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Introduction 

Jess Dillard-Wright, Jane Hopkins-Walsh, and  
Brandon Brown   

Imagination is generative, opening up possibilities for realities that are yet to 
manifest. In Freedom Dreams, historian of social movements Robin D. G. Kelley 
(2002) wrote “I inherited my mother’s belief that the map to a new world is the 
imagination, in what we see in our third eyes rather than the desolation that 
surrounds us” (p. 3). Radical imagination, following the collective vision of 
radical scholar-activists Max Haiven and Alex Khasnebish (2014), is simply 
“the ability to imagine the world, life, and social institutions not as they are but 
as they might otherwise be. It is the courage and the intelligence to recognize 
that the world can and should be changed. The radical imagination is not just 
about dreaming of different futures. It’s about bringing those possibilities back 
from the future to work on the present, to inspire action and new forms of 
solidarity today” (2014, p. 4). Learning from the past, imagining the future, 
building in the present. 

Radical imagination is not a new idea, nor do we claim this concept as in any 
way proprietary. Here we note that, when we use “we” in this introduction, we 
are speaking of ourselves as editors. In thinking about imagination as generative 
possibility, we draw inspiration from a wide array of thinkers across space, time, 
and discipline. Folks like Arundhati Roy and Angela Davis have sparked critical 
fires in our collective thinking, which was further fueled by abolitionist Mariame 
Kaba, feminist educator bell hook, sociologist of medicine Ruha Benjamin, 
critical posthuman feminist Rosi Braidotti, and more. Our kernel of radical 
imagination seeks to center queer, feminist, Indigenist, abolitionist, dissident, 
and other otherwise marginal perspectives as we aim to upend white, cishter-
opatriachal, ableist, anthropocentric, capitalist, pernicious norms. Imaginations 
that do not not center these things are not and cannot be radical. We envision 
radical imagination as shared collective mutual relational experiences long 
existing outside of the academy and unbound from elitist ideas based on power 
and privilege. 

Yet in speaking of the folks that inspire us, we know that for some, articu-
lating dissident perspectives came—and comes—with the threat of incarcera-
tion and even death under systems of white supremacy, colonialism, and 
extractive relentless capitalism. We risk almost nothing. We enter this book 
project riding the ancestral waves of inherited power and unearned privilege 
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conferred on us as white nurses and scholars working and living in the United 
States (US). This privilege is accentuated by the systems of white supremacy 
that overdetermine the US healthcare (non)system and within the elite spaces 
of nursing academe around the world. These declarations are not excuses, re-
cognizing the empty indulgence of settlers’ move to innocence (Tuck & Yang, 
2012). Rather, we recognize that these positionalities constitute the material 
realities in which we are ensconced. This means we must continually commit to 
confront, dismantle, and challenge white supremacy, including within ourselves, 
as we navigate the critically important work of imagining a more just nursing 
present-future. We have asked authors who contributed to this anthology to 
position themselves in relation to their scholarship as a starting point toward 
transparent anti-oppressive scholarship. To this end, in the following text, we 
position ourselves as editors further in relation to this book project. 

Jess Dillard-Wright lives and works in Springfield, MA, the traditional home 
of the Algonkian people known as the Agawam and is an assistant professor in 
Elaine Marieb College of Nursing at the University of Massachusetts Amherst. 
Jess is a white, fat, queer, settler-colonizer, genderqueer, feminist, antiracist, 
abolitionist, nurse dissident, activist-scholar working to disrupt the violence of 
hegemonic whiteness, the pernicious influence of capitalism, and the constraints 
of cisheteropatriarchy in nursing and beyond. She/they relish the connections 
that spring forth from this collaboration and the learning, unlearning, relearning 
that has accompanied this rhizome. 

Jane Hopkins-Walsh (she/her/hers) is a US-based, cisgender, heterosexual 
woman, nondisabled, white settler colonizer nurse who resides and works on the 
stolen land of the Massachusett people. Jane is a nurse-activist-artivist-scholar 
who strives to unlearn white supremacy while actively working toward an an-
tiracist, anti-oppression, and anticolonial nursing present-future. She embraces 
art as a vehicle for making marks and meaning, and she embodies daily practices 
of protest and joy through music, movement, and playing with color and fiber. 

Brandon Brown, MSN, RN-BC, CNL (he/him/his), is a bedside nurse, tea-
cher, clinical assistant professor, and doctor of education candidate living on the 
unceded lands of the Abenaki People. Brandon is gay, cisgender, white, able- 
bodied, and a settler-colonizer, who benefits from white-male privilege, white 
supremacy, capitalism, and dispossessed Indigenous lands. He is a nurse-activist 
scholar, whose vision for nursing education includes creating equitable and just 
nursing futures for students and communities rooted in liberatory praxis and 
planetary-geo-centered care. 

Our praxis is a work in progress as we collectively and individually strive to 
live and write and work in ways that actualize our values. While we do not 
pretend to have answers, resisting the temptation to embrace quick fixes, we 
commit to stay with trouble (Haraway, 2016). We hold onto a radical imagi-
nation for nursing alongside the authors who have come together in this col-
lection. These commitments led us to co-create the anthology you are currently 
reading. 
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Anthology as Radical Imagination 

It is our honor and privilege to present this collection of essays from an in-
ternational group of nurses whose work inspires us daily. As editors, together 
we have nurtured our collective rhizome, establishing our collaborative ideas 
as nurse-scholar-activists via publications and presentations at numerous na-
tional and international conferences within the backdrop of the pandemic. 
Over the past several years, we embodied a process—a collective and situated 
praxis—that can be understood as nursing a radical imagination, as we nur-
tured near daily relational social practices via phone, text, and social media. 
Through this process, our friendship and ideas about critical scholarship un-
folded. Together we have become kin, grown the rhizome, and further con-
nected with a transnational and transcontinental network of like-minded 
scholars and activists who have agreed to be part of this exciting writing and 
thinking project. In conversation with other nurses across the globe, the 
editors and authors cultivate a sustained social media presence outside the 
hegemony of academia where we actively and collaboratively opine, rage, 
critique, connect, protest, promote, imagine, and advance our ideas for a ra-
dical and emancipatory future for nursing while living and dying on a dying 
planet. We believe that connectivity is foundational to the project of radical 
imagination in nursing and together we have imagined ways to connect 
around this book project. 

Drawing upon aesthetic ways of knowing, we also envision arts as an integral 
part of this radical imagination project, understanding that creativity in forms of 
mark-making, visual arts, fiber arts, poetry, and music are ways to relationally 
make meaning unconstrained by the rules of the academy. We have created 
a website that helps to reflect this, Nursing Futurities located at https:// 
nursingfuturities.org/. An ongoing work-in-progress, there we have linked to 
ongoing projects, work that inspires us, an interactive art project—the Drift 
Journal—and more. The Drift Journal will travel to the authors in the book for 
contributions of human and nonhuman mark making (pet, earth, mineral, 
water, all marks are invited) and to the hands and homes of other people and 
places yet to be known—we welcome your marks, too. See the website for how 
to contribute. The QR code in the “Epilogue is Prologue” that concludes our 
book will take you to additional resources including the webpage. 

The Process of Nursing a Radical Imagination 

We would like to share a bit about the process of how this project came to be. 
We began imagining this anthology through our readings, entangled daydreams, 
and impassioned yearning for that which is not yet manifest. We share a col-
lective passion for nursing, problematic as it is. We approach our discipline with 
a critical lens that is based in justice and liberation for people and communities, 
decentering whiteness, ableism, transmisia, and undoing white supremacy. In 
envisioning this book, we strove to be inclusive and expansive in our invitations 
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to authors to participate but recognize the book’s limitations and shortcomings 
notably missing representative voices from authors from the global south, from 
developing nations, and missing authors with diverse identities from both inside 
and outside the academia. The pandemic time period created challenges for 
several invited authors, as did work restrictions for those involved in labor or-
ganizing, and other authors declined to participate for a variety of reasons. 
Ultimately we had to recognize the imperfection and messiness of what we could 
accomplish in organizing an anthology during pandemic times. We give thanks 
to our authors who endured despite challenges, together we all stumbled forward 
and we are very excited to share the collective works with readers. 

The anthology includes chapters from influential nursing scholars whose work 
emanates from critical, radical, and emancipatory perspectives spanning three 
continents and five countries, including the US, Canada, Australia, United 
Kingdom (UK), and Germany. In addition to cultural and geographic range, 
many of the chapters are written by nurses from disparate backgrounds, people 
who are part of groups whose voices and bodies are and have been historically 
oppressed in and by nursing. The essays contained here are concerned with 
liberation, an intentional choice, as we sought to amplify diverse voices and de- 
center the voices of white cis-hetero-patriarchy; the dominant group within the 
nursing profession. 

Our efforts are imperfect and partial: we acknowledge the overrepresentation 
of voices from the global north, countries with histories of colonization and 
genocide. We also understand that academic publishing in English marginalizes 
non–English-speaking people from interacting with this project, pushing us to 
further imagine multilingual collaborative future projects. In rejections of the 
neoliberal corporate structures around publishing and knowledge generation, we 
commit to redirecting any and all profits accumulated from the anthology to 
support open access publishing of this project. Any further funds will be used to 
support mutual aid endeavors selected by contributors. 

Authors retained their unique voice, style, and language in their individual 
chapters. We chose not to standardize spelling of certain words; thus, the essays 
reflect the spelling variations in Canada, the UK, Australia, and the US. This 
was done to center the authors’ situated materialities, while decentering lan-
guages and geopolitical boundaries. 

Radical Imagination in the COVIDicene 

The book before you is definitively a product of the pandemic. The seeds for this 
edited volume book were planted and grown over the past four years, com-
posting and sprouting among the editors and authors as we try to imagine how to 
safely and effectively live, work, and nurse the people and communities we 
accompany, amidst COVID-19 inequities. We grapple with how to educate 
the next generation of nurses during a politically tumultuous time of rising 
global authoritarianism, persistent Trumpism, climate disaster, abortion rights 
restrictions, civil rights erosions, voting rights denials in the US, and around the 
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world. In the background, the COVID-19 pandemic continues to kill people 
around the planet, yet in the US where the editors live and work, we navigate 
political misinformation around vaccines realizing that this insipid ableism 
and disinformation media machinery has far-reaching implications, including 
for nurses. 

Nurses named this pandemic era the COVIDicene (Brown et al., 2021), 
marked by stark inequities, recognizing that these realities are not new but ra-
ther the result of ongoing oppression. The crucible of the COVID-19 pandemic 
amplifies preexisting injustice, exploiting the faults and fissures constructed 
through hundreds of years of racialized capitalist extraction, connections to 
past and present-day imperialism and colonialism throughout the globe. Despite 
the realities forged by the Covidence, we see potentiality in a radically alternate 
future. Envisioning radical possibility, we pay homage to Arundahati Roy 
(2020), whose early pandemic essay, “The Pandemic is a Portal,” captivated our 
collective imaginations, planting insistent seeds of hope back to which we 
continuously circle. 

With Nursing Futurities: Co-creating a Radical Imagination for Healthcare, we 
present a collection of works that are relevant for folks working in nursing and 
healthcare including those we accompany in care, including each other. We 
hope these essays are thought-provoking for folks outside of the discipline of 
nursing. Care practices are embedded and embodied. We understand the givers 
of care and the recipients of care to be dynamic collaborators, interactive and 
relational in the work of care and caring. The need for critical perspectives 
and building a more just, equitable future for nursing, healthcare, communities, 
the world is at a fever pitch. At the same time, the global movemnent toward 
authoritarianism with hidden and insidious systems of technological surveil-
lence is simultaneously making justice work difficult and even dangerous. Our 
thinking and writing practices are political acts and we see these as important 
nursing interventions connected to the work of nursing care. 

A Roadmap 

We divided the book into four sections representing essays with ideas based in 
history, critical present, radical future, and ending with thoughts about 
speculative paths forward to alternative futures. Our journey begins with at-
tention to the past and the ways in which history shapes our present reality. In 
order to imagine other possibilities, we first attend to the history of nursing in 
Section One titled Towards a Re/Visioned History for Nursing. This section has 
three essays that examine the assumptions, ideologies, and discourses that 
shape the discipline and its place within healthcare more broadly including 
critiques of neoliberalism and whiteness, and unpacking disciplinary framings 
of culture and iconic myths tied to nursing’s origin story. The authors in Part I 
employ a critical lens to understand how the past shapes our present, bringing 
to the forefront how the structures, institutions, systems, and ideas construct 
our reality. 
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In attending to histories—and here, please note the indefinite article and 
plurality implied by “histories”—of nursing, we find links to the present. 
Complicating our grasp of the past enables us to understand the present in more 
nuanced, attuned ways. This is not because the past gives us a roadmap to the 
present/future, as Mariame Kaba (2021) reminds us, but because critically 
reckoning with the past can enable us to see the present more clearly, con-
fronting and understanding our histories as multiple, as fragmentary, as complex, 
as contested can lead us to ask better questions as we seek to understand the 
present and dream of the future. 

From these critical nursing histories, our attention turns to Part II, A 
Critical Understanding of the Present, where authors concern themselves with 
untangling the snares and snarls of our nursing present, enclosed as it is in the 
crucible of the COVIDicene and the catastrophe of climate disaster and end- 
stage capitalism. Part II contains four essays that critically explore issues of 
nursing identity from the vantage point of self and society using philosophy, 
critical posthumanism, and analyses of politics, power, control, and planetary 
responsibility. The final makes the invisible visible by showing the impact 
of healthcare waste on the planet using mixed media visual art using 
non-biohazardous healthcare waste. 

The viewpoint of the critical present brings us next to the third section in the 
book, titled A Radical Imagination for Nursing. This section contains three essays, 
one of which is divided into two parts. Each essay in this section critically 
unpacks issues of equity and justice, confronting white supremacy, embracing an 
antiracist stance to envision what is possible for nursing education and nursing 
care. The essays in this section connect to critical ideas around culture and 
safety in different nursing spaces including the academy, classroom, and 
healthcare system—spaces that are ever more dependent on technological 
systems like artificial intelligence and surveillance technology. 

With this backdrop secured, in the final Part IV called Getting There: 
Speculative Paths for the Present-Future, authors turn to speculative, democratic, 
abolitionist, and posthuman visions for the future of nursing. The ideas pre-
sented in the four essays of this section represent collective voices speaking up 
and speaking out in nursing, talking about issues that are too often policed 
and ignored, even punished, representing a radical departure from the business 
as usual orientation of much nursing and health sciences scholarship. 

Connecting the Tendrils of Ideas and Actions 

As editors, we approach our nursing work nourishing the verdant tendrils of 
rhizomatic connection to critical theoretical and philosophical frameworks that 
include new materialism, post humanism, Black feminism, critical race theory, 
queer studies, abolition, anarchism, disability justice, reproductive justice, and 
anti-/de-/excolonialism to name a few. Threads of these theories and philoso-
phies will be evident in many of the essays included here. We encourage readers 
to think about theory and philosophy as intertwined, not separate, and we hope 
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that readers will consider using more critical approaches as a way to explain and 
imagine the important work of nursing. Even though the anthology is divided 
into four parts, readers will notice that each essay touches both the ones they are 
organized alongside as well as all the others in the anthology, consolidating ideas 
of rhizomatic thought, and illustrating how all things touch all things (Haraway, 
2016). The result is anthology—a woven tapestry of critical thought, generative 
ideas, and radical imagination embroidering together, around, within and across 
chapters and sections. We hope you enjoy the journey. 
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Part I 

Towards a Re/Visioned 
History for Nursing  

Taking feminist cyborg Donna Haraway’s (2016) mantra “It matters what stories 
make worlds, what worlds make stories” (p. 12) to heart, this anthology opens 
with histories for nursing. Histories, plural. This is because history is not a 
singular narrative, settled, decided, and definitive. Instead, history is multiple, 
polyvocal, multirhythmic, and improvisational, following historian Elsa Barkley  
Brown’s (1991, 1992) theorization. There is power and possibility in this sen-
timent, recognizing that history is neither -settled nor certain. History tells us 
about ourselves, both in the instructive nature of thinking about the “facts” of 
our past as well as in the metanarratives enforced by upholding disciplinary 
origin myths. None of the three chapters included here push the Nightingale 
narrative that all too often serves as shorthand for the entrenched history of 
professionalized nursing. Instead, they that ensue ask readers to consider what 
they think they know about nursing’s history—as a practice, as a discipline, as 
an act of care—and interrogate the assumptions that construct this history. 

This section on history begins with an essay by Thomas Foth and Evy Nazon 
entitled “Alleviating the suffering of Others: Nursing and humanitarian reason 
under Neoliberalism.” This provocative paper traces the emergence of huma-
nitarianism as a guiding moral sentiment in nursing. Foth and Nazon link moral 
sentiments to the fusion of Christan values and Enlightenment reason that 
crystallized in the 18th century. Moral humanitarian sentiment may be directed 
at people near or far facing abject conditions—those living unhoused or suf-
fering in wartime, for example. And while the acts of care carried out toward the 
alleviation of the suffering in others may appear benevolent, it is always deeply 
political. Foth and Nazon implore nurses to consider their own political posi-
tion, awakening to the ways in which nursing can be mobilized as cover, 
shielding more dubious political interventions. This, they argue, reflects the 
ways in which humanitarianism as a stop-gap for meeting basic needs functions 
as part of the neoliberal project that reinforces the governing discourses. Thus, 
Foth and Nazon conclude that nurses, in their humanitarian efforts, must attend 
to the dominant discourses structuring political interventions. 

Chapter 2 is an essay that tangles history of nursing with feminist theory, 
interrogating the ways in which CASSANDRA Radical Feminist Nurses 
Network, a late 20th-century nursing collective, both resisted and reinforced the 

DOI: 10.4324/9781003245957-2 



norms imposed by the Victorian legacy of nursing. Jessica Dillard-Wright 
excavates the function of mythology, hagiography, and historiography in the 
development of nursing’s disciplinary imagination using CASSANDRA as a 
starting place in “Finding CASSANDRA: Mythology, Hagiography, 
Historiography for Nursing.” Cassandra, a mythical victim in Greek lore, cast 
into the wilderness, believed to be mad is the eponym for an essay written by 
Florence Nightingale in the lull between her nursing training and getting to put 
that training to work. Published in 1969 by Feminst Press under the title 
Cassandra: Florence Nightingale’s Angry Outcry Against the Forced Idleness of 
Victorian Women during the women’s liberation movement, this essay inspired 
the CASSANDRA the feminist collective. Putting nursing’s historical narra-
tives in conversation with more contemporary modes of feminist activism, 
“Finding CASSANDRA” invites readers to consider the ghosts of nursing’s past 
and the ways these ghosts continue to animate nursing’s present in order that we 
might imagine a different present/future. 

In Chapter 3, “Madeleine Knows Best: Race and Culture in Nursing History” 
nurse historian Cory Ellen Gattrall attends to the construction of culture as a 
concept in nursing. Tracing how nursing understood racialized social difference, 
Gattrall puts nursing in conversation with the scientific milieu within which 
nursing was situated during the middle of the 20th century. She links this to the 
early 20th century beginnings of American public health nursing, considering 
the ways in which nursing took up questions of race, paralleling other eugenicist 
sciences of the day. Gattrall then examines the emergence of Transcultural 
Nursing, a subfield engineered by white nurse theorist Madeleine Leininger, 
predicated on her own claim that she single-handedly introduced “culture” as a 
concept to nursing. Reflecting on the legitimacy of this claim, Gatrall sketches 
the frameworks of culture used contemporaneously by Black and other nurse of 
color in the 1970s to center health equity. Ultimately, Gattrall arrives at the 
conclusion that the culture concept in nursing centered white comfort at the 
expense of antiracist nursing scholarship and praxis, shoring up white supremacy 
in nursing while alleging to attend to the cultural needs of diverse others. 

In order to imagine other possibilities, we first attend to the history of nursing, 
examining the assumptions, ideologies, and discourses that shape the discipline 
and its place within healthcare. Recognizing the multiplicity of history creates 
possibility and repair (Scott, 2017): thinking about the material harms that have 
been done in the name of nursing and of nursing history gives rise to the pos-
sibility of healing those harms in the present/future. It asks that we disassemble 
the mythologies that feel good and give cover to reveal the complex, competing, 
and complicit cacophony that construct the history of the present. The chapters 
assembled here should not be construed as complete, comprehensive, catego-
rical. Rather, these essays represent ideas that challenge nursing’s hegemony in 
some way or another, asking readers to see things from another point of view, 
another perspective. This section is not without its limitations: the views pre-
sented are partial and fragmented, in their own ways failing to escape normative 
whiteness even as authors critique this impulse. In the end, we can see these 
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histories as a start, not a map, to paraphrase prison abolitionist, educator, 
and transformative justice visionary Mariame Kaba (2021) suggests, but as a 
technique for thinking the present/future in different ways, if we choose. 

References 

Brown, E. B. (1991). Polyrhythms and improvisation: Lessons for women’s history. 
History Workshop, 31, 85–90. 

Brown, E. B. (1992). “What has happened here:” The politics of difference in women’s 
history and feminist politics. Feminist Studies, 18(2), 295–312.  10.2307/3178230 

Haraway, D. J. (2016). Staying with the trouble: Making kin in the Chthulucene. Duke 
University Press. 

Kaba, M. (2021). We do this till we free us: Abolitionist organizing and transforming justice. 
Haymarket Books. 

Scott, D. (2017). Preface: A reparatory history of the present. Small Axe, 52, vii–x.   
10.1215/07990537-3843914  

Towards a Re/Visioned History for Nursing 11 





1 Alleviating the Suffering 
of Others: Nursing and 
Humanitarian Reason under 
Neoliberalism 

Thomas Foth and Evy Nazon    

Since the mid-19th century, nurses have often been perceived as “heroes” and 
“angels of mercy” (Kalisch & Kalisch, 1983, p. 6). These kinds of labels are 
still used by politicians, the general public, and the mass media to describe the 
commitment of nurses to providing care and healing, despite often compro-
mising their own personal safety (Stokes-Parish et al., 2020). Moral sentiments 
have emerged out of the combined effects of values like sensibility and altruism 
that can be understood as emotions inviting us, for example, to care for the poor 
and the needy in our societies. These sentiments have become an important part 
of current political discourses, legitimating political actions, particularly when 
they are directed at the helpless and the sick, whether they live in our local 
environment, like the drug user or homeless person, or live far away, like victims 
of famine, epidemics, or war. Philosopher Richard Rorty stated that scholars 
writing during the Scottish Enlightenment, particularly David Hume, saw a 
“fundamental moral capacity” as the foundation of reason (Rorty, 1993, p. 129). 
According to this perspective, the Enlightenment not only instilled a new 
sensitivity in suffering but also made us “feel called upon to relieve suffering, to 
put it to an end,” which led to “certain standards of universal concern” (Taylor 
1981, p. 394, as cited in, Asad, 2015, p. 390). We are moved not by deeper 
insights of rationality but by sad and sentimental stories. Moral sentiments 
become the source for (nursing) actions because one wants to correct the si-
tuation that provokes the misfortune of others (Asad, 2015; Fassin, 2010). 

The history of nursing both in Canada and elsewhere in Western countries 
suggests that moral sentiments such as charity and humanitarianism have 
shaped nursing work into that of solidarity, goodness, and global healing 
(Lynch, 2004). Most recently, ideas of heroism and humanitarianism have been 
attributed to nurses in the battle against the COVID-19 pandemic (Mohammed 
et al., 2021). Despite the assumption that humanitarianism is assumed to be 
benevolent and good, it closely intersects with the history of Christian mis-
sionaries, states, and empires (see also Wynter, 2003). New forms of humani-
tarianism developed by organizations like Médecins Sans Frontières, as well as 
harm reduction NGOs that put nurses at the forefront in helping the drug user, 
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the homeless, or the poor, to name just a few, are used to manage populations 
considered superfluous that are produced through neoliberal politics. 

In this paper, we argue that moral sentiments have become a central stake of 
current politics that help to legitimate political actions. First, we will summarize 
what could be called a genealogy of humanitarianism, outlining its roots in 
charitable activities. Then, we present an analysis of humanitarianism and 
liberalism, where we argue that: (a) humanitarianism and civil society have 
become an integral part of the “neoliberal project” and of the governing of our 
current societies, and (b) nurses in their humanitarian care support the neo-
liberal and biopolitics rationale. Thus, our goal in this article is to describe how 
the deployment of moral sentiments and humanitarianism in nursing is often 
used to serve the needs of political interventions. 

Humanitarianism, Welfarism, and Liberalism 

According to Asad (2015), the state is not only the guarantor of liberal de-
mocracy “but also [is] the basis of a wealthy civilization founded on capitalism in 
which general concern for human wellbeing can flourish” (Asad, 2015, p. 392). 
Indeed, what will be called “humanitarian reason” can be described as one of the 
social imaginaries of our times, occupying center stage in our current moral 
order and inscribed in our modernity. Historians like Thomas Laqueur and Lynn 
Hunt have described how the idea of humanity emerged in the late-18th cen-
tury, a sentiment that linked the human and the humane, a characteristic re-
lated to compassion, sympathy, and ethics. Humanity from this perspective is 
the sensibility that emerges in this process, broadening the processes of inclusion 
and leading to a feeling of connectedness between humans. This development 
made humanity as an ethical sentiment possible (Hunt, 2007; Laqueur, 1983,  
1989, 2009). 

However, the emergence of humanitarianism was the result of a very specific 
historical constellation – the onset of capitalism and capitalist markets and new 
ways to write about “the Other” in a newly developing genre of novels and 
medical reports, particularly autopsy reports. This specific historical constella-
tion was the precondition for humanitarian sentiments like sympathy, pity, or 
compassion toward a stranger to develop. Thus, the idea of the “human” as in 
humanitarianism or in human rights is a very recent invention. Compassion or 
sympathy with the unfortunate is symbolized in the Christian parable of the 
Good Samaritan, who was the only one who cared for a man left for dead in the 
street by thieves. It is the paradigm for the current politics of compassion and for 
Western morals even though it goes far beyond Christian doctrine and is still 
referenced in the present. Recent examples include the “Good Samaritan Drug 
Overdose Act” as part of the Canadian government’s “comprehensive approach” 
to address overdoses (Government of Canada/Gouvernment du Canada, 2019) 
or the “Good Samaritan Order” protecting “frontline” healthcare workers re-
sponding to the COVID-19 outbreak in the American state of Arizona 
(GilBride, 2020). 
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The politics of compassion and the necessity of the state to provide social 
protection to the most vulnerable citizens in capitalist societies have been used 
as justification for liberal democracy (e.g., Brown, 2019). With the onset of the 
“precautionary state” at the end of the 19th century in France and Germany, 
social services that were up to then provided mostly by charitable, religious, and 
philanthropic organizations became the responsibility of the secular state, which 
systematically organized them in a multitude of institutions. As Ewald (1996) 
demonstrated in his analysis, with the introduction of insurance such as pension 
plans or workers compensation, the risk of industrial accidents was shifted from 
the individual employer and employee to society as a whole through the 
ccontributions of every citizen into these insurance schemes. The so-called 
welfare state of the 20th century implemented more and more administrative 
procedures and management to address the “social” needs of the population, 
splitting them into different entities that were administered by different sets of 
experts, like those found in health, education, housing, etc. 

With the bourgeois revolutions of the 18th century, liberalism led to what 
critical theorists Jürgen Habermas and Axel Honneth called the emergence of a 
modern public sphere that was facilitated by the separation of state and civil 
society (Habermas, 1986). For Habermas, civil society is a realm of “private 
individuals” communicating freely in a “public context” with the potential 
development of critical public spheres capable of generating resistance to forms 
of power. Contrary to this conceptualization, according to Foucault (2004), the 
idea of civil society emerged within liberalism; it was in the period of the 
Scottish Enlightenment that Adam Ferguson conceptualized civil society as 
the necessary counterpoint to the self-interest of the modern, economic subject, 
which tries to realize maximum profit without considering the consequences for 
his or her economic opponent. For Foucault, civil society is neither an ideo-
logical construct nor an aboriginal reality, a natural given repelling government 
or opposing the state. Civil society is a “transactional reality” at the interface of 
political power and the government of populations (Foucault, 2004). With civil 
society, a mechanism was “naturally” in place that would balance this self- 
interest and address the social needs of the community but would leave the 
market to itself without any intervention of the state (Foucault, 2008; Villadsen, 
2016). Be this as it may, the function of civil society and the role of humani-
tarianism dramatically changed in what we will call the neoliberal project. 

Humanitarianism, Nursing, and Neoliberalism 

We understand neoliberalism as a specific rationale of governmentality that has 
taken shape in very different forms depending on historical and national con-
texts (Mirowski, 2015) but the different varieties share similar goals. All of them 
target populations who depend on social and health services provided by gov-
ernments. In the healthcare sector, governments systematically have dismantled 
services in order to reduce the costs of healthcare systems, with devastating 
effects on parts of the population by making them vulnerable and on the nurses 
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who care for them. These measures have been justified as a way to break “welfare 
dependency” by privatizing services and implementing profit-making in 
healthcare. Some nursing scholars refer to a “neoliberal tide”—which they 
define as a “symbiotic process implying structures, material, and ideologies that 
foster the growth of its neoliberal values”—aimed particularly at supporting a 
market economy based on the dynamics of supply and demand in order to 
achieve cost-effectiveness (Krol & Lavoie, 2014). 

But neoliberalism cannot be understood merely as an ideology and the 
economization of the social but must rather be analyzed as a specific rationality 
about how to govern our societies, with far-reaching consequences for popula-
tions on a global scale. Neoliberalism is a “constructivist project” organized 
through laws and the institutionalization of a rationality that directs the 
economy and protects it through laws and other regulations. As social theorist 
Thomas Lemke put it, “the market [must] be constituted by dint of political 
interventions” (Lemke, 2001, p. 193). The state must orient its politics to the 
needs of markets by adapting its monetary policies, its tax regimes, its organi-
zation of social services and healthcare, etc., instituting a new form of legit-
imation for the state, which is now evaluated by its ability to maintain and 
strengthen “free” markets. 

In a neoliberal society, an individual is conceived as homo oeconomicus, one 
who organizes all areas of life according to this market rationality—every in-
dividual becomes an entrepreneur of itself, organizing life according to the 
model of the firm (Rose, 2005). Individuals are conceptualized in terms of 
human capital and like any other kind of capital, “are constrained by markets in 
both inputs and outputs to comport themselves in ways that will outperform the 
competition and to align themselves with good assessments about where those 
markets may be going” (Brown, 2015, p. 109). The human understood as human 
capital is responsible for itself and at the same time, becomes a dispensable asset 
because the neoliberal state grants no guarantee for the life of the individual. 
The neoliberal state itself must behave as a market actor and is responsible only 
for safeguarding the conditions for profitable competition. To this end, “the 
hegemony of homo oeconomicus and the neoliberal ‘economization’ of the poli-
tical transform both state and citizen as both are converted, in identity and 
conduct, from figures of political sovereignty to figures of financialized firms” 
(Brown, 2015, p. 109). Those who are not able to successfully compete against 
others are left without any support and will ultimately perish. 

It is in this context that humanitarianism and civil society become an integral 
part of the “neoliberal project” and of governing our current societies. Under 
neoliberalism, the central function of civil society is to guarantee and manifest 
individual freedom—the feeling of belonging, participation, and action without 
the state—but it is also necessary for guaranteeing the operation of the market 
and competition among citizens. It also favors public services provided by 
nongovernmental organizations (NGOs) instead of state organizations. The 
central idea in neoliberalism seems to be that if and when different functions 
of society cannot be organized in accordance with market principles, and 
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“socio-moral” motives and engagements are needed, then a strong civil society 
in the form of voluntary, philantrophic, Christian organizations is clearly a 
better alternative to a strong and interventionist state. Civil society is a ground 
for problematization and for the development of a set of innovative techniques 
of government; it is both an object and an end of government. It is here that the 
idea of humanist care in nursing meets the neoliberal rationale of the lean state 
and serves the interest of the neoliberal transformation of current societies. 

Nursing humanitarian organizations like the Canadian Association of Nurses 
in HIV/AIDS Care (CANAC), an important player in the propagation of Harm 
Reduction (HR) approaches, see themselves as part of civil society and as cri-
tical of governmental politics. Often understood as a space of criticism and 
resistance against “big government” and bureaucratic organizations, these or-
ganizations play a prominent role in contemporary political discourses. But these 
nurses and activists, using the idea of humanitarianism as a foundation for 
advocacy, do not realize that they do not really oppose “governments” but rather 
are an integral part of how we are governed today. In the same vein, the 
COVID-19 pandemic crisis is remarkable for the increasing importance of 
nurses’ humanitarian actions and moral sentiments. Nurses are part of the 
moralizing discourses that invite the population to stay at home or to self- 
distance. Their work has earned them recognition as heroes and this hero 
discourse is not a neutral expression of public adulation, appreciation, and 
sentimentality, but rather is a tool employed to accomplish multiple aims. These 
aims include the enforcement of nurses as model citizens, the normalization of 
nurses’ exposure to risk, and the preservation of existing power relationships 
(Mohammed et al., 2021). And these limit the ability of “front-line” nurses to 
decide the conditions of their work, to identify inadequate governmental sup-
port, and to understand their role in neoliberal forms of governance. 

Genealogy of Humanitarianism 

Apart from current societal developments and the neoliberal rationality, hu-
manitarianism has always been part of a different form of governmentality. In 
what follows, we problemitize humanitarianism and compassionate care through 
a genealogical perspective. We will begin by describing the Christian roots 
of humanitarianism and how these roots influenced nursing history. We will use 
empirical data from the Canadian francophone province of Quebec—a province 
that is traditionally close to Catholicism and in which most hospitals have been 
run by the church. 

Humanitarianism and its Charitable Roots 

Historically, the concept of compassion has been at the heart of nursing care. 
Compassion was animated by charity, which was rooted in Christianity, and 
guided action to relieve the suffering of the poor and sick (Lynch, 2004). 
Beginning in the Western Middle Ages, sickness had spiritual significance, and 
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the sick poor were perceived as deserving of compassionate and charitable care 
that was undertaken by private, frequently religious initiatives based on a moral 
and social obligation (Lynch, 2004). As we have discussed elsewhere in more 
detail (Nazon et al., 2019), nurses became an integral part of this history in the 
17th and 18th century. Early nurses in Quebec and elsewhere were mostly re-
ligious sisters or Protestant deaconesses and were seen by the church as “servants 
of Lord Jesus, servants of the sick for Jesus’ sake, and servants among one an-
other” (Foth et al., 2014, p. 30). In one of the Catholic communities in Quebec, 
the religious sisters of Saint-Joseph had an obligation, according to their reg-
ulations, to exercise “boundless charity” toward the sick and the poor. As 
specified in their first Constitutions, they had to be “people fully consecrated 
to God to serve Him in the exercise of spiritual life and in the practice of perfect 
charity, and had to be especially dedicated to the service of Jesus Christ in the 
person of the poor who are its members” [authors’ translation] (Archives des 
Religieuses Hospitalières de Saint-Joseph de Montréal [ARHSJM], 1643, p. 6). 
The poor were to be the object of all the attention and works of nursing sisters 
(Archives des Soeurs Grises [ASG], 1981, p. 31). Scholar Colin Jones (1989) 
believes there was a “charitable imperative” based on moral obligations, re-
ligious and cultural foundations, and specific social practices and expectations, 
which aimed to provide poor relief. This charitable conception of care was 
inspired by the philosophy of Christian virtue that encouraged healing, but 
above all, sanctifing and saving souls (Lefeve, 2006). The soul was more im-
portant than the body and by caring for the souls of the poor as well as their 
bodily needs, nursing sisters guaranteed their own salvation. Eternal salvation 
was the reward for those who assisted the poor (ARHSJM, 1643). 

The fascination for suffering is linked to Christian genealogy. Christianity 
valorizes the passion of Christ, which redeems the original sin of men and 
women and is re-actualized in the sacrifice of martyrs and the mortification of 
saints. This dolorous genealogy of modernity introduced a break in the use of 
suffering both in literature and in politics by inverting passion into 
compassion—the exaltation of one’s own suffering into the suffering of others. 
However, sociologist Robert Castel (1995) argued that charity was a combi-
nation of compassion and discipline. He highlighted that charity provided to 
the poor in hospitals was a means to control the movement of the homeless 
population and to force them to conduct themselves according to a religious 
code. Only those indigent people who were thought to deserve charity were 
selected; the lazy, the needy, and those who had the spiritual poverty of Pauper 
Christi were to be left aside. 

It is important to emphasize the continuity of the place that suffering occu-
pies in the moral imagination and even its valorization as an experience of 
salvation, individually or collectively. Fassin (2010) refers to Augustine, who 
emphasized the ambiguity of valorization, because the spectacle of the suffering 
of others provokes horror and pleasure at the same time. One feels sadness 
in watching the misfortune of others and, at the same time, one cannot detach 
oneself from this vision, because one loves to feel pity. This emotional duality of 
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empathy is a decisive characteristic of humanitarian reason—as one can easily 
see in the iconic images of agonized bodies like the father and daughter drowned 
at the Mexican–US border in 2019 (Ahmed & Semple, 2019)—and it seems as 
if the exposure of suffering enables the mobilization of moral sentiments and 
access to the transcendent truth of the victims. 

The Importance of Capitalism 

Deeply rooted in Christian history, the sacredness of life and the valorization of 
suffering makes any humanitarian government into a political theology, as it 
highlights the manifestation of religious order and a renewal of Christian 
heritage as a part of capitalisms’ liberal democracies. Historian Thomas Haskell 
(1992) in Capitalism and the Origins of the Humanitarian Sensibility contended 
that between 1750 to 1850, an unprecedented wave of humanitarian reform 
sentiments emerged in Western Europe and North America. The most spec-
tacular movement was the abolition of slavery but countless other movements 
emerged at the same time, including those concerned with animal welfare, child 
welfare, temperance, women suffrage, etc. These movements questioned the 
way the poor were assisted, the criminal was punished, or the insane were 
treated, and often resulted in the reform of practices. Haskell called it the onset 
of a “new humanitarianism” (p. 108) that was closely linked to the growth of 
capitalism and industrialization and not the expression of an unselfish desire 
to assist the unfortunate. 

From its inception, humanitarianism was characterized by a deep ambiva-
lence. Whereas humanitarians claimed that their project was courageous and 
resulted in reforms that ameliorated the living conditions of those living at the 
margins of society, humanitarianism was also part of an increasing rationaliza-
tion of capitalist societies that served the interests of the reformers. For example,  
Foucault (2013) demonstrated in his work that the new humanitarian sensi-
bilities did not aim to punish less but to punish more effectively and that they 
inserted the power to punish more deeply into the social body. Thus, huma-
nitarian reforms were the consequence of cognitive structures that developed in 
the context of market transactions, and to understand the emergence of the 
humanitarian impulse, one has to analyze the close links between the capitalist 
market and social and economic changes (Haskell, 1992). 

The market is the expression of the laws of supply and demand and it transforms 
the individual’s self-interest into the greater good of the nation—the invisible 
hand in Adam Smith—and therefore public interest regulates itself. The mar-
ketplace injected calculations into all areas of life, meaning that every individual 
had to perform means-end calculations on the consequences of his/her decisions. 
For capitalism, it was vital that promises made in a contract could be trusted, that 
other contractual partners were able to fulfill their obligations. Thus, capitalism 
came with a new form of moralism. In fact, modifications in the market produced 
a change in perception and in the cognitive style of citizens and it was due to a 
change in how to perceive and explain causal connections (Amable, 2010). 
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Moral and political philosophers of the 17th and 18th centuries tried to 
define the necessary affective supposition of a responsible citizenry and the 
moral foundations of political control of sentiments. The relationship between 
politics and sentiments became defining concerns for the art of governing. 
Francis Bacon, for example, defined the role of the state as one of curtailing 
dangerous and explosive passions of ordinary men. This is close to Foucault’s 
notion of governmentality and the art of governing that combines governing of 
a population with the conduct-of-conduct of an affective self (see also Foucault, 
2007). Dangerous passions were to be controlled and transformed so that they 
could serve the interest of the public good. 

The Impact of Biopolitics 

The capitalist market is only one aspect in the genealogy of humanitarianism. 
The other dimension of humanitarianism is what Foucault called “biopolitics,” 
which he used to describe the changing characteristics of power that occurred in 
the 19th century. From that point on, power was concentrated on humans as 
living beings—what he called the “étatisation du biologique” or state control over 
the biological (Foucault, 1978, 1997, 2003), a form of power that acts on two 
levels. On the level of disciplinary power or, what Foucault called, the anatomo- 
politics of the human body, everything is centered around the difficulty of 
drilling the body and augmenting the abilities of the individual to integrate 
the body into the (capitalist) economic control systems. On the second level, a 
new kind of power emerged that Foucault called biopower. It was no longer 
disciplinary; it was not directed toward the individual body but towards humans 
as “living beings” (Foucault, 1997, 2003). 

It is in this context that medicine interconnected with governmental poli-
tical thinking, conceptualizing human beings as something unique that 
could be studied in forms of positive knowledge (Foucault, 2000, 2014a,  
2014b). The medical gaze penetrated the bodies of the sick, and autopsies in 
particular became the preferred technology to penetrate the body and to dis-
cover the hidden secrets of the causes leading to death; it was the beginning of 
establishing an anatomy of pathologies. Death became the objective, real, and 
undisputable foundation for the description of diseases. Medical science tried to 
understand the status of a population and to determine how it could be ad-
ministered. It combined an axis of statistics that grasped the population in 
terms of, for example, rates of birth, illness, and death, with an axis of ad-
ministration that established mechanisms to regulate events in widely dispersed 
heterogenous locales. Medicine developed into a science and a discipline of 
social spaces (Foucault, 2000). It was in this context that nursing became an 
important aspect of medical interventions, because nurses as capillaries of 
productive power (Foucault, 1995) perfectly incorporated both biopolitical 
dimensions: they were the ones who would discipline the individual and 
as public health nurses would intervene into families, communities, and the 
population at large. 
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Narrative Style and Humanitarianism 

The emergence of biopower and the development of medicine into a social 
science is related to what Laqueur (1989) identified as another reason for the 
emergence of humanitarianism. This new humanitarianism was based on a 
particular narrative style, in the form of realistic novels, autopsy reports, clinical 
reports, and social inquiries, that emerged in the 18th to early 19th century. 
This style described the pain and dying of ordinary people by providing reasons 
for the suffering to which readers could easily relate. These narratives induced 
compassion in the reader because he or she was immediately affected by the 
reports of the pain or dying of others (see also Hunt, 2007). Laqueur (1989) 
emphasized that these humanitarian narratives provided very detailed accounts 
that were considered evidence of their truthfulness. They were the consequence 
of the empiricism of the 17th century and the new medical gaze that developed 
at that time based on minute observations and collections of facts about peoples’ 
lives that had been unnoticeable before. 

Even though the body played a decisive role in Christianity as an object of 
mercy, the body in humanitarian narratives differs from the Christian notion. 
In humanitarian narratives, the individual body, alive or dead, exists in its own 
right, whereas in Christianity the soul was more important than the body, which 
was considered nothing more than a vessel for the soul. But what is even more 
important for our context is that humanitarian narratives became the trigger for 
political reform because they established a causal chain between human agency 
and suffering. If one would undertake ameliorative actions now one would be 
able to reduce suffering, and thus these actions became a moral imperative. This 
became the leading rationale for nurses to actively promote public hygiene 
campaigns and to advocate for the moral regulation of urban spaces considered 
unhealthy because of the immoral conduct of the people living there. 

However, what we find interesting are medical case histories and autopsy 
reports that basically shared the same techniques used in other humanitarian 
narratives along with their assumptions about agency. Medical reports provided 
a detailed history of the body and related this history to the social context, 
thereby generating a way to imagine the misfortune of the other. Even though 
medical reports were not written for a public audience, as novels were, these 
narratives nevertheless became the basis for political reformist arguments and 
newspaper articles. Medical reports accumulated a large amount of detail and 
ordered it in such way that the pain and suffering of others became real, 
justifying the need for specific interventions. Medical case histories made 
“bodies [into] a common ground of humanitarian sensibility” by describing the 
histories of these suffering bodies. It is important to note that humanitarian 
action is ostensibly focused on saving lives, but the genealogy of humanitar-
ianism shows that its main attention is on the dead—humanitarianism is a 
“guide to the mastery of death” (Laqueur, 1989, p. 181). What Laqueur means 
by this is that humanitarianism became such an important moral obligation 
through analyzing death and dying. Thus, humanitarianism is guided by the 
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question of how to prevent unnecessary deaths—it is a profoundly biopolitcal 
perspective and linked to the medical gaze that appeared in the same 
context—the analysis of dying and death (Foucault, 1994). These accounts had 
the specific ability to arouse moral concerns in the late-18th century. 

Thus, these case histories demonstrated that medicine held a secular mastery 
over the body and the suffering described in these narratives was meant to in-
duce sympathy. They provided a language and rationale for humane concern. In 
the 18th century, doctors claimed for themselves the “party of humanity” 
(Laqueur, 1989, p. 185), a claim that they no longer had to repeat in the 19th 
century because it was taken for granted. It was then that nursing became the 
representation of the humanitarian aspect of biomedicine in the form of care. 
At the end of the 18th century, humanitarian and political claims merged in 
medical writings using the narrative style of novelists that was mimicked also 
in the writings of nurses. The call for sympathy was based on the authority of the 
clinical practitioner and the social and anatomical details provided in these 
accounts justified the readers’ compassion. Laqueur (1989) calls it “scientific 
sensationalism,” which calls for the readers’ sympathy and attention by merging 
a social narrative with forensic medicine. 

What we want to highlight here is that narratives do not provoke a moral 
response but “merely milk sentiments and defer revolutionary action” (Laqueur, 
1989, p. 202) because sympathy and compassion are directed to a fictional and 
distant suffering while the real suffering is left untouched. However, Laqueur 
(1989), referring to Hume, goes even a step further when he contends that 
“humanitarians” also “implicitly claim a proprietary interest in those whom they 
aid” (p. 182), meaning the relationship between humanitarian and the person 
in need of assistance is itself a form of capitalist relationship. The humanitarians 
are the ones who speak in the name of the sufferings of the wronged. But moral 
concern is not so much about the relationship between human beings; it is more 
about the “pain of a stranger crying out - as if the pain were one’s own or that 
of someone near” (p. 182). 

This discussion enables us to get back to where we began in our article, 
namely to criticize Richard Rorty’s “sentimentalist thesis,” according to which 
narratives of suffering induced in their listeners or readers the feelings that 
became the origins of humanitarianism and human rights and led to broadening 
struggles to defend them. According to Rorty, human rights and humanitarian 
sentiments were not the consequences of inalienable rights and reason or the 
insight that we all belong to the same species, but the impulse to care for 
strangers was generated by the feeling that we all know how it feels to be in a 
situation of suffering. Sympathy, not law and reason, is the foundation of 
our moral human rights culture, which is a success story of the last 200 years 
“in which it has become easier for us to be moved by sad and sentimental 
stories” (Rorty, 1993, p. 134, as quoted in, Laqueur, 2009, p. 32). But Sadiya 
Hartman makes clear for White abolitionists that empathy with Black suffering 
is a specific form of violence-induced fungibility of Blackness. This fungibility 
allows for its appropriation by White psyches as “property of enjoyment.” 
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Hartman criticized a “Northern White man’s fantasy that replaces the body of 
the slaves with the bodies of himself and his family, as the slaves are being 
beaten.” (Wilderson, 2010, p. 88). 

By exporting the vulnerability of the captive body as a vessel for the uses, 
thoughts, and feelings of others, the humanity extended to the slave 
inadvertently confirms the expectations and desires definitive of the 
relations of chattel slavery. In other words, the case of Rankin’s empathetic 
identification is as much due to his good intentions and heartfelt opposition 
to slavery as to the fungibility of the captive body … In the fantasy of being 
beaten … Rankin becomes a proxy and the other’s pain is acknowledged to 
the degree that is can be imagined, yet by virtue of this substitution the 
object of identification threatens to disappear. 

(Hartman, 1997, p. 19)  

However, the last two centuries have witnessed an increase in these kinds of 
narratives that were a precondition for the emergence of the human as an 
ethical subject (Hunt, 2007). These narratives developed independently from 
the evolution of human rights law, which rather followed sentimental stories. 
History shows that narratives expanded “the circle of we” because they re-
commended looking at other people and their conditions (Hunt, 2007; Laqueur, 
2009). These narratives addressed both the nearby stranger and the distant 
“other” and elements of causality became embedded in them, establishing a 
relation between the character in the narratives and the reader/hearer. These 
sentimental stories were the basis of what Laqueur (1989) called the “broader 
cultural story” (p. 53) that made visible the lives and living conditions of people 
who had not been noticed before. 

These cultural stories served as justification for humanitarian expansionism 
and demonstrated how the religious was secularized by its permanent inscription 
into the heart of secular democracies. Life as the supreme good is the Christian 
idea of the sacredness of life. Fassin (2010) calls this idea biolegitimacy, the 
recognition of life as a supreme value above all other values in our societies, with 
life being understood as the bare fact of being alive. This is what Benjamin 
(1965) called the “simple fact of living” and Arendt (1994) called “naked life.” 
It is this biolegitimacy that makes it impossible to think about or to support 
public health as a collective or common good. Instead, the focus of humani-
tarian organizations is on providing help on an individual basis. Simultaneously, 
moral economies have been constituted around a new relation to suffering and 
they have become the central element of public life. Whereas in the past, 
suffering was part of punishment that was carried out in public spectacles, today 
images and reports about suffering in painful detail are disseminated in public 
spaces and used as justification for action. Humanitarian government is the heir 
of this active protest against the suffering of the world (see also Agamben, 
1998). New humanitarianism is united under “a common set of morally framed 
affective goals and practices around suffering, innocence, benevolence, and 
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compassion” (Ticktin, 2011, p. 180). The aim of this new humanitarianism is to 
provide compassionate care for morally legitimate individual suffering and 
nursing became part of this global project. 

The question is, according to Laqueur, how the “human” became a new moral 
urgency. Humanitarianism has been criticized exactly because it does not often 
lead to care for the humans at hand (e.g., Agamben, 1998), as we can see in our 
societies where large parts of the population live in unliveable conditions such 
as indigenous communities that are deprived of the minimal means to live by 
the settler-colonial states who historically and presently benefit from the ma-
terial resources extracted from these communities. Thus, it seems to be easier to 
moralize than to act against injustices and the reasons for suffering. The divide 
between who is included and who is not is very fragile and narratives can 
be used to exclude in the name of humanity by describing the excluded as 
non-human. Thus, sympathy, empathy, and other moral sentiments must be 
understood politically because narratives of suffering authorize and motivate 
political actions only under specific circumstances. 

Conclusion 

For decades, moral sentiments and humanitarianism have shaped the history of 
Western societies. With roots in charitable endeavours, humanitarianism be-
came an important element in the care of the poor, the powerless, and the sick. 
As we have argued, instead of the expression of an unselfish desire to assist the 
unfortunate, the emergence of humanitarianism must be considered the result of 
specific historical constellations and an integral part of the neoliberal and 
biopolitics project in the government of populations. In particular, nursing 
humanitarian organizations in civil society are one of the elements in expanding 
neoliberalism. From this view, humanitarian nursing organizations are more a 
product of power than a way to resist governments and neoliberalism, being 
deeply enmeshed within forms and practices of governmentality. If nurses are to 
participate in humanitarian action and expand nursing action on issues of social 
justice and advocacy for patients, it is important to keep a critical lens on po-
litical interventions. Developing an awareness of political philosophies will give 
nurses the ability to critique positively and negatively their implications in the 
humanitarian project. 
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2 Finding CASSANDRA: 
Mythology, Hagiography, and 
Historiography for Nursing 

Jess Dillard-Wright    

As I have written and revised this essay for this anthology, I have struggled to 
put words to why I think the theme of mythology, hagiography, and historio-
graphy is imperative for nursing. This is not because the topic is not important. 
Rather, the challenge comes in precisely just how important the ideas rooted in 
our past are that have shaped and continue to shape the nursing present. I share 
this reflection to situate myself and to contextualize how I understand history, 
imagination, and disciplinary identity. I am a nurse and midwife. Before my turn 
to nursing, I studied science, technology, and culture as well as women’s history. 
These lines of flight shape my understanding of the discipline and disciplinary 
history of nursing. This is also shaped by my lived experiences as a fat and queer 
and genderqueer parent and partner with considerable educational as well as 
unearned class and race priviledge navigating in the white spaces of nursing and 
higher education. I generally assume a critical feminist and poststructuralist— 
and more recently anarchist and abolitionist—stance that approaches the his-
tory of ideas in nursing as both a historical and a philosophical endeavor. This 
disciplinary unruliness is instructive and animates my impulse to understand 
why nurses are the way we are and how we devise other narratives, narratives for 
nursing that create alternate points of entry, alternate lines of flight. 

The shifting narratives of nursing in our pandemic times suggests to me that 
now is the time to interrogate what it means to be a nurse, who is allowed to be 
a nurse, and how people understand nursing from within, beyond, and opposing 
disciplinary boundaries. I contribute to this effort in thinking about the his-
torical entanglements between nursing and feminism. My point of entry for this 
consideration is located with CASSANDRA Radical Feminist Nurses Network 
(from here I will use “CASSANDRA”), a radical feminist collective mobilized 
more than 120 years after Nightingale’s arrival on the scene. CASSANDRA 
also links the ancient Greek myth of Cassandra and Florence Nightingale’s 
visions of Victorian womanhood as penned in an essay known as “Cassandra,” 
which documents Nightingale’s manifold laments. In this paper, I examine the 
historical operation initiated by hanging nursing history on the Nightingale 
origin story and, using CASSANDRA and mythic Cassandra, tease out points of 
resistance to and compliance with the Nightingale hegemony (de Certeau, 
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1988). Here, I openly tangle history with theory and philosophy in order to 
work on some of the pernicious problems that plague nursing. 

In this paper, I concern myself with examining the ideological vestigia that 
remains in our disciplinary embrace of a particularly tenacious Victorian pro-
fessional origin myth. Our past shapes our present, just as our present shapes the 
histories we write (Foucault, 1984). Historian Michel de Certeau (1988) further 
articulated the generativity of the “historiographical operation,” which is 
“bound to the complex of a specific and collective fabrication more than it is the 
effect merely of a personal philosophy or the resurgence of a past ‘reality.’ It is 
the product of a place [emphasis original],” (p. 64) both geographic and temporal. 
What is mobilized as nursing’s disciplinary history shapes nursing’s imagination. 
These ideas, discourses, and ideologies that circulate are neither stable nor 
immutable. The events that mark our past, following de Certeau (1988), are not 
irrelevant to history as nursing knows it; however, the “facts” of history are 
insufficient to account for the historiographies we embrace. As I weave the 
threads of Ancient Greek Cassandra with Nightingale’s “Cassandra” and 
CASSANDRA of the 20th century, I hope to attend to some of the ways ideas 
about gender, sexuality, and race entered into and circulate within nursing. In 
what follows, I tease out the normative ideals and values that structure nursing’s 
imaginary, including gender, sexuality, and race. Before delving into these 
themes, I also define some of the theoretical terms that I have used to make 
sense of nursing’s history. But first, I will introduce CASSANDRA. 

Meet CASSANDRA 

As the Equal Rights Amendment (ERA) was due to expire June 30, 1982, a 
single vote short of ratification, a small but fierce band of radical feminist nurses 
converged on Washington, D.C. (Hunter & Times, 1982). As the ERA was laid 
to rest, the 1982 ANA convention unfolded in the nation’s capital. And while 
outside, D.C. roiled in protest, within the halls of the ANA conference hotel, 
scarce mention of the ERA could be found (Chinn & Berrey, 2014). While the 
1982 ANA House of Delegates passed a resolution in support of the ERA 
(“Resolution on Equal Rights for Women,” J. Hunter, 1984, pp. 20–22), the 
conference was otherwise eerily silent on the question (Chinn & Berrey, 2014, 
pp. 50–64). CASSANDRA Radical Nurses Network formed in response to this, 
mobilized by the ANA’s unwillingness to engage in women’s liberation, perhaps 
more deeply emblematic of nursing’s disciplinary unwillingness to enter into 
feminist reckoning. 

Determined to bring radical feminist identity, politics, and philosophy as a 
challenge to the hegemonic patriarchal structures that shaped most nursing 
organizations, CASSANDRA sought to weave new—and reclaim lost—ways of 
being as nurses. This effort was led by Peggy Chinn, Charlene Eldridge Wheeler, 
Sharon Deevey, Denise O’Connor, Gretchen LaGodna, and other activist 
nurses connected to the wider world of radical feminist thought. Local chapters 
of CASSANDRA were loosely affiliated, threaded together through three-times 
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yearly newsjournals that documented CASSANDRA’s happenings and annual 
Gatherings, national meetings often organized as an informal auxiliary to larger 
nursing conferences. Together, the nurses of CASSANDRA were committed 
to building a national network of feminist nurses with a strong radical voice 
(LaGodna, 1982, p. 1). CASSANDRANs further committed to the preserva-
tion of women’s writing, sharing skills, feminist research in nursing and 
beyond, as well as developing new pedagogical modalities free from the “social 
censorship and bias” commonplace in nursing education (LaGodna, 1982). 
CASSANDRA also boasted a separatist ethos, which they described as woman- 
identified, following the Radicalesbians (1970), that limited membership to 
women, many of whom were lesbians. CASSANDRA was active until 1991, its 
last embers cooling as Third Wave feminism ignited. And while these aims may 
now appear modest, the formation of CASSANDRA constituted an act of re-
sistance, a praxis informed by radical feminist separatism and solidarity but one 
that was also undermined by the replication of some of the self-same problems 
that plagued nursing as a disicpline, including its persistent whiteness, com-
pulsory heterosexuality, and rigid femininity bound up in its Victorian framing. 

CASSANDRA’s Victorian Legacy 

CASSANDRA, as I have alluded above, is bound up with both ancient 
Greek mythology and with nursing’s chosen Victorian foremother, Florence 
Nightingale. Shortly after her return from nurse training at Kaiserswerth, 
Nightingale wrote an essay that would eventually become CASSANDRA’s 
eponym. Upon her return to the family home, Nightingale fell into a miasma of 
impotent misery compounded by her sister Parthenope’s nervous breakdown. 
This breakdown, Parthenope alleged, was precipitated by Nightingale’s un-
sisterly devotion to nursing (Showalter, 1981). Though no doubt stressful and 
difficult for the Nightingale family, Parthenope’s breakdown had a silver lining 
in it for Nightingale: Advised by the family’s physician, Nightingale’s father 
emancipated her, supporting her independence with a 500 pound annuity. This, 
it was thought, would end Parthenope’s pathological dependence and liberate 
Nightingale (Showalter, 1981). 

In the midst of this domestic crisis, Nightingale penned her essay, 
“Cassandra.” Drawing from her unusually robust classical education, Nightingale 
found parallels with the ancient Greek myth of Cassandra and her own ex-
periences of womanhood in her time. In this essay, Nightingale (1979) be-
seeched women to awaken to their predicament, the velvet cage of Victorian 
femininity under the Separate Spheres doctrine for the elite (Nightingale, 
1979). Nightingale’s analyses vacillate between denigrating women’s work and 
perceived idleness, on the one hand, while castigating the rigid social mores that 
confined her given her class status on the other (Nightingale, 1979). In the 
course of her complaint, Nightingale (1979) envied the liberation of those 
women who work outside the home, even by necessity—widows, the im-
poverished, those with ill husbands—wishing for herself the opportunity to 
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exercise her passion, intellect, and morality. Nightingale went on to indict 
marriage for the limiting institution she understood it to be, a barrier to the 
independence necessary to exercise passion and industry. Of course, 
Nightingale’s call for emancipation is limited at the same time as it is complex: 
Only families of means could afford to support their adult daughters outside the 
family home to pursue their passions absent a husband. And Nightingale was 
fortunate to rely on her father’s allowance to free her to pursue her calling, 
though we cannot assume the impoverished and widowed women she envied 
experienced similar luxury (Nightingale, 1979). 

