is developed in this thesis. Although immigrants and other women of color have 

for decades participated in the health care system, their experiences have remained marginalized. 

Little is documented about their contributions to nursing. As Collins pointed out. Black women 

have developed ways of knowing that come from their working in marginalized situations. 

Blacks and other minority nurses could leam to develop strategies toward collective action; by 

speaking out on their experiences and forming networks, they can develop knowledge of their 

own oppression and consequently build strategies for resistance.

In the present investigation, the lived experiences of immigrant women from the 

Caribbean are reported in their own voices. Their experiences can make significant 

contributions in developing knowledge that speaks to intersections of multiple oppressions 

derived from race, gender and class. A focus on gender oppression in nursing has occupied 

scholars of nursing, and consequently, they have ignored the experiences of many members of 

the profession. Armstrong and Armstrong (1990) proposed that there is a racial and class 

hierarchy in the Canadian health care sector, however, this is not widely acknowledged.
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Power, Knowledge and Resistance: Working with Foucault

Many social theorists view power as a resource that people have. Usually people in top 

positions in Western institutions hold the most power; they exercise that power over those in 

positions below them. This top-down view of power is exercised from the standpoint of the 

rulers, who have power; and the ruled, who are subject to the influence of power.

Miehel Foueault (1978, 1980) presented alternative methods and strategies for defining 

and investigating power. It is not my intention to explore in depth all facets of his methodology. 

However, I wish to draw on Foueault’s method of analyzing the power/knowledge nexus and 

his eoncept of resistance in developing an analysis of the lived experiences of immigrant women 

of color that demonstrates that they are not helpless victims, but are able to exercise power and 

resistance in various situations in their nursing careers.

Foucault’s analysis of power presented specific methodologies. He argued that power 

is embedded in a network of relationships. It is not exterior to relationships, nor is it something 

that is held or exercised. Relations of power are present in all aspects of social relations; power 

is exercised from innumerable points, and constantly changes its network. According to 

Foucault, power circulates in microrelationships, in networks that he calls capillary power. To 

demonstrate the pervasiveness of the power network, the capillary metaphor can be used. 

Capillaries are the tiniest blood vessels in the human body. A vast network of capillaries carry 

blood to supply oxygen to millions of cells that collectively supply vital organs with the fuel to 

perform essential body functions that maintain life. This metaphor presents an image of the 

pervasiveness of the eirculating capacity of power. It does not flow from the top dovra; it 

operates through a matrix of relationships. Foucault stated:
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Power is employed and exercised through a net-like organization. And not only do 
individuals circulate between its threads; they are always in a position of 
simultaneously undergoing and exercising power. They are not only its inert or 
consenting targets; they are always also elements of its articulation. In other words 
individuals are the vehicles of power, not its application. (1980, p. 98)

According to Barrett (1991), Foucault saw power as “something that can be exercised rather than 

possessed” (p. 134). She explained that Foucault approached power from a bottom-up 

perspective; power is not always negative, but also produces pleasure and meanings. In using 

Foucault’s concept of power, it is important to consider the relationships of the “who” and the 

“how” of power. In these relationships it is not only crucial to consider who makes decisions, 

but also the strategies and techniques by which decisions are made.

In Foucault’s view, resistance is a feature of power; in the network of power 

relationships, people exercise power at different points, but they are also capable of resistance. 

The strategies and techniques in the exercise of power and resistance are exemplified in the 

ways nurses and the Canadian government responded during labor disputes in the 1990s. As 

nurses have become more militant in resorting to strikes as job action at some Canadian 

hospitals, confrontations have become part of the strategy used by both sides in labor disputes. 

In some jurisdictions, nursing is designated as an essential service and nurses are denied the 

right to strike. Nursing strikes in Canada in the 1990s demonstrated how the two sides used 

power to respond to the same issues. When nurses used job action in labor disputes, the 

government enacted legislation to order striking nurses back to work. Union leaders defied 

back-to-work legislation. Government in turn threatened leaders with enormous fines. When 

nurses remained on strike, government capitulated and returned to bargaining, and nurses won 

some of their demands through collective agreements. In this example, each side exercised 

power, but also resisted the strategy imposed by the other.
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Foucault (1978) argued that it is through discourses that power and knowledge are

constructed. Discourses should be viewed in the context of relationships; no one discourse is

dominant over another. He stated:

We must not imagine a world divided between accepted discourse and excluded 
discourse the dominant discourse and the dominated one; but multiplicity of 
discursive elements that can come to play in various strategies. It is the distribution 
that we must construct, with things said and those concealed, the enunciations 
required and those forbidden . . .  with the variants of different effects—according to 
who is speaking, his position of power, the institutional context in which he happens 
to be situated . . .  (1978, p. 100)

In his writings Foucault stated that discourses change in different historical and social contexts,

yet they remain connected. Truth is not outside or separate from power; what is true in one

social context may not necessarily be true in another. Discourses are present within what he

calls “regimes of truth.” He argued:

Each society has its regime of truth, its “general politics of truth”: that is, types of 
discourse which it accepts and makes function as true; the mechanisms and instances 
which enable one to distinguish true and false statements, the means by which each is 
sanctioned; the techniques and procedures accorded value in the acquisition of truth; the 
status of those who are charged with saying what counts as true. (Foucault, 1980, p. 131)

Scientific knowledge provides the foundation on which Western economic and social systems 

are constructed. All societal institutions, including education, the health care system and the 

media, rely on scientific knowledge. Universities, which are vehicles for the production of 

knowledge, rely on research-based scientific knowledge. Regimes of truth become 

institutionalized and legitimized through institutional practiees. The history of medical and 

nursing knowledge exemplify how regimes of truth are institutionalized. Medicine, which is 

steeped in scientific knowledge, has become legitimized and has gained status as a powerful 

profession. Nursing, on the other hand, has its roots in women’s work and caring. It continues 

to be undervalued in spite of its significant contributions in the health care system.
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Marginalized groups in society create knowledge from their lived experiences of 

oppression gained in their own historical context. From their experiences, these groups develop 

alternate bodies of knowledge that raise critiques of dominant knowledge, however, they are 

disqualified as being naive and inadequate to produce scientific knowledge (Foucault, 1980). 

These alternate bodies of knowledge, Foucault described as subjugated knowledge. They are 

not considered legitimate by the dominant power structures in society. He argued that these 

bodies of knowledge that have been disqualified need to be recognized as a critical force in 

emerging discourses that continue to shape the development of knowledge in society. Ongoing 

debates concerning foreign-trained professionals in Canada exemplify how various discourses 

work, depending on whose perspective is represented. For example, issues concerning foreign- 

trained physicians demonstrate how connections between discourses operate. As a requirement 

of immigration, foreign-trained physicians are subject to the point system and must be awarded 

a minimum number of points to immigrate to Canada. When they arrive in Canada, they are 

required by professional regulatory bodies to meet set standards that regulate medical 

professional practice. In the current climate, it has been claimed that there is a shortage of 

physicians in rural areas in Canada. The government of Ontario announced measures to expedite 

the process for foreign-trained physicians to become licensed. There was also discussion of a 

requirement that these physicians practise in rural areas in Canada for a specified time after they 

earn their licence. In this example, the discourse shifts from immigration policy, to population 

demands for health care, to regulation of medicine, to government regulation of where foreign- 

trained physicians can practise. The current nursing shortages in Ontario give rise to similar 

discourses. During periods of nursing shortages, those nurses who were trained overseas are 

able to obtain their licences as RNs fairly quickly, whereas, when there is a perceived excess of
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nursing labor, foreign-trained nurses experience marked difficulty in becoming established as 

RNs.

Theory of Everyday Raeism

Essed’s (1991) theory of everyday racism is informed by social cognition theory, 

symbolic interaction and phenomenology. Her theory emerged from an analysis of the narratives 

of lived experiences of Black professional women. She argued that racism is a conflict- 

maintaining process, situated in social relations that maintain groups in dominant and 

subordinate positions in society. Dominance is determined through relations in specific 

historical, socioeconomic, and political contexts. Essed demonstrated that conflict maintenance 

is embedded in the social structures of society. Interlocking systems, through which privileges 

of the dominant group are maintained, perpetuate oppression of nondominant others. The norms 

and values that determine policies and everyday practices in institutions reflect interests of the 

dominant group. In Western societies, Eurocentric values are privileged while other cultural 

values are seen as quaint or inferior. Pressure is placed on members of minority groups to 

conform to the dominant values (Razack, 1998).

Marginalization is a feature of life for those who are outside the dominant group. The 

concept of marginalization is defined as “a set of processes and subprocesses whereby 

individuals continually feel a sense of ‘othemess,’ and are excluded from full participation in 

the relevant structures” (Essed, 1991, p. 113). These processes are pervasive and significantly 

affect the everyday life experience of Black women. P. H. Collins (1991) demonstrated how 

interrelationships between economic, political and ideological factors serve to marginalize and 

keep Black women in subordinate positions in the labor market. Women’s experiences with

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



72

continued marginalization lead them to develop strategies to resist oppression; these acts of 

resistance lead to political activism. In the workplace, marginalization occurs through a variety 

of subtle and obvious strategies such as denial of experiences, devaluing of credentials, 

discrediting, silencing, rendering people invisible, intimidation, ignoring and petty harassment. 

A 1998 study of Complaints o f Workplace Racism found that narratives of participants depicted 

evidences of marginalization. The narratives of minority nurses consistently identified ongoing 

harassment in the course of doing their work, and the consequent pain and suffering that they 

endured (Collins et al., 1998).

Essed (1991) argued that domination of others is part of the process of maintaining the 

social order of privilege of the dominant group. Social reality refers to how people experience 

interactions in social contexts of everyday life. People who identify oppression related to racism 

in their everyday experiences are labelled as the source of the problem. The strategy of labelling 

those who identify racism as a problem serves to further marginalize experiences of Black 

women. Marginalization then becomes a strategy aimed at perpetuating Eurocentric world 

views, while negating other world views. Concepts fi"om Essed’s theory contribute to a 

framework for studying the experiences of women of color who are registered nurses. Her 

theory has direct relevance to the present research because many participants in her research 

study were registered nurses who contributed significant data from their experiences working 

as nurses.

Integrative Antiracism Discursive Framework

Dei (1996a, 1996c) identified the need for the ongoing development of models for the 

understanding of antiracism praxis and resistance in the present climate of increasing political
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conservatism. The development of an antiracism discursive framework comes from Dei’s

research and experiences in education. He argued that the construction of an integrative

framework emphasizes the salience of race without positioning it in a hierarchical relationship

with other sites of oppression, including gender, class, ability, and sexual orientation. The

ultimate goal of antiracism is to promote institutional change. Dei stated:

The task of integrative anti-racism is to unravel these interlocking systems of 
oppression in order to be able to intellectually articulate and engage in meaningful 
and progressive political action to address social injustice and oppression. (1996a,
p. 62)

Acknowledgement of the role of identity is central to the discursive analysis in antiracism. The 

concept of identity goes beyond essentialist concepts of self to show that people embody 

multiple and shifting identities that are created in historical, social and cultural contexts. Dei 

argued:

The social construction of reality does not take place in a vacuum. The world is 
experienced differently according to race, ethnicity, gender and sexual preference, and 
one’s place in the world economic system. (1996, p. 62)

Drawing on the work of Barbara Thomas, Ng (1995) proposed that in antiracist education, the 

major issue is not the problem of difference, but the use of differences as signifiers in justifying 

differential treatment. The key argument of Dei’s work is that the task of antiracism is to 

achieve inclusion through power sharing. In his research on the dynamics of dropout among 

Black students in the Ontario school system, he stated, “inclusiveness means foremost dealing 

with equity” (1995, p. 12). His arguments support the need to acknowledge diverse perspectives 

to bring about equity. Dei’s work is focused on issues in education, however, the themes apply 

to the health care system, which is organized according to Eurocentric systems and practices.
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This makes the antiracism framework particularly useful in analyzing the experiences of 

Caribbean women of color.

Several key analytical points that Dei identified in the integrative antiracism framework 

are applicable in developing a conceptual framework for the present research. A critical theme 

is that antiracism praxis must name and interrogate White privilege as the social marker of 

normalcy and the standard by which differences are constructed. The social construction of 

Whiteness is underpinned by power and domination conferred by White identity at the expense 

of the social Other. Several writers have identified the social construction of Whiteness as the 

basis for economic, social, and political dominance (Bedard, 1994; Dei & Calliste, 2000; Roman, 

1993). Power and dominance conferred by Whiteness are produced in historical and social 

contexts and continue to reproduce themselves in contemporary social relationships. 

Frankenberg’s (1993) work showed how White identity and its concomitant privilege develops 

from historical contexts, and how Whiteness is historically and socially constructed in Western 

society, becoming the norm for social relations. These relations have largely gone unnoticed and 

have not been problematized. Whiteness has mostly been viewed from a neutral stance, despite 

its profound effect on social relationships, that being the creation of dominance for those who 

enjoy White privilege and subordination of others. Frankenberg noted that there is complexity 

in identities of White women and variations in identities and locations. She emphatically stated, 

“race shapes White women’s lives” (pp. 1, 236). Relational dimensions of Whiteness are 

intricately linked to each other and perpetuate privileges. At the outset of her work she identified 

three such dimensions: (a) as a structural advantage of race privilege, (b) as a “standpoint” from 

which White people view themselves in relation to others in society, and (c) as cultural practices 

that are taken for granted. Some of the taken-for granted privileges conferred by Whiteness are
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highlighted in the work of McIntosh (1992). She demonstrated the pervasiveness of everyday 

privileges that are conferred by White identity, and developed a comprehensive list of everyday 

practiees that are taken-for-granted by Whites; similar privileges are not available to non-White 

people.

Dei (2000), citing Roman (1997), argued that experiences of Whiteness are not universal 

or homogeneous: “therefore the antiraseist discursive practice must explore how gender, class 

and sexuality make the experience of being White different for different people” (p. 29). In 

health care occupations, allocation of privileges based on identity is clearly evident. People who 

make powerful decisions, such as politicians, and elites in medicine, are predominantly White 

males. In nursing, evidence of white privilege is pervasive. If one were to examine carefully 

the positioning of bodies in health care environments in Metropolitan Toronto, a telling picture 

emerges. Prestigious nursing positions are mostly occupied by White, Canadian-bom, middle- 

class women. Front-line positions, where the huh of physical nursing labor happens, attract a 

disproportionate number of people of color, many of whom are new immigrants. Armstrong, 

Choiniere, and Day (1993) noted that hierarchical divisions of labor in hospital are defined by 

race and gender. The voices of people in nursing who provide front-line care are not 

represented, least of all the army of immigrant women and people of color who provide the most 

basic care for people who are most dependent. Within the traditional arrangements of health 

care organizations, workers in these positions perform day-to-day essential work, but they have 

little control over decisions that affect their work. However, these front-line workers may utilize 

strategies of resistance that arise within their own power networks. These strategies may he 

expressed in various actions. For example, they may adhere strictly to only those tasks that are 

defined in their work guidelines, or they may find ways to attain positions that are perceived to
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be at a higher level in the organization. I agree with Dei’s argument for a long-term vision that 

antiracist practice should aim to share power and eliminate inequities. He stated that no one 

group should have automatic right and privilege to enjoy valued goods and services in society.

Another important point that is identified in the discursive framework is the need for a 

critieal understanding of history. The history and contributions of people of color are 

remarkably absent from mainstream nursing histories. Scholars such as Hine (1989), and 

Camegie (1986), have documented the struggles of Black women nurses in the United States in 

their fight against raeism and sexism, as well as their efforts to establish a system of health care 

for Black people and gain professional recognition in nursing. There are no comparable 

scholarly works in the history of Canadian nursing, although as noted by McPherson (1996), 

there has been systematic exclusion of minorities from nursing in Canada up to the 1960s.

Diseourses presented by mainstream scholars on power and oppression tend to position 

those who are oppressed as helpless victims. The antiracism discursive framework emphasizes 

the need to go beyond victimization to identify how racial oppression leads oppressed people to 

develop agency in resisting their oppression. The work of P. H. Collins (1991) demonstrated 

that historically Black women have used experiences of oppression to develop strategies for 

resistance, bell hooks (1988) argued that it is easy for women who are exploited to become 

complicit to the systems that cause their domination. This process occurs in nursing. Valentine 

(1994) pointed out that “because nurses are isolated from all vestiges of power, they fail to 

recognize oppression because it is so complete.. . .  Nurses are made to feel inferior because the 

earing ideology of nursing is not valued” (pp. 375-376). Often, when nurses suffer abuse they 

neglect to react because they are socialized to see suffering as part of their caring roles.
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Victims of oppression are often blamed for their condition. Pathological explanations 

of experiences are assigned by oppressors, because the tendency to blame the victim justifies the 

oppressors’ standpoint. In the antiracism discursive firamework, Dei raised critical questions 

about the school system which blames youth and families for failure instead of critically 

examining structures within institutional and societal systems that reproduce racial, gender, 

sexual and class-based inequalities (Dei, 1996a, 2000). Mainstream discourses value knowledge 

and experiences of the dominant group. This position leads to marginalization of certain voices 

in society and the devaluing of knowledge and experience of subordinate or minority groups. 

Whose experiences and knowledge are perceived to be valid and whose are devalued? P. H. 

Collins (1991) found that Black women in academia experience marginalization through 

devaluing of their knowledge and experience. At the same time, however, they use their 

“outsider within” position as a site for resistance. Foucault’s concept of subjugated knowledge 

is relevant in analyzing practices that contribute to the exclusion of Black women’s histories and 

experiences, and consequently pose a challenge to mainstream dominance in knowledge 

production. He noted that challenges to mainstream knowledge emerge through critical 

discourses.

In the quest for professional identity, nursing adhered closely to established canons and 

was slow to depart from traditional sources of knowledge. For example, the medical model 

dominated the development of nursing curricula throughout the 1960s and into the 1980s. With 

the introduction of works of various nursing theorists, the focus in nursing education moved 

away from dependence on the medical model. These theorists preferred to emphasize 

approaches that utilize holistic paradigms as models for developing nursing knowledge, 

however, such models tend not to consider differences such as race, culture, and sexual
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orientation. The demographics of Canada has become increasingly diverse, however, nursing 

education in Canada has traditionally been conservative. Education reproduces the workplace, 

therefore, it is not surprising that the diversity in nursing is not valued by many people in 

positions of power, since most educators and leaders in nursing are White, middle-class women 

who have been socialized in nursing through traditional approaches to education. The leadership 

in nursing remains mostly unchanged while consumers, including clients in the health care 

system and students in nursing education programs, have changed significantly to reflect the 

changing demographics in Canadian society. This changing situation has implications for career 

mobility among people of color who choose nursing as a career. Students and novice 

professionals benefit from having mentors and role models when people who reflect diverse 

groups are represented in strategic positions in nursing. In my extended experience as an 

educator, I have seen a significant change in the student body in schools of nursing in 

metropolitan areas in Canada, however, the faculties have not changed significantly in the 

representation of changing demographics.

Societal institutions are purveyors of culture. Institutions, including schools, universities 

and the arts, reproduce racial, gender, sexual and class inequalities. Both Dei (2000) and Essed 

(1991) showed that institutional practices create norms and values leading to legitimization of 

dominant cultural values as superior. Schools reproduce the system that creates inequalities and 

curriculum based on Eurocentric values are used to reproduce the status quo that serves to 

maintain inequalities. There is the tendency in the education system to ignore race. In schools, 

teachers claim that they do not see color. Children are expected to succeed on their own merit, 

when clearly the system disadvantages them by negating their experiences. Similar perspectives 

exist in nursing education. WTien diversity is introduced in nursing education, its primary focus
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is to encourage nurses to develop understanding of other cultures in order to provide culturally 

sensitive care. Students and practitioners are not encouraged to analyze their identities and to 

come to terms with their position of privilege or oppression.

Race, Gender, and Class; Perspectives in Nursing

Nursing scholarship has embraced knowledge development from Western scientific 

disciplines, particularly medicine and the social sciences. Very few Canadian nursing scholars 

have acknowledged the concept of race in their writings. A search of the Cumulative Index of 

Nursing and Allied Literature (CINAL) for the 1980sand 1990s yielded over 80 articles related 

to issues of race in nursing, most of which were from the United States, and a considerable 

number from Great Britain. Only three Canadian articles were found among these citations. As 

a discipline, nursing in the Canadian health care system has adopted essentialist perspectives that 

view all women’s experiences through the same lens. Many authors offer perspectives on 

gender-based oppression in nursing, however, other perspectives related to racism, ableism, and 

sexual orientation are not commonly emphasized (Cobum, 1987; Valentine, 1994). Critical 

perspectives on nursing and power relations have come mostly from scholars outside of the 

discipline. Writings on racial oppression in nursing have come mostly from the United States, 

and some from Great Britain. The book by historian Darlene Clarke Hine (1989), Black Women 

in White: Racial Conflict and Cooperation in the Nursing Profession 1890-1950, presented a 

comprehensive historical analysis of the stmggles of African-American women to gain 

recognition in American nursing. Hine’s work documented the oppression of Afncan-American 

nurses and their stmggles in fighting institutionalized racism in professional nursing and the 

American health care system, which oppressed and excluded African-American citizens. Her
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work demonstrated how Black women fiercely fought triple oppressions imposed by race, class, 

and gender to establish professional nursing for Black women, who were excluded from the 

profession by their White counterparts. Through their strategies of resistance, and with the 

support of community networks, these women established separate organizations for Black 

women in nursing. As a result of their activism, they succeeded in bringing about significant 

improvements to health care for Black communities. Hine’s work has shed light on the 

contributions of formidable African-American women who worked relentlessly to fight racial 

oppression, and brought about change in nursing and the health care system for Black people. 

Critics may argue that the Canadian context is different from the American one, therefore, there 

is no need to explore issues beyond gender oppression among nurses. However, I would argue 

that the absence of documented experiences of women of color from Canadian nursing speaks 

volumes for the need for scholarship that examines the intersection of multiple oppressions, such 

as race, gender, class, ageism, ableism and sexual orientation, as they influence the lived 

experiences of minorities in nursing.

Critical feminist scholars seek to move beyond a Eurocentric perspective in analyzing 

experiences of women of color. Concepts related to power and resistance are vital to 

imderstanding women’s responses to multiple forms of oppression. How has nursing come to 

internalize and operationalize race, gender, and class perspectives that serve to exclude some and 

marginalize some groups from full participation at all levels of the profession? McPherson 

(1996) developed a comprehensive analysis of nursing labor history using a framework based 

on gender, class, and ethnicity. She noted that Canadian nursing scholars have documented the 

accomplishments of nursing through much of the 20th century, but generally have failed to 

acknowledge the realities of working lives of nurses in hospitals and communities. Her work
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demonstrated that the Canadian nursing labor force through the decades of the early 20th century 

developed in response to social and economic conditions that were determined by labor market 

demands. She demonstrated how early nursing evolved from an ideology that led to the social 

construction of nursing as an occupation that was suitable only for White, Canadian-bom 

women.

Feminine virtues and respectability were attributed to White women, who were deemed 

capable of portraying acceptable social and sexual behavior with White, Canadian patients. This 

ideology effectively excluded persons from visible minorities from entering nursing. In the early 

history of Canadian nursing, exclusion based on race existed, and was supported by unwritten 

codes. In the post World War II era of the 1940s, racial exclusion was gradually challenged, 

primarily because of activism on the part of individual women of color with support from their 

communities. Although McPherson’s work emphasized gender, class and ethnicity, she also 

introduced race in discussing oppressions experienced by native-born and immigrant women of 

color in nursing. Her work is irmovative in analyzing contemporary Canadian nursing because 

she goes beyond the discourses that place gender and class as the primary sources of nursing 

oppression. Her analysis of nursing work focused on actual sites of employment, particularly 

the hospital. While she touched on issues of socialization she did not take up issues related to 

professionalism that are critical to the evolution of nursing during the decades of the 1960s 

through the 1990s.

Calliste’s (1993,1996) work emphasized Black nurses’ resistance to discrimination in 

Canada. In her research, she developed a comprehensive analysis of workplace practices that 

perpetuate a system of interlocking oppressions that have an impact on African-Canadian women 

working as nurses in hospitals in Canada. Her analysis explained how these women exercised
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agency in organizing against racism, which has been on the rise, and coincided with the 

economic downturn of the 1990s. She examined particular examples of nurses in Quebec and 

Ontario who had experienced workplace discrimination based on multiple interlocking sites and 

demonstrated how these women organized to fight oppressive workplace practices. Calliste’s 

(1996) study explicated how “racism interacts with sexism and class exploitation in the labor 

market” (p. 369) to disadvantage Black women. She has been given much credit for her 

pioneering work introducing race as an analytical category to study the situation of women, 

particularly in their efforts to organize and resist racism, sexism, and ableism. In a 1992 article, 

she documented activities that were initiated by nurses from the Caribbean to challenge Canada's 

racist immigration laws, which existed prior to the introduction of more liberal immigration laws 

passed in the late 1960s. As a result of activism, and with the support of members of the Black 

community, a number of women and some men succeeded in lobbying for amendment of 

immigration laws to allow people from the Caribbean to be admitted to Canada to work as 

registered nurses and registered nursing assistants. Calliste’s work is significant because she was 

one of the first scholars to study issues related to racism among immigrant nurses of color. Her 

work was groundbreaking because it took an integrated approach in studying the impact of 

racism, sexism, and ageism, and women’s ability to develop resistance to multiple oppressions 

in the workplace.

Das Gupta (1996) critiqued labor market theories because of their failure to address 

issues related to minority women who are found in large numbers in subordinate, insecure, low- 

paying positions in manufacturing and service sectors. She noted that in these sectors of the 

labor market, power relations are ordered by race, gender, and elass. The ideological 

underpinnings of racism, sexism, and classism serve to marginalize and subordinate people of
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color who are continuously subject to systemic discrimination that may arise consciously or 

unconsciously through institutional policies or individual actions. In her book, Racism and Paid 

Work, a chapter on racism in nursing corroborated the research of Calliste (1996) and Head 

(1984), whose work demonstrated how nurses, who are women of color, are excluded from 

positions of power in their profession. Das Gupta provided examples from nurses’ stories of 

workplace practices that demonstrated the existence of racism, including practices that led to 

scapegoating and marginalization.

Conceptual Framework

A synthesis of concepts from the literature provides an integrated conceptual framework 

for analyzing the experiences of women of color in nursing. This integrated approach takes into 

account the interlocking nature of race, gender, and class as sites of oppression. It goes beyond 

the monolithic approach that views oppression in nursing through the singular lens of gender. 

The key themes that contributed to the integrated conceptual framework were history and 

identity, marginalization, representation, women of color as “Other,” power, knowledge, agency 

and resistance.

History and Identity

Experiences of minorities and women of color have not been acknowledged in the 

history of nursing. Contributions of First Nations people and other minorities have been erased 

or remain marginalized in mainstream histories of nursing. For example, McPherson (1996) 

analyzed the social construction of nursing as an occupation for White, Canadian-bom women.
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She noted that historically, practices that were in place until the 1960s served to exclude 

minorities from entering schools of nursing in Canada.

Identity refers to how people define themselves and are defined in social contexts. Many 

factors contribute to the formation of identity, such as history, culture, race, gender, social class, 

socially constructed roles and geographical location. Identities are not static; they change 

depending on the social contexts in which people are located. Feminists, such as Lorde (1989), 

hooks (1984), and Mohanty (1991) are critical of White feminist scholarship that erases 

identities and experiences of women of color, and treats them as homogeneous groups. For 

immigrant women, their identities change as their location changes in various social contexts. 

For example, Ng (1988) analyzed the social construction of immigrant women in the Canadian 

labor market. She noted that the category “immigrant women” is associated with women who 

do not speak English, or speak with an accent. They are positioned in low-status jobs in the 

labor market and lumped as a homogeneous group. The classification of “immigrant women” 

ignores differences such as education, class, and social position.

In rapidly changing global contexts, hegemonic relations based on race, gender, and class 

are changing, as are struggles for equity and social justice (Giroux, 1991). Blacks and other 

minorities who have adopted identities based on race, may now take on other identities in order 

to resist oppression (Giroux, 1991; Omi & Winant, 1993). History and identity are critical 

concepts in analyzing experiences of women of color from the Caribbean who are nurses. 

Nursing has claimed a long history of oppression that has been mainly attributed to gender. 

Differences among nurses based on age, race, class ability, and sexual orientation are not taken 

into accoxmt in analysis of experiences of nurses in the Canadian context. Although minority
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nurses represent significant numbers in the health care system, their presence is hardly 

recognized and their voices are silenced in decision-making processes that influence health care.

Marginalization

According to Essed (1991), everyday racism involves day-to-day practices that are 

enacted as part of the daily lives of Black women who work in organizations where Eurocentric 

values are predominant. These everyday practices arise from accepted norms and values and are 

taken for granted. She stated that “marginalization is a set of processes and sub-processes 

whereby individuals feel a sense of Othemess” (p. 113). From her research, she found that 

marginalization was an ongoing feature of life for Black professional women, many of whom 

w ere nurses. In the course of their work these women had to deal with discriminatory practices, 

including devaluation of their education and experiences, and biases in routine interactions in 

the course of their work. P. H. Collins (1991) stated that relationships between economic, 

political and ideological factors serve to marginalize and keep Black women in subordinate 

positions in the labor market. Their experiences of subordination led Black women to develop 

strategies to resist oppression and eventually to participate in political activism.