The Eponymous Cassandra 

The inspiration for Nightingale’s essay is rooted in the ancient Greek myth, 
another symbol of Nightingale’s class privilege. By all accounts, Cassandra was a 
woman gifted with true sight, prophesy (Shamas, 2011). The origin of this gift is 
usually attributed to Apollo, though this varies from telling to telling. In some 
accounts, Cassandra was then cursed after spurning the advances of Apollo, with 
never being believed (Peggy, 1982). Poor Cassandra went mad, cast out into the 
wilderness to fend for herself, in spite of (or perhaps because of) the truths she 
could tell (Shamas, 2011). Cassandra also made appearances in Shakespeare’s 
plays and eventually came to constitute a Second Wave feminist touchstone for 
radical feminists in nursing. 

What’s in a Name? 

Choosing “Cassandra” for a moniker linked CASSANDRA Radical Feminist 
Nurses Network to both ancient Greek mythology and to Nightingale, building 
CASSANDRA’s place in the canon of nursing history and constructing space 
for feminists within that history. But while CASSANDRA worked to under-
mine patriarchal notions of heteronormativity and femininity, and as part of 
Second Wave feminism’s radical encampment, choosing “Cassandra” for an 
eponym is complex and conflicted, tapping into a familiar narrative. This 
connects CASSANDRA with a remarkably conventional narrative of nursing 
history and a mythology that, at least superficially, reinforces silence and mis-
ogyny, on the one hand, and recasts the bourgeois origins of professional nursing 
as radical, on the other. Linking CASSANDRA to Nightingale opens a fissure 
of possibility, one in which radical possibility exists without challenging nur-
sing’s established imagination. 

However, well before the first gasps of CASSANDRA, at the earliest stages of 
the professionalization of nursing in the late 19th century, nursing as a discipline 
adopted an unspoken commitment to a politics of neutrality. These politics are 
linked to the gendered episteme that shaped the birth of the professional dis-
cipline as controlled, feminine, and caring. Hints of this can be located 
Nightingale’s Notes on Nursing, where she implored would-be carers to eschew 
the rhetoric of women’s rights, urging her nurse-sisters “to keep clear of the 
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current jargons now everywhere” in Notes on Nursing (Nightingale, 1968, 
p. 125). This sentiment reflects Nightingale’s personal reluctance to support 
woman suffrage during feminism’s so-called First Wave. Nightingale further 
professed indifference to any alleged wrongs against her sex, a stance that 
contributed to an image of modern, professional nursing that angelically rose 
above the venal concerns of something as base as politics (Cook, 1914, p. 385).1 

Nightingale’s legacy is complex: Nightingale created and sustained bold and 
decisive action in the development of a profession by and for women, which 
seems decidedly feminist by some measures. However, this possibility is under-
mined by Nightingale’s public denigration of early feminist activists and her 
refusal to work with women of color, evinced in part by her refusal of Mother 
Mary Seacole (Seacole, 2019). Ultimately, Nightingale’s strategies paralleled the 
of woman suffrage—including the subversion of women of color and exclusion 
of poor women—and early feminist thought. But the substance of her thought 
was clearly less than feminist. Nightingale eventually came to support woman 
suffrage. This makes Nightingale’s Cassandra a precarious eponym for CASS- 
ANDRA, a radical feminist group, in particular because of the vestigia of the 
persistant antifeminist impulse in the enduring popularity of Notes on Nursing 
and in the popular image of nursing which has implications for our present 
(Anderson, 2016, p. 30). 

Mythology, Hagiography, Historiography 

Early efforts in women’s history, contemporaneous with Second Wave feminism 
(of which CASSANDRA was a part), was characterized by a tendency to 
construct “Great Woman” narratives, developing line up of sheroes to coun-
terbalance the heroes of Great Man history. Like women’s history more broadly, 
early trends in nursing history replicated a tendency to build heroes, developing 
a revisionist, Great Woman approach to nursing history that leaves us with a 
hollow sort of hagiography (Nelson, 1997). This history of canonical saints 
flattens a rich, conflicted, and dynamic history into something monolithic and 
static (D’Antonio, 2006; Nelson, 1997). Professional foremothers like Florence 
Nightingale sanitized nursing, making it an occupation fit for ladies and not 
the exclusive purview of the Sairy Gamps of the time. They did not invent 
nursing, but rather seized nursing and engaged efforts to sanitize the work of 
nursing, making it palatable and safe for the daughters of middle-class families 
(Reverby, 1987). The way we choose to present this aspect of nursing is a 
historical operation in its own right, one that is still in play some 200 years later. 
A recent commentary by feminist theorist Cynthia Enloe (2021) demonstrates 
as much, wherein Nightingale rescued nursing from the clutches of the 
“untrained, drunk, and slovenly” (Enloe, 2021, p. 7). 

This particular operation whitewashed nursing, prioritizing genteel attri-
butes in nursing even while nursing educators scrambled to recruit, educate, 
and retain nurses in the field, a familiar problem that seems remarkably cur-
rent, no matter the point in history at which we look. This tendency to 
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heroify—or angelicize, when we think of the gendered and religious ex-
pectations with which nursing is imbued—gives rise to an ahistoricity for 
nursing, a discipline beyond space and time, when nothing could be further 
from the truths. The mythologies of nursing are built on romantic desires that 
are perhaps informed by but remote from the discipline’s daily realities. This is 
most apparent in nursing’s oft-cited reputation as the “most trusted” profes-
sion, an honor that is mitigated by profligate misapprehension of what it is 
that nurses do, emblematic, perhaps, of the proxy maternal role society en-
visions broadly for nurses, overdetermined by the expectation of self-sacrificial 
emotional labor (Foth et al., 2018). 

Nursing’s Great Woman Narratives 

Nursing’s Great Woman narrative valorizes women like Florence Nightingale 
and Clara Barton, angels in the hospital as our first heroines, reinforcing a re-
spectable, feminized, feminine image of nursing at the expense of Women of 
Color and prior gender diversity in the profession (Threat, 2015). The reductive 
nature of these idols flattens nursing, eliding complexity in favor of easy-to-love 
(for some) icons exaggerating our most prized nursing values. Nursing is reduced 
to emotional labor, saturated with ideas like the “greatest mother.” Our status as 
the most trusted profession, while politically salient and flattering, reinforces a 
limited, romantic, sometimes ill-fitting image. At the same time, this trajectory 
for early nursing history parallels other kinds of developmental historiographies 
that seem to start with a “great person” narratives. Early efforts in women’s 
history, for example, started with what pioneering women’s historian Gerda  
Lerner (1975) called “woman worthies” (p. 5), accounting for notable in-
dividuals without attending to the lived experiences of most women. 

This kind of history for nursing satisfied and satisfies professional efforts at 
legitimacy, weaving a specific narrative for the purpose of identity-building, cult 
personalities that rallied enthusiasm and respect, creating community and 
building heroes (Anderson, 2016). It is also uncritical and nearly universally 
panegyric in nature, hagiography rather than history. This kind of paean fixes 
nursing and flattens those “nurse worthies” into static caricatures: the Lady with 
the Lamp, as in the case of Nightingale; the World’s Greatest Mother, at least in 
propaganda from World War II; the silent and sacrificing super hero of pan-
demic times. These renderings anchor nursing’s ideas about itself. These ima-
ginings bear the imprint of White heteronormative femininity which linger in 
and through the histories nursing chooses to write. 

Nursing’s Past Isn’t Dead. It isn’t Even Past 

In thinking about the dimensions of the nursing history that continue to 
structure the discipline, it is worth noting that, as nursing has pursued legiti-
macy as a science and profession, it has also embraced what Suzanne Gordon 
and Siobhan Nelson (2004) have called a rhetoric of rupture. This rhetoric 
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positions nursing’s past as outdated, old-fashioned, and something to be left in 
the past as nursing embraces a present/future inflected with technoptimism 
and an affinity toward medical hegemony. Evidence of this rhetoric can be 
found in a recent editorials imploring nurses to “once and for all to discard these 
residues of our religious, militaristic and highly gendered history and to take our 
rightful place as leaders of health service delivery” (Carryer, 2019, p. 288). And 
while I am sympathetic to the project of thinking more expansively about 
nursing, we cannot leave behind a past that continues to, whether we attend to 
it or not, shape the current order of things. To this end, I wish to consider, in 
the section that follows, some of the discourses that shaped and shape nursing. 
I will then interrogate the ways in which CASSANDRA both resists and 
reinforces these ideas. 

Gender and Sexuality 

The mythologies, imagery, and ideologies nursing embraces to construct the 
discipline and through which it is understood from the outside are steeped in 
gendered ideals and expectations. Some of this is rooted in professionalized 
nursing’s Victorian origins, which were themselves rooted in both religious and 
military order as well as class-based respectability. Other aspects are rooted in 
the persistent, patriarchal binary that shaped what Jo Ann Ashley called the 
“hospital family,” which has evolved over time (Ashley, 1976). Though much is 
made of the homosocial quality of nursing, little time or effort has been dedi-
cated to understanding how gender is produced in nursing. 

Closely linked to the production of gender in nursing is the enforcement of a 
compulsory heteronormativity (Rich, 1980). The heteronormative construct of 
the hospital family is suggestive of the sexual politics of nursing, where sexual 
politics are the power-structured relations characteristic of a patriarchal society 
(Millett, 2016). Existing in a patriarchal context, the sexual politics of nursing 
are both complex and conflicted, linked again to the Victorian understanding of 
the intimate connection between reproductive biology and gender roles that 
gave rise to nursing’s normative values (Ashley, 1980; Smith-Rosenberg & 
Rosenberg, 1973). The distinct gendering of nursing and concurrent subjugation 
to medicine is a function of patriarchal sexual politics. Moreover, naturalizing 
feminine gender in the provision of emotional labor in nursing “negate[s] the 
skills necessary for feminine work” (Ruchti, 2012, p. 38), erasing the skilled 
praxis necessary to cultivate intimacy in nursing care. The naturalization of this 
kind of skill in nursing erodes boundaries that exist between profession and 
individual. The naturalization of care work and entitlement to intimacy is in 
some ways explanatory for the slide from intimacy to sex, suggestive of how 
sexuality and gender fuse in the popular imagination of nursing. 

Stereotypes of nursing are predicated on a patriarchal foundation of gendered 
expectations constructed by sexual politics. These tropes construct binaries— 
good/evil, naughty/nice, angel/battle-ax, Madonna/whore—where nurses-as- 
women must be all things, an impossible tension because inhabiting one side of 

34 Jess Dillard-Wright 



the dualism definitionally precludes her from inhabiting the opposing side. This 
doubling is emblematic of sexual politics, an ideology, mythology, religion that 
is fundamentally impossible to escape, the yardstick by which nurses-as-women 
are measured but to which they can never quite measure up, an apparatus of 
patriarchal control (Muff, 1982). Patriarchal assumptions that structure the 
historiography of compulsory heterosexuality in nursing conceal the possibility 
of other sexualities throughout history, including the Victorian era that gives 
root to contemporary nursing episteme (Faderman, 1981). 

Scholar of lesbian literature and culture Lillian Faderman asserted that 
Victorian gender mores often imposed a certain asexuality on women, especially 
in the British and United States contexts. Women of station and character were 
understood as and expected to be disinterested in sex, guardians of morality that 
they were. When these women were interested in sex, the assumption went, it 
was with the aim of either pleasing their husbands or of fulfilling their re-
productive duty (Faderman, 1981). In this context, lesbian existance was erased 
in the Victorian era that coincides with professional nursing’s 19th-century 
origins, a reality that persists in the 21st century (P. Chinn & Berrey, 2014; P. L.  
Chinn, 2008; Randall & Eliason, 2012; Searle, 2019). In spite of—or perhaps 
because of—this erasure, resistance to compulsory hetersexuality was possible in 
some instances. One example is the so-called “Boston marriage,” longterm same- 
sex pair bonds that allowed women to set up households (Faderman, 1981). This 
was possible primarily through the absence of the possibility of lesbian romantic 
and sexual love in the Victorian imagination. In some respects, in order for 
Victorian women to achieve any kind of professional status, they were required 
to resist the compulsory heterosexuality that shaped cultural expectations for 
their time. Nursing was a profession that enabled white women to defy com-
pulsory heterosexuality by avoiding the mandate to marry through financial 
independence while paradoxically maintaining an appropriately feminine ve-
neer (Stark, 1979, p. 2). Indeed, without making assertions about any of these 
nurses’ sexual identity, many of the nursing heroines recorded in our textbooks 
never married, including Nightingale, Lillian Wald, and Lavinia Dock. 
Remaining unmarried meant that these women were able to attend to their 
professional aspirations in nursing. 

Nursing, both in the early days of professionalized nursing and now, afforded 
women economic opportunity to support themselves, undervalued though it was 
(Leighow, 1996, pp. 14–15). As with other professions women were able to 
enter in the early part of the 20th century, most women who were nurses left the 
profession when they married. Both the limitations imposed on the appropriate 
professions for women and the expectation that they would leave the workforce 
once married is reflective of compulsory heterosexuality. Here, the expectations 
of compulsory heterosexuality demanded women behave certain ways in all 
settings and, once heterosexually paired, that behavior was oriented toward the 
reproductive labor of the family rather than wage-earning labor. White femi-
ninity here is fused with class expectations. CASSANDRA challenged this 
narrative. 
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SEXUALITY AND GENDER IN CASSANDRA 

Resisting the gendered dimensions of compulsory heterosexuality that shaped 
much of nursing, CASSANDRA’s efforts connected at radical cultural and 
lesbian separatist feminist activism to the otherwise sanitary and respectable 
narrative of Nightingale. This was an act of appropriation that provided an air of 
legitimacy for CASSANDRA’s efforts, a narrative arc for feminist thought 
(precarious though it may be) in nursing. The aim of CASSANDRA was to 
“create and develop a group that would truly provide an open forum for feminist 
nurses from all walks of life and how to avoid the usual male-oriented hierarchy 
and rigidity of most national organizations” (LaGodna, 1982, p. 1). As men-
tioned in the introduction, the formation of CASSANDRA was occasioned by 
founding members’ consternation that the American Nurses Association failed 
to substantively engage with the critical work of the Equal Rights Amendment, 
part of a longer trajectory of the discipline’s refusal to enter women’s movements 
in a formal way. CASSANDRA’s founding vision was explicitly woman- 
identified: “Our primary commitment is to end the oppression of women in all 
aspects of nursing and health care. We believe that oppression of women is 
fundamental to all oppressions and affects all women” (“Purposes,” 1984, p. 3). 
First theorized in 1970 by Radicalesbians in a leaflet, the “woman-identified 
woman” sought to shed the masculine mediation that all too often characterized 
women’s relations to one another. Resisting the notion that “the essence of 
being a ‘woman’ is to get fucked by men” (Radicalesbians, 1970, p. 2), woman- 
identification shifted the focus, emphasizing the “primacy of women relating to 
women, of women creating a new consciousness of and with each other” 
(Radicalesbians, 1970, p. 4). In the spirit of avoiding the coercion, seeing the 
deleterious impact of coercion in compulsory heterosexuality, CASSANDRA 
was not comprised exclusively of lesbian nurses. However, CASSANDRA was a 
separatist organization dedicated to creating spaces for nurses who were women 
to flourish and grow, collectively (Chinn & Wheeler, 1983). 

Questions of gender and sexuality were never comfortably settled in CASS- 
ANDRA’s short life. According to some members, CASSANDRA was a balm 
and respite from the compulsory heteronormativity of nursing and society more 
broadly (Kagan, 2008c, 2008a). This would prove nourishing and instrumental 
for many of the lesbian members of CASSANDRA, who reflected on their time 
with CASSANDRA in both oral history interviews I conducted as well as video 
interviews recorded by nurse researcher Paula Kagan as part of an unpublished 
documentary around 2008. But it was also somewhat thorny: some nurses feared 
publicly associating with CASSANDRA because the link might out them in a 
hostile environment, a concern raised in Gatherings and the Newsjournal 
(“REPORT OF THE 1985 CASSANDRA CONTINENTAL GATHERING,” 
1985). Still other members could not let go of the “what about men” question, 
which required frequent and tedious justification for the duration of CASSA- 
NDRA’s existence (Kagan, 2008b). While there is little question that CASS- 
ANDRA was by and for women, the question of sexuality was never really 
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resolved and internalized patriarchal politics frequently mired the organization 
in hashing (and rehashing) its values. While CASSANDRA was consumed by 
questions of sexuality, the women of CASSANDRA rarely took up the question 
of race. 

Race and Normative Whiteness 

Just as professional nursing inscribes particular expectations around gender and 
sexuality, the discipline also constructs expectations around race. Echoing the 
expectations of compulsory heterosexuality, nursing defaults to a normative 
whiteness, reinforcing a racist hegemony that is insidious and frequently ren-
dered invisible. Nursing mobilizes discourses of white normativity specific to 
the discipline. For nursing, one dimension of normative whiteness in nursing 
has been constructed through the alleged conflict between Mary Seacole 
and Florence Nightingale. In brief, Mary Seacole was a contemporary of 
Nightingale. Seacole aspired to join Nightingale’s nursing ranks but was denied, 
deemed unfit due to her Creole countenance (Seacole, 2019, p. 57). Seacole 
went on to establish herself with a hotel near the front at Crimea. The racialized 
discord between Seacole and Nightingale is not a problem solely of the past, 
however. Manifest through a white-centered historiographic hegemony, current 
patterns of normative whiteness in nursing are manufactured in narratives 
that valorize Nightingale while dismissing Seacole. The vigor with which 
Nightingale devotees defend and police Nightingale’s legacy is both rooted in a 
nursing imaginary that is white-coded and complicit with white cisheteropa-
triarchy, entangled products of a shared process. 

Though it began, perhaps, in the 19th century at professional nursing’s ear-
liest moments, this legacy of normative whiteness persisted (and persists) into 
the 20th century (and beyond). In the United States, most nurse training 
programs, as historian Darlene Clark Hine (1989) noted, barred Black nurses, 
leading to separate schools in the Southern United States and racial quotas for 
schools in the North. This was part of a project to elevate nursing from its pre- 
professionalization reputation to a position of respectability. In trading on ra-
cialized and gendered tropes of womanhood, early nurse leaders in the United 
States constructed a white-centered sensibility that necessitated the creation of 
a parallel “infrastructure of black nursing” to mitigate the threat of white racism 
in nursing (Hine, 1989). This white sensibility was - and remains - central to the 
discipline of nursing from its earliest inception in the 19th century. I now turn 
to the construction of whiteness in CASSANDRA. 

RACE AND WHITENESS IN CASSANDRA 

If the constructs of gender and sexuality were central to CASSANDRA in ways 
that both echo and resist the hegemonic expectations of the normative 
Victorian ethos of nursing, race was afforded little active consideration. While 
the mission and vision of CASSANDRA pays homage to their openness to 
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nurses from all walks of life (“Purposes,” 1984), there is little evidence of active 
engagement with racial justice in CASSANDRA’s newsjournals. When race 
was treated in the newsjournals, it centered the whiteness of the organization, 
addressing the racism others might experience using a “we” that consolidated 
nursing as white, creating distance between the discipline and those who might 
experience racism, as if the two are mutually exclusive (McDonald, 1987). 

There is no evidence that any Women of Color were part of CASSANDRA’s 
polity. Similarly, there is no evidence that race or racism was considered at all 
during Gatherings or in meetings, based on surviving meeting notes. This kind 
of silence is quite loud, considering the formation of the National Black Nurses 
Association and the National Association of Hispanic Nurses less than a 
decade prior, for reasons parallel to CASSANDRA’s - disillusionment that 
the American Nurses Association could or would address their priorities. 
And the woman-identfied separatism upon which CASSANDRA was founded 
further reinforced whiteness, considering the logic of the Combahee River 
Collective (1978), who rejected lesbian separatism on the basis that it excluded 
too many and too much, writing 

as Black women we find any type of biological determinism a particularly 
dangerous and reactionary basis upon which to build a politic. We must also 
question whether Lesbian separatism is an adequate and progressive 
political analysis and strategy, even for those who practice it, since it so 
completely denies any but the sexual sources of women’s oppression, 
negating the facts of class and race. (Combahee River Collective, 1978, 
para. 15)  

Like much of professional nursing past and present, CASSANDRA exercised a 
kind of unquestioned, uncritical normative whiteness that reinforced the ra-
cialized order of nursing, even while carving out radical feminist political space 
in the disicpline. 

Conclusion 

The warp and the weft of the contemporary nursing imaginary reside in the 
discipline’s mythology, hagiography, and historiography, which are threaded 
with Victorian expectations of gender, sexuality, and race. The ideas that 
structure our present are rooted in centuries-old origin narratives that we choose 
and keep choosing to tell the stories of what it means to nurse. These narratives 
are not the only ones that are possible, if we listen and look carefully. There are 
other points of entry, alternate lines of flight. In some ways, the story of 
CASSANDRA Radical Feminist Nurses Network is one of these alternate 
points of entry, a sort of alt-text for the liberal reforms that shaped nursing 
during the late-20th century. In other ways, however, CASSANDRA, in 
striving for feminist liberation, actively shored up some of the oppressive di-
mensions of the discipline of nursing, replicating the normative whiteness of the 
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discipline more broadly. Ultimately, CASSANDRA’s voice was quieted, unable 
to sustain itself as founders (and organizational glue) Charlene Eldridge Wheeler 
and Peggy Chinn navigated Charlene’s ultimately fatal illness (P. Chinn, per-
sonal communication, November 25, 2019). 

History—including nursing history—is neither singular nor definitive. 
Interrogating the foundations of nursing’s hegemonic narratives can give us 
different insights into our discipline, its history, and the function of history 
itself, making alternate stories possible. These alternate stories for the history of 
nursing may allow folks to see themselves in the discipline, to make it a home. 
This is the reason to tell the CASSANDRA story. But these stories cannot 
simply be singular replacement narratives. This risks replicating the same kind 
of acclamatory myths that anchor nursing history as we know it, albeit with its 
center shifted. Nursing is messy, complicated, multiple, human. Our disciplinary 
histories and the stories we tell about this work should reflect this. Rather than 
dodging that which is messy, uncomfortable, conflicted, problematic, unpacking 
all of this baggage allows us to see the ways that our present was constructed 
and maybe, if we can do the work, create a more just, equitable present/future 
for nurses, for the folks we accompany in care, for the students we teach, for 
everyone. 

Note  
1 In a letter quoted in Cook’s biography, Nightingale shares her thoughts about her 

fellow women with Harriet Martineau in 1858, belying an internalized misogyny 
that undermines those feminist impulses that sparked the authorship of “Cassandra.” 
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3 Madeleine Knows Best: Culture, 
Race, and Whiteness in the 
Discipline of Nursing 

Cory Ellen Gatrall    

In 2017, Facebook user Onyx Moore posted a screenshot of a page from her 
nursing textbook. A table titled “Focus on Diversity and Culture” contained a 
bullet-point list of “Cultural Differences in Response to Pain:” “Muslim clients 
must endure pain as a sign of faith,” it stated, and “may not request pain 
medication but instead thank Allah.” “Jews may be vocal and demanding of 
assistance,” and “believe that pain must be shared and validated by others.” 
“Blacks often report higher pain intensity than other cultures,” but Native 
Americans “usually tolerate a high level of pain without requesting pain med-
ication.” The text below the table exhorted nurses to “approach each client 
with cultural competence” (Moore, 2017). 

Moore’s Facebook post went viral. The internet collectively gasped and ex-
pressed shock that such blatant stereotyping in the guise of education could 
exist in this day and age. Nurses themselves, however, were mostly unsurprised; 
many had seen similar tables in their own textbooks in nursing school, in 
whatever course they had that included cultural content. And the chances were 
excellent that any nurse looking at Facebook in 2017 had had some such course. 
Since the National League for Nursing published its “Cultural Dimensions 
in the Baccalaureate Nursing Curriculum” in 1977, “cultural competence” and 
related concepts such as “cultural congruence,” “cultural sensitivity,” and 
“cultural humility” have become increasingly central to US nursing and nursing 
education. 

These related terms are most often invoked in the context of health (in) 
equity and disparities, as guiding frameworks which will enable the nurse who 
implements them to provide better care to individual patients and communities. 
But the concepts themselves have remained elusive. “Cultural competence,” 
for example, is defined variously by the American Association of Colleges of 
Nursing (2021) as “the ability to effectively work within the client’s cultural 
context;” by the American Nurses Association (2017) as “the process by which 
nurses demonstrate culturally congruent practice;1” and by the Department of 
Health and Human Services (2013) as “the capacity for individuals and orga-
nizations to work and communicate effectively in cross-cultural situations.” 

There is, to speak plainly, a lot to unpack here. And people have begun to 
unpack it, with a litany of critiques including the reification of essentialized 
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definitions of culture, the futility of placing the burden of systemic change on 
individual interactions rather than structural forces, and the challenges of 
measuring outcomes (Drevdahl et al., 2008; Drevdahl, 2018; Kleinman & 
Benson, 2019; Metzl & Roberts, 2014). Scholars have begun to propose alter-
nate models for moving forward, including an increasingly popular iteration 
called “structural competency” which locates the immediate encounter between 
patient and clinician in a web of systems, and encourages providers to intervene 
at macro as well as micro levels (Metzl & Hansen, 2014; Metzl & Roberts, 2014;  
Orr & Unger, 2020). Yet relatively little attention has been paid to how we 
arrived at this place, and how so much energy became invested in such an 
unstable concept. In replacing one approach with another, it is critical to un-
derstand not only what is wrong with the current approach, but how it came 
to be wrong. 

All of the definitions of cultural competence given above rely on several 
implicit assumptions: first, that the nurse and the patient inhabit separate social 
spheres, separated by an invisible barrier; second, that this invisible barrier 
is an identifiable, discrete entity called “culture;” and third, that should the 
nurse navigate this barrier successfully, they will offer “effective” nursing work. 
Together, these assumptions represent a lopsided amalgam of ideas from aca-
demic disciplines and social movements which often used the same words to 
mean not quite the same thing. The weight given to particular meanings in 
this accretion was the outcome of racialized power structures and the relative 
positions held within them by those assigning meaning. 

This paper seeks to tease apart the tangled threads of the culture concept in 
nursing. My tripartite goal is to provide an overview of how (1) “culture” 
supplanted “race” as the locus of human difference in the early 20th century; 
(2) “culture” became defined, bounded, and leveraged to center White com-
fort; and (3) the “culture” concept was then upheld and defended by those 
in power against efforts to center a different model of culture in nursing—one 
rooted in anticolonial philosophy and the health activism of the US civil 
rights movement. 

No story is told without a standpoint or a frame. I come to this work as a 
cisgender, white, queer, Jewish woman; as a former doula and current nurse 
who has provided care primarily in reproductive health settings, including 
labor/delivery and abortion, but also in public health during the COVID-19 
pandemic; as an activist who has served in the field of reproductive health, 
rights, and access; and as a scholar whose first degree was in anthropology. 
These identities and experiences shape both my interest in and my under-
standing of the story I tell here. I also situate my understanding of this story 
within theoretical frameworks of racialization, symbolic violence, and Black 
feminist theory, which collectively direct my attention toward the ways in 
which individuals and institutions both attain and negotiate their racialized 
identities within larger systems, which are themselves also racialized (Barbee, 
1993; Davis, 2007; Fassin, 2011; Gallagher, 2020; Hall, 2017, 2019; Hill 
Collins, 1991; Roberts, 2011). 
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The Prehistory of Culture in Nursing 

Madeleine Leininger, chief architect of academic nursing’s engagement with 
culture, first encountered anthropology in clinical seminars with the iconic 
Margaret Mead at the University of Cincinnati in the late 1950s. Mead, having 
blown up American ideas about sex and adolescence some 30 years earlier with 
her best-selling ethnography, Coming of Age in Samoa, had just become a 
Visiting Professor in the Department of Psychiatry, where Leininger was 
Director of the Child Psychiatric Nursing Program (Leininger, 2010; Wolfskill, 
2009). Leininger was impressed at how Mead “superbly challenged” clinicians in 
the seminars she attended, asking them whether they had considered cultural 
factors when making their diagnoses. She recalled that a “dead silence” followed 
such questions, reflecting “a void in professional knowledge to understand the 
patient’s cultural behavior and needs” (Leininger, 1978, p. 6). 

Although Leininger was correct that the “culture” framework was not yet 
comfortably ensconced in either nursing or medicine, professional nursing had 
been acutely attentive to racialized categories of social difference from its be-
ginning. In 1913, an afternoon session of the very first annual meeting of the 
National Organization of Public Health Nursing (NOPHN) was devoted to 
the issues encountered by nurses working with immigrant families. An attendee 
later reported that “every nurse present … was convinced that she needs to 
know more of the background and of the social psychology of our foreign friends 
in order to do effective work. The emotional Italian, the idealistic Jew, and the 
stolid Slav must be reached by different paths” (Patterson, 1913, p. 15). 

The public health nurse’s “effective work” was that of a double agent: while 
venturing forth to relieve suffering and prevent disease among her “friends,” 
whether foreign-born or formerly enslaved, she also strove to prevent suffering 
and disease from reaching native-born White people. Presenters at the NOPHN 
meeting elaborated not only on the social and health problems faced by new 
immigrants, but also the threat those problems (and, by extension, those im-
migrants) posed to the non-immigrant communities around them (Mayper, 
1913). At the third annual meeting of the NOPHN, dire warnings echoed about 
the same threat posed by southern Black domestic workers: “[E]ach dish we eat is 
fraught with danger from their diseases,” intoned Dr. Charles E. Terry, who 
had only recently stepped down as president of the American Public Health 
Association. “[I]n a multitude of unmentioned and no few unmentionable 
ways … are we and our children daily made victims of the most unnecessary 
exposures” (Terry, 1916, p. 36; Fee, 2011).2 

Dr. Terry could refer to they and we without too much regard for nuance in this 
setting, not least because the field of professional nursing was, per 1920 census 
records, 97% white (D’Antonio & Whelan, 2009). While Black nurses were a 
growing and organized constituency3, they were challenged by white supremacist 
structures at every turn, from training to licensure to wages to advancement— 
even by barriers arising from the nursing field’s own drive for professionalization 
(Hine, 1989). In the arena of public health nursing, however, Black nurses 
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negotiated a space in which they could provide care to Black communities 
(D’Antonio, 2017; Hine, 1989; Roberts, 2009). Ethel Johns, the white 
Englishwoman who authored the 1925 Report on the Present Status of Negro Women 
in Nursing at the behest of the Rockefeller Foundation, highlighted Black 
nurses’ superior communication skills even as she repeatedly dismissed their au-
thority and intellect, citing their “better psychological approach” and “intuitive 
understanding of racial characteristics” (Johns, 1925, p. 33). 

Johns’ perception that Black nurses were only suited for community work with 
Black patients and that they could do work white nurses could not in that 
context—“ferret out information and interpret domestic complications” (Johns, 
1925, p. 33)—reflected a contemporary understanding of racial categories as 
simultaneously biological and social, and, above all, inherently hierarchical. 
This was in keeping with Enlightenment and 19th-century race science, which 
had produced a taxonomy of racial categories, supposedly biologically distinct 
and conveniently ranked to justify existing settler colonialism, genocide, and 
enslavement (Roberts, 2011). 

Race, nationality, language, and religion were conflated, as the 18th-century 
charts setting Europeans at the top and Africans at the bottom were expanded 
during the height of early 20th-century immigration to include European groups 
such as Poles, Italians, and “Hebrews” (Kevles, 1985). The eugenics movement, 
which claimed it could improve humanity through the scientific management of 
heredity, was in its heyday. While individual public health nurses may (or may 
not) have been conflicted as to the merits of eugenics, they could not ignore it: 
eugenics influenced a range of scientific disciplines, and was classed as natural 
science alongside biology, zoology, and mathematics (Buhler-Wilkinson, 1989;  
Pernick, 1996, 1997). 

Race was also central to the work of the new social scientists, including social 
psychologists, sociologists such as W.E.B. DuBois, and anthropologists such as 
Franz Boas, whose body of work during the early 20th century challenged the 
scientific basis for racial hierarchies, and contributed to the popular decline of 
eugenics (King, 2019; Ross, 1991; Stocking, Jr., 1992; Visweswaran, 2010). 
Through scientific work and popular writings, Boas and other anthropologists of 
the early 20th century directly challenged the eugenicists, asserting that the 
important differences between groups of people were social and learned, rather 
than hereditary—in other words, cultural. Boas and his students, including Ruth 
Benedict and Margaret Mead, did not discard the concept of race, but sought to 
defang it, turning it into a purely biological category which they saw as value- 
neutral. By the mid-1930s, as eugenics began to lose its sheen among many 
scientists because of its association with Nazism, anthropologists loudly and 
publicly reiterated the importance of demoting “race” and promoting “culture” 
(Kevles, 1985; Visweswaran, 2010). 

This emphasis on the primacy of culture over race played an important role in 
delegitimizing scientific racism, and influenced Supreme Court desegregation 
cases such as Brown v. Board of Education (Baker, 1998). But it was hardly the 
panacea for discrimination that its proponents envisioned. Federal and state 
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sterilization programs continued and, in some cases, even expanded in the 
decades following World War II, targeting populations based on racialized ca-
tegories of economic dependency, juvenile delinquency, and high birthrates 
(Kevles, 1985). 

As Kamala Visweswaran has argued, “separating race from racism … left no 
means for anthropologists to understand how racism produces the objective 
reality of race at any given historical moment” (Visweswaran, 2010, p. 60). 
The inability of anthropology to speak about racism left a void—what 
Visweswaran calls “relativist outlines … filled by racist content” (67). This 
empty space became home to cultural essentialism, the idea that cultures 
themselves are the source of intractable difference. Race continued to operate 
beneath the surface of culture—as it had beneath the surface of class, religion, 
and nationality before; as it would beneath other categories later—functioning 
as what Stuart Hall names a “floating signifier:” a conceptual signpost without a 
fixed referent (Hall, 2017). And this mid-century moment, when this culturalist 
approach was attaining maturity, was the moment when anthropology and 
nursing were formally introduced. 

Social Science and Nursing 

The Great Depression, World War II, and the mid-1940s passage of the Bolton 
and Hill Burton Acts—which poured unprecedented federal funding into nurse 
training and hospital construction respectively—had drastically reshaped the 
professional landscape. As nursing leaders strategized about how to both in-
crease their numbers and how to advance their field in terms of professional 
respectability, they turned their eye on nursing education (National Nursing 
Council & Newell, 1951). 

Shortly after the war ended, the National Nursing Council asked social an-
thropologist Esther Lucile Brown to conduct a study of the nursing profession, 
and to make recommendations for how nursing education might meet the 
predicted needs of a society whose health needs were rapidly increasing and 
changing in nature. In her influential 1948 report, Nursing for the Future, Brown 
emphasized the necessity of an educational “foundation that permits continuing 
growth of many kinds,” including “cultural patterns that condition human be-
havior” (Brown, 1948, p. 138). Six years later, Brown conspired with Dean 
Virginia Dunbar to create an experimental course at Cornell University-New 
York Hospital School called “Psychosocial and Cultural Aspects of Nursing” 
(Dunbar, ca. 1953). 

The social scientist selected to lead this course was Frances Cooke Macgregor, 
a sociologist and photographer eventually best known for her work on dis-
figurement and disability. In 1951, Macgregor had published a photography 
book with Margaret Mead, who had some years earlier been her teacher; she 
now asked Mead, who was Associate Curator of Ethnology for the American 
Museum of Natural History, to contribute to the new course. For each session, 
from 1954 through 1957, Mead provided guest lectures. 
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Several themes which appeared in this course laid the groundwork for nur-
sing’s ongoing approach to teaching culture. The first of these was the idea that 
cultural understanding was, perhaps above all, the key to making life simpler 
for the nurse and increasing patient compliance. Introducing the course, 
MacGregor framed interaction with patients of “different cultures” as “a po-
tential source of daily problems within the hospital” (Macgregor, 1960, p. 66); 
in a later article titled “Uncooperative Patients,” she addressed the nurse’s 
“frustration of not being able to get patients to do what one wants them to do 
even when it is for their own good,” warning that “unless the nurse learns to 
think in cultural terms … she will continue to be baffled, if not exasperated, 
on such occasions”(Macgregor, 1967, pp. 37–38) Mead similarly counseled that 
“[c]ultural differences … may be regarded as complications which do least 
harm when they are most articulately recognized” (Mead, 1956, p. 260). Works 
recommending the inclusion of cultural content in nursing education often 
prioritized this promise of easing the work of nurses challenged by patient 
diversity even over the goal of improving patient care. 

Mead encouraged students to consider not only the cultural construction 
of such nursing issues as nutrition, birth, and death, but also of their own 
roles as nurses; the cultural vantage point from which they were to consider 
this, however, Mead and Macgregor both termed “American.” In encouraging 
“American” nurses to familiarize themselves with particular cultures they might 
encounter, Mead cited case studies including Italian, Jewish, Puerto Rican, 
Navajo, and “Southern Negro” patients. If the nurse being addressed was 
American, then these patients were all implicitly other than American; and, 
by logical extension, people of Italian, Jewish, Puerto Rican, Navajo, and 
“Southern Negro” culture were excluded from the defined category of “nurse” 
(Macgregor, 1960; Mead, 1956). 

One consequence of this promotion of cultural understanding as a con-
venience strategy for nurses was the “checklist” approach to cultural diversity. 
Mead, as guest lecturer, recounted the tale of a nurse who had come to her 
some years earlier “’to get a chart of racial differences,’ which would explain, in 
one lecture, all that was necessary to know about patients’ backgrounds” 
(Macgregor, 1960, p. 82) As no such chart existed or - she believed - could be 
feasibly made, she recommended (in a separate but contemporaneous article) 
that students instead develop an awareness of the sorts of behaviors which might 
be culturally determined. Such awareness would help the nurse suspend judg-
ment of her patients, and “allow for whimsies and strange requests without 
becoming resentful” (Mead, 1956, p. 261). While Mead did not advocate the 
development of checklists, and in fact warned against oversimplification, she 
and others promoting culture to nursing were not immune to the demands of 
their target audience; her description of the earlier nurse’s request foreshadowed 
later efforts to produce such quick reference guides for textbooks. 

In this course, Mead and Macgregor also established culture as the analytical 
framework that would save “American” nurses from having to engage with 
those issues which made them most uncomfortable: race, religion, and class. 
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Macgregor argued that in the “age when a cult of tolerance has tended to 
conjure away all sense of ethnic, racial, and religious difference,” anthropology 
would help students to discuss cultural difference without resort to prejudice 
(Macgregor, 1960, p. 72). Mead, invoking the recent Holocaust in Europe 
and ongoing struggles against segregation in the United States, held that 
focus on culture implied a democratic approach, without judgment. “By em-
phasizing culture … we then come to realize,” she said, “that race is irrelevant” 
(Mead, 1956, p. 262).4 

The replacement of the contested and contentious categories of race, religion, 
and class with culture allowed “American” (white, Christian) nurses access to 
the social context of their patients’ lives without requiring them to acknowl-
edge, much less confront, political and structural systems of oppression. 
Nonetheless, for the nursing students of the Cornell University-New York 
Hospital School, this course felt revelatory. “I never realized how little I knew, 
how much I need to know, and how complex human behavior is,” read one 
anonymous evaluation (Macgregor, 1960, p. 237). Another student, having 
recognized that her patient “was of Jewish faith,” which “might account for some 
of his outward expression of pain,” reported that her changed understanding 
made the encounter “more pleasant for both of us … the complaining and the 
whining were still present, but when properly understood, the patient was no 
trouble at all” (Macgregor, 1960, p. 227). 

Macgregor was also pleased with the outcome of the educational experiment. 
In her 1960 report, she concluded that “Nurses who plan to teach social 
science … should take more advanced courses of the kind offered by the 
graduate departments of universities” (Macgregor, 1960, p. 305). She did not 
believe—nor did Esther Lucile Brown—that nurses necessarily required PhDs 
in social science disciplines in order to reap their benefits. However, as nursing 
leaders were seeking strategies to increase their ranks, confirmation of the 
value of social science preparation for nurses provided a compelling opportunity 
for professional advancement. 

“We are crying for teachers,” wrote Lucile Petry Leone, leader of the US 
Public Health Service’s Division of Nurse Education, in 1955. “Our line of at-
tack, then, is to increase the number of paid leaves of absence and scholarships 
for advanced study” (Leone, 1955). Nurse Traineeship grants were made avail-
able that same year, which enabled nurses to pursue research and predoctoral 
study. In 1962, the Division of Nursing additionally created the Nurse-Scientist 
Graduate Training Grants, which provided funding directly to university de-
partments of social and behavioral sciences to subsidize doctoral study for nurses. 
By 1967, departments at seven universities were participating in the program; 
at every one of those schools, nurses were seeking PhDs in anthropology. 

Leininger’s Two Worlds 

Immediately following Macgregor’s three-year course, in 1957 Mead took up her 
position at the University of Cincinnati, where her piercing questions soon 
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inspired Madeleine Leininger to seek further education in anthropology5. 
Leininger received a Fellowship from the Division of Nursing to study with Dr. 
Kenneth Read at the University of Washington (Abdellah, 1963). Read had 
been a student of S.F. Nadel, whose lineage of British social anthropology 
heavily influenced Leininger’s 1966 dissertation, an “ethnopsychological com-
parative study” of two villages in the Eastern Highlands of New Guinea 
(Leininger, 1966a). That same year, Leininger went to teach at the University 
of Colorado, where she developed a course called “Cultural Dimensions in 
Nursing:” her handwritten note on a copy of the syllabus describes it as the “first 
course on culture and nursing in USA and overseas” (Leininger, 1966b). As 
Mead had been actively engaged with Macgregor’s course immediately prior to 
her encounter with Leininger, it seems improbable that Leininger was wholly 
unaware of that course, however such embellishment was typical of Leininger, 
who throughout her career would fiercely claim ownership of nursing’s approach 
to cultural theorizing. 

In her 1970 book, Nursing and Anthropology: Two Worlds to Blend, Leininger 
presented a view of “culture” that aligned with the anthropology of her era. She 
defined the concept for her nursing audience using the words of anthropologist 
Melville Herskovits: “the man-made part of the environment” (Leininger, 1970, 
p. 48). She explained that culture was not biologically inherited, but trans-
mitted intergenerationally through socialization practices. She even noted that 
labels for “major population groups” were subject to misinterpretation when 
used to ascribe “racial and hereditary inferiorities or superiorities to different 
population groups” (Leininger, 1970, p. 10). 

Yet Leininger’s application of anthropology to the field of nursing high-
lighted both her own biases and the way in which cultural boundaries could be 
constructed and adjusted to reify established racialized hierarchies. In this 
text, she presented a case study of an “Afro-American” nurse from the 
northern US assigned to care for a southern “Afro-American” patient. The 
nurse, “Mona,” was uncomfortable with the patient and provided minimal 
care. When the head nurse spoke to her about it, Mona stated, “He appears 
like me. He belongs to my group, but I think I am different. If I spend time 
with Alex, the staff will think I am like him.” Mona, said Leininger, was 
experiencing “ambivalent feelings about her own cultural identity,” which she 
eventually resolved over the course of the patient’s stay as she “learned that 
there are subcultural differences between Afro-American groups in the United 
States” (Leininger, 1970, p. 95). 

While Leininger did not use the word “race” in this text—or at all in any of the 
archival documents that I have reviewed—the utterance she ascribed to (the 
likely invented) Mona reflected an understanding of racialized identity based in 
biology: “He appears like me. He belongs to my group.” Yet while biology was the 
unifier, culture was the separator: somehow, Mona’s personal understanding of 
“subcultural” differences removed her from her patient’s “group,” and thereby 
solved the problem. Leininger’s analysis through the lens of culture obfuscated the 
experience of racism implicit in her own narrative: after all, why should Mona be 
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concerned about her coworkers’ perception that she was “like” Alex, unless she 
knew such similarity would be held against her? 

Leininger doubled down on her acrobatic elision of racism when she posited 
that nurses from “particular cultural groups which are currently looked down 
upon by other cultural … groups” might be challenged in serving patients 
from shared backgrounds due to self-hate. Just as Mona’s “most patient and 
understanding”—and presumably white – head nurse had walked her through 
her experience, “listen[ing] to Mona’s feelings about herself and the patient as 
Mona continued her work,” Leininger recommended that nurses experiencing 
similar difficulties “have supervision from qualified nurse-anthropologists” 
(Leininger, 1970, p. 86). This was the first appearance of a regular theme in 
her published and unpublished work: distrust of the lived experience of people of 
color as a basis for authority in engaging with, interpreting, or teaching cultural 
matters (Leininger, 1980). 

While Leininger had been instrumental in founding the Council on Nursing 
and Anthropology (CONAA) within the American Anthropological Association 
in 1968, she soon concluded that her path lay elsewhere. In 1974, to the 
dismay of some fellow nurse-anthropologists who felt she was undermining 
their efforts to have anthropology taken seriously by nursing, Leininger founded 
the Transcultural Nursing Society, which became the major force behind the 
academic study of culture and nursing from that time onward. She quickly es-
tablished masters and doctoral programs in this new subfield, and within a few 
years began to publicly assert that a doctorate in anthropology was not enough to 
teach culture in the field of nursing; only preparation in Transcultural Nursing 
would suffice. 

Providing Safe Nursing Care for Ethnic People of Color 

While Leininger avoided naming race or racism, she could not escape the 
subject entirely in the wake of the 1960s, when dismal health outcomes for 
people of color were being actively discussed in both elite public health circles 
and major newspapers. She regularly exercised racialized proxy terms such as 
“culturally disadvantaged,” “culturally deprived,” and “the four federally defined 
minority cultures” in addressing policy matters, such as when she asserted that 
the public health focus on “‘culturally disadvantaged and deprived’ groups” was 
inappropriate. While she did not claim that the health outcomes of these groups 
were equal to those of non-minority populations, she attributed disparities to the 
fact that some “economically deprived cultural groups” prioritized other matters 
over health; presuming that they should do otherwise, she said, was an example 
of ethnocentrism and cultural imposition (Leininger, 1970, p. 52). 

But try as she might, Leininger did not hold a monopoly on the conversation 
about nursing and culture. In 1976, Marie Branch and Phyllis Perry Paxton 
published Providing Safe Nursing Care for Ethnic People of Color, which named 
racism as “a factor in disease causation” and called for the validation of nursing 
textbooks by “ethnic people of color belonging to the particular group under 
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discussion at the time” (Branch & Paxton, 1976, pp. 130, 134). Branch had 
traveled to China with the Black Panther Party in 1972, and had co-founded 
the Alprentice “Bunchy” Carter People’s Free Medical Clinic in 1969 (Branch, 
1973; Nelson, 2011, p. 62). The framework of “ethnic humanism” that she 
proposed in this textbook drew from the wellspring of Frantz Fanon, the 
Martinican psychiatrist, revolutionary, and anticolonial philosopher whose 
work was central to the health activism of the Black Panther Party (Nelson, 
2011, p. 65). 

Branch and Paxton were not alone in centering matters of culture, race, and 
racism in health equity. While nursing journals of this period continued to 
publish articles by white nurses with titles like “Working with others who are 
not like me” (Kegley & Savier, 1983), a new genre of work began to appear in 
their pages as well: articles about culture by nurses who, like Branch and Paxton, 
explicitly identified themselves within their text as members of the group they 
were discussing. These works collectively deployed culture as a source of com-
munity strength and political alliance: a potential resource rather than a deficit. 
They were adamant that the cultures of people who have experienced structural 
oppression cannot be fully accessed by those who do not share them, and that 
the absence of shared culture in the context of systemic racism endangers pa-
tients. While authors felt it was imperative to educate white nurses about how to 
care for Black and other patients of color, they advocated vehemently in these 
articles and elsewhere for the recruitment, education, and retention of more 
nurses of color to care for their communities (Branch, 1977; Pegues, 1979;  
Primeaux, 1977; Rodriguez, 1983). 

The degree to which culture, race, and ethnicity were treated as social as 
opposed to biological varied among—and sometimes within—articles of this 
genre. “Caring for the American Indian patient” emphasized the “intimacy of 
religion and medicine” for American Indian families, and went on to focus on 
values, beliefs, kinship structures, and health care practices—in other words, 
the social (Primeaux, 1977). “Mexican Americans” addressed social but also 
epidemiological concerns, specifying that these conditions were related to 
poverty (e.g., tuberculosis) and stress (e.g., alcoholism) rather than any in-
trinsic biologic vulnerability (Rodriguez, 1983). Thelma Pegues centered 
biology, in the form of assessment guidance for darker skin, in “Physical and 
psychological assessment of the Black patient,” congruent with her definition 
of “Black” as “an ethnic, genetic assimilation of people whose language, be-
havior and characteristics change … linked together by a commonality in 
heritage and identifiable by the color of their skin.” Echoing Marie Branch, 
Pegues drove home an important point early in her piece: “[S]ince ours is a 
racist society, the effect of race on the health and well being of the client must 
also be recognized.” (Pegues, 1979, p. 4). 

This last approach, taken most often by Black nurses, explicitly naming ra-
cism and treating race as simultaneously social, embodied, and political, deeply 
unsettled white nursing academics. Anthropologist Noel Chrisman, who taught 
in a school of nursing, summed up his objections to this “widespread and 
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dangerous set of beliefs” at the time: “in my view, this approach (a) obscures the 
very different meanings of race (a biological concept) and ethnicity (a cultural 
concept) and (b) inappropriately reinforces a biological, and potentially ste-
reotypic, view of minority groups in American society” (Chrisman, 1982, 
p. 125). Notably, Chrisman did not apply this same critique to contemporary 
works by white researchers which pathologized Black and Brown bodies as 
intrinsically deficient. 

Leininger also responded to what she perceived as an incursion into her 
territory. She asserted in public speeches that Transcultural Nursing was “not an 
affirmative action program to retain or recruit a few ethnic groups into nursing. 
It is much more than that … Transcultural nursing focuses on all cultures in the 
world and their nursing and health care practices and not a few Federally 
defined minority cultures” (Leininger, 1978). She even objected in writing to 
the American Nurses Association’s establishment of an Intercultural Council, 
which was charged with supporting cultural diversity in nursing curricula. She 
proposed that the ANA instead institute a Transcultural Nursing Council, and 
further threatened that if this were not done, she would take her business 
elsewhere and open such a council under another disciplinary umbrella: an-
thropology (Leininger, 1978). 

The two most progressive textbooks of this era, Providing Safe Nursing Care for 
Ethnic People of Color and Ethnic Nursing Care: A Multicultural Approach (Soberano 
Orque et al., 1983), were both well (if infrequently) reviewed, yet neither was 
widely adopted into nursing school curricula (Diers, 1984; Evelyn Barbee, per-
sonal communication, April 15, 2019; Hudak, 1977). University-based schools of 
nursing, dominated by white faculty who were teaching predominantly white 
students, had little incentive to adopt a model of culture which challenged white 
comfort. And, of course, Madeleine Leininger—university dean, prolific author, 
journal editor, and founder of two professional organizations—continued her 
denunciations from the pulpit in the years that followed. In the first issue of her 
Journal of Transcultural Nursing, she blamed “minority nurses who wanted to 
control and establish their ‘ethnic’ teaching programs about ‘their culture’” for 
“limit[ing] progress” of transcultural nursing (Leininger, 1989). 

In 1992, the American Academy of Nursing issued a report by its newly formed 
Expert Panel on Culturally Competent Nursing Care that used “cross-cultural” 
rather than “transcultural” as its term of art, and centered health disparities and 
equity in its rationale and recommendations (Davis et al., 1992). Leininger was 
incensed, firing off a letter to the editor accusing the panel of ignoring her con-
tributions to the field as well as “feminine jealousy, hunger for group image and 
status, [and] female competition.” She claimed that she had coined the term 
“culturally competent care” years earlier – a claim she would repeat often there-
after – and warned of “real danger and many potential problems with a panel 
focusing mainly on ‘minority populations’” (Leininger, 1993). The panel re-
sponded diplomatically but firmly in the pages of the same issue: “It is a fact that 
in many societies such groups exist, and their health is frequently affected by 
their relationships with the dominant culture” (Meleis et al., 1993). 
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Conclusion 

It may be tempting to say simply that whiteness became centered in nursing’s 
academic approach to culture because nursing academia has been over-
whelmingly white. One could say so, and not be entirely wrong, but it would 
be far too facile. This centering of whiteness was neither natural con-
sequence nor historical inevitability. Rather it was the aggregation of a 
thousand moments, of concrete actions by individuals and organizations, 
accumulating over many years: who hired whom into this and such position, 
who denied whom a letter of recommendation, whose grant proposal was 
approved and whose letter of protest went ignored. Whose theoretical con-
struct was enthusiastically embraced, and whose was written off as biased. 
The story of how whiteness became the central organizing framework of 
culture in nursing is, like so many others, a story of how white supremacy 
maintains and reproduces itself. 

In telling this story, it is not my intention to rewrite a hero into a villain, 
nor to attribute to Madeleine Leininger more importance than she actually 
held. Leininger’s multiple roles converged to make her not only a powerful 
voice but also a powerful gatekeeper, with great influence in shaping the 
way nursing approached research generally and came to understand culture 
specifically. Yet just as examining health inequity only through the lens 
of individual-level racism is insufficient, it is insufficient to view the 
current state of culture in nursing only through the lens of Madeleine 
Leininger. We must ask two central questions: why was the discipline of 
nursing so eager to accept the depoliticized, ostensibly colorblind view 
of “culture” promulgated by white academics (including Leininger), and why 
has it stubbornly clung to this view even when offered ample evidence and 
opportunity for change? 

A partial answer may lie in nursing’s historical quest for respectability, as both 
a profession and a discipline closely associated with femininity. Applying the 
racialized organization theory of Victor Ray (2019), we can see how nursing has 
contested its gendered devaluation by leveraging its whiteness (1) as a credential 
for access to resources both within and without, (2) as a legitimizing force 
to reinscribe racial hierarchy and justify inequitable resource distribution, and 
(3) to expand the agency of white nurses while constraining the agency of Black 
and other nurses of color (Ray, 2019). As the discipline has fought to solidify 
its academic institutions and claim intellectual authority, whiteness remains 
central to its armament (Tobbell, 2018). 

Recognizing the entrenchment of whiteness is not, of course, tantamount to 
uprooting it. But identifying the warp yarns of race and racism running through 
the long history of nursing’s engagement with ideas of social difference may 
attune us to how they are functioning in the present moment. Onyx Moore’s 
(2017) Facebook post is just one example of that persistence, and of nursing’s 
vested interest in maintaining the status quo of depoliticized (and therefore 
deeply political) academic respectability and white supremacy. 
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Notes  
1 “Culturally congruent practice is the application of evidence-based nursing that is in 

agreement with the preferred cultural values, beliefs, worldview, and practices of the 
healthcare consumer and other stakeholders (emphasis mine)” (Marion et al., 2017).  

2 This “race infection” argument was a direct echo from the not-so-distant era of 
Reconstruction, when segregated hospitals were established for previously enslaved 
people (Gamble, 1995).  

3 The National Association of Colored Graduate Nurses was founded in 1908, and by 
1920 had 500 members (Hine, 1989).  

4 Fourteen years later, Mead would express regret about this assertion in a recorded 
conversation with James Baldwin. “I was speaking in those days about three things we 
had to do: appreciate cultural differences, respect political and religious differences 
and ignore race. Absolutely ignore race … This was wrong, because … skin color can’t 
be ignored. It is real” (Mead & Baldwin, 1971, p. 8).  

5 Late in her life, Leininger took credit for having brought Margaret Mead to the 
University of Cincinnati. I have not been able to either verify or disprove this claim 
(Pamela N. Clarke et al., 2009). 
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Part II 

A Critical Understanding 
of the Present  

Thinking about the title of this part, A Critical Understanding of the Present, it 
is easy to be constrained by the enormity of the challenges we see and feel and 
carry. Science fiction writer and visionary Ursula LeGuin (2018) wrote, “the 
wind beats on the drums of my ears and overturns the chairs” (p. 6), rendering 
attending to anything else impossible. For nurses, especially those doing nursing 
work during the COVID-19 pandemic, the lived experience of nursing is 
sometimes inflected with overwhelming despair. After all, how much and what 
can one person possibly do? It is completely understandable how nurses get stuck 
in the here of the present when faced with the enormous precarity of the issues 
that abound under systems of late stage capitalism, nursing without adequate 
protective equipment, rampant inequities, climate disaster, rising authoritar-
ianism. As feminist anthropologist Anna Tsing (2015) surmises, realistically and 
pessimistically while pondering the state of the world in the present, “there may 
not be a collective happy ending” (p. 21). The four authors in this part tackle 
the precarious issues of the critical present within the scrim of the Covidicene, 
confronting planetary injustice, while thinking with and thorough philosophical 
ideas of nursing identity, power, politics, and art. 

Part II begins with a chapter by Burton, Holmes, Jenkins, and McIntyre, titled 
For Whom Does the Alarm Bell Toll? On Nursing Identity and Revolution. In this 
essay, the authors argue that the ways that nurses identify themselves as in-
dividuals and as a group are entangled within complex cultural, political, and 
historical webs. The threads of thought start with western philosophical ex-
plorations of identity, and weave through post structural analyses to critically 
uncover ideas about how we as nurses arrived at the precarious present. In the 
later half of the essay, the concept of nurses as sentinels, meaning ones who keep 
watch, always at the front line, ready to call the alarm is explored with analyses 
and multiple situated discussions of the nurse as sentinel tied up with forces of 
gender and power. This essay is an example of how to critically think with both 
theory and philosophy, and it powerfully outlines how nurses can and should 
reclaim sentinelity in order to affect radical change for patients, communities, 
and nurses. 

The second essay is by Smith and Willis entitled “imagining afFIRMative 
futures for nursing.” Writing from the perspectives of the United Kingdom and 
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Germany, the authors critique nursing’s philosophical groundings in humanism 
that lead to narrow and individually focused conceptions of (the hegemonically 
popular) idea of person-centered care. They offer critical posthuman pedagogical 
perspectives that challenge the received view that white cis-het human, basi-
cally the Vitruvian man, is the center of the universe, upsetting assumptions 
about the nursing self and her role within traditional eurocentric global 
northern and western views. Smith and Willis introduce the reader to critical 
posthumanism through explorations of post anthropocentrism entangling  
Braidotti’s (2019) notion of the posthuman convergence which examines vast 
structural injustices, destruction of species and planet, and robotic and human 
technological interdependence. Smith and Willis end with a call for affirmative 
ethics and situated knowledges as a way toward a more critical vision for human, 
more-than-human and planetary health. 

Further investigating themes of nursing identity, the third chapter in this part is 
entitled “Hypervisiable Nurses in the Covidicene: Reclaiming the Scripts of 
Personhood and Agency.” This essay by Amélie Perron adds an important critical 
overview and critique of how nurses were made both highly visible and yet re-
mained simultaneously invisible during the COVID-19 pandemic, using analyses 
of disciplinary power and control. The critical themes and analyses of identity fit 
well with other chapters in this section focused on the present epoch, building a 
case for unpacking the politics of nursing in the present. We particularly ap-
preciate the author’s call to embodied activism, not just advocacy. Perron gives an 
unapologetic framing of the politics of nursing practice as this relates to tensions 
around why nurses are highly valued but remain largely excluded from policy and 
decision making. This chapter builds on Perron’s scholarly work on the sociology 
of ignorance; a concept that also helps to critically evaluate the history of the 
present. The author includes connections to tensions in nursing in the United 
Kingdom and Canada, providing the opportunity for readers to compare and 
examine the geopolitics of their own situated experiences. 

Part II ends with the final chapter, a visual art essay entitled “METASTATIC 
GROWTH: The Healthcare Industry’s Increasing Contribution to the 
Plasticene.” Emmanuel Christian Tedjasukmana is an artist and practicing nurse 
working in the inpatient hospital setting in the United States. Tedjasukmana’s 
essay and his art is sparked by his own experience of the critical present in-
cluding a conscientization (Freire, 2018), a critical awareness at the bedside, 
about the healthcare system’s contributions to planetary destruction producing 
shocking amounts of hospital waste and plastics. His essay outlines the complex 
paths of plastics in their many forms as they poison the environment and our 
bodies, exacerbated and compounded further by the waste products of the 
Covidicene, gloves, masks, PPE, and more. This essay both shows and tells the 
story embodying the power of aesthetics for knowing, creating deep meaning 
about how things touch other things in nursing, borrowing a phrase from multi 
species ecologist Haraway (2016). Tedjasukmana leaves the reader with a 
nursing care plan highlighting actions nurses can take to reduce waste, helping 
readers to imagine a praxis for increased planetary health. 
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Overall, the four essays in Part II balance short term pessimism around our 
precarious present with long term optimism, and each author or set of writers 
outlines actions that motivate action toward radical imagination. Radical 
imagination risks getting trapped within the precarity of critical present, but 
these essays demonstrate how the critical framework with which you examine 
issues is the blowing wind that can take us all from here to there. 
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4 For Whom Does the Alarm Bell 
Toll? On Nursing Identity 
and Revolution 

Candace Burton, Dave Holmes,  
Danisha Jenkins, and Jon McIntyre   

Identity as a Philosophical Concept 

In the field of nursing, narratives of professional identity are closely tied to 
the shape(s) of the discipline. How we conceptualize our nursing-selves, 
individually and collectively, is intimately related to how nurses perceive 
themselves and their practices; how we compare, contrast, and relate our 
discipline to others, and widespread, but imprecise popular culture narratives 
regarding form and functions of nursing. Reimagining nursing identity/ 
identities is thus essential to radical change for patients, communities, and 
nurses. Refocusing, or perhaps altogether replacing, the conceptual lenses 
through which we see ourselves, and through which others see us, reaffirms 
our role in shaping a nursing identity from complex current, historical, social, 
and cultural relations. Despite its relatively recent rise to prominence in 
academia and popular politics, the concept of identity has a long history 
in the Western philosophical tradition (Appiah, 2010; Lewis, 1966; Ricoeur, 
1991; Sayers, 1999). 

Identity: Seeking Ontological Boundaries 

A traditional philosophical understanding of identity is captured in “Liebnez’s 
Law” or “the identity of indiscernibles” (Feldman, 1970; Hacking, 1975). This 
maxim states that two things without any differentiating properties are indeed 
the same; they are identical. If we understand identity as complete correspon-
dence of properties (numerical identity) an entity can only share the relation of 
identity with itself. Anything else with all the same properties is indis-
tinguishable. It is impossible to imagine, for example, two apples which share 
every property (location in time and space, physical properties, relations to 
other objects) without thinking of them as identical. The problem is not that 
things share every property with other things (violating Liebnez’s Law), but that 
they do not share every property even with themselves. When looking at what 
should be a singular thing, we are confronted with innumerable stubborn points 
of discernment. 
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The Problem of the Many 

In Many, but Almost One, Lewis and David (1999) consider human inability to 
determine that a particular thing is a unique entity separate from those with 
which it shares physical and/or conceptual properties. The authors present 
readers with the example of a cloud. If one attempts to define the cloud, to 
distinguish it from surrounding “non-cloud,” it is impossible to pin down in-
ternal or external borders. It contains innumerable, shifting fields of more and/or 
less densely associated water molecules. The line between cloud and non-cloud 
becomes at best an indistinct gradient. Outside some arbitrarily imposed level of 
density at which “cloudness” occurs, it is impossible to locate the edge. If we 
set the required density high enough, less of the “cloud” qualifies. If we set it 
low enough, surrounding wisps and invisible vapors are included. Clearly, the 
intuitively perceived cloud entity is actually a much more complicated, and 
ambiguous, ontological situation. Lewis and David identify this as “the problem 
of the many”: 

… all things are swarms of particles. There are always outlying particles, 
questionably parts of the thing, not definitely included and not definitely 
not included. So there are always many aggregates, differing a little bit here 
and a little bit there, with equal claim to be the thing. We have many 
things or we have none, but anyway not the one thing we thought we had 
(1999, pp. 164–165)  

We thus tend to interpret the world in terms of static and discrete entities when, 
upon dissecting our conceptual schema, we find exceptions, border cases, 
overlappings, and ambiguities. This is especially true when adding temporal 
properties to analysis. An apple’s progress from seed, to tree, to apple, to food, to 
biochemical energy and metabolic byproducts, to waste, etc … hardly reinforces 
a sense that it has a static or discrete identity. More accurately, we function 
in terms of partial or “almost-identity.” Lewis and David observe how the 
ontological situation of identity is thus more nuanced: 

We have a spectrum of cases. At one end we find the complete identity of a 
thing with itself: it and itself are identical, not at all distinct. At the 
opposite end we find two things that are entirely distinct: they have no part 
in common. In between we find all the cases of partial overlap: things with 
parts in common and other parts not. The things are not entirely identical, 
not entirely distinct, but some of each. 

(Lewis & David, 1999, p. 177)  

Nursing’s Almost-Identity 

If we cannot pin down the identity of a physical entity, we must recognize the 
futility of doing so for social and cultural phenomena. If identity is “a spectrum 
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of cases,” the ontologically complex entities which emerge from human inter-
actions (language, concepts, societies, cultures, etc …) must fall into partial 
overlap. “Almost-identity” is thus useful for discussing social phenomena. In the 
context of a discussion of nursing identity–historical or contemporary–it is 
important to recognize that what we might call the identity of the field is an 
almost-identity. Ontologically, nursing has a general set of properties not dis-
tinct from other entities nor entirely internally consistent. There is no platonic 
ideal or “big-N” nursing—a social phenomenon, it emerges from interactions 
among people, material and nonmaterial environments, into an almost-identity 
of related practices and concepts. 

Science and technology studies researcher Annemarie Mol would say that 
nursing is “more than one, and less than many” (Mol, 2003, p. 84). Nursing 
does “hang together” or cohere as a thing in this world—but not always a 
unitary thing. It is conceptually bounded and does not encompass every 
conceivable property. But those bounds are hazy, porous, dynamic. It may 
not have unity but has some ontological coherence. In contrast, when we 
think and talk about something, we typically do so in ways that assume it 
behaves, at least heuristically, as an individual entity. We speak of “clouds,” 
not variegated banks of suspended water. Why speak in terms of identity, 
unity, and essence instead of almost-identity, multiplicity, indeterminacy, 
and complexity? 

The predominant answer, from early in Western thought, has been some 
variation on Platonic idealism. Such essentialist approaches share a belief that 
the material world is undergirded by primary essences (Lowe, 2008; Oderberg, 
2007). Essentialism posits that we encounter entities as immanent objects of 
perception and, somehow, recognize them as expressions of universal concepts. 
When we see banks of suspended water droplets, we ostensibly recognize them as 
cloud-things because they demonstrate essential properties and characteristics of 
a universal concept. 

An alternative explanation denies transcendence of form or meaning from 
any source external to the world we inhabit and experience. This reverses the 
direction of the relationship between essence and existence, between the 
transcendent and the immanent. Messiness, difference, and multiplicity are 
primordial. We impose identity upon a world of inchoate chaos by draping es-
sences and universal concepts over messier extant topology. Concepts, iden-
tities, and meanings are our creations, and our tools. There is nothing essential, 
nothing inevitable, about how we order and understand the world. There is no 
essential form dictating that we see distinct clouds in indistinct banks of water 
vapor. Likewise, there is no ideal form of nursing versus which worldly instances 
are imperfect renditions. Instead, processes, practices, and relations are what 
give rise to the almost-identities of phenomena such as nursing. Nursing 
emerges from the contingent specificities of its performance, from what it does 
in the world, and its relations with other (equally emergent and contingent) 
entities and concepts. 
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Almost-Identity 

Following this constructivist argument that the almost-identities which popu-
late our experienced reality emerge and are continually transformed (what  
Deleuze and Guattari (1987) call a process of continual becoming) through 
actions and interactions of human and non-human entities, we can investigate 
how nursing, a concept and almost-identity, emerged historically and how it 
continues to become “more than one but less than many,” entangled with 
multiple social, cultural and economic forces. As explored in the following 
sections, we make the radical claim that nurses are people(!) and that nursing is 
a social construction inescapably borne of the thoughts, words, and actions of 
those people and the structures wherein they labor. Nurses are agentive co- 
participants in these structures, contributing and subject to the drives and de-
sires inherent therein. The power-relations embodied in systems of governance 
(state agencies, professional societies, auditing bodies, clinical administration, 
regimes of technological management and control, finance and resource allo-
cation, etc …) are inextricably entangled with the emergence of historical, 
contemporary and future practices and narratives of nursing. 

Control over the identity of nursing, the power to define who nurses are and 
what nurses do, has been a central component of this interplay among power, 
agency, and governance. Both nurses and non-nurses have attempted to speak 
strategically of a nursing identity, to shape the profession toward political, 
moral, and/or economic ends. Nurse scholars have illustrated the roles of re-
ligion, gender, class, race, technological change, and the dominance of bio-
medical epistemological approaches in such dynamics (D’Antonio, 2010;  
Dingwall et al., 2002; Hawkins, 2010; Reverby, 1987; Sandelowski, 2000). To 
the extent that such attempts sought to delineate sharp borders and essential 
qualities for nurses and nursing practices, they portray fictions: unnaturally 
static, specified, sets of people and practices. Such fictional identities benefit 
those who would limit the creative power of nurses to become: to embrace 
productive messiness and openness. Thus, instead of striving for one identity, we 
might speak instead of our almost-identity, not only because it allows us to speak 
more accurately of those we call nurses and the practices we call nursing, but 
also because it recognizes our contextualized co-agency in nursing’s future. It is 
time to deny one essential nursing identity and fight instead for those almost- 
identities that embody nurses’ desires for ourselves, our patients, and our com-
munities. 

The radical analysis that nurses are people diverges from the ways in which 
nurses have been heretofore constructed. Nurse identity (what nurses do, 
how and when) is constructed by productive value for the institution and 
dictated by multiple oversights and controls. These systems are so efficiently 
incorporated into operations that they become a way of life, particularly in 
productivity and efficiency-based environments such as acute care hospitals. 
Technology, oversight, and reimbursement models operating under the guise 
of patient safety influence nursing practice in ways that nurses must assess and 
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address. In the words of Michel Foucault, these mechanisms manifest as sig-
nificant yet enigmatic political power that “works to incite, reinforce, control, 
monitor, optimize, and organize the forces under it” (Foucault, 1978, p. 136). 
These systems of control work to dehumanize the nurse in both practice 
and personhood and facilitate mortification of self: the dispossession of role, 
loss of identity, and devolvement of the autonomy that one holds on the 
“outside.” This was seen clearly during the COVID-19 pandemic when nurses 
were called “heroes,” yet deprived of personal protective equipment, au-
tonomy of work, and generally dehumanized into a commodity rather than 
a working force. 

Technology in Identity 

Nurses, and therefore patients, are directed by and managed within a powerful 
panoptic mechanism of technological control (Jenkins et al., 2021). The 
electronic health record is an easily auditable (read: surveilled) governing 
mechanism requiring feeding with data mined by the nurse, surveilled from 
the patient, then regurgitated as algorithmic tasks for the nurse. Data input 
by the nurse becomes, “… discrete mineable data points that go on a con-
struct map of the patient experience … and an audit trail for nurses’ beha-
viors, surveillance in absentia […] a proxy governing forces that are not 
necessarily present (Dillard-Wright, 2019, pp. 1–2). Order sets, nursing care 
plans, clinical guidelines, alarms, triggers, and tasks are programmed into 
the EHR using a privileged hierarchy of so-called evidence-based practices 
serving the institution. These “best practices” are power regimes that risk 
exclusion of knowledge and interventions better suited for the patient and 
eliminate opportunities for innovation. This institutionalized version of 
“best,” or “truth” is a far cry from theoretical and philosophical visions of 
nursing knowledge, which assert that knowing comes from multiple 
domains—rather than a singular, empirically and quantitatively fitted to an 
algorithm (Carper, 1978). 

As reporting measures, technology, and artificial intelligence become in-
creasingly ingrained in health care, it is critical that nurses actively engage 
in asking who is served by the algorithm/data set/care plan/audit. In a pro-
fession which exists for care of human beings, nurses must understand whether 
technology that dictates practice serves those in our care, or if it serves to 
improve productivity, billing compliance, close CMS loopholes, etc. We 
must require clear answers about the ramifications and implementation 
of such structures and processes, including patient harm, loss of autonomous 
practice, and implications for surveillance and control. Of significant concern 
to nursing practice is the economic influence of AI that results in a homo-
genized (read: omnipotent) decision-making body. Because the creation of 
AI is so complicated, so expensive, there is ample opportunity for those in 
power (economic elite) to control not only resources, but to dictate a 
nursing practice that functions for productivity—not for patients or nurses. 
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In a healthcare system that already survives on profit margins, and therefore 
necessarily rationed care, AI mainly increases the efficiency, anonymity, and 
ambiguity of oppressive and harmful control structures that degrade the pro-
fession’s ability to care. 

Patient Safety Oversight 

Nursing practice is heavily dictated by regulatory bodies including depart-
ments of public health and The Joint Commission®. The policies of such 
organizations rely heavily upon a Foucaldian governmentality, embedding a 
vast panoptic system of self-regulation as a mechanism of control. Such 
regulatory bodies assess certain patient outcomes with utmost severity, and 
these outcomes (most of which are considered poor), have been designated as 
“Nurse Sensitive Indicators” (NSIs) in the National Database of Nurse 
Quality Indicators. The aim of NSIs is to determine whether a nurse has a 
quantifiable impact on patients. Despite clear evidence that some of the 
most significant risks for death and disability to patients and communities 
are social determinants of health and structural violences, nursing quality 
indicators focus on patient falls, pressure ulcers, restraint use, and nosocomial 
infections to indicate the value of nursing (Butkus et al., 2020). Each is 
heavily audited, and significant investment in technology and surveillance 
used to prevent them. Self-regulation is culturally integrated and enforced: 
nurses are frequently injured attempting to prevent or cushion patient falls 
and are significantly more likely to experience occupational injury than 
other industries. The frequency of these injuries, coupled with certain un-
derreporting, illustrates the extent to which regulatory oversight and control 
has shaped not only the operational priorities of the nursing workforce, but 
its willingness to sacrifice physical bodies to institutional interests. When is 
enough, enough? 

Nurses as Sentinels 

The previous sections examined the identification of nurses as both inherently 
amorphous and as almost entirely conscripted, depending upon whether or not 
there is a necessary element of humanity within the construction of nursing and 
its execution in practice, science, or education. This is a crucial question in the 
context of the present historical moment: the throes of a global pandemic in 
which nursing faces a depleted workforce. How and why we arrived here must be 
considered via past, present, and future, particularly insofar as the “doing” of 
nursing is characterized by what is done and who is doing it. What exactly are 
the sentinel functions of nursing and nurses? 

The most basic definition of sentinel is “one who keeps watch,” (Oxford 
Languages, 2022) with the implication that watch is kept to protect someone 
or something from threat. Presumably, should the threat materialize, the 
sentinel alerts others in effort to mount a defense. This is a regular aspect of 
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nursing practice: bedside nurses call for a code team, emergency department 
nurses call for stroke response, school nurses call caregivers for ill students. In 
many ways, the nursing profession and nurses themselves thus serve as sen-
tinels for health care. It is this state of sentinelity that causes the nurse to be 
almost invariably positioned at the front line of both care provision and the 
risk zone for injury. In simplest terms, it is the nurse who is almost always first 
to observe a change in patient status, and therefore the nurse who is forced 
to bear the message about this change to someone who can direct action to 
address it. This is not unlike how nurses are often the first to see the dangers of 
an oncoming issue—a pandemic, a workforce shortage, a crisis of cost and 
payment—but are largely barred from initiating decision-making to halt the 
onslaught. Despite the myriad social structures that cast nurses as lesser pro-
fessionals in healthcare science and practice, the need for nurses to engage 
in sentinelity is undeniable—absent nurses, much of what is considered 
healthcare is also absent, as are warnings when circumstances become dire. 
Yet, while an army sentinel can generally expect a responsive show of force, 
for many nurses the response to an alert is silence—a page not answered, a 
caregiver does not pick up, the rest of the staff are busy elsewhere. Worse, the 
response is some form of, “Well there’s nothing we can do about it.” What 
then is the nature of sentinelity in the nursing profession; how and for whom 
is it enacted? 

Sentinelity and Advocacy 

Nurses are often described as engaging in “advocacy”—advocating for pa-
tients, for policy change, for professional dynamism in science, education, and 
practice. This is interesting insofar as it implies that nurses are asking for 
something. To advocate is to press one’s case for a particular action, usually on 
behalf of a less empowered person or group. In some cases this specifically 
entails supplication: a way of signaling need that tends to inspire cooperative 
responses (Van Kleef et al., 2010). In acts of advocacy, the nurse is often 
required to seek cooperation from diverse sectors and work to unite, co-
operatively, their combined assets. Doing so may thus invoke supplication to 
or pleading with a gatekeeper, bringing to bear once again the state of sen-
tinelity: calling for attention to something. Supplication, however, does not 
connote a responding defense of the supplicant—rather, perhaps due to its use 
in religious practices, it implies some sacrifice for both supplicant and re-
spondent. What then is sacrificed in the act of making a request or acting as 
an advocate, in supplication? 

In the religious sense, supplication is an act through which an innately in-
ferior being (human) seeks a particular, positive relationship with a superior 
force (divine) (Tekke & Watson, 2017). Here, the former must necessarily 
admit inferiority in seeking the help of the latter—in effect, sacrificing in-
dividual ego for a chance at unity. At the same time, the superior (divine) is 
believed to sacrifice some of its superiority in deigning to respond. Whether or 
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not that is a true sacrifice, there is thus an encoded hierarchy wherein the 
supplicant (advocate, nurse) must prove worthy of the respondent’s attention. 
Determination of this worth is based on how well the supplicant renders 
themselves appealing, how well they have followed the tenets of the 
practice—indeed, how “good” they appear. This resonates distinctly with the 
ethos of the feminine, particularly the divine or angelic feminine, as invoked 
throughout the history of nursing. 

Sentinelity and Gender 

The operationalization of the feminine in nursing is neither a novel nor entirely 
historic occurrence. Of interest here is the parallel development of nursing 
and feminist social critique, beginning from the moment Florence Nightingale 
noted that “On women we must depend … for personal and household hygiene” 
(1860, p. 79). Historically, this impetus for nursing is also rooted in first-wave 
feminist ideologies, which foregrounded the presumed “feminine” ideal as a 
vehicle for tempering society through “incremental and progressive reform” 
(Brisolara & Seigart, 2012, p. 293). At nearly the same moment, the idealization 
of the feminine influence as the “angel in the house” seized the public imagi-
nation and enshrined acts of caring, sacrifice, and submission as markers of true 
femininity (Kühl, 2016). 

Crucial to this liminality between the angel in the house and Nightingale’s 
“ministering angels” is the consistency of the deified feminine, and how it is 
fundamentally self-sacrificing. While the angel in the house sacrifices her own 
agency to sustain the domestic, private household and provide loving, caring 
supports for husband and children—with attention to the very clear expecta-
tions of heteronormativity and motherhood for women—the ministering angel 
sacrifices her capacity to be the angel in the house by going into the public 
sphere and caring for those in need. The acts of self-sacrifice carried out by both 
“angels” are thus appropriately noble for female-identified persons. This suggests 
that regardless of where and in what capacity the feminine is enacted, it has a 
specific sacrificial and subjugated character. 

Appropriate execution of femininity then imputes these qualities to both 
the female-identified person and the nurse—and requires that nurses engage 
in performing actualized femininity and sacrifice by the nature of their work 
(Rivers, 2020). During the COVID-19 pandemic, such sacrifices became al-
most taken for granted, and nurses were pressured into ever more impossible 
working conditions in the supposed interest of public health. One organiza-
tion even sued to prevent nurse employees from leaving positions they had 
resigned (Heim, 2022). Although it failed, this attempt demonstrates the 
presumption that a nurse can be reduced from crucial, individual, and agentic 
professional to “an object existing to serve the establishment” (Jenkins et al., 
2021, p. 3). When nurses are thus objectified and othered, sacrifices of their 
own health and safety become acceptable losses rather than sentinel in-
dicators of system problems. 
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Silencing the Sentinel 

The histories of feminism and nursing continue to be inextricably bound, 
with the professionalization of nursing standing at the same juncture as the 
rights of women to be freed from constraining institutions such as coverture 
and denied suffrage (Burton et al., 2020; Fowler, 2017). Although the first 
wave is generally construed as ending mid-20th century, this conjugation 
of nurses’ positionality in the professional environment does not. As late as 
1967, Stein described how “the nurse is to be bold, have initiative, and be 
responsible for making significant recommendations, while at the same time 
she must appear passive. This … (is) to make her recommendations appear 
to be initiated by the physician” (1967, p. 699). Notably, the nurse in this 
passage is specifically female, as Stein describes a remarkable gymnastic of 
sentinality that both serves to alert the physician to a patient issue while 
preserving what is obviously a façade of appropriately feminine silence and 
subservience. Clearly then, nurses must accept and actualize themselves as 
subjugated, sacrificial, and relatively silent to faithfully (intentional use) 
execute their professional roles. This is quite at odds with the role of the 
sentinel, necessarily sentient and aware, holding critical responsibility for 
assessing and warning of trouble. 

Nurses have described the silencing of their sentinality in a variety of con-
texts, those which affect them as practitioners and scientists as well as those 
affecting patients, families, and communities. Silencing occurs where nurses’ 
complaints about workplace injury risks are not addressed (Kay et al., 2015), 
when nurses are forced to ignore ethical qualms about workplace issues (Lamb 
et al., 2019), and when caring for incarcerated patients (Jenkins et al., 2022), 
among others. In each case, the nurse’s ability to serve as the sentinel, calling 
attention to an encroaching threat is erased—and conditions remain static 
or worsen. 

When sentinel calls receive no response, there can be a sense of having 
been rendered helpless in or abandoned by the institution—sensations de-
scribed as moral distress, moral injury, or organizational betrayal (Brewer 
et al., 2020; Dean et al., 2019; Wocial, 2020). While evocative of negative 
experiences, these terms are also connotatively emotional and imply that the 
reaction of nurses to being silenced is a mere matter of managing 
feelings—not flagrant subversion of what should be the chain of command. 
This is particularly evident in the flood of responses to burnout among nurses 
during the COVID-19 pandemic: much attention was devoted not to bet-
tering institutional supports for the work of pandemic nursing but to fos-
tering “resilience,” “mindfulness,” and other individually-oriented responses 
to systems-level problems (Schlak et al., 2022). These impute responsibility 
for remedying the problem to the nurse—in effect, killing the sentinel 
messenger. A dead sentinel is by definition silenced, but quite effectively 
transmits the message that speaking out is dangerous. The losses that spawn 
betrayal and moral injury or distress among nurses are thus also acceptable 
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losses–they are, after all, only feelings and a sacrifice the nurse should be 
willing by “nature” to endure. 

Reclaiming Sentinelity 

Clearly, there are numerous social forces that impugn the legitimacy, au-
thority, and capacity of nursing science and practice as sentinels in health 
systems. Common among them is the consignment of the most fundamental 
elements of nursing—advocacy, caring, preservation of health, and safety 
for nurses and patients—to a subjugated status. Advocacy involves supplica-
tion to an “authority:” physician, executive, or manager. Provision of care 
is somehow gendered in the feminine, and characterized as something done 
sacrificially and by instinct rather than as a product of dedicated professional, 
scientific study and practice (Burton, 2020). Preservation of health and safety 
is assigned not to the system designated as “healthcare,” but to the individual 
nurse—turning wholly on individual “resilience” or ability to be “mindful.” 
In each case, nursing is made subservient and its sentinelity muted. This 
critical diminishment of the professional “space” for nursing also reduces 
disciplinary influence on science, practice, education, and policy. Moreover, 
the systems and institutions with which nurses must affiliate are often used 
as levers to further constrain the profession—in effect, putting the angels 
back in the house. Here again the entanglement of femininity and its ex-
pected attributes with constructions of nursing is manifest, and the liminality 
of nurse and angel evoked. The professionalism and import of nursing 
are confounded by systems and influences that constrain and disempower, 
clinically and philosophically. 

These influences are re-created throughout nursing, where power structures 
remain disproportionately hierarchical, and create systems that inculcate and 
acculturate new personnel—from day one nursing students to newly hired fa-
culty members—into “good” behaviors required for success. Mainly, this ensures 
that nurses continue to internalize silence and sacrifice as integral to the 
profession—and that this internalization is borne out and repeated across edu-
cation, practice, and science. Where silence and sacrifice are prized as char-
acteristics of the good angel/nurse, determination of the value of the nurse’s 
contributions—how “good” they really are—can only be made down a power 
gradient. Those at the top of the gradient evaluate those below, and thereby 
enforce these norms. This has been called horizontal oppression but is perhaps 
more realistically identified as exploitation of power imbalances and hegemonic 
norm enforcement. 

Acting with sentinelity, however, can disrupt hegemony. In the case of the 
nurses who were sued to prevent resignation, some fascinating and even op-
positional dynamics arose. Initially, the nurses rejected their working 
conditions–effectively eschewing continued sacrifice and ceasing to act in 
supplication to the constraining system. The system sought to reassert control, 
utilizing the legal system to prevent resignation and re-establish status quo. 
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Interestingly, however, doing so elevated the nurses from resource objects 
subject to the control of system management to personnel so central to system 
function that their departure became a crisis. The case exemplifies exactly how 
and when sentinelity is acknowledged: the point at which continued sacrifice is 
rejected, and the nurse ceases to act in supplication. This requires a fundamental 
shift from self-sacrifice to self-advocacy, and reasserts nurse agency—dispensing 
with what Stein called “a transactional neurosis” meant to preserve the status 
quo (1967, p. 703). 

Rejecting the subjugation of nurses’ sentinelity into hegemonic power 
structures that value meekness, nonresistance, and silence may thus be the most 
radically imaginative professional act. The disruption of such power structures 
may ironically return nursing to its feminist roots: aligning with more modern, 
intersectional feminist perspectives centering choice, opportunity, and social 
justice (Burton, 2020). Critically, however, such an alignment must actively 
preserve and amplify sentinel nurse voices rather than allowing them to be 
absorbed into other structures. As an example, nursing represents itself as a 
social-justice oriented field–throughout the American Nurses Association 
(ANA) Code of Ethics for Nurses with Interpretive Statements are sections ad-
dressing environmental health, human rights, and health as a universal right 
(ANA, 2015). In fact, the document concludes with direct attention to social 
justice—but emphasizes its pursuance within structures: professional organiza-
tions, accrediting bodies, health systems. These by nature cannot be radically 
sentinel, as they are largely based on and fueled by the same hegemonies that 
claim subjugating authority over the profession. 

Reclaiming sentinel voices within nursing is thus no mean feat, and the 
tendency for small groups to be collapsed into larger and ultimately less nimble 
organizations will always carry silencing capacity. Nonetheless, approaches such 
as Walter’s (2017) emancipatory nursing praxis, Dillard-Wright’s (2022) en-
actment of mutual aid, or the work of Holmes and colleagues (see Evans et al., 
2020; Holmes & Gagnon, 2018; Johansson & Holmes, 2021; McIntyre et al., 
2020) on poststructuralist analytics in nursing are inherently disruptive to 
hierarchical systems that demand supplication and silence from “good” nurses. 
These approaches reaffirm the critical nature of and need for active, intentional 
sentinelity in nursing, and allow creativity, visibility, and equity to flourish for 
individual nurses as well as in public perceptions of nursing. 

Concluding Remarks: On the Importance of Critique 

In light of what is discussed throughout this chapter, it is clear that political 
awareness is an attribute all nurses must develop. Poststructural analysis is a 
powerful vehicle for deconstructing the discourses and practices surrounding 
nurses (Williams, 2005). The productive aspect of this perspective has been 
highlighted extensively. This said, we are left with a pressing question: where do 
we go from here? The solution is not simple, but we believe that whatever the 
theoretical and political tools deployed, nurses must resort to ongoing critique of 
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the discourses and practices that try to shape and domesticate us. We turn again 
to Foucault, for insights regarding critique. For Foucault, critique is both theo-
retical and practical. In a 1978 talk titled “What is Critique?” given to the 
French Philosophy Society, Foucault spoke of critique as “voluntary inservitude” 
(“inservitude volontaire”) or “informed unruliness” (“indocilité réfléchie”) (Holmes 
& Gagnon, 2018). The word “informed” is extremely important. Critique must 
be informed; it must be anchored in a robust approach and account for con-
tinuous interplay between knowledge and power (Holmes & Gagnon, 2018). 
Such a political approach is clearly akin to resistance. The sentinel approach 
constitutes a good example of Foucauldian resistance. Foucault famously claimed 
that “the art of not being governed or better, the art of not being governed like 
that and at that cost” is the “very first definition of critique.” 

As mentioned, critique and resistance must go beyond theory to become day- 
to-day practices. Faced with multiple attempts to govern nurses’ discourses and 
practices, critique ultimately takes aim at the various apparatuses (“dispositifs”) 
contributing to exclusion and subjugation, exposing the inner workings of power 
(including violence) to fight them more effectively (Evans et al., 2020; Holmes 
& Gagnon, 2018; Jenkins et al., 2020; Johansson & Holmes, 2021; McIntyre 
et al., 2020) Poststructural tools such as deconstruction, genealogy, and ar-
chaeology are some amongst many that could be mobilized to subvert the vio-
lence that tries to bend nurses to breaking, both professionally and personally 
(Holmes & Gagnon, 2018). 
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5 imagining afFIRMative futures 
for nursing 

Jamie Smith and Eva Willis    

Our theoretical embeddedness instructs our approach to nursing practice as an 
affirmative and creative critique to humanistic assumptions in healthcare. In 
this essay, we propose nursing as a radical pedagogy and move from critique to 
affirmative practice to (re)imagine a posthuman care that takes the possibilities 
of relationality into account through affirmative ethics and situated knowledges. 
We encourage setting boundaries for the profession and individual practitioners 
who are bound within neoliberal healthcare sectors, being kind but firm and by 
acknowledging the ever changing places from which we speak. In this text, 
posthumanism means thinking with the human and the more-than-human, not 
excluding them or (tacitly) declaring their redundancy (Haraway, 2016)1. 
We inquire about the metaphors that are ascribed in contemporary nursing 
and embedded by examples such as regulatory frameworks. The inquiry of such 
examples are not necessarily a call to fundamentally change or abolish such 
structures such as regulatory frameworks (although such claims could be made 
elsewhere), but to illustrate with them toward broader systemic challenges that 
we wish to engage with. 

We are practising nurses and nurse educators working in Germany and the 
United Kingdom (UK). We write from this situatedness and we acknowledge 
the limitations that this perspective brings. We share migration experiences 
in Europe, are able-bodied, speak German and English, have a working-class 
background, hold nationalities that allow us to travel freely at the moment, are 
cisgendered and white, an agnostic hetero woman, and an atheist gay man. 

Nursing Challenges as Global and Ecological Challenges 

The main challenge facing nursing and healthcare is meeting the care needs of a 
globally aging population. The over-60 population is growing faster than any 
other (Buchan et al., 2019) while the working-age population remains static. 
This presents the challenge of who will care for people and how humans will 
care for their elderly if there are fewer working age people. The aging population 
increases demands on nursing and care, and subsequently contributes to nursing 
shortages. The political leadership of most high-income countries are issuing 
calls for more nurses to meet the growing demands on healthcare systems. 
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With about 28 million nurses in the workforce globally, estimations indicate 
that 13 million (and more?) nurses are needed over the next decade (Buchan 
et al., 2022). Where are these nurses going to come from? Birthrates in the 
Global North are steadily declining (and we are not arguing that this is a bad 
development) with estimates of the global population to peak in 2064 at 
10 billion and a decline to 9 billion by 2100 (Vollset et al., 2020). With around 
15% nurses globally born or trained in another country (that is one in eight or 
3.7 million) (World Health Organization, 2020b, p. 69), strategies of sourcing 
nurses from lower-income countries to higher-income countries to plug the 
nursing shortages is a popular strategy but at the least unethical and un-
sustainable, as it bleeds nursing from low-income countries (Nolan, 2022;  
Hossain, 2020). We find it also ethically ambiguous that nurses from higher 
income-countries temporarily work in low-income countries in a humanitarian 
effort, grooming these higher-income countries’ charitable self-perception 
(Bauer, 2017; Loiseau et al., 2016; Welling et al., 2010). Besides needing 
about 13 million more nurses globally in the next decade, other global and 
economical dimensions must be considered and addressed with regards to nur-
sing care. For example, how much will it cost to train 13 million nurses 
worldwide? Who will train these nurses? What and where are the budget plans 
to meet this demand? How will we finance these 13 million nurses once they are 
practitioners? The COVID pandemic has made the nursing shortage hypervi-
sible and we must pay attention to how many nurses have left the bedside or are 
considering leaving the bedside due to pandemic stressors. How many nurses 
have lost their lives or who are unable to work due to Covid? Additional global 
challenges surround the community-based care work due to nursing shortage. 
For example, how many laypeople are compensating for the lack of nurses 
globally by looking after their neighbors, friends, and relatives? What is the 
value of this unpaid labor, the economic loss of laypeople not being able to 
contribute to the economy while compensating care work of nurses, and what 
might be the potential, unintentional damage in care errors caused by systems 
in which laypeople must compensate for missing resources? We do not presume 
to have the answers to these questions posed but we understand that affirmative 
futures require us as citizens and nurses to consider these challenging questions 
as necessary part of radical imagining, understanding that all things touch 
other things (Haraway, 2016). 

Many (and more) approaches are needed if we aim to handle these global 
and ecological challenges even rudimentarily. In this essay, we consider these 
challenges through questioning implied, taken-for-granted philosophies, and 
theories in nursing and (re)imagining possible shifts. We situate our work 
with the words of ecological philosopher Tsing: “It is time to turn attention to 
the non scalable, not only as objects for description but also as incitements 
to theory” (Tsing, 2015, p. 38). The increasing global demand for care 
within the challenges of planetary health embeds nursing deeply within the 
posthuman convergence. With posthuman convergence we mean the con-
fluence “of technological development […] and environmental depletion” 
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(Braidotti, 2022, p. 112; Kolbert, 2014; McAfee & Brynjolfsson, 2017). 
Increasing care demands also raises political and philosophical questions into 
what more sustainable future configurations of care and society will look like. 

In response to global challenges, the World Health Organization (World 
Health Organisation, 2016; 2020a), highlighted by the general director lea-
dership, has repeatedly made calls to upskill nurses to improve global health. 
Nurses need to be research-based, addressing and informing advanced tech-
nologies, globally focused interdisciplinary, and prepared for radical (and 
perhaps uncomfortable) change in response to these calls (Rafferty et al., 
2019). If we as nurse researchers consider these calls in the context of the 
posthuman convergence, then this raises the question: how do we upskill 
nurses in bio-socio-politically changing contexts? Nurse researchers can learn 
from where we have come from, however, the solutions to the issues of now 
and the future will not be found solely in the past; we must produce the 
radical futures we imagine. The next section will imagine nursing future as 
radical pedagogy while the last section will underpin these imaginings within 
a theoretical rhizomatic assemblage. 

Imagining Nursing Futures 

Nursing as Radical Pedagogy 

Nursing is a radical pedagogy because it negotiates the multiple and dynamic 
focal points in a situation. Nursing is not special or different from other parts of 
how social worlds are made, however in the context of healthcare, nursing has 
been tasked with being the glue that holds systems together and enacts the 
continuity of an institution. Nursing as a historically and presently feminized 
profession is tasked with the labors that have been rendered invisible by pa-
triarchy and capitalism, such as emotional and organizational labors. These 
invisible labors are how realities are produced and how the materiality of 
healthcare is enacted. In this way nursing is a radical pedagogy because it works 
with the liminal boundaries of materiality and creates knowledge through ma-
terial practices (Taylor & Fairchild, 2020). 

Nursing and caring practices navigate multiple contingent, focal, and dy-
namic situations. Imagine the practice of a nurse in a hospital who is assigned 
four patients when they arrive on shift. Sometime early in the shift a patient 
requires assistance with personal care and the nurse begins to prepare for this 
by bringing fresh linen for the bed, fresh pajamas for the patient and other 
sanitary items to help the patient change. Just as they are attending the 
bedside, a patient in the neighboring bed complains of central chest pain. 
The nurse becomes acutely aware that the patient in the neighboring bed 
could be having a heart attack and re-prioritises her workload and attends to 
the patient with chest pain immediately, leaving the patient who needs 
personal care. A purist approach to person-centered care denotes that both 
patients have a choice in their care and that the person who needs support 
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with their personal care should have choice in the same way that the person 
having a heart attack does. In reality, nurses know this is not the case and 
manage the situation to prioritize according to safety and needs of the patients 
by navigating available more-than-human and human resources. The needs of 
patients are subjective and dynamic as they change with the situation. The 
needs of patients are not limited to being clinical but are also emotional, 
physical, cognitive, and so forth. Adding to that, patients are not passive 
recipients or consumers of care but active co-producers in their care (Mol, 
2010, p. 18). Nursing practice already acknowledges the dividual (see below), 
rather than the individual and we underpin this with theory. The dividual 
operates to define personhood as a social and relational process, where the 
person can be understood as a porous social being, whilst simultaneously being 
situated and with agency (Smith, 2012). The patients, the nurse, others in the 
healthcare team and the institution exist simultaneously but with different 
priorities and needs, and realities are produced through negotiating these 
sometimes contradictory positions. 

The needs of patients are not the only needs in a healthcare setting. 
Healthcare systems exist to provide healthcare to more than one person and to 
continue to care for people; therefore other things should be considered in the 
sustainability of those systems. There are needs of staff, buildings, institutions, 
and the materiality of how healthcare is delivered. The staff working in 
healthcare need to be able to continue to care beyond the individual interac-
tions therefore can not give their all to every patient, as giving one’s all would 
leave nothing left for the next patient or for the person to care for themselves. 
The needs and resources of the institution should be considered, as an in-
stitution giving everything to one patient would leave nothing for the next 
patient. These needs situate themselves in a critical posthuman new materialist 
framework as they are fundamentally located in sustainability and the ways in 
which we continue to exist on a planet constituted of materiality and imagi-
nation. Nursing practice perceives these dynamic needs and makes these needs 
perceptible in the context of their production. 

Nursing as a Critical Posthuman Pedagogy 

Nursing praxis is critical posthuman pedagogy because it works with materiality 
and affective assemblages of matters. We have briefly demonstrated how nurse 
work is (re) configured within environments and produced through affective 
potentials of relationality. Nursing is critical posthuman praxis because care 
sprays water on the web of power (Brownlie & Anderson, 2017, p. 1225), and in 
this context power is understood as the possibility of relationality (Walsh et al., 
2021; West et al., 2020). In demonstrating how contemporary nursing frame-
works are built on assumptions of the liminal and bounded humans as in-
dividuals, not a dividuals, we argue that patient centered care is overly 
individualistic (and neo-liberal). Autonomous perspectives of the patient, and 
the “autonomous” practitioner is revered in codes of practice instead of material- 
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discursive, diffracted, negotiated practices of care. Nurse work makes the re-
lationality of matter perceptible in ways that are not possible with solely hu-
manistic frameworks. A purely theoretical approach to nurse work cannot value 
nursing because nursing (and teaching and social work!) are practical and 
theoretical subjects which can not always be planned in advance (Puig de la 
Bellacasa, 2017); however, nursing is now in the academy and has to navigate 
the structures of universities. 

Nurse work is not special—“nurse work” and care have existed for a long 
time. Nevertheless, nurse work is a focusing point, a convergence or a point of 
diffraction in which we can understand relationality from our embedded and 
embodied human perspective. As discussed in the previous section, care work 
in nursing is a radical praxis because it is accountable to its dynamic situation 
and recognises the relationality of the situation. Nursing praxis enables the 
simultaneous existence of multiple systems of knowledge production. Nursing 
as a critical posthuman praxis creates a critique of person-centered care. It 
understands nurse work as always situated and in relation to other things. This 
approach critiques the absolute independence of an individual (patient or 
nurse) because it shows how an individual is always reliant and created by 
their relationality. Individuals exist in multiplicities of contradictions that 
are not fixed or rational; they are affected and ongoing. This claim diffracts 
the dominant paradigm of patient centered care; it understands the patient or 
nurse in their situatedness, and who is produced in their dividuality, not their 
individuality. 

What Our Futures of Nursing Could Look Like 

Nursing is not individual but a communal practice that has existed throughout 
centuries and is not inherently bound to the profession of nurses. The pro-
fessionalization of nursing has captured care and feminine histories of care; 
they are overwritten to create care as a branded commodity, such as the 
idealized Vitruvian nurse (described below). Imagine if nurses were taught to 
tell a patient to wait as other care needs might be higher on their priority list 
to ensure safe patient care for all of their patients. If nurses were to com-
municate this, how were they taught to communicate this with their patients 
to not hurt the patient’s fragile individualistic sense of self? If you imagine 
being a patient, how would you feel if a nurse would communicate the 
complex navigation of your needs with others and you were aware that at 
some points you are not in the center of this thinking? Therefore, an irrefu-
table future for nurses and patients is predetermined by the narrow philoso-
phies of humanistic science; the human (historically cisgendered, masculine 
and white) as a bound individual is privileged above everything. Then, the 
Vitruvian nurse is established as the idealized care being. This metaphor 
ubiquitously is a mechanism to govern care and how care can be imagined 
because it is misogynistic and reproduces restrictive power relations to keep 
nurses (mostly women) in their place (Smith et al., 2022). 
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How Nursing Is Currently Imagined—The Metaphor of the 
Vitruvian Nurse 

Nursing has been built in through the regulatory framework of nurses “as apo-
litical, devoid of power and agency” (Dillard-Wright & Shields-Haas, 2021, 
p. 3) with regulatory frameworks as one mode of producing such implications. 
We have written elsewhere how the metaphor of the Vitruvian Nurse (adapted 
from Braidotti’s (2013) critique of the Vitruvian man) as the collective idea of 
the perfect nurse is implicated in nursing codes of conduct which contributes to 
cultivating a framework of a perfect and idealized nurse that is used to serve the 
neo-capitalist ways in which healthcare systems are produced (Smith et al., 
2022). The metaphor of the Vitruvian Nurse then is the collective imagining of 
the ideal: a uniformed woman, swiftly and joyously attending to the needs of 
every patient. The idealized human body of the Vitruvian man is used to create 
the idealized patient and the idealized nurse; a normative blueprint for the ideal 
patient and perfect nurse. The impossibility of the metaphor of the Vitruvian 
nurse is actualised when she dissolves her subjectivity in the service of others. 
The Vitruvian nurse is an axiom that captures the impossible picture of the 
idealized and infallible nurse in regulatory frameworks, neoliberal capitalism, 
culture etc. These frameworks have their roots in the Anglo-American tradi-
tions but have been exported globally in the context of globalization and 
colonialism. 

Why We Need a Code of Conduct for Nurses 

From a legal perspective and considering some of the dark histories in nursing, it 
makes sense to hold nurses liable as individuals. We agree that the Code of 
Conduct needs to exist to give structure and for the protection of the public, 
other professionals, and the organization. Personal responsibility needs to be 
accounted for. Yet we argue that (without wanting to exclude the importance of 
personal liability) there is collective and organizational accountability that 
contributes to preventing the likelihood of shortcomings or sets professionals up 
to fail more. 

Patient-centered care is characterized by a set of principles and activities 
that work collaboratively between health and social care professionals and the 
people who use services. Patient-centered care supports people to increase 
their knowledge, skills, and understanding of their condition in order to make 
informed decisions about their health. Furthermore, patient-centered care 
intends to involve patients in their care so they can be treated with dignity 
and respect. 

Nurses—just as any person—have the potential to harm and have not been 
innocent historically. One of the reasons that code of conducts developed is 
because of atrocities committed by healthcare workers and systems, such as 
participation in genocides. There is also evidence of nurses participating 
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in harming vulnerable groups such as the Tuskegee syphilis study where black 
men were recruited to a syphilis trial but not offered effective treatment 
(Reverby, 2012). Nurses also participated in the Willowbrook study that in-
tentionally exposed mentally disabled children to Hepatitis to study the disease 
(Krugman, 1986). Therefore, the code of conduct and the concept of patient- 
centered care can be understood as a way of preventing further horrors in 
healthcare by franchising the people being cared for. Nurses also understand 
that codes serve as a public protector and promoter of professional status 
(Tadd et al., 2006, p. 383). 

We do not argue for a world without a regulatory framework for nursing. If we 
imagine that nurses are inherently good and therefore no regulatory process is 
required because nurses can do no harm, then we are repeating the misogyny of 
nursing where women are there to look after people, and therefore not learning 
from the past. Lack of regulatory framework leads to the inability to imagine 
crimes by nurses and hence, prevents accountability and is dangerous. In their 
book on nurses and midwives in Nazi Germany, Benedict and Shields (2014) 
state that they were told on several occasions during their research that “nurses 
would not do those things” (p. 2) with which they refer to nurses who com-
mitted crimes during World War II, such as participating in historical genocides. 
The contradictions of nursing and nursing care practices are highlighted by the 
following quote: 

Nurses have a history of both upholding oppressive systems that disen-
franchise segments of the public, usually poor, often People of Color, and 
engaging in innovative alternatives to the status quo. 

(Dillard-Wright & Shields-Haas, 2021, p. 3)  

We as authors critique the metaphor of the Vitruvian nurse because this me-
taphor influences policies. Instead we advocate for policies that are ethical and 
affirmative, inviting, and enabling multiple ways of being nurses whilst pro-
viding needed structure for patients, the public, and the nursing profession. We 
argue with standpoint theory (Harding 2004) that everything is viewed from 
somewhere; therefore, we as nurses must become accountable for our position. 
If we do not make the ways in which we are implicated in the production of 
reality perceptible, then we risk being territorialized, overwhelmed and re-
stricted in different ways. Guattari (2005) uses the examples of the canals in 
Venice becoming overwhelmed with algae to highlight the restrictive potential 
of not taking a position. Examining regulatory frameworks and the metaphors 
they create are one way to take a position and represent nurses’ work; however, 
to accept them uncritically or ignore diffractive possibilities is as bad as not 
taking a position. Taking a position is a contemporaneous and ongoing process. 
The position is, was, and will never be static or fixed; moreover, it exists with 
materiality in ratios of motion and rest (Deleuze, 1994). Taking a position is 
affirmative praxis. 
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What Futures Are There Then? 

We aim to diffract these metaphors in care and nursing by understanding how 
they became territorialized. The ethics of affirmation and joy as understood by 
Lloyd’s reading of Spinoza, is the process of becoming aware of the conditions 
of one’s own bondage (Lloyd, 1994). Shared understandings of these condi-
tions create the ethics of affirmation and joy. This could mean that care and 
nurse work is about making the materiality, possibilities and (im)possibilities 
of a situation, perceptible to each other. What metaphors and imaginations 
could support nurses to practise affirmative ethics within a code of conduct? 
How do we negotiate contradicting perspectives with patients and acknowl-
edge long histories of care? When the nurse has a different understanding of 
what could be best for a patient’s health and well-being than the patient, how 
do we create possibilities where the patient feels acknowledged and sees 
possibilities for themselves and the nurses’ subjectivities and insights are not 
silenced in this process? 

We suggest that future metaphors move away from emphasizing individual 
responsibility or perfection on nurses or patients. We argue that nurses should be 
accountable to their position but consider the paradigms of the dividual rather 
than the individual—that is to say, work with a regulatory framework that 
acknowledges and supports self-determinacy but not self-sufficiency (Wynter, 
1989). Care demonstrates how individuals (both nurses and patients) can be 
thought of as dividuals (Smith & Willis, 2020); not as isolated entities, rather 
deeply embedded in and produced through material and social relations 
(Deleuze & Guattari, 1988). Critical posthumanism sees the bounded self as a 
site of reconfiguration. Hence, how we conceptualize the self is not as a fixed 
point but more a dynamic constellation of matter. 

Nursing’s regulatory frameworks are iterative processes, which is a material 
benefit to acknowledge the ever-moving ethics of care instead of fixing a 
moral position. Therefore, future versions of codes of ethics could better ac-
knowledge this affirmative dynamism to include diffractions acknowledging 
that the production of the self is a dynamic and relational process and nursing 
education should be world-centered rather (Biesta, 2021) than patient- 
centered. In addition we encourage nurses (and staff dynamics and organiza-
tions) to be afFIRMative and stand firm and accountable by embracing their 
unique characteristics, such as joy, humor, campness (White, 1993) and 
feistiness; and others/sometimes none of these. Power relations become per-
ceptible through strong but not pre-defined practices. We encourage nurses 
(and staff dynamics and organizations) to be afFIRMative and stand firm and 
accountable by embracing their unique characteristics, such as joy, humor, 
campness (White, 1993) and feistiness; and others/sometimes none of these. 
Power relations become perceptible through strong but not pre-defined 
practices. Also, it is important to recall that humans and more-than hu-
mans exist together as dividuals, they are diffracted with and by their en-
vironment and form ecologies; this imperative for human and planetary 
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health. Suggestions such as these would begin to create other conditions of 
possibility for nursing. We imagine that it would create the possibility that the 
nurse is not responsible for everything, and is at the same time personally 
implicated in the production of care. Affirmative dynamism begins to diffract 
away from a neo-liberal model of care, where the patients “wishes” replace 
others’ agency in a situation, because the patient is the “consumer.” These 
suggestions could also create the conditions where a nurse could say no to a 
patient and not repeat the tropes of a servant or handmaid, whilst still ac-
knowledging the patients and their own personal perspective. However, 
the nurse and patient should franchise each other in their desires, wishes, 
and possibilities to co-exist together. Another way to move toward more 
affirmative nursing futures is to critically examine current philosophical 
paradigms, which will be addressed in the next section. 

Why Do We Need a Critique of Humanism in Healthcare? 

Current healthcare in the Global North is embedded in humanism and with it 
the paradigms of the neoliberal, hyper-individualised subject (Hopkins-Walsh 
et al., 2022) the focus of person-centred care (Smith et al., 2022). We underpin 
the assumption of humanism as a permeating philosophy through examining 
person-centred care exemplarily and argue that assuming humans are the center 
of the universe is egocentric (Foucault, 2005). 

Patient-centered care currently is one of the most eminent paradigms in 
healthcare. A comprehensive understanding of patient-centered care does not 
exist (Håkansson Eklund et al., 2019) despite of its prominence on organiza-
tional and governmental level (i.e., ICN, 2021). Person-centered care is a 
collection of principles, rather than a strict definition of a shared decision- 
making approach (of patient and healthcare provider) to care, that can be used 
to plan and deliver care. Historically, person-centered care can be understood as 
a response that emerged in the 1970s to shift from the biomedical model of the 
patient with its focus on symptoms and illness toward a more holistic under-
standing, defining a patient as a cultural and social being, privileging the pa-
tient’s agency in their healthcare (McCormack & McCance, 2010; Wanless 
et al., 2007; Balint, 1969). 

We are not first in criticizing person-centered care (i. a. Arnold et al., 2020). 
Our critique comes from a posthuman perspective where we argue that a move 
from the biomedical subject to patient-centered care (the neoliberal subject) is a 
shift from one narrow understanding of care to another, which coincided with 
the further neo-liberalisation of societies. 

Patient-centredness implies a humanistic philosophy, illustrated through 
these three principles (see Klein, 2007): Patient-centered care assumes that the 
person being cared for is a rational agent capable of processing and assimilating 
knowledge and then making a decision. The concept of who the person is that is 
described in person-centered care refers back to the person’s ability to make 
decisions therefore decontextualises a person. Patient-centered care emphasizes 
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individualism by promoting an individual’s ability to make choices in a situation 
despite their health status, vulnerability or what options may even be possible. 

We argue that a model of care that relies on personal choice over situated 
realities contains three main weaknesses: An individual is not independent from 
their environment, therefore, their agency and capacity to produce realities is 
contingent on their situation, an individual’s identity is dynamic and relational, 
and will change with time and situation, health and vulnerability, and the 
power relations between people, other people, and things are hidden when as-
suming that a person can always be in the centre of a situation. 

The person-centred care paradigm is ascribed into regulatory frameworks 
such as code of conducts. Tadd et al. (2006) analyse how nurses in practice 
from nine European countries understand code of conducts and codes of ethics 
with many nurses in practice finding them lacking in applications. Nurses 
think the code is promoted for situations where they would seek guidance 
from a code, such as resolving ethical dilemmas, finding codes to be “an un-
workable ideal … impossible to adhere to its requirements” (Tadd et al., 2006, 
p. 385). Nurses also point to the weaknesses that a humanistic reduction of 
care implies a promotion of the focus on the individual. Nurses describe these 
contradictions produced: “Patients are more and more aware of their rights 
and this is good, but sometimes it clashes with performing our duties and 
our code. They think they are the only people who are sick at the moment” 
(Tadd et al., 2006, p. 384). 

The concept of patient-centered care is a symbolic representation of what we 
find questionable in an (all too) humanistic perspective on care. It shows how 
underlying humanism acknowledges and attempts to privilege patient agency 
while failing to address the interdependence of human and more-than-human 
entities (Mol, 2002). We also believe codes of conduct can be a valuable 
document as a protective factor for the public but in order to guide nursing 
practice, patient-centered care as a paradigm can acknowledge neither the 
navigation of care work nor the complexity of patients and the ecologies they 
are embedded in. We argue that critical posthumanism has possibilities 
(Langton, 2007) to discuss theoretical blank spots:  

1 People are interdependent, relational, embodied, and embedded entities 
(Ferrando, 2019; Mol, 2002; Puig de la Bellacasa, 2017; Theodosius, 2008). 
Such dependencies (including how patients can make decisions) are: 
material resources of the hospital, infrastructure, the ability of staff to 
have time and resources to connect with them so that information is 
understandable and, in general, to give them the experience of being valued 
and cared for. Further, mood, education, access to information or knowl-
edge as well as the consequences the decision has for others around them.  

2 Patients are an ever-changing dynamic entity, relying more on survival 
than identity (Rees et al., 2019). Hence, a decision that a patient might 
make one moment might differ days or weeks later, depending on how they 
and their circumstances have changed. 
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3 Power relations between healthcare providers and patients that are 
embedded with their families, partners, and communities have to be 
openly discussed. Power relations between nurses/doctors/patients/domestic 
staff do not stop existing, nor is the existence of such power relations 
necessarily nefarious. 

Advocating for Patients/Nurses/More-Than-Human 
Perspectives (And, And, And) 

We, as healthcare providers, have access to rooms, to private spaces, and to 
bodies (undressing, washing, examining someone), intimate entanglements of 
power relations. Delivering care involves negotiating these entanglements and 
intersections of power, but in the midst of negotiating, power relations do not go 
away. Patients will most likely still feel vulnerable, nurses will likely be per-
ceived to be lower down the ranks than a doctor. Critiquing patient-centered 
care does not ignore the fact that patients are very much involved in their care. 
However, it cannot be central because a ward with 30 patients could never 
function and benefit the individual patient if 30 centers of care were created on 
a ward. A ward is a dynamic environment of multiple centers existing at dif-
ferent ratios of motion and rest (Deleuze & Guattari, 1988, Lloyd, 1994). The 
paradigm shift toward patient-centered care in healthcare has obscured power 
relations by giving the impression there are choices to be made by an idealized, 
appropriately advised, and educated patient while often ignoring or silencing 
those with less power. The opportunity that we perceive here is how to 
acknowledge and work with power while franchising patients in their care. 

Posthuman Convergence—Toward Our Philosophical 
Understanding of Care 

Critical posthuman theory (Braidotti, 2019) acknowledges the histories of 
feminist movements in influencing nursing and care work (Puig de la Bellacasa, 
2017, Rose, 2012) and is relevant to understanding and interrogating care 
practices. Nursing has undergone a professionalization project over the past 
50 years that aimed to create a more educated and self-regulated healthcare 
workforce. This professionalization coincided with a paradigm shift and meeting 
of phenomena in economic, political, and cultural production that Braidotti 
(2013) describes in more detail as the “posthuman convergence.” She refers to 
the posthuman convergence as the current state of the world as the historical 
position of centering the (white, hetero, male) human a defining feature of the 
Anthropocene). Braidotti describes the posthuman convergence through three 
intersections: 

First, at the social level we witness increasing structural injustices through 
the unequal distribution of wealth, prosperity and access to technology. 
Second, at the environmental level we are confronted with the devastation 
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of species and a decaying planet, struck by climate crisis and new epidemics. 
And third, at the technological level, the status and condition of the 
human is being redefined by the life sciences and genomics, neural sciences 
and robotics, nanotechnologies, the new information technologies and the 
digital interconnections they afford us. 

(Braidotti, 2022, p. 3)  

The opportunities created by the posthuman convergence for the introspection 
of the human and what it is to be human is of particular interest to nursing.  
Braidotti (2013) traces the genealogy of the postanthropocentic shift back to  
Foucault (2005) who articulates that there is a correlation between an object 
becoming thinkable and entering a state of crisis, arguing that this is what is 
currently happening to the “human.” Rapid environmental changes and the 
reduction in biodiversity have forced humanity to consider its mortality in a 
globalized way. The rapid development and timing of these phenomena create 
questions both concerning biopolitics (referring to the ways how populations are 
born and die) and postanthropocentric thought (referring to the individual’s 
position in society and on the planet; Braidotti, 2019). Related to nursing, this 
means that if we acknowledge that humans exist in dependence within ecologies 
and not above them, what kind of modes of care do we need to create to account 
for this dependence and enable cooperative flourishing(s)? 

Systems of thought outside the western academic institutions have in-
corporated thinking beyond the self for much longer than this, for example the 
philosophy of Ubuntu that attests that I am because you are (Mboti, 2015). 
Approaching the human in a situated way has again come to the fore because of 
the man-made existential threats which humanity faces. Braidotti and Bignall 
(2019) provide examples of how these existential threats are enacted by means 
of ecological crises, alongside the establishment of new departments at uni-
versities which address technology’s “threats” e.g., artificial intelligence (the fear 
of AI overtaking the human). Existential threats to life are framed by human-
ity’s shared existence. However, this is a European cosmopolitan existence. It 
presumes that humanity and to be human are unified concepts, when in reality, 
they are a complex network of relationality in which some people never get to 
be human in the first place (Wynter, 1989). 

How the Individual Becomes a Dividual 

The approach we take to posthumanism understands culture and actors through 
the materiality of the human and more-than-human. Nursing is dynamic and 
multifocal and describes the ongoing relationality of the human and the more- 
than-human. We use this terminology to acknowledge the ongoing attempts to 
decentralize the focus of this writing. 

Humanism perceives the self as an individual, rational subject, whereas 
posthumanism questions these discrete categories and asks where the self ends 
and the other begins (Barad, 2003). The notion of the individual similarly 
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becomes interrogated as the subject in posthumanism is understood as a dif-
fracted self within ecologies, always changing. The person is not an individual 
“as a single body (…) We no longer find ourselves dealing with the mass/in-
dividual pair. Individuals have become “dividuals,” and masses, samples, data, 
markets, or “banks”” (Deleuze, 1992). This does not negate thresholds between 
the human and more-than-human, but rather reconfigures an understanding of 
the discrete boundaries of the human. Posthumanism challenges us to think 
beyond dialectics of the self and others, and to think about the boundaries, 
which are assumed to be concrete; understanding the human alongside and with 
the more-than-human as intensities of matter and affective assemblages. This 
challenge to dialectical knowledge systems therefore requires elaboration. In this 
chapter, we will provide practical examples from nurse work to illuminate and 
reconfigure the liminal boundaries of the human, and to situate how a research 
project can develop from this. We provide examples of care that demonstrate 
how individuals can be thought of as dividuals; not isolated entities, but rather 
deeply embedded in and produced by material and social relations (Deleuze & 
Guattari, 1988). 

The posthuman premise that the human is not the center of the universe can 
be uncomfortable because it challenges contemporary assumptions about the self 
in the global north and eurocentric western world. All we need to do is think 
back to when Copernicus proposed that the earth was not the center of the 
universe, instead revolving around the sun. Posthuman scholars invite us to let 
posthumanism be a contemporary Copernicus and (re)think the human as not 
being the center of the universe (Smith & Willis, 2020). Following this, which 
implications and consequences might the move away from anthropocentric 
thinking have for the understanding of the self and societies as a whole? Also, 
which entity/entities (if any) might take the sun’s place in this allegory? 
Posthuman logic encourages decentralization. However, historically in western 
philosophymuch of our thought builds upon assumptions of central points and 
stable states. These can now be points of mobilization. 