Representation

Feminists, such as hooks (1984) and P. H. Collins (1991), identify limitations of 

mainstream feminist scholarship in representing experiences of women of color in their works.

Higginbotham (1997) also noted the absence of Blacks in leadership positions in the workforce, 

while they commonly find employment in gender-segregated work in service industries such as 

nursing, teaching and clerical work. Hall (2000) argued that stereotyping influences how groups
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are represented in soeiety. Racialized groups become “Others” who are outside the power 

structures of societies that are constructed on dominant Eurocentric norms and values. Hall’s 

analysis is significant in understanding the construction of the Other. Commonly accepted 

practiees in society are based on stereotyping and support regimes that exclude racial groups 

from representation in positions that are associated with prestige and power. S. Hall stated that 

“stereotyping reduces people to few simple essential characteristics, which are represented as 

fixed by nature” (2000, p. 257).

Stereotypes have become a critical factor in the development of Othemess. This concept 

of Othemess is important in demonstrating how identities of immigrant nurses are eonstmcted 

when they enter the labor market. When they arrive in Canada, many of these nurses are subject 

to stereotypes that keep them in marginalized positions. Initially their credentials are not 

accepted, and they are required to take additional courses and examinations before they can 

practise as RNs. One common stereotype relates to their perceived difficulty in successfully 

writing the Canadian licensing examination. Some nurses do have difficulty in writing this 

examination, but others have little or no difficulty depending on their language, educational 

background and the location and type of program from which they graduated. There is a 

common perception that foreign-trained nurses are a homogeneous group; this omits 

consideration of differences such as culture, class, language and education. Such perception is 

gradually changing, however, reactions vary according to demand in the labor market for nurses.

Power and Knowledge

Historically, economic, political, and social forces in Westem societies have kept people 

of color oppressed in order to maintain the hegemonic position of a White majority. Foucault’s
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methods depart from traditional views in analyzing power relationships. His approaches 

demonstrate how power and knowledge are joined through discursive practices. Westem 

scientific knowledge is accepted as the foundation of regimes of tmth, while other forms of 

knowledge are subjugated. This approach is useful in analyzing the position of nursing 

knowledge in the health care system that accords superior position to medical knowledge.

Another approach in analyzing power is taken from antiracism frameworks. Antiracism 

is a political project in which the key argument is the need to unravel interlocking oppressions 

and to bring about social justice and equity. The task then is to achieve inclusion through power 

sharing. Antiracist feminist scholars support this political agenda. These scholars have 

demonstrated how Black women have resisted interlocking oppressions based on race, gender 

and class, and have used knowledge gained from experiences of oppression to develop 

oppositional voices, that have contributed to development of new epistemologies (Agnew, 1996; 

Collins, 1991; hooks, 1984). The discipline of nursing bases its ideological underpinnings on 

humanism and caring. Nursing knowledge continues to support gender as the main site of 

oppression, consequently, the experience of women of color continues to be absent from 

discourses in the Canadian context.

Agency and Resistance

The concept of agency implies ability to take aetion on one’s own behalf. By taking 

action, one can resist oppressive practices that are present in social relationships. Goddard 

(1990) defined agency as “the capacity or willingness of actors to take steps in relation to their 

social situation” (p. 3). Gender is linked to agency, because gender is part of identity and 

subjectivity. In this framework, it has been established that many factors contribute to
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definitions of identity and subjectivity, however, the primary concern, here, is the relationships 

of race, gender, and class in shaping experiences of immigrant women of color in nursing. 

Specifically, I focus on strategies developed by participants to resist barriers encountered in their 

career as RNs. Historically, Black women have worked in racially oppressive situations. They 

used knowledge gained from working in racialized and gendered situations to take action in 

developing strategies of resistance to oppression (Collins, 1991,1996; Essed, 1991).

The literature reviewed provided several perspectives for analyzing strategies by which 

participants developed resistance to oppressions encountered in their work as RNs. Foucault 

proposed that there are links between power/knowledge and resistance. He argued that networks 

of power are created from various positions in which people are located. From these positions, 

they can exercise power as well as develop resistance. Dei, Mazzuca, Mclssac, and Zine (1997) 

claimed that resistance involves “the attitudes, behaviors and actions which challenge dominant 

institutional norms and practices as a means to effect social and institutional change” (p. 25). 

The perspectives gleaned from the literature contribute cumulatively to the development of an 

integrated framework for analyzing participants’ narratives of their lived experience in their 

careers as RNs.

Summary

This chapter presents an overview of literature that informed the thesis. I started with 

a review of relevant literature on career mobility. Analysis of selected works was presented to 

support inclusion of race as an analytical category. A review of specific writings of critical 

feminist scholars was included in which they argued for a departure from essentialist approaches 

taken by early White feminist scholars. These scholars advocated the use of analytical
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approaches that take into account the impact of multiple sites of oppression, including gender, 

race, class, age, and sexual orientation. I have drawn on the works of scholars such as P. H. 

Collins (1991, 1998), hooks (1994), Lorde (1984), Maynard (1994) and Mohanty (1994). 

Together with these works, a synthesis of concepts from antiracism frameworks including Dei’s 

(1996, 1998, 2000) discursive antiracism framework and Essed’s theory of everyday racism 

provide an integrated framework for analyzing lived experiences of women of color in their 

careers as registered nurses.

Concepts included in the integrated framework include identity and history, 

marginalization, representation, immigrant nurses as “Other,” power/knowledge, agency and 

resistance.
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CHAPTER 4 

RESEARCH METHODOLOGY

Introduction

This chapter presents a discussion of methods utilized in conducting the research. I begin 

with the rationale for choosing a qualitative descriptive methodology, and then discuss the politics 

of doing the research. A detailed discussion of the steps used in the research process is included: 

methods of selecting participants, ethical considerations, and data-gathering processes and 

procedures applied in analyzing data. A profile of participants, obtained through the collection 

of demographic data, is presented.

Rationale for Use of Qualitative Methodology

This research uses qualitative, descriptive methodology. I chose to use qualitative 

methodology because of the flexibility that it offered in studying lived experiences of nurses 

working in the Canadian health care system. Qualitative research methods have been refined over 

several decades and are now accepted as a sound research method across many disciplines, such 

as anthropology, sociology, and nursing (Denzin & Lincoln, 1998). There were several factors 

that provided the rationale for my choice of this methodology. Using the qualitative method 

enabled me to start with my own experience, and to develop research based on my curiosity and 

interest. My experiences as an immigrant woman from the Caribbean, who has worked in the 

Canadian health care system for several decades, provided me with extensive knowledge of 

nursing. Although I have an insider perspective on issues related to experiences of Caribbean

90
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women in nursing, I do not possess knowledge of the unique experiences and stories of my 

participants. Qualitative researchers have raised questions concerning identity and location of 

researchers entering the field. A host of factors influence interaction between the researcher and 

participants. In the research process, interactions are shaped by many factors such as the 

“researcher’s personal history, biography, gender, social class, race,. . .  ethnicity” (Denzin & 

Lincoln, 1998, p. 4). The question of changing identities also comes into play in interaction 

between researcher and participants. Different aspects of identities are highlighted at different 

points. It is important to focus on the quality of relationships with participants (Narayan, 1997). 

I had some concems about my position in relating to potential participants. From the standpoint 

of being an educator and researcher, I thought about power differentials. I worried about whether 

participants who knew me in my role as educator would feel obligated to come on side with the 

research. My identity as a colleague who shared common history as an immigrant woman from 

the Caribbean, as well as my knowledge of nursing issues, also presented areas of potential 

conflict. I was aware of issues related to “outsider-within” standpoints (Collins, 1991; Zavella, 

1997). I felt that being honest, open and respectful of participants would engender their trust and 

therefore minimize risk of conflict.

The qualitative paradigm recognizes different ways of knowing and different ways of 

conveying participants’ experiences. For me, it was important to use strategies that would enable 

participants to convey their stories without feeling any threats; to interact with participants in a 

nonthreatening environment that created trust and respect. In a qualitative design it is possible 

to use several strategies for collecting data. I chose to use semi-structured interviews, which 

avoided questions requiring participants to respond to forced choices; a strategy commonly used 

in the positivistic paradigm (Lofiand & Lofland, 1984; Marshall & Rossman, 1989).
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Designing and Implementing the Research

The qualitative approach enables the researcher to develop flexible yet rigorous 

approaches. From the time I began to think about the research design, I framed and reframed the 

research questions so that they would be clear and reflect the focus of the research. Part of the 

flexibility of the design enabled me to select a sample of participants who could respond to 

concems that were germane to the investigation. The central goal of this thesis is to examine 

lived experiences of immigrant women as they experienced their careers as RNs. It was cracial 

to use a research strategy that enabled participants to convey their stories in their own voices. 

The use of open-ended, semi-stmctured questions was selected because it offered possibilities to 

hear participants’ voices, without their having to provide stmctured responses to specific 

predetermined questions. This approach departs from the positivistic paradigm where the 

researcher’s goal is to prove or disprove hypotheses through the use of statistical probabilities, 

and to generalize findings to large populations.

In making the decision to gather qualitative descriptive data through the use of open- 

ended interviews, it was possible to collect rich data that captured details of participants’ lived 

experiences. The interview method allowed me to engage with the participants in natural 

conversation that involved asking questions, and active listening (Denzin & Lincoln, 1998). 

Using a semi-stmctured interview guide with open-ended questions enabled participants to relate 

stories of their lived experiences without constraints, such as those encountered in rigidly 

stmctured interviews or responding to questionnaires. The decision to select a small sample of 

14 participants was deliberate. Qualitative research does not emphasize large samples, such as 

those that are used in gathering data from large-scale surveys. Using open-ended interviews, 

with a small number of participants, can produce large amounts of data. The richness of the data
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allows the researcher to explore themes and patterns without reaching saturation (Lincoln & 

Guha, 1985). My decision to focus on a group of women who had experience in nursing over 

a specified period was based on reflexivity. The concept of reflexivity “implies that the 

researcher is part of the world that she or he studies and is affected by it” (Morse, 1994, p. 165). 

My personal knowledge gained from being a woman from the Caribbean, who also has 

extensive experience in nursing and education, enabled me to share common experiences v^th 

the participants. I had insights that facilitated the interview process. I was able to pick up 

important cues in the interviews. These were used as prompts enabling participants to tell stories 

that added depth to the richness of the data. It was important to hear their voices with the 

intonations, and nuances that provided deeper understanding of their lived experiences with the 

attendant emotions and feelings.

The semi-structured interview guide included open-ended questions that were developed 

for the purpose of this research. I drew on insights gained through previous experiences in doing 

research with colleagues who were immigrant women. These colleagues had experience 

working as RNs and had filed grievances related to perceived racism in their workplace. Input 

from a colleague who had carried out extensive research with immigrant women and their 

responses to health concems was also used in developing the interview guide. Some colleagues 

were asked to review the draft of the interview guide. Two people gave valuable input that was 

used in refining the questions. The finalized interview guide consisted of ten open-ended 

questions that focused on three areas. The first area of questions asked the women to explore 

their initial experiences and their journey in establishing a career as registered nurses in Canada. 

The next set of questions explored perspectives on racism and sexism from personal and 

systemic standpoints. The final set of questions focused on the impact of mentorship on career
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mobility, because the absence of mentors has been identified as an obstacle for Black women’s 

achievement of career goals (Gregory, 1999; Weber & Higginbotham, 1997). The overall intent 

of the questions was to investigate the women’s perception of their lived experiences in nursing, 

as they were influenced by race, gender, and class, and how they perceived their ability to 

achieve career mobility.

During the interviews, the questions were used only as a guide. The interview process 

was flexible and I was able to build on cues from the participant’s conversation. I used active 

listening that enabled me to pick up on cues and use them as prompts to encourage participants 

to explore areas that emerged in the conversations. This process used interactive strategies and 

ensured that women felt comfortable and safe in sharing their stories. I was continuously aware 

of my verbal and nonverbal posture, and was particularly careful not to introduce my own views. 

One distinct advantage that accrued, was that I was able to gather large amounts of data in a 

reasonably short time frame. Each participant was offered the opportunity to read the transcript 

of her own data to validate the information. Two participants accepted, and their readings 

validated the accuracy of interview data; only minor changes in the transcripts were made based 

on their input. Others cited time constraints and declined to review the data. When 1 later 

reviewed the audiotapes, I was assured that my listening skills were honed; I was able to pick 

up and pursue cues that reflected eoneems of the participants, thus, important data were 

gathered. In addition to the interviews, demographic data were obtained using a written 

questionnaire that asked questions related to age range, self-identification, education 

background, migration history and work experiences.
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Politics of Doing the Research

For most of the last two decades, I have had an interest in researching and documenting

information on experiences of immigrant women who are nurses in Canada. My curiosities stem

fk)m my own perceptions of the absence of voices and experiences of women of color from

Canadian nursing scholarship. According to Kirby and McKenna (1989):

Researching from the margins is a continuous process that begins with a concern that is 
rooted in experience. The research process consists of planning to gather information, 
actually gathering . . .  and making sense of it; concurrently the researcher engages in a 
process of self-reflection as a process of creating knowledge, (p. 45)

The decision to research the experiences of women of color from the Caribbean was in itself a 

political act. When I discussed the chosen topic with colleagues, several people expressed 

skepticism. Some colleagues suggested that the focus on the experiences of one group was too 

narrow and that the overall interests of nursing would not be served. In responding to 

colleagues, I argued that the experiences of minority nurses in Canada have not been 

documented, and that their contributions are invisible. This work is important because it 

provides a beginning point to open dialogue about experiences of colleagues whose voices and 

experiences have been excluded from mainstream debates in nursing. I admit that I had some 

ambivalence in selecting the research topic, however, after much consideration I went with my 

“gut feeling” that this was an important area of study. Among potential participants, two people 

cautioned that I should not assume there is racism in nursing. I assured them race influenced the 

experiences of all people in society, so it was important to hear the perceptions of people in 

nursing. During the interviews, one of these two participants refused to answer the question 

related to perceptions of racism.

In nursing debates, issues related to diversity are not given a great deal of emphasis. 

When they are raised, emphais is placed on the need for nurses to become culturally aware in
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order to provide sensitive care to their patients (Leininger, 1995). Diversity among nursing 

practitioners in areas related to age, ability, race, and sexual orientation is rarely discussed. 

Among colleagues who were approached as potential participants for the study, there was a sense 

of eagemess as well as caution. Most people welcomed with interest the idea that I wanted to 

Study a topic that was relevant to their experience. They expressed their opinion that the 

research was timely. All participants were committed to being part of the research and looked 

forward to the completion of the work. From my own position I felt a sense of commitment to 

pursue this work, even though it is happening late in my career in nursing. My expectation is 

that by sharing some experiences of one group of women of color, this research will further open 

the dialogue on diversity and equity among other groups of practitioners in this occupation.

Selection of Participants

A purposive sample of 14 women from the Carihhean who are RNs in Canada was 

selected by network or snowball sampling. My rationale for choosing this method of sampling 

took into consideration that I needed to recruit participants who had knowledge and experience 

of the areas of investigation in the study. In doing qualitative research, choice of the sampling 

methods is an integral part of the research design. My interest in investigating the impact of 

race, gender, and class on Carihhean women’s experiences as RNs provided the starting point.

I utilized a theoretical sampling approach. In this approach the sample is chosen to reflect the 

concepts that are relevant to the research (Strauss & Corbin, 1990). It was important that I 

included participants who had an established track record in nursing and whose history and 

experience could reflect the impact of race, gender and class in their nursing experiences. It 

would not be feasible to use sampling techniques such as those used in quantitative research.
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For example, random sampling does not work with a small sample, besides, it would be unlikely 

to randomly seleet people whose bad experiences in the area of investigation.

My own knowledge, experiences and network of women Mends and colleagues from the 

Caribbean who bad extensive experiences as RNs working in Canada also influenced the 

selection of participants. The question of my credibility as a researcher was also a factor in 

selecting the participants. I was comfortable that they trusted my judgement, since I bad always 

maintained a relationship of mutual respect with my colleagues. This was confirmed by the 

responses of the first two potential participants that I approached. These women expressed 

enthusiasm about my research and indicated that it was timely. They willingly agreed to 

recommend other people as potential participants. I was able to recruit participants with relative 

ease.

Methods used in qualitative research can produce large amounts of data with small 

numbers of participants. With this awareness, I made the decision to include 14 participants. 

I used open-ended, semi-structured interviews that would enable participants to tell stories of 

their lived experiences. With this open-ended method of data collection I realized that with 14 

participants I could gather rich data without reaching theoretical saturation. At that point data 

would become repetitious and detract from the sorting and selection of themes during data 

analysis (Denzin & Lincoln, 1998).

The criteria for inclusion of participants were predetermined. Among participants 

selected, all were women of African heritage who had immigrated to Canada from the 

Caribbean. All were English speaking, having English as their first language. They were all 

RNs who had worked at their profession in Canada for at least 10 years in any health care 

facility, and in any kind of nursing position. Length of employment was important because the
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focus of the study is on how participants navigated their career over three decades. The process 

of selection started with contacting individuals in my personal and professional network. 

Among potential participants who were contacted, only two people who expressed interest in 

participating in the study were not able to follow through as participants, because of time 

constraints in scheduling the interview. One potential participant did not meet one of the 

inclusion criteria, since she had worked as an RN in Canada for less than ten years. She was 

keen about the research and offered to assist in recruiting other participants. I was able to gain 

access to participants with ease; each participant was eager to participate. When I contacted 

those whom I did not personally know, some indicated that they had heard about the research 

and were supportive of it. Several persons expressed delight that I had chosen the area of 

research, however, one woman suggested that this was a difficult area and that I should expect 

to find challenges in carrying out the research. She consented to participate and became the 

second person to be interviewed.

I employed several predetermined guidelines in selecting participants. The first 

guideline used in the selection process included selection of women from the Caribbean who 

experienced work in different practice sites, such as hospitals, community health agencies, and 

chronic care facilities. It was important to reflect the various sites of employment, because it 

would be important to determine whether participants were more commonly represented in some 

areas of employment than others. Research indicates that there is a tendency for Black nurses 

to be employed in particular areas in hospitals such as chronic care (Calliste, 1996; Gulley & 

Dyson, 2001). The second guideline considered the time frame. In order to determine 

participants’ career path, it was important to include nurses who had work experience of ten 

years or more. The third guideline considered the variety of experiences. Participants had a
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range of levels of practice, including RNs who worked as staff nurses, educators and managers, 

and who had worked in a variety of health care sites. The fourth guideline considered 

immigration history and included women who immigrated to Canada in the 1960s, 1970s, 1980s, 

and 1990s. It was important to include these decades since the context for the research 

considered the evolution of nursing in Canada during that time frame. The selection of 

participants also reflected different experiences in their journey to becoming registered nurses 

in Canada. A majority of participants came to Canada having obtained basic qualifications as 

nurses in other coimtries; four obtained their qualifications as RNs in Canada. The guidelines 

were useful in selecting a sample of participants whose experience provided a broad range of 

data that included perspectives on factors that influence career mobility of Caribbean women 

who are RNs in Canada.

Ethical Considerations

In conducting qualitative research, the researcher must establish utmost precautions to 

ensure that participants are receptive and confident, and no harm will come to them (Marshall 

& Rossman, 1989). This research ventures into territory that is not only sensitive, but also 

political in nature, hence, it was important to clarify ethical guidelines with particular emphasis 

on demonstrating elements of confidentiality to participants. Because participants were asked 

to discuss experiences related to career and work, concems about possible identification of 

employers and colleagues were foremost. Methods adhered to in the ethical considerations were 

designed to maintain strict confidentiality, reduce risk of harm, and ensure a sense of trust and 

comfort in the participants that no disclosure of confidential information would occur. In 

managing the research, I built in contingencies to achieve the utmost confidentiality.
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Participants were informed about the purpose of the research. Initial contacts were made either 

in person or by telephone, at which time a brief overview of the research was explained. They 

were given opportunity to think about whether they were willing to participate. I agreed to 

contact them at a later date to determine their decision. Most participants with whom second 

contacts were made, agreed to participate. They were offered the option to choose the time and 

place for the interviews.

Several venues became interview sites. In each interview, precautions were taken to 

ensure privacy and avoid interruptions. Some people agreed to be interviewed at the university 

where I was employed. This site was chosen because of its central location. Prior to the 

interviews, private meeting rooms and equipment were reserved. Other participants selected 

their own home as a meeting place for the interview, a few came to my home, and one 

participant selected her own workplace. She reserved a private meeting room for the interview 

and informed colleagues that she would be unavailable during our meeting. Another participant 

chose to be interviewed at the university where she was a part-time student. She lived out of the 

city and was juggling work and school and family responsibilities, so this was most convenient 

for her. In all cases, interview sites were carefully chosen with consideration to ensure 

maximum privacy and minimal interruptions during interviews.

At the begirming of the interview, a detailed explanation of the study was provided. 

Each participant was asked to read and sign a statement of informed consent that spelled out 

clearly the ethical considerations for the research. Each participant was given an explanation 

of the purpose of the research. The strategies for data collection, including the interview process 

and a written demographic data profile, were outlined. Voluntary participation was emphasized.

Each participant was made aware of their option to refuse to answer any question, and to opt
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out of the research if there were concems, or any discomfort. Explanations of risks and benefits 

were provided. The major identified risk was that of disclosure of information, which could put 

participants in compromising situations if sensitive information was identifiable. Participants 

were assured that in reporting the data, only pseudonyms would be used. No institution would 

be referred to by specific name. Confidentiality respecting storage and retrieval was 

emphasized. All data tapes, transcriptions and computer discs were accessible only to me and 

were stored in a locked filing cabinet in my home. Participants were assured that the data would 

be used only for research for the dissertation and any related presentations of written work that 

emerged directly from the dissertation. Throughout the research process, the importanee of 

maintaining confidentiality was emphasized. In reporting data, names of participants as well as 

institutions were protected. Institutions were referred to by use of generic terms, such as the 

hospital and the community. Participants were identified by pseudonyms. In doing so I 

exercised extreme care in assigning names that had absolutely no relationship to any identifying 

data. For the purpose of cross-referencing I assigned each individual a name corresponding to 

the numbered interviews.

The undertaking of this project raised many ethical challenges. The existence of racism 

is constantly denied in the larger context of Canadian society. Often the question is asked, how 

do you know that people’s claim of racism is legitimate? The onus is placed on the person who 

has the experience to prove discrimination. In doing the research, extreme care has to be taken 

not to divulge any data that could identify participants or institutions, thus, it became a challenge 

to validate data. In reading original transcripts, I was limited because of maintaining 

confidentiality; I could only ask each participant to read her own data. Another challenge related 

to availability of time. Most participants indicated time constraints as a barrier to reading and
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giving feedback on their data transcript. All were offered the opportunity to do so; two 

participants accepted and only minimal changes were made based on their feedback.

In choosing to do antiracism research, ethical challenges related to knowledge production 

arose. My colleagues and I encoimtered obstacles related to the dissemination of research 

findings when we did previous research on nurses’ experience with workplace discrimination. 

Several nursing journals refused to consider our work for publication, citing issues concerning 

the area of focus in the research. Ethical questions arising from this experience are complex. 

What are the rights of publishers to control content of publications? What are the rights of 

readers to be informed about social issues that affect a significant group of nurses? In terms of 

developing future research and disseminating knowledge that could bring about change in 

institutional policies and practices that exclude or disadvantage some members of some groups, 

the common obstacle is the absence of sound Canadian data. The larger ethical challenge then 

beomes: how does this important area of nursing scholarship move from the margins to the 

centre in order to build a body of knowledge that is critical to changing the status quo?

Data Gathering

Data gathering took place over a 12-month period from November 1998 to November 

1999. During this period, I initiated contact with the first few participants and made 

arrangements for initial interviews at the designated time and place indicated by participants. 

In several cases, the interviews proceeded at the initially scheduled time, however, in other 

situations, interviews had to be rescheduled to accommodate changes in participant schedules 

related to work, family or school commitments. The data-gathering process was longer than I
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initially anticipated. As I worked with these women to arrange and rearrange meeting times, it 

became evident that the reality of their lives was a constant juggling act.

When I met participants at the prearranged time and place, I explained the nature of the 

research. They read and signed the statement of informed consent and asked whatever questions 

they had, to which I provided further explanations. Each participant was asked to complete a 

demographic data profile that gathered information about her migration history, age category, 

education prior to nursing, continuing education, employment history and work experience in 

nursing. Written answers were completed by participants in an average of ten minutes.

During the interview, an open-ended approach using a guide enabled participants to 

focus on broad experiences, but particularly on their experiences as women of color. The focus 

of the research explored the impact of racism, sexism and classism in shaping the women’s 

careers. Time intervals ranged from 75 to 120 minutes; the average time for interviews was 90 

minutes. I made transcripts as soon as possible following the interviews. The process of data 

gathering and analysis proceeded simultaneously. When I went back to listen to tape recordings, 

the quality of the tapes enabled me to capture content clearly. This process of listening to the 

tapes and transcribing the interviews was invaluable, not only in helping me to become familiar 

with the data, but hear the women’s voices, with the intonations and silences. I believe that 

strategies used in the data collection process were flexible, interactive, and empowering to the 

participants.

Profile of Participants

A profile of participants was developed from written responses provided in the 

demographic data questionnaires completed by each participant (see Tables 1 and 2). Among
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participants were 14 women of African-Caribbean heritage, from seven Caribbean, English- 

speaking coimtries. They represented a wide range of ages, education, and experiences. Their 

immigration history spans the period from 1960s to 1990s. All participants were bom and raised 

in the Caribbean, except one who was bom in England. Her parents emigrated to England, but 

returned to live in the Caribbean where she spent her formative years. As a young adult, she 

retumed to reside in England where she studied nursing. Among the other participants, several 

had lived in England and studied nursing there, before coming to Canada. In the 1960s, many 

Caribbean countries were still colonies of England. Residents of Caribbean countries commonly 

travelled to England for education and economic reasons (Barrow, 1996). Reported ages ranged 

from mid-30s to mid-50s. Their experiences working as registered nurses in Canada ranged 

from 10 to 30 years; seven had work experiences of 20 years or less, and the remaining seven 

had more than 20 years of experience. All participants had worked in specialty areas in acute 

care hospitals. To function in these areas, registered nurses require a high level of knowledge 

and skills. With regard to current employment, all participants except one continue to be 

employed in nursing in varied capacities, mostly in acute care hospitals. The one participant 

who was unemployed at the time of the interview had previously worked in a senior position in 

middle management, but the position was eliminated during restructuring of the hospital where 

she was employed.
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Table 1

Demographic Profile o f  Participants

ID# Name 
&
Interview
Date

Age
Range in 
years

Years
Nursing
in
Canada

Nursing Experiences in 
Canada

Current
Employment
Status

#1 Ann 
13/11/98

51 to 55 23 Acute care hospital 4 years, 
private duty 2 years, teaching 
13 years

Retired from nursing, 
self-employed

#2 Betty 
3/12/98

51 to 55 30 Acute care hospital, ICU, 
PACU, Medical surgical- 
educator ER, PACU

Seeking full-time job, 
part-time teaching

#3 Connie 
26/10/98

41 to 45 20 Perinatology 15 years. 
Plastic surgery 2 years

Hospital, client 
educator

#4 Donna 
9/11/98

41 to 45 16 ENT 6 years, thoracic 
3 years, ICU 1 year

Hospital staff nurse

#5 Elsa 
18/11/98

41 to 45 18 Hospital staff nurse 
15 years, agency 2 years

Part-time staff nurse, 
part-time teaching

#6 Fran 
25/11/98

36 to 40 14 years Orthopaedic nursing years, IV 
team years, G/U years, clinical 
analyst 1 year

Staff nurse, part-time, 
student

#7 Jane 
22/12/98

46 to 50 23 Staff nurse, supervisor, 
gerontology, community 
health

Community health 
nursing

#8 Molly 
11/11/98

36 to 40 14 Labor and delivery 10 years, 
NICU 2 years, medical 
surgical 1 year

Community agency, 
case management

#9 Pennie 
1/12/98

36 to 40 17 Hospital staff nurse, obstetrics, 
emergency department

Hospital staff nurse

Table 1 continued next page
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Table 1 (continued)

ID# Name 
&
Interview
Date

Age
Range in 
years

Years
Nursing
in
Canada

Nursing Experiences in 
Canada

Current
Employment
Status

#10 Jessie 
5/3/99

41 to 45 22 Surgery 3 years, ICU 5 years, 
emergency, cardiology 5 
years, psychiatry 9 years

Hospital staff nurse

#11 Rose 
28/2/99

46 to 50 24 Surgery 3 years, gynaecology 
3 years, critical care 2 years, 
obstetrics and gynaecology 5 
years, administration 12 years, 
community care 1 year

Administration 
community care

#12 Sally 
28/2/99

46 to 50 15 Staff nurse, general surgery, 
ambulatory surgery, care 
leader

Patient care team 
leader

#13 Jasmine 
10/2/99

51 to 55 27 General surgery, ENT, Team 
leader orthopaedic nursing, 
pre-admission clinic

Staff nurse 
pre-admission clinic

#14 Mary 
14/4/99

46 to 50 24 Hospital staff nurse, team 
leader, community health 
nursing

Community health 
nursing

Note: Participants listed their job experiences in various ways, e.g., some listed areas such as 
obstetrics, medicine, surgery, psychiatry; others listed types of patients; still others listed 
departments or functional areas, e.g., emergency department. Some specialty areas are listed in 
abbreviations commonly used to describe specialty practice areas, e.g., ENT: ear, nose and 
throat; PACU: postanaesthetic care unit; ICU: intensive care unit; and IV team: intravenous 
therapy team.
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Table 2

Levels o f  Education

Level of Education Number of Participants

Basic Nursing Diploma and place obtained

England 6
Caribbean 4
Canada 4 (Three of diese started as RNAs)

Education After Nursing Diploma

Certificate in nursing specialties 2
Baccalaureate degree in nursing 5
Baccalaureate degree other than nursing 2
Nursing diploma only 5

Graduate Education

Master’s degree in nursing 4
Master’s degree not in nursing 1
Master’s degree in Nursing in progress 2
No graduate degree reported 7

Education history of the participants was rich and varied. All except two participants 

completed high school education in their home country, and went on to study nursing at the 

diploma level in their county of birth or immigrated to England to study. The two participants 

who completed high school in Canada went on to study at the diploma level in community 

college. Although most of the participants were immigrant women of color who immigrated to 

Canada after having received basic nursing education in another country, it was valuable to 

include participants who were immigrants and had gone through a program of basic nursing 

education in Canada. Including these participants provided the opportunity for comparison of 

experiences in relation to their careers as nurses. Does an education in a Canadian nursing
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school make a difference in the women’s experience? One interesting faet that came out of 

participants’ profiles was that some participants who had received nursing education in Canada 

were channelled into nursing assistant programs, and later found their way into a program for 

registered nurses. All partieipants had pursued education beyond the diploma level. Many 

completed various professional certificates, e.g., in intensive care nursing or emergency nursing. 