Care Is Ubiquitous 

Nursing is everywhere, yet such a broad statement requires context and quali-
fication. It requires us to understand what nursing is as well as how it is un-
derstood in different global contexts. Here, if we loosely assume nursing is care, 
and everywhere is lived human experience, then we begin to understand the 
intention behind such a statement. Nursing is everywhere because it is en-
tangled with everyone and everything, because care is ubiquitous—that is to say, 
everyone is born, and everyone dies. These life events are shared by all humans. 
Birth and death become concepts that create shared points in life. They create a 
space for shared experiences of care and what care may be, although we may 
experience all these shared events, they are not one and the same. It is this space 
of commonality through difference where this project begins and works to es-
tablish how nurse work and care are focal points (Taylor & Fairchild, 2020) to 
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interpellate posthuman theory as practical philosophy (Deleuze & Guattari, 
1988; Smith & Willis, 2020). As nurses we must begin to look at the politics 
and philosophies employed to underwrite health systems in order to address 
challenges in healthcare. The tension that an aging population and a new in-
dustrial revolution creates, provides an opportunity for health systems to con-
sider how to do things differently as it becomes clearer that more of the same 
is not the way to prepare for a changing world. Health systems must face 
the possibility that they will never be able to train enough nurses to look after 
the aging population if health systems do not adapt in philosophy and delivery. 
We must accept the biopolitical shift and work with it to educate and prepare 
for the future. 

How the Individual Becomes a Dividual 

In summary, the approach we take to posthumanism understands culture and 
actors through the materiality of the human and more-than-human. Humanism 
perceives the self as an individual, rational subject, whereas posthumanism 
questions these discrete categories and asks where the self ends and the other 
begins (Barad, 2003). The notion of the individual similarly becomes inter-
rogated as the subject in posthumanism is understood as a diffracted self within 
ecologies, always changing. The person is not an individual “as a single body 
[…] We no longer find ourselves dealing with the mass/individual pair. 
Individuals have become “dividuals,” and masses, samples, data, markets, or 
“banks”” (Deleuze, 1992). This does not negate thresholds between the human 
and more-than-human, but rather reconfigures an understanding of the discrete 
boundaries of the human. Posthumanism challenges us to think beyond dia-
lectics of the self and others, and to think about the boundaries, which are 
assumed to be concrete; understanding the human alongside and with the more- 
than-human as intensities of matter and affective assemblages. This challenge to 
dialectical knowledge systems therefore requires elaboration. individuals can be 
thought of as dividuals; not isolated entities, but rather deeply embedded in and 
produced by material and social relations (Deleuze & Guattari, 1988). 

Similarly to a root system, our essay has no definite end point but many 
rhizomatic knots. We end by leading into the next chapter of this book with 
some theoretical thoughts. We have started to imagine futures for nursing 
through the posthuman convergence. The posthuman convergence is char-
acterized by the coming together of posthumanism and postanthropocentrism. 
Posthumanism is a philosophical paradigm where what is understood as human 
is a site of inquiry, where life is considered beyond the self, beyond species, 
beyond death, and beyond theory (Braidotti, 2013; Hartmann & Gone, 2014). 
Critical posthumanism is an entry point in to the critique of the humanistic 
ideal of (able-bodied-cis-hetero-white-european) man as the universal re-
presentative of the human. Postanthropocentric thought juxtaposes post-
humanism, examining humanity’s position in the world from a situated and 
ecological perspective (Plumwood, 1986). Postanthropocentrism critiques 
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species hierarchy which places humans at the top of any taxonomic tree and 
begins to imagine realities in which systems of thought do not center on hu-
mans. The posthuman convergence, then, goes beyond the terms of a binary 
structure of human and non-human, them vs. us, to qualitatively describe the 
constellations of power relations in the production of our worlds. Right now, in 
our situatedness of the early C21, living with advanced capitalism, human made 
climate catastrophe, and ongoing fatal armed conflicts, we think as nurses with 
these two concepts and ponder how and what affirmative care and nursing can 
mean in the present and future. 

Note  
1 We use more-than-human as a descriptor for understanding all matter in the universe 

that is outwith the individual in humanistic approaches to the self (Barad, 2003). 
How the human and the more-than-human interact and come into being is described 
by Haraway (2016) as how we make our worlds. 

References 

Arnold, M. H., Kerridge, I., & Lipworth, W. (2020). An ethical critique of person- 
centred healthcare. European Journal for Person Centered Healthcare, 8(1), 34–44. 

Balint, E. (1969). The possibilities of patient-centered medicine. The Journal of the Royal 
College of General Practitioners, 17(82), 269–276. 

Barad, K. (2003). Posthumanist performativity: Toward an understanding of how matter 
comes to matter. Signs: Journal of Women in Culture and Society, 28(3), 801–831.  
10.1086/345321 

Bauer, I. (2017). More harm than good? The questionable ethics of medical vo-
lunteering and international student placements. Tropical Diseases Travel Medicine 
and Vaccines, 3, 5.  10.1186/s40794-017-0048-y 

Benedict, S., & Shields, L. (2014). Nurses and midwives in nazi Germany: The “Euthanasia 
Programs.” Routledge. 

Biesta, G. (2021). World-centred education: A view for the present. Routledge. 
Braidotti, R. (2013). The posthuman. Polity Press.  http://ebookcentral.proquest.com/lib/ 

ed/detail.action?docID=1315633 
Braidotti, R. (2019). Posthuman knowledge. John Wiley & Sons. 
Braidotti, R., & Bignall, S. (2019). Posthuman ecologies complexity and process after 

Deleuze. Rowman & Littlefield International. 
Braidotti, R. (2022) Posthuman feminism. Polity Press. 
Brownlie, J., & Anderson, S. (2017). Thinking sociologically about kindness: Puncturing 

the blasé in the ordinary city. Sociology, 51(6), 1222–1238. 
Buchan, J., Gerschlick, B., & Charlesworth, A. (2019). Falling short: The NHS workforce 

challenge. The Health Foundation.  https://www.health.org.uk/publications/reports/ 
falling-short-the-nhs-workforce-challenge 

Buchan J., Catton H., & Shaffer F. (2022). Sustain and retain in 2022 and beyond. The 
global nursing workforce and the COVID-19 pandemic. ICNM - International Centre on 
Nurse Migration.  https://www.icn.ch/system/files/2022-01/Sustain%20and%20Retain 
%20in%202022%20and%20Beyond-%20The%20global%20nursing%20workforce 
%20and%20the%20COVID-19%20pandemic.pdf, Accessed February 10, 2022. 

imagining afFIRMative futures for nursing 91 



Cowper, A. (2019). The NHS workforce plan is an off-the-scale fantasy. BMJ, 365, 
l4036.  10.1136/bmj.l4036 

Deleuze, G. (1994). Difference and repetition. Columbia University Press. 
Deleuze, G., & Guattari, F. (1988). A thousand plateaus: Capitalism and schizophrenia. 

Athlone Press. 
Deleuze, G. (1992). Postscript on the societies of control. 
Department of Health, UK. (2000). The NHS plan: A plan for investment, a plan for 

reform (2000) | Policy Navigator.  https://navigator.health.org.uk/content/nhs-plan- 
plan-investment-plan-reform-2000 

Dillard-Wright, J., & Shields-Haas, V. (2021). Nursing with the people: Reimagining 
futures for nursing. Advances in Nursing Science, Publish Ahead of Print.  10.1097/ 
ANS.0000000000000361 

Eklund, J. H., Holmström, I. K., Kumlin, T., Kaminsky, E., Skoglund, K., 
Höglander, J., … & Meranius, M. S. (2019). “Same same or different?” A review 
of reviews of person-centered and patient-centered care. Patient Education and 
Counseling, 102(1), 3–11. 

Ferrando, F. (2019). Philosophical posthumanism. Bloomsbury Academic. 
Foucault, M. (2005). The order of things an archaeology of the human sciences. Routledge.   

http://www.dawsonera.com/guard/protected/dawson.jsp?name=University%20of 
%20Edinburgh&dest=http://www.dawsonera.com/depp/reader/protected/external/ 
AbstractView/S9780203996645 

Glasper, A. (2015). Can the new NMC code improve standards of care delivery? British 
Journal of Nursing, 24(4), 238–239.  10.12968/bjon.2015.24.4.238 

Guattari, F. (2005). The three ecologies. Bloomsbury Publishing. 
Håkansson, J., Holmström I. K., Kumlin, T., Kaminsky, E., Skoglund, K., Höglander, J., 

Sundler, A. J., Condén, E., & Summer, M. (2019). “Same same or different?” A review 
of reviews of person-centered and patient-centered care. Patient Education Counselling, 
102(1), 3–11.  10.1016/j.pec.2018.08.029 

Haraway, D. J. (2016). Staying with the trouble. In Staying with the trouble. Duke 
University Press. 

Harding, S. (2004). A socially relevant philosophy of science? Resources from standpoint 
theoryas controversiality. Hypatia, 19(1), 25–47. 

Hartmann, W. E., & Gone, J. P. (2014). American Indian historical trauma: Community 
perspectives from two great plains medicine men. American Journal of Community 
Psychology, 54(3), 274–288. 

Hopkins-Walsh, J., Dillard-Wright, J., Brown, B., Smith, J., & Willis, E. (2022). Critical 
posthuman nursing care: Bodies reborn and the ethical imperative for composting. 
Witness: The Canadian Journal of Critical Nursing Discourse, 4(1), 16–35.  10.25071/ 
2291‐5796.126 

Hossain, F. (2020). Global responsibility vs. individual dreams: Addressing ethical di-
lemmas created by the migration of healthcare practitioners. Global Bioethics = 
Problemi di bioetica, 31(1), 81–89.  10.1080/11287462.2020.1773054 

International Council of Nurses (2021). Patient centred care.  https://www.icn.ch/ 
nursing‐policy/icn‐strategic‐priorities/person‐centred‐care, Accessed July 18, 2022. 

Klein, N. (2007). The shock doctrine: The rise of disaster capitalism. Macmillan. 
Kolbert, E. (2014). The sixth extinction: An unnatural history. A&C Black. 
Krugman, S. (1986). The willowbrook hepatitis studies revisited: Ethical aspects. Reviews 

of Infectious Diseases, 8(1), 157–162.  10.1093/clinids/8.1.157 

92 Jamie Smith and Eva Willis 



Langton, R. (2007). Feminism in philosophy. The Oxford Handbook of Contemporary 
Philosophy.  10.1093/oxfordhb/9780199234769.003.0009 

Lloyd, G. (1994). Part of nature: Self-knowledge in Spinoza’s ethics. Cornell University Press. 
Loiseau, B., Sibbald, R., Raman, S. A., Benedict, D., Dimaras, H., & Loh, L. C. (2016). 

“Don’t make my people beggars”: A developing world house of cards. Community 
Development Journal, 51(4), 571–584.  10.1093/cdj/bsv047 

Mboti, N. (2015). May the real ubuntu please stand up? Journal of Media Ethics, 30(2), 
125–147. 

McAfee, A., & Brynjolfsson, E. (2017). Machine, platform, crowd: Harnessing our digital 
future. WW Norton & Company. 

McCormack, B., & McCance, T. (2010). Person-centred nursing. Wiley-Blackwell.   
https://www.dawsonera.com/abstract/9781444390490 

Mol, A. (2002). The body multiple ontology in medical practice. Duke University Press.   
http://www.ezproxy.is.ed.ac.uk/login?url=http://dx.doi.org/10.1215/9780822384151 

Mol, A., Moser, I., & Pols, J. (Eds.). (2015). Care in practice: On tinkering in clinics, homes 
and farms (Vol. 8). Transcript Verlag. 

Mol, A., Moser, I., & Pols, J. (2010). Care: putting practice into theory. Care in practice: 
On tinkering in clinics, homes and farms, 8, 7–27. 

Nolan, P. (2022). Enlightenment ideas and mental health nursing in the early 
20th century. British Journal of Mental Health Nursing, 11(1), 1–7. 

Nolen, S. (2022, January 29). How rich countries take away poor countries doctors and 
nurses. Times of India.  https://timesofindia.indiatimes.com/world/us/us-and-world/how- 
rich-countries-take-away-poor-countries-doctors-and-nurses/articleshow/89182518.cms 

Plumwood, V. (1986). Ecofeminism: An overview and discussion of positions and ar-
guments. Australasian Journal of Philosophy, 64(sup1), 120–138. 

Puig de la Bellacasa, M. (2017). Matters of care: Speculative ethics in more than human 
worlds. University of Minnesota Press.  http://ebookcentral.proquest.com/lib/ed/detail. 
action?docID=4745533 

Rafferty, A. M., Busse, R., Zander-Jentsch, B., Sermeus, W., & Bruyneel, L. (Eds.). 
(2019). Strengthening health systems through nursing: Evidence from 14 European countries. 
European Observatory on Health Systems and Policies.  http://www.ncbi.nlm.nih.gov/ 
books/NBK545724/ 

Ranisch, R., & Sorgner, S. L. (Eds.). (2014). Post- and transhumanism: An introduction 
(new edition edition). Peter Lang GmbH, Internationaler Verlag der Wissenschaften. 

Rees, C. E., Kent, F., & Crampton, P. E. S. (2019). Student and clinician identities: 
How are identities constructed in interprofessional narratives? Medical Education, 
53(8), 808–823.  10.1111/medu.13886 

Reverby, S. M. (2012). Tuskegee’s truths: Rethinking the Tuskegee syphilis study. UNC Press 
Books. 

Rose, D. B. 2012. Multispecies knots of ethical time. Environmental Philosophy, 9(1), 
127–140. 

Smith, K. (2012). From dividual and individual selves to porous subjects. The Australian 
Journal of Anthropology, 23(1), 50–64. 

Smith, J., & Willis, E. (2020). Interpreting posthumanism with nurse work. Journal of 
Posthuman Studies, 4(1), 59–75.  10.5325/jpoststud.4.1.0059 

Smith, J., Willis, E., Hopkins-Walsh, J., Dillard-Wright, J., & Brown, B. (2022, under 
review) The metaphor of the Vitruvian nurse: A critical posthuman approach to 
nursing. In Nursing Inquiry. 

imagining afFIRMative futures for nursing 93 



Smith, J. B., Willis, E. M., & Hopkins-Walsh, J. (2022). What does person‐centred 
care mean, if you weren’t considered a person anyway: An engagement with 
person‐centred care and Black, queer, feminist, and posthuman approaches. Nursing 
Philosophy, e12401. 

Tadd, W., Clarke, A., Lloyd, L., Leino-Kilpi, H., Strandell, C., Lemonidou, C., 
Petsios, K., Sala, R., Barazzetti, G., Radaelli, S., Zalewski, Z., Bialecka, A., 
van der Arend, A., & Heymans, R. (2006). The value of nurses’ codes: European 
nurses’ views. Nursing Ethics, 13(4), 376–393.  10.1191/0969733006ne891oa 

Taylor, C. A., & Fairchild, N. (2020). Towards a posthumanist institutional ethno-
graphy: Viscous matterings and gendered bodies. Ethnography and Education, 1–19. 

Theodosius, C. (2008). Emotional labour in health care: The unmanaged heart of nursing. 
Routledge.  10.4324/9780203894958 

Tsing, A. L. (2015). The mushroom at the end of the world. In On the possibility of life 
in capitalist ruins. Princeton University Press. 

United Nations Population Fund (UNFPA). (2022). State of world population 2022: 
Seeing the unseen. The case for action in the neglected crisis of unintended pregnancy.   
https://www.unfpa.org/sites/default/files/pub-pdf/EN_SWP22%20report_0.pdf 

Vollset, S. E., Goren, E., Yuan, C. W., et al. (2020). Fertility, mortality, migration, 
and population scenarios for 195 countries and territories from 2017 to 2100: A 
forecasting analysis for the global burden of disease study. Lancet, 396(10258), 
1285–1306.  10.1016/S0140-6736(20)30677-2 

Walsh, Z., Böhme, J., & Wamsler, C. (2021). Towards a relational paradigm in sus-
tainability research, practice, and education. Ambio, 50, 74–84.  10.1007/s13280-020- 
01322-y 

Wanless, D., Appleby, J., Harrison, A., & Patel, D. (2007). Our future health secured. 
Welling, D. R., Ryan, J. M., Burris, D. G., & Rich, N. M. (2010). Seven sins of 

humanitarian medicine. World Journal of Surgery, 34(3), 466–470. 
West, S., Haider, L. J., Stålhammar, S., & Woroniecki, S. (2020). A relational turn 

for sustainability science? Relational thinking, leverage points and transformations. 
Ecosystems and People, 16(1), 304–325.  10.1080/26395916.2020.1814417 

White, A. (1993). Carnival, hysteria and writing: Collected essays and autobiography/ 
Allon White. Clarendon Press. 

World Health Organisation. (2016). Global strategy on human resources for health: Workforce 
2030. WHO, World Health Organization.  http://www.who.int/hrh/resources/pub_ 
globstrathrh-2030/en/ 

World Health Organisation. (2020a). WHO and partners call for urgent investment in 
nurses.  https://www.who.int/news-room/detail/07-04-2020-who-and-partners-call-for- 
urgent-investment-in-nurses 

World Health Organisation. (2020b). State of the world’s nursing 2020: Investing in edu-
cation, jobs and leadership.  https://www.who.int/publications/i/item/9789240003279 

Wynter, S. (1989). Beyond the word of man: Glissant and the new discourse of the 
Antilles. World Literature Today, 63(4), 637–648.  

94 Jamie Smith and Eva Willis 



6 Hypervisible Nurses in the 
Covidicene: Reclaiming the Scripts 
of Personhood and Agency 

Amélie Perron    

I write this chapter during the late fall/early winter of 2021–2022 (5th wave 
of the pandemic) as a privileged white Canadian settler, nurse, and scholar in 
Ontario. Critical and feminist perspectives and the sociology of ignorance guide 
my work. I study the politics of nursing practice and nurses’ participation in the 
realm of political action, for example, through acts of whistleblowing, refusals to 
work, and media use. The concepts and theories informing my work are parti-
cularly useful to unpack pandemic-related discourses and decisions and to offer 
an unapologetically political reading of the state of nursing in the wake of the 
pandemic. Drawing from peer-reviewed articles, media reports, government, 
and other organizations’ texts, this chapter outlines persistent tensions related to 
nurses’ (in)visibility in professional, government, media, and public discourses. 
While some nursing organizations, nurses, and unions ponder some of these 
tensions, few situate their analyses within the realm of politics and few discuss 
what they mean for nursing’s relationship with politics. My chapter aims to 
tackle this issue. 

Nurses Made “Hypervisible” during the Pandemic 

One would be hard-pressed to find an academic paper or media report that does 
not extol nurses’ contribution to care provision and patient safety during the 
pandemic. Shortly after the pandemic was declared in early 2020, nurses and 
other health professionals were positioned as central cogs in public health efforts 
to curb the effects of COVID-19. Nurses in particular were identified by gov-
ernments and health authorities as key players in rolling out multilevel measures 
against COVID-19, rendering them very visible in local, national, and inter-
national discourses. Examining more closely what, exactly, made nurses so ex-
traordinarily visible leads me to argue nurses’ (hyper)visibility occurred in three 
main ways, each illustrated by particular nurse figures: nurses as the backbone of 
pandemic responses; nurses as pandemic heroes; and nurses as pandemic victims. 

A clear division of “pandemic labor” emerged when the population was 
told to “stay home” to “flatten the curve” while nurses and other workers in-
tensified their work hours to sustain essential services. Nurses overwhelmingly 
expressed their enthusiasm to partake in pandemic efforts, even as disturbing 
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reports from hard-hit countries cautioned against systemic vulnerabilities 
(WHO, 2020). Nurses were immediately positioned as pivotal agents in pan-
demic responses (Jones, 2021). In many jurisdictions, emergency decrees were 
rapidly issued allowing health authorities to manage human and physical re-
sources as needed, redeploying nurses, and other health workers across care 
sectors, reorganizing care units into “hot” and “cold” zones, and extensively 
using overtime to manage staff shortages (mostly nurses). Nurses became widely 
known as “the front line,” providing direct patient care 24/7. 

The public response was instantaneous: politicians, pundits, artists, and the 
public widely lauded nurses’ dedication and endurance. Many metaphors 
emerged, mostly grounded in military jargon (Cox, 2020): nurses were described 
as “answering the call,” “deployed” at “the front lines” to “battle” a “silent 
enemy” “in the trenches,” and “soldiering on” when faced with adversity. 
Equally powerful discourses also (re)emerged, steeped in religious language 
praising nurses’ “angelic” virtues of selflessness, devotion, vocation, quiet hu-
mility, and sacrifice (Bernard et al., 2021). That 2020 happened to be the “Year 
of the Nurse” provided a fortuitous backdrop for various campaigns furthering 
the hero mystique of nurses. Over the years 2020–2021, nursing bodies world-
wide unquestionably participated in the dissemination of hero discourses. In 
Canada, the Canadian Nurses Association chose “We Answer the Call” for its 
2021 National Nursing Week theme. In doing so, these nursing bodies firmly 
repositioned and re-cemented hero discourses at the center of nursing identity, 
reaffirming the desirability of such public visibility. 

The substance of nurses’ visibility shifted rapidly during the first wave and 
onward; nurses’ initial posturing changed due to critical shortages of personal 
protective equipment (PPE), serious gaps in public health directives im-
plementation, and healthcare workers worldwide experiencing disproportionate 
rates of infection and trauma. Health workers (mostly nurses) began to expose 
how health facilities and authorities mismanaged COVID-positive patients, 
rationed PPE, disregarded directives, and concealed outbreaks (Gagnon & 
Perron, 2020). Nurses also disclosed the psychological toll of working short- 
staffed, unprotected and under-resourced, and witnessing excessive patient 
mortality, thus disrupting the previous imagery of a cool-headed workforce and 
challenging officials’ claims regarding patients’ and workers’ safety (Amnesty 
International, 2020). Nurses, it turned out, were not almighty. Their discourse 
changed, this time denouncing their treatment as sacrificial lambs and martyrs 
(Brophy et al., 2021). Nurses’ identity as “hero” or “angel” was therefore un-
settled (but not eliminated) as reports of victimization surfaced. 

Nurses’ victimization was manifold, mainly due to bleak working conditions, 
lack of protections, exhaustion and trauma. Nursing organizations and unions 
worldwide also warned against inevitable nurse burnout and short- and long- 
term mental health issues including anxiety, depression, posttraumatic stress 
disorder, substance use, and suicidality. Furthermore, nurses and other health 
workers reported hostility, vandalism and assault perpetrated by pandemic de-
niers and people accusing them of spreading COVID (Amnesty International, 
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2020). Finally, reports also emerged of nurses suffering reprisals for exposing 
dangerous care conditions (Amnesty International, 2020). 

Victimization stories typically included the following descriptors: concerned, 
upset, scared, sad, heartbroken, angry, distressed, exhausted, frightened, and burnt out. 
Given the widespread use of emotive descriptors pre-pandemic to portray nurses 
(especially female nurses), I wonder about such depictions reinforcing (and 
normalizing) the idea of longstanding mistreatment of nurses in health systems, 
thus (re)producing a familiar discursive relationship between nursing, victim-
hood, and powerlessness (Stokes-Parish et al., 2020). I question the reflex up-
take of these emotions by media and public commentators as a familiar trope 
that emphasizes and “chronicizes” nurses’ status as powerless victims, thereby 
excluding other identifiers. 

Nurses’ visibility might spell a shift in the way healthcare systems, governments, 
and the public recognize and value nurses and their work, and this was certainly 
hoped for among ourselves. I argue nurses were made “hypervisible” through the 
pandemic but in problematic and harmful ways. Their public and media re-
presentations as the backbone of healthcare, heroes, and victims constrain their 
agency because they produce and normalize lopsided and/or untenable identities 
of, and expectations towards, nurses. The hero discourse, in particular, perpetuates 
significant harms. Numerous authors underscore negative impacts on nurses’ 
personhood, identity, agency, and sense of self (see, for example, Boulton et al., 
2021; Lohmeyer & Taylor, 2021; Mohammed et al., 2021). For instance, they 
endow nurses with inappropriate roles (e.g., a reassuring, parent-like figure) that 
inflict the greatest burden of responsibility and risk on them (Einboden, 2020). 
They create an impression of nurse invincibility and superhumanity, thus nor-
malizing unrealistic expectations around the degree of risk nurses should accept as 
“part of the job.” Halberg et al. (2021) further note that these discourses impose a 
form of “boundless identity” wherein nurses’ professional duties overtake all other 
endeavors (personal, familial, etc.) through which they define their lives, effec-
tively rendering them fully subservient to their work, employers, and patients. 
Finally, hero discourses normalize a “sacrificial mystique” that relieves decision- 
makers of their responsibilities (Cox, 2020). 

To further problematize nurses’ visibility, I now explore contrasting examples 
of how nurses were conversely made invisible through the pandemic. This will 
allow me to tease out the implications of such in/visibility processes as we en-
vision nursing’s “postpandemic future.” 

The Nursing You Don’t See 

Multiple pandemic discourses and circumstances rendered nurses invisible be-
cause they overlooked, neglected, or excluded nursing expertise, experiences, 
and identity markers. Here, I discuss four invisible figures: nurses as clinical 
experts and problem-solvers; nurses as policy designers; nurses as media resource; 
and nurses as humans. I use academic sources more to illustrate this “missing 
nursing,” given official and media reports’ role in keeping it “out of view.” 
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Nurses as Clinical Experts and Problem Solvers 

To explore how nurses/nursing remained invisible, I ponder “how” and “what” 
about them remained obscured, and also “who” exactly was missing from gov-
ernment, media, and the public’s understandings of nurses. First, I must high-
light that, despite COVID constituting a public health concern, public health, 
and community health nurses were surprisingly absent from most official and lay 
discourses (Bernard et al., 2021; Popoola, 2021). In fact, while nurses seemed to 
enjoy a high profile in news stories, it was specifically acute and critical care 
nurses who became the most visible and on whose shoulders pandemic man-
agement seemed to rest. Hospitals and ICUs, often overwhelmed with COVID 
patients, were a focal point of officials reports and decisions, though pandemic 
management extended well beyond. Interestingly, where pandemic responses 
were successful and healthcare environments functioned fairly normally, nurses 
remained invisible just the same. For example, Popoola (2021) notes that New 
Zealand’s limited COVID morbidity and mortality were specifically attributed 
to government prowess and community engagement, thereby overshadowing 
nurses’ critical role in testing, contact-tracing, vaccinating and protecting long- 
term care facilities. Opening the black box of “effective government responses” 
reveals numerous layers of successful interventions, including nursing inter-
ventions, that dissolve into imprecise policy and government competence 
narratives. 

Across settings, nurses played multiple roles resting on a coherent, multi-
dimensional knowledge base. Aside from their ongoing (and intensified) re-
sponsibilities in direct care, nurses also updated and implemented clinical 
guidelines (e.g., infection control, PPE use, etc.), performed contact tracing and 
set up and managed COVID-testing facilities and vaccination clinics (Bernard 
et al., 2021). They orientated and trained new staff (e.g., redeployed nurses, 
volunteers, etc.) (Bernard et al., 2021) and also managed staffing shortages 
and developed workarounds to limit viral transmission and maintain safe care 
(Jones, 2021). They actively supported the implementation of everchanging 
directives and care environments reorganization (Nayna Schwerdtle et al., 
2020). Many took on ad hoc managerial roles without prior training or support. 
Nurses also stood in as patients’ loved ones, communicated with families and 
assisted dying patients’ last conversations with kins (Popoola, 2021). They re-
layed public health instructions through professional and personal channels. 
Nursing educators and researchers quickly turned to supporting students’ 
learning and conducting research on pandemic-related topics (Nayna 
Schwerdtle et al., 2020). 

Key elements were needed to achieve the above. First, nurses used extensive 
expertise, problem-solving, creativity, communication, planning and co-
ordinating abilities, and emotional intelligence. Second, they relied on their 
well-documented adaptability to manage rapidly evolving situations brought on 
by the virus and by administrative decisions. Interestingly, these two elements 
were mobilized in different ways in pandemic-related discourses. Nurses’ 
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extensive skillset was seldom described in allusions to nurses’ work. Government 
and media reports did not define nurses’ skills despite identifying them as im-
portant pieces of pandemic responses (Bernard et al., 2021; Popoola, 2021). In 
one study on media discourse, Boulton et al. (2021) further noted that nurses 
were overwhelmingly described as passively providing emotional work (e.g., 
comforting patients) while physician descriptors were active, assertive, and 
dynamic. Conversely, nurses’ adaptability became overemphasized: being mas-
sively redeployed across sectors, nurses from any clinical area could be ordered to 
work in other sectors or facilities, regardless of their education, knowledge gaps 
or comfort level. This epitomizes the adage “a nurse is a nurse is a nurse,” 
treating nurses as undifferentiated, generically trained workers with little or no 
specialized skills, who can spontaneously be moved, and who will “easily” adapt. 
Finally, nurses’ expertise helped identify sources of risk and transmission, and 
devise solutions to protect patients, scarce resources, and health personnel, yet 
those solutions were not necessarily appreciated. For example, to address PPE 
shortages, nurses in some settings garnered masks and visors by their own means 
or through mutual aid, only to have those confiscated by managers; many nurses 
were disciplined or terminated as a result (Amnesty International, 2020). 

Nurses as Policy Designers 

Nurses are minimally present, or plainly absent, from pandemic task forces and 
working groups. Canada’s national COVID-19 Immunity Task Force for ex-
ample consists almost exclusively of medically-trained individuals and popula-
tion health experts. Only one of 30 members has a nursing background. In 
Ontario, the COVID-19 Science Advisory Table has 50 experts, not one of 
whom is a nurse. This Advisory Table set up four working groups totaling 
65 experts and health leaders, only two of whom have a nursing background. In 
the United States, Trump’s White House Coronavirus Task Force did not in-
clude a nurse. As president-elect, Biden included one nurse in his transitional 
COVID-19 Advisory Board only after being pressured to do so; however, upon 
confirmation as president, he replaced this group with the White House 
COVID-19 Response Team which does not include a nurse. 

Nurses have limited opportunities to participate in policy development de-
spite being the largest group on the implementation end, even when decisions 
directly impact, as they overwhelmingly do, nurses’ work. The widespread de-
cision to bring COVID-positive health personnel (mostly nurses) back to work 
is just one example of policies that excluded input from nursing bodies, despite 
clear impacts on nurses’ and patients’ health. 

The lack of nurse involvement in policy contrasts starkly with longstanding 
calls by nurse academics and leaders to include nurse expertise across policy 
levels (Rosser et al., 2020). Health policy and directives need input from nurse 
clinicians, unions, researchers, organizations, managers, and regulatory bodies. 
Yet when these nursing voices emerge, it is typically after the fact, in reaction to 
policy announcements with no impact on their design or application. As nurses, 
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we must consider what this chronic exclusion means for nursing’s ability to 
inhabit spaces beyond “the bedside” where decisions are made. This can help 
rectify inaccurate discourses, including those describing nurses as “the backbone 
of healthcare systems” when they are more narrowly the backbone of (hospital- 
based) care settings, away from decision-making structures. 

Nurses as Media Resource 

Nurses’ presence in the media typically hinged on experiences of hardships and 
distress. Media reports addressed nurses when nurses were the actual topic being 
discussed (e.g., high workloads, nursing shortage) but not in other respects. 
Moreover, as noted earlier, the media specifically privileged nurse stories (e.g., 
distress, victimization) and descriptive language (e.g., fearfulness, powerlessness) 
with high emotional content. In their media analysis, Boulton and colleagues 
(2021) noted that nurses only occupied media space when they spoke about 
emotional labour; other experiences and expertise, including successful care 
coordination, policy development and crisis management, were not deemed a 
“good” media story. To discuss nursing-relevant issues (e.g., lockdowns, mass 
immunization, care delivery, pandemic denial), reporters sought instead expert 
input from other actors, including epidemiologists, physicians, medical histor-
ians, and sociologists (Duncan et al., 2020). Media’s tendency to neglect nurses 
in social, economic, or historical analyses while simultaneously reinforcing their 
victim status cements a dangerous form of professional socialization and identity 
centered on cultural norms of invisibility and powerlessness. 

Nurses as Humans 

Another casualty of the invisibilization of nurses is, plainly put, nurses’ basic 
humanness. Though hero and angel discourses may provide a (short-lived) 
sense of appreciation, they also induce a perverse sense of obligation, over-
compensation for systemic failures, and self-sacrifice, while maintaining a 
mystique of invincibility and imperturbable self-mastery. Some nurses began 
rejecting these portrayals during the first wave. Although the public response 
was initially sympathetic, it shifted in the following waves with the emergence 
of indifferent, and at times hostile, sentiments: increasingly, nurses were told 
to stop complaining, that others had it worse (after all, so many people lost 
their living wages, while nurses kept their “handsomely paid” jobs), that they 
had signed up for this and that they needed to just do their job. During the 
second and third waves, nurses worldwide were leaving their positions and 
profession in droves, accentuating an already existing shortage. This generally 
led to heightened awareness about nurses’ abysmal work conditions but not to 
policy changes or the inclusion of nurse leadership in decision-making, nor 
did it disrupt expectations that nurses should power through. It did however 
lead to hostile reactions. Threads on social media and online forums (e.g., 
Reddit) emerged, portraying nurses as selfish whiners, quitters, losers, and fake 
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nurses lacking vocation. Some thought that, six months or more into the 
pandemic, surely nurses would be used to the new reality by now. Others 
concluded nurses simply lacked resilience and they should “grow a spine.” 
Such hostile reactions have caught nurses off-guard, but they are hardly sur-
prising if one understands the inherently violent ideology underpinning hero 
discourses. Heroes are barely meant to be celebrated for exceptional feats: 
their socio-cultural-political purpose is first and foremost to take the gaze away 
from systemic failures, conceal noxious ideologies governing everyday life and 
shift accountability away from those in power. Unbeknownst to them, 
humans-turned-heroes are tasked with the formidable job of safeguarding “a 
higher being or institution worthy of sacrifice” (Lohmeyer & Taylor, 2021, 
p. 631)—in this case, the national economy and the public’s hope to return to 
normal—which requires the suspension of their personal rights and agency. 
When “heroes” question these expectations and attempt to reconnect with 
their basic humanness, they do not hold up their end of this ideological 
contract: they are, effectively, traitors to the “great cause” and can therefore 
be treated accordingly. 

While other imposed or rehearsed forms of nurse invisibility exist, the examples 
discussed hitherto lead me to argue that while nurses were made visible in 
some (stereotyped) ways, public discourse and governance maintained their 
otherwise longstanding invisibility, reiterating narrow understandings of nurses’ 
complex and varied knowledge, restricting nurses’ subjectivities (hero, generic 
worker, expendable, defector), and neutralizing their rights to self-determination. 
Recognizing these processes is critical, as narratives and analyses framing the 
pandemic as a watershed moment intensify. 

The Pandemic: A Turning Point? 

Most analyses about the pandemic unquestionably frame it as a health, social, 
economic, and political crisis. Using a crisis register is powerful because it 
triggers a sense of suspension, hypervigilance, cautious withdrawal from citizen 
life, renewed (often uncritical) faith in leaders, and relinquishment of rights and 
freedoms (Smith & Foth, 2021). In nursing, a crisis narrative has led most 
commentators to view the pandemic as a catalyst for change that can spell a 
brighter future for our profession. For example, in the spring of 2020, Howard 
Catton, head of the International Council of Nurses (ICN), declared that the 
public’s “huge outpouring of positive recognition” worldwide suggested that “we 
may be seeing some changes in attitude towards nurses” (United Nations, 2020). 
Many contend that nurses’ value, expertise, courage, and hardships are finally 
recognized, such that they can finally look forward to enhanced prospects in 
clinical and policy realms (Jones, 2021). 

While I cautiously agree the pandemic may create some opportunity for 
transformation, I cannot overlook the concurrent deepening entrenchment of 
many issues plaguing nursing. One example is nursing’s apparent inability to let 
go of outdated ideas of vocation and selflessness. There is also continued 
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uncritical and uninformed uptake of problematic ideas in professional discourses 
despite abundant cautionary literature (for example, see Traynor, 2018 on re-
silience). And what to make of nursing’s continued complicity in perpetuating 
practices steeped in racism, and its reluctance to fully engage in anti-oppression 
endeavors (Bell & van Daalen-Smith, 2021)? 

Regarding the pandemic, Jones (2020) astutely notes that “Even in the time 
of this supposed “great equaliser,” power relations are still very much alive and 
well.” Entrenched sexism, racism, ageism, and ableism, expansion of police 
states, the rise of white nationalism and supremacy, and unbridled capitalism 
govern contemporary individual and collective experiences—including the 
pandemic—one way or another (Smith & Foth, 2021). Nurses are both subjects 
and objects of power in these phenomena, in whatever capacity they work. In 
envisioning our post-pandemic future, we need to genuinely engage with these 
realities and their implications. 

Literature on what we might call post-pandemic nursing however tends to 
narrowly focus on nurses’ clinical world: nurses will need to embrace virtual 
technologies and telehealth; better integrate infection prevention and control 
practices; innovate; become leaders; show more kindness; and, of course, de-
velop resilience. While these are relevant endeavours, they considerably restrict 
nurses’ imagination, power and agency because they focus primarily on nurses 
adapting to existing social and care structures without disrupting them. Nursing 
literature engaging with the broader ideologies described earlier remains scarce. 
This is the crux of the issue: if key “pandemic lessons” are not learned, we will 
not experience a true turning point. 

Those lessons are playing out right now. Nurse clinicians, leaders, and 
scholars have yet to explicitly identify the role of powerful forces such as neo-
liberalism, capitalism (including disaster capitalism), patriarchy/misogyny (in-
cluding disaster patriarchy), and white nationalism in our current situation. 
Nursing guidance documents glaringly neglect such high-level analyses, stifling 
deeper understandings. A key document by the ICN titled Nurses: A Voice to 
Lead is one example of such inexplicably missed opportunity to politicize con-
versations and enhance nursing’s political consciousness. Evading these notions 
robs nursing of critically needed insights and language, and significantly 
undermines nurses’ collective agency. 

Yet phenomena like neoliberalism, patriarchy, and racism are at the core of 
disturbing but familiar trends in healthcare. Consider the continued in-
strumentalization of nurses’ minds and bodies to fulfill particular state goals. 
“Do more with less” is now mundane, trapping nurses in an intractable “deficit 
discourse” (Wilson et al., 2020). Other examples abound: the enforcement of 
coercive emergency decrees (with no oversight) in the absence of COVID 
outbreaks or surges, abusive management practices, unsafe ratios and the 
sanctioned violation of nurses’ labor rights; enactments of institutional vio-
lence through managerial strategies (Amnesty International, 2020) and even 
police interventions (Forgione, 2020); and decisions to lower care standards as 
we “learn to live with” the virus in order to return to normal (economic) life, 
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ignoring disproportionate impacts on patients (particularly racialized and 
disabled patients) and nurses. 

Furthermore, while elected officials and health administrators worldwide 
gush and swoon over nurses, they are simultaneously waging a war against 
them to freeze or decrease their salaries, curtail/suspend their bargaining 
rights, impede unionization efforts, bypass protections (e.g., whistleblower 
protections), and curb access to judicial remedies (for example, through in-
creased liability protections for care settings) (for example, in Canada see  
Ontario Federation of Labour, n.d.; United Nurses of Alberta, 2021; in the 
U.S. see Brooks et al., 2020; Moskowitz, 2020). It is no coincidence that 
these efforts often spare sectors dominated by white, male workers (e.g., 
law enforcement, paramedics, physicians) while targeting workforces where 
women dominate, such as nursing and teaching (see Ontario’s Bill 124 for 
example). Surely, no amount of handclapping, free donuts, resilience training, 
and meditation can make up for that. 

There is a very real risk the “new normal” will not be so new for nurses. 
Our obedience to unforgiving socioeconomic ideologies and our willingness to 
serve “efficient, high-performing” care systems that are demonstrably short- 
sighted and self-defeating should never form the basis of our social recogni-
tion. Performing in such systems does not reflect professional achievement 
and success, but rather our inclination to defer, neglect, and compromise. In 
envisioning the pandemic as a catalyst for change, nursing needs to seriously 
consider how to go about changing a “system [that] does not want to be 
better” (Smith & Foth, 2021, p. 16) and that benefits immensely from nur-
sing’s complacency, readiness to compromise, naiveté or ignorance (Perron & 
Rudge, 2016). 

The pandemic has shown, again, that nurses do not work in a meritocracy. It 
will not bring health leaders to finally understand nursing’s “true” value and 
modify the system accordingly, because this system is designed precisely around 
restricted valuing of nurses’ work. So what now? 

Reclaiming the “New Normal” 

I am concerned that current calls to “go back to normal”—the very normal that 
brought us here in the first place—will pull us into old, detrimental habits. We 
need to stop “springing into action” and pause, first to assess the deficits of 
previous/current structures and second to envision more meaningful, equitable, 
and socially just alternatives. We also need to stop viewing caring and kindness 
as effective ways forward, and espouse politically charged notions instead, such 
as solidarity (Porobi Isakovi , 2020). To understand our present and imagine 
our futures, nothing short of a philosophical, critical, and political reading 
is needed. 

Turning one of Milton Friedman’s famed argument on its head, Naomi Klein 
(2020) argues that crises are indeed opportunities to push “unthinkable” ideas, 
programs and policies forward, but that these must be steeped in justice, the 
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common good and collective wellbeing, not the narrow and predatory interests 
of elite groups and corporations. The key is to ensure such ideas and programs 
are “lying around” in the public’s, media’s, and decision-makers’ consciousness 
such that, as cogent alternatives to failing and corrupt systems, they become 
seen not only as desirable, but as indispensable and unavoidable. 

Developing an alternative and ensuring it “lies around” (in public debates, 
education settings or workplaces) means reflecting about current issues and 
their multidimensional origins and consequences; acquiring new tools to 
think and new language to speak; formulating objectives; normalizing these 
ideas and socializing others accordingly; articulating related identity elements; 
nurturing alliances and coalitions; developing strategies for action; and edu-
cating the public and elected officials about the need for such programs and 
policies. The ideas we need lying around must stem from revitalized analyses 
delineating the historical, political, and philosophical determinants of health, 
care, and nursing work. 

These analyses must imbue all aspects of nurse education and socialization. 
Nursing curricula mainly consist of teaching clinical competencies with, per-
haps, some concepts sprinkled throughout (e.g., care equity, social justice). 
Curricula should instead be grounded in philosophical, critical, and political 
perspectives as frames to teach, contextualize, and problematize nursing activ-
ities. For example, Feminism—especially post-structural, Black, Global South, 
post-colonial, and queer feminisms—needs to become more than an un-
comfortable “F-word” (Kane & Thomas, 2000) and drive nursing agency. 
Diverse feminist perspectives reveal the interpenetrating nature of oppression 
and identity, and foster a coalitional politics (Heywood & Drake, 1997). 

Fully engaging with critical, political, and philosophical ideas helps interrupt 
and deconstruct current systems of thought that pose problems for nurses and 
the communities they assist. This means confronting taken-for-granted, even 
“sacred” ideas. For instance, many argue nursing’s “caring” narrative needs to 
shift because it contributes to the systemic disrespect for nurses, it sets them 
up for exploitation, and it guilts them out of self-advocacy (Granberg, 2014;  
Wilson et al., 2020). Perron (2013) and Granberg (2014) support the politi-
cization of the concept to eliminate the tendency to pit patient and nurse ad-
vocacy against each other. Similar problematization of core nursing ideas, 
including leadership (Cutcliffe & Cleary, 2015), advocacy (Pariseau-Legault, 
2012), and resilience (Traynor, 2018), highlight how their uncritical and 
individualized interpretations can trap nurses into unrealistic expectations, 
while concealing collective responsibilities toward the protection of vulnerable 
persons and the public interest. 

Critical, political, and philosophical thought helps identify how certain no-
tions and emotions (e.g., guilt, fear) are routinely weaponized against nurses. 
This helps avoid reproducing similar patterns of manipulation and violence 
(against nurses, students, etc.), and better equip nurses to safely respond when 
they occur. This brings us to another element needed “lying around”: normal-
izing and fully protecting nurses’ ability to speak up against wrongdoing, to 
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disobey (Perron, 2013) inappropriate, unjust or dangerous directives, and to 
protect themselves against unsafe work conditions. This must be further sup-
ported by policy and legislative changes that properly balance nurses’ duties with 
their fundamental right to free speech (especially regarding the public interest) 
and fully protect nurse and other healthcare whistleblowers. 

The previous point means also bolstering nurses’ ability to speak. Nursing 
education focuses on extremely narrow understandings of communication, as-
suming nurses speak only to patients, families, and co-workers. This symbolically 
reduces nurses’ sphere of activity to the immediacy of care units; it restricts the 
spaces where nurses’ interventions rightfully belong and undermines their scope 
of influence. Besides local collaborators, nurses must also be comfortable ap-
proaching upper managers and executives, elected representatives, government 
officials, ethics committees, human rights officers, privacy commissioners, and the 
media, and they must know how to strategically navigate these different con-
versations. They must therefore be trained in influential communication, assertive 
communication, difficult conversations (including that involving bullying and 
gaslighting), conflict management, and media training. Importantly, this must 
be accessible throughout nurses’ careers (e.g., undergraduate education, con-
tinuing education, professional development). Normalizing and concretely sup-
porting powerful nursing voices is, I believe, an essential part of the alternatives  
Klein (2020) encourages us to articulate. 

Finally, more than advocacy, nurses need to be socialized in the generative 
powers of activism and militancy. Nursing has a rich and diverse repertoire of 
activists that illustrate, beyond the sole work of Florence Nightingale, nurses’ 
longstanding combativeness and resourcefulness. Learning activist skills during 
undergraduate education can cement this disposition in nurses’ practices, dis-
course, and professional identity. Activism, rather than patient advocacy, 
meaningfully connects nurses to the communities and populations they support 
beyond the confines of their workplace, and it spells greater engagement, at 
multiple social and political levels, to exert influence and foster change. 

I believe the aforementioned suggestions can help meet Klein’s (2020) 
exhortation that we be ready to articulate, disseminate, and fight for alter-
native modes of social and health governance when crises crudely expose 
the harms of current systems. These suggestions also help address the multiple 
issues identified earlier regarding the paradoxical ways in which nurses can 
be made hyper- or invisible through various discursive frames. These strate-
gies, though incomplete, help resignify nurses’ place in social imaginaries, 
while fostering a more thoughtful and meaningful sense of agency and iden-
tity, well beyond the usual tropes of heroism and victimhood—a critical step 
to a true “post-pandemic turn.” 

Conclusion 

In this chapter, I have delineated the complex, shifting interplay of nurse (in) 
visibility during the pandemic and the precarious nurse object/subject positions 
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it generates. The pandemic brings to light the products of obscure calculations 
regarding the distribution of health and wealth and the divide between worthy 
and disposable lives. It exposes the limits and, often, the vacuity of laudatory 
gestures and empathetic discourses that portray nurses as objects of com-
miseration and/or as “naturally” persevering against all odds. However, the 
pandemic may also enable shifting norms of dominance and deference, towards 
another “normality.” 

Ideas are contagious. I support Klein’s (2020) contention that systematically 
and strategically “laying ideas around” is a key step to shaping what comes next. 
Nursing’s future cannot eschew political education and training. As Nobel peace 
prize winner Leymah Gbowee argues, we cannot leave footprints that last if we 
walk on tiptoes. This is not a time to be modest or to run back to old depoliticized 
notions of “care.” Troubling the usual mechanisms of hypervisibility–invisibility, 
nurses can choose to become visible in militant ways, caring not for noxious 
ideologies and abusive workplaces, but for those consistently sidelined by eco-
nomic and political structures as well as fellow nurses and health workers, the 
sacrifice of whom is casually counted on to strengthen market economies and the 
social fabric. I hope that critical, emancipatory, and militant consciousness be-
comes an unshakable feature of nursing identity and agency—but above all, I hope 
such notions stop being perceived as “radical” by nurses themselves. 
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7 Metastatic Growth: The Health 
Care Industry’s Increasing 
Contribution to the Plasticene 

Emmanuel Christian Tedjasukmana (he/him)      

Positionality 

My name is Emmanuel Christian Budi Utama Tedjasukmana (he/him/his), 
and I am a nondisabled, Cisgender, homosexual male. I am a first-generation 
Asian-American with Chinese-Indonesian ancestry. I entered this Earth on 
Potawatomi land and currently reside on Abenaki land. Most of the education I 
received was from private institutions within the United States—most of which 
were Seventh-Day Adventist—but I no longer identify under this affiliation. I 
am a nurse, designer, and artist—choosing to view my world through the lens 
of an environmentalist striving for health equity, environmental justice, and 
peace (Figure 7.1). 

Preface 

My preoccupation with environmentalism and health care sustainability first 
stemmed from my nursing practice and witnessing how much waste is produced 
through patient care. In throwing so many single-use items away, I became 
increasingly concerned with how much of it was filling our landfills—and I 
worried how this waste would ultimately impact our environment. Hospitals 
operate around the clock, and if care for a single patient during just one phase of 
care can produce significant amounts of trash within just a few hours, how much 
waste is made throughout a patient’s stay? More notably, how much waste is 
produced by hospitals annually? I found it paradoxical that the health care 
industry, whose commitment is to uphold the health and well-being of patients 
and communities, takes part in practices that harm the environment and 
contribute to worsening climate change that is negatively impacting us. What’s 
more appalling is that we aren’t doing enough to address the issue. What can we, 
as health practitioners, do to fix this wicked problem? In nursing, there is hardly 
time left to breathe, hydrate, or even go to the bathroom between caring, 
medicating, educating, advocating, and charting. Who has the time to try to 
start environmental initiatives? Despite the difficulty in addressing, solutions to 

DOI: 10.4324/9781003245957-10 



these problems need immediate identification as they directly involve the health 
of the Planet and the communities we care for. 

I was slowly able to use any spare time at work to strike up more conversations 
about sustainability with my coworkers—and progressively began implementing 
unit-based initiatives to deviate items from our waste stream. This process, 
however, was painstakingly slow-moving and, unfortunately, not always sup-
ported by leadership or the hospital hierarchy. Although it was a good start and 
better than nothing, I knew it was not enough. I needed to find other ways to 

Figure 7.1 Myopia: Harming in Order to Heal #9, 2019. Digital Photograph of Single-use 
Hospital Waste. 

Source: Emmanuel Christian Tedjasukmana.    
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bring about more attention and awareness of the issue to initiate conversations 
that could lead to more impactful changes. I knew health care workers were 
already discussing this issue among themselves—but more public discussions 
were needed on a hospital-wide, community-wide, nation-wide, and global le-
vels. It took a while, but with some help, I finally realized that I had a unique 
opportunity as an artist who understood the problem from a medical 
perspective—and I could take action and raise awareness of the issue in my very 
own way. I now utilize the power of both my writing and art as an extension of 
my nursing practice: and use it to process ideas, educate, share stories, create 
awareness, and disseminate information to a broader audience. I no longer need 
to wait on the approval of the hospital hierarchy to make the change I want to 
see. The only person I need permission from is myself. 

Introduction 

Humans are a dominating force on the face of the Planet. Our utilization of land 
and its natural resources, the uncontrolled growth of our ever-expanding po-
pulation, and the rapid development and advancement of innovative technol-
ogies provide evidence that we are an assertive—if not domineering—presence 
on Earth. While our exponential growth, evolution, and advancements are 
often exciting, we face compelling evidence of how the ramifications of our 
linear myopic thinking impact our climate. The consequential downfall is that 
they lack sustainable approaches and subsequently harm the Planet our lives 
depend on. 

Every industry is a contributor to the problem. Many of the largest consumer 
industries—such as the food and fashion industry—have caught both the atten-
tion and critique of the global public and have already begun work to replace their 
destructive practices with more sustainable ones. Other significant contributors, 
however, have yet to receive this same attention. The global health care sector, 
whose climate footprint contributes over 4.6% of net emissions (Watts et al., 
2020) and is the second-largest contributor to overall waste (Kwakye et al., 2011), 
is in dire need of public awareness and critique to catalyze long-overdue im-
provements and changes to policies. According to Karliner et al. (2019), health 
care is a significant contributor to the climate crisis, and Watts et al. (2018) cite 
climate change as the “single biggest health threat facing humanity in the 21st 
century” (p. 2482). Is it possible to find ways to heal the patient without conse-
quently harming the community in which they reside? How can health care en-
sure that its current practices cease contributing to climate change and protect the 
health of future generations? We must fully recognize the root of the problem and 
break the paradoxical cycle of hospitals extracting and generating harmful pol-
lution to heal. Invoking climate-focused changes will decrease health care’s det-
rimental impact on Planetary health, thus upholding its mission to protect and 
further health in every way possible. This issue needs the world’s attention—and 
nurses play a crucial role in shifting our current mindset to forge a path forward in 
resolving our current climate crisis (Figure 7.2). 
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I. H&P: A History Wrapped in Plastic 

Entering the Age of the Anthropocene 

In discussing the state of our environment and the causes for its current con-
dition, the term “Anthropocene” is frequently referenced. In 2000, scientists 
Paul Crutzen and Eugene Stoermer popularized the idea that we are situated in a 
unique geological epoch called the “Anthropocene,” a word that stems from the 
Ancient Greek words anthropos meaning “human” and kainos or -cene, which 

Figure 7.2 Myopia: Harming in Order to Heal #1, 2019. Digital Photograph of Single-use 
Hospital Waste. 

Source: Emmanuel Christian Tedjasukmana.    

112 Emmanuel Christian Tedjasukmana 



translates to “new” or “recent” (Carrington, 2016). They chose this term to 
designate a significant shift in which they—along with the support of many 
other multidisciplinary scientists—believed that the human race’s impact 
“gradually grew into a significant geological, morphological force” (Crutzen & 
Stoermer, 2000, p. 17). This human-driven force was so great, and the change 
was so profound that it was significant enough to take us out of our current post- 
glacial epoch known as the Holocene—which had been stable and unchanged 
for the past 12,000 years. In their publication entitled “Anthropocene,” Crutzen 
and Stoermer (2000) called further attention to how the dominance of hu-
mankind is playing a significant role in not only shaping its future but also that 
of the Earth. They wrote, “The expansion of mankind … [and] exploitation of 
Earth’s resources has been astounding” (p. 17), citing colossal population boom, 
continual land urbanization, exhaustion of fossil fuels, alterations to ozone 
and air quality, and increased species extinction as some examples. 

Two of the most deleterious impacts resulting from human influence we 
are faced with today are global warming and the over-abundance of plastic 
pollution. Accelerated global warming results from continual increases in 
temperatures due to the overproduction of greenhouse gasses promoted by an-
thropogenic activities such as extraction, fracking, burning fossil fuels, and 
increased landfill gas production (Crutzen & Stoermer, 2000). Because energy 
cannot readily dissipate through this atmospheric build-up of greenhouse gasses, 
less heat escapes into space and becomes trapped instead—resulting in an ac-
cumulation of heat that raises the Earth’s overall temperature. This increase 
sets off a chain reaction that augments catastrophic weather events: ultimately 
impacting our physical and mental health (Alliance of Nurses for Healthy 
Environments, 2020). 

About 99% of plastic is made from fossil fuels (Seeding Sovereignty, 2021). 
To attain the durability and plasticity for which they are so coveted, plastics 
require human alteration to their complex polymer chains. Because of these 
anthropocentric interventions, they now exceed nature’s capabilities and won’t 
readily dissolve, rust, or degrade: ultimately outlasting the humans who have 
created them (Freinkel, 2011). Because many of the monomers utilized to make 
common plastics are fossil hydrocarbon-derived and non-biodegradable, these 
plastics can only be eradicated through combustion or pyrolysis—which add to 
overall environmental emissions. Without these destructive thermal treatments, 
plastics stick around and accumulate in landfills or the environment instead of 
decomposing (Geyer et al., 2017). Plastics, in their various shapes, sizes, and 
forms—such as microplastics (plastic smaller than 5 mm)—can now be found 
everywhere. At the present moment, nowhere on Earth is considered free of 
plastic (Davis & Turpin, 2015). A growing number of studies have also reported 
the presence of microplastics in our bodies. Not only do they plague the water 
and food that we consume, but they also invade our lungs (Del-la-Torre et al., 
2021), blood (Leslie et al., 2022), stool (Schwabl et al., 2019), and even the 
placentas that supply nourishment to our unborn children (Ragusa et al., 2021;  
Figure 7.3). 
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Plastic: Humankind’s Answer to Nature’s Limitations 

So how did we get so deep into this plastic predicament in the first place? Some 
may find it ironic that plastic was created to address the scarcity of naturally 
occurring materials such as ivory, tortoiseshell, amber, and silk to spare nature’s 
resources (Freinkel, 2011). What kind of lifestyle are we now living that has 
allowed us to have already used over one-third of the Planet’s natural resources 
in just three decades (Leonard, 2007)? 

Figure 7.3 Myopia: Harming in Order to Heal #2, 2019. Digital Photograph of Single-use 
Hospital Waste. 

Source: Emmanuel Christian Tedjasukmana.    
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In the first-ever global analysis of all mass-produced plastics ever manu-
factured, Geyer et al. (2017) estimated that approximately 8,300 million 
metric tons (Mt) of virgin plastics had been produced between the 1950s 
(when large-scale production started taking place) and 2017. The analysis 
also reported that as of 2015, “approximately 6,300 Mt of plastic waste had 
been generated, around 9% had been recycled, 12% was incinerated, and 
79% was accumulated in landfills or the natural environment” (p. 1). With 
this in mind, a significant issue that we face today is that we are producing 
and consuming products in massive, unmanageable quantities and are run-
ning out of places to dispose of things. Global plastic production is currently 
at over 400 million metric tons annually (Schettler, 2020), with over 40% of 
this amount being utilized solely for single-use packaging (Ragusa et al., 
2021). It has become even more problematic for developing countries lacking 
appropriate waste disposal management systems when developed nations— 
such as the United States—off-load waste from what Goldberg (2018) de-
scribes as “our convenient lifestyle” (p. 6) and impose cleanup on some of 
the Planet’s most vulnerable people. For those living in developed countries 
with established waste management streams, the actual realization of the 
amount of waste produced is never fully comprehended—as it is out of sight, 
out of mind. Because of this, few of us understand the connection between 
how our consumption habits play a significant role in climate change and 
how our addiction to a convenient throw-away lifestyle—and dependency on 
plastic—has dire consequences (Figure 7.4). 

Plastic’s Roots within the Health Care Industry 

Plastic is everywhere. Due to its affordability, durability, versatility, and abun-
dance, this material has become a prominent staple in our culture—fueling 
scientific and technological innovations in every sector possible (Vanapalli 
et al., 2021). Every industry has found benefits in utilizing its adaptability in one 
way or another. Of all the various sectors that have benefitted from the in-
vention of plastics, the health care sector is “one that has provided enormous 
PR value. Medicine has long been plastic’s indisputable good-news story: 
the showcase of polymer’s benefits. [M]odern medicine owes a huge debt to the 
advent of plastics, in ways both spectacular and mundane … [as] polymers 
made possible most of today’s medical marvels” (Freinkel, 2011, p. 82). 
Disposable plastics, particularly with single-use items, have become so deeply 
rooted in health care that it is now synonymous with safety and sterility: but it 
hasn’t always been this way. 

Until the plastics revolution in the late 1940s, it was common practice 
in health care facilities to process, package, and sanitize their equipment 
for reuse—either by their staff or processing-sterilizing departments located 
on-site. Equipment disposal was only considered when items were either im-
possible or extremely difficult to re-sterilize. Although a growing hospital 
supply industry could provide hospitals with pre-packaged sterile items, 
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the boundary between what was considered reusable (durable) and what 
was considered disposable (consumable) was always carefully considered. 
However, this relationship changed shortly after the end of World War II, 
when the proliferation of plastic products began. Items previously sourced 
from natural materials that needed time to be carefully produced, maintained, 
and sterilized were now manufactured in ways that were both cheap and 
efficient—the primary draw being that the staff no longer had to spend pre-
cious time painstakingly sterilizing items. It was now more cost-effective 
to just throw them out instead. As a result, labor-intensive sterilization 
practices were phased out, and single-use devices (SUDs) were embraced. 
Cost and convenience led to this decision—as there was no epidemiologic 
evidence that hospital sterilizing practices were anything less than adequate 
(Greene, 1986). 

Figure 7.4 I Spy Hospital Waste!, 2018. Digital Photograph of Single-use Hospital Waste. 

Source: Emmanuel Christian Tedjasukmana.    
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Although these SUDs first became available in the 1950s, it was with the 
rising prevalence of hepatitis and HIV cases in the United States in the early 
1980s that the utilization of disposables and SUDs saw an even more significant 
surge (Dunn, 2002; Freinkel, 2011). This rise resulted from confusion and fear 
that rushed forth due to the lack of knowledge about the spread of this outbreak: 
similarly paralleling the massive uptick for single-use items during the COVID- 
19 pandemic. While many in the health care industry felt that these devices 
were a technological godsend during this troubling time of understanding HIV 
and how it could spread, others held suspicions of the genuine goodwill of these 
single-use suppliers. Gerwig (2015) proposed that with the appearance of the 
AIDS epidemic and the growing concerns surrounding infection control, 
medical device manufacturers “took advantage of the[se] concerns by producing 
plastic disposable devices and labeling almost everything ‘single-use,’ even for 
products that were similar or identical to the previously reusable devices” 
(p. 121). Gerwig was not alone in noting this. One study found that an esti-
mated 10%–20% of SUDs were mislabeled multiple-use devices (Collier, 2011). 
Further, it was not uncommon for manufacturers to add plastic components to 
what would otherwise be a reusable product, making it unsuitable for the 
autoclave—a form of high-heat steam sterilization—because of this unnecessary 
plastic element (Stoermer, 1999). 

As costs in health care began to climb, hospitals looked to resterilize single- 
use items as a way to save more money. Manufacturers quickly opposed this idea 
and firmly took the stance that reuse after resterilization was not proven to be 
safe. They made it clear that if an institution decided to reprocess their SUDs, 
they would be exempt from any legal accountability (Dunn, 2002). The FDA, 
however, has yet to find evidence indicating that reprocessing has caused in-
creased health risks (Kwakye et al., 2011). Chen (2010) points out that the 
FDA requires reprocessing companies to meet the same safety and quality 
standards as original manufacturers. The U.S. Government Accountability 
Office confirmed this in 2008, reporting that “reprocessing has a reliable safety 
record of excellence identical to that of new equipment” (Chen, 2010, para. 
17). While we need more up-to-date research to settle this debate, studies have 
proven that resterilization saves institutions’ money and diverts large quantities 
of waste from landfills (Kwakye et al., 2011). Moszczynski (2009) states that 
regardless of stance on reprocessing SUDs, manufacturers need increased ac-
countability toward the environment: stating that companies need to be eco-
logically accountable in their practices and promote conditions that support the 
health of both sentient beings and the ecosystem (Figures 7.5–7.7). 

II. Diagnosis: The Impacts of Indifference 

Myopic Approaches to Health Care 

Regardless of one’s position toward the use of SUDs in health care, there is 
glaring evidence of the consequences associated with its ongoing use that 
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continue to be ignored. Although these throw-away items may be more con-
venient to use during patient care and ostensibly ensure a level of safety and 
sterility, the use and disposal of these items adversely influence the patients’ 
health they are being used to save. As Freinkel (2011) states, “we enjoy plastics- 
based technologies that can save lives as never before but … also pose insidious 
threats to human health” (p. 10). 

In reality, plastic is still a relatively new material—and as a result of its 
substantial presence in our daily lives, we are only now beginning to understand 
the actual implications of plastic on our health. Because plastic requires mal-
leability for its diverse uses and needs, various chemical additives are mixed with 
plastics to give them these unique properties. However, these added pigments, 

Figure 7.5 Hospital Waste Knolling VI: One Nurse, Five Patients, 2018. Digital Photograph 
of Single-use Hospital Waste. 

Source: Emmanuel Christian Tedjasukmana.    
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stabilizers, water repellents, flame retardants, stiffeners, and softeners can then 
leach into their surroundings and our bodies. These chemical additives affect 
health in ways that range from interfering with the body’s hormone functions 
and stunting brain development to causing cancer and congenital disabilities 
(Royte, 2018). 

Phthalates and Bisphenol A (BPA) are two toxins most often associated with 
the health risks from plastics in both popular and scientific media. Because these 
chemicals readily leach into surrounding environments, they have been linked 
to releasing toxins into the food and water that we ingest and the bodies of land 
and water that they pollute. This impacts every dimension of our lives, and as  
Freinkel (2011) states, “researchers have detected phthalates in blood, urine, 
saliva, breast milk, and amniotic fluid, which means people are being exposed to 
the chemicals at all stages of life, starting in utero” (p. 98). Phthalates deposit in 
the fatty tissues where they act as antiandrogens, and studies suggest that these 
phthalates play a role in male reproductive dysfunction and cancer. BPA, which 
is often found in food-grade plastic and hospital disposables, has been found to 
have an estrogenic side-effect profile and is linked to premature birth, in-
trauterine growth retardation, preeclampsia, stillbirth, and delayed neurological 
development. Because BPA, phthalates, and various other chemicals can cross 
over to the placenta, they have been linked to growth retardation, neurological 

Figure 7.6 Hospital Waste Knolling II: One Nurse, Six Patients, 2018. Digital Photograph 
of Single-use Hospital Waste. 

Source: Emmanuel Christian Tedjasukmana.    
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harm, hormonal derangements, and cancers in children—and manifest as ad-
verse health conditions in adulthood (Zaman, 2010). 

Polyvinyl chloride (PVC) is a type of plastic associated with health and safety 
risks globally and one of the high-volume plastic polymers frequently found 
in the hospital setting (Schettler, 2020). A 2002 study by The Nightingale 
Institute for Health and the Environment (NIHE) cited PVC as making up 
at least 25% of all hospital equipment: and is most typically found in IV bags, 
tubing, oxygen masks, catheters, and disposable gloves (Gaudry & Skiehar, 
2007). On its own, PVC is both firm and fragile; it requires additional chemicals 
to give it plasticity. Because these additives do not fully bond to PVC, they 
also tend to leach from the equipment into our bodies—ultimately affecting 
the liver, kidneys, lungs, endocrine, and reproductive systems (Freinkel, 2011). 

Figure 7.7 Hospital Waste Knolling III: One Nurse, Three Patients, 2018. Digital 
Photograph of Single-use Hospital Waste. 

Source: Emmanuel Christian Tedjasukmana.    
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Health issues also arise when medical items are incinerated due to the mer-
cury, lead, formaldehyde, and dioxins released into the air (Gaudry & Skiehar, 
2007; Health Care Without Harm, 2022; Muñoz, 2012). Dioxins, a carcinogen 
linked to reproductive disorders, decreased immunity, diabetes, heart disease, 
and altered developmental function, add to the high concentrations of parti-
culate matter in the air that have continually risen due to increased fossil fuel 
combustion. This deteriorating air quality has been implicated as a key con-
tributor to the global burden of mortality and disease and has been responsible 
for over 8.7 million premature deaths—or about 18% of total global deaths in 
2018 (Vohra et al., 2021). It is also essential to point out that these health 
threats have the greatest impact on already vulnerable populations—such as the 
low-income and BIPOC communities—who often already have limited access 
to health care resources and services (Seeding Sovereignty, 2021). 

Of increasing concern are the massive amounts of waste generated by the 
health care industry’s increasing use of plastics. By the early 1990s, two-thirds of 
the United States’ landfills were already filled (Zaman, 2010)—and the health 
care industry is becoming a notable contributor to the world’s waste issue. 
Practice Greenhealth—one of the first organizations to promote environmental 
stewardship and sustainability within the health care setting—released a report 
estimating the total amount of waste annually produced by the health care 
sector to be over 5 million tons. Each occupied hospital bed contributes an 
average of 29 pounds of waste per day—creating over 14,000 tons of waste 
per day—with 25% of this waste consisting of plastic (Gibbens, 2019; Practice 
Greenhealth, 2022). 

One study looking to measure the environmental impact of hysterectomies 
found that a single procedure could produce up to 20 pounds of waste—much of 
which consists of plastic (Gibbens, 2019). Another study from Canada speci-
fically looked to calculate the waste generated by total knee arthroplasties 
(TKAs) and found that a single TKA generated an estimated 13.3 kilograms 
of waste: more waste than an average family of four produces in a week. When 
multiplying this amount by this hospital’s annual total of TKAs performed, 
they estimated that knee replacements alone would create an estimated 
407,889 kilograms (899,241 pounds) of waste (Stall et al., 2013). This waste 
occupies scarce landfill space and produces methane: a potent GHG that can 
trap heat more than 25 times that of carbon dioxide. Methane is a significant 
contributor to global warming, bringing a slew of health-related consequences 
(United States Environmental Protection Agency, 2021). In addition to me-
thane produced from solid waste contributions, the health care industry also 
contributes to GHG emissions when delivering care through energy consump-
tion, transport, feeding patients, and manufacturing products. In Health Care 
Without Harm’s first-ever estimate of health care’s global climate footprint, 
they reveal that “if the [global] health sector were a country, it would be the 
fifth-largest emitter on the [P]lanet”—emitting more than Brazil or Japan. This 
climate footprint is equivalent to the annual greenhouse gas emissions from 
514 coal-fired power plants (Karliner et al., 2019, p. 4). 
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There has been a dramatic growth of scientific evidence linking human 
health with environmental health within the last few years. According to  
Gerwig (2015), “the environment plays a role in nearly 85 percent of all 
disease” (p. 8), and the impacts on human health concerning climate change 
can already be linked to the global disease burden. Schroeder et al. (2013) 
state that the health care sector both “directly and indirectly cause some of 
the illness and health problems that they try to prevent and treat, so [they] 
clearly contradict one of the main guiding ethical principles of health care, 
primum non nocere—first do no harm” (p. 73). Increased impact on the en-
vironment through global warming is likely to have an even more significant 
role on human health globally through an increase in heat waves, extreme 
weather events, flooding, droughts, lack of freshwater sources, sea-level rise, 
and altered geographical distribution of insect vectors leading to increased 
communicable diseases. These impacts will subsequently augment global 
health inequities for vulnerable communities and increase mass migration 
(Karliner et al., 2019; Figure 7.8). 

Impacts Exacerbated by COVID-19 

As if long-standing impacts on both environment and health weren’t enough 
to address, the manifestation of the COVID-19 pandemic has further ex-
acerbated our destructive relationship with plastic and its effects on health. 
The spread of COVID-19 spurred the need for increased personal protective 
equipment (PPE) for not only health care workers but the public as well—and 
led to a monthly consumption of over 129 billion face masks and 65 billion 
gloves globally (Del-la-Torre et al., 2021). Given its high usage paired with its 
single-use design, one study estimated that if each individual in the United 
Kingdom wore a single-use face mask every day for one year, an astonishing 
66,000 tonnes of unrecyclable plastic waste would be generated (Dean, 2020). 
In response to this demand for creating more PPE, fracking and petrochemical 
manufacturing intensified (Ahmadifard, 2020), as did the resulting carbon 
pollution due to the high demand for both the manufacturing and transport 
of PPE around the world. 

Because PPE was created to be single-use, an overflowing amount of plastic 
waste is continually introduced into our waste streams. This results in an ex-
plosion of plastic refuse entering environmental spaces due to worldwide solid 
waste management systems that are overwhelmed and overburdened (Del-la- 
Torre et al., 2021). According to Zhang et al. (2021), if the current disposal 
patterns continue, “around 75% of plastic PPE waste related to COVID-19 will 
end up in landfills or ocean environments” (p. 1), and they also estimate that 
each face mask would take 450 years to fully decompose. If PPE is deemed 
infectious, it cannot be sent to landfills to decompose and instead must be in-
cinerated. Regardless, our atmosphere is polluted with GHGs, toxins, or other 
potentially dangerous compounds such as heavy metals, dioxins, and poly-
chlorinated biphenyls (PCBs) (Ahmadifard, 2020; Patrício Silva et al., 2021). 
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This growing evidence hastens our need to not only address our dependency 
on plastic within our lives and within the health care setting but also scrutinize 
how we respond to global emergencies. As with prior pandemics, the lack of 
knowledge concerning cause, severity, and transmissibility leads to a severe 
uptick in waste and single-use items due to uncertainty. But must it continue 
to be this way? According to Zhang et al. (2021), “although mismanagement 
of public health crisis is the priority, governments and health care systems 
must simultaneously implement strategies to mitigate the environmental con-
sequences of the pandemic” (p. 2). It is nonsensical that we address crises with 

Figure 7.8 Myopia: Harming in Order to Heal #8, 2019. Digital Photograph of Single-use 
Hospital Waste. 

Source: Emmanuel Christian Tedjasukmana.    
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temporary, quick fixes that will later come back to bite us even harder than 
before—and allow those with privilege and power to make situations worse for 
others who already have limited resources. It is vital that we “align our short- 
term goals of responding to the COVID-19 pandemic with our long term vision 
for environmentally conscious action” (Ahmadifard, 2020, p. 343). Considering 
that all the waste created throughout the COVID-19 pandemic will remain with 
us for an indefinite time, we must prioritize innovation and sustainability in 
preparation for the next disaster we may face. Referencing our response to crises,  
Ahmadifard (2020) states that “[it’s] important to emphasize that this pandemic 
is not the problem … Historically, sustainability and environmental quality 
have not been prioritized in the face of adversity … [they] do not have to be 
mutually exclusive” (pp. 344–345). We need to form solutions to health crises 
and global disasters that are circular, sustainable, and support our mission of 
healing for both the short and long term (Figure 7.9). 

III. Plan of Care: Remedies for a Dying Planet 

The Nurse’s Role in Combating Climate Change 

The 2018 Lancet Countdown on Health and Climate Change Brief for the United 
States of America calls attention to the fact that “humans need clean air, safe 

Figure 7.9 Myopia: Harming in Order to Heal #5, 2019. Digital Photograph of Single-use 
Hospital Waste. 

Source: Emmanuel Christian Tedjasukmana.    
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water, and vibrant communities to thrive, and climate change threatens these 
foundations of health and well-being … [and] is already harming American’s 
health” (Salas et al., 2018, p. 4). The Alliance of Nurses for Healthy 
Environments (ANHE) recognizes numerous positive health benefits of ad-
dressing climate change. These include improved mental health, decreased 
heart and asthma attacks, healthier lungs in children, less heat stress for workers 
and vulnerable populations, healthier pregnancies with healthier babies, fewer 
learning disabilities and incidences of ADHD and autism, and fewer hospital 
admissions (Alliance of Nurses for Healthy Environments, 2020). 

As part of our vital role and commitment to protecting, maintaining, and 
restoring the health of patients and communities while averting health threats, 
nurses have both a critical and ethical obligation to mitigate climate change 
in any way possible. Addressing the climate crisis will not only improve the 
public health of today’s and tomorrow’s generations, but it is also “an essential 
component to addressing the institutionalized racism and health inequities that 
are amplified in the incidence and death statistics of the COVID-19 pandemic” 
(Alliance of Nurses for Healthy Environments, 2020, p. 2). 

A recent study analyzing nurses’ environmental activism revealed that nurses’ 
activism is triggered by threats to human health (Terry & Bowman, 2020). Nurses 
have always acted as first responders during public health crises, and the current 
COVID-19 pandemic is the latest example of our continual presence, resilience, 
and dedication to our communities (Morin & Baptiste, 2020). Around the world, 
nurses have historically been influential changemakers in advocating for im-
provements in public health. We are recognized for our roles as political activists, 
influencers for health policy changes, public educators, and advocates advancing 
positive changes within our communities. With a global workforce of around 28 
million nurses (Woods, 2020) and as “America’s Most Trusted Profession” for the 
20th consecutive year in Gallup’s annual “Most Honest and Ethical Profession’s 
Poll” (Senior, 2022), nurses have rapport and deep connection with communities. 
As a result of this connection, and because nurses have always been skilled in 
distilling complex and vital information and making it more accessible, under-
standable, and relatable in every way possible (Alliance of Nurses for Healthy 
Environments, 2016), we have crucial opportunities in educating the public and 
raising awareness on how negative impacts on climate have direct implications on 
our physical and mental well-being (Gallagher & Dix, 2020). 

This essential information needs to continue beyond just the education of our 
patients and urgently needs to extend to the public sector. We need to educate 
the heads of hospitals, health care industry leaders, local policymakers, gov-
ernments, and international leaders that influence the policies that directly 
influence global health outcomes (Brokaw, 2016). To achieve this, nurses 
should be heavily involved in politics as the decisions made in legislation affects 
the various aspects of health for every community member—including our own. 
Because of this significant influence, experience, and knowledge, we as nurses 
should be educated, trained, and supported to be involved in politics and po-
licies involving health. We should be invited to influence decisions and sit in 

Metastatic Growth 125 



places of power. Furthermore, our employers must allow us to vote—even while 
on the job (Brokaw, 2016). Because we are a diverse group with one of the 
largest workforces, nurses of every type should also hold positions on boards, 
committees, design teams, advisories, and councils—and maintain offices at the 
local, state, and federal levels. 

There are so many ways to revolutionize and rebuild our toxic health care 
system and restore the health of our Planet—and I believe that education and 
awareness are essential to making this change. Just as continuing education and 
community involvement are necessary experiences for established nurses, this 
knowledge and practice should also be incorporated into our nursing curriculum 
from day one. Nursing students need to be aware of their capabilities to protect 
health in ways that extend well beyond the bedside. Curriculum and practice 
should also include health care policy education (Brokaw, 2016; Nash, 2021), 
history of nursing activism, nursing politics, climate justice, and environmental 
education that directly links the Planet’s health with human health and well- 
being. Students should be taught that nursing scope of practice includes being 
stewards of the environment, advocates for its protection, and leaders in 
transforming health care. We need to empower our nurses from day one and 
show our students what change, ingenuity, and impact we are capable of. As 
experienced faculty, preceptors, and mentors, we need to be living examples of 
this if we are to ever radically change the way we practice and how we view 
health (Figure 7.10). 

Figure 7.10 Myopia: Harming in Order to Heal #10, 2019. Digital Photograph of Single- 
use Hospital Waste. 

Source: Emmanuel Christian Tedjasukmana.    
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A Radical Imagination for Health Care 

Will it ever be possible for health care to fulfill its mission of providing safe 
care without further harming the environment and negatively impacting 
the health of future generations? Our plight with global warming is in-
credibly complex and complicated by various influences—including the 
health care industry’s continual contributions. Because of our indifference 
and delay in intervention, we have pushed the limits of polluting and ex-
tracting for so long that we are teetering on the point of no return (Harvey, 
2022). Regardless of how wicked this problem is and how daunting it may 
be to solve it, we know that we can no longer afford to push these issues 
aside. The life of every living thing—including the very Planet we reside 
on—depends on it. We are well beyond the point of temporary quick fixes: 
we require everyone’s involvement to halt further damage to our health 
and the health of the Planet. Climate change has to be addressed on every 
level: every individual, community, corporation, industry, governing body, 
and country on the Planet. To begin this vital process, however, we must 
start with significant shifts within our frame of thinking. Our current systems 
are created to exploit, extract, and profit off problems. They are not set up to 
be changed and uprooted, and solutions conceived to fit within these pre 
existing systems are often too limiting. To achieve a world in which we want 
to live, we must allow ourselves to radically imagine solutions that aren’t 
restricted to the confines of our current systems. With radical imagination, 
“the idea is not to devise a plan that would work under current systems— 
but to use the tools of oppression to shape a utopian future” (Atmos, 2022, 
slide 6). 

One change in mindset that would act as a significant catalyst for addressing 
health care’s environmental impact would be to repair our relationship with 
Mother Earth. As health practitioners, we desperately need to reorient and 
reorganize our priorities by holding our Planet’s health first and foremost. Our 
twisted view of owning the Planet and doing whatever we please with it is 
severely deranged, and we can no longer pretend that Earth is ours to misuse. 
No longer can we act as parasites if we are to survive for more than a few 
generations. We must live symbiotically, in harmony, and with full respect for 
nature. Given the data correlating climate change with health, it is blatantly 
evident that the health of all living things is directly linked to that of the Earth, 
and we “draw spiritual sustenance from nature in all its beauty and diversity” 
(Schroeder et al., 2013, p. vii). As a result, care of the Planet is now regarded as 
preventative health (Schroeder et al., 2013)—and it is our utmost duty to 
prioritize and lobby for policies, laws, research, innovation, and funds that 
protect our land, air, and water. To be clear, our goal is never to compromise 
the quality of care but instead to drive the industry to become net-zero in its 
emissions and impact—all of which will enhance health (Cohen, 2021). 

Furthermore, the health care industry needs to be exemplary leaders of this 
movement for other sectors to follow, and we need to collaborate on all fronts to 
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achieve and promote this (Karliner et al., 2019). It is hypocritical to vow 
to uphold the tenets of health and then support practices that extract, exploit, 
pollute, abuse, and irreversibly damage our Planet’s well-being. We must 
prioritize the health of the Planet and factor this within our health praxis. We 
must resist ecocide. Gone are the days when our health care industry can 
consume large amounts of energy and natural resources while simultaneously 
generating harmful waste and emissions in return. We must espouse sustainable 
thinking: a view that “meets the needs of the present without compromising the 
ability of future generations to meet their own needs” (Schroeder, 2013, p. 17) 
with circular economy: one that “instead of consuming and polluting, it re-
generates and restores” (Karliner et al., 2019, p. 29). This collective mindset 
must be at the core of how our industry functions: continually questioning and 
focusing on how our care will affect the Planet and its patients. Being that 
consumption of fossil fuels is at the center of health care emissions (Karliner 
et al., 2019), we are led to the idea that to be of a circular and sustainable 
mindset, the divestment from fossil fuels by health institutions is a crucial step. 
Doing so would make substantial strides toward counteracting our negative 
impacts on the environment. Through this, we can fulfill our mission of pro-
moting health equity and climate justice: and it is well within our power 
to do so. 

Gary Cohen, president of Health Care Without Harm and Practice 
Greenhealth, states that “health care is one of the few industries that has the 
economic clout, the scientific expertise, the public credibility, and perhaps most 
important, the motivations and mission to ‘do no harm’ and to change practices 
that may cause harm not only within its sphere of operations, but through 
pressure on its supply chain, on a national, economy-wide scale” (Gerwig, 2015, 
p. 14). With the global health care sector spending over $7.2 trillion annually— 
close to 10% of world gross domestic product—“the health care industry as a 
whole has a great deal of economic power in directing policy changes and de-
manding that their suppliers utilize circular, sustainable, and green approaches 
that find innovative alternatives that are climate smart” (Karliner et al., 2019, 
p. 8). With this powerful influence, the health care industry undoubtedly can 
drive us toward a sustainable culture in which health, equity, renewable energy, 
and circular innovation are built-in into our core and how we function. In 
setting this precedent, we also lead the movement of breaking free from fossil 
fuel dependency—and we can finally show the world what genuine commitment 
to the Planet, health, and our future looks like (Figure 7.11). 

Conclusion 

The need to disrupt this ongoing paradox of harming in order to heal is an 
urgent one. We are far from being in an ideal state. We need to change how 
we practice and provide health care in radical ways. My hope is that through 
all the data, research, words, and art, something profoundly connects with 
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you and inspires you to view the meaning of health—and the health of the 
Planet—differently. I hope it changes your relationship with the Earth. I 
hope some part of it changes how you view your practice, capability, influ-
ence, and power as a nurse. We need to step up and intervene if we are to 
truly support environmental health, preventative health, equity, and climate 
justice. We have the power to be the drivers of the change we want to see 
and fight for the future of the Planet. Let us never underestimate our ability 
to provoke change and protect this tiny blue dot we all inhabit and call our 
home. Let us band together as a connective tissue that works together to 
create bodies of movement and resonant action. In doing so, we collectively 
move toward a more fantastic, brighter, and just future (Figure 7.12). 

Figure 7.11 We Are the Children of the Future, 2019. Mixed Media Sculpture: Tape, 
Hospital Waste. 

Source: Emmanuel Christian Tedjasukmana.    
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Part III 

A Radical Imagination 
for Nursing  

If section one concerned itself with histories of nursing and how they shape 
the order of things and section two attended to the realities of the present, 
section three marks a shift toward something more speculative, namely a ra-
dical imagination for nursing. Radical imagination, following the collective 
vision of radical scholar-activists Haiven and Khasnabish (2014), is simply 
“the ability to imagine the world, life, and social institutions not as they 
are but as they might otherwise be. It is the courage and the intelligence to 
recognize that the world can and should be changed. The radical imagination 
is not just about dreaming of different futures. It’s about bringing those pos-
sibilities back from the future to work on the present, to inspire action and 
new forms of solidarity today” (2014, p. 4). Learning from the past, imagining 
the future, building in the present. Radical imagination is as palpable as it is 
ephemeral, both visionary and pragmatic. 

For this section, we invited authors to conjure what is possible, setting aside 
what is current or what is likely. Here we were also inspired by Angela Davis’ 
admonition that “You have to act as if it were possible to radically transform the 
world. And you have to do it all the time” (Davis, 2014). In bringing this kind 
of ethos to nursing, we acknowledge that without imagination, we are resigned 
to reinscribing the status quo, over and over and over again in ways that harm us 
as nurses and in ways that harm the folks we accompany in care. We decline to 
accept the way things are because we see things that should - and can - change. 
And we see radical imagination as innate to the project of nursing, should 
nursing choose liberation. This section comprises three chapters, which include 
provocations for thinking about what might be in a future that centers practices 
of decoloniality, harm reduction, cultural safety, and ethics. 

The journey in radical imagination begins with nursing education scholar 
Blythe Bell, who invites readers to imagine what nursing might look like, should 
it engage in practices of what Bell calls “settler harm reduction.” Examining the 
harms of white-normative assumptions in nursing, Bell acknowledges that 
widespread anticolonial and antioppressive efforts are in their infancy and teases 
out the tensions created when nursing purports to value de- and anticolonial 
efforts but fails to create spaces that are safe for Indigenous, Black, and Brown 
peoples. In imagining what might be necessary conditions for all comers to grow 
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and flourish within nursing education, Bell offers generativity, a noncompetitive 
and collaborative approach to nursing episteme, as a remedy to the harmful and 
combative methods that have characterized nursing education thus far. In 
embracing generativity and noncompetition, it is possible to understand nursing 
educators as part of community subjectivity - nonhierarchical - interrogating the 
legitimacy of grading amongst other hierarchical practices rooted in con-
solidation of power. Bell concludes with teachings from the Coastal Salish 
peoples, situated and contextual as local to Bell’s work, reminding us that “there 
is no conclusion to work that is unending.” 

From thinking about what it takes to reduce the harm imposed by nursing 
education - and thus by nurses on the folks in their care - Ruth De Souza’s essay, 
“Using Arts Based Participatory Methods to Teach Cultural Safety,” moves to 
ensuring safety through arts-based methods in Chapter 9. Sharing her reflections 
on teaching Cultural Safety in undergraduate nursing in Australia, articulating 
the colonial history of Australia and outlining the development of Cultural 
Safety, a framework developed by Maori nurses to transform the health impacts 
of settler colonial systems and practices. De Souza positions herself within this 
milieu, problematizing her own location within the academy as both outside 
whiteness and also complicit with the colonial project. De Souza excavates her 
efforts at unsettling whiteness in nursing through two case studies wherein 
she partnered with First Nations and racialized artists to bring arts-based 
pedagogy to nursing as a praxis of critical reflection. She concludes with a call to 
transformation for nursing, building Cultural Safety while interrupting the re-
production of violent and white supremacist norms, beginning with nursing 
education. 

Chapter 10, parts I and II are a master class for nurses thinking with tech-
nology. Here, nurse inventor Rae Walker introduces an essential lexicon 
for nurses in Chapter 10, part I, “Artificial Intelligence for Health and Care 
Is Not Inevitable: Introduction and Critical Vocabulary,” attending to concepts 
including artificial intelligence, medical gaslighting, matrix of domination, 
technochauvanism, algorithmic exceptionalism, abolition, and communities of 
practice, situating these concepts in the context of nursing. This serves as an 
introduction, an opening to Chapter 10, part II, entitled “Artificial Intelligence 
for Health and Care Is Not Inevitable: Ten Commitments to New Futures.” 
Here, Walker outlines ten critical agreements necessary to imagine technologies 
that can support health and care. These commitments are far-reaching and 
engage concerns raised by Bell and De Souza regarding harm reduction, antic-
olonialism, antioppression, and safety. Walker’s expansive vision for artificial 
intelligence (AI) in new futures for health and care includes attending to the 
sociopolitical realities of technology and the matrices of domination that 
shape reality. This requires critical perspectives to minimize harm and foster 
safety for those who are most likely to be harmed by technology (or its uneven 
application). Doing AI, Walker contends, demands that we prioritize human 
relations while interrogating the harms and biases that may proliferate in AI and 
big data. To move toward just futures for nursing, Walker suggests that we 
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embrace a queer, feminist politics of refusal while attending to the planetary 
impact of the technologies we develop. Ultimately, Walker notes that AI for 
health is neither intrinscially good nor intrinsically bad, no more certain than 
the futures yet to be built, all the more reason to engage a radical imagination to 
lean into liberatory futures and “break shit along the way.” 
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8 “Settler Harm Reduction” in 
Nursing Education: Generativity 
Not Hierarchy 

Blythe Bell (she/her)    

In this chapter, situated in this particular anthology, I take the liberty to assume 
rather than argue for an anticolonial and anti-oppressive future for nursing and 
nurses. From this perspective, we see that nursing education acts as a colonial 
enterprise, that it is in need of decolonization, and that decolonization as of yet 
has been taken up only metaphorically (Tuck & Yang, 2012). Decolonization 
is described as “[…] a position of intelligent inquiry that is meant to unsettle 
and disturb, which when synthesized transforms” (Dei, 2016, p. 38), or an “in-
telligent, calculated, and active resistance to the forces of colonialism that per-
petuate the subjugation and/or exploitation of our minds, bodies, and lands […]” 
(Wilson et al., 2005, p. 223 in McGibbon 2014, p. 4). A nonmetaphorical de-
colonization requires an abolition of colonial systems of domination in terms of 
land ownership, Indigenous sovereignty, and epistemological and ontological 
validation, dissemination, and development (Dei, 2016; McGibbon et al., 2014;  
Tuck & Yang, 2012). Dr. Eve Tuck and Dr. K. Wayne Yang (2012) argue for 
the acknowledgement, at least, that any imaginings of settler futurities are in-
commensurable with true decolonization, even if such imaginings radically 
subvert power systems. They warn against resting in a radicalism that does 
not engage with settler colonialism through the de-occupation of lands and 
thus dispossession of settlers and displaced people of all histories, lest we silently 
re-inscribe a colonial entitlement and subvert our own radicality. And so I in-
troduce this chapter, written from my White1 settlerhood2, with the caveat that 
it will not go far enough, and the acknowledgment that privileging decolonial 
imaginings from my standpoint is inherently problematic. Nevertheless, I at-
tempt to engage with notions of anticoloniality in terms of epistemic justice, 
dismantling hierarchy and processes of exclusion, and abandonment of con-
ventional assessment and evaluation practices; perhaps what Tuck and Yang 
(2012) name settler harm reduction, for the betterment of nursing education and 
the safety and well-being of nursing students. I do so out of commitment to 
developing anti-oppressive nursing environments and I intend to tread with care 
into necessary engagement without invoking White supremacy nor imposing 
entitled Whiteness. I embrace being accountable to the certain gaps in my 
perspective. A second caveat; since this writing is an exercise in radical imagi-
nation, it does not claim methodological rigor nor exhaustive articulation of 
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nuances or structural realities that contribute to nursing’s present. It will surely 
offend some with its generality, some who do not, or do not wish to see them-
selves as part of harmful education, and some who are entrenched in the ilusio of 
nursing science and status. 

A Critique of the Status Quo 

In this writing, we humbly accept that anticolonial nursing knowledge, theory, 
and praxis are in their infancy. Since the foundations of Euro-American pro-
fessional nursing are race, class, and sex and gender elitism (McGibbon et al., 
2014) aimed at attaining societal status through fictional hierarchy (Bell, 
2021), our anticolonial and anti-oppressive growth and development must not 
rely on any foundations of nursing that have not been robustly dissected and 
digested. This leads me to the first of two reasons for the proposition of this 
chapter; we are in a place of unknowing. There is not a formula or model yet of 
what nursing should look like in a decolonized reality. This is not to say there 
isn’t guiding anticolonial, decolonizing, Indigenist, anti-oppressive, aboli-
tionist, and post-humanist scholarship (see Bearskin et al., 2021; Dei, 2016;  
Dillard-Wright, 2021 and many more), but that nursing has clung to its bio-
medical, racist, and exclusionary roots (McGibbon et al., 2014), and has re-
mained trapped in extractive capitalism via its willing participation in colonial 
institutions of education and healthcare, rather than transform to be of and for 
the people. Where there is no formula, when we do not know where we are 
going or what we are headed to, is not a position of humility the most authentic 
and integrous path forward? This is arguably not the case in much of con-
temporary nursing education. I don’t believe we have been brave or humble 
enough to approach students from this unknowing, and yet it is apparent that 
students can clearly see it. In my experience, students are frustrated with the 
piecemeal and often superficial social justice rhetoric, and with the stark ab-
sence of information about the historical and present-day complicity of nurses 
in colonial violence in their education beyond discrete and isolated courses or 
learning experiences (S. Jungwirth & M. Louie, personal communication, 
October 19, 2021). Further, today’s nursing student is not ignorant to the faces 
of oppression. They can see the racial makeup of nursing departments, can feel 
the heteronormativity and the ableism, and can hear the absence of a critical 
appraisal of gender(s). Which brings me to the second reason for the idea 
I am about to propose; many nursing students are not okay in our care. That 
nursing education is situated in both extractive capitalist and colonial struc-
tures significantly impacts students and the quality of education every day 
(Valderama‐Wallace & Apesoa‐Varano, 2019). Where the (barely) hidden 
curriculum is positivism, white supremacy, and capitalism couched in terms like 
validity, rigor, excellence, disciplinary knowledge, evidence-based practice, 
and professionalism … where students compete against each other for admis-
sion, for awards, for clinical placements, for mentorship, and for visibility … 
where they are consistently gaslit by faculty and administration through 
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discourses of professionalism and accountability: our students are not okay. The 
educational environment we are providing nursing students is not one of trust 
or growth or genuine inquiry; it has historically harmed, and continues to harm 
students, especially those who live in and with marginalized identities. The 
education we are providing nursing students reproduces Eurocentric, colonial 
ontologies of White supremacy, humanism, classism, ableism, sexism, and 
compulsory heteronormativity by avoiding robust critique of nursing founda-
tions, and by treating anti-oppression and Indigenization as discrete, en-
capsulated special considerations. This education models how to harm people 
even while it claims to produce professionals that help people. That nursing 
school is often not an environment of trust, though we demand our students be 
trustworthy, and not an environment of supported growth, though we demand 
that our students support the growth of their clients, and that we teach our 
students that racism and xenophobia have no place in health care, but have not 
corrected our White dominance or compulsory heterosexuality, defies the in-
tention of liberatory education and imposes a profound cognitive dissonance as 
we model a “do as we say, not as we do” ethic. 

This chapter aims to radically address the incongruence between claiming a 
critical social justice education, but not providing a just environment toward 
the health and wellbeing of nursing students, and our communities broadly. 
And more specifically the incongruence between claiming to value decolo-
nizing efforts but not maintaining an environment in which it is safe to be 
Indigenous, Black, queer, or radical and disruptive. The proposition at long 
last is that while, but not only while, anticolonial nursing frameworks are in 
their infancy, nursing education will be theoretically emergent and structu-
rally noncompetitive. We will stop reiterating and reinstating the nursing 
canon, many theories of which were developed through privilege and exclu-
sion (McGibbon et al., 2014), and we will support the development of a 
nursing future that might not look anything like nursing’s present or past. 
Nursing students will self-direct and self-evaluate their personal and in-
tellectual growth through processes of critical inquiry. Nursing education will 
be action research, if you will, while we collaboratively and creatively, with 
and in community, re-shape nursing. This chapter makes a case for imagining 
an educational exchange that subverts capitalist and colonial hegemony, 
values the wellbeing of the humans who are nursing students as much as the 
theoretical healthcare recipients, and trusts these humans to be invested in 
their own development. I explore the possibility of nursing education as 
generativity rather than conformity, and nonhierarchical epistemically and 
structurally. 

Nursing Education as Generativity 

Dr. George Sefa Dei (2016) explains that decolonizing the academy will require 
an “epistemic community to develop and nurture hope, dreams, and aspirations, 
and to transmit energy for this work” (p. 37). They also name the process of 
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disrupting dominant knowledges as “intellectual combat” (p. 37). I see gen-
erative nursing education as dwelling uncomfortably, but necessarily and 
hopefully, in this space of collaborative building and simultaneous decon-
struction. To face a radical future authentically and not symbolically, nurse 
educators will need to disengage from our nursing identities as constructed 
through the existing nursing canon to invite a thorough deconstruction of 
nursing thought and disciplinarity; to engage in combat with our own developed 
intellect. This radical imagining does not include trying to save or patch up 
nursing theory to make it more suitable to a decolonial metaphor. It does 
however include critical inquiry into the development and reproduction of 
nursing thought and disciplinarity toward a critical consciousness from which to 
grow. Dr. Kylie Smith (2019) implores us to transform by taking account of 
nursing history and present because though we aim to step outside of this un-
broken (colonial) system (K. M. Smith & Foth, 2021), we must maintain an 
acute awareness of the sociality and political economy (Dillard-Wright, 2021) 
that White supremacist nursing was born of, lest we reproduce an astounding 
lack of self-awareness and self-interrogation such as, I argue elsewhere, nursing 
performs with gender (Bell, 2021). Dr. Linda Tuhiwai Smith (2013 in  
Shahjahan, 2005) explains that the tools of knowledge production used in 
academia are those that have been used to legitimize colonization, and as such 
“have no methodology for dealing with other knowledge systems” (p. 226). They 
are tools for epistemicide not plurality, and as such, clinging to them for vali-
dation reinforces a knowledge hierarchy and communicates a disregard for 
epistemic justice. A recommendation of Dr. Dei (2016) is interdisciplinary and 
institution-wide introductory university courses that ground students in 
critical perspectives toward deconstructing rather than re-inscribing knowledge 
hierarchies, problematic histories, and social and institutional power relations. 
While there are certainly many educators committed to introducing critical 
perspectives and developing analytic potential in first-year nursing students, 
I contend that the conventional nursing indoctrination agenda mobilized 
in introductory nursing courses broadly, acts as a significant barrier to this end. 

Generativity 

I argue here for a commitment to emergent nursing knowledge and praxis in 
nursing education based on principles of deep humility, collective epistemolo-
gies and contextualized ontologies, and mutual aid, as recently proposed by 
Dr. Jess Dillard-Wright (2021). By deep humility, I refer to the willingness of 
nurse academics to dis-associate from encultured nursing norms and cede the 
position of authority over nursing knowledge development. A commitment to 
collective epistemologies invokes a plurality and a commonness of knowledge 
possession. “In Indigenous epistemology, knowledge is not a commodity that 
some have while others do not; it cannot be possessed or controlled by edu-
cational institutions or academics as it is a living process meant to be absorbed 
and understood” (Battiste, in St. Denis et al., 2009, p. 82). Locating knowledge 
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within communities privileges relevance and inherent validity over the re-
production of standardized ontologies, especially those constructed as universal. 

I wish to extend Dr. Dillard-Wright’s (2021) path to mutual aid of rejecting 
the power-over and outside-of dynamic of nurse to patient and nurse to com-
munity, to the power-over dynamic of educator to student. I will take up the 
negative construction of student more later, but here I draw attention to the 
generative possibilities that lie dormant when we (educators) exclude students 
from the community of knowledge holders we assume ourselves to be. Read from 
a slightly different angle, I wish to invoke Dr. Dillard-Wright’s (2021) statement 
that “the way we set ourselves outside the community to legitimize authority 
is also the mechanism by which we martyr ourselves” (2021, p. 6). While we 
scramble to re-fresh our curricula to an “Indigenized” shine, or add stock images 
of people of color to our slide decks in order to maintain an image of currency 
and expertise, we are in fact digging ourselves deeper into irrelevance. It will 
never be enough to Indigenize a colonial curriculum in a colonial structure 
because the incongruence screams insincerity. In fact, Dr. Ali Drummond 
(2020) contends this sprinkling of Indigenous ontology or perspective is itself 
extractive capitalism since the result benefits the institution and not Indigenous 
people. As educators and nursing leaders, we must be willing to admit that in 
our current educational structures and epistemologies that are dominated by 
Whiteness and the spectrum of exclusive normativities, we cannot educate 
people safely to care for people safely. Dr. Sefa Dei (2016) prescribes a radical 
inclusivity in the academy to invite marginalized and historically excluded 
perspectives, standpoints, and ontologies, and the humans they live in, to 
challenge the hegemony and demand more. Leaning again on Dr. Dillard- 
Wright (2021), it bears considering what is deemed radical in an environment, 
and in this case where it means to extend humanity and dignity to all people, 
radical is absolutely elementary. The point being, however, that neither the 
curriculum nor the environment of a hegemonic nursing education can be fixed 
before we dismantle the systems of exclusion that hold it up. And so, humility 
and collaboration, mutuality and reciprocity, as people and community mem-
bers, is necessary toward generating relevantly supportive nursing frameworks. 

Nursing Education as Noncompetitive 

Suggesting that nursing education exists in a noncompetitive structure is not 
different than suggesting nursing education be generative; these ideas work 
together to create an environment of growth very different from what I see and 
participate in today. To be clear, I do not speak for nursing students when I say 
they are not okay. Perhaps more important is that my claim not come across as 
condescending or infantilizing. I hope to communicate the opposite in fact, that 
the construction of student in our hierarchical environments is often negative, 
detrimental to their development, and at worst violent. The people who are 
nursing students are often treated as unknowers, as if their lived experiences 
before nursing school were irrelevant. They are often constructed as disengaged, 
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irresponsible, and dishonest, especially if we consider the energy nursing schools 
put into surveillance technology at the onset of the COVID-19 pandemic 
(Darbyshire & Thompson, 2021; Walker et al., 2020). Further, their family 
and social lives, responsibilities, and cultural and structural needs are regularly 
dismissed as superfluous. Students are socialized into nursing’s hierarchical on-
tology and domineering approach upon entry when they are told that school 
needs to come first, and that if they don’t abide (as if it were optional), they likely 
are not cut out for the discipline. Dr. Philip Darbyshire and David Thompson 
(2021) invoke Apple’s (2016) “epistemological fog” as a mechanism by which 
educators claim to not understand the context students exist in, and by which 
they can remain distrustful of students’ values and intents. My claim then that 
many nursing students are not okay is grounded in this construct of power-over 
and disrespect that is mobilized in a colonial and thus fundamentally exclu-
sionary and oppressive environment, and not at all in any notion of deficit 
on their part. 

An impact of the marketization of higher education is the expectation that 
learning strategies and resources will be delivered in a service model of en-
gagement, rather than an embodied development (Darbyshire & Thompson, 
2021; Serrano et al., 2018). This marketization also results in a primacy of 
grades over learning; a focus on success rather than process (Serrano et al., 
2018). This, in combination with prescriptive education in the form of rigid 
learning outcomes, frames knowledge as a discrete object that is bought, paid 
for, and transferred from university to student. The longstanding and dire 
nursing shortage alongside a wider recognition that contemporary education is 
colonizing and oppressive puts baccalaureate nursing education into an “on-
tological crisis” (Serrano et al., 2018) where we are paralyzed by a trifecta of 
demands to: quickly produce bodies with skills to service the health care 
industry; decolonize and thus transform the hegemonies in nursing education; 
and maintain societal and (Western) scientific legitimacy to not lose our share 
of status or of the health care market. These are just some of the conditions 
the people who become nursing students are entering the profession in and are 
responding to, and so a tendency to criticize their academic comportment 
generally ought to be more thoroughly contextualized. Is it really just the 
students behaving badly? Or is there (so much) more to that story? Just as 
nurses deny themselves the subjectivity of community member and care- 
receiver (Dillard-Wright, 2021), so too do we deny nursing students from 
occupying these positions. It’s as if once people become nursing students, they 
are in purgatory; no longer community members with lived experience, but 
also not yet professionals with sanctioned knowledge; at once unknowing and 
untrusted. 

What I did not articulate in the aforementioned section about the con-
struction of student is the diversity among how the people who are nursing 
students may be constructed based on their identities, real or perceived. In 
speaking generally about nursing students, I do not mean to imply they are 
all affected similarly by the hegemonic colonial environment. So, despite my 
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argument that nursing students are cast as unknowers, certainly some bodies, 
and thus their embodied knowledges, are more respected than others. 
Namely those knowledges that reflect back colonial values and scientific 
rationalism, and are housed in bodies with cultural capital in a Western 
academic setting. Dr. Dei (2016) says that “decolonizing the academy is 
about subversion, putting a critical gaze on structures and processes of edu-
cational delivery that continually create and reproduce sites of marginality 
and colonizing education for learners” (p. 28). The structures and processes I 
imagine dissolving are those of grading, educator-led evaluation, and pre-
scriptive learning outcomes. The evaluation and grading schemas of higher 
education are designed to reproduce hierarchy, to discriminate, and to create 
margins. Importantly, they are neither independent nor objective as they 
are tools designed by a system that defines its own parameters of validity 
(Dei, 2016) and are employed by the people who are educators. People who 
are seasoned with their own complex socialization, motivations, and sub-
versive and/or cooperative relationship with the academy. Dissolving these 
apparatuses dissolves some of the oppressive hierarchies among students and 
dissolves the potential for these tools to be weaponized, intentionally or 
unintentionally, by educators. 

Ungrading 

The legitimacy and value of grading is certainly contested and I make a case 
here for abandoning grading altogether. Literature on ungrading lives pre-
dictably in educational scholarship, where there is more explicit commitment to 
investigating and critiquing pedagogies, and andragogies more specifically. 
Nursing, and other disciplines, have to contend with andragogical theory, skills, 
and approaches as supplementary to what is of interest, and of benefit to be of 
interest, to the discipline. The whole grading schema of formal education is so 
entrenched that it can feel inevitable. Dr. Darbyshire and Thompson (2021) 
explain that an ideology of inevitability frames “alternative perspectives as 
idealistic, naïve, elitist or frankly threatening” (p. 3). They also name a “fe-
tishisation of metrics” (p. 3) that in part accounts for a reliance on measurement 
in nursing education. Nurses and nursing are measured against the dominant 
epistemological and ontological norms of the Western academy, namely bio-
medicine and quantitative measurement as truth. So when the perennial battle 
over nursing’s legitimacy is considered, does a departure from measurement in 
learning elicit significant fear of reprisal? The real discord here though is that 
the measurements of learning that we employ throughout nursing education 
that we purport maintain rigor and define excellence are not at all scientific. Are 
we clinging desperately to constructs that are only symbolically scientific in 
order to prove our legitimacy through adherence to science? Assumptions that 
grading provides objective evaluation of knowledge, motivation for student 
learning, or constructive feedback operate as rhetoric rather than evidenced 
reality (Schinske & Tanner, 2014). 
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Another curiosity in the measurement of nursing learning is that in the 
practice environment where students have hands-on patients and their phar-
maceuticals, we often employ pass/fail evaluation, forgoing the opportunity to 
establish hierarchy or margins in the actual practice of nursing. To be clear, I am 
not suggesting this should be otherwise, but drawing attention to the fact that in 
nursing pass/fail evaluative structures are already legitimated, and in the highest 
risk learning environment at that. That we already use pass/fail systems of 
evaluation in practice and lab settings also indicates that the application of 
grading schema in other courses is unnecessary and is done out of compliance 
and complicity with a colonial ontology that seeks to legitimate privileging the 
privileged and gate-keeping the rest. 

A structural piece of this privileging system that keeps it in place is merit- 
based financial awards. Students are literally competing against each other for 
material support and so will value the grade and the effort required to achieve 
it, regardless of whether it is otherwise meaningful. These arbitrary numbers 
assigned through the undeniable subjectivity of their educators dictates who is 
worth supporting and who is not. Knowing that the people who find it easiest 
to perform the requisite “learnerism” (Macfarlane, 2013 in Darbyshire & 
Thompson, 2021) are those with significant cultural capital and/or those who 
have fewer competing demands on their time, the people who are deemed 
worthy of material support are often those who are already privileged. “Perhaps 
if the tyranny of grades and the competition to ‘outperform’ peers were removed, 
students could experience learning, disappointment, excitement, discovery and 
improvement without the artificial attribution of a score” (Darbyshire & 
Thompson, 2021, p. 3). Distributing available capital resources according to 
financial need rather than subjective metrics of human value would in and of 
itself changes the landscape of competitive and perhaps performative learner 
engagement. 

Self-directed Learning 

An ungraded educational environment in this imaginary engages in con-
structive evaluation methods that aim to develop the knowledge-bearing person 
in ways that are relevant to them. This can include self-, peer-, and educator-led 
evaluation, but to remain aligned with the ethic of student as embodied knower 
and community member, I suggest that evaluative primacy rests with the person 
as student themselves. Dr. Kevin Kumashiro (2000) discusses the unknowability 
of the educational exchange in his work on anti-oppressive education. An 
educator can never know how a teaching has been heard, received, interpreted, 
and integrated by a learner, and it is perhaps insincere to assume that a learner 
can ever exactly communicate to an educator what has been learned or em-
bodied by them through the process; each individual’s complex web of self and 
world understandings projected onto the communication. The learning really 
ought to be evaluated then by the bearer of that knowledge, and not from an 
outside perspective. 
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In keeping with this valuation of self-assessment, and of student as com-
munity member, the development of contextually appropriate nursing 
knowledge may well rely on students also developing their learning aims. If 
we understand curriculum as a political text (Keesing-Styles, 2003) and ac-
cept the unknowability of individual students’ social politic, then we cannot 
presume, as educators, to know the specificity of relevant learning for them. 
The people who are nursing students “are capable of generating assessment 
strategies and criteria that have immediate applicability and validity in re-
lation to the context of their work and everyday life” (Keesing-Styles, 2003, 
p. 15). Andragogical strategies of social learning such as poverty or inter-
cultural simulations may provide fundamental learning for some students but 
also risks harming the students who live the content of these simulations. A 
student with lived experience of poverty will know whether such a learning 
opportunity would be of use to their development or not. Maintaining a 
universal nursing education that is made up of mandatory components for all 
students either exposes an assumption that the marginalized Other does not 
exist in the program, or that the presumed learning needs of the dominant 
student body are prioritized over mitigating harm to individuals. Further, 
ceding power over the specific educational path toward comprehensive 
nursing knowledge could mitigate potentially harmful conditions where the 
people who are nursing students are required to evidence their marginality 
and its ensuing embodied knowledge, in order to be excused from harmful 
learning experiences. What if students were supported to explore the land-
scape of nursing knowledge and construct an educational path that was in-
dividualized in terms of their holistic learning needs toward becoming a 
nurse that is prepared to engage in the generation of health and wellbeing 
alongside community members? 

Coast Salish Teachings 

I have suggested throughout this chapter that nursing knowledge should rest on 
community priorities and local contexts. I have also throughout the writing 
leaned on Indigenous scholars (and others) from across Turtle Island and be-
yond. In order to resist the reproduction of a pan-Indigeneity, and to honor 
the knowledge of the people and land that I occupy, this writing needs to be 
grounded in local knowledge. For this, I engage with the teachings shared by 
Coast Salish Elders, Knowledge Keepers, and community members with the 
University of Victoria for the development of their Indigenous plan (University 
of Victoria, 2016). The principles or teachings shared in this public document 
are intended for all students, faculty, and staff to engage with as a framework 
for our work toward an anti-racist environment where Indigenous people can 
thrive through processes of decolonization and Indigenization. As both a current 
student and faculty member at this institution, I believe I am engaging appro-
priately with the four teachings in applying them here to my work, to the depth 
I am able in absence of relationship to the knowledge holders. 
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He kw s l’elexw’tala scela en’s—Remember Our Ancestors 

This teaching guides us to acknowledge and honor the stories, the people, 
and the knowledge of the land we occupy, and also those of our own 
histories. In the context of an anti-colonial nursing education, this teaching 
guides us to engage with local communities and epistemologies. It also guides 
us to honor the cultural knowledge that students arrive with rather than 
encouraging or demanding epistemological and ontological conformity. 

N mat gwens cey’i—Work Together 

“While individual strands of cedar are strong on their own, they are stronger 
when braided together” (University of Victoria, 2016, p. 10). This principle 
models collaborative learning and practice, identifying the strength in re-
lationship and cooperation. In the context of this chapter, I understand this 
teaching to address the individual nature of academic evaluation, where 
students’ knowledge is assessed in isolation rather than in collaboration. 
Nurse educators know very well that nurses do not practice in a knowledge 
vacuum. We continuously lean on each other and on professional resources 
to guide our practice, and yet accept individualizing knowledge in our 
educational system. 

New’ews sn ey sweleqw ns—Bring in Your Good Feelings 

My understanding of this teaching centers authenticity and respect in all 
relationships. As an educator, I understand this guides me to show up 
with humility and a genuine desire to be supportive in my teaching re-
lationships, and to trust that students are also arriving with good intentions. 
Relationships of power-over are normalized in colonial educational structures 
in that educators have the legitimated authority to gate-keep and to surveil. 
Trust itself feels disruptive to an educational system and environment with 
prescriptive learning, and that is designed to “weed out” that which is 
deemed to not belong. So bringing in our good feelings, our trust in each 
other has the potential to transform the landscape of higher education. 

’sac y’xw meqw t ’sa tecel—Be Prepared for All Work to Come 

This teaching prepares us for the marathon of cultural and institutional 
change. It is not as difficult to write about upending the theoretical in-
culcation and hierarchical evaluation schemas of higher education than it is 
to persist in an environment of resistance and incremental change. Check- 
box change is not enough. One diversity hire or preferential admission, one 
anti-racism reading, one critical learning outcome, is not enough. This 
teaching identifies the responsibility for a commitment to good work for the 
long term. 
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There Is No Conclusion to Work that Is Unending 

If it costs more money, takes more time, and cares for more people, it’s 
decolonial …. 

(Nahanee, 2021)  

Are we able to care more when we are cared for? Do we trust when we are 
trusted? Does confidence and ability grow where they are watered or weeded? Do 
we create anew with bandages or compost? Can anticolonial thinking be housed 
in the university? Can anticolonial theorizing be done in Western academic 
language and literature structures (Shahjahan, 2005)? What I likely have done 
here is flex a White colonial language all over this attempt to theorize an an-
ticolonial nursing environment, which is a contradiction for me to resolve 
in future engagements. 

A radical transformation of disciplinary culture and educational structures 
is no small feat, especially in the construct of colonialism and its entrenched 
epistemic supremacy. It is certainly easier to dismiss these ideas as naïve, 
or conversely to adopt micro changes and call them radical. Undoubtedly, 
what is missing from this conversation are the structural “how’s.” Critique 
without constructive direction is admittedly self-limiting and yet this work is 
infinitely broader than this chapter and my perspective. There is so much 
work to be done. 
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Notes  
1 I elect to capitalize White to formalize and identify this structural position.  
2 I write from Whiteness and many other positions of privilege. I am a sixth generation 

White anglo-European settler in the Canadian colonial state. I was born and raised 
in the traditional lands of the Tsuut’ina First Nation and the Blackfoot Confederacy. 
I am writing now, and benefit from, White settlerhood on the traditional, unceded, 
and occupied lands of the WSÁNE and l k n people. 
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9 Using Arts-Based Participatory 
Methods to Teach Cultural Safety 

Ruth De Souza (she/her)    

I acknowledge that I am writing this on the unceded lands of the Kulin Nations 
and that Aboriginal and Torres Strait Islander peoples are the oldest continuing 
cultures on the planet. This land always was and always will be Aboriginal land. 

Cultural Safety: Interrogating the Culture of Healthcare 

Cultural Safety is both a process and the outcome of excellent care that fore-
grounds difference as something to be regardful of (Ramsden, n.d.). It reverses 
the gaze from the othered and different, to instead interrogate the culture of 
health. Practising in a culturally safe way demands the nurse or health profes-
sional to understand themselves as a culture bearer, and of the health system 
having a culture. It is a deliberate intervention in subverting the so-called 
neutrality and universalism of a health system that was never designed to ac-
commodate the needs and preferences of First People and other marginalised 
identities. Birthed through M ori nurses in Aotearoa to counter the assimilatory 
logics of the legacy colonial health system, it has gained traction in settler 
colonies and beyond health services to be considered in art (De Souza & 
Higgins, 2020) and other contexts. While in Aotearoa, New Zealand the scope 
of Cultural Safety has expanded to also encompass other axes of difference 
including ethnicity, disability, class, sexuality, and so on. In Australia, it has a 
particular focus on Aboriginal and Torres Strait Islander peoples. In this 
chapter, I focus primarily on First Nations and People of Color experiences 
acknowledging the complexity and limitations of terminology. 

Setting the Scene 

Whiteness in the Lucky Country 

Whiteness is central to nursing practice and education in Australia. Even as it is 
invisible for “those who do not inhabit it (though not always, and not only)” 
(Ahmed, 2012, p. 3). In common with other settler colonial nations, Australia 
was founded on Indigenous genocide and dispossession. One of the first acts of 
the newly federated Australia of 1901 was to enshrine the White Australia 
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policy by passing the Immigration Restriction Act of 1902 (Jakubowicz, 2002). 
Non-Aboriginal Registered Nurses have a long history of caring for Aboriginal 
people from the early 20th century through missionary work in rural and remote 
Australia (Forsyth, 2007). Even while seemingly sympathetic to Aboriginal 
communities they were complicit in racist policies including segregated “native 
wards,” sterilization postpartum without consent, and the removal of Indigenous 
children from their families, making them an untrustworthy professional group 
(Forsyth, 2007). 

These histories are ever-present, their traces remain and are a reminder 
that colonisation is not a historical event but a structure that continues to 
define who can flourish (Kauanui & Wolfe, 2012). Histories of genocide, 
dispossession, brutality, and attendant racism have made services culturally 
unsafe for Aboriginal and Torres Strait Islander people who experience 
significant health disparities compared to non-Indigenous Australians 
(Australian Institute of Health and Welfare, 2016). Consequently, the lack of 
Cultural Safety in healthcare is an inter-generational problem, for which 
health professionals in Australia have received inadequate preparation 
in their undergraduate education (Delbridge et al., 2021). Universities in 
Australia thus have a moral imperative to better educate future generations 
of health professions. Developing appropriate and effective curricular and 
pedagogical strategies for preparing students for this profound and long-term 
work is challenging (Browne & Reimer-Kirkham, 2014; Rieger et al., 2016). 
In particular, preparing nurses to simultaneously address the macro in the form 
of the political, policy, and structural, while enacting social justice at the 
point of care with its associated demands and constraints is challenging 
(Browne & Reimer-Kirkham, 2014). 

The White Australia policy was only reversed in 1975, inaugurating a 
period of multiculturalism, and a shift from its post-war policy of assimilation. 
However, the 1996 election of John Howard reversed these and many other 
advances ushering a new social agenda to counter a perceived “political 
correctness” (Jakubowicz, 2002). Likewise, people from culturally and lin-
guistically diverse (CALD) backgrounds (a term used in Australian context to 
refer to people born overseas, or with parents who were born overseas or speak 
languages other than English) (Chauhan et al., 2021) experience significant 
health inequities and are under-represented in health research and engage-
ment (Woodland et al., 2021). This group is significant as one in four people 
in Australia (26%) were born overseas, and Australians come from nearly 
200 countries, and represent more than 300 ethnic ancestries (Australian 
Bureau of Statistics, 2017). 