Among the participants, it appears that their education achievements had surpassed that of the 

general population of nurses. Hou and Balakrishnan (1996) suggested that statistics on 

immigrants from Third World countries indicate a higher level of education for skilled 

immigrants, when measured against comparable groups in the Canadian population. Of the 14 

respondents, seven women had completed university education at the baccalaureate level, three 

of whom had gone on to complete a master’s degree.

Data Analysis

Field data were collected through open-ended, semi-structured interviews and were 

analyzed using strategies that enabled the voices of the participants to be heard. Interview 

questions and prompts focused on areas that were thought to be important in identifying the 

impact of race, class and gender in shaping participants’ experiences as registered nurses in the 

Canadian health care system. The first phase of analyzing data involved a thorough reading of 

the interviews as soon as they were completed, subsequently, all interviews were read as a 

whole. At the initial and subsequent reading, recurrent themes were selected from the narratives. 

Common themes were marked by color coding and use of notes recorded on data sets. The next 

step involved grouping common themes. At this stage, themes were categorized and placed into 

groups using the themes from the conceptual framework.
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A synthesis of key themes derived from a review of literature provided the conceptual 

framework for in-depth analysis of participants’ narratives. Among the themes from the 

literature that provided the framework for analysis of participants’ narratives were: history and 

identity, marginalization, foreign-trained nurse as Other, representation, power/knowledge, 

agency and resistance. Allowance was made to include other themes that emerged from the data, 

but did not fit in the areas determined by the conceptual framework. Excerpts taken from 

narratives were presented in direct quotations that presented the voices of the participants. 

Themes from the conceptual framework and related literature provided means for organizing the 

narratives. Excerpts from narratives were identified using direct quotations from interviews 

between the participants (P) and the interviewer (I). Themes that emerged from participants’ 

narratives were also an integral part of the data analysis. For example, a key theme that arose 

related to participants’ early experience in balancing demands of family and careers. These 

demands had implications for the participants in how their identities as RNs were shaped at the 

beginning of their careers.

Summary

Chapter four presents a detailed outline of the research methodology. The study utilized 

a qualitative, descriptive methodology in whieh data were gathered through in-depth, semi- 

stmctured interviews. The participants in the research were a convenience sample of 14 

participants, all of whom are immigrant women from the Caribbean who have worked as 

registered nurses in Canada over a period of 10 to 30 years. A demographic profile of 

participants was developed from data gathered in a written questionnaire. Most participants had 

acquired education beyond the basic entry-level diploma that is required to practice as a RN.
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Data on employment indicated that the majority of participants worked in acute care hospitals 

in a variety of specialty areas.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



CHAPTER 5 

BARRIERS TO CAREER MOBILITY

Introduction

This is the first of two chapters that brings the voices of participants to the forefi*ont. The 

narratives of their lived experiences indicated that they encountered many more barriers than 

facilitators as they navigated their careers as RNs working in the Canadian health care system. 

These barriers related to experiences conceming their identities as working-class women from 

the Caribbean who were attempting to access professional nursing in Canada. There were also 

significant barriers related to systemic practices that created disadvantages on the basis of race, 

gender, and class. As immigrant women, at the begirming of their careers, their financial 

situation placed them within the working-class group. In the demographic questiormaire, they 

were asked how they identified themselves in the context of the Canadian class system; five 

identified their location as middle-class, four as working-class and another five did not respond. 

Culley, Dyson, Ham-Ying and Young (2001) found that women who emigrated from the 

Caribbean to England and worked in nursing achieved middle-class status after several years.

For some participants, there were formidable barriers in accessing their first job in 

nursing. As their careers progressed, they experienced further barriers related to power 

dynamics in the work environment, including working relationships with colleagues. Through 

their self-determination, they developed individual strategies that enabled them to respond to 

barriers, and move forward to attain some of their career goals. Themes from the literature 

provided the framework for organizing participants’ experiences that emerged from the data.

I l l
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Significant themes that were used in analyzing data ineluded history and identity, representation, 

marginalization, immigrant nurse as other, power, knowledge, agency and resistance.

Representation and the Organizational Hierarchy

Most participants in this study were currently or previously employed in acute eare 

hospitals; three of the 14 women held positions in community health settings. Hospitals are 

highly complex, bureaucratic organizations with their own eultures. In Canada, they are the 

largest employer of nurses as well as other categories of health care personnel, who possess a 

wide range of knowledge and skills. Interactions among hospital staff are governed by intricate 

systems of organizational politics (Growe, 1991). Intersections of race, gender and class 

relationships are pervasive in hospital polities, and have an impaet on the working lives of nurses 

who are mostly women.

In the interview, participants were asked to talk about their experiences beyond their first 

job in nursing in Canada. Through their narratives they voieed eoneems about the pereeived lack 

of representation by people of color in top echelons in the institutional hierarehy, as well as in 

nursing organizations. To them, the likelihood of moving into positions of power seemed remote. 

Their perceptions were that positions of power in hospital bureaucraeies are held by White males, 

and in nursing organizations by White women. These organizational arrangements led to 

exelusion of people of eolor, and created major barriers to their ability to advanee in their eareers. 

Without representation, their voiees were absent from the deeision-making proeess, their issues 

are not heard, and there are no role models for them to emulate.

In the following narrative, the partieipant expressed eoneems about the lack of

112
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representation of people of color in significant positions in the hospital hierarchy. The excerpt

is taken from the participants’ response when I asked her to tell me about her experiences in

nursing beyond her first job. Jessie worked in the same hospital for all of her nursing career that

spaimed over two decades. She started out as a registered nursing assistant, then went on to

complete her education as a registered nurse. She held staff nurse positions in a variety of

specialty areas, and had not moved beyond the level of staff nurse. At the time of the interview,

she was employed as a staff nurse in the emergency department. Her perception conceming the

limited representation of people of color in positions of power and influence in the overall

structure of the hospital as well as in nursing is evident through this narrative. She stated:

When I look at the hospital, at present there are no people of color in any position, 
from the CEO to the president. From the executives all the way down, there is just 
one woman of color who is a nurse manager, and my manager is a man of color. 
(Interview #13, 5/3/99)

Another participant, Connie, raised concerns related to the lack of representation of people of

color in positions of power and influence in nursing organizations. She noted the absence of

people of color in education, especially the lack of Black professors, who would be role models

for students. She found that in her early career the majority of nurses who worked the least

desirable shifts, nights and weekends, were Black women. Connie had more than 15 years of

experience working as a staff nurse in the same hospital since she graduated ftom a basic nursing

diploma program in Canada. She subsequently completed a BScN degree, and in the last few

years has held a position in patient education. She stated her observations of the organizational

hierarchy in nursing:

When I went into nursing, 90 percent of the nurses I met working on the weekends 
were all Black. Today I don’t see them .. . .  The colleges do not reflect it [diversity]; 
the Universities and the education system do not recognize i t . . . .  What percentage of 
teachers are Black? . . .  What percentage of Black professors are at the graduate 
level. . .  ? There aren’t any, so with that reflection there are no role models.
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(Interview #3, 10/26/98)

The narrative of yet another participant, Mary, brought out other perspectives on

representation in the nursing hierarchy. She stated that in spite of large numbers of people of

color in nursing, their presence was not visible in significant positions. She also noted the

images of nurses did not accurately reflect the presence of people of color in nursing. Most of

all, she stated that she made a conscious decision to take action in voicing her concems about

issues of systemic racism. Mary immigrated to Canada after obtaining basic nursing education

in England. She later completed a BScN degree. She commented on her perceptions of the

existence of racism in nursing:

Wow! It amazes me when I meet people who refuse to believe that there is racism in 
nursing, because it is reflected in a number of areas where you can see, even in 
promotion . . .  you can see where people of color are not represented, in areas of 
management, in the hierarchy. When you look at the numbers of people of color in 
the nursing profession, it always amazes me when we are not seen in decision-making 
groups.. . .  It was brought home to me . . .  about four years ago when they had a 
poster made for Nursing Week, when I looked at the poster. . .  there were no people 
of color represented. When I look at the vast numbers of us in nursing today, I am 
totally amazed, so more and more it is pointed out to me. Now I am more vocal 
about it. I am not sure anything is happening about it. (Interview #14, 14/4/99)

This participant was asked to talk about the environment in the hospital where worked.

Fran’s response challenged the images that have historically represented nursing and

consistently excluded people of color. Fran was a staff nurse who had worked for several years

in different positions in the same hospital. She emigrated from the Caribbean as a yoxmg adult.

She obtained her nursing diploma from a college in Canada and later went on to complete a

BScN. She stated her observation of images in the work environment:

When you look at nursing, and Of course the hospital that I am in . . .  most hospitals 
trained nurses at one time, so you look at the grads, the alumni of particular hospitals 
[from the 60s and 70s], when you look at those pictures, they are all White 
females.. . .  I don’t look at them and say ‘that’s the way it was back in those days,’
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because I know there were Black people living here during those periods, and there 
were Black people who were nurses . . .  so why aren’t they in the picture? (Interview 
#6, 25/11/98)

The narrative of the next participant stated her perceptions of race and representation that

came from her experience as a student in a Canadian school of nursing. I asked her to describe

some of her student experiences from the perspective of a woman of color. Among participants

who were all immigrant women of color, four attended basic nursing programs in Canada.

Pennie immigrated to Canada from the Caribbean as a young adult and enrolled in a nursing

program in a community college. She indicated that numerically there were only a few women

of color among students in nursing programs. For those who were registered in these programs,

they had some positive experiences, however, they frequently described negative experiences

in their education. In speaking about her experiences as a student, she said;

Well, it was a long journey. I went to a [community college] nursing school. It was 
pretty rough, the first year of the program; only three Black students were allowed to 
enter. . .  and the new group of students went into the second year of the new nursing 
program. The students from the previous year told us the all the horror stories and 
how things were terrible but they decided to stick it out. They stood their ground 
because they knew what they wanted. (Interview #9, 1/12/98).

Pennie went on to discuss her experiences as a student where she perceived discrimination

occurred through the actions of the only Black professor in the school of nursing:

We went through other things, because we were a small group of Black students. 
When we went to register, one of our instructors, funny enough she was a Black 
woman, she preferred to take all the White students. It was like she felt that she was 
doing us a favor. She would leave all the Black students standing there. We would 
wonder why. The White teacher would eome along and register us. We always had 
this woman in the back of our minds and wondered what it was all about. She was 
the only Black nursing instructor in the school. (Interview #9, 1/12/98)

Essed (1991) argued that expressions of everyday racism occur in the processes related to routine 

organizational practices which are embedded in established norms and values. The actions of 

the only Black teacher could be interpreted in the practices that determine how racialized bodies
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are deployed in a system of nursing education constructed on the Eurocentric model. As the only 

Black woman on the faculty of the school of nursing, she was in a unique, perhaps envied, but 

also a precarious position. In her role she probably tried to assume the role of the “good Black 

teacher” who was tough in dealing with minority students.

Lewis (2000) cited Stubbs (1985) in her arguments supporting the social construction of 

the “good Black social worker” (p. 130). She analyzed the strategy of recruitment of Black 

social workers to work with ethnic populations in England, ostensibly to increase sensitivity to 

clients in racial and ethnic groups. She suggested that this strategy may not achieve the intended 

results. The “good Black social worker” may not have an impact on social production of racist 

practices, but may actually contribute to them. This seems to be the case with the teacher who 

was discussed in Permie’s narrative. Up to the late 1970s, the of numbers of minority students 

in Canadian schools of nursing were sparse. The presence of the Black faculty members in 

schools of nursing was a rare occurrence. Having one such faculty was no doubt an advantage 

to the college in boosting its image as an equal opportunity employer and a place where students 

of color were welcome. This teacher, however, was in a minority position, and most likely to 

be the recipient of practices whereby she experienced racial oppression. By engaging in 

behaviors where she ignored Black students, she was likely conforming to unwritten rules of 

everyday racism.

Devalued Knowledge

The first theme that I asked participants to talk about was their journey to becoming a 

registered nurse in Canada. Consistently, participants’ narratives reflected perceptions that their 

knowledge and skills were devalued. Several of these participants had completed basic musing
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education in England or their home countries in the Caribbean. Some indicated that they had 

received additional training and were qualified midwives; many had also practised as registered 

nurses prior to coming to Canada. When these women arrived in Canada, their knowledge was 

construed to be less valuable than those nurses who completed nursing education in Canada.

P. H. Collins (1991) maintained that subordinate groups possess knowledge beyond 

Eurocentric viewpoints. This knowledge is viewed by the dominant group as subordinate 

knowledge. She argued that Black women have used their subordinate knowledge to develop 

their ovm standpoint to challenge the dominant social order. She also stated that as a community 

of experts they are able to exert their own claim to knowledge. Foucault (1980) argued that 

bodies of knowledge that are viewed as subjugated are important because they convey the 

history of people’s struggles. Nursing, in its quest to enhance its professional status developed 

its knowledge base from a Eurocentric standpoint and became grounded in the medical model. 

In so doing, nursing knowledge that is derived from interactions in encounters with patients and 

their families and with colleagues is not seen as legitimate, and is lost when medical knowledge 

is seen as the only source of legitimate knowledge. Although nursing has moved away from 

total reliance on the medical model, and has made progress in developing a body of nursing 

knowledge, there is hierarchy in what is seen as acceptable nursing knowledge. For example, 

when nurses who received their education overseas, some of whom have been practising nurses 

and midwives, attempted to become licensed in Canada, their knowledge was not evaluated as 

comparable to their Canadian counterparts.

Many participants encountered barriers in attempting to gain credentials to practise as 

registered nurses. When they arrived in Canada they were made to feel that their education and 

experiences in nursing were foreign and inferior to those acquired in Canada. They were
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required to complete various parts of nursing programs and write qualifying examinations to

become eligible to practise as RNs. In responding to the interview question about the journey

to becoming RNs in Canada, participants described early experiences in obtaining a licence to

practise as RNs, and in seeking their first jobs. The degree of difficulty they encountered

appeared to be tied to market demands for nursing labor. Those participants who arrived in

Canada when there was a perceived shortage of skilled nursing labor experienced few

restrictions in obtaining the RN license; they were able to get the first job in nursing with little

difficulty. On the other hand, those participants who arrived when there was perceived excess

of skilled nursing labor encountered innumerable barriers, which seemed to be related to

institutional bureaucracies and the devaluing of their knowledge and skills.

Ann immigrated to England after completing high school in her home country in the

Caribbean in the early 1960s. She completed her basic nursing and midwifery education there

and subsequently immigrated to Canada. She found temporary employment in an urban hospital

as a graduate nurse, prior to obtaining a licence to practise as an RN. Nurses who were assigned

to the category of graduate nurse included those who had completed a course for diploma

nursing education, but had not achieved the requirements for the mandatory licensing

examination. Ann reflected on her experience related to seeking a RN licence:

In order to practise as a bona fide RN in Canada, one needed to write the exam. I was 
a foreign-trained nurse.. . .  I was educated in England and so it was necessary for me 
to go back and take what I think was a three-month course or something like that at [a 
college] in the evenings to prepare me to write my RN examination. (Interview #1, 
13/11/98)

It is interesting to note how Ann categorized her status. While the benefit of completing nursing 

education in England as well as midwifery education enabled her to work as a graduate nurse 

in a city hospital, she was not able to work as a “bona fide RN.” One might ask: did she then
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suspend her knowledge and skills when she assumed work as a graduate nurse? What constitutes 

bona fide knowledge? According to Foucault (1980), Westem institutionalized discourses 

subscribe to a hierarchy of knowledge and gain power from valuing scientific knowledge at the 

expense of other forms of knowledge gained from personal or historical experiences. He 

referred to these other forms as subjugated knowledge. The knowledge that Ann acquired as a 

nurse in England could hardly be seen as less valuable than the knowledge acquired from 

learning in a Canadian school of nursing. The language that this participant used to describe her 

experiences depicted the language of the dominant discourse, which suggested that in the 

Canadian context, her knowledge was not perceived as bona fide knowledge to practise as an 

RN.

Foreign-Trained Nurse as “Other”

Systemic practices create foreign-trained nurses as a group who are marginal to the 

mainstream labor force in developed countries such as Canada, England and the United States. 

For decades, these countries have looked to developing countries to recruit qualified nurses 

during periods of nursing shortage. For some participants, barriers to gaining a foothold in 

nursing at times seemed insurmountable. It appeared that nurses who arrived in Canada when 

there was low demand for nursing labor were more likely to be subjected to stereotypes and 

practices that constructed their education and experiences as inferior to those of Canadian nurses.

The narrative of the next participant provides insights into the struggles participants 

encountered in attempting to gain a foothold in nursing in Canada. In response to the question 

asking her about her joumey to becoming an RN in Canada, Mary spoke of her experiences in 

navigating bureaucratic hurdles in her efforts to obtain a licence prior to coming to Canada. She
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immigrated to Canada in the early 1970s, a period when there was supposedly an excess of RNs

in the labor market. Prior to immigration she practised as an RN and midwife in England. At

the time of the interview, she had been firmly established in her career for many years. She had

worked at several jobs in hospitals and had moved to a career in community health nursing. Her

narrative conveyed feelings of frustration and anger that related to experiences in attempting to

become established in nursing in Canada. She reflected on her early experiences:

Wow! The joumey . . .  in retrospect, it was not as frustrating now as what I was 
going through at the time. I think what I would do is to advise other people to get 
good understanding of some of the processes for getting back into practice. I found 
the most fhistrating thing for me was the process of writing the exam [RN licensing 
examination] and the process that led up to writing the exam and then finding a job. 
For me the joumey was really frastrating and at some point 1 could really say that 1 
was really angry. (Interview #14,14/4/99)

For Mary, the stmggle to obtain her licence was part of a series of ongoing challenges

that confounded her early joumey to become established in nursing. Not only did she experience

difficulty with the licensing process, she experienced another challenge related to obtaining

employment in nursing. She reflected on her experiences in seeking her first job as a RN:

Then I got my first job as a RN in a hospital. They didn’t need nurses, that was 1976, 
it was a time of surplus. I had registered with an agency and worked for a few shifts 
in the hospital, because that was the only place they would take me without Canadian 
experience. So when I was called by this hospital I didn’t want to go, I was tired of 
hearing no Canadian experience. I didn’t know where to buy some.. . .  The first job I 
got as an RN, I didn’t even want to go for the interview, I was tired of being told that 
I had no Canadian experienee. (Interview #14,14/4/99)

This excerpt from Mary’s narrative clearly deseribed the barriers that she experieneed as a 

foreign-trained nurse who was attempting to establish a nursing career in Canada. The series of 

bureaucratic hurdles presented ambiguities and uneertainties relating to regulatory proeesses in 

nursing, as well as 'with potential employers.

Extemal pressures from the labor market ereated formidable obstaeles that nurses like
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Mary encountered. Decisions about who is automatically eligible for licensing, or what courses 

and examinations are required by foreign-trained nurses to enable them to meet existing 

standards, appear to be arbitrarily determined. Similarly, newly arrived immigrant nurses who 

are told that they do not have relevant Canadian experienee are caught between bureaucratic 

bungles coming from different parts of the system, including nursing and the labor market. Van 

Dijk (1993) stated that people in elite positions control power and resources. The policies and 

practices that they support and implement to bring about equity may, in fact, perpetrate inequity. 

The education of foreign-trained nurses is cast as being inferior to that of Canadian-trained 

nurses; in effect, these immigrant women are subject to exclusionary processes that keep them 

at the bottom of the professional hierarchy in nursing.

The narrative of the next participant demonstrated negative experiences of a nurse who 

attempted to establish her career in Canada. Rose arrived in Canada in the 1960s when there was 

a surplus of registered nurses in the labor market. Prior to immigrating, she completed nursing 

and midwifery education in her home country in the Caribbean, and had work experience as a 

registered nurse. Rose’s narrative provided some insights into practices that position the foreign- 

trained nurse as Other, and less worthy to achieve the status of registered nurse in Canada. The 

political and economic climate created a backlash for foreign-trained nurses who sought to enter 

the Canadian labor market during periods of perceived surplus of nursing labor.

In the following excerpt from the data. Rose recalled her experience in detail. During 

the interview, the intonations in Rose’s voice indicated that she was filled with emotions in 

recalling her experiences. Here is how she presented her experience as she responded to my 

question:

1: Tell me about your joumey to becoming an RN in Canada.
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P; Prior to coming to Canada. I applied to the College of Nurses [of Ontario] (CNO) 
to find out what requirements I needed to work as a nurse in Canada, and at that time 
I was told 1 needed 8 weeks in psyehiatry and then write my RN exams. With that 
knowledge 1 went to the CNO. They told me they couldn’t find my documents, so I 
did not know where to go to move ahead with doing my RN in psyehiatry. To be able 
to get this done, I had to go back to my house, find my documents and a friend took 
me to the CNO. I brought copies of my doeuments and they gave me a list of 
hospitals where I could get information about doing psychiatry.

I: Did you come from England?

P; No! 1 came from the Caribbean. I went back to the CNO. They gave me the name 
of [a college]. When I went to them, they told me they no longer gave the eight- 
week program; I will have to go back to school to do a whole year’s program to get 
psychiatry fitted in. At that time, they had a group of foreign-trained students, about 
20 of us, only one White woman from Germany, the rest of us were from the 
Caribbean. I registered in the program. We had to do a whole year.. . .  As we got in 
the classes, students actually attacked us and said here are the nurses coming to this 
country to take our jobs. I remember at that time [this] professor spoke on our behalf. 
She said that the nurses were qualified, but because of the political climate they were 
not given admission to the College . . .  and the classes started. Of the 20 of us who 
started the program, we dwindled down to three, because a lot of us were working 
part time, having to pay our way through College, having to do courses in humanities 
and then graduate.. . .  With the pressure of having to work and go to school only 
three of us graduated, the woman from Germany, myself, and [another woman from 
the Caribbean]. (Interview #11, 8/2/98)

Rose’s narrative presented poignant details of her experiences in navigating barriers that 

confronted her quest to obtain a licence to begin practice as a registered nurse. Her story 

conveyed clearly her personal experiences, and her feelings of frustration in dealing with 

contradictions and ambiguities related to the process involved in her attempts to obtain a licence. 

As she recalled, it was 1969, and there were few jobs available for registered nurses. Her 

experiences seemed to be plagued with a series of hurdles. In addition to having her documents 

lost by the CNO, she had to deal with what was seemingly a fragmented and arbitrary process 

in upgrading to meet educational requirements specified to obtain Canadian nursing 

qualifications. This participants’ narratives indicated that the political climate at the time created 

a backlash for immigrant nurses who were labeled by their peers as foreigners here to take jobs.
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The economic and social impact for those nurses, who were not financially able to complete an 

additional year of education, meant that they did not attain their goal to practise as registered 

nurses. There was no clearly defined rationale for the requirement of repeating a whole year in 

a nursing program in order to obtain a course in psychiatric nursing. Education requirements 

appeared to be arbitrarily imposed. This group of women, who went through the exhaustive task 

of repeating a year of study, experienced downward socioeconomic mobility that resulted in 

severe financial burden; they also lost career mobility, as well status and identity in the nursing 

hierarchy.

Discursive practices that arise in the broader political and economic contexts influenced 

the acceptance of foreign-trained nurses. In contrast to Rose’s experience, Donna related a 

positive experience in her attempts to gain her RN licence. Donna stated that she was motivated 

to immigrate to Canada because she had existing cormections with firiends or relatives. She 

spoke of coming to Canada for a visit because “my boyfriend was here” (Interview #4,9/11/98). 

During her visit she went to several hospitals, investigated opportunities for employment, and 

also obtained information from the College of Nurses regarding obtaining an RN licence. She 

indicated that she put an application in to one of the hospitals. She said:

They filled in some papers and sent them to Immigration but I had to go back to
England and then return [to write the exam]. (Interview #4, 9/11/98)

Without having to take additional courses, she wrote the RN licensing exam and was hired by 

the sponsoring hospital. This scenario represents a positive case. Donna’s experience was in 

direct contrast to that of Rose, who had to repeat a whole year of full-time study, which involved 

great inconvenience and financial cost. The differing outcomes were likely related to the fact 

that Donna arrived in Canada when there was a perceived shortage of nurses.

A number of participants in this research study found that the process of obtaining a
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licence to practice nursing in Ontario constituted a major barrier to establishing a career as an 

RN. Much of the process of Othering of foreign-trained nurses occurs in relation to the 

processes of obtaining an RN licence. On arrival, their knowledge and skills may or may not 

be construed as inadequate when compared with Canadian nurses, depending on demands of the 

labor market. In preparing to immigrate to Canada, some participants indicated that they 

commvmicated with the College of Nurses and sent documentation relating to their education; 

others initiated the process after they arrived in Canada. In responding to the question, tell me 

about your joumey to becoming a RN in Canada, several participants provided long and detailed 

stories about their experiences in trying to obtain a licence to practise as RNs in Ontario. Those 

participants who experienced a smooth transition in obtaining a licence to practise were few; 

their experiences occurred during times of perceived nursing shortage.

Collectively, participants described barriers that they encoimtered in six areas:

(a) inconsistent and imclear information received from the CNO, (b) applying for registration 

at a time when there was low demand for nurses in Ontario, (c) lost documents, (d) devaluing 

of prior education, (e) experiences of discrimination from colleagues and educational 

institutions, and (f) financial constraints. On the positive side, some participants experienced 

a smooth transition. Those who reported positive experiences came to Canada during a 

perceived shortage of registered nurses. Some factors that facilitated career establishment for 

foreign-trained nurses included: (a) receiving clear communication about expectations required 

to practise, (b) opportunity to access education and write required examinations, and (c) applying 

for registration when there was a high demand for nurses.
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Marginalization: Navigating Nursing Education

For immigrant women from the Caribbean, some organizational practices created

disadvantages beyond experiencing difficulties in navigating regulatory processes. Those

participants who obtained basic nursing education in Canada experienced barriers in the

education system. Sally immigrated to Canada after spending some time studying nursing in a

large city in the United States. For personal reasons, she had not completed the program of

study required to become a registered nurse. After working for some time in Canada, she

returned to university and studied nursing in a baccalaureate program. Sally reflected on the

barriers that she encountered in receiving credit for nursing education courses that she took in

the United States. She described her experience:

My experience was different. I started training in the USA. I had gone to . . .  a 
community college and did nursing there, but I decided to get married and put nursing 
on the shelf for awhile, because I thought everything was going to be nice and 
wonderful.. . .  I left the USA in the middle of my nursing training and went to 
Canada.. . .  In 1977,1 decided to go back into nursing, because by then things 
weren’t going so well. I went to [this college] and found out that I could get in the 
nursing program and was told that I could get credit for what I had done in the United 
States. Once I got in the program, I found that I had to do the whole program all 
over.. . .  Of course, the registration exam wasn’t too difficult, once I had trained here 
and was able to write my exams, I was just a bit put off because I was not given credit 
for the work I had done. Nobody tells you anything. I just thought that was how it 
was done. (Interview #12, 28/2/99)

Sally’s narrative demonstrated the interplay of personal and career choice as well as the impact 

of the devaluation of knowledge. Sally made the personal choice to interrupt her nursing 

education in favor of marriage. She later found that previously obtained education in nursing 

was not accepted when she sought entrance to a nursing program in Canada. By having to repeat 

the whole program of study she no doubt lost valuable time and income. Her reflection, “nobody 

tells you anything. I just thought that was how it was done” (Interview #12, 28/2/99), gave 

valuable insight into a major challenge that several participants raised. The lack of access to
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sources of information, and the consequent lack of knowledge proved to be a barrier, which for

Sally resulted in a delay in acquiring credentials to practise, as well as creating an added

financial burden to pay the cost of her education.