Introducing Cultural Safety 

The Australian Nursing and Midwifery Accreditation Council (ANMAC) 
inaugurated Cultural Safety into curricula in 2009. Australia’s nursing and 
midwifery education regulator added the requirement for “Aboriginal and 
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Torres Strait Islander peoples’ history, health and culture and … the principles 
of Cultural Safety to be included in Australian undergraduate nursing accred-
itation standards” (ANMAC, 2009, p. 12). Then the Aboriginal and Torres 
Strait Islander Health Curriculum Framework was developed by the Congress of 
Aboriginal and Torres Strait Islander Nurses and Midwives (CATSINaM) 
outlining standards for culturally safe practice in undergraduate nursing and 
midwifery curriculum (CATSINaM, 2017). In 2018 the Australian Code of 
Conduct requiring Nurses and Midwives to practice in culturally safe ways with 
people from Aboriginal and Torres Strait Islander backgrounds was introduced 
(NMBA, 2018). In Australia, Cultural Safety is mandated in the Code and 
viewed as central to achieving Indigenous health equity, whereas in Aotearoa, 
New Zealand Cultural Safety has broadened to encompass other forms of dif-
ference that may render a person unsafe. In Australia, Indigenous nurse aca-
demics have challenged non-Indigenous nursing academics about their ability 
to teach Aboriginal and Torres Strait Islander Health and Cultural Safety. 
The inability to understand and teach Cultural Safety is compounded by a lack 
of knowledge of Aboriginal culture or history, and Indigenous leadership and 
an institutional commitment to tackle racism are badly needed (Doran et al., 
2018). Doran et al., (2018) argue that this political curriculum must also engage 
with central concepts such as “decolonisation,” “racism,” “whiteness/white 
privilege,” and “critical reflection.” 

Developing a nursing student’s understanding of Cultural Safety must be a 
deliberate, consciousness-developing, transformative experience. It must open 
students up to the potential of doing things differently. It cannot be left 
to chance, something that can be acquired as a graduate in clinical practice. 
Furthermore, if a student is able to experience this powerfully, then they might 
be capable of recognising it in practice or attempting to recreate it. This cap-
ability honed as an undergraduate must be supported by critical thinking, re-
flective practice, and parrhesia (Perron, 2013) so that it can become a central 
practice by the time the student graduates. 

Nursing Education: Reproducing Coloniality or Transformative? 

Universities are both colonial sites and places of transformation (Susana Caxaj 
& Berman, 2014). The neoliberal university is exemplified by reduced funding, 
audit culture, competition for research findings, and increased workforce pre-
carity challenging the capacity to do much other than reproduction (Harrowell 
et al., 2018). Nursing degree programs located in Universities experience all the 
strictures of the neoliberal University and are implicated in reproducing colonial 
legacy inequalities in the curriculum factory (Allen, 2006). Nurses internalise 
and then reproduce the norms and culture of the profession unless interrupted 
(Bell, 2021). Hence how nurses are socialised into the profession (through the 
curriculum) has critical implications for how they later practice as graduates 
(Canales & Drevdahl, 2014). Particularly if nursing is committed to holding 
open the possibility of transformative practices. 
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Barriers to a Culturally Safe and Transformative Curriculum 

There are barriers to implementing the transformative potential of Cultural 
Safety. These include conservatism, multiple stakeholder demands, techno- 
managerialism, surveillance, precarity, conservatism, a lack of skills, and un-
examined whiteness. 

Utilitarianism at the Expense of Deep Thinking 

The expectations of nursing graduates are infinite. Health services want “work 
ready” graduates (C. Holmes & Lindsay, 2018). There is an emphasis on filling 
the timetable with content which results in an over-crowded content-focused 
curriculum (Jenkins et al., 2021). The time pressures of a three-year degree 
program mean acceleration at the expense of process-driven subject areas re-
quiring slower thinking and immersion. Having a utilitarian curriculum can 
prevent risk-taking and experimentation, and more damagingly prevent the 
interrogation of oppressive structures or ways of thinking such as white su-
premacy, capitalism, and heteronormativity. 

Techno Managerialism Leading to Conservatism 

Utilitarianism and instrumentalism are compounded by the acceleration in di-
gitisation and datafication in both clinical services and education settings. 
Students and academics are expected to be digitally and information literate, 
conversant with digital health technologies including telehealth, electronic 
health records, wearables, and the like (C. Holmes & Lindsay, 2018). These 
digital health innovations have been accompanied by the proliferation of 
educational technologies, which some argue have constrained teaching, crea-
tivity, innovation, and autonomy (C. Holmes & Lindsay, 2018). The resulting 
standardisation and regulation of teaching, learning, and course materials have 
imposed the micromanagement of managerialism which in turn has bred con-
formity and compliance. 

Apolitical/Depolitical 

Instrumentalisation, standardisation, and conservatism have made more poli-
tical subjects contentious to teach. The purportedly neutral frameworks of 
biomedicine and liberalism limit the ability of the profession to challenge op-
pression as they leave intact colonial and racist structures implicated in in-
equities (Tang Yan et al., 2021). Often, the apolitical language of diversity and 
inclusion is invoked (De Souza, 2018) preventing deep and challenging en-
gagement with concepts such as race and racism, oppression, power, and pri-
vilege (Van Bewer et al., 2021b). Rather than a linear form of awareness raising 
of difference and invoking “diversity” strategies, the complex work of con-
sidering institutional racism is more challenging (Kowal et al., 2013). 
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Staff precarity in the neoliberal University, make it risky to teach differ-
ently, leading to criticisms of nursing curricula being “politically soft” and 
color blind. However, there have been calls to challenge oppressive norms, 
and enact social justice and Cultural Safety in nursing, as seen by the chal-
lenges to whiteness (Allen, 2006; Bell, 2021; Puzan, 2003; Valderama- 
Wallace & Apesoa-Varano, 2020) liberalism (Browne, 2001) and colonialism 
(Browne et al., 2005; Holmes et al., 2008). Consequently, there is a need for 
“leadership, resources, and institutional support to integrate Cultural Safety” 
(Bourque, 2020, p. iv). 

“Manufactured Blindness” That Allows Faculty to See Themselves 
as Unmarked and Neutral 

White supremacy in nursing needs to be dismantled. Whiteness dominates 
academic nursing spaces in settler colonial nations (Bell, 2021). It shapes how 
nurses are socialised, the social and political contexts in which they live and 
work and their identities as racialised or white. It is evident in the racial 
hierarchies in nursing leadership and management. Cultural Safety can make 
white nurse educators accountable for supporting the reproduction of whiteness 
in health systems by confronting their own positionality, whether race blind or 
convinced of “reverse racism.” Although many groups experience the violence 
of settler colonialism, many nurse educators can move through life without 
being conscious of the deleterious effects which are then magnified or replicated 
within nursing education settings in particular for Indigenous nurse educators 
and those who are racialised who experience structural violence. 

Lack of Training and Reflexivity 

Unexamined whiteness and a lack of pedagogical training and capacity to sit 
with discomfort can prevent “constructive dialogue” when issues arise in class 
(Van Bewer et al., 2021a). Dialoguing or teaching Cultural Safety as an ally or 
committed anti-racist can be challenging, requiring working through anxiety, 
discomfort, uncertainty, guilt, anger, and defensiveness (Smith et al., 2017), 
particularly when navigating the gap between internalised ideals and inter-
nalised racist norms (Kowal et al., 2013). Reflexivity can be a way of pre-
venting the classroom from becoming a site for the reproduction of broader 
dominant discourses and violences (Van Bewer et al., 2021a). Kowal et al. 
(2013) propose a dual strategy of “reflexive antiracism” requiring a reflexive 
stance about one’s own and others’ responses while attempting to have 
equanimity in one’s own identities and emotions. However, the anxieties 
of feeling poorly prepared, out of one’s depth, incompetent, and out of control 
(Bell, 2021; Smith et al., 2017; Van Bewer et al., 2021a), can be compounded 
by institutional challenges. For example, work security might be a concern for 
staff who might be new to academia, precariously employed, or in a process 
of tenure review. 
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Positioning Myself: Teaching Safety While Being Unsafe 

Preparing nursing students to interrogate and challenge normative or purport-
edly neutral systems and structures that reproduce colonial violence, exacts a 
cost for Indigenous and minoritised scholars who are already under-represented 
in neo/liberal nursing environments (Van Bewer et al., 2021a). Where racialised 
staff inhabit institutional spaces without being given residence (Ahmed, 2012, 
p. 176). The experiences of discrimination and isolation working in schools of 
nursing which are largely white, Eurocentric environments, can result in stress 
and ill health (see Bell, 2021). Even if racialised educators are structurally 
powerful, they can still experience racism from non-racialized students which 
reflects broader societal hierarchies and power relations resulting in silencing 
from enduring anti-racist pedagogical resistance (Hassouneh, 2006). In pro-
moting critical, reflexive, engaging methods, rather than traditional didactic 
instructional strategies, student evaluations and promotions for minority faculty 
might be compromised. Scholars of color teaching about racism in class may be 
met with responses ranging from “polite indifference to open hostility” from 
students (and colleagues). Exhaustion from classroom encounters and poor 
students’ course evaluations may be the result (Smith et al., 2017). Resistance or 
derision can be directed to the racialised educator unless there is an internal 
culture committed to doing the uncomfortable work of anti-racism. 

Case Studies: Trying to Change Pedagogical Practices 

In this section I outline two activities I introduced to a School of Nursing. This 
involved inviting artist collaborators to create spaces for reflection with staff and 
students. These interventions were intended to develop collective and relational 
pedagogical spaces that moved away from individualised forms of learning 
through content acquisition to more embodied forms of engagement that were 
collectively experienced. The first activity had two connected aims. The first 
was to interrogate the culture of the department by making whiteness visible. 
The second was to gain collegial support by challenging the epistemic biases of 
nursing and placing Aboriginal culture and expertise in a position of strength 
through Possum skin bracelet making. In the second activity, which used 
Theatre of the Oppressed/Forum Theatre, the aim was to move beyond didactic 
faculty–student teaching to an embodied experience of reflexivity to engage 
students in practice dilemmas around Cultural Safety. 

Activity One: Possum Skin Bracelet Making 

The academy fulfils a role in the colonial project to dispossess Indigenous people 
from their own knowledge production (Mukandi & Bond, 2019, p. 261). In 
nursing, this is also evident. Ali Drummond (Drummond, 2020) a sovereign 
Wuthathi and Meriam nurse describes an absence of content or pedagogical 
approaches reflecting Indigenous ways of knowing, being, and doing. In his 
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experience, this devaluing and erasure was matched by an enforced dissociation 
from his own Indigenous thought and practice, aligned with the racialised 
logics of invasion and colonisation of dispossession. Facilitating time for an 
Aboriginal-led relational space to challenge the epistemic biases of our nursing 
curriculum during a staff retreat was an attempt to recentre Indigenous ways of 
knowing, being, and doing. 

To that end, I invited the artist Vicki Couzens, a descendant of the 
Gunditjmara and Kirrae Whurrong clans of western Victoria, to facilitate a 
workshop for staff, in advance of a new unit on Cultural Safety that I was 
developing for students. Hassouneh (2006) suggests that having white allies is 
crucial if the aim is to transform inequities. White or racially privileged edu-
cators need to teach or engage in Cultural Safety in order to support the so-
cialising of white students as allies in anti-racism (Hassouneh, 2006 as cited in  
Bell, 2021). Bringing Vicki in meant that the space was Aboriginal-led, and 
Aboriginal culture and expertise were put in a position of strength. Vicki has 
been instrumental in the regeneration of possum skin cloak making in the state 
of Victoria. Possum skin cloaks had been an important aspect of Aboriginal 
life prior to colonisation and were used for trade, ritual, ceremony, warmth, and 
for sleeping and carrying infants. In 2005–2006, Vicki brought local artists, 
community, and traditional owner groups together to create possum skin cloaks 
which were worn in the Opening Ceremony of the Commonwealth Games. 
This led to a renaissance of this cultural practice and the largest gathering of 
Aboriginal people in cloaks in over 150 years. Since then, Possum skin cloak 
making has been taken up by other groups in other states. 

Moving From Damage to Desire 

Non-Indigenous colleagues in the School were invited to paint or burn designs 
onto possum skin representing their culture. Hence, this activity allowed for a 
period of reflecting on themselves as culture bearers, a tenet of Cultural Safety 
(DeSouza, 2008). Making bracelets from possum skin moved away from the 
anthropological acquisition of Aboriginal cultural knowledge or “damage- 
centered” inquiry as a way of correcting oppression, to having an Aboriginal 
organising structure that could invite reflective self-assessment on power, pri-
vilege, and biases, and create a foundation to enable the work of anti-racism 
more broadly in the department. This Aboriginal relational, fun space of making 
could promote openness and curiosity that in turn might enable critical dialogue 
and collective analysis. Broadening Cultural Safety as being wider than an 
individual practice to rather an opportunity to focus on organisational and 
systemic enablers (Curtis et al., 2019). 

The workshop created space for both academic and professional to ex-
perience other ways of knowing, and to let go of being cultural experts and 
instead be individuals in a culture that was not theirs. McLaughlin and 
Whatman (2007) contend that much work needs to be done to decolonise 
how Indigenous people are imagined. An arts-based participatory project like 
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this one recentred Aboriginal voices and stories which were formerly dis-
placed by colonisation. In this space, the usual dynamic for staff to learn about 
was shifted into learning from (Mukandi & Bond, 2019). This was made 
more poignant as the site of the workshop was adjacent to Coraanderk, 
an important site for Aboriginal resistance, justice, land rights, and self- 
determination (Nanni & James, 2013). A significant place of resilience, ac-
tivism, and the engagement of non-Indigenous allies (Cruickshank, 2017). 
It was hoped that through this Indigenous-led, artistic, and participatory 
process, a space was opened up for staff to both explore their own identities 
and open them up to other histories (Van Bewer et al., 2021a). 

A critique of “damage-centered” research and pedagogy with regard to dis-
possessed communities is the tendency for dominant discourses of pathology, 
deficit, defeat, and brokenness to be mobilised without taking into account 
racism and colonisation (Tuck, 2009). As Tuck explains, citing hooks (hooks, 
1990, p. 152) this framing asks that the oppressed “only speak from that space 
in the margin that is a sign of deprivation, a wound, an unfulfilled longing. 
Only speak your pain.” Instead, the workshop was conceptualised to centre 
desire, foregrounding complexity, contradiction, and self-determination, not 
only pain but also hope. 

Activity Two: Forum Theatre 

Following the staff workshop, I developed and trialed a unit for students in the 
final year of their three-year Bachelor’s degree. The aim of the unit was to 
provide students with resources to understand their own culture, the culture of 
healthcare, and the historical and social issues that contribute to differential 
health outcomes for particular groups in order to discern how to contribute to 
providing culturally safe care for all Australians. The unit examined how social 
determinants of health such as class, gender, race, sexual orientation, gender 
identity; education, economic status, and culture affect health and illness. 
Students were invited to consider how politics, economics, the social-cultural 
environment, and other contextual factors impacted Aboriginal and Torres 
Strait Islander and negatively racialised (known in Australia as Culturally and 
Linguistically Diverse (CALD)) communities. Students were asked to consider 
how policy, the planning, organisation, and delivery of health and healthcare 
shaped health care delivery. 

The unit was offered online but a workshop was offered at the start of the 
semester. I worked with two experienced practitioners Azja Kulpi ska and Tania 
Cañas who were trained in Forum theatre developed by Augusto Boal. Forum 
theatre is focused on promoting dialogue between actors and audience members 
and promotes transformation for social justice in the broader world. Here, it 
differs from traditional theatre which involves monologue. Simulated practices 
like Forum theatre allow students to address topics from practice within an 
educational setting, where they can safely develop self-awareness and knowledge 
to make sense of the difficult personal and professional issues encountered in 
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complex health care environments. This is particularly important when it comes 
to inter-cultural issues and power relations. Such experiential techniques can 
help students to gain emotional competence, which in turn assists them to 
communicate effectively in a range of situations. 

For the one-day-long workshop, students were invited to identify a pro-
fessional situation relating to culture and health that was challenging and 
involved power relations and cultural differences. They then directed this 
“scene” and showed the scene with student volunteers to their fellow class-
mates. They were asked to critically reflect on the event/incident focusing 
on the concerns they encountered in relation to the care of the person. 
Through the forum theatre process, their fellow students were invited to offer 
to intervene in any part of the scene and become a character. Students were 
asked to consider alternative understandings of the incident, and critically 
evaluate the implications of these understandings for how more effective 
nursing care could have been provided. 

Through the workshop, it was hoped that students could then review the 
experience in depth and undertake a process of critical reflection in a follow up 
written assessment by reconstructing the experience beyond the personal. They 
were encouraged to examine the historical and social factors that structure a 
situation and to start to theorise the causes and consequences of their actions. 
They were encouraged to use references such as research, policy documents, or 
theory to support their analysis and identify an overarching issue, or key aspect 
of the experience that affected it profoundly. Concluding with the key learnings 
through the reflective process, the main factors affecting the situation, and how 
the incident/event could have been more culturally safe/competent. Students 
were asked to develop an action plan to map alternative approaches should this 
or a similar situation arise in the future. 

Facilitating Collective Reflection 

Forum theatre has been used in nursing and health education to facilitate 
deeper and more critical reflective thinking, stimulate discussion and ex-
ploratory debate among student groups. It is used to facilitate high-quality 
communication skills, critical reflective practice, emotional intelligence, and 
empathy and appeals to a range of learning styles. Being able to engage in 
interactive workshops allows students to engage in complex issues increasing 
self-awareness using techniques including physical exercises and improvisa-
tions (Middlewick et al., 2012). 

Furthermore, forum theatre is a way of facilitating collective reflection for 
students where they can learn from each other. The process allows them to 
consciously reflect on their roles as actors. Bringing creative mechanisms into 
the classroom where students can practice critical reflection and interrogate 
power relations can connect nursing inquiry with the broader sociopolitical 
context of practice in order to transform it (Thorne, 2017). Helping students 
to develop power analyses and understand multiple axes of discrimination 
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(intersectionality) can help students transform the health system rather 
than perpetuating harmful structures (Kagan et al., 2014). Creating spaces 
where embodied collective reflective practice (Duffy & Powers, 2018) is 
encouraged allows students to be curious, experiment safely, make mistakes 
and try new ways of doing things. Didactic approaches impart knowledge 
and provide students with declarative knowledge but don’t always provide 
the opportunity to practice communication techniques or to explore in depth 
the attitudes and behaviours that influence their own knowledge. 

The Forum theatre process allowed for challenging clinical experiences 
to be replayed in the classroom and allowed for students to playfully engage 
and experiment. In the process, they developed a collective repertoire of 
problem solving that they could take with them into their careers. However, 
I felt like I failed as the evaluations for the course came through and students 
were unhappy. This was not just because of the Forum theater process but 
the remainder of the course was online with lectures and this and the critical 
reflection were new, potentially transformative, and disruptive territory for 
students. 

Drama and theatre are increasingly being used to create dynamic simulated 
learning environments where students can try out different communication 
techniques in a safe setting where there are multiple ways of communicating. A 
problem-based learning focus allows students to reflect on their own experiences 
and to arrive at their own solutions, promoting deep learning as students use 
their own experiences and knowledge to problem solve. An added benefit is that 
forum theatre provides opportunities for collaborative learning, where students 
“learn with and from each other” (Boud, 2001). 

What Lessons Were Learned? 

Reflexivity in research must be matched by reflexivity in pedagogical prac-
tices within neoliberal education systems (Harrowell et al., 2018). As I re-
flect on my attempts to undertake anti-racist work using creative methods 
as a person of color in academia, I’m reminded of the powerful work of 
friends Watego and Mukandi who ask what it would “look like were our 
governing socio-political structures to undergo such democratic transforma-
tion that Black people were freed from the imperative to constantly confront 
whiteness, to positing that transformed state of affairs as an ethical norm?” 
(Mukandi, 2019). 

Teaching into a Headwind 

In the academy, people of color are meant to know their place while 
Indigenous people are not supposed to even be present (Mukandi, 2019). 
Teaching an always already marginalised subject, using disruptive approaches 
while a minoritised scholar is like teaching into a headwind (Anderson et al., 
2020). I could blame a compressed time frame for production and delivery of 
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the unit within an accelerated work context (Mountz et al., 2015) or the lack 
of time to build a network of allies. But this is disingenuous. Attempting to 
“out-teach” the imposition of racialised ideas is impossible (Mukandi & Bond, 
2019). Undoing racism is slow, painstaking inter-generational work. However, 
looking back I am proud of my courage and attempts to create pockets where 
reparative and healing work could happen even as they were seen as inter-
ruptions (Mukandi & Bond, 2019). 

Lying to Myself 

In the time before the unit began when I was doing preparatory work, I was 
told by a colleague who was going to teach the unit at a different campus 
that he considered the concept of Cultural Safety “reverse racism.” That this 
was even uttered should have given me a clue about the resistance and 
lack of support that lay ahead for me. So, perhaps I was lying to myself 
(Mukandi & Bond, 2019) in thinking I could undo anything or change the 
culture of the school as one of only two people of color. The painful learning 
from this experience was that there needs to be a shared commitment and 
accountability for developing an anti-racist praxis and transforming white-
ness. However, there needs to be courageous decision making, resource 
allocation, and capacity building within nursing departments to allow this to 
happen. My experience showed me that these environments are few and far 
between. 

Conclusion 

For a long time, I had been trying to find the way to get beyond the veil – to 
outperform and outsmart racism. But I have resigned myself to the fact that the 
academy, as a world in which we are longing for a place, is theirs, not ours 

(Mukandi & Bond, 2019, p. 261).  

So how do we make sure that the future of nursing is collectively “ours” 
when the responsibility for the work of Cultural Safety is unevenly dis-
tributed, devalued, and displaced onto those who are fighting with both 
armory and weapons to survive in whiteness? Those who are struggling with 
the work of fitting in or disappearing, who are tasked with being there 
without really being there? (Mukandi & Bond, 2019). High-quality academic 
work including teaching is slow work, time is needed to try things, to engage 
and innovate, to facilitate curiosity and creativity in students (Mountz et al., 
2015). None of which can happen effectively in accelerated and precarious 
work contexts. If we want to deliberately teach students to not only be 
capable and competent but to fight for equity, anti-racism, and social justice, 
we must make time to challenge or experiment, otherwise we risk reprodu-
cing a depoliticised “what’s already there” future workforce, fixated on the 
useful, the commodified and utilitarian. A workforce that reproduces 
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structural violence, joining generations who have done much the same. As 
Cultural Safety becomes tamed and domesticated, into University curricula, 
we must ensure it does not lose its critical edge. I am unconvinced that we 
can shift whiteness in nursing. But maybe, just maybe by making this con-
tribution, “being part of a collection [in this book] can be to become a 
collective”(Ahmed, 2012, p. 13). This is my hope. 
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10a Artificial Intelligence for Health 
and Care Is Not Inevitable: 
Introduction and Critical 
Vocabulary 

Rae Walker    

I can’t remember the very first time I heard the term artificial intelligence (AI) 
but I think it was during middle school, perhaps from a battered copy of one of 
Isaac Asimov’s futuristic novels I’d picked up at my town library’s annual used 
book sale. In a 1942 short story titled Runaround, Asimov introduced what are 
now known as the “Three Laws of Robotics:” 

First Law: A robot may not injure a human being or, through inaction, 
allow a human being to come to harm. 

Second Law: A robot must obey the orders given it by human beings except 
where such orders would conflict with the First Law. 

Third Law: A robot must protect its own existence as long as such 
protection does not conflict with the First or Second Laws.  

Though fictional in origin, principles undergirding Asimov’s laws are now 
foundational to contemporary understandings of AI ethics (Salge, 2017). At the 
time, I didn’t understand how AI worked, other than that it involved computers 
and some type of advanced robotics yet to be discovered. Whatever it was, it 
seemed mysterious, far off and futuristic: an alien technology more likely to be 
found on the set of the sci-fi series Star Trek: The Next Generation than in my 
living room or car. Fast-forward a few decades and now it seems like AI is 
everywhere, including within health systems. 

Artificial intelligence is an intentionally fluid concept that evolves to contain 
the aims of whatever powers deploy it (Katz, 2020). McGrow defines AI as “the 
theory and development of computer systems able to complete tasks that typi-
cally require human intelligence, such as visual perception, speech recognition, 
decision-making, and/or language translation” (McGrow, 2019, p. 48).  
Table 10a.1 Glossary of Common Terms in Artificial Intelligence outlines just a 
few of the myriad concepts commonly associated with AI, from natural language 
processing to computer vision. 

My professional introduction to AI didn’t come until decades after I first 
stumbled across the writings of Asimov. I am a housed employed fat white 
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queer trans-non-disabled tenured academic settler nurse inventor working 
through a global pandemic on lands that were stolen from the Nipmuc 
Nation, many of whose members are still here. These positionalities mean I 
possess tremendous unearned power and privilege. And as a queer, trans, and 
non-binary person I also regularly witness ways in which my identities, body, 
and perspectives do not “fit” certain societal norms, institutions, architectures, 
and dominant data models–experiences that inform both my scholarship and 
activism. I rely on relationships with a number of accountability partners from 
whom I continue to learn and unlearn. Some I live near and see on a regular 
basis—though given the highly siloed and segregated nature of academe and 

Table 10a.1 Glossary of Common Terms in Artificial Intelligence    

Term Definition  

Algorithm A process or set of rules designed to be followed when 
making calculations or problem-solving. 

Big Data A collection of data considered so large in volume and 
complexity that traditional data management tools 
cannot store or analyze it effectively. 

Machine Learning-ready 
Dataset 

Data organized and stored in such a way that it can 
readily be analyzed by machine learning algorithms. 

Machine Learning A branch of computer science intended to imitate how 
humans learn, through the application of statistical 
applications or algorithms to big data. 

Natural Language Processing A branch of computer science and AI focused on 
computers analyzing and responding to text and 
spoken words. 

Computer Vision A field of AI originally developed for military purposes 
and focused on enabling computers to analyze, 
categorize or interpret visual inputs such as digital 
images or videos. 

Facial Recognition Surveillant and easily weaponized technologies that 
deploy computer vision with the aim of correctly 
identifying and labeling human faces from visual 
inputs such as photographs and video. 

Supervised Learning Involves “teaching” a model (a set of algorithms) by 
feeding it labeled data. Labeled data are input data 
paired with their “correct” outputs, as determined by 
whatever humans previously labeled the data (a 
process rife with possibilities for error and bias). 

Unsupervised Learning Involves teaching a model to look for patterns in a 
dataset that has no labels, with minimal human 
supervision. Humans do not tell the model what it 
must “learn,” allowing it to detect patterns and 
propose conclusions from unlabeled data. Lack of 
supervision contributes to potential the model may 
detect harmful patterns and amplify violent 
conclusions, as seen in 2016 with Microsoft’s racist 
chatbot “Tay.”    
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society, I originally connected with many of them through digital platforms 
like Twitter. I currently use they/them pronouns in most professional and 
social settings, and my school-aged kids call me “mom.” In the fall of 2015, I 
was a brand new assistant professor asked to help write a grant to sponsor the 
creation of a new interdisciplinary center that would combine nursing 
knowledge of symptom science with technologies developed by disciplines 
such as engineering and computer science to improve the health and well- 
being of persons managing chronic conditions. I was working on multiple 
studies addressing chronic fatigue at the time, one of many invisible symptoms 
notoriously ignored and under-treated in contemporary health care settings— 
a phenomenon we dubbed medical gaslighting, though we were likely not the 
first (Gance-Cleveland et al., 2020). 

As we deliberated about the research questions we might answer in this 
grant proposal, a colleague from computer science, Deepak Ganesan, ap-
proached me with a new technology from his lab called iShadow. The 
iShadow was a set of computational eyeglasses invented by one of his doc-
toral students, Addison Mayberry. He wondered if his technology, an eye-
tracker capable of continuously recording and characterizing rapid and 
minute movements of the eye, might be useful to our research. We hy-
pothesized perhaps this sensor could quantitatively characterize changes in 
eye function associated with increased fatigue, putting empirical data and an 
actual number to a phenomenon otherwise imperceptible to anyone other 
than, perhaps, the fatigued individual. Early prototypes involved a plastic 
3D-printed glasses frame, hooked up to a small circuit board glued to the side 
and small outward and inward-facing cameras, as presented by Dr. Mayberry 
at the 21st Annual International Conference on Mobile Computing and 
Networking in 2015, and shown in Figure 10a.1 Early prototype of iShadow 
computational eyeglasses (Mayberry et al., 2016). 

At the time, the National Institute of Nursing Research (NINR) was ac-
tively encouraging nurse scientists to focus on developing digital health through 
use of “technologies that passively monitor biology, behavior, and context of 
use” like wearable sensors (NINR, n.d.). The innovation of this particular 

Figure 10a.1 Early Prototype of iShadow Computational Eyeglasses.    
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eyetracker was in its use of machine learning, a form of AI, to calculate the 
directionality of the wearer’s gaze using less information, and more specifi-
cally, fewer camera pixels, than a typical research-grade eyetracker would re-
quire. It relied on a form of computer vision not unlike that used by facial 
recognition software. Reduced data burden meant increased energy efficiency 
requiring less battery power. Inventors of the iShadow hoped the eyetracker 
would eventually power itself entirely through wireless signals instead of re-
lying on a bulky external battery pack (Mayberry et al., 2014). Freed of an 
external battery pack, this innovation would allow future generations of the 
glasses to render the small cameras and other hardware essentially invisible, 
allowing the user to appear like they were just wearing eyeglasses, rather than 
a high-tech surveillance apparatus. 

In order to pitch this innovation to funders at the NIH, I had to teach myself 
about machine learning (ML)–or at very least, basic concepts underlying this area 
of computer science. I never learned about ML in nursing school, nor in any of 
the myriad graduate statistics courses I’d taken. I pulled research papers and read 
what I could online to catch up with the science. When it came to the actual 
grant submission, no one inquired about the ethical implications of this new 
surveillant tech beyond standard IRB compliance. We got the NIH center grant 
on our first try. Like so many other clinicians, researchers, and technologists 
associated with powerful institutions with federal funding, I was handed fire 
before I even knew what I was holding, or how to use it. And now that fire is 
everywhere. 

AI is a powerful and transformative set of technologies (McGrow, 2019). 
These technologies may have the capacity to bring light to new and gen-
erative possibilities for the future of health and care. And like fire, AI can 
scale and burn, causing harm and destruction in ways that may be un-
predictable and beyond its creators’ control. While federal funders, industry 
groups, and professional conferences tout AI as imperative for the future of 
health and care (Ahuja, 2019; Cato et al., 2020), contemporary examples 
abound of harmful AI tech that amplifies coded bias within electronic health 
records (Obermeyer et al., 2019), fails to function properly on bodies that 
don’t conform to the narrow norms of whiteness and cisheteropatriarchy 
(Benjamin, 2019), and punishes immigrants, Indigenous communities, and 
the poor (Eubanks, 2017). Such hard coding has already been skillfully de-
monstrated by scholars such as Safiya Noble, whose book Algorithms of 
Oppression: How Search Engines Reinforce Racism examines ways in which 
popular search algorithms like Google systematically reproduce data dis-
crimination against people of color and especially, Black women (Noble, 
2019). Mathematician Cathy O’Neil’s Weapons of Math Destruction: How Big 
Data Increases Inequality and Threatens Democracy provides a similar critique, 
particularly, how mathematical models driving AI like search engines remain 
unregulated and uncontestable, by design, even when they’re demonstrably 
causing harm (O’Neil, 2016). Many of the algorithms that animate AI in 
health care are proprietary and therefore black-boxed, making them hard to 
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spot-in-action and even more difficult to evaluate. This is particularly per-
nicious in praxes like nursing and medicine that often (and uncritically) rely 
on such technologies in a compulsory fashion, like sensors and clinical 
decision-making prompts embedded in electronic health records (Dillard- 
Wright, 2019). 

AI technologies and the datasets that drive them are products of human 
choices and power arrangements that have real and lasting implications for 
human and planetary health (Crawford, 2021). Scholars who’ve made it their 
career’s work to study the operation of these innovations, like Ruha Benjamin, 
argue no technology is politically neutral as all design is, at its heart, a colo-
nizing enterprise (Benjamin, 2019). Accepting this as true, we must conclude 
that no AI, no matter how well-designed or deployed, is completely free of risk 
for harm and abuse. The question for nurses and other healers is not, “How do 
we design technology for good?” but rather, “What are the conditions that 
need to be created for any technology we create to support health, healing, and 
collective liberation?” This question informs the second part of this essay 
titled Artificial Intelligence for Health and Care Is Not Inevitable: Part II 
Ten Commitments to New Futures where I challenge dominant narratives of 
AI as an imperative for health and care, and outline ten commitments to 
more just and equitable futures. The following critical vocabulary provides an 
introduction and foundations for that discussion. 

Matrix of Domination 

AI, like all technologies, exists, operates, and is produced under the matrix of 
domination. The matrix of domination is a paradigm developed by sociologist 
Patricia Hill Collins to describe the overall social organization within which 
intersecting oppressions originate, develop, and are contained (Hill Collins, 
1990). Hill Collins originally published these ideas in her landmark book, Black 
Feminist Thought: Knowledge, Consciousness, and the Politics of Empowerment. 
There are four levels of power within the matrix: structural, disciplinary, he-
gemonic, and interpersonal. At each level, intersecting oppressions (e.g., 
whiteness, settler colonialism, capitalism, cisheteropatriarchy) operate to 
maintain a violent and unjust status quo wherein systems operate precisely as 
designed: to maintain the power and unearned advantages of dominating groups 
at the expense of all others. 

Technochauvinism 

Introduction of new technology is often treated synonymously with the concept 
of “innovation” for positive change in the realm of health and care. The un-
derlying assumption for this association is that new technology translates to 
better outcomes. Computer scientist and journalism professor Meredith 
Broussard coined a term for this logic: technochauvinism (Broussard, 2018). 
“Technochauvinism is the assumption that computers are superior to people, or 
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that a technological solution is superior to any other” (Broussard, 2019). Such 
logic has also been identified as a common characteristic of institutionalized 
cultures of white supremacy that many of us existing within them have been 
socialized to accept as normal, even though such belief systems propagate vio-
lence and a sense of disconnection (Okun, 2021). In her book, Race After 
Technology: Abolitionist Tools for the New Jim Code, sociologist Ruha Benjamin 
names technological benevolence as similarly problematic (Benjamin, 2019). She 
provides example upon example of technological “fixes,” pitched by well- 
intentioned people, that work to reinforce and extend racism and related 
structures of oppression Benjamin has dubbed, “New Jim Code Systems,” a sort 
of 21st century white saviorism (Yerian, 2020). 

Algorithmic Exceptionalism 

Since its inception, AI has been associated with technological advancement, 
complexity, and more objective, data-driven decision-making (Katz, 2020). This 
expectation is reflected in common classification systems for AI in health care, 
outlined in Table 10a.2. Examples of AI for Health Care Classifications that can 

Table 10a.2 Examples of AI for Health Care Classifications    

Classification Systems Categories and Definitions  

Technology-Dependence 
Model  

Locsin, 2017  

• Completer: A.I. technology as completer of human 
beings  

• Tool: A.I. technology as instruments and gadgets 
that facilitate human caring of persons  

• Mimic: A.I. that “mimics” human beings 
Big Data Analytics  

McGrow, 2019  
• Clinical Analytics: Focus on improving medical 

treatment insights and outcomes  
• Operational Analytics: Focus on improving systems 

efficiency and effectiveness, defined by some as 
medical claims fraud identification and revenue 
enhancement 

• Behavioral Analytics: Focus on examining “con-
sumer behavior patterns” that inform healthcare 
delivery 

AI as a 3-Dimensional Space  
Zheng, 2017 

AI as 3 Dimensions:  
• Strength: the “intelligence level” of AI systems  
• Extension: scope of problems that can be solved  
• Capacity: the average solution quality 

Netnographic taxonomy 
of A.I. for health care 
in media 

Erikkson and Saltzmann 

Media depictions of AI in health care reflect it as:  
• Droids: Simple, box-like helpers  
• Exoskeletons: Designed to “strengthen weakness,” 

either physical or cognitive, such as memory  
• Humanoids: Robots mimicking human behaviors 

that appear to have greater autonomy and  
“intelligence”    
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found at the end of this essay. The notion of algorithmic exceptionalism, a sort of 
magic, pervades discourse on AI, lending these technologies the air of super-
lative and mysterious power that transcends the capacities of mere mortals 
(Crawford, 2021). Gabriel Krieshok explains, “AI has a black box problem 
where we can’t peer into the decision-making logic of the algorithm—and so 
how do we interpret the findings? Magical. Well, not magical per se, but we still 
tend to give the algorithm the benefit of the doubt, and it’s almost as if the black 
box nature of the systems lend them even more credibility in the eyes of the 
lay person reading the interpretation” (Krieshok, 2020). Disturbingly, scientists 
from Harvard University and UC-Berkeley have already demonstrated this 
bias towards algorithmic judgment, called algorithmic appreciation, in a series of 
controlled experiments (Logg et al., 2019). Their research indicated humans, 
and especially lay persons, were more likely to rely on a judgment to make 
an important decision if they thought the information informing that decision 
came from a computer, as opposed to a human. 

Abolition 

Origins of AI are rooted in settler colonialism, militarism, and dominating aims 
of empire (Crawford, 2021; Katz, 2020). We cannot expect to disrupt such 
violent systems by relying on the same structures that brought us to our present 
moment. Creating new futures for health and care in an AI era will require 
abolition (Benjamin, 2019). Abolition is a mindset and a movement rooted in 
transformative justice. It is not a homogenous or hierarchical movement, but 
the work of many hands over generations. Foundations of abolition were built by 
Black and Indigenous organizers and activists, especially Black women and 
queer and trans people of color, laboring in varied and diverse contexts with 
equally varied and diverse strategy and tactics (Rothman, 2016). Abolition is 
not just about the destruction or dismantling of profoundly unjust systems, such 
as racist, ableist, and transmisic surveillance regimes and technologies like credit 
scores, facial recognition technologies, or predictive policing algorithms that 
punish, coerce, incarcerate and exterminate individuals and communities at the 
margins (Eubanks, 2017; Hamid, 2020). Abolition is also about creating the 
conditions to support human flourishing, without relying on carcerality, struc-
tural forms of oppression, or the violent systems that increase it (Kaba, 2021). 

In her 2021 collection of essays, We Do This ‘Til We Free Us: Abolitionist 
Organizing and Transforming Justice, organizer Mariame Kaba describes abolition 
as “a vision of a restructured society in a world where we have everything we 
need: food, shelter, education, health, art, beauty, clean water, and more things 
that are foundational to our personal and community safety” (2021, p. 2). Her 
essay, “So you’re thinking about becoming an abolitionist,” provides several 
suggestions for adopting an abolitionist mindset: First, that transforming society 
involves transforming ourselves, including unlearning internalized and inter-
locking logics of oppression such as white supremacy, misogyny, ableism, clas-
sism, homophobia, transphobia and racial capitalism; Second, that we must 
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imagine and experiment with new collective structures that enable us to take 
more principled action, such as collective responsibility for resolving conflicts 
(she points to the successes of Brazil’s Landless Workers Movement, which has 
sought to create governance structures that are less hierarchical and more 
transparent); Third, that we must simultaneously engage in strategies designed 
to reduce contact between people and the systems that harm them, such as the 
criminal legal system, from which we must divest; And fourth, that changing 
one aspect of this world, such as how we address harm, involves changing ev-
erything, as all oppressions are interconnected. Rather than beginning from the 
standpoint of “What do we have now and how can we make it better?,” Kaba 
encourages us to ask, more expansively, “What can we imagine for ourselves and 
the world?” and to work, collectively, towards that vision (Kaba, 2021). 

Communities of Practice 

In the absence of obvious and accessible resources and clinical practices de-
signed to disrupt and reimagine AI for health and care, nurses must build their 
own. This will require fostering new communities of practice around our shared 
commitments to new and different health and care in the age of AI wherein 
practitioners hold themselves and each other accountable. A community of 
practice can be defined by three shared characteristics: (a) common domain of 
interest; (b) persons who engage and communicate with each other; and (c) 
regular practice working with each other to identify and overcome challenges, 
learn together, and build specific skills (Wenger, 1998). Through engagement, 
the group fosters sustained intensity and elations of mutuality through group 
activities, community-building conversations, and the co-creation of mean-
ingful artifacts (Wenger, 1998, p. 84). “Imagination is the act of thinking what 
could be and using this alternative vision to excite the members of the com-
munity” (Campbell & Lavallee, 2020, p. 413). When diverse perspectives are 
brought together, the group moves toward a unified purpose or alignment. Once 
formed, the community of practice shares a common repertoire of skills and a 
shared vocabulary that can be used as a foundation to welcome new members 
and sustain ongoing practice. 

Numerous experts working with communities disproportionately harmed by 
historical and current forms of AI and big data have argued that unless the 
innovation ecosystems are profoundly disrupted and power redistributed within 
these systems, these technologies will only serve to reinforce and deepen ex-
isting forms of injustice (Benjamin, 2019; Crawford, 2021; Fischer, 2019;  
O’Neil, 2016; Zuckerman, 2021). Those of us in the clinical professions and 
academe are increasingly incentivized, if not compelled, by funders, professional 
organizations, industry, academic institutions, and our governments to engage, 
design, evaluate, deploy and exist within these data regimes and technologies 
(National Academies of Science, Engineering, and Medicine, 2021). In a health 
care landscape increasingly colonized by AI and big data, what are our com-
mitments to each other and to new and more liberatory futures—as healers, and 
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as human beings? In the next chapter, I outline ten commitments I consider 
fundamental for the co-creation of new and more liberatory futures. I offer these 
thoughts with humility— mindful I do not (cannot) speak for anyone but 
myself—reflexive about the hard-fought foundations laid by many generations 
of healers, scholars, organizers, artists, and activists upon which these ideas 
build—and with every expectation that they will continue to grow and evolve. 
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10b Artificial Intelligence for Health 
and Care Is Not Inevitable: Ten 
Commitments to New Futures 

Rae Walker    

No matter how compelling the narrative, predicted A.I. futures are not 
inevitable—they are products of power and human choices. The question is not, 
“How to do we create AI for good?” but “How will we create the conditions in 
which health, healing, and collective liberation are possible – not just for a 
select few for whom these technologies are designed and function, but for all and 
especially communities occupying the margins?”. This essay outlines ten com-
mitments for nurses and other healers confronted with increasing expansion 
of surveillance, big data, and AI for health and care. Drawing on intellectual 
labor, theory, and community-led frameworks from fields such as nursing, design 
justice, critical digital studies, sociology, data feminism, Black feminism, queer 
and gender studies, this chapter builds upon ideas and critical vocabulary laid 
out in Part I. All oppression is connected, therefore efforts to disrupt oppression 
must also be intersectional (UN Women, 2020). The ten commitments pro-
posed here are interrelated and reciprocal, defying hierarchical classification.  
Figure 10b.1 titled Ten Commitments to New Futures depicts them arranged in 
the shape of a star surrounded by a circle, a pentacle. Pentacles are powerful 
symbols associated with stewardship of bodies, communities, the land, and other 
creatures that inhabit it (Snow, 2020). The pentacle reminds us that as nurses 
we must be good stewards. These commitments are promises we are making 
to each other, communities we accompany in care, and to all living beings 
on our planet. 

Commitment #1: Recognize All AI Is Political and Subject 
to Forces Under the Matrix of Domination That Affect 
its Design, Impacts, and Evolution 

The term artificial intelligence was coined by logician John McCarthy in 1956 to 
describe a meeting he convened with a group of male scholars around the 
concept of “intelligence” and specifically, intelligence involving machines 
(Crawford, 2021). The field locates its roots in the American industrial-military 
complex, and specifically, unrestricted funding provided to several of its early 
co-founders, including McCarthy, by the Pentagon’s research agency, later 
renamed the Defense Advanced Research Projects Agency (DARPA). 
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AI’s subfields were from the start organized around a militaristic frame: 
vision research to detect “enemy” ships and spot resources of interest from 
satellite images, speech recognition for surveillance and voice-controlled 
aircraft control, robotics to develop autonomous weaponry, and so on. 

(Katz, 2020, p. 35)  

A project of empire and capitalism, AI has also been described as a technology 
of whiteness, reinforcing patriarchy, heteronormativity, and systemic racism even 
as many of its creators’ claim emancipatory aims (Katz, 2020). 

In Data Feminism, Catherine D’Ignazio and Laura F. Klein describe how 
power unfolds in and around data under the matrix of domination, pointing to 
how demographics of the very fields that created specialties such as AI and data 
science fail to reflect society as whole (D’Ignazio & Klein, 2020). These fields 
are dominated by white cisgender highly educated men from the global north, 
replicating deep disparities along lines of race, gender, class, and citizenship. 
Pioneering algorithmic justice advocate and computer scientist Joy Buolamwini 
calls these fields the bastion of the “pale males” (Buolamwini, 2021). Unequal 
representation in these spaces creates what D’Ignazio and Klein refer to as 
a privilege hazard, where those afforded the most power over the creation of 
AI are also least well-equipped to recognize harms and oppressions in how it 
operates (2020). At the structural level, this also means that the politics, biases, 

Figure 10b.1 Ten Commitments to New Futures.    
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and agendas of those at the top of the power hierarchy, and specifically, cis-
gender non-disabled white settler men from the global North, may eventually 
“hard-code sexism, racism, and other forms of discrimination into the digital 
infrastructure of our societies” (D’Ignazio & Klein, 2020, p. 29). 

This kind of hard-coded white cishetereopatriachy is apparent in the collu-
sion of AI and apparatuses of the state that weaponize welfare institutions as 
carceral interventions (Benjamin, 2019; Eubanks, 2017; Ford School, 2022;  
Haymarket Books, 2022). Historian of tech Melvin Kranzberg’s words are 
echoed in the #TechIsNotNeutral hashtag of recent campaigns against the racist 
hyper-surveillance of Black communities borne out of partnerships between 
police departments and ICE and big tech companies like Microsoft, Google, 
NextDoor, and Amazon (Becker, 2021; Dickey, 2020). If we are to disrupt 
continuation and amplification of coded bias and oppressions into the future, we 
must acknowledge their presence and violent impacts now. 

Commitment #2: Seek to Understand, Reckon with, and 
Amplify Critical History and Narratives about AI and 
Big Data 

Popular narratives surrounding AI, particularly within academic medicine 
and the health care industry, lean heavily into a technosolutionism rooted 
in technochauvinism and belief in technological benevolence (Benjamin, 2019;  
Broussard, 2018). For evidence of this, we need look no further than the 
introduction of Boston Dynamics’ AI-powered robotic “dog” (called Spot) 
into COVID triage tents of a large U.S.-based health system during the initial 
surges of the COVID-19 pandemic (Statt, 2020). The robot was originally 
developed by a military contractor with funding from DARPA. Prior to the 
pandemic, reporters had described the purpose of earlier prototypes in use 
by U.S. Marines as a way to search for enemies before entering a building 
(Roston, 2015). Some AI taxonomies would label Spot a humanoid robot 
(Eriksson & Salzmann-Erikson, 2017). Equipped with a tablet screen for a 
“head” and bedecked in video cameras with sensors designed to pick up on 
physiological parameters such as temperature and heart rate, the robots were 
presented as an innovative technological solution to an under-staffing crisis 
(Statt, 2020). Initial experiments involved only “healthy volunteers” and 
were intended to establish proof of concept the robot could serve as an ef-
fective alternative to hiring additional nursing staff. However, the robot was 
never formally deployed for this purpose (Etherington, 2020; Statt, 2020). 
The Spot robot has been reported to retail at $74,500 to $150,000 per unit 
(Stieg, 2020; Gault, 2022). For comparison, the median salary for a registered 
nurse in the United States in 2021 was $77,600. Certified medical technicians 
(frequently the ones to actually collect vital signs) earned an average of just 
$35,660. At these salaries, a hospital could hire a full-time registered nurse 
plus two certified medical assistants for one year for roughly the same cost as 
a single robot (Average Registered Nurse Salary by State, 2022). 

AI for Health and Care Is Not Inevitable 179 



In the wake of the COVID triage pilot, scientists and the company that 
created the Spot robots received positive media attention and plentiful data 
upon which to base future experiments and entrepreneurial efforts, even as the 
human nurses and other laborers at the hospital received no relief (Statt, 2020). 
A few months later, in November 2020, the same health system told 
nurses living with COVID+ household members such as a sick children they 
would need to show up to work, no matter what, even though no staff 
shortages were reported (Coupal, 2020). Conditions were even worse elsewhere. 
At many hospitals across the country, clinicians who’d responded to initial 
incentives such as hazard pay, overtime wages, and the opportunity to pitch 
in during initial COVID surges found themselves furloughed or fired as 
health systems scrambled to protect their profit margins. Hospitalized patients 
reported the disastrous impacts of their isolation from both loved ones and di-
rect contact with clinical staff (Hwang et al., 2020). Cases in which the need 
for human connection was met through technology often involved relatively 
simple tablet devices and smartphones that did not require an entire robot 
dog attached. Since that time, Boston Dynamics has pivoted from primarily 
supplying defense requisitions to more commercial and warehouse operations 
like Amazon, searching for additional use cases for this military-grade, surveil-
lant technology (Hadwick, 2021). One article describes deployment of Spot 
by Honolulu’s police department to surveil unhoused community members as 
outsourcing “human interaction” to a $150 K machine to do “the noble work 
of an $11 thermometer” (Gault, 2022). More recent reports also show similar 
robot dogs mounted with automatic weapons (Vincent, 2021). Others have 
been deployed at the U.S. southern border as a “force multiplier” for Customs 
and Border Patrol (US Department of Homeland Security, 2022). Every bit of 
data collected by these robots potentially helps train the algorithms that power 
such machines. This case illustrates how all data, including data collected in 
humanitarian trials of robots-as-COVID-relief-workers, has the potential to be 
weaponized by the carceral state. 

Commitment #3: Enable Data Workers, Including Nurses, 
to Address Algorithmic Bias and Other Harms of AI and 
Big Data 

New algorithms are often introduced into health care systems behind the 
scenes. While these algorithms may have serious and even deadly repercus-
sions, such negative impacts are frequently obscured from view due to siloing 
of data within systems and the appearance of seemingly objective, data-driven 
performance (Igoe, 2021). A recent report by researchers at the University of 
Chicago concluded commercial algorithms already widely integrated across 
health systems, such as Optum’s algorithm for allocating additional resources 
and supportive care following hospitalization based on EHR data, are rife with 
algorithmic bias (Obermeyer et al., 2019). In their Algorithmic Bias Playbook, 
Obermeyer and colleagues recommend organizations using these technologies 
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conduct their own algorithmic bias audits, beginning with inventorying all 
the algorithms being used or developed by the organization; screening 
each algorithm for bias relative to its ideal target outcomes; removing or 
retraining problematic algorithms to improve them; and finally developing 
accountability systems and structures to prevent introduction of biased algo-
rithms in the future (Obermeyer et al., 2021). This is no small feat, and 
certainly not labor individual nurses should expect to take on themselves. 
It requires infrastructure and collective action, including collaboration and 
commitment from administrators, technologists, data scientists, patients, and 
other communities impacted by algorithmic bias. 

Nurses generate tremendous amounts of data about the persons we accom-
pany in care, which are then immortalized via platforms like insurance databases 
and electronic health records (EHR). By sheer volume of the global workforce 
(>27 million), nurses represent one of the largest contingents of data workers in 
the world (WHO, 2020). But this is not necessarily how we identify ourselves. 
Nor have nurses been trained to recognize and grapple with wider implications 
of the data we generate beyond attending to immediate patient outcomes and 
issues of compliance, such as when an EHR flags a missing field or medication. 
Curricula for nursing and other clinical professions have historically avoided 
issues of empire, power, and politics, including political economies surrounding 
data practices and technology (Barton et al., 2020). Although fields such as AI 
ethics and accountable AI are burgeoning, curricula for the clinical professions 
have yet to integrate such knowledge into prelicensure training or continuing 
education. This must change. 

Entire social movements and fields, such as critical race and digital studies, 
have emerged to address not just the how of AI technologies, but the why, 
including the debate over whether some of these technologies should exist in the 
first place (Lopez & Land, 2019). Yet this scholarship is completely absent from 
this latest guidance from organizations like the AACN on nursing’s curriculum 
(AACN, 2021). Though the recently revised Essentials for Nursing Practice make 
brief mention of ethics and compliance, none of the newly proposed compe-
tencies specifically address nurses’ role in critically analyzing the evolution and 
operation of power in the domain of AI and big data (Walker et al., 2020, 
December 30). This too must change if nurses are to be effective advocates for 
institutional and structural transformation. 

Even once nurses are equipped to recognize ethical dilemmas and harm as-
sociated with AI or big data that drive it, they likely still lack the time, re-
sources, or authority necessary to enact meaningful changes in their workplaces, 
communities, regulatory structures, and governments. Part of the work of 
creating the conditions for a more liberatory AI, if such a thing can exist, in-
volves improving regulatory mechanisms and accountability structures such as 
patient and community governance over tech industries and health systems 
(D4BL, n.d.). Expanded legal protections such as whistleblower laws and 
dedicated pro bono and legal aid funds are needed for both nurses and the 
public. Surveillant consumer technologies associated with the internet of things, 
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like Amazon’s Echo, and other forms of ambient intelligence designed to capture 
and interpret data from care environments, are increasingly present both in 
homes and hospital rooms (Schuster-Bruce, 2021). Accountability systems like 
consent forms and AHA’s Patient’s Bill of Rights must be updated to reflect 
threats posed by expanding surveillance and the commodification of data, in-
cluding the right to privacy, the right to protection from harmful algorithms, the 
right to one’s own data, and the right to receive clear and transparent in-
formation about when and how AI technologies have been applied to care, 
clinical decision-making, or resource allocation (Flynn, 2020). 

We must also prepare those who regularly generate and access data to in-
corporate ethical approaches to this work beyond strictly legalistic frameworks 
that center on the rights of living individuals. Electronic health records are a 
type of digital archive. In an essay for Uncertain Archives: Critical Keywords for 
Big Data, Daniela Agostinho suggests digital archivists adopt a new critical ethics 
of care: “Rather than conceiving of care as an exclusively positive and redressing 
affect immune to power differentials – such critiques point to how care already 
circulates within “non-innocent histories,” given the centrality of care to op-
erations of colonialism, empire, and capital” (Agostinho, 2021, p. 81). It is not 
enough for nurses to be caring in our approaches to data management. We must 
be reflexive about whose experiences, skills, labor, and knowledge have shaped 
these digital infrastructures, policies—like HIPAA—that govern them, and 
whose lives are valued in such environments. 

Commitment #4: Attend to Power and Human Relationships 
First, and Always Before the Technology 

New technologies are often used to obscure power relations among human ac-
tors, serving to (falsely) position the technology as apolitical and “objective.” 
AI technologies and associated data practices can never be allowed to take 
precedence over attending to inequities and abuses of power within human 
networks, nor to further dehumanize or other persons already marginalized by 
extant systems. MIT Media Lab researcher Sasha Costanza-Chock opens the 
book Design Justice: Community-led Practices to Build the Worlds We Need with 
a poignant illustration of just how such dehumanization takes place within a 
technosolutionist surveillance state. In the chapter “#TravelingWhileTrans, 
Design Justice, and Escape from the Matrix of Domination,” Costanza-Chock 
describes how TSA’s millimeter wave scanners, which use AI to generate a 
rough image of a person’s body and possible “anomalies,” requires agents to code 
the individual being scanned as a man or woman before the algorithm is applied 
(Costanza-Chock, 2020). No matter what option the TSA agent chooses, 
persons whose identities, bodies, and outward appearances do not conform to a 
narrow and cisheteropatriarchal gender binary (particularly trans, non-binary, 
gender non-conforming, and intersex persons) inevitably receive extra and often 
invasive, humiliating body searches when passing through these airport security 
checkpoints. This is not strictly a problem with agents making incorrect 
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decisions in a world where they’ve been given limited options, but rather, a 
problem with power, and ways in which technology is wielded to reinforce 
both the gender binary and white cisheteropatriarchal supremacy in the name 
of public safety (Fischer, 2019). Although TSA scanners are not typically 
considered health technologies, they are by no means atypical when it comes to 
the long history of assessment of the human body. Indeed, many of the foun-
dational physical assessment skills and tools now used to generate data in health 
systems were founded on equally problematic foundations that encode gender 
essentialism (for example, many breast cancer screening tools that assume 
gender is not only static and assigned at birth but that respondents are 100% 
cisgender and female), biological racism (such as “race corrections” for lung 
volume or eGFR), and ableism (exam tables inaccessible to some chair users) 
into the very fabric of health care’s data systems and technologies (Benjamin, 
2019; Hogarth, 2017; Goldberg et al., 2022; Morris et al., 2017). 

Attending to power and human relationships first also means making trans-
parent the myriad ways in which invisible human labor props up AI systems. In 
Data Feminism, authors Catherine D’Ignazio and Lauren Klein devote an entire 
chapter to “making labor visible” (2020). They highlight recent scholarship 
by technology researcher Kate Crawford and design scholar Vladan Joler, who 
mapped the human inputs required to generate and operate a single Amazon 
Echo—an increasingly common household technology that relies on natural 
language processing to respond to verbal commands from a user (Crawford & 
Joler, 2018). These inputs included mineral extraction to produce the electronic 
components (sometimes requiring child labor and further pollution of the en-
vironment), refining, assembling, distributing, and transporting the components 
both virtually and physically via Amazon’s “fractal chains of production and 
exploitation” (Crawford, 2021). Their map includes invisible inputs such as the 
labor of academics and engineers, unpaid or low-wage labor from students and 
crowd workers labeling training data via services like Amazon’s Mechanical 
Turk, and unrecognized labor such as completion of ReCaptchas (critical data 
labeling). They conclude, “At every level of contemporary technology is deeply 
rooted in and running on the exploitation of human bodies” (Crawford & 
Joler, 2018). Their visualization and essay are available at: https://anatomyof.ai/. 

AI-washing is not limited to new start-up ventures. Data and Society’s recent 
expose on repair work associated with implementation of AI in hospital settings 
highlights widespread potential for AI-washing in health care as well. Their in- 
depth reporting on impacts of Duke’s Sepsis Watch protocol, designed to detect 
and intervene on hospitalized patients at high risk of developing sepsis con-
cludes, “integration of an AI system creates breakages in social structures that 
must be repaired in order for the technology to work as intended” (Elish & 
Watkins, 2020). Rapid Response Nurses at the hospital took on the bulk of this 
hidden and undervalued repair work after the sepsis algorithm was implemented 
in the EHR. Nurses mediated professional hierarchies and performed emotional 
labor to strategically communicate patients’ risk scores to doctors (Elish & 
Watkins, 2020). Multiple automated alerts, most of which were false positives, 
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sent nurses scurrying to ensure the human labor of implementing sepsis protocols 
occurred even though it caused sudden and unpredictable disruptions to their 
workflows and impaired their capacity to attend to other patients’ urgent needs. 
Since then, newly published research indicates proprietary sepsis detection al-
gorithms introduced to EHR software like Epic may do little to actually improve 
patient outcomes. One report concluded the company’s algorithm failed 
to identify two-thirds of the roughly 2,500 sepsis cases (Simonite, 2021). Had 
innovators begun with an equity-centered design approach that focused first on 
power and human relationships: engaging all parties impacted these systems 
(including patient advocates, nurses, unit clerks, and other staff) to define 
the actual design challenge requiring intervention, they might have identified 
a different problem with a better solution and improved outcomes for all 
(Creative Reaction Lab, 2019). Instead, siloed algorithmic innovators often 
receive acclaim, and industry reaps profits of its proprietary tech, while patients 
and health care workers especially nurses shoulder the consequences. 
Technologists and health systems must do better. 