Other perspectives on systemic barriers experienced by participants who studied basic

nursing in Canada became evident in the narratives. The intersection of race, gender and class

shaped this participant’s experience. Jasmine studied basic nursing in Canada and at the time

of the interview, she was employed in the same hospital where she had worked through her

entire nursing career. She reflected on her experiences while she attended basic nursing school,

as a mature student. She also supported her family financially while working as a RNA. Her

narrative spoke of her experiences as a student:

I came here in late 1969. I worked as an RN A . . .  and went back to school and did 
my RN . . .  I was raising my three young children. I did my RN and started working 
at a time when jobs were plentiful.. . .  At the time 1 didn’t have a lot of problems 
getting a job, but during school I really had to struggle to get what I wanted, because 
there were times when I thought that I wasn’t treated as well as other students. 
(Interview #6, 10/2/99)

The narrative of another participant, Molly, brought out perspectives related to devaluing of 

knowledge at another level. Her postsecondary school credentials were downgraded when she 

attempted to gain entry to a nursing education program in Canada. For her, opportunities for 

upward mobility in her career were stymied as a result of barriers that she encountered. 

Consequently, she would take a convoluted route as she tried to access education to become an 

RN. She worked as an RNA for a few years and later went on to complete diploma education 

as an RN. At the time of the interview, she was working in a part-time position and completing 

a master’s degree in nursing. She reflected on her experience related to having postsecondary 

credentials rejected and her subsequent struggles in achieving education as an RN:
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P: Coming here as a high sehool graduate, I was told that I was not qualified to go to 
university, they gave me the equivalent of Grade 11. In order to continue I would 
have to complete Grade 11 on. I thought this was ridiculous as I came from a British 
system and had five 0-level credits. My brother also had seven 0-level subjects. He 
was told that he could not complete high school at age 15. He had to repeat Grade 9, 
so he left and went to England, and completed one year and went to university at age 
16. I remained and was led into the RNA program, which I did not want. I 
completed it and went to work in the hospital. I decided to continue nursing, but I did 
not want to work at that level. I went on and did upgrading. I didn’t at first, because 
I felt really angry, but I realized anger wasn’t going to get me anywhere, so I went 
back to [community college] and got my RN.

I: So you got your first job as a RN. Tell me about it.

P; I felt I was in familiar territory because working there as a RNA, and then going 
back as RN. I did my pre-graduate there and they were willing to offer the students 
jobs. There were certain things to leam now, having the RN title and responsibilities. 
The transition wasn’t difficult for me. I continued there until now. I moved into 

case management.

I: So you spent most of your career working in that institution.. . .  Were you able to 
move upward or laterally?

P: Actually lateral moves were easy. That was at a time when there was the 
begirming of the shortage of nurses. I went from med-surg [medical-surgical] to labor 
and delivery and then to critical care and back.

I: What about upward moves?

P: Upward moves was a problem.

I: Why a problem?

P: It seems you are never qualified enough, you were never experienced enough. 
Sometimes you were never even given an interview.

I: Did you apply for these positions? Management positions?

P: Yes I did. I applied for positions in education as well. (Interview #8, 21/12/98)

In this excerpt from the narrative, I chose to include a lengthy segment of the interview, 

because it reflected the participant’s joumey. The narrative demonstrated barriers that Molly 

encountered gaining entrance to a school of nursing and navigating the system to study nursing
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in Canada. The secondary education which she obtained in Caribbean was not recognized. Her 

responses in dealing with harriers that excluded her from gaining access to nursing education 

indicated her determination to confront the challenge she faced. Although she was excluded 

from studying at the RN level and was channelled into an RNA program, she did not lose sight 

of her goal to become an RN. After some years working as an RNA in the same hospital, she 

went on to study in a diploma nursing program, and eventually attained qualifications as an RN.

Her experiences provide an example of how discourses work to create women of color 

as Other. Even though Molly received nursing education in Canada and subsequently obtained 

qualifications beyond the basic diploma, she encountered difficulty in moving upward in her 

career. Her experience demonstrated similarities to those of peers who were foreign-trained. 

From the analysis of her experienee, these questions arise: How many other women of color 

were subject to similar exclusionary practices?; Were they able to achieve their career goals of 

becoming RNs? Data indicated that many immigrant women who aspired to careers as RNs 

were not able to achieve this goal and had to work at the RNA level, where there was limited 

opportunity for upward career mobility.

Competing Identities: Families and Careers

Identities are variously shaped by a host of factors including race, gender, class, 

nationality, and ascribed roles (Giroux, 1991; Rattansi, 1994). As people move from one 

location to another they experienee changing identities. Some of the participants in this study 

were registered nurses prior to coming to Canada, hut once they arrived their identities as RNs 

were questioned. Nursing credentials obtained prior to coming to Canada became unacceptable. 

It was a priority for them to become established in their careers as registered nurses, so they
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responded to various requirements to obtain qualifications to practise as registered nurses in 

Canada. Their struggles to achieve professional status as RNs were related to their need to 

become established financially in the context of their families. For these women coming from 

the Caribbean, the loss of extended family and kinship created hardships in the early immigration 

phase. The presence of extended family and kinship networks provides positive and ongoing 

support for Caribbean families. Barrow (1996) noted that “Caribbean kinship has become 

thoroughly institutionalised at all levels of society” (p. 179). The informal economic sector is 

another area that accounts for a significant part of women’s contribution to economies of Third 

World countries. She also stated that in postcolonial economies such the Caribbean, women 

constitute significant portions of the workforce. It follows that those women who were 

immigrant nurses would make significant contributions to their families.

Through the voices of these women, their narratives conveyed the urgency to achieve 

dual goals. Several participants spoke of their experiences in juggling multiple demands to 

establish a family as well as a career. Their experiences demonstrated existence of systemic 

barriers that complicated their paths in pursuing career goals. Their perceptions related to denial 

of privileges that were available to their White colleagues, particularly those related to 

negotiating flexible time to continue their education. For these women, it was critical to gain 

further education in order to advance in their careers as professional nurses.

Betty described her experiences in responding to the multiple expectations associated 

with meeting demands of career and family. With the support of family, she was encouraged 

to immigrate to explore opportimities for career advancement. She shared her perception that 

immigration to Canada would provide opportunities to further her education. Betty pursued this 

path, and ultimately secure improved economic security for her family. Soon after arriving in
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Canada, she obtained a job in a hospital in an urban centre. Shortly afterward, she married and

had children. To her, it was important to raise her family and continue to develop her career in

nursing. Betty expressed ambivalence about work schedules, however, she acknowledged that

having the option to work on different shifts allowed her to manage time to meet family

demands, work requirements, and continue her education. She was committed to doing whatever

it took to continue her education that would increase her chances to achieve upward mobility in

her career. Here she voiced her situation in managing triple demands related to multiple roles:

I was moving fast, I was doing everything, working different shifts, was very busy, I 
didn’t have much time to think about anything, just work and enjoy. . .  yes I was 
fairly satisfied . . .  but there were dissatisfactions, but I mean there was always 
dissatisfaction around time planning.. . .  part of it was trying to go to school at that 
time . . .  for instance, if I wanted a Tuesday night I would give up a Friday night. 
(Interview #2, 3/12/98)

In describing structural barriers that she encountered, Betty’s narrative conveyed mixed 

messages. On the one hand, she seemed to obtain satisfaction in being able to pursue her goals, 

because the flexibility of doing shift work in nursing provided her with needed income. On the 

other hand, she stated that there was dissatisfaction concerning the lack of availability of time 

to attend school. She accommodated her triple roles as mother, student and career woman, by 

making choices to work irregular shifts. In doing so, she made the decision to give up her 

preferred work schedule to make time to continue her education. This woman constructed her 

experiences as a joumey with many twists and tums; she described it as fast moving, yet she 

enjoyed the challenges. As with other participants, a personal barrier she experienced early in 

her joumey related to the conflicting demands of starting a career and establishing a family.

The reality for immigrant women fi-om the Caribbean is that obstacles were compoxmded 

by challenges of settling in a new country, as well as confronting and dealing with racism 

(Agnew, 1996). For these participants, obstacles related to: (a) gaining professional credentials;
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(b) a lack of support from friends, family and community; and (c) being the principal family 

income earner. Scholars such as Luxton, Rosenberg and Arat-Koc (1990) and Wilson (1991) 

have studied gender perspectives on work and family, and have noted the negative impact of 

women’s labor inside the home, vis-a-vis work outside the home. This phenomenon is dubbed 

the double shift. Women in nursing not only raise and care for families in the home, their work 

in nursing extends caring beyond the home to the workplace. Valentine (1994) characterized 

this cycle of caring as the triple shift. The conditions of Caribbean women seeking to establish 

a career and family are complicated by oppressions, which relate to gendered division of labor, 

but also to racism. According to Agnew (1996), women of color from Asia, Africa and the 

Caribbean are aware of, and acknowledge the existence of gender oppression, but also maintain 

that gender oppression does not occur in a racially neutral context.

Participants spoke of making extreme sacrifices to obtain necessary qualifications to 

advance in the job, and raise a family. They expressed satisfaction in their achievements, 

however, they also stated perceptions that obstacles related to racism and sexism were part of 

their experiences. The narrative of the next participant brought out other perspectives related 

to gender roles and career mobility for the immigrant woman of color who sought to establish 

a professional identity as well as be financially self-supporting. Fran immigrated with her 

parents from the Caribbean. As a young woman, she established a career path that enabled her 

to gain financial independence, as well as advance in her chosen career. Fran attended 

commimity college and earned a diploma in nursing. She worked in part-time positions in a 

hospital and later found full-time work. She then married her partner. Early in her career Fran 

recognized the necessity to gain further education in order to advance her career. She reflected 

on her experiences in being denied privileges that were available to peers, and were necessary
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for success in meeting her goal. She spoke of being turned down by the nurse manager when 

she requested time to attend school. She took the initiative to gather information about the rules 

for allocating time schedules. Through her research she discovered that the manager and another 

colleague were able to arrange flexible schedules to accommodate time for continuing education, 

while she had to arrange her own time to attend classes and meet her work schedule. The 

following excerpt from her narrative described her early experience in attempting to establish 

a career path:

P: 1 went to community college and decided to go to nursing primarily because it was 
a two-year course and 1 figure at the end of it, 1 would be able to get a job and from there 
go on to advancing myself.

1: So, did you have any particular career goals at the time that you were waiting for 
something to turn up at the hospital?

P: It was a convenient job and I liked what I was doing, and I got to go back to school. 
Going to school was the hardest part in terms of getting the time off when I needed 

i t . . .  not based on my schedule, but saying I needed these [specific] days off, and I can 
tell you horror stories, but that’s not what you really want. (Interview #6, 28/11/98)

Although she would spend a longer time in achieving her career goals, Fran chose the route that 

allowed her flexibility in combining work and opportunities for further education. She 

developed her ovm strategies to respond to dual challenges, making time for continuing 

education and supporting herself financially. This participant engaged in a deliberate act of 

resistance in response to actions of the nurse manager that she perceived as unfair treatment. She 

informed the manager that she had made arrangements to go to school, therefore the manager 

had no choice but to arrange for her to have the time, since the manager herself and other staff 

had this privilege.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



133

Demands of Shift Work: A Juggling Act

Some participants expressed views coneeming their situation in relation to demeinds of 

meeting the needs of family and doing shift work. For those who were raising families, their 

early years in Canada were shaped by demands of family life and the need to advance their 

careers as registered nurses. These women indicated that shift work provided flexibility of 

working different hours, so they were able to accommodate family demands, ensure an income, 

and had opportunities to upgrade their education. In response to the prompt to tell me about their 

experiences beyond their first job, they stated that it was important for them to have 

opportunities to work as well as to upgrade their education.

At the time of the interview, Betty had lost her job during restructuring of the hospital 

where she had been employed for several years as a manager. She had many years of nursing 

experience and had also continued her education at the imdergraduate and graduate level. Betty 

reflected on the extent to which she was willing to go to continue her education, while she raised 

her family:

Oh, we did the juggling ac t . . .  I went to school from 7 to 10 pm and sometimes I 
went from 10 o’clock right down to work. . .  so that is how we managed. (Interview 
#2, 3/12/98)

Betty’s efforts to advance her education appeared to have paid off in the short run. She had 

worked for several years in staff nurse and management positions. In a later segment of the 

interview, she expressed frustration at the lack of success in obtaining a position after making 

numerous applications. During the process of restructuring of hospitals, management introduced 

new models of organizing patient care teams. The majority of middle management positions that 

were held by senior nursing staff were eliminated. Betty, like many other nurses of color who
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had worked through the ranks to middle management, saw their positions eliminated,

consequently, they were unemployed. For those nurses, age became another factor that had an

impact on their ability to continue employment in nursing.

Several authors have discussed the social construction of identity. As people find

themselves in new situations they assume changing identities. Identities change rapidly in

shifting global contexts and are affected by a range of factors such as age, language, race,

gender, class and societal roles (Bedard, 1994; Giroux, 1991; Goddard, 2000). Another

participant’s reflection focused on the impact of her changing identity on her career at different

phases of her life. Connie immigrated to Canada as a yoimg adult and married her partner

shortly after arrival. She spoke of not anticipating nursing as a career choice, but as she

embarked on combining marriage, family and career she found that nursing provided flexibility

and enabled her to have some choices in selecting hours for child care and for work. She

realized that a career in nursing would provide some economic stability. Her situation around

choices relating to family and career are common to young women in her age group. She

contemplated different career options and spoke of her aspirations to study law that did not

become a reality. Later, she obtained a secretarial job, but soon realized the limitations of this

choice. Finally, she decided on nursing as a career, because it offered many choices.

At the time of the interview Cormie had been practising nursing for several years. She

went on to complete several layers of nursing education: diploma, baccalaureate, and master’s

levels. She was employed in a senior nursing position in an urban hospital. In this narrative, she

reflected on her response to doing shift work in nursing. The flexibility of working different

shifts allowed her to earn an income and accommodate demands of raising a young family:

I never anticipated that I would study nursing in Canada. . .  of course, I was married 
very yovmg . . .  so I started realistically looking at something that would
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accommodate to the family and not just for profit. . .  so I decided to become a 
registered nursing assistant. (Interview #3, 26/10/98)

Cormie reflected that her initial experience motivated her to pursue a career in professional 

nursing as a registered nurse. She went on to discuss the flexibility her initial job offered her to 

work one or two days per week when it was convenient as she raised her young children, as well 

as to access financial resources. The following excerpt fi'om data presents her perception:

I: So, tell me about your first job as an RN in Canada.

P; I never worked for a time, don’t forget I was raising a family. So basically I 
worked. . .  for one or two days a week. I was not very involved in nursing. I was just 
kind of passing, it fitted well with my life then. I worked when I wanted to, and when 
I did not want, it was very convenient. I was making money and providing child care for 
my children when they were very young, so I was very accessible to them while I could 
pursue some kind of a career. (Interview #3, 26/10/98)

Connie’s narrative indicated that her career interests changed at different points in her life. In

the early stages she started a family and a career in nursing. Her priorities then focused on

raising her yormg children. As her family situation changed, it was evident that her priorities

shifted to considering career development. At that time her children were older; she could

consider strategies for advancing her career. Connie’s changing priorities seemed to reflect the

reality for many women in the workforc and particularly in nursing. The trend in nursing toward

mature women continuing their education and raising families has become very evident over the

last two decades. Continuing education at the baccalaureate level and beyond is in demand as

it has become a requisite for career advancement (Attridge & Clarke, 1992).

In the following segment of the interview, Connie stated her perception that, as a woman

of color, opportunities for advancement of her nursing career were limited:

I: So, that was your first job. Tell me about some of your experiences beyond your first 
job.
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P: I felt very restricted, in the sense that . . .  and this is perhaps very negative that I did 
not feel very privileged, no one was looking out for my career goals in the sense of 
professional development. I had to pursue that myself with some resistance and was 
fortimate enough to have a husband at home, so I could work and study as he was the 
main financial support. I could take chances and meet challenges and decide when I 
didn’t want to work. You know basically I had to map out the future for myself, so I had 
that support at home. Professionally I did not think I had a lot of support; there were 
very few people of color in positions that would offer any kind of stimulation. I think 
the few that I met were fighting for their own survival. (Interview #3, 26/10/98)

As Connie’s life situation changed, her professional identity began to emerge; she expressed a 

desire to develop her career in nursing, however, she also felt that a lack of support within 

nursing created a barrier in her pursuit of career goals. Although she felt that she had support 

fi-om her husband and family, professionally she had to be self reliant in mapping out career 

goals. As well, she identified that other Black colleagues were also in disadvantaged positions. 

Without mentors and supports, Connie struggled to carve out her career. Generally nursing has 

not developed opportunities for supporting career development within its membership. As a 

woman of color Connie was further disadvantaged; at the time when she started her career, there 

were no role models; minorities and people of color were not represented in significant positions 

in nursing. Furthermore, racialization of the work of immigrant women of color in nursing 

positioned them as a resource to do day-to-day work in caring for hospitalized patients. Focus 

on career development was not a priority for management, so there was minimal support in the 

workplace. The lack of opportunities or resources that would facilitate career advancement was 

problematic for women of color. They are outside the network that would enable them to access 

resources. As Connie pointed out, her own peers were not in a position to help each other; they 

were dealing with their own struggles for survival.

The narrative of another participant, Jane, provided further insights into participants’ 

perceptions concerning dual identities related to career and family. Jane’s narrative focused on
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the importance of a supportive relationship that enabled her to simultaneously pursue family and 

career goals. She immigrated to Canada after completing basic nursing education in England, 

and had significant work experience as a staff nurse, as well as some work in management. At 

the time of the interview, she had worked in various nursing positions in Canada and had 

pursued education at the baccalaureate and master’s level. At the time of the interview, she was 

employed in community health nursing. She discussed her early experiences as she started her 

career in Canada. In response to the prompt, tell me about your first job in Canada, she 

responded:

My husband applied to eome to Canada. He was a [professional]. There was a list of 
[preferred] jobs, and nursing was among the first ten. My husband got us a place to 
live.. . .  and even though I did not have any Canadian experience, I was interviewed 
by Mrs S. who said I had skills that I could apply to a position of responsibility. I 
was hired as a head nurse. I worked there . . .  [home for the aged] for years. That 
was before 1 had my children, and I had three children while I worked there. I was 
able to switch from evenings to days to accommodate them. (Interview #7, 22/12/98)

As with several participants, themes related to competing family and career goals

emerged from Jane’s narrative. She discussed her experiences related to nursing work, raising

her family and career aspirations. In her narrative, financial constraints came through as a major

barrier in her pursuit of career goals. Like the two previous participants, employment in nursing

allowed her the opportunity to choose flexible work hours that enabled her to earn a salary while

she cared for her young children, as well as continue her education. The following excerpt from

the data presents her narrative:

T. The next area I would like to talk about is facilitators and barriers in progressing with 
your career. Can you think of any?

P: To be quite honest, the financial aspect has always been a barrier. 1 have always been 
able to do things. Since 1 completed my [master’s degree] it has been ten years, I don’t 
think I had a week’s holiday.. . .  1 am still the major wage earner of the family so I
would say finance is a major barrier My husband was a major force when I returned
to do my degree.. . .  First he questioned it, but he was always encouraging to m e . . . .  He
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is doing all kinds of extra jobs to make money, but we have the kids, so have to get them 
on the way. So he was very important in the process, I know that when I was at [name 
of university] in the undergraduate [name of program] there were two or three students, 
their marriages dissolved, because their husbands were not very supportive.
(Interview #7, 22/12/98)

From Jane’s narrative it was obvious that she valued the financial and emotional support that her 

husband provided, while she continued her education. However, she made enormous sacrifice 

to obtain an education, e.g., she stated that she did not have a vacation in ten years. For the 

family, it would seem to be financially challenging. One can speculate that her husband had 

experieneed downward mobility in his career. Early in the interview, she stated that he was a 

professional, and later she stated that he did odd jobs to make ends meet. As a professional, he 

probably experienced difficulty in accessing the profession in which he was prepared prior to 

coming to Canada.

Power Relations: Race, Gender and Class in the Work Environment

Participants’ narratives indicated numerous barriers that created obstacles to career 

advancement. The major barriers that were named in their narratives were: (a) denial of 

privileges available to White colleagues, (b) lack of support from peers and managers, and

(c) negative responses from patients and their families. Participants were asked to talk about 

their career from the perspective of a woman of color. Responses generated narratives that were 

constructed in the context of relationships in work environments, primarily in urban hospitals.

Rapid changes in work environments during periods of hospital restructuring also had a negative 

impact on participants’ experiences.

In her narrative, Connie discussed perceptions regarding lack of opportunities for upward 

career mobility for women of color. Connie had over 15 years of experience working as a staff
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nurse in an urban hospital. She completed further education, obtaining a baccalaureate and a

master’s degree in nursing. She voiced perceptions concerning barriers that she encountered in

seeking opportunities for advancement in her career. In particular, she noted a lack of

opportunities and of support to make career choices. She said:

I find it is very stressful, it is a constant challenge. It is like people believe you 
should be satisfied with the crumbs you are offered. In other words, be happy where 
you are, always someone planning some kind of future for yo u . . .  no one sat dovm 
and asked you what your goals are . . .  I found it took so much energy out of me. I 
was discouraged at certain stages of my life where I was ready to pack up and vacate 
nursing.. . .  How am I going to have the experiences if I am not given the 
opportunity? So it was a very challenging task. . .  the network I find myself 
practising in; all of us were practising at the graduate level as expert practitioners.
We were experts in our areas, we were practising 15 years and over, rotating in 
different areas. We decided we were experts and if you have the educational support 
to back that up, you really need the opportunity to move beyond the scope the people 
have blocked you in. (Interview #3, 26/11/98).

This participant’s narrative provided insights into her experiences in dealing with many barriers 

that thwarted the pursuit of her career goals for career advancement. For her, these barriers 

created enormous frustrations that at some point prompted her to consider quitting nursing. 

Connie recognized her own competence and expert nursing practice, yet she was not given credit 

in day-to-day performance of her work. Along with other colleagues who had 15 years of 

experience, they were required to rotate and work in areas that required advanced nursing 

expertise. Their knowledge and skills were utilized to meet the needs of the hospital when it was 

deemed necessary. However, when it came to opportunities to move toward their own career 

goals, resources and supports were not available to facilitate advancement. Connie aptly 

expressed her frustrations: “I find it very stressful, it’s a constant challenge . . .  it’s like people 

believe you should be satisfied with the crumbs.. . .  In other words be happy where you are” 

(Interview #3, 26/11/98). Her narrative demonstrated how everyday practices in day-to-day 

work relationships in hospitals operate in racialization of Black women’s work. In Connie’s
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case, as a senior RN she was called upon when expert nursing knowledge and skills were 

required, yet there was no support from colleagues to acknowledge her professional achievement 

and support her in furthering her career goals. There seemed to be a taken-for-granted 

assumption that Connie and her colleagues could not exercise agency in managing their work, 

and make plans to advance their careers. Management kept them in positions where their skills 

were deployed when expert nurses were needed to deal with difficult patient care situations. 

They were not consulted, or given opportunity to obtain experiences that would be advantageous 

in advancing their career. The agenda for Connie’s work was set in the context of everyday 

organizational practices that kept her and her colleagues working at the staff nurse level, rotating 

different shifts, and available to be utilized at the discretion of management.

Essed (1991) analyzed how organizational policies and practices that are taken for 

granted become accepted as normal and work to the benefit of the dominant group. Black 

women’s work and competence are marginalized. These women were constantly frustrated in 

their efforts to gain access to resources. However, they are not content to passively accept 

oppressive workplace practices. They actively find ways to take action to change their situation. 

Connie exercised agency by making efforts to continue her education and successfully 

completed a master’s degree.

Power Relations: Managers, Staff Nurses and Patients

Nurses in management positions are caught between the stmggle for professional identity 

and the demands of the workplace. At all levels of the health care system they are vested with 

enormous responsibilities, however, authority and power are not commensurate with these 

responsibilities (Grinspim, 2000). Nurses’ work involves responsibility for managing complete
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treatment regimens for many patients. They are required to coordinate their work with many 

other professionals, while being mindful of their caring roles. In addition, they assume 

responsibility for communicating with families and the public, many of whom have pressing 

needs. With current emphasis on cost containment, and the introduction of various standardized 

patient classification systems with their associated routines, nurses and their routines are 

constantly being manipulated through cost-containment strategies. The power to control their 

work environment is eroded, consequently, they work under extremely stressful conditions 

(Campbell, 1994).

Nurse managers’ positions are associated with their own set of stresses. Managers are

directly involved with the achievement of institutional goals, which are inevitably geared toward

cost containment. At the same time, they are called upon to advocate for staff nurses, whose

duties involve caring for patients, as well as upholding professional ideals. As the health care

system becomes more complex, nurse managers seek new strategies to enhance their

professional status and reflect their new responsibilities. Growe (1991), in her analysis of the

predicament of nurse managers, focused on their plight of having increased institutional

responsibility and decreased authority, with few tangible rewards from health care organizations.

Management positions are not represented by nursing unions. Compoimding this plight, there

is a perception of alienation from their colleagues at the staff nurse level. She poignantly

described dilemmas faced by nurse managers. In her analysis she stated:

When a floor nurse is overworked, it’s her own nursing supervisor who has likely 
jiggled the staffing formula to cut costs. When a floor nurse complains about imsafe 
[conditions] she faces her own nursing supervisor on the other side of the grievance 
table. When the stress of understaffing puts the floor nurse’s competence in question, 
it is the nursing supervisor, a member of her own nursing association, who disciplines 
her. A nurse tinning to her union is not asking for help against the hospital 
administration; the management nurse is the floor nurse’s boss. (Growe, 1991, p. 99)
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For women of color in management, added pressures come from being in token roles. 

Positions of authority and responsibility in health care organizations reflect hegemonic relations 

based on race, gender and class relationships in the larger society. Top administrative positions 

vested with authority and high-level decision making are mostly held by White males. 

Management positions in nursing are held by mostly White, middle-class women (Armstrong, 

1993; Head, 1983). According to Essed (1991), “people are involved differently in everyday 

racism according to gender, class and status and other factors determining the structure of their 

everyday lives” (p. 52). In their work, nurse managers, who are mostly White, middle-class 

women, are manipulated to get work done to meet hospital budgets. They in turn put pressure 

on staff to work even when conditions are not ideal for staff or patients. Nurses of color reported 

some situations in which colleagues were unsupportive and where the expectation was that they 

routinely would be assigned to do physical work.

Marginalization: Silencing, A Manager’s Experience

Only a few minority nurses achieve positions in administration and management in 

health care facilities in Canada. The predicament for the few who hold management positions 

extends beyond that experienced by their White counterparts. They are co-opted by the agenda 

of upper management, and isolated from peers in management, as well as from peers in their 

own ethnoracial groups who are mostly in staff nurse positions. Only a few participants 

achieved mobility in their careers that enabled them to achieve managerial positions. For those 

who achieved these positions, their experiences were fraught with many challenges, some of 

which were bittersweet. Participants discussed frustrations related to their efforts, especially in 

making sacrifices to obtain necessary qualifications, and yet they were denied opportunities for
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advancement to more prestigious and better paying positions in nursing. When they applied for

these positions, their applications were consistently denied. When information about

requirements for promotion was sought, responses were vague or nonexistent.

Participants spoke of their experiences during restructuring in hospitals where they were

employed for several years. Rose, a senior nurse manager, stated that she was the only Black

woman manager in a suburban hospital for over two decades. Among her peers in management,

she was the most qualified. Beyond the basic nursing diploma, she completed education at

baccalaureate and a master’s level, and in addition had several years of experience in

management. She had always received positive feedback and support from staff v^th whom she

worked. She spoke of experiencing exclusion from decision making and punitive treatment on

the part of colleagues. Rose’s narrative described her experience:

As a manager I would sit at the table with all White managers all trumping up charges 
as to why this unit should close . . .  it was not cost effective, the occupancy rate was 
low and so on, every reason was coming from other managers. You sit alone trying 
to defend your unit and your staff and you were getting nowhere, even when you 
know it was not as low as they were saying. You had an occupancy rate of 80 percent 
with overflow from medical surgical units. Even when I could show them that the 
unit justifies its existence, nobody was listening. We had to close about twice a year, 
every summer and every Christmas [staff was moved around to relieve in other 
areas]. As a manager I was shifted around to relieve other managers . . .  so the 
manager was on the move too. . . .  It came to a point where there was a great rift 
between me and all the managers, because 1 had to . . .  defend what was happening 
and it was unreasonable. 1 sat at the table and expressed that what was happening 
was unreasonable. We all had to share the pain. No one would listen. 1 asked why 
the nurses from gynaecology had to go travelling all the time. My director said we 
had to agree to disagree.. . .  We were at an impasse. The other managers formed an 
alliance . . .  all of them were saying, ‘close the gynaecology unit.’ (Interview #11, 
28/2/99)

Excerpts from Rose’s narrative demonstrated how subtle tactics are used in marginalization and 

silencing. During the period of restructuring of the hospital sector, negative outcomes resulted 

from the widespread elimination of nursing jobs. Tension, infighting, and competition for

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



144

remaining jobs pitted nurses against each other. In Rose’s situation, she was the token Black 

woman in management. She was placed in a situation where the hospital bureaucracy used her 

position to eliminate the jobs of other Black women. Rose indicated that the unit was staffed by 

a large number of Black nurses. As a Black woman manager, if she had made the decision to 

eliminate jobs on her unit, the hospital could deny any perception of racism. It would seem that 

this was a strategic move by the hospital to selectively eliminate jobs held by Black nurses. This 

situation created further division among remaining nursing staff and consequently resulted in 

low morale in the work environment. Rose indicated that ultimately the unit was closed and her 

position was eliminated. She was, in effect, forced to leave the organization where she held jobs 

as staff nurse and manager for many years. In the face of many challenges, Rose did not 

passively accept the decision of her colleagues who challenged her opinions. She actively 

exercised agency in resisting positions taken by her colleagues. She presented arguments to 

justify the existence of the unit that she supervised. Finally when the decision was made to 

eliminate her position, she demanded that she be given references that reflected her expertise in 

management. Her colleagues were reluctant to grant her request, so she sought legal advice in 

resolving their differences.

Power Relations: Staff Nurses’ Experiences during Restructuring

Fran, a staff nurse, shared her perceptions concerning the lack of opportimity to move 

laterally into new staff nurse positions in units that were perceived to be associated with 

increased status. She had worked for a number of years as a staff nurse in an urban hospital. In 

the restructuring process, her job as an intravenous therapy nurse was eliminated. She described 

her experience in seeking a new position:
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I figured I could get a j o b . . .  even to go into high-risk areas like emergency, intensive 
care, I couldn’t get a job there. They started closing all those doors. I could go in there 
and start TVs, or if I was on the float pool I could work there, but I couldn’t get a job
[there]. . .  that restructuring game I used to go home and cry every night. (Interview
#4, 25/11/98)

Fran indicated that after much persistence on her part, she was hired on a casual basis as a staff 

nurse in a surgical unit. She did not succeed in getting her first choice of job in the intensive 

care unit, but she achieved some measure of success in pursuing her goal to get a job in an area 

that was acceptable to her. Fran’s action was indicative of her ability to develop an individual 

strategy to resist practices that excluded her from getting a job in specific areas in the hospital. 

The outcomes of restructuring demonstrated the negative impact of gender and race inequality 

in the health care system. Nurses perform necessary care of patients yet they became pawns in 

the restructuring game. Nursing jobs were downsized, eliminated, and reclassified. Part-time 

positions were created, and nurses who had previously held full-time jobs had to reapply for the 

same positions they previously held; positions that were now classified in lower categories with 

decreased remuneration and benefits. For those who got part-time, casual work, salaries were 

lowered and benefits associated with full-time positions were eliminated.

The issues raised in the foregoing discussion were significant in analyzing experiences 

of women of color during periods of restructuring in hospitals. A large number of women of 

color were employed in staff nurse positions in health care facilities in large cities like Toronto. 

These women had acquired extensive experience and specialized skills after several years of 

nursing practice, and many worked consistently in the same hospitals for several years. Their 

experiences gave them flexibility that enabled them to work across various specialty units in 

these hospitals. There was definitely an advantage for management in having a pool of highly 

trained nurses who were shunted across units, whenever it was deemed necessary. However,
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when these nurses attempted to obtain full-time positions in specialized units, they were denied 

access to these jobs. No doubt, institutions benefit from having nurses with advanced levels of 

expertise working at the front line. There are perceptions that specialized units in hospitals, such 

as intensive care units, require that nurses utilize high levels of specialized knowledge and 

technological skills. These areas carry prestige and attain high visibility with patients, the 

public, and staff members. These unwritten rules in hospital practices exclude Black nurses, 

whose knowledge and skills are deemed to be less desirable than those of their White 

counterparts (Essed, 1991). Armstrong (1989) stated that hospitals are segregated by race and 

gender. Calliste (1996) reported that among widespread discriminatory practices that were 

exposed by the Ontario Human Rights Commission in response to nurses’ complaints of racial 

discrimination at Northwestem General Hospital, Black nurses were found working in large 

numbers in chronic care areas in hospitals, but only a few were practising in perceived high 

technology, high visibility areas such as emergency and intensive care units (Congress of Black 

Women-Toronto Chapter, 1996). When asked about this phenomenon, one participant shared 

her perception that these areas required a high level of knowledge and skills, however. Black 

nurses are not often given credit for possessing these attributes, and are often excluded from 

positions in these areas.

Participants’ narratives also conveyed their perceptions related to social and economic 

factors as a deterrent to women of color in their attempts to advance beyond staff nurse positions. 

In analyzing the experiences of these women who remain in staff nurse positions indefinitely, 

one might ask, how does the system benefit? Much of the arduous, but essential work of nursing 

happens at the front line. Hospitals and other health care facilities require a ready supply of 

inexpensive and expendable labor. Nurses in these ftont-line positions depend on their jobs to
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meet financial needs for themselves and their families. However, they also fulfill the system’s

need by providing bodies to do essential work.

Narratives of some participants demonstrated that social and economic factors were

deterrents to some women of color in advancing their careers. Mary had several years of

experience working in hospitals, and was employed in community health at the time of the

interview. Her perceptions concerning the impact of restructuring on careers of women of color

focused more on general systemic factors, rather than on outcomes for individual nurses who

were caught up in the process of restructuring. In responding to the question of how

restructuring had an impact on women of color, she stated:

I would like to think it hasn’t and I am not sure I have a lot of examples, b u t . . .  we 
are at the front line and that’s where they have mostly downsized and cut. One of the 
things that I have found out about women of color is that because of their economic 
and social situation, they are not able to continue their education, so consequently 
they are mostly kept in frontline [positions] at the staff nurse level, so they are not 
able to advance as their White colleagues. That’s a negative thing that I notice about 
women of color. (Interview #14,14/5/99)

Part of the strategy employed by hospitals as they restructured the labor force was to 

introduce unregulated workers in patient care imits, ostensibly to relieve RNs of non-nursing 

functions. This strategy was deemed by management to be more cost effective than having a 

full-time staff of qualified nurses (College of Nurses of Ontario, 1994). A number of RNs were 

forced to take casual positions, with lower salaries and without benefits. Some were forced to 

work as RNAs. A significant number of Black women who worked in staff nurse positions as 

RNs experienced downward mobility in their jobs (Hardill, 1993). Jobs for RNs were arbitrarily 

eliminated by management, and many of these women were forced to accept jobs as RNAs. 

These women were disadvantaged both from a professional and financial standpoint. The 

position of the College of Nurses was that RNs who accepted jobs as RNAs were obligated to
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make decisions at the level of knowledge required of the RN. In addition, they were expected 

to delegate and supervise work of unregulated care providers (College of Nurses of Ontario, 

1994). Many nurses were caught up in this exploitation of their labor, however, women of color 

voiced that they suffered unduly, since for many, their jobs were their only source of income. 

These cost-containment strategies negatively influenced the quality of care that was provided 

to patients in hospitals.

Power Relations at the Front Line

Power relationships in hospitals are structured in traditional top-down, bureaucratic 

fashion. Staff nurses who work at the front line usually do not enjoy the power and rewards that 

are available to people in top management positions. They seek out their own niche to exercise 

power, resist oppressive work situations and carve out pathways for advancing their careers. 

Even in seemingly powerless situations, staff nurses find individual strategies to exercise power 

and develop resistance during the course of their work.

Their jobs require them to combine multiple roles, including doing physical work to meet 

the needs of patients who are dealing with many types and stages of illness. They are caught up 

in multiple pressures to meet demands of patients, families, supervisors, physicians, and 

colleagues from other disciplines (Growe, 1991). A major source of stress for staff nurses is 

inability to control their work environment. Their jobs carry enormous responsibility, yet there 

are often no clear-cut lines of authority. There is often a feeling of powerlessness and lack of 

support from management and colleagues. According to Jacobson and McGrath (1983), nurses’ 

contribution to patient care is never fully recognized. These authors noted that there are 

fluctuations in cycles of authority and responsibility. During regular daytime working hours.
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a nurse’s authority and responsibility for decisions about patient care is diminished, while 

physicians assume decision-making powers. Expressing this concern they stated: “during the 

night authority for decision making is delegated to the nurse, but when daylight arrives, the 

authority again reverts to the physician” (Jacobson & McGrath, 1983, p. 121).

Exclusion from “Being In-Charge”

For nurses who work in staff positions, “being in-charge” provides a niche where they 

have control over their work. This position offers them opportunity to assume increased 

authority and responsibility. It is associated with responsibility to organize work for a specified 

unit, supervise the work of colleagues, ensure that patients’ needs are met, including completing 

prescribed treatments, as well as communicating with patients and their families, and the public. 

Although there are increased responsibilities associated with the position of charge nurse, this 

is seen as an upward step in career achievement, even though the position may not be permanent. 

A nurse whose resume reports experiences in assuming charge nurse responsibilities would 

probably be considered favorably for future jobs that require some administrative skills. All 

nurses who work at the front line experience some degree of oppression in carrying out their 

wnrk, however, women of color have the added burden of being excluded from some privileges 

that are that are accorded to some of their peers.

Participants’ narratives demonstrated that marginalization was part of the reality of their 

experiences in the workplace. They perceived that in work assignments they were denied 

privileges that were taken for granted by their White colleagues, and that managers denied them 

equitable assignments. Besides, they had to deal with negative responses from patients and their 

families. One participant voiced her perception of being denied the privilege to be in-charge. 

Elsa was had many years’ experience; she had worked in the same hospital for over 16 years
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in staff nurse positions in variety of specialty units. She returned to school, completed a 

baccalaureate degree in nursing and continued part-time graduate studies. In describing her 

perception of unwritten rules, she said:

Well, as a matter of fact when I worked at the hospital. . .  there are idiosyncrasies 
that are unwritten rules and values that you have to leam along the way, you 
sometimes hit and miss when you are not brought up in the system, certain unwritten 
stuff.. . .  One of the things I am trying to say here is that I would not want to be in 
charge; it was a threatening thing. (Interview #5, 18/11/98)

Elsa discussed her ambivalent response to initially assuming the position to be in-charge. 

She spoke of not wanting the responsibility to be in-charge, but when she saw that her White 

colleagues who were in-charge, were not more capable or more knowledgeable than she was, 

she felt that she had a right to be put in-charge. She describes the impetus to claim the right to 

be in-charge:

I think when this happened was when some people were put in charge who should not 
be there . . .  I started to rebel.. . .  When 1 started rebelling, I said this was rubbish 
. . .  what am I afraid of? If it is teaming, one thing, I am willing to leam too. . . .  You 
are not credited with the brain power. . .  you are given all the physical stuff. 
(Interview #5, 18/11/98)

The narrative of another participant demonstrated how actions, which routinely occur in 

the staff nurse’s work and are taken for granted, accorded privilege to some nurses, while others 

were disadvantaged. Donna shared her experience of being denied her right to be in-charge. At 

the time of the interview, Donna had worked in the same hospital for 16 years as a staff nurse.

She obtained a baccalaureate degree; in spite of her efforts, she had not been successful in 

obtaining any position beyond the staff nurse level. She stated that she and a colleague were 

assigned to a staff nurse position on a new unit in a hospital, and started the job at the same time; 

they were both given a period of general orientation to the job. Soon after they started, her

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



151

colleague was given specific orientation to the responsibilities of a nurse in charge, and was

assigned to be the nurse in-charge on the night shift. Donna indicated that she was not given the

same opportunity, yet her White colleague was automatically given this privilege. She stated

her perception concerning this situation:

I think I should have had more opportunities . . .  me and another [colleague], a White 
Canadian started to work on the same day . . .  she was oriented to the desk and was 
put in-charge on nights.. . .  I wasn’t oriented, after six to eight months this went on, 
people began to notice . . .  Black nurses began to ask . . .  [why weren’t you oriented?] 
. . .  so I tell them I really don’t care to be in charge, because of the pressures you are 
under; they tell me that was not the point. . .  so when I confronted the manager, she 
couldn’t give me a good answer. 1 told her maybe I am being discriminated 
against.. . .  She said it just slipped her mind. (Interview # 4, 9/11/98)

These data brought out interesting perspectives on the subtle processes by which marginalization 

and racial exclusion occur, how these processes are embedded in the system, and how they are 

deployed in everyday practices (Essed, 1991). The manager dismissed the staff nurse’s question 

of differential treatment by saying it just slipped her mind. Donna assumed a stance of not 

wanting to rock the boat. She used the excuse that she had no interest in being in-charge because 

of the responsibility. By taking this stand, she was placed in a position in which she continued 

to work as a staff nurse and did not gain valuable experiences associated with the charge nurse 

position that would be advantageous for future promotion in her career. Indeed, this may have 

been the situation in her case. Later in the interview she reflected on her experiences of working 

in the same hospital for 16 years as a staff nurse, during which time she returned to school and 

obtained a baccalaureate degree. She applied for several positions beyond the staff nurse level, 

but was always turned down. She expressed hope that she would eventually be given a 

promotion, because she felt that she had the knowledge and experience to do the job.

Patients’ Response
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The question of identity and differences plays a part in the everyday experiences of

women of color as they interact with patients. To whom do patients attribute power and

knowledge to act as a professional nurse? Who is capable of providing knowledgeable nursing

care? Some patients are socialized through dominant discourses that perpetuate stereotypes of

people of color and make decisions based on outward signifiers of race. Several writers have

documented the high demands of nurses’ work, and the related stresses that confront nurses in

the course of their work (Armstrong, 1993; Cobum, 1987; Growe, 1991). Nurses work with

patients 24 hours a day, attending to and assisting patients in meeting the most intimate and

intricate needs when people are limited in their ability. Virginia Henderson, one of the earliest

nursing scholars, posited a theory of nursing which stated that, “the unique fimction of the nurse

is to assist the individual, sick or well in the performance of those activities to contributing the

health or recovery (or to a peaceful death), that he would perform unaided if he had the

necessary strength, will or knowledge” (cited in Growe, 1991, p. 104). Watson, another

prominent nursing theorist, expounded a theory of nursing based on moral values of care that are

based in “humanistic altruism, sensitivity to self and others and a love for a tmst of life and other

humans” (Watson, 1988, p. 73).

Connie’s narrative raised questions of patients’ perceptions of the identity of women of

color as professional nurses. Connie had 15 years’ experience working as a staff nurse in the

same hospital. She expressed feelings of powerlessness in dealing with negative behavior from

her patients. She perceived that patients’ interrogation of her right to belong undermined her

identity as a professional nurse. In her narrative she said:

The patients . . .  to me the most racist thing that anyone can say to me is . . .  where 
were you trained? . . .  What are you doing in this country? You come from such a 
beautiful warm island.. . .  They will ask the cleaners sometimes before they ask you, 
because they don’t like to give that recognition of you as a professional. Sometimes
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you are dealing with clients on a one-on-one basis.. . .  they are very condescending. 
(Interview #3, 26/10/98)

Nursing’s focus on altruistic caring has led to many dilemmas for the individual nurse

as well as for the discipline as a whole. Kuhse (1997) discussed ethical dilemmas arising from

nursing acceptance of care as the basis of interactions with patients. She drew on the work of

Noddings, the prominent ethicist, in raising questions about the “moral significance” of care

(p. 159). She noted an ethical dilemma implicit in the acceptance of total altruism in caring

relationships. She stated:

Care takes precedence over all other norms and values . . .  it is also to place care 
above values such as racial equality. . .  care would require us at least to give implicit 
support to bigotry and racism and to leave unchallenged practices and beliefs that 
we . . .  regard as morally wrong. (Kuhse, 1997, p. 159)

It is this moral approach to care that raises dilemmas for nurses who work directly with patients. 

In the work environment, nurses who work closely with patients may not always receive positive 

reinforcement for the work they do.

If nurses behave in an unethical manner or demonstrate conduct that is deemed 

unprofessional, there are strict guidelines governing the process for investigation and 

disciplinary intervention. On the other hand, when nurses are on the receiving end of negative 

behaviors from patients or their families, the processes for dealing with such behaviors are not 

clearly defined. In situations where nurses receive positive reinforcement from patients and their 

families, the gestures are considered as approval for the work that is done in providing day-to- 

day care. On the other hand, when patients and their families engage in imjustified negative 

behaviors, the impact on nurses can be devastating. There are few options for nurses to address 

negative behaviors expressed by patients or their families.

Among the participants, some spoke of perceptions of outright discriminatory behaviors
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on the part of patients. Perceptions related to patients’ questioning their knowledge and failing

to acknowledge them as professional nurses. Some participants spoke of being interrogated by

patients on occasions. They perceived that their knowledge was called into question, as well as

their identity and right to belong.

The narrative of another participant brought out issues related to identity and belonging.

She discussed patients’ questioning of her identity, and constructed the nurse of color in a

negative light. Donna reflected on patients’ constant interrogation of her presence as a nurse.

She remarked that her White counterparts are not usually interrogated by White patients. She

was a staff nurse and had worked in the same hospital for 16 years. She immigrated to England

from the Caribbean as a child, with her family. There she studied nursing; two years following

graduation, she immigrated to Canada. She discussed her experience of being questioned by

patients concerning her ethnicity and education. She indicated:

They hear my accent and keep on asking “which island are you from?” When I tell 
them England, the next question is always, without fail, where are your parents 
from? . . .  There was one patient as soon as I entered his room he consistently asked 
me, ‘how long have you been here?’ I told him I started working at 7:30 pm, so I am 
here only one hour. (Interview # 4,9/11/98)

Donna indicated that this client expressed displeasure at her response. She went on to discuss

her perceptions that patients often do not see the value of the care that she and other nurses of

color provide. In the narrative, the patient persisted in questioning Donna about her origin. The

underlying question could be raised, did he consider her capable of having the knowledge and

skills to be a real professional nurse? Donna’s response could be construed as an act of

resistance. She challenged the patient’s questioning of her right to belong and her identity as a

professional nurse. Shadd (1994) analyzed the social construction of identity of people of color

in Canadian contexts. Blacks and people of Afiican ancestry are positioned as immigrants and
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foreign-bom. Shadd noted that she is a fifth-generation Canadian of Black ancestry. She stated 

that she is often interrogated about where she is from. Conversations with people often start 

with the well-known pattern of interrogation: “where are you from?”; “what nationality are 

you?” Inevitably the questioning leads to: “but where are you originally from?” (p. 10). She 

used her personal experience to demonstrate the misconception that Canadians are not perceived 

as people of color. Donna’s experience with her patient leads me to conclude that the patient 

constructed her identity as an immigrant woman who could not be a Canadian and a professional 

nurse.

In the following narrative, Dorma discussed perceptions concerning the lack of

recognition from patients:

A few of us talked about this . . .  no matter how much you do for a patient, you may 
do everjdhing; it’s just not recognized . . .  we had patient X, we washed this person, 
we showered him, shampooed his hair, walked him . . .  of course the other White 
nurses would probably [provide similar care], yet when the cards [of thanks] came, 
the other nurses names were there and yours was not . . . .  Why should I even bother to 
go that extra mile? (Interview # 4, 9/11/98)

Another critical issue was raised in the narrative of the next participant. This related to 

the right of a patient to refuse care from a nurse who was a woman of color. The situation raises 

an ethical question: Does a patient’s refusal of a nurse on the basis of color constitute racism, 

or is it a patient’s right to choose a preferred care giver in a public institution? Betty worked in 

a suburban hospital for over 10 years, as a staff nurse and a manager. She spoke about her 

experiences when a patient refused to have her provide nursing care for him; his family agreed 

with his wishes. Betty was the nurse in charge of the unit. She agreed with the patient’s wish 

and assigned a third-year nursing student, a White woman, to replace her as care giver for this 

patient. She then informed the hospital nursing supervisor of the situation. Betty provided a 

rationale for the patient’s behavior by saying that she had seen patients refuse other nurses for

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



156

other reasons: “ religion or whatever” (Interview #2, 3/12/98). In this situation, Betty was the 

senior nurse, who possessed knowledge and competence to care for this patient, yet the patient 

refused to have her as a caregiver, presumably because she was a woman of color. At the same 

time, she had to supervise care provided by the White student who replaced her. The situation 

begs the question: Did Betty relinquish her right to give professional care to this patient? I 

would argue that Betty had a right to practise as a professional nurse in a public hospital. The 

patient’s action was obviously discriminatory; this nurse passively accepted this behavior.

In the foregoing narratives, participants recounted situations where they were denied the 

privilege to have experiences that were automatically available to White colleagues. Their 

identity as professional nurses was challenged through negative behaviors displayed by some 

patients. They recognized that on occasions they were subjected to discriminatory attitudes from 

patients, and usually they had no satisfactory route to respond. In the culture of hospitals, 

patients’ rights are always respected. Most often there is no recourse for nurses to redress 

discriminatory action initiated by patients. In dealing with disputes, hospitals, like other 

institutions gain support from the Human Rights Code, which promotes equality for all citizens, 

and prohibits racial and any other type of discrimination. The only grounds on which racial 

discrimination can be claimed are in the presence of expressed racist epithets (Henry et al., 

1996).

Relationships with Colleagues

The organization of relationships in the health care system reflect the norms and values 

of the dominant groups in society. Women possess knowledge that comes from their experience 

as members of ethnic or racial groups. Experiences of Black professional women are often
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marginalized (Essed, 1991; Mohanty, 1991). In reflecting on working relationships with

colleagues, several participants characterized their relationships as somewhat ambivalent.

Participants indicated that they often felt that they are never fully accepted as part of work

groups with colleagues.

In the next segment, Mary’s narrative raises issues related to tokenism in the workplace.

She was the first woman of color appointed to a position as staff educator on the surgical patient

care unit, where she previously had worked. Responsibilities in this position involved teaching

of staff nurses in specialty areas. Mary had worked as a staff nurse in a hospital for a number

of years after which she was promoted to a position as clinical educator. Mary described her

experience in assuming the position:

I remember an example when I was going through a rough time at the hospital in a 
clinical instructor position. I felt I could not tolerate being in the position, because of 
some of the things that I was facing, and decided that it was not really healthy, so I 
decided to quit and go back to a staff nurse [position]. I remember two young Black 
nurses saying, ‘you have let us down.’ . . .  all I could say at that time was, ‘I have to 
do what is best for me,’ because they were not aware of the numerous times . . .  and 
the sleepless nights that I was having. I felt it was either [I leave]. . .  or I would be 
mentally and physically il l. . . .  They were really angry and felt that I let them down. 
(Interview #14, 14/5/99)

Mary explained the physical and emotional toll that she experienced when she had an upward 

move in her job. As the first and only woman of color in a position of responsibility in the unit, 

she perceived that there was pressure from colleagues to constantly prove herself. She 

constructed the message that, as a woman of color in a position of responsibility, she had to work 

hard to get there, and then continue to prove her ability to do the job. She said, “for me it was 

looking at the levels where people of color were, and see the token few and realize that it must 

have been a struggle for them to get there” (Interview #14, 14/5/99). In the position she also 

experienced pressures from other women of color who looked to her as a role model. For them.
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it was important to have someone in the position who reflected their group’s presence. In

Mary’s case, she had a young family who also required investment of time and energy. Mary’s

experience demonstrated how subtle pressures in the work environment create exclusion, and

keep women of color at the bottom of the professional ladder.

Mary continued to describe her situation, and her choice to give up a promotion and

return to the staff nurse level:

I: Tell me about any barriers that you have encormtered in your career.

P: That’s an excellent example of a barrier, you get along and you come across barriers 
you didn’t anticipate and you have to deal with them. One morning I was getting ready 
for work and I remember my husband saying to me, Ts it worth it? . . .  Here you are not 
sleeping, you are anxious, you are taking care of our daughter. 1 had limited time for 
h e r . . .  I had to spend time preparing for work. Everything was suffering. I was a 
nervous wreck, and it dawned on me I did not have to prove anything to anybody, or to 
stay there and tolerate this, and I thought, ‘no, it is not important anymore.’ (Interview 
#14, 14/5/99)

As I analyzed these narratives, I acknowledged that regardless of the identity of staff nurses, 

problems are always present in the course of their work, however, women of color have to 

respond to many layers of oppression. They experience triple jeopardy arising from race, class 

and gender oppression when they are confronted vdth subtle or overt discrimination in the course 

of their work. In Mary’s case, she perceived that she had to work hard to demonstrate her ability 

to manage in her new position as educator, as well as having to be a role model to her peers; in 

addition the added stress of caring for her young family proved to be a great challenge for her.

Another theme that came from participants’ narrative related to a lack of opportunities 

for promotion in their work. Molly’s narrative spoke of her experiences in attempting to secure 

positions beyond the staff nurse level. Her career working in the same institution spanned over 

16 years. She started out as a registered nursing assistant (RNA), then returned to school and 

obtained qualifications as an RN. Later she completed a BScN degree, and worked in several
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units in the same hospital throughout her career, mostly at the staff nurse level. She voiced

disappointment at her inability to secure promotion beyond the staff nurse level. She voiced her

perceptions by stating:

You are stuck: no encouragement for advancement; no encouragement when you 
apply for positions . . .  to be considered . . .  there is no encouragement to understand 
what it is you are lacking, what is missing, and what you need to do to get those 
positions. Sometimes your application is ignored. You know people are selected, 
honestly I don’t know how they are selected, I can make assumptions, but I do know 
for a fact that they were not more academically prepared, or more clinically 
experienced than I was for positions that I applied for. (Interview #8, 21/12/99)

The foregoing narrative demonstrated another kind of barrier encountered as this 

participant tried to gain upward mobility in her nursing career. Molly’s experience begs the 

question: How much education and experience are enough for the woman of color to secure 

promotion in nursing positions? Molly’s experience was similar to those shared by other 

participants. She discussed her perceptions concerning exploitation of nurses’ labor: “When 

there is a shortage of nurses, lateral mobility is not a problem, upward mobility is” (Interview 

#13,10/2/99). For the experienced staff nurse, lateral mobility means having the experience and 

flexibility to move from one unit to another in the institution, and to fill gaps where their skills 

are required. Denial of upward mobility means denial of positions that actually convey or are 

perceived to convey power and privilege. Looking at the participants in this research, most of 

them attained qualifications that were above and beyond basic nursing education, yet they faced 

enormous difficulties in attempting to advance in their careers. A major problem in nursing is 

that the qualifications for upward mobility are vague. Institutions and individuals in positions 

of authority draw on arbitrary guidelines to select and promote people to the most desirable and 

prestigious positions.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



160

Summary

Chapter five presents an analysis of narratives constructed by participants that conveyed 

perceptions of barriers they encountered as they navigated their careers as registered nurses. 

Themes arising from the literature and from narratives were used in constructing participants’ 

perceptions of multiple barriers that affected mobility in their careers. Among significant 

barriers were devaluation of knowledge and skills, marginalization and silencing of their voices, 

and exclusion from positions of power. Participants who received basic nursing education in 

their home country in the Caribbean, or in England encountered inordinate difficulties in 

navigating bureaucratic processes in order to obtain the licence to practise as RNs. A significant 

departure related to demands in the labor market. Those women who entered Canada at times 

when there was a perceived shortage of nurses encountered considerably fewer barriers in 

obtaining a licence to practice as RNs compared with those who entered when there was an 

excess of RNs. Devaluing of education created a barrier for most participants. Those who had 

secondary education outside of Canada were charmelled into lower level programs as RNAs.

Early in their careers, there were significant barriers related to navigating demands associated 

with establishing their careers and families. Several participants indicated that they were denied 

resources to continue their education. Later in their careers, participants encountered other 

barriers related to power relationships in their work environments involving managers, 

colleagues, patients and their families. Further barriers identified included: exclusion from 

opportunities that would facilitate upward and lateral mobility in their careers; exclusion of their 

voices from decision making; and negative responses in interactions in the workplace.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



CHAPTER 6

AGENCY AND RESISTANCE: RESPONDING TO BARRIERS 

Introduction

In the preceding chapter, narratives of participants indicated the existence of barriers that 

impeded their career paths as registered nurses. As a group of women of color, their experiences 

portrayed barriers that originated in multiple sites, and reflected intersections of race, gender, and 

class. Common sources of barriers related to perceptions that their knowledge and skills were 

devalued. For example, several participants recounted significant obstacles in their efforts to 

obtain a licence to practise as registered nurses, even though they had established credentials as 

registered nurses prior to coming to Canada; many were experienced practitioners of nursing. 