Commitment #5: Embrace an Abolitionist Mindset and 
Principles That Center the Priorities and Expertise of Persons 
Occupying the Margins, Recognizing Communities’ Strengths, 
and Lifting up Those Already Doing the Work 

Nurses and other healers could take a page from communities already engaged in 
such projects grounded first and foremost in re-imagining relationships with 
regards to people and power. An abolitionist mindset for dismantling that which 
is not serving us or our communities and co-creating new forms of AI that do 
also requires design justice. Design justice is a network of practitioners and a 
dynamic, living set of principles that originated out of a workshop planned by 
Una Lee, Jenny Lee, and Melissa Moore and presented by Una Lee and Wesley 
Taylor at the Allied Media Projects conference in 2015 (Costanza-Chock, 
2020). Design justice work is guided by the core beliefs that “those directly 
affected by the issues a project aims to address must be at the center of the 
design process, and second, that absolutely anyone can participate meaningfully 
in design” (Costanza-Chock, 2020, p. 7). This entails building community ac-
countability through approaches such as: centering community members as 
experts in the nature and definition of the AI design challenge, especially those 
who are regularly marginalized within or erased from design efforts; capacity- 
building through education and other efforts focused on equipping co-designers 
with the knowledge and tools necessary to co-create their own solutions; spe-
cifying clear mechanisms for community accountability from the inception of 
new projects; and investment in continued maintenance and improvement of 
projects beyond the innovation stage. Design justice encourages co-designers 
to address common pitfalls of institutionalized cultures of innovation like the 
Silicon Valley motto “move fast and break things,” by avoiding the temptation 
to simply “parachute” nurse informaticists and other technologists into 
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organizations and community settings where they have no prior history of 
relationship-building or local knowledge (Costanza-Chock, 2020). 

Commitment #6: Require Ongoing, Enthusiastic, Critical 
Consent 

Definitions of consent abound and vary dramatically in the digital and algorithmic 
space. Most of us are now accustomed to the long fine print in “terms of use” that 
accompany new downloads and digital platforms. In health care and research 
circles, we often discuss the concept of informed consent. What constitutes in-
formed consent is usually determined at the level of the institution, such as by the 
members of an institutional review board. This type of consent is less about morals 
or ethical practice, and more about compliance with a legal requirement (Bazzano 
et al., 2021). With few exceptions, such as examples derived from Black midwifery- 
grounded models of reproductive health or trans-led approaches to more inclusive, 
gender-affirming care, the culture of health care and innovation has not cultivated 
a culture around consent that goes anywhere beyond the bare minimum level of 
compliance, and even then, it often fails (Rabelais, 2020; Suarez, 2020). In some 
cases, even compliance with legal standards has done violence to communities, 
such as the situation of some Native nations whose sovereignty has been bypassed 
by the NIH’s large-scale data repositories (Hansen & Keeler, 2018). If we are 
serious about cultivating more liberatory futures as they relate to AI and data 
practices, we must also re-imagine consent in the digital space. Not as a static, one- 
and-done sort of proposition involving long paper forms and legal-ese, but consent 
as a dynamic relationship between the person(s) about whom data are being 
generated and/or who are being impacted by products of AI and data science, and 
those collecting the data and/or developing the technologies and algorithms. 
Consent that is not only “informed,” but affirmative, enthusiastic, ongoing, and 
given from a positionality of power (And Also Too, 2022). 

This is a space wherein folks on the margins, such as many professional sex 
workers, and queer and feminist practitioners of bondage, discipline, sadism, and 
masochism [BDSM] or polyamory, could teach clinicians, data scientists, 
and technologists less familiar with consent practices beyond individualistic 
and transactional legal frameworks. Professional sex worker Chanelle Gallant, a 
long-time organizer and co-director of the Migrant Sex Worker Project in 
Toronto, Canada, explains: 

I believe this is the most valuable lesson of sex workers to consent culture: the 
knowledge that consent is about power. Less power means less ability to establish 
meaningful consent. So if a sex worker is selling sex in an environment where they 
have a lot of power … they can better negotiate for safer sex, they can better protect 
their boundaries, they can be really clear about what they want, what they don’t 
want, at what time, and when and with whom. If a sex worker has less power, 
then they have less control and there is less real consent in the sexual interaction. 

(Gallant, 2016) 
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In Queer BDSM Intimacies: Critical Consent and Pushing the Boundaries, German 
queer studies scholar Robin Bauer describes negotiation of relationships and 
power among self-described “dyke” and queer practitioners of BDSM (Bauer, 
2014). This group, while not a monolith, provides a contrast to the hetero-
normative ideal of harmonic sex wherein all couples are assumed to be egalitarian 
and therefore neutral, without power dynamics requiring mitigation or nego-
tiation. This assumption is of course, a myth. But it comes eerily close to similar 
assumptions underlying many contemporary approaches to consent practices in 
health care and tech sectors, including, the collection of big data. Queer BDSM 
practitioners, by existing outside of these normative assumptions, throw them 
on their head, providing a model for consent practices in contexts where the 
default is never egalitarian or neutral. Bauer concludes: 

The dyke + queer BDSM community developed technologies of negotiating critical 
and affective (rather than liberal and rational-choice) consent that offered a 
promising tool to invent new power-sensitive ways of dealing with difference and 
social hierarchy. Starting from an acknowledgment of interdependence rather 
than personal autonomy, they replaced the illusion of equality with the criterion 
of negotiating agency, which enabled individuals to state their desires and set 
limits in concrete, contained situations. The notion of agentic feminism that 
prevailed in the community entailed claiming one’s own agency both to empower 
oneself and to interrogate one’s own position of power critically. 

(Bauer, 2014, p. 252)  

How will we, as nurses and healers, create the conditions wherein individuals and 
communities impacted by AI and big data are able to engage in critical consent 
from a positionality of greater agency and power? We are far from that now. The 
ethics and accountability structures that currently exist in health care are not 
only inadequate for this task but also mired in the most basic moral debates 
regarding whether patients should even be informed AI has impacted their care 
in the first place (Darrell M. West & Allen, 2020). A recent legal brief in The 
Georgetown Law journal summarizes current legal controversies in the realm of 
patient consent related to the use of AI and machine learning (ML) technologies: 

First, when, if ever, under the law of informed consent do physicians need 
to tell patients that AI/ML was involved in helping to guide the treatment 
decision the physician ultimately adopted? Second, conditional on be-
lieving such disclosure is sometimes appropriate, how much detail must they 
share about the AI/ML recommendation and the AI/ML system itself? 

(Cohen, 2020)  

The world of health care compliance is still grappling with questions as basic as 
whether or not patients should be made aware of the degree to which algorithms 
and AI technologies have impacted their care and possible recommendations for 
treatment decision-making. 
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But here is where it gets tricky: whether the use of AI/ML to help direct 
their care matters to patients depends in part on (a) how commonly it is 
used and (b) how much patients know about how commonly it is used, 
which is itself at least somewhat related to (c) whether we require disclosure 
about the use of AI/ML today. 

(Cohen, 2020)  

If we are to co-create praxis that is truly emancipatory in the context of AI for 
health and care, nurses will need a new ethics of critical consent. 

Commitment #7: Where There Is Not Consent, 
Practice a Feminist Politics of Refusal 

There are many examples of refusal at work, particularly among communities 
marginalized under the matrix of domination. Native and Indigenous peoples 
have been forced to struggle against settler states, including Federal agencies such 
as the National Institutes of Health (NIH), for sovereignty over their own data 
and stories. For example, the National Congress for American Indians (NCAI), 
which represents the majority of 573 tribes in the United States, condemned the 
failure of researchers for the NIH-sponsored All of Us precision health study, a 1 
million person+ longitudinal cohort study involving sequencing and archiving 
participants’ genomes, to engage in good faith discussions with leaders of so-
vereign tribes before launching. Although the All of Us program has a Tribal 
Collaboration Working Group, there had been no tribal consultations that satisfy 
treaty or other requirements nine months into the program (The Tribal 
Collaboration Working Group Report, 2018). These data are sensitive and 
could have ramifications beyond just those for individual participants. Some 
Indigenous leaders called this effort to hoover up as much genomic and health 
data as possible on such a large group anew form of biocolonialism (Hansen & 
Keeler, 2018). Immediately following the research program’s launch, the NCAI 
tweeted, “All of Us Research Program recruitment launch is a reminder that NIH 
and this program must consult and partner with tribes on how to best protect 
American Indian/Alaska Native (AI/AN) data and tribal sovereignty in re-
search” (NCAI Policy Research, 2018). NIH responded with a press release in 
March 2021, that affirmed their “baseline commitments” to certain safety pro-
tocols for data collected from AI/AN participants, such as holding release of 
those data for 6 months to allow participants to consult with tribal leaders about 
their participation in the study (NIH to Enhance Tribal Engagement Efforts for 
Precision Medicine Research, 2021). Prior to engaging with these tribal commu-
nities, researchers at the NIH had already decided what types of data would be 
collected and how those categories would be defined. Even with certain “safety” 
agreements in place, tribal communities remain at the mercy of the research 
questions, frameworks and measures selected a priori by settler scientists. Social 
scientists Eve Tuck and K. Wayne Yang (2014) name and push back against this 
type of settler gaze in their pivotal essay, “R-Words: Refusing Research:” 
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Settler colonial knowledge is premised on frontiers; conquest, then, 
is an exercise of the felt entitlement to transgress these limits. Refusal, 
and stances of refusal in research, are attempts to place limits on 
conquest and the colonization of knowledge by marking what is off 
limits, what is not up for grabs or discussion, what is sacred, and what 
can’t be known. 

(Tuck & Yang, 2014, p. 225)  

Commitment #8: Attend to Planetary Health Implications of 
AI and Associated Extractive Economies 

Artificial intelligence and big data have important implications for planetary 
health. Though some of these impacts may be positive, many exacerbate an 
already worsening climate emergency. Some researchers hypothesize applica-
tions of AI to the energy sector may result in greater efficiencies and reductions 
in greenhouse gas emissions (GHG) (Dutta, 2021). According to some models, 
AI is estimated to assist organizations in industries to fulfill up to 45% of the 
Paris Agreement targets by 2030 (Capgemini Research Institute, 2020). 
However, the use of AI to solve these sticky climate challenges also involves 
costs with non-trivial impacts on the environment. AI technologies require 
large amounts of energy and planetary resources to be produced. Precious 
minerals, such as lithium, are essential components of technologies like the 
batteries that power many robotic and automated systems, wearable sensors, 
“smart” devices like cell phones, computers, and electric vehicles. In Atlas of AI, 
computer scientist Kate Crawford opens the book with an excruciating tale 
about lithium mining and its poisonous consequences for communities and 
wildlife that once occupied what are now ghost towns scattered across the 
western United States (Crawford, 2021). In many cases, extraction of these 
minerals is conducted by large multi-billion dollar corporations on Indigenous 
and Native lands, contributing to environmental racism by draining and poi-
soning those ecosystems. Once built, these technologies also require copious 
amounts of energy to operate. 

Researchers at the University of Massachusetts Amherst performed a life 
cycle assessment for training several common large AI models. They found 
that the process can emit more than 626,000 pounds of carbon dioxide 
equivalent—nearly five times the lifetime emissions of the average American 
car, including manufacture of the car itself (Hao, 2019). The study, by 
researchers Emma Strubell, Ananya Ganesh, and Andrew McCallum, spe-
cifically studied energy required to train model used to support natural 
language processing (NLP), a technology critical to the function of voice- 
activated applications like auto-scribes, Siri, and Cortana (Strubell et al., 
2020). To date, nursing discourse on AI and big data has largely ignored 
climate implications of these technologies, even as they deploy climate- 
related metaphors. For example, a recent article on nursing leadership and 
data mining warns: 
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Today’s nursing executives and managers are inundated by a tsunami of 
data from a variety of sources, including inpatient and ambulatory electronic 
health records (EHRs), finance and accounting data, claims data, human 
resources reports, demographic data, national and internal benchmarking data, 
research data, quality improvement and process improvement project out-
comes data, and satisfaction reports for patients, physicians, and employees. 

(Clancy & Gellinas, 2016)  

Tsunami is used here as a metaphor for an overwhelming wave of data. Actual 
tsunamis are series of potentially catastrophic waves caused by earthquakes or 
undersea volcanic eruptions (NOAA, 2018). Human activity, such as com-
mercial development of shorelines, compounds their devastating effects even as 
tsunamis are frequently described as natural phenomena. By referring to a data 
tsunami, nurse authors confer a sense of overwhelming force while simulta-
neously dodging complicity or control, as if data tsunamis were as inevitable as 
massive earthquakes or volcanic eruptions. Meanwhile, big data-driven AI and 
related technologies like blockchain, built and maintained by fellow humans, 
have been implicated in exacerbating global climate change thereby increasing 
the likelihood and human devastation of literal tsunamis around the planet 
(Browne, 2021; Strubell et al., 2020; Tully, 2021). 

Organizations such as the Alliance of Nurses for Healthy Environments 
(ANHE) have committed to the development of curricula and action strategies 
nurses can use to disrupt unnecessary waste and other harmful practices, and to 
advocate for regulation and greater accountability of industries and governments 
(Anderko et al., 2016). Though not yet specifically named in any nursing 
organization’s public commitments to address the climate emergency (Walker 
et al., 2020), going forward our efforts to protect planetary health must address 
technology waste and other ongoing planetary harms resulting from the main-
tenance of AI-powered systems and associated extractive economies. In pursuing 
these efforts, nurses should center the leadership of groups disproportionately 
impacted by the effects of a changing climate, such as disabled, queer, and 
trans people of color, and Indigenous and Native communities with generations 
of experience innovating in the face of adversity and stewarding the land 
(Sanderson et al., 2020). 

Commitment #9: Foster Communities of Practice Surrounding 
These Commitments to New Futures, Accountability, and 
Repair 

When establishing new communities of practice around responses to AI and big 
data, nurses should seek to support, amplify, learn from, and build upon the 
activism and intellectual labor of community-led organizations already doing 
the work (Costanza-Chock, 2020). My own introduction to the concept of 
algorithmic accountability came in 2019 while standing in my kitchen preparing 
dinner for my children and listening to a livestream of the 2nd annual Data for 
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Black Lives (D4BL) conference. The in-person event was at capacity, but the 
organization had made a commitment to making their work accessible to a wide 
audience including those of us who ultimately tuned in via YouTube. Data for 
Black Lives was established by data scientist and entrepreneur Yeshimabeit 
Milner for the purpose of using data science to create concrete and measurable 
change in the lives of Black people (D4BL, n.d.). The organization acknowl-
edges that “tools like statistical modeling, data visualization, and crowd- 
sourcing, in the right hands, are powerful instruments for fighting bias, building 
progressive movements, and promoting civic engagement,” however, “history 
tells a different story, one in which data is too often wielded as an instrument 
of oppression, reinforcing inequality and perpetuating injustice” (D4BL, n.d.). 
One of their most recent campaigns, Abolish Big Data (hashtag #NoMoreData 
Weapons), is a call to action to reject the concentration of big data in the hands 
of a few, and to challenge the structures that allow data to be used as a weapon 
of political influence. Milner explains, “To abolish Big Data means to put data 
back in the hands of people who need it the most” (Milner, 2021). 

Working alongside organizations like D4BL, the Algorithmic Justice League 
(AJL) was founded by computer scientist and self-proclaimed "poet of code” 
Joy Buolamwini. The algorithmic justice movement caught fire after Dr. 
Buolamwini gave a ground-breaking TED talk on algorithmic bias in 2017 that 
has since garnered more than one million views (Buolamwini, 2021). In her 
talk, Dr. Buolamwini demonstrated how facial recognition software commonly 
found across a wide range of computer applications and technologies routinely 
misclassified or failed to recognize faces, including her own, in ways that were 
systematically biased because “people who coded the algorithm hadn’t taught it 
to identify a broad range of skin tones and facial structures” (Buolamwini, 2016). 
She called this bias the coded gaze. Since its founding in 2017, the Algorithmic 
Justice League has successfully fought for new laws in towns and cities banning 
use of facial recognition technologies in public spaces. They provide algorithmic 
auditing services, datasets, and expertise to guide policymakers and industry 
around more accountable use and regulation of AI. 

The Our Data Bodies (ODB) Project was originally formed in 2015, pre- 
dating both Data for Black Lives and the Algorithmic Justice League. Based in 
marginalized neighborhoods in Charlotte, North Carolina, Detroit, Michigan, 
and Los Angeles, California, the ODB project critically examines digital data 
collection and human rights, working with local communities, community or-
ganizations, and social support networks to show how different data systems 
impact re-entry, fair housing, public assistance, and community development 
(Our Data Bodies, n.d.). Through support of the Digital Trust Foundation, Our 
Data Bodies collaborated with co-creators from their local neighborhoods to 
develop the Digital Defense Playbook, an open-access workbook available in both 
English and Spanish that contains group-based education activities focused on 
data, surveillance, and community safety to co-create and share knowledge, 
analyses, and tools for data justice and data access for equity (Lewis et al., 2018). 
In the Digital Defense Playbook, one user writes, 

190 Rae Walker 



the implications of data are not imagined and predicted as they are in data 
science, but instead, embodied, experienced and felt. In the wrong hands, 
data has the power to dismantle, dividuate, and dissect. This is quite the 
antithesis to how data are materialised in data science – yet an important 
way forward if we want the more negative aspects of datafication to change. 

(Pangrazio, 2020)  

The workbook was designed to support “intersectional fights for racial justice 
LGBQ+ liberation, feminism, immigrant rights, economic justice, and other 
freedom struggles, to help us understand and address the impact of data-based 
technologies on our social justice work” (Lewis et al., 2018). Such tools 
are ready resources for nurses seeking to establish common vocabularies and 
embodied understandings around how data and data-driven technologies, 
such as AI, impact their health and the health of their communities, and 
how to fight back. 

In addition to partnering with movement leaders to foster new and expanded 
communities of practice, nurses can also draw upon existing community ac-
countability practices. These have been informed by frameworks such as ending 
sexual violence, trauma-informed practice, harm reduction, healing justice, PIC 
abolition, and transformative justice (Kaba & Hassan, 2019). Many grew out of 
the labor of Black women and other women of color, Indigenous and disabled 
communities, queer and trans people of color, and other marginalized and 
stigmatized groups such as professional sex workers. Harm reduction is “a phi-
losophy of living, surviving and resisting oppression and violence that centers 
self-determination and non-condemning access to an array of options” (Kaba & 
Hassan, 2019, p. 7). 

Community accountability (CA) strategies aim at preventing, inter-
vening in, responding to and healing from violence through strength-
ening relationships and communities, emphasizing mutual responsibility 
for addressing the conditions that allow violence to take place, and 
holding people accountable for violence and harm. 

(The Audre Lorde Project, 2010)  

This approach is especially important when community members—whether 
they are nurses or the persons nurses accompany in care—cannot rely on state 
systems or other institutions for safety. Mariame Kaba and Shira Hassan’s 
working for community accountability facilitators, Fumbling Towards Repair, 
outlines 10 critical questions for any CA process. These include, “Where is 
the harm and where is the potential healing?”; “What change are you hoping 
for?”; and “How can I/we make this better?” (Kaba & Hassan, 2019, p. 33). 
These questions are intended to facilitate a process wherein community 
members show up for each other and especially those who’ve experienced 
harm, hold themselves and each other accountable, and work—where 
possible—toward repair. 
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Commitment 10. Make Space for Collective Healing and 
Pleasure in the Work 

Disruption and transformation are not easy. It is work. It can be exhausting, 
even violent. Layered onto this is the trauma of an ongoing pandemic that 
has done untold damage to the health care workforce, to students, and to 
patients and communities, especially those already occupying the margins. 
Corporations, governments, health care industries, and other powerful enti-
ties deeply invested in maintaining the power status quo will (and have) 
quash disruption to hegemony. In January 2021, Google summarily fired AI 
ethics researcher Timnit Gebru along with one of her chief collaborators, AI 
scientist Margaret Mitchell. Their infraction? Internally circulating scholarly 
work demonstrating significant harms of some of the AI models the company 
relies on to sustain its search engines (Schiffer, 2021). Gebru, a well- 
respected scientist in AI circles, spoke out when the company claimed she 
had voluntarily resigned. She referred to this characterization of her firing 
as having been “resignated” (Axon, 2021). The hashtag #IStandWithTimnit 
made the rounds on social media alongside an outpouring of support 
from fellow advocates and AI researchers. The company denied it did any-
thing wrong, or that the implications of Gebru’s research influenced its 
decision to fire the Ethiopian-born computer scientist of Eritrean descent 
(Wakabayashi, 2021). Though some legal aspects remain pending, Gebru, 
Mitchell, and their collaborators have publicly documented an audit trail of 
internal emails and other documentation from Google executives capturing a 
systemic campaign of threats, intimidation, and gaslighting (Mitchell, 2022;  
Schiffer, 2021). 

Gebru sought to disrupt and transform a very powerful corporate system 
from within. Despite some early wins and exquisite scholarship, her AI 
ethics research team was ultimately met with stonewalling, dismissal, and legal 
and financial consequences. Google immediately rushed to fill the void by 
launching an elaborate media campaign about how their new AI ethics 
division would be even bigger and better than the last (Ghaffary, 2021). The 
incident threw into sharp relief other AI for good efforts funded by large 
corporate sponsors, like Google, many of which now underwrite AI curricula 
at many institutions of higher education and sponsorships for health in-
novation events like nurse hackathons. The case of Timnit Gebru’s firing forces 
us to ask, to what extent do these industry investments represent authentic 
efforts to promote a more just and verdant future—and to what degree do they 
co-opt public goodwill and trust in nurses to nurse-wash less savory realities 
about these industries and their impacts? If our success as healers means 
abolishing and transforming the violence of industries and structures invested 
in oppression, will industries invested in the status quo allow us to succeed 
in these efforts? Or are these industry partners invested in allowing only for 
the optics of success wherein only very small, incremental changes that can 
be advertised as proof of good faith are allowed? 
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If we are to not only survive but thrive in an AI era, nurses and other actors 
engaged in resistance, abolition, and rewriting the future of power in these 
ecosystems need community spaces where we can experience true solidarity, 
pleasure, and radical joy in our work, relationships, and bodies. Co-creation 
of such spaces requires intention, relationship-building, and trust. In her 
collection of essays, Pleasure Activism: The Politics of Feeling Good, adrienne 
maree brown writes about the healing power of collective engagement in 
generative somatics, a set of practices focused on transformative embodiment, 
acknowledging both pleasure and pain, and “how each of us has the power to 
help each other feel more, heal, and move toward our longing for liberation 
and justice together” (brown, 2019, p. 275). We cannot rely on legacy nursing 
professional associations to hold space for such critical yet intimate forms of 
engagement. While nursing has multiple professional groups focused on big 
data and AI, like the American Nursing Informatics Association (ANIA) and 
the American Academy of Nursing (AAN), such organizations retain highly 
hierarchical leadership structures wherein the membership largely reflects 
well-resourced, highly educated, and mainly white professionals focused on 
academic and scholarly discourse and advancement of the discipline. These 
are not safe spaces for radical praxis, particularly when it is coming from folks 
on the margins. If we cannot locate safe and generative spaces for community 
accountability and generative somatics within our discipline’s professional 
associations, nurses may need to create new networks. Once again, we can 
look to the examples from leaders already doing the work, like Timnit Gebru. 
Gebru neither gave up nor ran back to the oppressive industry spaces that 
continued to fight her very success. On December 2, 2021, she circulated a 
press release announcing the launch of her latest endeavor: the Distributed AI 
Research Institute (DAIR). 

DAIR’s values are outlined on the landing page of their new website: 
Community, not exploitation; comprehensive, principled processes; proactive, 
pragmatic research; and healthy, thriving researchers. Under the latter they 
explain, 

we understand that the current environments in which we conduct this 
work do not prioritize our well-being. We value the commitments required 
to produce strong research and are committed to being a place where 
researchers do not have to choose between their work and their health. 

(DAIR Institute, 2021)  

Nursing as a discipline, either on its own or in partnership with other disciplines 
and stakeholders, has yet to launch its own version of DAIR. But if we are to be 
successful in sustaining the creative efforts and resistance that will be required to 
co-create new and more liberatory futures, we will need to create refuges where 
this work can happen in partnership with community members who see and 
acknowledge our humanity, value our pleasure and collective well-being, and 
help us to locate the joy in this work. 
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Final Thoughts 

Claims surrounding benefits of AI for health care are extensive and ever- 
expanding. AI for health care has been described in the nursing literature as an 
imperative for improvement of patient safety and health care quality, and 
especially central to the provision of evidence-based, personalized and precision 
care (Geum Hee Jeong, 2020; Ronquillo et al., 2021; Santoni de Sio & van 
Wynsberghe, 2016; Schleder Gonçalves et al., 2020). The fact some forms of AI 
sensing, such as wall-mounted sensors, can allow clinicians and administrators 
to “passively” surveil patients, bypassing the need for cooperation or consent 
from the persons being monitored, has been touted as a significant advantage 
of this technology (Barrera et al., 2020). Over and over in the literature, AI is 
proposed as the answer to sticky behavioral challenges, mental health, and 
poorly managed symptoms (Barrera et al., 2020). 

When we examine where these narratives about the revolutionary benefits of 
AI for health care originate from, we see this varies widely. Claims in the peer- 
reviewed literature largely stem from engineers and academics, many who do not 
have a clinical background or who are no longer active in direct care roles. 
Quite a few philosophers have added to the discourse (Santoni de Sio & van 
Wynsberghe, 2016). Some claims stem from technologists, particularly en-
gineers and computer scientists (Gholami et al., 2018; Zheng et al., 2017). 
There is also industry, particularly the giants of Silicon Valley championing the 
AI for good movements such as Amazon, Apple, Facebook, Google, and 
Microsoft (Benjamin, 2019). When we ask whose voices are absent from this 
discourse, we see a different picture. Notably, we observe comparatively little 
representation from folks outside of academe and the health care industry, such 
as patients, caregivers, and communities directly impacted by these technologies 
(Eubanks, 2017; McGrow, 2019; Ronquillo et al., 2021). Even the recent AI for 
health care think tank convened by the Nursing and Artificial Intelligence 
Leadership Collaborative (NAIL), titled “Artificial intelligence in nursing: 
social, ethical and legal implications,” while inclusive of multidisciplinary 
perspectives, lacked any obvious representation from patients, caregivers, or 
community organizers (Ronquillo et al., 2021). 

Much of the Federally funded health research involving AI and big data, such 
as the NIH’s All of Us project, remains deeply entrenched in forms of positivistic 
empiricism, biological determinism, and deficit models of health borne out of 
sociopolitical realities, and especially, the historical and current dominance of 
white westernized biomedicine as the defining framework for what is considered 
health and care (Rabelais & Walker, 2021). The majority of machine learning- 
ready datasets for these projects are derived from Federal databases like the U.S. 
Census, electronic health records of large health systems, and private insurance 
companies with access to large swathes of patient data (Scudellari, 2021). Such 
archives tend to contain variables characterized as intrinsic to individuals, like 
physiological parameters and pathological diagnoses, while failing to capture 
historical, relational, institutional, or environmental factors that might better 
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explain health not only as it manifests for a single person, but within and across 
social networks and communities over time (Dillard-Wright, 2019). These are 
not data for liberation. Data platforms such as electronic health records were 
designed to maintain a system of surveillance, legal compliance, billing, and 
payment wherein the ways in which health and care are defined, and what forms 
of these are accessible and valued, are defined by white settler-dominated bio-
medical institutions, regulatory agencies, and especially industries like insurance 
and pharmaceuticals that profit from present power arrangements (Evans, 2016). 
Creating new futures in an era of AI and big data entails co-constructing 
new narratives about what constitute data for health and liberation, how they 
are analyzed and managed, and who is an expert or data scientist (Thylstrup 
et al., 2021). 

AI for health and care is not intrinsically bad or good, nor are predicted 
futures a foregone conclusion. Timnit Gebru writes, 

We believe that artificial intelligence can be a productive, inclusive 
technology that benefits our communities, rather than work against them. 
However, we also believe that AI is not always the solution and should not be 
treated as an inevitability. Our goal is to be proactive about this technology 
and identify ways to use it to people’s benefit where possible, caution against 
potential harms and block it when it creates more harm than good. 

(DAIR Institute, 2021)  

Manifesting emancipatory nursing futures in an AI era requires continuously 
recommitting to each other, our communities, and the planet. Though the 
work can seem daunting, nurses have an exciting opportunity to build new 
shared vocabularies, communities of practice, frameworks for codesign, and 
negotiating power and consent around AI, including what constitutes data 
for health and liberation. Glitch feminist Legacy Russell asks, “Can a break be 
a form of building something new? Can our breaking shit be a correction, 
too?” (Russell, 2020). In our collective endeavors to create the circumstances 
in which liberation is possible, nurses must be prepared to break a lot of shit 
along the way. 
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Part IV 

Getting There: Speculative 
Paths for the Present/Future  

In the fourth part of this compendium, we invited authors to describe the po-
tentiality that nursing holds in developing equitable futures for nursing students 
and the folks we accompany in care. These futures cross the disciplinary spec-
trum and include nursing education, practice, and research. Bursting forth from 
this speculative vision, collectively the authors highlight the possibility of anti- 
racist teaching practices, abolition, planetary care, and democratic knowledge 
generation. The authors’ visions embrace the generative potential of a radical 
future that is collaborative, communal, and just. Their words remind us of other 
liberatory calls to action, such as the Mental Health First initiative of the 
AntiPolice Terror Project in the Bay Area; New York City’s the People’s Forum, 
an incubator for transversal solidarity; and William Barber III’s Poor People’s 
Campaign. 

In Chapter 11, Horizons: Shifting the Gaze and Topography of Nursing 
Education, authors DaJane Gresham-Ryder, Venika Marwaha, and Clarie 
Valderama-Wallace deeply interrogate the racist origins of nursing education 
and its perpetuation in the present. The authors critique the current narratives 
surrounding professionalism, accreditation standards, calls for diversity in nur-
sing education, and future visions upheld by the neoliberal empire. Here, they 
argue that the current systems and structures that are in place are unable to 
bring about equity and “fall short of the possibility for freedom.” Amid these 
faults, the authors excavate the oppressive practices of standardized testing in 
nursing and its marginalizing impact on students from historically-underserved 
backgrounds. From these roots of these injustices, Gresham-Ryder, Venika, and 
Valderama-Wallace endeavor to develop and build anti-racist admission prac-
tices and pedagogies grounded in justice through systems of faculty and in-
stitutional accountability. 

In Chapter 12, Open Nursing Science: Using Citizen Science to Break Nursing 
Knowledge Wide-open, author Patrick McMurray envisions a future for nursing 
knowledge development that is unbolted, accessible, fluid, and democratizing 
in its approach. In an attempt to redefine what counts as research in nursing, 
McMurray explores the potentiality of citizen science as a mode of inquiry to 
unmoor the current epistemological practices of the discipline and to make 
them accessible to the folks we accompany and to all nurses regardless of 
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formal academic training. The author begins by describing the history and 
basic principles of citizen science as a mechanism to engage the public in a 
partnership of inquiry. From this starting point, the author makes the case for 
citizen science to dismantle the hegemonic hierarchy and boundaries of what 
counts as nursing knowledge. As McMurray states, “in nursing, the academy 
jealously guards who gets to be viewed as a scholar, scientist, theorist, leader, 
innovator, and change-maker.” Citizen science disassembles these boundaries, 
inviting others in. McMurray notes that nursing has a stark history of “re-
searching at people” rather than being equal partners in knowledge-making 
practices, issuing a call “for nurses (and others) to be part of doing science out 
loud and in the open.” 

In Chapter 13, Metamorphosing Nursing Education for a Dying Planet, author 
Brandon Blaine Brown envisions a future for nursing in which the environs of 
care are expanded to include nonhumans, plants, animals, and the Earth itself. 
Brown begins by describing the current epoch of time known as the 
Anthropocene and its impact upon the Earth and all of its denizens, living, 
nonliving, and dead. The author then focuses on nursing education’s failure to 
address climate change and its driving force of capitalism. Brown elucidates that 
reasons for nursing education’s negligence in addressing environmental de-
gradation stem from the construction of the discipline caught in the throes of 
humanism and its operation within the commodified territories of higher edu-
cation and healthcare. The author ends with a call for the academy to transform 
its pedagogical practices and transmission of knowledge towards an ecological 
and relational approach that emphasizes rhizomatic learning and making kin 
with the earth. 

In Chapter 14, #AbolishNursing: An Ethics for Creating Safer Realities, au-
thor Em Rabelais proposes a liberatory future through the abolishment of 
nursing practice and education in its current form. The chapter is divided 
into two sections. In the first section, Rabelais begins by describing the 
harms that have been done and continue to be reproduced in the field 
through whiteness, ableism, and transmisia. The author deeply chronicles the 
impact of poor nursing care that has been perpetrated upon the trans com-
munity and other historically underserved groups. Rabelais goes on to illus-
trate that the “exercise of nursing itself is an exercise of white supremacy.” 
The author offers a call for abolitionist frameworks that emphasize “we can 
only do this together, not alone” and that “abolition is a community event” 
summoning nurse educators and nurses to believe their patients and students. 
As Rabelais eloquently proclaims, “when we do not believe our students, we 
are actively teaching them not to believe their patients.” Moving forward, in 
the second section of the chapter, the author outlines how we get to a 
liberatory future through the destruction and creation of something else that 
is not oppressive. Rabelais describes that this liberatory future will only be 
achieved when those who are currently in leadership step down and cede 
control to Black and Brown, transgender, disabled, and non-Christian 
communities. 
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As illustrated by the aforementioned brief overview of each chapter, we are 
inspired. Each of the author’s speculative visions makes clear that there is a 
bountiful groundswell of liberatory futures and dreamers within the discipline. 
Each of their works offers us new ways of thinking about nursing that break apart 
the boundaries, limitations, and the confining ethos of the present, offering us 
paths forward for a more just present-future.  
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11 Horizons: Shifting the Gaze and 
Topography of Nursing Education 

DaJanae Gresham-Ryder, Venika Marwaha, and  
Claire Valderama-Wallace   

Authors’ Positionalities 

DaJanae Gresham-Ryder: As an African American nurse born and raised in 
Stockton, California, it has helped mold my perspective on healthcare dis-
parities and the long-haul disadvantages the Brown and Black community have 
suffered for decades. The lack of healthcare resources in the African-American 
community has caused my ancestors to be maternally ignored and experimental 
subjects, resulting in a lack of trust in the healthcare system. The outlook of a 
human of color is optimistic, visionary, and cultivated; the future will partake in 
a direction that will guide equitable healthcare for all. 

Venika Marwaha: I was born in Oakland, California to parents who emigrated 
from India. Having worked in hospitals through rotations as a previous nursing 
student, and in the community setting as a nursing assistant and mental health 
rehabilitation worker, I’ve seen disparities in the quality of care. Currently, I see 
a system focused on treating diagnoses and I envision a healthcare system with a 
more proactive desire to care for the needs of the community and healing. 

Claire Valderama-Wallace: As a Filipino woman born and raised in the 
United States, I am particularly mindful of how colonialism and American 
imperialism created the conditions that brought my family to unceded Ohlone 
territory and continue to shape our lives. A vision for internationalist, antic-
olonial, and anti-imperialist futures shapes my every day. 

Purpose 

Systems built upon the violent pillars of white supremacy, colonialism, and 
imperialism thrive in the silencing of liberatory ways of thinking, living, 
learning, healing, communicating, and loving. These same pillars have created 
the landscape of nursing education, fraught with the perpetuation of unjust 
power dynamics as well as resistance. What Mariame Kaba (2021) said, “There 
is no road map for justice, because under this system we have never seen it. But 
the current system has been thoroughly mapped, and it has already failed.” 
(p. 70) While Kaba described the prison industrial complex, this statement also 
applies to health professions education. Despite the increase in diversity, equity, 
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and inclusion (DEI) statements by nursing organizations (Knopf et al., 2021) 
and the formation of DEI committees, material shifts in the distribution of 
power remain elusive. The same people, formations, and policies which have 
invested in and benefit from racism, ableism, patriarchy, and transmisia in 
nursing remain deeply entrenched and are among those seeking to remain re-
levant (McFarling, 2021). For nursing to live up to the promise and claim of 
social justice (American Nurses Association, 2015), systematic disruption, 
transformation, and sustained non-transactional partnerships are necessary. The 
purpose of this chapter is to map this landscape, consider recent efforts, and 
envision steps to uproot contradictions. 

Conceptual Framework 

Critical Race Theory (CRT) and Critical Latin Epidemiology are the frame-
works guiding our work, propelling us toward liberatory epistemologies where 
dismantling systems of oppression and epistemicide are centered. Futures of 
nursing education where health equity is paramount requires fluency about 
systems of oppression, the social and political construction of race, and the need 
for counternarratives and structural change (Bell, 1975; Ladson-Billings & Tate, 
2016). We also draw inspiration from Breilh’s theory of Critical Latin 
Epidemiology, which centers social determination of health, collective health, 
and the undoing of colonialism’s biomedical tenets of individualism, linear 
causation, and risk factors (Breilh, 2021). Transforming nursing education re-
quires intentional divestment from the biomedical model, which will not be 
possible through a patchwork of incremental changes in curricula, haphazard 
diversity initiatives, reform of accreditation standards, and ongoing reliance on 
testing industries. 

The Topography of Nursing Education 

Myths of Nursing Education and the Profession 

Nursing is a remarkable profession created to care for patients holistically 
(Practicalnursing.org Staff Writers, 2021). Myths, however, have created mis-
conceptions that continue to impact the workforce. Debunking myths in nur-
sing is essential to uprooting the impact of systems of oppression. For example, 
the work of historians has unveiled that Florence Nightingale was not the only 
influential nurse in history (Smith, 2021). Another common myth is that the 
nursing profession is built around inclusion and diversity. The tragic deaths of 
George Floyd and multiple African-Americans have revealed what it means to 
be a person of color in the United States. Nursing is not immune from systemic 
racism. In reality, racism is still alive in the nursing profession, and this crisis 
must be acknowledged by those who pretend all nurses are equal. 

Nursing education does not systematically combat racism. Nursing programs 
were established to produce competent nurses, but notions of competency have 
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been entrenched in protecting the comfort of nurses who have not been his-
torically excluded. Most importantly, myths of diversity in nursing have allowed 
nurses to participate in all levels of racism (Jones, 2000). Naming and de-
bunking myths are essential to hold white supremacists accountable for the 
harm and mistrust created over the decades. Without this process, nursing will 
not equitably thrive. Godsey et al. (2020) explain that nursing as a brand is 
inconsistent with the care delivered by the nursing profession. Godsey et al. 
(2020) examined the importance of nursing in healthcare but while doing so, 
they also created negative stereotypes. For example, the authors assume that 
Patients of Color seeking care may believe that they are unlikely to be mis-
treated, which is inaccurate. Table 11.1 Myths That Serve as Vehicles of 
Oppression in Nursing outlines additional misconceptions that serve as vehicles 
of oppression. These have scarred the integrity of nursing and there is much to 
be done to strengthen the backbone of the profession. 

Bedrock of Empire Building, Colonialism, and White Supremacy 

To examine nursing education in a manner that centers social justice is to si-
tuate nursing within a broader context of historical and ongoing colonial pro-
jects. Schools have been a vehicle for racist American empire building for 
decades. This includes Indian boarding schools, enacting genocide which con-
tinues to impact the physical, emotional, cultural, and spiritual health and safety 
of Indigenous peoples (Lajimodiere, 2014). The global diaspora of Filipino 
nurses, both in workforce demographics and COVID-19-related deaths among 

Table 11.1 Myths That Serve as Vehicles of Oppression in Nursing    

1 Nurses are not capable of and do not perpetuate racism.  
2 Nurses with BSNs are more competent than LVNs and nurses with an ADN.  
3 Ethnic studies, social sciences, the arts and humanities are not essential.  
4 Nursing students have neither power nor voice.  
5 Diversity, equity, and inclusion statements from nursing institutions without 

material and epistemic changes will bring about health equity.  
6 Gatekeeping through accreditation and licensure examination ensures safe care.  
7 When students ask faculty for clarification, it’s to earn more points and challenge 

authority.  
8 Cultural competency is still relevant, necessary, and causes no harm.  
9 Only nurses should be faculty in nursing programs.  

10 Emphasizing niceness and civility does not silence nor harm.  
11 Educators who have been nurses for decades do not teach incorrect concepts and 

content.  
12 Medical missions to areas of concentrated poverty, on Turtle Island and around the 

world, do not warrant an examination of power dynamics and whiteness.  
13 Nurses currently in leadership are the best positioned to both hold themselves 

accountable and usher in long-needed changes.  
14 There are people who are voiceless in society and nurses can be their voices.  
15 Nurses who are active in unions are not professional.    
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nurses, is due to American nurses’ interventions to civilize Filipinos and build 
nursing programs after the Spanish American War in 1898. Their efforts set the 
stage for labor export policy, which is why Filipino nurses practice in more than 
50 countries, with most working in acute care and long-term inpatient settings 
(Choy, 2003; Nazareno et al., 2021). The American system of education con-
tinues to invest in policies and practices that place Black/African American and 
Latine/x students into the school to containment pipeline (Morris, 2016;  
Nelson & Williams, 2019) while obfuscating mechanisms of exclusion (Au, 
2016; Darder, 2005). The process of learning about and affirming the lived 
experiences, resistance, and contributions of historically excluded communities 
is aggressively silenced, entrenching false and harmful narratives (Goggins, 
2021) that perpetuate the myth that white people are naturally the reference 
group in scientific endeavors (Bray & McLemore, 2021). 

White supremacy culture reproduces harm, where workarounds influenced by 
fear and fragility are favored over bold systems change in academia, healthcare, 
and beyond. This stratifies nursing into practice, education, research, and policy 
while naturalizing the focus on disease process, specialization of organ systems, 
and hierarchy based on educational degree. Numerous scholars have examined 
the roots and ongoing manifestations of racism and cisheteropatriarchy in 
nursing and healthcare (Barbee, 1993; Bell, 2021; Carabez et al., 2015; Eaker, 
2021; Essex et al., 2021; Hantke, 2021; Hassouneh, 2008; Iheduru-Anderson, 
2021; Keeton, 2020; Koschmann et al., 2020; Puzan, 2003; Schroeder & 
DiAngelo, 2010; Smith, 2021; Threat, 2015; Truitt & Snyder, 2020;  
Valderama-Wallace & Apesoa-Varano, 2020). An enduring commitment to 
social justice requires systematic reckoning of what brought us to this point and 
investment in the imaginations and future-building efforts of historically ex-
cluded communities. 

Another manifestation of white supremacy culture is the preoccupation with 
professionalism. Central to this is gatekeeping and the focus on autonomy, self- 
regulation, narrow conceptualizations of health, and prioritizing status above 
meeting the needs of society (Green, 2016; Valderama‐Wallace, 2017; Nardi 
et al., 2020). These siloes worsen health inequities and prevent the normal-
ization of humility, collaboration, ongoing learning, and systems-level changes 
to promote health equity. This climate favors superficial and ill-cited attempts 
to adopt the language of anti-racism, diversity, inclusion, and/or justice, pro-
tecting the status quo despite risks taken by students and faculty to create 
change. The power dynamics infused in the design, regulation, implementation, 
and evaluation of nursing education are such that racism, heteropatriarchy, 
ableism, transmisia, ageism, and classism endure, as does resistance. 

Fear and Silencing in Nursing Education 

Nursing education is influenced by white supremacy culture that firmly believes 
that past practices are the only way to develop successful future nurses. This 
ideology is generated through silencing throughout the educational path. Audre  
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Lorde (1984) noted that “… it is not difference which immobilizes us, but si-
lence. And there are so many silences to be broken.” (p. 39) Silencing occurs in 
schools where there are low-income, immigrants, vulnerable students, and 
historically forgotten who are accustomed to authoritarianism. Students who are 
suppressed are often not aware of or lack support from individuals who will 
support their vision. For example, imagine November 4, 1960 Ruby Bridges’ first 
day at an all-white school and the significance of how that one day helped pave 
the way for Students of Color who attempted to pursue an equitable education. 
Systems of nursing education are in a continuous cycle of Ruby Bridges’ 
November 4, 1960 experience, based on how many roadblocks Students of 
Color encounter along the way and the intense scrutiny that they receive while 
obtaining a nursing degree. The silencing of Students’ of Color experiences is 
a continuation of white supremacy because of the harsh suppression of their 
lived reality. 

Silencing in the classroom seeks to erase and destroy the past history of our 
ancestors fighting for freedom. Critical conversations are suppressed because 
faculty and staff lack the ability to discuss the role of racism and mistreatment of 
Students of Color. In recent years, policies have been created to prevent pro-
fessors from discussing Critical Race Theory (CRT). Like many uncomfortable 
discussions, professors are pressured to participate in duties that do not reflect 
their values and there are still those who believe racism does not exist. 

In the early 1900s, a large portion of the nursing profession was only white, 
and their non-inclusive practices have continued to control nursing education 
and healthcare organizations (D’Antonio & Whelan, 2009). As of now, we are 
starting to see more Nurses of Color entering the workforce, but it has not been 
enough to change the practices of the white instructors and the systems that 
regulate nursing education. Bennett et al. (2019) describe how the discomfort of 
discussing race leads to nursing faculty avoiding the topic all around. However, 
navigating difficult conversations in classrooms and clinical debriefings are vital 
in molding how future nurses perceive and interact with patients. 

Unfortunately, if these topics are actively silenced, how can anyone in the 
nursing profession understand how to care for patients safely and effectively? 
If students do not feel comfortable speaking about these topics, then the en-
vironment must not be safe enough. Silencing also creates a disconnect amongst 
all students, controlling students’ thoughts and downplaying their concerns, 
which does not foster an environment to learn how to navigate these topics 
safely and effectively (Bennett et al., 2019). Ultimately, institutionalized 
silencing impacts the future of nursing while uplifting colonialism. 

Constructed and Gate Kept Siloes 

Individual nurses who have satisfied the requirements put forth by colonial 
systems that protect the status quo are incentivized to perpetuate gatekeeping as 
they ascend to positions as deans, nurse executives, department chairs, journal 
editors, fellows, accreditation site visitors, authors of foundational nursing 
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documents, and directors of professional nursing organizations. The pursuit of 
Magnet® status by hospitals also represents gatekeeping, building on bias against 
non-BSN nursing degrees. This structure of mobilizing Magnet® status comes 
with a criterion that only allows BSN nurses to practice in in-patient settings. 

According to American Nurses Credentialing Center (ANCC), Magnet® 
recognition indicates nursing excellence that aligns with the safety of the pa-
tient and continuing the education of the healthcare provider (Magnet 
Recognition Program®| ANCC, 2020). The criteria reward those who follow 
the predetermined structures that favor those with Bachelor of Science in 
Nursing (BSN) degrees, while simultaneously limiting respect and inhibiting 
professional mobility to those with non-BSN degrees. For example, those with 
a Licensed Vocational Nurse (LVN) or Certified Nursing Assistant (CNA) 
certificate are not allowed to participate in the creation of the future of nursing 
as nurse leaders. 

The ecosystem of nursing is rooted in the discretization of colonialism, which 
naturalizes and professionalizes siloes—narrowing the available paths in our 
minds and hearts while constricting the future of nursing and opportunities 
for more equitable health among future generations. These examples of con-
structed siloes include the false separations and misleading conflations of worth 
and promise based on degree programs, acute care and community health, social 
science and health science, critical thinking and liberatory imagination, nurse 
and patient, and health care and healing. 

The Impact and Cost of Nursing Education Industries 

Research has shown that standardized testing preparation companies attract 
more white students, making it less likely to create a diverse workforce (Au, 
2016). The majority of historically excluded communities are from low-income 
families who lack the resources to support their child’s education. It is irrational 
to believe that standardized test prep companies that cater to nursing such as 
Kaplan or Uworld are genuinely created to help nursing students succeed be-
cause they are both profit-based and convey that students will only be successful 
by utilizing their products. Furthermore, due to accreditation standards, faculty 
are also tied to teaching to the NCLEX (national licensing exam in the USA); 
prompting one to ask themselves, how do the historically forgotten overcome 
this challenge if they are not white? Will there be a change in testing companies 
to attract a larger population of people and not just one group? How can a 
Person of Color continue to succeed in the nursing profession if the education 
structures do not support them? These questions encourage one to think about 
the historical roots of nursing education and standardized testing. 

The history of standardized testing, steeped in white supremacy, was devel-
oped to create an objective metric that measured students’ academic knowledge 
on a particular topic. It is important to note that performance on tests do 
not accurately capture the intelligence and potential of learners. According to  
Walker (2021), Students of Color score lower on college admission tests, 
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creating a substantial racial gap in enrollment. Likewise, the American 
Association of Colleges of Nursing (AACN), report that racial minority nursing 
students comprise only 34.2% of students in entry-level baccalaureate programs 
followed by 34.7% of master’s students, and 33.0% of students in research- 
focused doctoral programs (AACN, 2019). These percentages are a reflection 
of the minorities who have successfully beat the odds of being accepted into a 
nursing program. Given the demographics mentioned above, we see harm 
throughout the college pipeline. Metrics and indicators upheld by nursing 
leaders, those overseeing nursing organizations, and regulatory bodies, serve as 
pillars that will continue to harm Brown and Black students. 

In the 19th century, Henry Fischel invented exams to gauge students’ overall 
performance on subjects in America (Lambert, 2022). History has shown that 
standardized tests marginalize Black and Brown communities, making it easier 
for the educational system to ignore students’ ability to perform beyond the 
standardized test. The racial gap in education cannot be closed if organizations 
do not change their racist gatekeeping in nursing education. A nursing 
student should be evaluated on their ability to deliver patient-centered care. 
Nevertheless, nursing students in the United States are routinely required to 
take standardized tests to enter nursing school and to become licensed nurses, 
the latter being through a standardized national licensure exam (NCLEX). 
Successfully passing this test requires students to undergo extensive preparation 
through the use of commercialized testing companies mentioned above. 

Ultimately the regulation of education leads to Students’ of Color increased 
anxiety and fear of not being accepted and supported. Schools of nursing per-
petuate this anxiety and fear through the use of educational testing surveillance 
which enslaves nursing students in a resemblance of slavery; in essence, students 
should control their education without the use of educational testing surveil-
lance. Nursing educators operate from the dogma that not being proctored 
or monitored allows cheating- locking faculty into fear. The economy of 
technology capitalizes on faculty fears of cheating, linking to worries about 
program accreditation and intensifying student fears about success. Education 
surveillance controls students and incentivizes adherence to narrow approaches 
to knowledge, and the regurgitation of information without critical thinking. 
Effective nursing education should not be surveilled but instead work toward a 
supportive learning environment that enables students of all colors to receive 
an equitable education. 

The Path Forward According to Existing Institutional Powers 

The authors of the 2010 Future of Nursing Report (Institute of Medicine, 2010) 
put forth recommendations that focused on expanding nursing infrastructure, 
presence, and status. These recommendations held firm the status quo of 
the racist neoliberal health care industry. A number of updated foundational 
documents were released in 2021, including the New Essentials of 
Nursing Education from the American Association of Colleges of Nursing 
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(AACN, 2021) and the Future of Nursing Report 2020–2030 (National 
Academies of Sciences, Engineering, and Medicine, 2021). Notably missing 
from these documents were critical and relational stances. The absence of 
critical and relational stances will not usher in the bold futures historically 
excluded communities have called for, are creating, and from which we would 
all benefit. 

Future of Nursing 2030 

In the Future of Nursing 2020–2030 report by the National Academies of 
Sciences, Engineering, and Medicine (2021) an ongoing endorsement of the 
healthcare industry in all its myopia and profit-driven violence figures promi-
nently. There is no mention of nursing’s contributions to longstanding injustice, 
lack of diversity, and the ongoing resistance of historically excluded nurses and 
our accomplices. The authors’ commitment to including health equity makes 
the lack of accountability for nursing’s historical and ongoing investment in 
white supremacy culture and colonialism that much more glaring and un-
conscionable. This causes us to question; how will those not from historically 
excluded backgrounds be held accountable? How might spaces of nursing 
education become incubators where learners are fully in dialogue with and 
informing the world around them, beyond survival? 

The New Essentials of Nursing Education 

Similarly, the authors of the New Essentials of Nursing Education (American 
Association of Colleges of Nursing, 2021) frame the future as best imagined and 
brought forth by current oppressive structures, organizations, and leaders. The 
lack of reckoning in the Future of Nursing Report is also found here, endorsing 
ongoing erasure of the colonial and oppressive past. The authors of the New 
Essentials continue to tie the roots of nursing to Florence Nightingale, with a 
cursory mention of Mary Seacole. Further evidence of ongoing colonialism in 
this document includes competencies that are not indicative of “new thinking 
and new approaches,” as they continue to focus on quantifiable measurements of 
behavioral objectives (Foth and Holmes, 2017; Schilling & Koetting, 2010). To 
facilitate learning under the auspices of the New Essentials document means 
cultivating a “work ready” workforce that accepts the current healthcare in-
dustry in its neoliberal machinery. The New Essentials authors’ narrow con-
ceptualizations limit the future of nursing and preclude genuine accountability 
to those whose health, self-determination, dreams, and futures we impact. 

The Relevance of Accreditation 

The Commission on Collegiate Nursing Education (CCNE), which regulates 
nursing education in the United States, released revised accreditation 
procedures in September 2021. The authors of these documents assert that 
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they provide “an unbiased assessment of the quality of professional education 
programs” (CCNE, 2021). However, simultaneously every institution embo-
dies particular epistemologies and stances, thus shaping nursing education in 
their image, which is never unbiased. An examination grounded in Critical 
Race Theory demands that we ask, “How is racism at work here?” In fact, 
asking how accreditation standards contribute to racism, colonialism, 
ableism, and various forms of overlapping systems of oppression would be a 
true next step in advancing health equity. Accreditation standards perpe-
tuate a culture of fear, maintain the hidden curriculum (Giroux & Penna, 
1979; Glicken & Merenstein, 2007), and veer away from centering com-
munities as partners. Faculty decisions are shaped by the specter of attrition 
rates, adherence to the Essentials, NCLEX pass rates, and employment. 
These are benchmarks that buttress industries that profit from the health 
care industrial complex. 

Calls to Action: Building a New Topography 

Health inequities cannot be addressed without the interrogation of organi-
zations and structures that benefit from the status quo, where pursuit of social 
justice is optional and silenced, and where the focus is on formal schooling 
rather than the whole of health care. Shedding the relentless pursuit for le-
gitimacy and status will allow us to ask expansive questions and strategize 
possibilities. In order for the nursing profession to consider a radical imagi-
nation for the present-future, we pose the following series of questions, which 
can guide radical transformation. How might we transform the current 
healthcare industry into ecosystems of accountability, curiosity, and healing 
for generations to come? How might we learn from and build with peoples 
whose epistemologies and lifeways protect the health of populations and the 
planet- without voyeurism and appropriation? When the goal is inter-
nationalist justice for generations to come, how might the relevance of ac-
crediting bodies, professional organizations, testing industries, and regulatory 
mechanisms shift? How might nursing and nursing care be reimagined in all 
settings if our study and practice were unmoored from the doctrine of profit 
over people and the purview of select educational institutions? How might 
deep study of the principles, practices, goals, and struggles of grassroots or-
ganizations and social movements transform nursing? How might we uplift 
and build on the health activism and liberatory work of the Black Panther 
Party, Zapatistas, ACT Up, the Young Lords, and the Combahee River 
Collective? How might nurses’ conceptualizations of health be expanded by 
studying and acting in solidarity with Asian Pacific Islander Equality - 
Northern California, La Via Campesina, NDN Collective, the Poor People’s 
Campaign, Red Canary Song, Sister Song, Mujeres Unidas y Activas, the 
International League of People’s Struggle, International Migrants Alliance, 
and the Anti Police Terror Project? (Additional guiding questions are 
available in this chapter’s online resources) 
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Diversity Is Not Enough 

The above questions require that we contemplate and activate, beckoning us 
to consider; how can we address health inequities? Recently, nursing educa-
tional institutions began admitting more students from historically excluded 
backgrounds, resulting in a 2.2% increase in the admission rate of students 
into entry-level baccalaureate programs, from 66.7% in 2017-2018 to 68.9% 
in the 2018–2019 school year (Blash & Spetz, 2019). This minimal diversi-
fication of admissions was a response to the disparity in nursing in terms of 
ethnic representation, as identified by a 2017 survey, finding that 80.8% of 
active nurses in the workforce to be white/caucasian, a meager 0.3% increase 
from 2015 (AACN, 2021). Also factoring into this response was the growing 
need of cultural representation as the population of those from historically 
excluded backgrounds is projected to increase from 37% now to 57% by 2060 
(D’Antonio & Whelan, 2009). Similar to the discussion in preceding sections, 
diversity is not enough to solve the problem if the same Euro-centric struc-
tures continue to uphold. There must be extensive rectification of the colo-
nialist values within nursing. Initiatives designed around increasing racial 
diversity alone, in the absence of intersectionality and foundational changes, 
will circle around hiring practices and curricula to maintain status quo. 
Application of anti-racist strategies in nursing education would be the best 
path forward for a more equitable and anti-oppressive admissions process. 
These strategies include understanding frameworks such as Critical Race 
Theory, Decolonizing Theory, Race Equity Culture, Cultural Humility, or 
Strategic Empathy (Nardi et al., 2020, p. 700). 

The admissions process controls the gateway into nursing and influences 
every aspect of the profession. In order for nursing to embody inclusion and 
diversity, admissions practices must be transformed. In 2016, the AACN 
made an agreement in which nursing programs that trained their staff to 
adopt a more holistic approach to admissions review, would receive more 
technical assistance through the Nursing Workforce Diversity Program. To 
increase diversity, many institutions utilize the Holistic Admissions Review 
(HAR) strategy, which is based on the EAM format that uses Experiences, 
Attributes, and Academic Metrics, to assess applications. However, the HAR 
does not prevent an admission committee member’s personal biases from 
affecting the outcome of an applicant’s acceptance/rejection into the pro-
gram. It is also important to note that even though standardized testing is 
utilized in the admissions practices of nursing programs and is required for 
licensure in the United States, it is not a global phenomenon. Countries 
with healthy populations such as Norway, Finland, and the United Kingdom, 
do not have standardized testing for their nursing programs (Ensio et al., 
2019; Sjetne et al., 2019). If these countries can maintain the health and 
well-being of their people without assessing the technical proficiency of their 
nursing students through standardized examinations, the United States 
can as well. 
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Systems of Accountability 

Through the lens of justice and inclusion, there is no system in place that holds 
nursing faculty and leadership accountable. Sustained commitment to effective 
strategies that push beyond diversity will result from a lens focused on a robust 
understanding of systems of oppression being mutable, restrictive, hierarchical, 
and complex, (Adams & Bell, 2016). Given a more current review based on 
transformative justice, the four steps of accountability: self-reflect, apologize, 
repair, and change behavior would advance Justice, Equity, Diversity, and 
Inclusion (JEDI) (Mingus, 2019). To ensure these steps are being followed, we 
would need a uniformed, standardized system with a rigorous rubric aligned with 
non-oppressive values and practices, guided by socially just policies in genuine 
appreciation of each other. 

A Call to Action for Nursing Leadership, (Nardi et al., 2020), was written by 
nurses for nurse leaders, aimed to dismantle racist structures within all levels of 
the nursing profession. They provided a set of recommendations, which we 
endeavor to build upon by critically analyzing and questioning them in regards 
to the educational setting. Based upon Nardi et al. (2020) suggestions, we re-
commend that nursing faculty engage in study, discussion, and collectively 
address institutional oppression in every space where faculty meet, work, stra-
tegize, assess, and teach. These steps and actions taken to address institutional 
oppression should be documented to show accountability. Nardi et al. (2020) 
further recommend incorporating opportunities for difficult racialized con-
versations to occur within senior guidance and support, but the authors do not 
outline who is considered “senior” and who has “qualified guidance.” We 
question, who would be deciding these qualifications? And if nurses were averse 
to discussing racism, how would these conversations occur? Therefore, we re-
commend that faculty take note of the class environment, document the actions 
that were taken toward creating more open dialogue, and re-evaluate the ef-
fectiveness of those actions. Lastly, we advocate for nurse educators to undergo 
training on addressing conflict fairly, through self-reflection, apology, and repair 
in order to ensure they are qualified to facilitate this learning. 