Later when they were established in their careers working as RNs, they were confronted with 

other obstacles that presented challenges. Some of these barriers arose in interactions with 

managers, colleagues, and patients in hospital settings, as well as in workplace practices that led 

to marginalization of their work, devaluation of their knowledge and denial of privileges that were 

available to White colleagues. This chapter focuses on participants’ actions in developing agency 

and resistance to barriers encountered as they navigated careers as registered nurses. Narratives 

constructed experiences of dealing with exclusions from opportunities that could facilitate upward 

or lateral mobility in their careers. They exercised agency in resisting barriers and developed 

positive strategies that enabled them to move on with their careers. The terms “agency” and 

“resistance” are useful concepts in analyzing participants’ lived experiences in their careers. As 

the starting point of analysis, it is important to have a clear definition of these concepts. The
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concept of agency implies taking action on one’s own behalf. Goddard (2000) defined agency 

as “the capacity and willingness of actors to take steps in relation to their social situation” (p. 3). 

She argued that gender is linked to agency because gender is part of the defmition of identity and 

subjectivity in the social world. In this study my focus is on the identities of participants, which 

are constructed by race, gender, class and location as immigrant women of color who are 

registered nurses in Canada. Critical feminist theorists claim that women from various ethnic and 

racial groups are not helpless victims as White feminist theorists portray them. They exercise 

agency in countering hegemonic dominance derived from multiple oppressions including race, 

gender, and class (Agnew, 1996; Collins, 1991, 1998; hooks, 1984). These scholars argue that 

multiple oppressions created by intersections of race, gender, and class create sites from which 

women of color exercise agency. Dominant discourses create Blacks and other women of color 

as victims who can be co-opted by the agenda of the state. These women claim multiple subject 

positions derived from historical and social contexts. From these positions, they develop bases 

to challenge dominant discourses. Women of color are not content to be tolerated, but actively 

agitate to change power relations (Banneiji, 1993; Carty & Brand, 1993; Mohanty, 1993).

Foucault’s methodology also contributes to an understanding of the concept of resistance. 

He provided a framework for understanding how power, knowledge and resistance are linked 

through discourses in historical and present contexts. Networks of power are created from 

various positions in which people are located, and can be used as sites of resistance. Omi and 

Winant (1993) argued that in changing social and historical contexts people develop new 

identities that enable them to mount resistance to hegemonic discourses. Dei et al. (1997) stated 

that resistance involves “the attitudes, behaviors and actions which challenge dominant 

institutional norms and practices as a means to effect social and institutional change” (p. 25).
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From their narratives, it was evident that participants did not become helpless victims 

when they encountered oppressive experiences in their careers. They developed a range of 

strategies to respond and advance their careers. Their ability to make choices to continue their 

education, in spite of multiple demands to juggle shift work in nursing and meet demands of 

family, provided them with credentials to compete for jobs in nursing that required qualifications 

beyond the basic preparation in nursing. In the work environment, they developed responses to 

challenge norms and practices that denied them privileges available to their White colleagues.

According to bell hooks (1988), as women of color develop awareness of their oppression 

and find “voice” to speak about their experiences, they begin a process of “education for critical 

consciousness” (p. 99). They engage in critical reflection, and develop awareness that transforms 

and motivates them to take action. Participants exercised agency in responding to circumstances 

that created barriers that impinged on their ability to advance in their careers. While they 

perceived that they could not fix the system, they took actions that were necessary to move ahead 

with their personal and career goals. In her analysis of Black women’s resistance, Collins (1991) 

noted that self-determination is critical to individual and group empowerment. These women 

have traditionally used their experiences to find voice and safe spaces in empowering themselves. 

Their social networks of friends, extended family, and community have been key networks in 

finding sites for resisting oppression in the public sphere. Strategies employed by participants 

in this study supported the use of such networks. Participants indicated that supports within 

professional networks were not available to them; in fact, they stated that marginalization in 

intergroup relationships in the workplace was part of the reality of their lived experiences.

The reading of participants’ narratives indicated that acts of resistance that they 

individually engaged in took on distinct characteristics. Responses were put into categories and
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labeled based on descriptions of actions taken by participants. For purposes of analysis, 

categories were not mutually exclusive, but were useful in providing a framework for 

understanding the strategies employed by individuals to respond to barriers that they experienced 

in their career paths.

1. Challengers were those participants who directly confronted existing practices, knowing 

that there could be repercussions, however, they were willing to take risks even though the 

outcomes may not be all positive.

2. Pioneers represented those participants who took action to explore new experiences that 

were not previously available to women of color in nursing. In seeking these opportunities, 

they systematically plarmed and took risks; most of these led to a positive career move.

3. Quiet Ones were those participants who trusted the system. They preferred to seek 

opportunities for career advancement through established organizational channels. They 

were not passive, but took action in positioning themselves for career moves, e.g., by 

acquiring further education. Strategies used by these participants did not appear to result 

in positive career moves.

Challengers

During the data-gathering process, participants were asked to talk about their career from 

the perspective of women of color. In responding, some discussed strategies that enabled them 

to challenge the prevailing power structures. Fran indicated initial perceptions of powerlessness 

that characterized her choice of nursing as a career. She immigrated to Canada from the 

Caribbean as a young adult. She pursued basic diploma education in nursing in Canada at the 

community college level, and later obtained a baccalaureate degree from the university. She
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expressed frustration at the barriers she eneountered early in her eareer. She described her early

perceptions of nursing:

Drudgery, glass ceiling, very oppressive. It is very oppressive. I didn’t notice that 
about nursing until I got into it and looked aroxmd. I question things; I am a very 
inquisitive person . . .  I get in trouble, not in terms of being reported or 
insubordination, but trouble in terms of people shutting me down and shutting me off. 
(Interview #6, 25/11/98)

Fran was not content to let perceptions of powerlessness become a deterrent to her career goals.

Her response can be seen as challenging to some established practices. Her eagerness and

enthusiasm to question and bring new ideas to the forefront were not thwarted by what she

expressed as people trying to shut her down. In spite of perceived pessimism for the plight of

Black women in the profession, she maintained an optimistic outlook conceming her career.

Later in the interview, she went on to voice that she recognized the existence of barriers, but she

would not let them deter her from working toward her goals. Fran discussed initiatives that she

employed in challenging the system. In the following excerpt from her narrative, she challenged

images of exclusion in the hospital. She stated:

From the perspective o f the person that walked in as a patient, someone that doesn’t 
speak the language you know: How do they feel included by looking around just in the 
entrance alone? Do you think that rows and rows of White male past Presidents give 
them a warm welcoming feeling? I went to the manager and asked about th is.. . .  [After 
some time elapsed] I noticed that they moved them into another room where they were 
not in the public anymore. I don’t know if it was my idea or not, after all I did raise the 
question. (Interview #6, 25/11/98)

Fran’s questioning posed a challenge to perceptions of dominant images that were taken for 

granted in the workplace. This observation, coming from a young Black woman who is a nurse, 

is powerful. In effect, she challenged the lack of representation of the many people of color from 

the community that used the hospital. Her actions raised questions about how the hospital 

perceived or valued the community that it served.
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Another type of response came from the next participant who challenged decision

making processes at the managerial level. Elsa, a staff nurse, had worked in the same hospital 

for several years. She continued her education and obtained a baccalaureate degree in nursing. 

Her narrative demonstrated her response in challenging a manager’s decision that prevented her 

from moving to a job that she perceived was an important step in her career. She reflected on 

her interaction with a manager:

I thought I had enough of the floor, so I wanted to move to emergency. I was part 
time . . .  but I wanted a full-time jo b .. . .  I went to the manager with my request. I am 
thinking that the people they gave it to were already full time, but were displaced 
from someplace else. She said, ‘well I have part time here, no full time and I would 
like to hire you and we could work up some full-time.’ . . .  at least she invited me 
down without pushing me aside, she heard me out and was willing to hire me but, I 
did not take [the position] because it was part time on the other floor. (Interview #5, 
18/11/88)

Elsa’s narrative demonstrated that she had clearly thought out a career move. She challenged 

the manager’s decision not to consider her for a full-time position in the emergency department. 

She was reluctant to name racism as a possible factor in being denied a full-time position. 

WTiatever factors determined the manager’s decision, Elsa was not content to be excluded from 

an area of employment where she had the knowledge and skills to function. She acted on an 

assessment of her ability and her right to have a job in the emergency department. She stated 

her observations that there were not many Blacks working in that department, but acted on her 

decision to explore a career move, and also demonstrated confidence in her own ability. In the 

end, she made the decision not to take the part-time position that was offered to her in the 

emergency department. Had she taken it, she would have sacrificed benefits and security that 

she had in her current, full-time position. She had taken a risk in applying for the job, and was 

willing to challenge the manager’s decision. She was also strategic in making a decision that 

had implications for her career path.
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Pioneers

Pioneers developed various strategies to increase their chances of success in meeting

their career goals. Ann demonstrated actions that depicted a pioneer. She immigrated to Canada

after completing basic nursing training in England. Following her early experiences working

as a staff nurse in a small city hospital, she navigated her way into a position as a teacher at a

school of nursing in a suburban vmiversity. Arm described her response to challenges she

encountered early in establishing her career in Canada. She spoke of starting her journey in

nursing in England where she went into nursing even though this was not her first career choice.

Voicing her perceptions conceming the transition to nursing in Canada, she stated:

It was not too bad. I found a job in a small hospital where I had a supportive head 
nurse. There were a number of other Black staff nurses working on the unit so it 
wasn’t too bad at all. (Interview #1,13/11/98)

Ann described her initial experiences as exciting, yet in planning her career path, she avoided

experiences where there would be the likelihood of being denied the opportunity for

advancement. She stated that she observed that other Black nurses who emigrated from England

around the same time as she did, experienced frustration in their career path due to constant

denial of opportunities for promotion in their jobs as hospital staff nurses. She summed up her

observations in the following narrative:

They were very fhistrated from the lack of opportvmity, with the fact that they were 
Black and they wouldn’t be promoted. . .  so I did not aspire to that.. . .  With students 
coming from the colleges and universities for their clinical experiences, I found that I 
worked well with students and I could empathize with them, and particularly students 
who were Black, it was obvious to me that they were not well-treated by their 
teachers, so that inspired me to go into teaching. (Interview #1, 13/11/98)

Early in her career. Arm considered different options. She noted that opportunities for promotion 

of her Black colleagues were not available, so she chose a career path that went beyond the usual
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route taken to become head nurse and manager. She took pride in being a pioneer, and in going 

where no woman of color had gone before, however, she was reluctant to name race as 

constituting a harrier in her career path. She described her first experience in obtaining a job as 

a teacher of nursing:

As a matter of fact, I was the first Black woman who the college hired. People were 
not sure how to treat me and how to behave in my presence. The woman who hired 
me would put her head on the block for me. (Interview #1,13/11/98)

Arm spoke of having to prepare extensively to teach theory courses. She recognized that the

demands that were placed on her were beyond those expected of colleagues; for her it was

important to prove that she could do the job, knowing that her performance was being watched.

Speaking of her experience as a begiiming teacher, she said:

I had to do a lot of self-teaching [to prepare to teach]. I went to a predominantly White 
college, in a predominantly White city. As the only Black teacher among 14 White 
teachers I walked into the classroom knowing I was being watched. (Interview #1, 
13/11/98)

She voiced further perceptions related to experiencing hostility from a co-worker, who 

later apologized and said she was envious, because “she didn’t understand how I just arrived and 

managed so well and the students were not complaining about me. That was my first experience 

with race” (Interview #1,13/11/98). Ann went on to elaborate on her perception that she was 

put under a microscope when she accompanied students to the hospital for clinical practice 

experiences. In contrast to the previous segment, she now admitted that race was a factor in 

determining negative responses from a colleague. She stated: “1 was the Black teacher with a 

group of White students.. . .  I am sure I had to be twenty times as good as my colleagues to be 

accepted as a viable, capable effective teacher” (Interview #1, 13/11/98).
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Ann’s experience depicted how common practices in organizations sometimes perpetuate

everyday racism (Essed, 1991). As the first Black teacher in a White institution, Arm’s presence

violated the normative expectations of her colleagues. She had to prove herself worthy of the

position of teacher, a position that until then was occupied only by White women. Arm’s

narratives related to her early experience as she embarked on her career in the 1970s. The

dynamics of race, gender and class continue to define boundaries in nursing. The student bodies

in schools of nursing are increasingly changing to reflect the diversity of the population in

metropolitan cities, particularly Toronto, Montreal and Vancouver. However, composition of

faculty has not significantly changed to include this diversity.

Another participant, Mary, adopted strategies in responding to barriers that could also

be classified as a pioneer. She spoke emphatically of obstacles that she encountered in initially

launching a career in nursing. First, she had to deal with bureaucratic hurdles to obtain a licence

to practise as an RN, even though she had completed basic nursing education in England, as well

as having completed training as a certified midwife. Her second set of hurdles was associated

with obtaining her first job. In developing strategies to move beyond these initial barriers, she

said: “1 think my initial goal was to survive, but 1 began to realize that I was not going to get rid

of them [barriers] in a hurry; so, I had to take the bull by the horn” (Interview #14, 14/4/99).

Mary went on to discuss her response when she was promoted to a position in which she was the

first and only woman of color:

P: There were instances when I was working as a clinical instructor. 1 was the only 
woman of color compared to my colleagues. There were ten of us, nine were White. 
Clearly there were a number of times when it was pointed out to me that 1 was treated 
differently and the expectation they had for me [was different] compared to them.

1: Pointed out by whom?
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P: By my colleagues. There were a number of times when we would do the same thing 
and mine woxdd be analyzed and received completely different from theirs. At that point 
I was fairly naive and someone said to me, ‘can’t you see?’ 1 don’t know if I refused to 
see or I couldn’t believe what was happening. (Interview #14,14/4/99)

Mary’s experience demonstrated how she challenged some practices that were in place for a long

time and were taken for granted. Her story conceming her experience moving into a position

which was held for the first time by a person of color provides an example of a pioneering

experience. She was the first Black woman to hold the position of instmctor in a clinical setting.

With nine White colleagues, she perceived that her work was subject to undue scmtiny. Mary

was the token Black woman, the pioneer who had to prove herself, and possibly set the stage for

other people of color who may be promoted to similar positions.

The narrative of another participant, Sally, spoke of her experiences in moving to a new

position. Among her peers in the work situation, she was the only one who had gone on to

further her education to obtain a baccalaureate degree. As the only Black woman among a group

of White colleagues, she obtained a position that in her perception generated an extraordinary

response from White colleagues. Her narrative described her situation:

Since 19841 worked for [the community hospital] and was there till 1998. That’s the 
only job I ever had. I worked in general siugery, obstetrics, and now I am in 
ambulatory care in a [special position]. I found out that once I moved into this 
position I had a lot of discrimination from other nurses, since I had gotten my degree. 
That’s where I met it. They didn’t have a degree and claimed they weren’t interested 
in having one, therefore, they put down my degree. Once I had the job that required a 
degree, they disliked me for it. When I worked at the other hospital. . .  they treated 
me well. Now that I am in the new hospital [because of the merger], and I moved 
into the position that required a degree.. . .  I am being treated badly.. . .  They have 
done everything in their power to make it difficult for me. I have had several 
meetings with my boss to discuss the problem. Even the secretaries [see the 
problem]. Last week I took one secretary to lunch. She said, ‘I don’t know how you 
do i t , . . .  you shouldn’t take it personally, it’s that degree.’ (Interview #12, 28/2/98).
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The experiences of these participants demonstrated their perception of risks taken to

attain positions that were not previously held by women of color. Responses from their White

colleagues demonstrated subtle forms of discrimination. For those participants who were seen

as challengers, even though they encountered situations that created barriers in their careers

paths, they did not silently accept the circumstances, rather, they selected strategies that enabled

them to respond to barriers and to move forward with their careers. They remained in their

positions, continued to do their jobs in spite of possible negative response from colleagues, and

took the initiative to challenge negative behaviors.

Those who were pioneers took risks, e.g., in Ann’s experience, she was the first and only

person of color to hold a faculty position in the college; her situation could be seen as a token

position. Andersen (1993) discussed issues related to the phenomenon of tokenism. She stated

that group dynamics change when there are people in token positions in work environments.

Members of the dominant group become more self-conscious, while those people who are in

token positions gain extra attention. These people develop specific responses to pressures.

Andersen (1993, p. 129) stated that;

One response is over-achievement, in which tokens try to gain control over the extra 
attention given to their actions; this may, however, be difficult to accomplish, 
especially for those who are new to organizations. It also creates a delicate balance 
between doing well and not causing too much resentment among the majority.

The narratives of both participants, Mary and Sally, discussed in this section portrayed 

difficulties that they encountered in being pioneers in token positions. This was especially so 

in Sally’s position; she moved to a new hospital where she was a newcomer to the organization, 

the only Black person in her workgroup and the only nurse with a baccalaureate degree.
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Quiet Ones

Some participants described their experiences of being continuously denied privileges 

and opportunities that were available to their White colleagues. In responding to continued 

rebuffs, they adopted an attitude that could be described as “don’t rock the boat.” They preferred 

to trust the system and wait for opportvmities for career advancement to come about through 

established organizational channels. Donna was one such participant; she had worked in a staff 

nurse position in the same hospital for 16 years. She was consistently passed over for promotion 

to positions beyond the staff nurse level. When I asked her about her perceptions of barriers in 

meeting her career goals, her response seemed to be characteristic of a “quiet one.” She said of 

her experiences:

I guess I really have to push. . .  if a position becomes available. I apply for it hoping 
I will get it, but then I want to become more responsible.. . .  I have to become more 
responsible and demand it, where others automatically get i t . . . .  I guess if I step 
forward and become a bit more assertive in order to get there; otherwise you know, 
you get left behind.. . .  They would be glad to see me just come to work and do the 
same thing day in and day out. (Interview #4, 9/11/98)

She continued to voice disappointment in not being able to secure a promotion even after she had 

completed a baccalaureate degree in nursing:

I: Since you had your degree has it made a difference?

P: Not really . . .  the only difference it would make is if openings came up, because 
they weren’t nurses with a BScN, it would come in handy.. . .  I think there are only a 
few nurses on the floor with a degree.. . .  One of the other nurses on the floor got her 
degree this year . . .  she is Black.. . .  My color you know; I don’t think they 
discriminate against you openly but they do it subtly . . .  they can’t do it openly. 
(Interview #4, 9 /11/98)

Donna acknowledged that there are inequities in the system, however, she refused to 

acknowledge systemic barriers that kept her from being promoted in her work. Instead she 

internalized guilt and blamed herself for not pushing hard enough, not being assertive enough.
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Although she had invested time and resources in returning to school and obtaining a 

baccalaureate degree, she did not acknowledge that her achievement could be a valuable asset 

in seeking a promotion. She was reluctant to acknowledge that race may have contributed to 

consistent denial of promotion, however, she identified that discrimination may not be openly 

practised, rather, it is subtle. Essed (1991) identified the phenomenon that she labeled “the 

culturalisation of racism.. . .  it addresses hidden agendas of cultural diversity. Black women’s 

experiences expose some of the underlying currents of the dominant culture that inherently 

reproduces inequality” (p. 186).

Another participant, Jessie, had continuous employment as a staff nurse in the same 

hospital for almost two decades. During this time she was married, divorced, and raised a 

family. Jessie’s response seemed to be characteristic of a “quiet one.” She was content to accept 

her situation and trust that the system would be fair. The following excerpt from her narrative 

depicted her response:

I: So tell me about you first job as an RN.

P: My first job was at [a downtown hospital]. I worked there mostly in general 
surgery and chronic areas for the longest time. At that time I had no complaints. The 
job went well. As far back as I can remember, I had no complaint, it went well then.

I: So, it was generally positive?

P: At that time it was positive. I actually found it better then, than it is now.

I: In what way?

P: I think because the area that I am in now . . .  there is a shortage of nurses. The 
nurses are were more fhistrated . . . taking it out on each other. I can’t remember that 
happening before. (Interview #5,18/11/98)

Jessie remained in her position as a staff nurse for over two decades. She appeared to accept her 

situation without questioning. She indicated that the job was good and she had no complaints.
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She acknowledged that working conditions had changed in recent years; she attributed the

tensions and increasing frustration among colleagues to the shortage of nurses. Jessie did not

seem to focus on her own career goals, hut tended to generalize her comments conceming

working conditions to extemal circumstances. One might speculate that for her, having a steady

job that provided an income to support her family was a priority, thus she may have perceived

that it was important for her to remain quiet and not take any action that might jeopardize her

job. In her situation, her response may have been motivated by financial need. As a mother of

young children, having a steady income may have been a priority for her, and may have

motivated her decision to remain in the same position for several years.

Another participant, Betty, had worked in a suburban hospital for a number of years in

management positions. Her perception was that working hard and not “rocking the boat” worked

for her. She shared reflections about career moves:

People of color always talked about issues of color. . .  however, for me as an 
individual, I really never thought about it that much. I just decided what my goals 
were and I just went after them .. . .  If it was going to school and getting into classes 1 
had no problems. (Interview #2,4/12/98)

Later in the interview she reluctantly talked about barriers that she encountered in applying for

positions beyond the staff nurse level:

There was a lot of questioning you know, as to . . .  well, if you have this degree, why 
are you in this job? . . .  Well, 1 would say I applied for jobs . . .  sometimes [1 think] 1 
know a lot more now about how to apply for a job than I did 10 to 15 years 
ago.. . .  Personally I have had my share of applying for jobs and I got to be a 
supervisor. 1 did try to get into administration as a unit manager a long time ago, 
however, that didn’t work out. (Interview #2, 4/12/98)

Still later in the interview, I asked Betty to talk about her experiences from the perspective of 

a woman of color in nursing. Her reply was:
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Very difficult. . .  and I’ll tell you 1 think generally of myself as a professional 
nurse. . . .  1 don’t want to generalize about my experiences. . . .  1 was educated to 
value people only in terms of who they are, but also in terms of religion . . .  gender 
and whatever.. . .  1 mean there are different family arrangements. (Interview #2, 
4/12/98)

Betty’s response indicated some ambivalence in identifying factors that influenced her career. 

She was willing to trust the system, yet she identified difficulties that she encountered in 

applying for promotions. Although her narrative clearly indicated that she experienced barriers 

in applying for positions, she refused to acknowledge that race may have been a factor in 

creating barriers in her career. It is not surprising that she may have been blind in 

acknowledging sources of her own oppression. Van Dijk (1993) helped us to understand how 

elites in society create discourses that require legitimization by elites, as well as consensus from 

members of ethnic groups. Discourses are reflected through institutional practices and actions 

that appear to be fair and just, yet these practices create oppression.

Mentors and Support Systems

Participants in this study noted that having mentors and support systems was important 

in advancing their careers. They were not able to find these among nursing colleagues; for them 

it was critical to cultivate mentors and support systems outside of nursing. Mentoring is an 

arrangement between two people in workplaces: the mentor, who guides the less experienced 

person; and the protege, who is supported during the experiences related to learning a career. 

Mentoring arrangements can be formal or informal. Traditionally, mentoring has been accepted 

as a male model for introducing new recruits to professions. However, there is potential for 

adopting mentoring as a strategy for career development in female-dominated occupations. 

Jeruchim and Shapiro (1992) noted that there are differences in styles of mentoring based on race
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and gender. A commonly noted gender difference is that women experience interruptions in 

careers for marriage and family reasons, whereas men tend to have fewer career interruptions. 

Women may acquire mentors at different stages of their careers; mentors support their proteges 

in dealing with a range of issues such as family, child rearing and career interruptions. These 

issues go beyond the specific requirements of the job (Duff, 1999)

From the perspective of race, Higginbotham (1997a) stated that Black women are now 

beginning to gain access to education, but they are steered into traditional, woman-focused 

sectors, such as teaching, nursing, and social work. Wherever they find themselves, there are 

few mentors or role models. Since nursing is predominantly a woman’s occupation, there are 

many opportunities for women to be mentors and role models for other nurses, however, these 

opportunities are not effectively used. The legacy of gender oppression in nursing has been a 

deterrent in developing mentoring as a strategy for career advancement. For decades, nursing 

leaders devoted their energies to improving the status of the profession, so little attention has 

been given to developing the vast potential for mentoring among colleagues.

In the interview questions, participants were asked about mentoring as a strategy for 

career advancement. All participants indicated that the presence of mentors was desirable for 

advancing their careers. Without exception, they stated that it was difficult to find mentors 

among nursing colleagues, therefore, they looked outside for the support they needed as they 

confronted various career challenges. They were persistent in seeking out mentors and support 

systems outside of work environments. Participants reported that the support received from 

family members, and people outside of their work environment gave them encouragement and 

incentive to pursue career goals. Past teachers were also invaluable as mentors. According to 

their responses, issues of mentoring appeared to be limited by constraints within dynamics of
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nursing, more so than by race. For example, two participants recalled receiving positive 

supportive experiences from past teachers, who were White women. An interesting perspective 

that emerged from participants’ narratives indicated that women of color, who achieved upward 

mobility in their careers, felt an obligation to mentor colleagues and students from minority 

groups. They felt strong pressure to maintain positions that enabled them to act as mentors and 

role models to colleagues in these groups. If it was not possible to remain in these positions, 

they harbored feelings of guilt and a sense of letting down their colleagues.

Narratives on Mentoring and Support

Mary’s narrative expressed her desire to take action to further her career, despite being 

disillusioned with prospects for career mobility in nursing. Mary had been working at the staff 

nurse level for a number of years and had made the decision to study toward a baccalaureate 

degree in nursing. When I asked her about mentoring as motivation for career advancement, her 

response was:

I think for me it’s mainly a drive to show that we as women of color can succeed and 
show that we can do the job equally, or better than some of our White counterparts, 
and I also recognize that if I want to stay in nursing, I had better go back to school 
and get the . . .  degree . . .  I am also career oriented. I can’t say that I am the same 
way now. I don’t know if I am disillusioned; I don’t know if the profession does not 
give me as much scope as I thought. (Interview #14, 14/4/99)

In her narrative, Mary expressed a strong motivation to position herself to succeed. She 

recognized that furthering her education was an important strategy in planning for career 

advancement. Although it was important for her to achieve personal career goals, she was 

convinced that women of color were as capable of succeeding as their White colleagues, so for 

her it was important that they had successful role models; this realization motivated her toward 

success in her own career.
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The experiences of another participant, Ann, (a pioneer) were introduced earlier in this

chapter. Her narrative brought out perspectives on cross-racial mentoring. She had worked

several years as a staff nurse in a hospital, immediately after she arrived in Canada. She later

obtained undergraduate and graduate degrees in education and secured a position teaching

nursing at a university in a small town in Ontario. In response to the question about mentoring,

she focused on colleagues other than those in nursing:

I: Tell me about mentors or other persons who had a significant impact on you career 
in nursing.

P: My husband more so than anyone else. There was an older teacher who retired 
many years ago. I sort of climg to her, she was White . . she is retired now. I spent 
a lot of time with her and she helped me and my Asian colleague; maybe because 
both of us were minorities and we stuck together. (Interview #1, 13/11/98)

Ann’s narrative indicated that she was mentored by people outside of nursing; beside her

husband, she named a White teacher. Jeruchim and Shapiro (1992) noted that cross-racial

mentoring is possible for career development and that risks are few when mentoring occurs

between people of the same gender.

Another perspective on mentoring came from narratives that focused on historical

context. Rose’s narrative demonstrated the lack of acknowledgement of contributions of people

of color in nursing. She worked as a staff nurse for many years in various areas of the same

hospital; later she held a management position that was eliminated during restructuring of the

hospital. She voiced concerns about failure to acknowledge minorities who historically have

made contributions to nursing. In her response to the question conceming the role of mentors

in career advancement, she stated:

It’s amazing; after 22 years of work you have to search to find something that is 
really positive . . .  no mentors. I keep thinking of all the people that I know and all 
the things that they have done; none of these stories are recognized. So many people 
[of color] who have contributed to the system, done so much and none of it has been
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recognized. It is a way of silencing. It is like our mothers and grandmothers. None
of our histories are written; it’s like we have done nothing. (Interview #12, 28/2/99)

Rose’s concern about the absence of recorded history of contributions of people of color in 

nursing in Canada is significant. Without this legacy, nurses of color may not see role models 

that they might emulate, and may miss opportunity for career advancement.

In general, responses of participants clearly indicated the lack of mentors among nursing 

colleagues. Arm spoke about the support of her husband, and an older teacher whom she 

identified as a White woman. From her narrative, it would appear that cross-racial mentoring 

was part of her experience that positively influenced her career. Rose lamented the lack of 

recognition of the contributions of people of color. On the whole, nursing has not fully 

developed mentoring as a strategy for career advancement. Even though nursing has utilized 

male models in its attempts to develop as a profession, it did not adopt mentoring as a possible 

strategy. In my opinion, the legacy of gender roles has been a deterrent in tapping the resources 

for mentoring inherent in the large numbers of potential women mentors that the profession 

could offer. For people of color who are now gaining access to the profession, this void is even 

greater.

Connie’s narrative spoke of the benefits of mentoring young women of color through 

their careers in nursing. She focused on the valuable opportunities to mentor young women from 

minority groups along their career paths. As well, she expressed a felt responsibility for 

assisting these women in shaping their careers. She stated that in seeking out and mentoring 

these young women, the relationship was mutually affirming when they respond positively. 

Connie had years of experience working in a hospital. She achieved advanced education at the 

master’s level, and continued her practice with a clinical focus. She voiced her perceptions 

conceming mentoring encounters with other women of color:
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Positive events occur when I meet a young Black nurse who comes up to me and 
says: ‘Way to go. I am so happy to see you in that position, can you help me?’ I felt 
responsible for a lot of young Blacks who are shaping their careers and maybe three 
or four of them are at the master’s level and I am still helping them to map out their 
careers. I will speak up for them and approach people for them. My children are my 
greatest source of support as well. They recognize me for who I am, a strong Black 
woman; you have done this for us . . .  not just Blacks, it’s Chinese [and other 
minorities], it’s nice when you get cards from people all over the world telling you 
that they have admired you. (Interview #4, 26/10/98)

From participants’ narratives, there were no reports of formal mentoring relationships

among colleagues in nursing, however, some participants reported informal mentoring

relationships. The support they received through these relationships enabled them to respond

to challenges that arose during their career journey. Two participants expressed their feelings

of satisfaction when they had opportunities to mentor other women of color.

Sally stated that she could not identify mentors in her experiences; instead, she relied on

her own motivation in pursuing career goals. She seized opportunities for advancement when

they became available. Sally had recently completed a baccalaureate degree, and was the only

nurse on the unit who had qualifications beyond the basic nursing diploma. She stated that she

was working on a medical-surgical unit when the director of nursing was looking for someone

to complete a project that was laimched on another unit. The director hesitatingly decided to

approach her, only after she had approached several other nurses, and could find no one willing

or able to do the job. Sally accepted the task and completed the project ahead of schedule. She

described the director’s response when she presented the completed project report:

This woman was in total shock. She sat there and she didn’t think I could do this.
She looked at me, looked at the report and said: ‘Sally, don’t get me wrong, I am 
impressed, I never expected you to do this.’ She was so shocked, she couldn’t even 
speak. I said, ‘excuse me, what do you mean?’ She said, ‘don’t take it in a negative 
way.’ She was very pleased. She sent it on to the VP [vice president] of nursing and 
everyone else in the hospital. The good thing that came out of this was that it was a 
stepping stone for me to get the job when they were moving to ambulatory care. 
(Interview #11,28/2/99).
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Sally’s experience demonstrated the director’s failure to acknowledge her ability, or to do so 

reluctantly. The director provided no support or encouragement, but appeared to put her in a 

position where she doubted Sally’s chances of success. Sally’s belief in her own intrinsic worth 

and her willingness to assume the risk by taking on the project provided the opportunity for an 

upward eareer move.

Elsa’s narrative emphasized the need for mentors and supports, but lamented the lack of 

resources for mentoring among colleagues in nursing. Elsa had many years’ experience as a 

staff nurse. She expressed a wish to continue her education at the baccalaureate level, but was 

rmable to do so because of constraints of family responsibilities. She discussed her perception 

about mentors:

Mentors are very important. . .  we have some, but the ones that are part of the system 
not identify themselves as mentors and so we might not get support or 
encouragement. There is nobody to identify with . . .  sometimes they do not believe 
in themselves, they do not feel they can do i t . . .  they lack self confidence. 
(Interview# 5, 18/11/98)

Earlier in this chapter, Connie, another participant, voiced her perceptions conceming the

benefits of mentoring young women of color through their careers in nursing. In this segment

she shared her own experience of benefiting from a mentoring relationship. 1 had met Connie

as a student several years earlier, and maintained contact with her through her work with

students in clinical practice. She stated:

You yourself have been a good mentor. I remember when you were my clinical 
advisor told me I should go on [to further education].. . .  I met a woman at a hospital, 
that was years ago when I just finished nursing, and she thought that I should go on, 
and not let my children limit my future.. . .  My aunt is a nurse and she felt that 1 had 
what it takes and I should go on and should help to change the face of women of color 
in nursing. (Interview 3, 26/10/98)
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On the whole, partieipants’ narratives showed the importance of mentors and support systems 

in advaneing their careers, but there were very few opportunities among colleagues in nursing. 

However, this did not deter participants in their efforts to achieve their career goals. The 

support received from family members, community groups and a past teacher strengthened their 

determination to pursue their career goals. They gained confidence from their own motivation, 

but also foimd that it was important to mentor other women of color.

Summary

This chapter focuses on participants’ experiences in developing agency and resistance 

in responding to barriers encoxmtered in navigating their careers as RNs. Individual strategies 

that they used in taking action to advance careers goals were classified into one of three 

categories that best described their individual actions. Challengers confronted systemic barriers. 

They realized that confrontation may result in consequences, but were willing to take risks in 

challenging existing systemic practices, with the hope that positive changes would result. 

Pioneers took risks, and they were willing to go where no women of color had gone before. 

Quiet ones were unwilling to take risks or confront situations. They trusted the system, and 

were willing to take a “wait and see attitude.” They did not seem to get the reward they 

anticipated in pursuing opportunities for career advancement. Participants’ responses indicated 

that they developed unique strategies in dealing with barriers, but did not engage in collective 

action for change. Although they did not find mentors or support persons among colleagues, 

participants were not deterred from seeking opportunities to advance their career paths. They 

actively sought supports outside of nursing: Family members and friends were their primary
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source of support. Those participants who achieved success in their careers were committed to 

becoming mentors to other women of color.
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CHAPTER 7

CONCLUSION: HIGHLIGHTS AND IMPLICATIONS OF THE RESEARCH 

Introduction

In the concluding chapter, I present highlights of the thesis, and pull together patterns 

that emerged from the data. Reflections on my experiences as an immigrant woman of color 

provided insights for developing this thesis. For many years 1 have been curious about the 

central issue that prompted me to do this research, that being: How does racism, sexism, and 

classism influence careers of immigrant women of color in Canada?

The specific research questions that 1 explored were: What factors create barriers or act 

as facilitators to career mobility among immigrant women of color from the Caribbean, who are 

RNs in Canada? How were the lived experiences of women of color who are RNs in Canada 

mediated through race, gender and class?

The data gathered from this research clearly indicated the existence of barriers that 

impeded careers of participants, all women of color from the Caribbean, in the course of their 

work as RNs in the Canadian health care system. Their narratives spoke about strategies they 

employed to develop agency and resist barriers, ultimately, they established careers in nursing 

that extended over several years. At the outset, 1 acknowledge that experiences of women who 

participated in this research do not represent those of other women of color who claim identities 

related to diverse ethnic and racial groups, which vary according to their historical, cultural and 

social factors.

184
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Much learning can be drawn from the patterns of experiences that emerged from the data. 

However, I will provide some highlights from participants’ experiences as they were constructed 

from their narratives, outline some implications for career mobility for minorities in nursing and 

emphasize challenges for nursing organizations, nursing education, employers and the nursing 

profession as a whole.

Patterns that Emerged from Voices of Participants

My goal is not to repeat the voices of the participants, but to reiterate important comments 

and observations. Identifiable patterns from participants’ narratives are arranged into themes that 

are consistent with those seen in the data and are organized using themes from conceptual 

frameworks that initially informed the thesis. These include: (a) representation, (b) devaluing 

of knowledge, (c) power relations, (d) marginalization, and (e) agency and resistance.

Representation

Participants voiced their perceptions that despite consistent presence and increased 

numbers of minority and immigrant nurses of color in the Canadian health care system, they are 

underrepresented in positions of power and influence in health care, nursing organizations and 

nursing education. They perceived that the lack of representation was a major deterrent to 

upward and lateral career mobility. One of the major issues cited was limited ability to select 

mentors, role models and support systems among women of color in the profession. Perceptions 

were often expressed by participants that they were unlikely to advance in their careers beyond 

basic level positions. In the following section, their perceptions are highlighted conceming lack 

of representation among people of color in health care organizations.
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a) Employment agencies: Hospitals were the primary plaees of employment for 

participants in this study; only two were employed in community health, while 12 were employed 

in hospitals, mostly in staff nurse positions. One participant shared her observation that after 

almost three decades of working in the same hospital, all executive positions were consistently 

held by White males. In the same hospital, there was only one person of color in a nurse 

manager’s position, in the same department where she was employed. “Tokenism” appeared to 

be a factor of employment among minority nurses. Andersen (1993) discussed characteristics of 

tokenism in the workplace. There is a tendency for people who occupy token positions to stand 

out in contrast to other members of the group; they are also are more easily subjected to 

stereotypes than are their colleagues of the dominant group. In spite of extra efforts, they 

experience great difficulty in accomplishing their jobs. This experience of being in a token 

position was exemplified by another participant who stated that, after several years working as 

a staff nurse, she was the first person of color to be appointed as staff educator in the hospital. 

Nine other colleagues, all White women, held similar positions. She related perceptions of 

experiencing significant pressures and differential treatment in the job. Eventually, she made the 

decision to quit the job as educator and returned to a staff nurse position.

Another participant also indicated that she was the only woman of color who occupied 

a nurse manager’s position in the hospital where she was employed for over two decades. The 

unit that she managed employed many nurses of color. This unit was marked for closure during 

a period of restructuring of the hospital, although, according to her observation, the unit was 

fully functioning. She noted that during negotiations around decision making conceming closure 

of this unit, her opinions were constantly negated. She stated, “my director said, ‘we had to 

agree to disagree’ . . .  we were at an impasse” (Interview #11,28/2/99). This participant stated
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that ail her colleagues in management formed an alliance and pushed for closure of the unit; hers 

was the only dissenting voice, however, her colleagues refused to consider her opinions. This 

experience demonstrates the dilemma of the manager who was in a token position; she was 

isolated from colleagues in staff positions and lacked the support of her peers in management. 

As the lone woman of color in management, her voice was silenced against those of her 

colleagues.

b) Lack o f  clearly defined policies fo r  hiring and promotion: Policies implemented in 

employment agencies also created major barriers to representation of people of color in top 

positions. Some participants stated perceptions that whenever they applied for promotion to 

positions of increased responsibility, their applications were constantly denied; there were no 

clearly defined criteria for promotion to these positions, and decisions were arbitrarily made. 

These participants noted that even when they had qualifications that were equal to or surpassed 

those of their White colleagues that were appointed, they were rejected for these positions, and 

no explanations were provided as to what qualification was lacking, or what they could do to 

improve their chances in applying for promotion in the future. One participant lamented the lack 

of opportunities to gain experience that would enhance her chances for upward career mobility. 

She said, “how am I going to have the experience if I am not given the opportunity?” (Interview 

#3,26/11/98).

Another participant, whose nursing career spanned 15 years in the same hospital, was 

consistently unsuccessful in her attempts to gain access to positions beyond the staff nurse level. 

At each attempt, her application was denied. She said of her experience: “You are stuck: no 

encouragement for advancement; no encouragement when you apply for positions . . .  there is 

no encouragement to understand what it is you are lacking” (Interview #8, 21/12/99). Her
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experience was indicative of subtle practices that excluded nurses of color from opportunities 

for career advancement.

c) Nursing organizations: Narratives of some participants indicated that positions of 

power and influence in upper levels of nursing organizations were occupied predominantly by 

\Miite, middle-class women. Underrepresentation of people of color appeared to be accepted 

as a given in health care. Participants voiced concerns about the undervaluing of diversity in 

nursing, and the accompanying portrayal of nursing images that excluded people of color. One 

participant discussed her observation that although the hospital employed a number of minority 

nurses and also served a large number of minority clients, images of prominent people displayed 

in the hospital were all White and predominantly male. Reflections of another participant 

concerned the reality that existed in most Canadian hospitals that had schools of nursing as late 

as the 1970s. Yet the photographs of graduating classes of nurses consisted mostly of young 

White women. Race, class and gender operated in selection of recruits to nursing. Prior to and 

into the 1970s, existing barriers excluded both Canadian-born and immigrant women of eolour 

from entering nursing sehools in Canada. It should be noted that men were also excluded.

d) Nursing education: Participants’ narratives indicated that diversity was not valued 

in nursing education. Those who received basic nursing education prior to coming to Canada, 

as well as those who studied in Canada, stated that underrepresentation of minorities among 

nursing faculty, and in top-level positions in education constituted a barrier for people of color 

in nursing. One participant shared her perceptions conceming the lack of role models. There 

were few Blaek teaehers in eolleges and no Black professors in graduate nursing programs. Her 

primary concem related to the lack of role models for minority students, especially Black 

women.
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Those participants who obtained basic nursing education in Canada also identified issues 

related to lack of minority representation among faculty as a barrier in their education. One 

participant noted that among the nursing faculty in the school she attended, there was only one 

woman of color. Students observed that this person deliberately ignored minority students. This 

teacher’s response could be related to her being in a token position. In the earlier subsection on 

employment agencies, I have discussed tokenism. It was noted that people in token positions 

in work groups stand out and are expected to demonstrate extraordinary performance in their 

work.

Devaluing of Knowledge

The voices of participants conveyed their perceptions that ongoing devaluation of their 

knowledge and skills created significant barriers throughout their experiences. This was most 

significant in their early careers when they attempted to become licensed RNs. Those 

participants, who completed basic nursing education outside of Canada, and were experienced 

practising nurses, had their identities as professional nurses compromised, because their prior 

nursing education was not accepted when they arrived in Canada. In navigating the required 

processes to become licensed, they encountered enormous difficulties dealing with bureaucracy 

related to policies conceming regulation of nursing practice. Their narratives indicated that 

barriers took several forms, including receiving conflicting information, having their documents 

lost or misplaced, and being forced to repeat significant parts of the nursing program. 

Professional regulatory bodies hold powers related to professional self regulation and carry an 

obligation to protect the public. Their mandate relates to balancing the right to protect the public 

with the duty to maintain standards for safe practice of the profession. They, however, have
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power to control the number of those who are admitted to the profession (Gumming, Lee, & 

Oreopoulos, 1989). In nursing, the development of standards of practice has evolved over 

several decades. For those participants who arrived in Canada at different times, their perception 

was that standards for evaluating their credentials were not consistently applied.

Participants spoke of experiences of colleagues who did not achieve status as registered 

nurses. Several of them went on to practise as RNAs or in the category of graduate nurse, which 

was later eliminated. These nurses contributed to a pool of cheap labor to hospitals during 

periods of nursing shortage. Those participants, who applied for RN licences when there was 

a perceived nursing shortage, experienced little or no difficulty in having their credentials 

recognized; on the other hand, those who applied at times when there was a perceived excess of 

nursing labor experienced extreme difficulty in navigating the system to obtain licences as RNs.

From the data, narratives indicated that participants continued to experience devaluation 

of knowledge throughout their nursing practice. Some reported being interrogated about their 

education by some patients and their families, while others were excluded from select practice 

areas, such as intensive care units, that were perceived to require high levels of knowledge and 

skills. Another perspective on devaluing knowledge came from the experience of participants 

who faced barriers in having credentials accepted for entrance into nursing programs in Canada.

One participant spoke of the rejection of postsecondary education credentials that were obtained 

in the British system, thus they were directed into the program for RNAs. After repeating 

courses that they had previously taken, they eventually were able to gain entrance to study in 

diploma programs for RNs. This participant said: “1 came here in late 1969. 1 worked as an 

RNA and went back to school and did my RN” (Interview #6, 10/10/99). Another participant 

reflected on her experience related to having secondary school credentials rejected, which were
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obtained prior to coming to Canada. She was required to repeat academic courses and was 

directed to a program for RNAs, which was not her first choice. She later completed the RN 

diploma, and after some years obtained a BScN and a master’s degree in nursing. Her 

determination to establish a career in professional nursing culminated in her becoming a faculty 

in a school of nursing.

Power Relationships

Participants’ narratives indicated that relationships in the workplace created situations 

of marginalization in working relationships with colleagues, managers, and patients. Most 

significant were their experiences concerning denial of privileges that were perceived to be 

available to their White colleagues. A frequently cited example related to arrangement of 

flexible schedules that would enable them to engage in continuing education. The legitimacy 

of their knowledge and status as professionals was frequently questioned. Patients often 

interrogated non-White nurses, posing questions about their country of origin and their 

education. In some situations, participants perceived that they were not validated by colleagues. 

P atients and their families sometimes failed to recognize the quality of care they provided, even 

when participants perceived that they did their best to meet patients’ needs. One participant 

expressed fmstration and questioned the extra efforts that she and her colleagues expended, but 

were not recognized. She asked: “Why should we go that extra mile?” (Interview #4,9/11/98). 

As women of color, participants felt that at times they were subject to discriminatory behaviors 

on the part of patients and families. When those situations occurred, they maintained 

professional behavior, despite the emotional toll that resulted from these negative experiences.

They indicated that within the system there was a lack of support to deal with negative behavior
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from patients and families.

Marginalization

Participants perceived that their work was consistently marginalized. They voiced that 

they were stuck in staff nurse positions without opportunities for upward mobility. They stated 

that their work appeared to be taken for granted by management and colleagues. Whenever 

expert nursing care was needed, they were called upon to rotate to various areas of the hospital, 

yet their expertise was not acknowledged, nor were they supported in developing career goals. 

Some participants reported that they were denied opportunities to assume charge nurse 

responsibilities when these opportunities were automatically available to White colleagues. 

Even when they had similar qualifications to their White colleagues, their applications for 

promotion to positions in education or administration were constantly denied, without 

explanations of criteria required for these jobs. In effect, they provided the bodies that did the 

arduous and necessary work at the front line in hospitals.

The data indicated that the few participants who achieved positions beyond the staff 

nurse level were the token women of color who were constantly under extreme scrutiny and had 

to demonstrate extraordinary performance in their position. One participant, the first Black 

woman in a hospital to be promoted to a staff educator position, worked alongside nine White 

colleagues in similar positions. She reported feeling pressured to constantly prove that she was 

capable of doing the job. These pressures heightened over time; eventually she made the 

deeision to return to a staff nurse position.

Agency and Resistance

Narratives of participants voiced their pereeptions related to encountering numerous
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barriers in navigating their careers in nursing. In contrast, they perceived little evidence of 

factors coming from the health care system and the nursing profession that facilitated mobility 

in their careers. They developed individual strategies to exercise agency and resist barriers 

encoimtered during their nursing careers. None of them spoke of developing collective action 

to respond to barriers. The strategies used by participants in responding to barriers were placed 

in three categories that described individual actions.

Challengers depicted those participants who were willing to take risks in challenging 

existing practices that governed organizational policies and procedures. Although they 

recognized risks, they were not afraid to question or speak out where there was perception of 

exclusion or rmfair treatment. Pioneers made decisions to explore opportunities for career 

advancement by seeking positions that were not previously available to women of colour; there 

was no obvious model for the path they had chosen. Quiet ones were willing to trust the system 

and work through established channels, hoping for opportunities to enable them to advance in 

their careers. However, they did not wait passively; they took action to acquire further education 

that would improve their qualifications and enhance their chances for career advancement.

All participants stated that having mentors and supports was critical for career 

development, however, they were not able to find these among nursing colleagues. For them, 

it was important to take action by seeking support among networks of family and friends, and 

in their communities. Those who achieved career success were committed to mentoring other 

women of color who were students or new nurses at the beginning of their careers.

Implications of the Research

The findings of this research have implications for all minority and immigrant nurses in
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the Canadian health care system, as well as for nursing, including professional organizations, 

regulatory bodies, nursing education, nursing practice, and research agendas. The data clearly 

indicated that immigrant women of color encountered significant barriers throughout their 

careers as RNs. Data from this research led to findings similar to those of previous research. 

Hagey, Choudhry, Gurugue, Turrittin, Collins, and Lee (2001) reported a Canadian study that 

documented the experiences of immigrant women with workplace racism, and recommended 

strategies to address barriers related to workplace racism. Culley and Dyson (2001) reported on 

British studies which found that immigrants and minorities experienced disadvantages in their 

nursing careers. One large-scale study commissioned by the British Policy Institute, authored 

by Bieshon, Virdee, and Hagell (1995), surveyed over 14,000 nurses. Findings of that study 

demonstrated existence of widespread inequalities and discriminatory practices facing minority 

nurses in Britain. Recommendations of that research suggested that employers address 

discrimination facing ethnic minority staff nurses. Another British study involved 88 

participants, all of whom were minority nurses in leadership positions in Britain. Findings of 

that study indicated that immigrant nurses who had achieved leadership positions were also 

subject to discrimination, which took various forms in the early and later phases of their careers. 

Early in their careers, discrimination related to assessment of their knowledge and qualifications. 

Later, when their careers were established, they experienced discrimination in interactions with 

colleagues and patients (Culley & Dyson, 2001).

Data from my research indicated that participants encountered barriers in the early part 

of their careers, however, the majority were able to attain education beyond the basic nursing 

diploma. Their accomplishments included certificates in nursing specialties, baccalaureate 

degrees and graduate degrees. They worked in various nursing specialties, and a few acquired
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jobs in management, education, and community health. From the data it was apparent that 

existing policies and practices in nursing, which are predicated on interlocking systems of race, 

gender and class relations, created barriers for participants in their careers as RNs. Most 

participants achieved some career goals and made positive contributions to nursing, but not 

without encountering numerous obstacles during their experiences. There has been a significant 

increase in numbers of people of color, both Canadian-born and immigrants, who are choosing 

nursing as a career in Canada. Among these groups, people continue to experience barriers to 

equity in career advancement. How can these barriers be addressed? What might a future in 

nursing in Canada be like where all members of the profession receive equitable opportunities 

in their careers? It is my belief that while existing problems are not easily solved, changes in 

the status quo are possible if all sectors of nursing are committed to change. A future in nursing 

built on antiracism praxis can provide the impetus for removal of barriers and creation of equity 

in careers for members of the profession who are disadvantaged by racism and other forms of 

oppression.

Toward Antiracism Praxis in Nursing

The stated goal of antiracism is to unravel multiple and interlocking systems of 

oppression, and bring about social justice and equity through power sharing (Dei, 1996a, 1996c). 

Antiracism is a political project that aims to bring about change in the status quo, where power 

and privilege are taken for granted as the right of the dominant group. It proposes that 

intentional strategies be implemented to remove barriers that exclude some groups from power 

sharing. In exploring participants’ lived experiences as registered nurses, and in contemplating 

possibilities for change, several issues emerged: (a) to identify the historical and social
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structures that exclude minorities from gaining access to privileges in nursing, (b) to show how 

power structures that contribute to exclusion of minorities from full participation at all levels of 

nursing are maintained and perpetuated, and (c) to envision changes needed to bring about social 

justice and equity for minorities in nursing.

The goal of antiracism praxis is about social justice and equity. If this goal is to become 

a reality in nursing, changes should take place at all levels, including ideological and attitudinal 

standpoints that influence interactions in nursing. The responsibility to bring about change 

encompasses all facets of nursing, including regulatory and professional organizations, 

education, employment agencies, unions, and the larger political and economic arena of the 

health care system. In their work to advocate for change toward equity in education, McCarthy 

and Crichlow (1993, p. xix) called for “relational and non-essentialist” approaches. They 

proposed approaches that go beyond treating people as “homogeneous entities,” to take into 

account differences within and between minority groups, as well as among dominant groups.

Nursing has lamented its lack of authority and power that is rooted in gender oppression. 

As the largest group of health care providers in Canada, nurses have the potential to make a 

significant impact in changing established practices. Changes in antiracism praxis could become 

a reality if nursing recognizes the strength associated with its numbers. Members of the 

profession should assume responsibility in confronting the reality that knowledge, beliefs and 

policies are organized based on race, gender and class relations (Gustafson, 2000).

Nursing educators must respond to changes in order to fulfil their mandate of preparing 

the future workforce to meet the needs of the health care system in a rapidly changing society. 

Among power-sharing strategies, nurses and nursing educators should consider how its history 

has been constructed, acknowledge barriers that have historically excluded minorities, and move
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toward implementing policies and practices to promote inclusivity. Practitioners in all areas of 

nursing, including education, nursing organizations and employment agencies, need to rethink 

how they are implicated in policies and practices that may intentionally or unintentionally 

exclude some members of the profession from being partners at all levels of the profession. 

Changes in policies and practices toward inclusion of those who have been historically 

disadvantaged would not only be advantageous for individuals, but for the profession as a whole. 

For immigrant and minority nurses, improved access to opportunities for career advancement 

would enable more members of these groups to advance into positions of authority and 

responsibility, instead of continuing to include only a few in token positions.

Inclusive curricula in nursing education

Education reproduces the profession with its attitudes, norms and values, therefore, a 

change in established models for developing and delivering nursing curricula is a critical place 

to begin. Nursing education claims a mandate to educate practitioners who are qualified to meet 

the complex needs of a changing society. Rapid changes in Canadian society are creating major 

challenges for nursing educators to prepare practitioners with relevant skills and knowledge for 

the future. In Ontario, nursing organizations and the provincial government have implemented 

new legislation that requires the baccalaureate degree as the basic level for nurses entering 

practice starting in the year 2005. Currently, nursing faculty are implementing major revisions 

to curricula in nursing education programs; this is an opportune time to reconsider frameworks 

from which curricula are developed. Given the demographics of Canada’s population, with its 

rapidly changing cultural and racial mix, it is important that education include antiracism 

strategies to address the histories and realities of students, faculty, the community, and the health
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care system. Sleeter (1993) argued that people from both majority and minority groups need to 

learn about racism: “education is a good place to confront racism” (p. 168). Some strategies for 

nursing education should include policy changes that all parties are committed to; these include 

administrators, faculty, staff and students who are involved in the process of change.

Curriculum content aimed at increasing knowledge of antiracism theory and praxis 

should be a requirement for practice in all areas of nursing. Strategies should include teaching 

about differences, focusing on positive aspects of differences, as well as addressing how 

oppressions are created through differences and how they can be eradicated. A central part of 

teaching approaches should be aimed at responding to and dealing with resistance. In the 

changing climate in education, teaching that takes into account perspectives beyond the 

dominant ideology creates some form of resistance from those who wish to maintain the existing 

power structures. In her work in implementing antiracism education for majority and minority 

teachers, Sleeter (1993) found that White defensiveness was an often-used response when issues 

around racism were raised. She attributed this response to perceptions of the taken-for-granted 

power and privilege held by White people. In nursing, responses of resistance are not 

uncommon. From my experiences working with colleagues and students, I observed that when 

issues related to race or culture are raised, resistance is manifested in many forms, some of 

which are; (a) questioning legitimacy and placement in the curriculum, (b) expertise of faculty 

to teach the content, and (c) placement of content as an elective or a mandatory course. In 

student groups, there was often sharp division among students who are for, and those who are 

against, implementation of antiracism strategies. A move toward integrating antiracism 

education principles would empower members of the profession in confronting histories and 

identities that have been negated or erased, thus enabling all those involved in education to
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develop strategies that are inclusive of experiences of all nurses who are involved in creating and 

using knowledge.

The challenges facing nursing education in preparing practitioners with relevant

knowledge and skills to meet the needs of a future workforce are enormous. Nursing leaders

have acknowledged a need for change in educating nurses for future practice. In the following

quotation, two Canadian nursing leaders identified challenges that nursing educators face in

preparing nurses with relevant knowledge and skills to meet demands of the future:

Where will the nurses of the future come from? Societal demographic trends are 
reflected in the composition of the workforce. Canadian society is becoming older, 
more multicultural, and more reliant on women working for pay. These trends have 
implications for how we recruit, educate and manage the future of the nursing 
workforce. Challenges that will face educators include providing relevant curricula to 
meet current and future practice requirements, offering remedial programs for 
students with lower admission qualifications, integrating minority and immigrant 
students into programs, implementing flexible programming for older part-time 
students and second careerists, and providing educators qualified in adult techniques. 
(Baumgart & Wheeler, 1992, p. 61)

The observations of these noted Canadian leaders, have implications for nursing 

educators. Curriculum designers in schools of nursing need to develop content that reflects the 

histories and realities of all students and consumers of care, especially those histories and voices 

that have been erased or silenced in the evolution of nursing knowledge. Interrelationships of 

race, class, and gender have shaped discourses in nursing, however, gender has dominated 

discourse, class is included to some extent, but race is denied. When issues related to difference 

are raised, an often-heard comment from colleagues is that students are treated as individuals, 

therefore, raee does not make a difference.

In foundation courses, students should be introdueed to a critieal analysis of the history 

of the profession. For example, eurrent versions of nursing history present uneritieal acceptance 

of Florence Nightingale as the founder of modem nursing, and exelude eontributions of Mary
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Seacole, a woman of color, who made significant contributions to nursing history at the same 

time and place as Nightingale. Exclusion of voices and experiences of First Nations people and 

other minorities from nursing history is the hallmark of accepted versions of nursing history. 

Beginning students of nursing should be taught to interrogate discontinuity and gaps in the 

history of their profession, and to engage in critical examination of the popular versions of 

history. Questioning of fundamental knowledge could set the stage for students to further 

interrogate the taken-for-granted perspectives that are presented in textbooks commonly used 

in nursing programs. McPherson (1996) noted that Eurocentric ideologies created nursing in 

Canada as an occupation that was suited for middle-class. Canadian-born women. In the early 

decades of modem nursing, people of color, even those whose roots go back several generations, 

were excluded from entering the profession in Canada.

Beginning in the year 2005, in Ontario, all students entering nursing programs in Ontario 

will be required to complete a baccalaureate degree as a condition for entering nursing. These 

graduates will represent members of many ethnic and racial groups, some of whom are new 

immigrants or children of immigrants. Many students are older than the average high school 

graduate, an increasing number represent many ethnic and cultural groups, some are new 

immigrants, and others are children of immigrants. An increasing number of intemationally 

prepared graduates are among the growing numbers of mature students entering nursing practice 

and seeking access to degree education in nursing. Educators must design curriculum to reflect 

these new realities. One positive strategy that is now being explored relates to development of 

criteria for assessment of knowledge that intemationally educated graduates bring to the 

profession. Advocacy for antiracism education in schools of nursing cannot be left solely to 

faculty who predominantly represent the dominant voice. Informed voices from student bodies.
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community groups and service ageneies should have an opportunity to influence curriculum 

development. Dei et al. (1997), in their researeh, eontended that power sharing to address issues 

related to Black students should involve students, teachers, parents and administrators in making 

decisions about matters related to education and the school system.

This research established a link between barriers in edueation and negative outcomes for 

the career mobility of immigrant women in nursing. Whether participants obtained basic nursing 

in Canada or in another eountry prior to immigrating, they were disadvantaged in one way or 

another. Diffieulties associated with obtaining a lieenee to practise as RNs presented a major 

barrier for several partieipants. Some partieipants also experienced barriers in obtaining their 

first job in Canada. They stated that the requirement to have Canadian experienee was a great 

hindrance for some participants at the beginning of their careers. For those women who 

completed their basie nursing edueation in Canada, they did not encounter problems in 

successfully completing licensing examinations. For some, however, their prior qualifications 

were rejeeted, i.e., entry requirements for nursing programs or eredits for eourses previously 

taken. Some partieipants reported that they were ehannelled into lower lever programs for 

RNAs. The eonsequence for those participants who went on to become RNs was a long 

convoluted route to aehieving professional status.

One partieipant recounted that she had eompleted part of a diploma nursing program at 

a eollege in the United States. She found that when she entered a university program in Canada, 

she was told that she would be eligible to have credits transferred, but ultimately this did not 

happen. Another participant, who had completed seeondary school in the Caribbean and had 

obtained all seeondary sehool eredits under the British system, found that her education was 

assessed well below the level required for entry to a nursing program. She was channelled into
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a program for RNs and ultimately repeated several secondary school credits before she was 

admitted to a diploma nursing program for RNs. After several years of education, including a 

basic nursing diploma, baccalaureate, and master’s degrees in nursing, she finally obtained a 

position as educator in a community college baccalaureate nursing program. For this participant 

the barriers that excluded her at the entry level, forced her onto a convoluted career path that 

took several years and involved much personal and financial sacrifice. At the interview, she 

spoke emotionally of the negative experiences encountered in her career path, however, she was 

determined and she persevered in achieving personal career goals.

The impact of differential practices applied to evaluate professional nursing credentials 

obtained intemationally was a major barrier for participants. A British study documented similar 

fmdings. Standards that guide the practice of nursing are necessary in order to maintain safe and 

effective practice for the public. As data indicated, application of arbitrary measures to 

determine applicants’ ability to meet the standards has been the source of the problem in 

assessing nursing credentials. Reexamination of practices that create disadvantage for some 

individuals can only benefit these individuals and the system as a whole. As far back as 1989, 

problems related to devaluing of professional education of immigrants to Canada was identified. 

The TasJrforce on Access to Professions and Trades in Ontario recommended that regulatory 

bodies implement criteria for assessment of credentials of foreign-trained professionals 

(Gumming et al., 1989). Overall, nursing regulatory bodies have made progress in setting 

standards of practice for the profession, however, criteria for evaluation of experiences and 

education of intemationally educated nurses have been slow. Some changes have been made, 

however, further work is necessary to develop guidelines for evaluating and assigning credit to 

education and experiences of intemationally educated nurses.
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Equitable representation

In all areas of nursing, representation of minorities remains problematic. Few people of 

color are in upper level positions in nursing, but at the same time they are represented in large 

numbers in front-line jobs in hospitals and chronic care facilities (Hagey & MacKay, 2000; 

Head, 1984). Part of the mandate for change should include a commitment to increase the 

representation of voices of minority nurses in positions where knowledge is created and 

legitimized, and where decisions are made that affect all members of the profession, as well as 

other constituencies that are influenced by nursing. Senior nursing administration and health 

care facilities that employ large numbers of nurses must implement policies and practices that 

are aimed at removing barriers that hinder immigrants and other minorities from achieving 

upward career mobility.

Nursing administrators and educators who are responsible for education programs, 

particularly, those that are located in large Canadian cities, must make deliberate efforts to 

recruit qualified faculty that reflect the racial and ethnic mix of the student body and 

communities served by registered nurses. Sleeter (1993) noted that educators of color were 

more likely to bring experiences that facilitate critique of dominant standpoints. Appropriately 

qualified minority faculty should be fiilly integrated in positions where they have a voice in 

decision making. When there are only a few token minority faculty, they experience increased 

pressures. Demands from students to represent their issues can increase pressures for minority 

teachers. Data from this research confirmed this perception, e.g., one participant who attended 

a nursing program in Canada noted that in the college where she studied, there was only one 

Black woman on the faculty. The few Black students in the program were puzzled that she
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always went out of her way to ignore them. This faculty member’s response may have been 

related to her token position. Minorities who are numerically outnumbered may feel pressure 

to reflect dominant institutional norms (Andersen, 1993).

The perception of the existence of elitism in mainstream Canadian nursing organizations 

is a concem among front-line nurses, a large number of whom represent immigrant and minority 

groups. Initiatives directed toward recruitment strategies aimed at changing the status quo 

should target nurses who hold power, as well as those who are on the margins of power. 

Partnerships between nurses in mainstream organizations and nurses who are representative of 

minoritized groups would be an effective means of bridging gaps toward representing issues that 

concem minority nurses. In Toronto, several groups representing minority nurses have formed 

organizations apart from mainstream groups. Organizations such as the Chinese Nurses 

Association, Filipino Nurses Association, and various Caribbean Nurses Associations, to name 

a few, are among those representing minority nurses. These groups tend to organize along 

ethnocultural lines to advance social and professional issues among their own members. 

Members of these groups could contribute their knowledge, experiences, and expertise to create 

diverse perspectives in the nursing profession. Coalitions between these groups could also serve 

to strengthen their ability to advocate for issues that are relevant to members of minority groups 

in nursing as well as for issues that have an impact on the nursing profession in general.

Recruitment and retention strategies

Historically, minority nurses, both immigrants and native-born, have part of the nursing 

labor force in Canada. There are no reliable statistics on their numbers, and only limited 

documentation of their experiences; their histories and contributions to nursing are invisible.
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Debates around recruitment and retention of nurses have considered various strategies to respond 

to supply and demand for qualified nurses. Strategies that have been utilized have not 

considered an integrated approach that takes into account how oppressions derived from race, 

gender and class have disadvantaged minority nurses. In the current climate of the global 

shortages of nurses, strategies to recruit and retain nurses are hotly debated.

As globalization continues to have an impact on health care systems, competition for 

nursing labor is an ongoing reality. Developed and developing countries are competing for a 

scarce resource. Canadian nursing leaders have proposed various strategies to address 

recruitment and retention of nurses in the Canadian health care system. These strategies have 

focused mainly on gender issues and how they impact recruitment and retention of women and 

a few men to the nursing profession. Consideration has not been given to how race is positioned 

in overall issues related to recruitment and retention of nurses. For example, two prominent 

nurse leaders in Ontario outlined strategies for recruitment of nurses to respond to the projected 

nursing shortage of 78,000 by the year 2011 (Falk-Rafael, 2002). The President of the 

Registered Nurses Association of Ontario (RNAO) appealed to the government to provide 

increased funding for nursing education, particularly to support clinical education. The 

executive director of the RNAO suggested that strategies to deal with the shortage of nurses 

should look beyond the statistics to “see the faces of nursing who are struggling everyday, or 

who have left the profession and we must hear the voices of patients and their families who are 

forced to do without nurses” (Grinspun, 2002, p. 7). The strategies suggested by both of these 

nursing leaders are valid, however, I argue that nursing needs to consider integrated strategies 

in addressing issues related to recruitment and retention of nurses. Nurses of color have been 

disadvantaged through discriminatory and exclusionary practices that create barriers and deter
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advancement in their careers. Some of these were experienced nurses who may have left the 

profession or were forced out during the period of restructuring, yet could have continued to 

make valuable contributions. Many intemationally educated nurses have been lost to the 

profession because of bureaucratic hurdles that created barriers in their efforts to obtain licences 

to practise as RNs.

Antiracism strategies should consider immigrant nurses as a valuable resource to the 

profession, as opposed to the longstanding approach that problematizes them. The common 

tendency has been to highlight problems, such as their inability to pass licensing exams, and 

difficulties understanding the culture. Proactive approaches aimed at assisting these nurses to 

make the transition to work in Canada would be more productive for these individuals and for 

the nursing profession as a whole. The project, entitled Creating Access to Regulated 

Employment (CARE) for Nurses, is an innovative initiative aimed at supporting intemationally 

educated nurses to make the transition to work in Ontario. It is a pilot project funded by the 

Ontario Ministry of Training, Colleges and Universities. Through partnering with selected 

community agencies and nursing education programs, intemationally educated nurses are 

assisted in accessing education and support programs that enable them to meet licensing 

requirements and enter the job market in Ontario. This project benefits new immigrant nurses, 

particularly those from various ethnoracial backgrounds, however, its founders also noted that 

there are benefits for the nursing profession, especially during the current nursing shortage. 

Intemationally educated nurses not only contribute nursing expertise, but they also possess 

cultural and language expertise that is desirable for nurses who work with an increasingly 

diverse ethnoracial mix of clients.

This project is a positive example of bridge training offered through pattnering between
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the nursing regulatory body in Ontario, education institutions, community services and health 

care agencies. It demonstrates a commendable initiative that will hopefully continue to receive 

support from all the partners involved. Strategies aimed at evaluation, modification, and 

expansion of such models are desirable in facilitating the transition for some immigrant women 

in the initial phases of their Canadian nursing careers. For intemationally educated nurses, the 

transition phase of settling in Canada and becoming established in the profession is critical. 

Nursing leaders have suggested that putting pressure on governments to increase funding for 

nursing education is an important strategy in increasing the nursing workforce. Some resources 

should also be directed to programs that assist intemationally educated nurses in making the 

transition to professional nursing in Canada. If these nurses are supported in developing their 

careers, in the long term the majority of them make valuable contributions to the nursing 

profession.

Social justice and equity in the workplace

Some barriers that were identified by participants as deterrents to career mobility 

included lack of representation, devaluation of knowledge, and power relations that led to 

marginalization in the context of work with colleagues, managers, patients and their families. 

Antiracist strategies, aimed at promoting social justice and equity, should be a priority in 

addressing changes in policies and practices directed toward removing barriers for immigrants 

and other minoritized nurses, and would benefit all sectors of the health care system. Changes 

in policies and practices grounded in antiracist praxis should employ comprehensive and 

integrative approaches to address inequities that create barriers in workplaces. Policies to deal 

with workplace harassment and discrimination should be clearly articulated by employers.
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including strategies for implementing these policies and consequences for violation. In putting 

forward these arguments, I acknowledge the complexity of the health care system, particularly 

in hospitals, where most participants were employed. Many different organizations and groups 

of professionals with their own politics and cultures form part of a system that reflects the 

dominant culture. Therefore, commitment at all levels, to enact policies and practices that 

promote equity, requires input from many individuals and groups. Health care organizations in 

general, and nursing in particular, have been slow to acknowledge the existence of racial 

discrimination, hence there has been reluctance to change existing policies and practices. 

Organizations adopt and support humanistic ideology that is based on values of the dominant 

group, therefore, disadvantages for minoritized people are not acknowledged (McIntosh, 1990; 

Roman, 1993; Sleeter, 1993).

Proactive policies

Some initiatives that have been taken by disciplines outside of health care, can serve as 

models for change in nursing. The work done by Padro, Rees, and Scane (1993) examined the 

extent to which school boards in Ontario integrated employment equity programs in their 

policies, and made recommendations for change. They compiled information from the literature 

and interviews with administrators and women teaching staff. Their research found that 

although some progress was made in moving toward implementing employment equity 

initiatives, Ontario school boards were slow in their responses. Some significant changes had 

occurred and recommendations for ongoing change were proposed. Nursing and teaching are 

predominantly women’s occupations that are influenced by relations shaped by race, gender and 

class. Many of the policy recommendations specified in the survey by Padro and her colleagues
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are applicable to nursing. Some of the most relevant ones that would apply in establishing and 

improving antiracist policies in nursing are cited here:

Generic policy statements concerning employment equity:

• Respect for human rights of all and equality of opportunity;

• Maximizing and utilization of human resources;

• Establishing, realizing and monitoring equal opportunity for employees.

Policies about the hiring and promotion of employees:

• Commitment to hiring the best qualified people for the job;

• Increased access to career paths;

• Seek out, support, and promote qualified individuals;

• Elimination of barriers that restrict promotion.

Policies that redress issues of systemic discrimination:

Promote a climate that respects the dignity and self-esteem of all employees; 

Promote a workplace free of harassment;

Respect for basic human dignity, free from personal and sexual harassment; 

Elimination of stereotyping or discrimination in staff development; 

Commitment to human rights;

Seek out and eliminate systemic and attitudinal barriers against qualified persons; 

All employees and students must be afforded the opportunity to develop their 

potential without limitations imposed by stereotypical attitudes.

(Padro et al., 1993, pp. 41-46).

Although the research had a focus on education, the recommendations provide a relevant frame
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of reference for nursing.

Commitment to human rights and dignity

Commitment to promoting human rights and dignity should be integral to working 

relationships in health care organizations. Legislation such as the Canadian Charter of Rights 

and Freedoms and the Ontario Human Rights Act are aimed at protecting citizens from all forms 

of discrimination, however, people who are subject to workplace discrimination often have no 

recourse to redress perceived inequities. The narratives of participants working in nursing 

provided evidence that they were sometimes subject to discriminatory behaviors on the part of 

colleagues and patients, some of which were obvious while others were subtle. Discrimination 

hurts recipients’ self-esteem, impinges on interpersonal relations, and may affect performance 

(Federation of Canadian Municipalities-Municipal Race Relations Program, 1991).

Policies aimed at promoting respect for human rights and dignity should be clearly 

articulated. Consequences for noncompliance should be a part of proactive policies. Frequently, 

organizational responses to discriminatory incidents are reactive and sporadic, with occasional 

responses to individual incidents. Policies should also be directed at ongoing education with a 

view to promoting a workplace culture of respect for human dignity. Commitment from all 

parties, including administrators and all levels of staff, should be part of an antiracist strategy. 

Inherent in this commitment should be a willingness on the part of administrators to allocate 

resources, including essential supports such as ftmding, time and space to support programs. 

Policies that are clearly articulated, visibly displayed, and available in written materials should 

be part of the proactive strategies implemented by health care organizations.
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Hiring and promotion policies

Data from this research indicated that participants had two kinds of challenges related 

to hiring and promotion. In the early phases of their careers, some participants experienced 

major difficulty in being hired as RNs, especially when there was seemingly an excess of nurses 

in the labor force. All partieipants who met requirements for licensing as RNs eventually found 

jobs in nursing. They reported that later in their careers they encountered barriers in gaining 

promotion that would enable them to achieve upward mobility in their careers. Barriers were 

manifested in the form of continued denial of appointments for interviews when they tried to 

apply for promotions. Some participants stated that their applications for promotion were never 

acknowledged; others were consistently refused and never told what they needed to do to 

improve their chances for promotion. Participants also identified barriers that prevented them 

from: (a) moving laterally to other areas in the hospitals that would enable them to gain new 

experiences; and (b) working in areas such as intensive care units and emergency departments, 

that were deemed to be prestigious and where nurses had high visibility.

Policies aimed at promoting equity in nursing should have consequences for 

non-enforcement. Managers and people in personnel departments should be among those 

educated toward accountability and responsibility. Some policy recommendations stated in the 

documents by The Federation of Canadian Municipalities-Municipal Raee Relations Programs 

(1991), and by Padro et al. (1993) are relevant to health care organizations, especially hospitals 

that employ large numbers of nurses. Some of these include: (a) commitment to hiring the best 

person for the job; (b) seeking out, supporting and promoting qualified individuals; (c) making 

training and development opportunities available to all employees; (d) increasing access to
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career paths; and (e) establishing mechanisms for career counselling and evaluation.

Partnerships fo r  mentoring and support

Data from this research study indicated that participants recognized mentoring as a 

positive strategy for career development, however, they noted that they looked outside of nursing 

to find mentors and support systems. Those nurses of color who achieved upward mobility in 

their careers felt an obligation to mentor other women of color. Nursing as a profession, would 

benefit from supporting mentoring as a career development strategy. Policies and practices that 

encourage mentoring initiatives, on both formal and informal levels, would be beneficial to all 

nurses. The data also suggested that relationships in the workplace disadvantaged women of 

color. Nursing leaders should be proactive in encouraging mentoring relationships by providing 

rewards and reeognition for those who demonstrate commitment and actively mentor colleagues. 

On the formal level, administrators could provide resources to support formal mentoring 

programs, e.g., including mentoring as part of the orientation for nurses beginning employment.

Women of color also need to seek out opportunities to develop their potential as mentors. 

There is evidence that immigrant women of color have formed assoeiations that represent 

ethnoracial interests. It might serve these groups well to explore how they might maximize their 

strengths through forming coalitions to advance issues that are common to women of color in 

nursing. Admittedly, there are differences among groups that represent diverse histories and 

interests, however, finding common grounds to promote career mobility among immigrant 

nurses of color is a worthy goal. Dehli (1996) found, in her work with parents who tried to 

influence change in the education system in Toronto, that differing interests among groups had 

an impact on women’s ability to organize for effective change. I would argue that among groups
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representing minoritized nurses, positive outcomes could be achieved by forming coalitions to 

mentor and support members of their groups.

Inclusive research agendas

Insights gained from this research are useful in providing a starting point to develop a 

body of research that would address a void in knowledge concerning the experiences of minority 

nurses in the Canadian nursing workforce. Challenges to doing antiracism research are inherent 

in the existing structures of the nursing hierarchy. The absence of representation of nurses from 

minority groups, in positions where they could generate research agendas is a major barrier. 

There are only a few minority nursing faculty in universities and in top positions in nursing 

practice who are in positions that would enable them to develop research studies to meet funding 

criteria; and they are not committed to doing antiracist research. Commitment of mainstream 

nursing faculty to inclusive research agendas would be advantageous to the profession, however, 

Canadian nursing scholarship has not taken up this agenda.

Another major challenge relates to the marginalization of issues related to minoritized 

groups in the health care system. People who are in positions to initiate and guide research 

agendas need to form partnerships with those at the grassroots level. Canadian scholars can 

learn from intemational research initiatives, e.g., a study by the British Policy Institute surveyed 

over 14,000 nurses and provided comprehensive data on the experiences of majority and 

minority nurses (Culley & Dyson, 2000). Another example of comprehensive research is a 

British study by Gerrish, Husband, and Mackenzie (1996) titled, Nursing for a Multi-Ethnic 

Society. Their research examined the changing demographics and health needs of minority 

ethnic communities in England. The findings of their study addressed the urgent need to prepare
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nursing and midwifery practitioners to provide health care to multiethnic communities. Among 

the many issues cited, recruitment and retention of minority students to nursing and midwifery 

were emphasized. Health care needs of minoritized populations, including communities that 

represent various racial and ethnic groups, are not prominent in mainstream research agenda. 

There is a dearth of knowledge, both from perspectives of providers and recipients of care, 

among those represented by these groups. I would argue that a shift in the research agenda to 

include participatory research that engages immigrant and minority nurses and ethnoracial 

communities could provide leadership in addressing gaps in nursing knowledge. Those nurses 

who achieve positions where they can provide research leadership on issues related to 

experiences of minorities in nursing and health care, should seize the opportunity to do so. It 

is my hope that nursing will develop a commitment to critical approaches that will influence 

education and practice in creating social justice for all practitioners.

Limitations of the Research

This research used qualitative methodology; it examined the experiences of a group of 

14 partieipants who were selected from a single group of immigrant women of English-speaking, 

African-Caribbean heritage. This makes the sample a limited one, since it was neither random 

or stratified. The voices of these 14 participants represent the unique stories of their experiences 

as they navigated their careers as RNs; their accounts are not claimed to represent the 

experiences of other women of color. Immigrant and minority women in nursing are drawn If om 

numerous groups, and they reflect a wide range of people who claim various national, historical, 

ethnic, and racial affiliations that reflect the diverse demographics of Canada. Participants in 

this research were recruited through networking. Because of my work as an educator, the sample
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may have disproportionally represented people who had a commitment to education. The data 

found that the majority of participants had completed education beyond entry-level nursing 

qualifications.

This research focused on experiences of participants who immigrated to Canada between 

the 1960s and early 1990s and who had at least 10 years of nursing work experience. This group 

does not reflect experiences of those nurses who immigrated more recently. It would be 

worthwhile to study the experience recent immigrant nurses in the context of the current climate 

of the health care system. With the present shortage of nurses, questions could be raised related 

to whether their experiences are comparable to those of participants in the study, or whether they 

are different. The research used conceptual frameworks that examined interlocking dimensions 

of oppressions derived through race, gender and class. The narratives of participants 

highlighted barriers that impeded their careers as RNs. In retrospect, it may have been useful 

be useful to include questions in the interview guide that solicited their perceptions conceming 

strategies for removing barriers that interfered with advancement in their careers.

Areas for Further Research

There is a dearth of knowledge related to experiences of minorities in nursing in Canada. 

Experiences of First Nations people, immigrants and various ethnoracial minorities are rarely 

documented in nursing literature. This study provides a beginning point that might serve to open 

up an area of critical research in nursing. It would be useful to develop research on experiences 

of immigrant nurses in the Canadian health care system. For example, CIHI keeps statistics only 

on internationally educated nurses who apply to write licensing examinations conducted in each 

province. Such research would be useful in tracking supply and demand of nursing labor.
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Further research on career mohility should adopt integrated approaches that study the impact of 

variables such as age, race, gender, class, ability, language and cultural factors, and how these 

intersect to influence careers of nurses. Mentoring as a career development strategy has not been 

widely utilized in nursing. Knowledge gained from developing research on mentoring in nursing 

would he useful to the profession. Specific research on mentoring, as a career development 

strategy for minority nurses who have not had access to established means for career 

advancement in nursing, would add to existing nursing knowledge.

In my view, issues related to racism and antiracism in Canadian nursing are not currently 

accepted as high priority areas for nursing research. Nursing scholars could collaborate with 

education and social science scholars in developing an antiracism research agenda. Knowledge 

gained from such research would be valuable for two reasons: (a) it would be useful in assisting 

students and beginning nurses in planning their careers, and (b) there would be long-term 

benefits for recruitment and retention of nurses to the profession.

Conclusion

This research focused on experiences of women of color from the Caribbean who were 

registered nurses in Canada, during the decades from the 1960s to the 1990s. The specific focus 

was on their perceptions of factors that created barriers or facilitated their careers in nursing. 

Among the 14 participants in the study, the majority are still actively employed in nursing. The 

narratives of these participants provided poignant stories of their experiences with systemic 

harriers that created obstacles as they pursued their careers in nursing. It was evident from the 

data that barriers derived from race, class and gender dynamics, which existed in nursing three 

decades ago, continue to exist, and create obstacles for minorities in nursing at the present time.
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A major barrier relates to lack of representation of people of color in positions that are 

associated with power and prestige in nursing. Nurses of color continue to experience 

differential treatment when they seek avenues for advancement in their careers. The participants 

in this study exercised agency and developed individual strategies to resist barriers encountered 

at various phases of their careers; after overcoming many obstacles, they eventually established 

careers in nursing.

Nurses are the largest group of workers in the Canadian health eare system; among their 

numbers there is great potential for organizing to bring about ehange in the status quo. 

Increasingly, the face of nursing has changed to reflect the diversity of Canada’s population. 

However, nursing organizations, education and practice has been slow in responding to the 

diversity among its practitioners, and in creating systems where equitable status and rewards can 

be achieved for minorities in the profession. To bring about change toward equity in the 

profession, all nurses need to be a part of the process of change. From this research it is 

proposed that antiracism strategies that recognize differences and consider power sharing could 

be the direction that nurses in Canada take for future development of the profession. Collective 

action on the part of all nurses is critical to bringing about change. However, nurses from 

various minoritized groups must form coalitions among themselves, as well as with other 

professional groups. Collectively these groups can develop strategies to represent their issues, 

as well as actively advocate for change to support equitable opportunities for career mobility in 

their profession.
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APPENDIX A 

COVERING LETTER OF CONSENT

My name is Enid Collins. I am a student in the Department of Sociology and Equity 

Studies in Education at the Ontario Institute for Studies in Education (OISE) of the University 

of Toronto. To meet the requirements for completing the Educational Doctorate degree (EdD), 

I am doing my thesis research. The title of my study is Career Mobility Among Immigrant RNs 

in Canada: Experiences of Caribbean Women.

The strategy that I will use to gather data for my study is to conduct interviews with 

Caribbean women who are registered nurses (RNs) in Canada. 1 will conduct the interviews 

myself, and will ask some open-ended questions to encourage participants to talk about their 

experiences during their careers as RNs. I will tape record the interviews and later transcribe the 

data to hard copies. All data will he treated confidentially, and will be accessible only to me. At 

the end of my research, all computer disks and paper copies will he destroyed.

I am asking you to be a participant in my research. Participation is completely volimtary. 

If you agree to take part in the study, you will be asked to take part in an interview which 1 will 

conduct. At the time of the meeting for the interview, you will be asked to complete a brief 

written demographic profile. The interview will last approximately 60 to 90 minutes.

The only foreseeable risk to which you may be exposed by your participation in the study 

is related to confidentiality of information. Every effort will be made to keep all data 

confidential. In presenting the research findings, quotes from the data may be used, but they will
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be recognizable only to the people who contributed them. People will be referred to only by 

pseudonyms. Institutions will be referred to only in generic terms.

The findings of the study may be of benefit to Caribbean women and other nurses of color 

by increasing their knowledge and providing information that may help them in plarming and 

moving through their careers in nursing. The nursing profession as a whole may benefit from new 

knowledge and insights gained from the research. The thesis will be available in the library at 

OISE/University of Toronto.

By signing this letter, you are giving voluntary consent to participate in the study. If you 

wish to withdraw from the study at any time, you are free to do so. You may call me if you wish 

any further information or clarification. My telephone number is (416) 979-5000, extension 

6313.

Participant’s signature_____________________________________ Date
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APPENDIX B 

DEMOGRAPHIC PROFILE QUESTIONNAIRE

Name: optional

Age: 26-30 31-35 36-40 41-45 46-49 51-55 56-60 60 and over

Place of birth:

Year of arrival in Canada:

Places of residence before coming to Canada:

How would you define yourself in the Canadian context?

Working class  middle class  other____

Your educational background:

Where did you obtain your high school education?

Please describe any education beyond high school and prior to entering nursing

Education and experience in nursing

Diploma in Nursing (RN): Date: Place:

Post RN Certificate: Date: Place: Specialty:

Degree(s): Date: Place:
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Appendix B (continued)

Employment in nursing:

Describe employment in nursing before coming to Canada.

Number of years of employment as a nurse in Canada;

List practice areas and length of employment in each situation in Canada.
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APPENDIX C 

INTERVIEW GUIDE

1. Tell me your journey to becoming a registered nurse (RN) in Canada.

2. Tell me about your first job as an RN in Canada.

3. What kinds of things presented barriers that hindered you in advancing in your career?

- opportunities for advancement, resources

5. Tell me about your career from the perspective of a woman of color.

6. What are your perceptions about racism in nursing? -a caring profession?

Probes - situations in the workplace

- systemic practices

7. Tell me about any situation that significantly influenced your career.

8. What were factors that facilitated you in advancing in your career?

9. How do you feel about the way your career evolved over the years?

10. Did you have people who provided mentorship or supported you through your career? 

Probes - colleagues at work, family members, friends
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