Conclusion 

Uprooting contradictions and repairing harm that is entrenched throughout 
nursing education constitutes our work ahead. A multiplicity of epistemologies 
and liberatory approaches to learning and care continue to be silenced and 
siloed out of nursing curricula, learning materials, program policies, handbooks, 
committees, notions of success, lines of inquiry, and collective imagination. This 
does not mean, however, that there is an absence of guidance and solutions 
(Boyd et al., 2020; Garland & Batty, 2021; Garneau et al., 2021). That being 
said, the fact that the concerted pursuit of social justice through reckoning 
remains optional or the responsibility of Nurses of Color, demands disruption. 
Communities continue to suffer needlessly and resist in beautiful ways while 
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much of nursing continues to invest in empires. We are committed to ecosys-
tems where nursing students are not merely surviving an obstacle course of 
gatekeeping but are actively in critical internationalist dialogue and action, with 
health and liberation at the core. 
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12 Open Nursing Science: Using 
Citizen Science to Make Nursing 
Knowledge Wide-Open 

Patrick McMurray    

I am a Black non-disabled cisgender-heterosexual man raised in the rural 
and southeastern United States. I identify as a Christian and am one of 
Jehovah’s Witnesses. Like my mother before me, I am a registered nurse 
taking the community college pathway to enter into nursing. My nursing 
career has included clinical care in inpatient and outpatient settings and 
functioning as a nurse educator to Associate Degree Nursing (A.D.N.) and 
Practical Nursing (P.N.) students. I am an avid participant in various citizen 
science projects. I hold membership in several formal and informal groups 
and organizations: The Citizen Science Association (C.S.A.), The Disrupt 
and Reimagine Nursing (D.N.R.) Twitter group, and The Nursology Theory 
Collective (NTC). 

Introduction 

Citizen science first entered my awareness five years ago when I was despe-
rately looking for ways to support causes I loved but did not plan to pursue 
as a career. As a nurse, I work most intimately with people in relation to 
the health sciences. My education was a curated mix of learning about and 
applying the social and natural sciences (as well as the arts), such as psy-
chology, sociology, various biological sciences, and chemistry. Even though 
these things continue to fascinate me, I also love and am curious about 
marine science, astronomy, and ecology and what those disciplines could 
teach me about science as a practice and the world and society in which I 
practice nursing. Citizen science allowed me to expand my knowledge 
without shifting my career trajectory or having pre-established relationships 
in those science communities. In this essay, I hope to convey the wonder 
I feel when I consider the possibilities that citizen science could offer us in 
nursing as a research methodology and conceptual framework. Specifically, 
this essay addresses what we currently know about citizen science and nur-
sing, and what we have yet to observe when the two intersect. This essay 
will discuss the possible implications of integrating citizen science into 
nursing from the standpoint of education, research/knowledge development, 
and practice. 
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Conceptual Framework 

This essay draws heavily on the idea of open science. Open science concerns 
the assumptions and philosophies surrounding transparency in creating and 
disseminating knowledge (Fecher & Friesike, 2014). Beyond superficial 
transparency, the practice of open science challenges us to imagine a world 
where accessibility of knowledge is a starting point that leads to an open 
invitation to the creation, expansion, and dissemination of knowledge. Open 
science asks us to be hungry for futures where knowledge is not only con-
sumable but also collaboratively defined and augmented by the global con-
stituency. In many ways, open science positions us to confront the silos we 
have created in knowledge, pitting the physical sciences, social sciences, and 
humanities against one another (Sidler, 2014). Open science (or knowledge) 
offers a world where our historical ways of knowing and sharing knowledge 
can be challenged and where the future of knowledge can be marvelously 
wide-open to whatever wondrous imaginings that we can collectively weave 
into a tangible reality. 

Honoring the legacy of knowledge within my community, this essay is also 
informed by the concept of “doing right by folks.” This is a conceptual frame-
work that likely has never been inscribed in a book or journal article. It is a 
theory or concept that has been passed along, both orally and experientially, in 
my family and community. It is a conglomeration of other concepts like Ubuntu 
(I am because we are), the golden rule (treat others as you wish to be treated), 
and countless other emotions and expressions for which the English language 
has no singular expression. The closest expression to this concept that I have 
read in literature are the words of the late Toni Morrison, who said, “Make a 
difference about something other than yourselves” (Morrison, 1998). Unlike the 
hero rhetoric we see being shared surrounding nurses and healthcare workers in 
the ongoing COVID-19 pandemic, these words do not ask one to martyr 
themselves to save the world but rather to be invested in something outside 
ourselves as we relate to our communities. Part of “doing right by folks” means 
ensuring they have a voice in the things that impact them, and this aptly aligns 
with the concept of citizen science. 

Background 

Nursing, as a profession, is at a precipice. COVID-19 has challenged our 
profession in ways that are both inspiring and devastating. However, unlike 
ever before, our profession is positioned to disrupt and reimagine how we take 
up space. Increasingly, we see a need for nurses to hold roles in the community 
and outside of traditional care settings like hospitals and clinics. One of the 
most fantastic things about nursing is the fact that it is dynamic. The pro-
fession of nursing is in a near-perpetual state of metamorphosis, both in ways 
that are exhilarating and others that are frustrating. Time and circumstance 
have validated that we need nurses to show up in new and creative ways 
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to serve their communities as clinicians, innovators, entrepreneurs, and agents 
of change. 

In many ways, nursing is like a root-bound plant in a pot, in desperate need 
of replanting into fertile soil to truly flourish and we share responsibility for 
our halting growth. Our profession has had its fair share of being complicit in 
historical and present atrocities and injustices, both actively and passively. 
However, COVID-19 and the exacerbation of numerous ongoing historical 
traumas in 2020 have made it increasingly clear that what we have always 
done and thought, as a profession and as an academic discipline, will be in-
sufficient as we hurtle forward in time. As a practice and a body of knowledge, 
nursing needs to be liberated to stretch and imagine new ways of existing. 
Citizen science offers nursing an emancipatory approach to nursing practice 
and knowledge development. 

What Do You Mean by Citizen Science? 

Citizen Science is a form of participatory research where the public partici-
pates in the scientific process to address real-world issues including activities 
across the spectrum of scientific inquiry, from data collection and analyzation 
to formulating research priorities and questions (U.S. General Services 
Administration & Wilson Center, nd). It is often conducted in partnership 
with professional scientists and academic institutions, but not exclusively. 
The National Institute of Health (NIH) further describes citizen science as 
being driven by community concerns (Vohland et al., 2021). Citizen Science 
is sometimes referred to as crowd-sourced science, with citizen science being 
the most common term globally recognizable, and thus is the term used in this 
essay. However, citizen science is for EVERYONE and is NOT dependent 
on an individual’s or group’s citizenship or immigration status to a country 
or region (Audubon Center at Debs Park, 2018). The European Citizen 
Science Association (ECSA) presents citizen science as a flexible concept 
that can be applied to diverse situations and disciplines (Robinson et al., 
2018). The ECSA also collaborated internationally to develop ten principles 
concerning the best practice of citizen science {See box 12.1: The Ten 
Principles of Citizen Science}. 

Box 12.1 The Ten Principles of Citizen Science. Source: 
(ECSA 10 Principles of Citizen Science, 2015)  

1 Citizen science projects actively involve citizens in scientific endeavor that 
generates new knowledge or understanding. Citizens may act as con-
tributors, collaborators, or as project leader and have a meaningful role 
in the project. 
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Activities that fit the description of citizen science are documented as far 
back as the 17th century (Mahr et al., 2018). In recent years, the concept 
of citizen science has seen a resurgence in attention, particularly in the 
environmental sciences and the impact of climate change at the local and 
continental levels (Hecker et al., 2018). Notably, citizen science also has a 
vibrant history with activities such as bird-watching (Vohland et al., 2021). 
It can be easy for folks to only legitimize science when done within the silo 
of academia to dismiss citizen science as little more than community projects; 
however, doing this would be a mistake. Citizen Science is a legitimate 
method of scientific inquiry that makes a real-world impact on both local 
and international levels (see Box 12.2 Examples of the real-world impact of 
citizen science). 

2 Citizen science projects have a genuine science outcome. For example, 
answering a research question or informing conservation action, manage-
ment decisions or environmental policy.  

3 Both the professional scientists and the citizen scientists benefit from taking 
part. Benefits may include the publication of research outputs, learning 
opportunities, personal enjoyment, social benefits, satisfaction through 
contributing to scientific evidence e.g., to address local, national and 
international issues, and through that, the potential to influence policy.  

4 Citizen scientists may, if they wish, participate in multiple stages of the 
scientific process. This may include developing the research question, 
designing the method, gathering and analysing data, and communicating 
the results.  

5 Citizen scientists receive feedback from the project. For example, how their 
data are being used and what the research, policy or societal outcomes are.  

6 Citizen science is considered a research approach like any other, with 
limitations and biases that should be considered and controlled for. 
However, unlike traditional research approaches, citizen science provides 
opportunity for greater public engagement and democratisation of science.  

7 Citizen science project data and meta-data are made publicly available 
and where possible, results are published in an open-access format. Data 
sharing may occur during or after the project, unless there are security or 
privacy concerns that prevent this.  

8 Citizen scientists are acknowledged in project results and publications.  
9 Citizen science programmes are evaluated for their scientific output, data 

quality, participant experience and wider societal or policy impact.  
10 The leaders of citizen science projects take into consideration legal and 

ethical issues surrounding copyright, intellectual property, data sharing 
agreements, confidentiality, attribution, and the environmental impact of 
any activities.   
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In an effort to utilize more inclusive language, there are sentiments to 
rebrand citizen science to community science (C. B. Cooper et al., 2021). 
However, it is important to note that community science and citizen science, 
while related in many ways, have distinct features. Community science 
(also called community-driven science) can be distinguished from citizen 
science in that in community science the ownership of the project is always 
in the hands of the community and may not include academic institutions 
and researchers at all, is also often driven by the need for social action re-
levant to the community (Lief, Louise, 2021). Furthermore, community 
science has a particular history of being linked to social action related to 
the protection and improvement of the community and human rights (C. B.  
Cooper et al., 2021). This is contrasted by citizen science, where final 
ownership of the project is most often in the hands of the institution or 
professional scientist leading the project and the project may not be sourced 
in social action but to other scientific causes or endeavors. Cooper et al. 
(2021) caution against co-opting the term community-driven science, so 
as not to detract from the specific goals of this approach. Community 
science includes and intersects with the ideas of community-based partici-
patory research and similar participatory methods that are intended to pro-
duce social change for communities and special populations (C. B. Cooper 
et al., 2021). 

Box 12.2 Examples of the Real-World Impact of Citizen 
Science  

1 Citizen science has helped identify new worlds (exoplanets) and more 
in NASA-sponsored projects.  

2 The Environmental Protection Agency (E.P.A.) relies on data 
collected from citizen science. 

3 Citizen Scientists, using gaming focused on protein folding, con-
tributed to discovering new and creative ways to design proteins.  

4 A Study being completed by researchers at Columbia University 
allows those living with endometriosis to become citizen scientists 
and contribute to the research about their lived experiences using 
the Phendo App.  

5 Patients like me is an ongoing medical information-sharing effort 
utilized by healthcare providers and the people they serve to improve 
patient experiences in healthcare and treatment.  

(Note: Please visit the online resources that accompany this chapter to 
view these examples of the real-world impact of citizen science)   
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What Does This Have to Do With Nursing, and Why Does It 
Matter? 

A virtually unfilled gap exists in the peer-reviewed literature exploring the re-
lationship nurses have with citizen science. This is not completely surprising, as 
citizen science being embraced in biomedical, public health, and health equity 
research is a relatively recent phenomenon (Wiggins & Wilbanks, 2019). 
However, citizen science is growing and becoming more ambitious in the types 
of questions it seeks to address (Irwin, 2018). 

As a distinct role and practice, nursing can be traced in historical records 
noted as far back as the ancient Egyptian (Elhabashy & Abdelgawad, 2019), 
Babylonian, Indian, and Grecian (Hunt, 2017) empires. As an academic body of 
knowledge, nursing is relatively young when considering it from the perspective 
of what western academia has deemed academic or scientific. Nursing, as a 
science, has been described as the science of human caring and human response 
to care and illness (Manhart Barrett, 2002). Further noted by Manhart Barrett 
(2002) is the difficulty in creating a comprehensive definition of nursing, as the 
work and knowledge of nursing can be interpreted in numerous ways. However, 
one truth is evident to nursing scholars and practitioners who are paying 
attention: the development of nursing knowledge has been reserved for the 
privileged few (Brown et al., 2021). 

One of the current dilemmas we face in nursing is those who are allowed to 
participate most intimately in the generation and manipulation of nursing 
knowledge come from a highly exclusive group within nursing. In a TEDx talk, 
citizen science advocate Dr. Caren Cooper noted that: 

There’s some long standing stereotypes about science. That it’s lofty. That 
it’s separate from the rest of us … Science typically takes place out of sight, 
behind closed doors. With science, you have to choose which side of the 
door you want to be on, and you’re either all in or you are out … What if 
we end the stereotype of scientists being special by changing science in a 
fundamental way? By eliminating the door (C. Cooper, 2017).  

We see Dr. Cooper’s words play out in the world of nursing science as well. 
The individuals who are allowed to most intimately interact with, define, and 
manipulate nursing science are mostly prepared with graduate degrees, most 
specifically the doctor of philosophy in nursing (Ph.D.). Some may view this 
as appropriate. However, this current system alienates the vast majority of 
nurses who do not hold such credentials or who hold advanced education in 
disciplines outside of nursing. Thus, we are left with the privileged few, almost 
exclusively white cisgender women, who hold the reins of power and influence 
over nursing knowledge (Salerno et al., 2017). Citizen science offers us the 
opportunity to create a portal that decentralizes power and influence in our 
science and knowledge (Vohland et al., 2021). Similar to the idea put forth by 
Dr. Cooper (2017), academic discussions about science (nursing science) 
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often happen behind closed doors and to those with the inherent and (or) 
acquired privilege to have access to the world behind these doors. 

As a Black man who entered nursing through the community college as-
sociate degree in nursing pathway, I have personal experience with being made 
to feel as if I was not worthy of being a nurse or scholar. To compound those 
violent feelings, when I regarded those presented as nursing scholars and the-
orists early in my career, I very rarely saw a face that reminded me of my own. 
Nursing remains disproportionately dominated by cisgender women, who 
identify as white (Smiley et al., 2018). Citizen science can act as a mechanism 
for changing our approach to developing and expanding nursing knowledge to 
validate that being a part of science, even nursing science, should not be limited 
to those with particular academic credentials or job titles. However, in nursing, 
the academy jealously guards who gets to be viewed as a scholar, scientist, 
theorist, leader, innovator, and change-maker. 

Titles, such as scientists, are fiercely guarded, in part because of the social 
currency and authority the title holds (Pew Research Center, 2015). Nursing 
is no exception to this tendency. There are currently three primary doctoral 
paths in nursing, the practice-focused Doctor of Nursing Practice (D.N.P), 
the Doctor of Education with a focus in Nursing Education (Ed.D.), and the 
doctor of philosophy in nursing (Ph.D.) (Ketefian & Redman, 2015). We 
have many who attribute the title of nurse scientist to only that 1% popu-
lation of nurses who have completed a Ph.D. in nursing (Broome & Corazzini, 
2016). This tendency is limiting because this population is exceptionally small 
and slow-growing, with less than 1000 people being granted a Ph.D. in nursing 
each year in the last ten years, compared with an average of 4,900 D.N.P 
graduates in the United States (Campaign for Action, 2021). However, some 
nurses cast the net of the title or role of scientist to all nurses, including those 
working in direct care roles during the pandemic (Sullivan-Marx, 2021). This 
is an essential consideration because it expands the idea of what it means to 
generate nursing knowledge and who does this work. 

Certainly, Ph.D.-prepared nurses, who are comprehensively trained in various 
research methodologies, are very qualified to advance nursing knowledge. 
However, the academe must investigate how it could ever rightly deny the 
artistic way nurses working in direct care roles embody the science of nursing in 
an applied and practical manner. It is time to ask, not how or if, we bring 
Diploma, ADN, and PN-prepared nurses into the so-called “fold” of nursing 
science, but rather why “the fold” excluded them in the first place? Can we truly 
say that nursing, as a discipline, is better for excluding nearly half of the nursing 
workforce because of their educational point of entry? Particularly given the 
fact that it is from this half (Diploma, ADN, and PN programs) that we find 
the primary source for what ethnic, gender, and socioeconomic diversity we 
currently have in nursing. 

The science and practice of nursing are not separate concepts, despite how we 
discuss and implement them in nursing. Nursing science does not exist without 
practice and practice does not improve or change without science and knowledge. 
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Who are we to tell the nurse in a medical-surgical unit or long-term care 
facility that they are not scientists or part of nursing science? These are nurses 
who facilitate and regulate biochemical reactions via medication administration 
and pharmacology while also navigating individuals and communities’ biophy-
sical, sociopolitical, and human-environmental health experiences. Nurses in 
direct, indirect, and academic roles generate and expand on nursing knowledge 
utilizing varying mechanisms and mediums, not all of which are acknowledged 
as scholarly or valid by the academy. Consider that, every day, nurses working 
in non-academic roles collect data, not simply on the people they care for but also 
on their work environments and communities. Nurses utilize this data to alter 
staffing needs, assess for trends, maintain supplies for care, anticipate phenomena, 
and act on collected data, often in a narrow span of time. 

What Does a Future With Nurses Embracing Citizen Science 
Look Like? 

At the 2021 #CitSciVirtual Conference hosted by the Citizen Science 
Association (C.S.A.) I was able to view poster presentations that were the 
product of professional and non-professional citizen scientists with varying 
education levels, presenting their citizen science projects and posters alongside 
one another. In this conference, I caught a glimpse of a future where science 
belongs to everyone. It is a place where communities, and the individuals in 
them, are empowered to ask questions, seek answers, and disseminate knowledge 
in a way that is accessible and meaningful. 

It’s time for nurses (and others) to be a part of doing science “out loud” 
and in the open. As we forge new possibilities for the future, ones that will 
require us to work more meaningfully with communities, public and open 
science will be imperative. Communities want to be informed and involved. 
The future of nursing and citizen science is ours to design. We must seize the 
opportunity that citizen science gives us to reimagine nursing knowledge, 
practice, and education. 

Research and Knowledge 

For so long, not only in nursing, we have been guilty of what I call “researching 
AT people.” Technology and social change demand that we start making the 
community EQUAL PARTNERS in the care processes we create and in sci-
entific knowledge. It is time to do less “researching AT people and commu-
nities” and more “co-creating research WITH people and communities.” 
Citizen science offers flexibility, on the part of researchers and the public, in 
ways that many may not have considered. It allows more people from all over 
the world to contribute to science/research. Citizen science and community 
science-driven studies can have varying levels of complexity and design, offering 
participants the chance to participate at varying levels (see Figure 12.1), from 
data collection to co-designing studies and establishing research priorities. 

Open Nursing Science 229 



Citizen science, as well as its counterpart community science, offers a chance 
to help reconcile the gap between the academy and the community that oc-
curred with the professionalization of science because it creates the circum-
stances where we can re-engage the public in science (Mahr et al., 2018). With 
the broader population of nurses engaging with nurse researchers, nursing is 
well-positioned to make an impact on making meaningful strides to be worthy of 
the trust of their communities. A Gallup poll has consistently demonstrated that 
a more significant portion of Americans rated nurses as the most honest and 
ethical professionals (Gallup Inc, 2020). However, we in nursing have not al-
ways made that trust meaningful nor have we always wielded and leveraged it 
responsibly. Citizen science allows us to restore the notion that science belongs 
to everyone and increases transparency, something that is foundational if we are 
to rebuild the public’s trust in science (Boele-Woelki et al., 2018). It stands to 
reason that people are more likely to optimally understand and trust processes 
and projects in which they could participate and share ownership. However, we 
must be conscious that citizen science will be a starting point and will not easily 
cure some legitimate mistrust in the academy or research. 

The mistrust of research and researchers in certain populations, such as the 
Black community, is rooted in a long history of the weaponization of science 
to justify racism and violence (Scharff et al., 2010). Beyond increasing par-
ticipation and engagement in research, citizen science also positions com-
munities to conduct their own citizen science projects and collect data in an 

Collaboration in problem definition, data collection and analysis

Participation in problem definition and data collection

Citizens as interpreters

Citizens as sensors

Level 4 - Extreme Citizen Science

Level 3 - Participatory Science

Level 2 - Distributed Intelligence

Level 1 - Crowdsourcing

Level of
engagement

Figure 12.1 Levels of Citizen Science (Available via license: CC BY 4.0).    
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enhanced way that external researchers could not. This lays the foundation 
for a future where science and knowledge development are no longer bound 
solely to academic institutions but are also within the realm of possibility for 
communities within their networks. Citizen science allows us to envision a 
future where people can come together to ask questions about phenomena 
that impact them, design a project, and collect data to illustrate their con-
cerns and needs. In this future of decentralized and democratized science, 
professional scientists and researchers could be embedded in the community 
rather than behind the gates of universities and labs, to help facilitate and 
support the communities in their projects. 

Practice 

Citizen science offers flexibility in how nurses in clinical practice collect and utilize 
data. These nurses often do not have advanced training in research methodologies 
or the funds or time to complete “traditional” full-scale research studies. However, 
a citizen science approach permits these nurses to answer questions about their 
patient populations, their work environment, and more. Currently, in clinical 
practice, many nurses frequently collect data about phenomena that occur in their 
work environments, whether it is tracking the origin or rate of healthcare-acquired 
infections or tracking information about the occurrence of patient falls. Often, 
nurses in clinical practice approach data generation and responses to data via 
mechanisms like the Plan, Do Study, Act (PDSA) quality improvement (Q.I.) 
projects. However, the PDSA QI project approach is not without its limitations or 
drawbacks. Knudsen et al. (2019) advised caution in claiming that PDSA in-
herently leads to improvement; these projects typically lack enough data to make 
causal assumptions and often lack theoretical rationale and contain methodolo-
gical limitations. We must consider that there exist many outcome-oriented 
PDSA and Evidence-Based Practice (E.B.P.) focused Q.I. projects that are often 
designed with the patient’s experience in mind, but leave the interpretation of data 
and evidence solely to clinicians (Baumann, 2010). Further, we must confront that 
many outcome-oriented projects can be primarily fiscally driven, which could 
diminish claims of patient-centeredness. 

Citizen science can empower nurses to collaborate with both patients and 
clinicians in varying types of care environments to develop projects that collect 
data on an ongoing basis, a limitation of many quality improvement project 
designs, and make the resulting actions meaningful for those engaged in this 
work. Websites such as “Patients Like Me” is an example of a citizen science- 
inspired effort that allows patients to collaborate in their health journey in a way 
that honors their lived experience (Patients Like Me, 2020). Epidemiologists 
created projects, such as “Flu Near You” (F.N.Y.) at Harvard, collect real-time 
data from citizen scientists, and visualize it so that community members 
and clinicians can understand local influenza trends (Flu Near You, nd). 
The Stanford University department of medicine has developed a citizen 
science-based intervention for health equity by allowing community members 
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to document features in the community that impacts their ability to maintain 
their health (Stanford University Department of Medicine, nd). The Our 
Voice Citizen science program has resulted in the publication of several different 
peer-reviewed articles using citizen science to build healthier community 
environments (Hinckson et al., 2017). 

Another aspect of citizen science is how it can help support policy changes 
at varying levels. An international group of researchers developed the Citizen 
Science Impact Storytelling Approach (CSISTA) to help citizen science 
practitioners communicate the impact of their citizen science project on 
policy (Wehn et al., 2021). Implementing citizen science as a tool and ex-
tension of nursing practice gives nurses at all levels of nursing practice the 
potential to directly impact how we practice nursing, deliver nursing care, and 
translate our knowledge into meaningful action for our communities. 

Education 

As we move forward, we increasingly see the importance of clinicians and the 
public having access to education that enhances their scientific literacy. In 
the classroom, citizen science holds immense potential as a pedagogical tool 
that has been shown to instill a sense of community awareness, promote 
critical thinking, and increase scientific literacy (Shah & Martinez, 2016). 
In higher education, citizen science can help students, even in non-STEM 
courses (Krieg & Kramer Theorodou, 2020), see science as relevant to 
their personal lives (Jenkins, 2011). Jenkins (2011) also discusses how im-
plementing citizen science in the classroom offers a humanistic approach to 
science education, even when strict curriculum standards bind educators. 

As an educator in a community college nursing education programs (for 
both associate degree and practical nursing students) the possibilities for ci-
tizen science to enhance the scientific literacy of students in these types 
of programs are not missed. Often in peer-reviewed literature, the role and 
training of registered nurses educated at the associate degree (A.D.N) and 
practical nursing diploma (P.N.) level have been mischaracterized as simple 
technical nurses with limited capabilities and critical thinking ability, most 
often in comparison to their baccalaureate-prepared RN counterparts. While 
there are differences between the scope of practice and role of Licensed 
Practical Nurses (L.P.N) and Registered Nurses, the difference is much less 
evident between registered nurses educated in A.D.N programs and Bachelor 
of Science in Nursing (B.S.N), who take the same licensure examination. 

The divisive and segregational rhetoric plaguing nursing literature regarding 
diploma, A.D.N-prepared registered nurses, and practical nurses perpetuates 
harmful stereotypes and generalizations. We even see evidence of this thinking 
spilling over into the public, with a New Hampshire representative, Linda 
Tanner, denigrating community college-educated nurses in early 2021, later 
offering an “apology” (Graham, 2021). Dismissive rhetoric about nurses edu-
cated in community colleges or as practical nurses often particularly harms those 
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from historically disadvantaged groups, who depend on these types of programs 
to enter the nursing profession (Mohammed et al., 2021; Orsolini-Hain & 
Waters, 2009). Licensed Practical Nurses make up the most ethnically diverse 
group of licensed nursing professionals (Livornese, 2012). In addition to per-
petuating a hierarchical and classist view of nursing, these stereotypes and 
mischaracterizations of community college-educated nurses often lack a con-
textual understanding, and assumptions made about these programs have his-
torically been based on minimal and outdated data or complete lack of data 
information (Mahaffey, 2002). 

Implementing citizen science into the curriculum of all levels of under-
graduate and graduate nursing education offers a new option for fortifying the 
scientific literacy and practical research skills of students of nursing. 
Particularly concerning A.D.N and P.N. diploma programs, citizen science 
offers these students to further demonstrate their ability to achieve scientific 
and research competency similar to that of their peers in baccalaureate pro-
grams and higher. It may be tempting for some to fall into the unimaginative 
and closed-minded view that nurses prepared at the diploma or associate 
degree level do not possess the skills and knowledge to meaningfully con-
tribute to nursing knowledge. However, a shift in perspective is needed in this 
regard, for nursing knowledge is developed or has the potential to be devel-
oped in any of the ways which nurses practice. Beyond this, citizen science 
offers an opportunity to envision a world where nurse scientists co-create 
knowledge more intimately with the communities they serve and with nurses 
in a variety of direct and indirect care roles. 

Respecting Indigenous, Traditional, and Local Knowledge 

Citizen science, as well as community science, can also act as a conduit to 
uplift indigenous, traditional, and local knowledge (Tengö et al., 2021). These 
systems of knowledge and methodologies have always been legitimate to 
those communities that own the knowledge. However, both historical and 
present western ideologies about knowledge, knowledge development, and 
the dissemination of knowledge have attempted to diminish these ways of 
knowing. As highlighted by the ten principles of citizen science, an essential 
tenet of citizen science is to acknowledge the contributions of citizen scien-
tists in the project (Robinson et al., 2018), which includes the contribution 
of indigenous and localized knowledge. Both nursing and the academy at 
large have historically and presently done a poor job of acknowledging tra-
ditional knowledge and understanding outside the historically white-centered 
western culture and status quo. 

Thoughts to Carry Forward 

Citizen science is not the be-all and end-all of research and knowledge devel-
opment; it presents challenges and limitations, just as any other method of 
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doing science. Despite the potential of citizen science to democratize and de-
centralize science and knowledge generation, it is still disproportionately in-
accessible and underutilized by historically excluded groups in many places 
(Paleco et al., 2021). Questions and debates about how citizen science should 
intersect with institutional review boards (I.R.B.s) continue in the scientific 
community. There is a need to ensure that human subjects are protected 
and that citizen science projects are conducted ethically (Resnik, 2019). 
Simultaneously, we need meaningful conversations about I.R.B.s, who is in-
cluded in them, and who goes unrepresented across all research realms. Beyond 
conversation, we desperately need a tangible reimagining of how to ethically 
facilitate public-driven research in a way that meaningfully centers and includes 
communities impacted by and engaged in the work of knowledge development. 
Citizen science presents us with a future where the ownership of science is open 
to anyone who wishes to be included. By making science within reach of 
EVERYONE who wishes to be included, we slowly begin to challenge the 
historical narrative of who gets to ask questions and how we find answers. There 
is an undeniable liberty in being able to ponder the world around us and yet 
even more freedom in being equipped to pursue and interpret truth for oneself. I 
impatiently await the future where communities and nurses are less dependent 
on inaccessible institutions to discover the answers to the age-old questions of 
how, if, who, what, when, where, and why. 
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13 Posthuman Pedagogy: 
Metamorphosing Nursing 
Education for a Dying Planet 

Brandon Blaine Brown (He/Him/His)    

Author Positionality—Situating Myself Amongst and Within 
the Extinctive Process 

I write this essay as a white man thinking behind a comfortable desk within the 
academy about the history and present context of nursing, higher education, 
climate change, and environmental activism while imaging a radical alternative 
future for the discipline. As part of this process, I believe it is essential to claim 
my salient identities and privileges as an integral part of my movement toward 
unlearning and relearning to employ an ecologically-centered praxis and 
pedagogy. I identify as a white, cisgender man, who is non-disabled, queer, a 
nurse, a settler-colonizer, and a clinical assistant professor. I benefit from white- 
male privilege, white supremacy, capitalism, and dispossessed Indigenous lands. 
This has led me to have biases around gender, ableism, oppression, colonization, 
racism, and racial trauma, and I am on the path of critical self-reflection. I also 
embody the following assumptions: I am skeptical of the underpinnings of 
nursing education, and I believe that equity and justice are ongoing founda-
tional components of nursing and educational work. I aspire to and believe in 
a radical future where nursing education has the potential to be liberatory and 
freeing in nature. I also firmly believe nursing has the potential to expand the 
environs of care to include: nonhumans, plants, animals, and Earth itself (Zoë) 
(Figure 13.1). 

The Burning of Our Sublunary Planet 

Nursing is built upon the principle foundation of caring. While initially, it 
seems that this simple value is centered upon caring for human beings, digging 
further reveals that there is much more to be discovered. Upon a more in- 
depth inspection, other hegemonic forces are at play within a broader global 
and societal context. These powers often manifest as vehicles of violence 
and oppression, including the profound and often contemptuous relationship 
that humans have with the environment. Currently, the primary foundation 
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of our human-centered relationship with Earth is under threat. We are living 
in a time of unprecedented change in which the planet we rest our feet upon 
continues to unravel, threatening the existence of life. Kolbert (2014) de-
scribes that we are currently living and dying in the 6th great extinction—a 
geological epoch that is filled with an abundant ongoing threat to human and 
non-human life. Colloquially geologists refer to our present time as the 
Anthropocene, an era that is defined by the unfettered reign of the Anthropos 
(the Greek root for human) upon Earth by shaping and reforming all corners 
of the planet while extinguishing life through the neoliberal interests of a 
capitalist society (Yusoff, 2018). The causes of the Anthropocene are not 
ambiguous, having burst forth from the depths of anthropocentrism (human 
exceptionalism), technological advancement, capitalism, and ongoing ecolo-
gical extraction, including forced human labor and dispossessed Indigenous 
lands (Braidotti, 2019a; Yusoff, 2018). 

Undeterred by the perils of the Anthropocene, paradoxically, we are also 
living in a time that economists refer to as the fourth great industrial 
revolution—a time of human progress, prosperity, great wealth, rising quality of 
life, and the infiltration of digital technology into all corners and crevices of our 
interwoven material reality (Braidotti, 2019a; Schwab, 2016). As part of this 
economic revolution, the lines between the physical, the digital, the biotic 
(living), and abiotic (nonliving) spheres of the world have become intertwined 
(Haraway, 2016; Schwab, 2016). However, the fourth industrial revolution does 

Figure 13.1 Caring for a Postmortem Planet. 

Source: Image Created by Brandon Blaine Brown ( 2017).    
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not come without pain—pain inflicted upon Earth, upon humans who have 
never been considered human, and all the denizens who call this planet home 
(Haraway, 2016; Yusoff, 2018). The economic panacea put forth by the neo-
liberal empire is plagued by rising rates of income inequality, health disparities, 
racism, homophobia, transmisia, police brutality, and ongoing environmental 
colonial projects resulting in ecocide (Braidotti, 2019a; Dillard-Wright & 
Shields-Haas, 2021; Dillard-Wright et al., 2020; LeClair et al., 2021). 

Moreover, Chakrabarty (2021) describes that our human-centered foray of 
unchecked growth has led us down a path of undeniable damage to our environ-
ment that results in climate change and its associated threats to planetary health.  
Nicholas and Breakey (2017) describe climate change as an unfolding urgent 
health crisis in which nursing will be at the forefront of alleviating the harmful 
effects of environmental degradation on people worldwide and locally. These ad-
verse impacts include increased deaths from heatwaves, respiratory illnesses, nat-
ural disasters, life-threatening infectious diseases, and their consequences on 
food and water supplies (Nicholas & Breakey, 2017). Nicholas and Breakey (2017) 
specify that those who must endure these effects will be those who are already most 
at risk. Furthermore, those who contribute the most to climate change at the po-
pulation, community, and nation-state levels are the least likely to bear the effects 
(Stoddard et al., 2021). Environmental racism is hard at work, with dispropor-
tionate impacts documented in historically underserved communities (LeClair 
et al., 2021; Salas, 2021). Thus, addressing these hazards of the Anthropocene is 
of utmost importance for nursing education and practice. However, Leffers et al. 
(2017) note that while nursing education has the potential to advocate for change 
in many areas of society, it lags in productivity, thinking, and resources. This is 
due to multiple societal and global forces, including the construction of nursing 
knowledge and practice based upon colonialism, eurocentrism, and capitalism 
(McGibbon et al., 2014). These basic constructs permeate nursing education and 
the broader healthcare system of the United States, preventing ecological justice 
from taking root in nursing classrooms and practice areas. 

In 2015, in the U.S., President Obama “convened a White House Summit 
on climate change and health, inviting deans from nursing, public health, and 
medical schools” to foster a commitment to the development of curricula and 
research to tackle climate change and ultimately lessen the impacts on human 
health (Sullivan-Marx & McCauley, 2017, p. 593). Despite this push from the 
federal government, nursing education in the U.S. has failed to attend to 
the effects of climate change on planetary health. Sullivan-Marx and McCauley 
(2017) further note that nurses who are experts on climate change are currently 
lacking due to an already overcrowded curriculum in nursing and a lack of 
funding for health-based climate research. 

Humans are not the only beings-bodies that are at risk in the Anthropocene. 
Ecofeminist scholar Donna Haraway (2016) describes the profound entangle-
ment that humans share with more than human worlds, including nonhuman 
entities such as plants, water, fish, land animals, and bacteria on which humans 
depend for survival and flourishing. As Haraway (2016) puts it, “we are at stake 
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to each other” sharing an enduring common ground in an intertwined space 
of shared living and dying (p. 55). Similarly, feminist scholar Rosi Braidotti 
(2013) describes that we are living in posthuman times with an imminent and 
embodied connection “between the self and other, including the non-human or 
‘Earth’ others” (p. 48). Given the deep relationality that humans share with 
other worlds and the ongoing threat to planetary health in the Anthropocene 
causes one to question: how will nursing education honor these bonds, cultivate 
a kinship with Earth, and engage in bidirectional eco-centered epistemological 
practices with students? It is clear that answering that question and addressing 
these more than human problems will require reconceptualizing the way in 
which we educate the nurses of the present and future. Becoming and being 
nurses during this time of entanglement will require nursing education to press 
forward with a reimagined ontological and epistemological foundation of dis-
cipline that promotes not only human but terrestrial flourishing. Located among 
this imperative is the need to transform nursing education with a turn toward 
our current posthuman reality, expanding the environs of care to a planetary 
level (LeClair & Potter, 2022). It is clear that our posthuman time is in urgent 
need of a posthuman education. 

Therefore, given our posthuman condition, I wonder: How do faculty educate 
nurses to become caregivers of Earth—of all biotic and abiotic lifeforms in the 
Anthropocene? How does the professoriate educate nurses to care for the re-
lational embeddedness of our lifeworld? This chapter will visit these particular 
questions by beginning with a brief overview of the conceptual framework and 
philosophical underpinnings that guide my thinking. From there, the chapter 
moves forward by unpacking the humanistic onto-epistemological under-
pinnings of the discipline and then situating them within the commodified 
territories of nursing and higher education that enshrine the extractive modes of 
capitalism while perpetuating the reign of the Anthropos. Stemming from these 
origins, I then propose a speculative vision for reimagining the ontological 
foundation for the discipline to propel nursing education toward rhizomatic 
(non-linear) learning and relational educational practices in hopes of these 
radiating out into a planetary caring praxis. The ultimate goal of which is to 
flatten hierarchies, abolish the dichotomy that separates humans from nature, 
and embrace multiple ways of knowing and educating that will allow us to better 
attend to the complexities of the Anthropocene. 

Conceptual Framework—Blazing Through a Posthuman Tunnel 
Without Lights 

Navigating the Anthropocene and moving forward during entangled times will 
require nursing to develop new modes of thinking that reframe the ontological 
premise of the discipline and redesign the foundational assumptions from which 
nurses are educated. Accomplishing these goals will require nursing to shift its 
current conceptual frame that centers upon humanism toward the philosophy of 
critical posthumanism that is grounded in new materialist perspectives. Critical 
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posthumanism emphasizes a post-anthropocentric approach to thinking that de-
centers the “the human in relation to the nonhuman,” removing the onto- 
epistemological privilege of the human (Ferrando, 2019, p. 54). This allows one to 
think beyond the dualisms that have been constructed in western thought such as 
nature/culture, man/woman, human/animal, and alive/dead (Ferrando, 2019). 

New materialism is an ontological feminist approach emanating from post-
humanism that is grounded in quantum physics that allows us to recognize the 
material agency of non-human things, bodies, and beings—the agency of matter 
itself (Ferrando, 2019). In new materialism, the subject (the human) is no longer 
the center of thought or discourse, and there is no center, the focus is on all 
matter—the material substances that compose everything in the Universe 
(Bennett, 2010). Bennett (2010) explores this idea further by postulating that 
“matter is not the raw material for the creative activity of humans and Gods” 
(p. xiii), but it is rather our bodies, your body, my body, but also the bodies of 
whales, maple trees, ants, airplanes, feeding tubes, ventilators, and COVID-19. In 
new materialism, there is no separation or duality in these entities. Instead, they 
are all mixing and churning together—becoming compost (Haraway, 2016). 

Utilizing a new materialist framework for nursing education requires educators 
and students to think through rhizomatic networks, and the assemblage of the 
subject (you, me, us, and others) and how it is formed, and to think in terms of 
matter beyond the anthropocentric frame (Bennett, 2010). Applying a new ma-
terialist lens in educational practices results in students and educators seeing living 
and nonliving matter—human and nonhuman—as radically active with po-
tentiality and meaning. Ultimately, removing the human from the central position 
of thinking allows students and faculty to understand the possibilities in devel-
oping nursing care from a planetary perspective that is “geo-centered, mediated, 
and has a non-anthropocentric frame of reference” (Braidotti, 2019b, p. xiv). 

Despite the possibilities in thinking with new materialism, it is important to 
be critical of the way in which new materialist and posthuman philosophy 
participates in the co-optation of Indigenous knowledge systems. The threads 
and linkages to Indigenous epistemologies run deep, but these connections are 
often co-opted and appropriated without credit, reference, or citations (Bignall 
& Rigney, 2019). Furthermore, Bignall and Rigney (2019) note that new ma-
terialism is not new philosophical thought, beckoning those who use it to in-
terrogate this with critical reflection. I recognize the messiness of posthumanism 
and wonder how to navigate this as a white settler-colonizer. Understanding 
that moves such as these may be described as settler-moves to innocence and 
must be countered with action supporting Indigenous leadership, sovereignty, 
and land reparations (Tuck & Yang, 2012). 

The Ethos of “Humanism”—The Ontological and 
Epistemological Foundation of Nursing Education 

Nursing is built upon the fundamentals of humanism and human-centered 
caring practices (McCaffrey, 2019). Bennett (2010) describes that when a 
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discipline operates from a humanistic frame, it prevents folks from seeing the 
capability of agency in more than human matter. Explaining the ways in which 
nursing came to develop a humanistic foundation first requires an examination 
of the eurocentric heritage of the discipline and how it infiltrates the present.  
McGibbon et al. (2014) describe that the guiding theoretical knowledge of 
nursing’s metaparadigm and grand theories was developed by white women of 
privilege during the 1970s-1980s as a way for nursing to differentiate itself from 
medicine. Furthermore, McGibbon et al. (2014) state that these theories offer 
us “ethically inadequate modes” of thinking and doing within the context of 
globalization and capitalism, which promote environmental destruction 
(McGibbon et al., 2014, p. 184). Jakubec and Bearskin (2020) further note that 
“nursing knowledge and practice do not fully address the dimensions of power or 
sufficiently work to challenge such deep, and often taken for granted, structures 
of oppression” (p. 244). It is from these underpinnings drenched in eurocentrism 
and whiteness that nursing has and continues to theorize its disciplinary per-
spective, seen notably in the metaparadigm. 

The primacy of the human rings forth from all corners of the theoretical 
groundwork of the discipline through the conceptualization of its various grand 
theories and the metaparadigm advanced by Fawcett and Desanto-Madeya 
(2013). Historically nursing knowledge has been constructed under the purview 
of its metaparadigm—providing structure, anchors, boundaries, and borders to 
disciplinary knowledge development (Fawcett & Desanto-Madeya, 2013). In 
the 1980s, Fawcett (2013) advanced the metaparadigm concepts of human 
beings, environment, health, and nursing. According to the hegemony of the 
academy, it is from these four concepts in which all nursing knowledge, re-
search, care, and practice should emanate. The metaparadigm concepts within 
nursing describe the essence, meaning, and nature of nursing practice. Although 
there are contemporary moves away from these defining domains of the dis-
cipline, the metaparadigm still serves as a historical force of influence for the 
organization of knowledge development—foreclosing open networks of knowl-
edge generation, diverse perspectives, and multiple ways of knowing (Kalogirou 
et al., 2020). For example, in 2022, Fawcett described the metaparadigm con-
cept of the environment as needing “decolonization” (p. 263). However,  
Fawcett’s (2022) vision for the future still centers an anthropocentric framing 
that is based in humanism, lacking attention to the posthuman planet and the 
material agency of matter. Ultimately, historical and contemporary con-
ceptualizations of the environmental domain of the metaparadigm leave the 
discipline’s understanding of the environment in a state of stasis. 

Environment as Static—Nature/Culture Divide in Nursing Science 

In 1986, nurse scholar Chopoorian critiqued the metaparadigm concept of 
the environment, suggesting that the “environment is rigidly conceptualized 
within nursing as a static entity that does not inform the nursing paradigm 
in a substantive manner, nor does it foster comprehensive images and 
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relationships” (p. 41). Likewise, Kleffel using an ecofeminist framework 
(1991), stated that “the image of the environment as the immediate sur-
roundings or circumstances of an individual or family has kept nurses from 
addressing the larger social, political, economic, and global structures that 
affect health” (p. 6). Therefore, nursing practice has traditionally occurred 
in the immediate surroundings of patients or directly on the human body 
focusing solely on the individual and their responses to the environment 
around them (Chopoorian, 1986; Kalogirou et al., 2020; Kleffel, 1991).  
Kalogirou et al. (2020) take this analysis further by postulating nursing’s lack 
of engagement in planetary health results from the discipline’s limited con-
ceptualization of the environment in its metaparadigm and foundational 
grand theories—translating into shortcomings in addressing climate change 
and environmental degradation. 

From these critiques, it is clear that the way in which the theoretical concept 
of the environment is constructed within the discipline has limited the purview 
of nursing work to individuals with persistent humanist and anthropocentric 
framings. Operating from this narrow assumption eclipses transformative action 
in the sociopolitical and environmental systems in which folks are caught up 
in. Furthermore, the discipline’s limited view of the environment forecloses 
nursing’s engagement with issues surrounding planetary health such as climate 
mitigation strategies to reduce its causative factors, and instead focuses on 
the individual downstream effects (Dillard-Wright et al., 2020; Kalogirou 
et al., 2020). Many nurse educators have been socialized into this paradigm 
of thought, imparting a human-centered onto-epistemological understanding of 
the environment to students where it infiltrates classrooms in conscious and 
unconscious ways—limiting possibility. 

Given the historical disciplinary footing of nursing and the perils of the 
Anthropocene, the time has come for nursing to reconceptualize its environ-
mental domain that honors our thick posthuman present. Reimagining the 
environment from a new materialist perspective promulgates the understanding 
that the environment ultimately is shaped by complex relationships beyond 
the human, with the environment not only affecting humans but vice versa— 
impacting the health and wellbeing of all matter. To accomplish this, the 
professoriate needs to educate from a relational new materialist conceptualiza-
tion of the environment that focuses on the health of the planetary system. 
However, this reimagining will not be possible until the academy reckons with 
the ways in which nursing and higher education are constrained within the 
neoliberal market, which will be discussed next. 

Industrializing Care: The Commodified Territory of Nursing 
Education in the United States 

For nursing education to address the hazards of the Anthropocene, it must 
consider its present location in the commodified territories of higher education 
and the neoliberal healthcare system. We are currently living components and 

244 Brandon Blaine Brown 



actors in what Braidotti (2019a) describes as the corporatization of the uni-
versity impacting knowledge production practices and leading to the in-
dustrialization of the academy. Stoddard et al. (2021) explain that operating 
within this commodified setting privileges the knowledge-making practices as-
sociated with industrial modernity, making it difficult for students and faculty 
to construct a new social imaginary for the future that addresses climate change. 
Furthermore, agreeing with Bradiotti (2019a), Stoddard et al. (2021) explicate 
that the neoliberal educational agenda stifles creativity and critical analyses of 
the present, perpetuating neoliberal futures. 

Nursing education is fettered to the neoliberal academic movement. This 
manifests with a monetized world bursting forth, bringing a penchant love 
for evidence-based practice, high-stakes testing, marginalizing admissions 
practices, competency-based education, and standardized licensure examina-
tions (Fontenot & McMurray, 2020; Foth & Holmes, 2017; Holmes et al., 
2006). These material forces coalesce and hold nursing curricula hostage to the 
market constraints of capitalism while upholding neoliberal walls around dis-
cipline. Educating from the logic of capitalism limits the possibilities of nursing 
education to address climate change and educate for a posthuman planet. 
Moreover, the corporatized structure of the academy perpetuates a grounding of 
nursing education that is based in eurocentrism and post-positivism, focusing 
on individuality and espousing anthropocentric ideas, while eliding kinship with 
Earth (Brown et al., 2022). 

Preparing Workforce Ready Graduates and Licensure Examinations 

The way in which nursing arrived into the commodified territory of higher 
education presents a complex cartography. The historical threads that have 
contributed to this moment are vast, but a significant factor includes the 
mandate by healthcare employers that nursing education prepares work-ready 
graduates who are fit for the marketplace and ready to become actors in the 
commercialized industrial healthcare complex. As evidence, The American 
Association of Colleges of Nursing (AACN), which guides the curricular 
development activities of baccalaureate, masters, and doctoral programs in the 
United States, put forth their new guidelines entitled the Essentials: Core 
Competencies for Professional Nursing Education in 2021. The most recent version 
of the AACN Essentials focuses on maintaining the ongoing industrialization of 
education/care through prescriptive curricular guidance to prepare graduates 
for the workplace (American Association of Colleges of Nursing, 2021). 
The Essentials includes a provision to educate entry-level registered nurses to 
“understand the impact of climate change on environmental and population 
health” (American Association of Colleges of Nursing, 2021, p. 36). However, 
humanism still figures prominently, with an absence of mitigation strategies 
at the entry to practice level. The entire Essentials document lacks awareness of 
multispecies responsibilities in a posthuman world. Planetary health is given a 
cursory mention as an essential component of a liberal education that is 
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integrated within nursing, but the document does not explain how it should be 
integrated or how planetary health is framed (American Association of Colleges 
of Nursing, 2021). 

The National Council Licensure Examination (NCLEX in the US) is another 
pillar of corporatization within the academy and perpetuates the monetization of 
knowledge—forestalling engagement with multispecies planetary health. The 
NCLEX exam forces faculty into pre-curated curricula based on the testing plan 
put forth by institutions and governing bodies such as the National Council of 
States Boards of Nursing (NCSBN)—obligating nursing education to privilege 
the biomedical model. This model is steeped in the ethos of humanism that 
focuses on quantitative empirical measures while averting an upstream focus on 
climate change (Dillard-Wright & Shields-Haas, 2021). The NCLEX prepares 
students for situations of certainty, but students undoubtedly encounter un-
certain situations on a daily basis. The posthuman world requires us to think in 
terms of species and planetary systems (Chakrabarty, 2021), which are fore-
closed upon by standardized testing. Standardized testing is incompatible with 
the deep thought that nursing requires to address the perils of the Anthropocene 
(Dillard-Wright & Shields-Haas, 2021). Furthermore, the NCLEX acts as a 
mode of policing and suppressing nursing curricula on the basis of pass rates and 
accreditation by state boards of nursing, requiring faculty to teach to the test 
with little room for deviation. 

Sullivan-Marx and McCauley (2017) note that nursing has an overburdened 
curriculum preventing the inclusion of climate-related content. Sullivan-Marx 
and McCauley (2017) fail to note that perhaps the reason the curriculum is so 
overburdened is due to the way in which the neoliberal market infiltrates 
nursing education, serving the capitalist healthcare enterprise. In neoliberal 
modes of education, what counts as knowledge is authorized by the institutions 
steeped in white supremacy and privileges ways of knowing based on the western 
ideals (Whyte, 2016), not how to care in a posthuman world. 

Toward a Posthuman Pedagogy—Cultivating a Sense of 
Multispecies Responsibility 

Addressing planetary degradation, reckoning with the humanistic under-
pinnings of the discipline, and disentangling nursing education from the neo-
liberal economy will require new pedagogical practices beyond the virtues of 
what Braidotti (2013) calls the Vitruvian man. Nursing education must im-
plement teaching practices that decenter the discipline’s white, eurocentric, 
humanistic foundations. Posthuman pedagogical practices grounded in new 
materialist perspectives are potential tools to move beyond these historical 
cornerstones—illuminating a multispecies responsibility for students and fa-
culty. Braidotti (2019a) describes that the benefits of a posthuman approach 
to education “targets both Humanism and anthropocentrism” (p. 141) while 
simultaneously working toward resisting the commodified models of higher 
education and life. A posthuman approach to education gives nurse educators 
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the tools that they need to foreground planetary health in their classrooms and 
clinical spaces. Utilizing such an approach has the potential to center planetary 
justice. Ulmer (2017) describes that justice certainly affects humans, but justice 
is also found outside the realm of human relations. Ulmer (2017) explained that 
“justice can also be material, ecological, geographical, geological, geopolitical, 
and geo-philosophical. Justice is a more than human endeavor” (Ulmer, 2017, 
p. 833). Educating students toward Ulmer’s (2017) vision of justice will require 
the enactment of pedagogies that decenters the human and embraces multiple 
ways of knowing. 

Rhizomatic Knowing—Educating With bios and Zoë 

Envisioning rhizomatic (non-linear) ways of knowing and pedagogical practices 
begin by resisting the impulses of western science and humanism and moving 
beyond the dualistic binaries that it imposes. When educators operate within a 
humanistic frame, it perpetuates what Chandra Pescord Weinstein refers to as 
white empiricism, preserving colonialism and anthropocentrism (Prescod- 
Weinstein, 2020). Instead, the academy needs to educate nurses to think in 
terms of species, moving beyond the canon of empirical knowledge and its 
biomedical undercurrents. This means shifting from educating for bios which 
refers to the “life humans have organized in society” to educating for Zoë which 
refers “to the life of all living beings” (Braidotti, 2019a, p. 10). Adopting this 
new materialist orientation within nursing education urges students and faculty 
to care for our entangled world, beckoning us as humans to consider the critical 
point that we are “not in the world but of the world” (Haraway, 2016, p. 14). 
Orienting pedagogical practices in this manner opens the door to co-creating 
knowledge alongside non-human entities and shifts the focus of education be-
yond the individual to the planetary system. Educating from a planetary per-
spective invites students and faculty to attend to the complexities of the 
Anthropocene, including the ways in which humans have contributed to the 
degradation of Earth and the more than human world (LeClair & Potter, 2022). 

Ultimately, in this pedagogical reconceptualization, a more expansive view of 
the environment takes hold and the planetary community becomes the central 
focus of the discipline—moving beyond the human/nature opposition. Teaching 
from this perspective invites students and educators to reimagine how they 
conceive the center of the discipline as no longer human, but instead the en-
vironment intermingling and in cohabitation with matter, health, and healing 
in which there are no boundaries, borders, or lines of demarcation. 

Relational Learning 

How might posthuman pedagogy be enacted in the classroom? Well, it begins 
with relational modes of learning and knowledge production that are embodied 
and collaborative in nature with Zoë (Braidotti, 2019a). Furthermore, Braidotti 
(2019a) notes that centering Zoë is crucial in posthuman pedagogical practices 
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and in turn, abolishes the epistemological hierarchy that privileges the human. 
Here I will try to illustrate a brief example of how nurse educators may im-
plement this philosophy in their classrooms. 

In pharmacology, student learning can be linked to more than human con-
nections. Rainforests are integral to the planet’s survival and mitigating the 
effects of climate change, but are under immense threat from the consequences 
of anthropogenic-driven climate change (Harris et al., 2021). Rainforests also 
provide humans with medications to treat various ailments, 25% of all medi-
cines used today are extracted from the rainforest (Holland, 2021), and two- 
thirds of all chemotherapeutic medications come from rainforest plants (Earth 
Talk, 2019). Environmental biologist Kimmerer (2013) notes “that even a 
wounded world is feeding us” (p. 327). However, highlighting the connection 
that rainforests are beneficial to humans is not enough—a more apt approach 
would be to consider what humans do to benefit the rainforest. 

Moreover, human forays for medications have stretched beyond the plants to 
include animals. The common drug exenatide used to treat diabetes was derived 
from the saliva of the Gila monster, a venomous lizard that is native to the 
Southwestern portions of North America (Furman, 2012). Here again, we 
see benefits to the human, but what is the benefit for the Gila monster? The 
Gila Monitor’s survival is under threat from climate change due to decreasing 
water and humidity patterns in the desert (Howard, 2016). How will nurse 
educators impart these connections with a turn toward ecological justice for 
species, rainforests, humans—for all matter? These few examples highlight the 
exchange of meaning and knowledge-making practices that are occurring 
with more than human worlds in the classroom. Haraway (2016) describes this 
practice as tentacular thinking—the threading together of experiences—“the 
patterning of possible worlds and possible times, material-semiotic worlds, gone, 
here, and yet to come” (p. 31). Just maybe, educating in this way will propel 
students and faculty to “stay with the trouble” of the Anthropocene (Haraway, 
2016, p. 1). I do not pretend to have the answers and maybe I am too naive, but 
I wonder if small steps like this with action, might prompt students and faculty 
to think deeply about relationality, giving them pause to consider not just 
the health of humans but the planet. 

Conclusion 

Nursing education holds great potential in the present-future to advance 
planetary health and multispecies kinship. Fostering a posthuman education 
within nursing allows students and faculty to recognize their relational and 
rhizomatic lifeways in an entangled world of shared living. Adopting a post-
human frame also provides us with opportunities to deconstruct the past and 
interrogate the present—presenting us with the potential to reimagine nursing 
education and create a planetary-informed praxis that pursues justice. 
However, initiating a turn toward a posthuman pedagogy requires us first to 
examine ourselves as members of a planetary species and to recognize our 
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accountability for the disastrous planetary destruction that is taking place as a 
consequence of anthropocentrism. 

I would also be remiss not to mention that the struggles of the Anthropocene 
have become code for universalism and white supremacy, sweeping away pasts 
(from which I benefit) and turning climate change into a white man’s lament 
(Braidotti, 2019c). Larocque et al. (2021) stated, “No More Settler Tears, 
No More Humanitarian Consternation” when describing white-settler “dis-
coveries” (p.7). Linking to the discussion of planetary justice in this chapter, 
it is essential to state that I am building on the labor of centuries of people 
who have been working for planetary health, including Indigenous land and 
water protectors, risking their lives and leading protest movements. As  
Braidotti (2019a) elucidates, “we are all in this together, but we are not one 
and the same” (p. 52). There is no ecological justice without social justice.  
Larocque et al. (2021) explain that “racism is the driver of necropower” (p. 8), 
forcing us to acknowledge the structural oppressions and white supremacy 
that undergird nursing and society at large. This must be seen as part of 
planetary justice. Likewise, Braidotti (2013) describes, “If humanism has a 
future at all it has to come from outside the western world and bypass 
the limitations of eurocentrism” (p.25). It is clear that a posthuman world al-
ready impacts nursing education. Therefore, my hope is that this chapter 
will serve to unravel our posthuman context and invite others to consider 
posthuman pedagogies—opening the door, causing rupture, and nursing for 
the planet. 
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14 #AbolishNursing: An Ethics  
for Creating Safer Realities 

Em Rabelais (fae/femme/faer)     

On #AbolishNursing 

#AbolishNursing is an ethics and a response to how nursing engages in its 
practices, policies, ethics, narrativizations (the stories that nursing tells about 
itself), engagements, and other formations with each other, our students, our 
patients, our students’ future patients, and the communities that we keep saying 
that we care about. This chapter has two sections: the first discusses what 
whiteness is and the ways in which whiteness manifests in nursing (briefly, 
whiteness names what is (ab)normal about and are (in)appropriate uses of the 
body); the second offers the ways in which we can bring about liberatory futures 
in whatever nursing is to become. 

I’m writing not only as an abolitionist health ethicist and nurse but also as 
one of the many who desperately needs safer realities in nursing. I am white, 
disabled, queer, and non-binary/agender. Note the verb “am”; my identities 
are. I do not “identify as” any more than a white cisgender heterosexual non- 
disabled person would state that they “identify as” any of their descriptors. 
As noted by Eb (2017), Devon Price (2021), and many others, communities 
led by disabled people consistently use disability-first language. Person-first 
language requires that we disabled people erase ourselves in order to meet 
the comfort of non-disabled people. We are “not a personal tragedy” 
(Eb, 2017). Importantly, I am a trans feminine person, and it is this identi-
fication of mine that elicits tremendous violence from nursing and nurses, 
in addition to the wealth of violence from society and government. I write 
from this positionality, just as nurses who are white, cisgender/cissexual, 
heterosexual, abled/non-disabled women are writing from their own posi-
tionalities within the violences of normative whiteness. Just as any nurse, 
who is inculcated into nursing’s demands for normative whiteness and 
feminist-appropriations through whiteness praxis, acts from these violent 
positionalities. Importantly, one need not be a white, cisgender, heterosexual, 
abled/non-disabled woman to enact nursing’s violence precisely because the 
exercise of nursing itself is an exercise of white supremacy. Whiteness doesn’t 
just consume everyone, but covertly demands that everyone adhere to its 
requirements. 
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Educators of nurses teach students how to be nurses, and they do this through 
the formal and informal requirements of nursing education, its accreditation, 
educators’ interpretations, and the oppression, repression, other violence, and 
whatever community and interpersonal care that is or is not structurally built in. 
As with medical education (Burgess et al., 2010; Good, 1994; Spatoula et al., 
2019), nursing education changes the nursing student’s understandings of 
bodies, other people, and communication with and onto other people, no matter 
how much a student works to resist this transformation. For example, a medical 
student described learning medical interviewing as: 

“I felt that it was a great privilege for me to hear some intimate details 
of their lives,” and she would spend time listening to what patients wanted 
to talk about. By the fourth year, however, she said “you start to develop 
this sense of ‘well, I have a job to do here and I’m doing something for you, 
so I’m going to just do it as efficiently as I can’”. 

(Good, 1994, p. 78)  

The learning objective for section one (Nursing’s White Supremacy: Reviewed) of 
this chapter is simple, and unfortunately it’s something that needs to be named: 
believe students when they tell us that we are oppressive and violent. Our students 
have expertise. We need to listen to them, believe them, and act only when we 
can act from that belief. It’s not just our students that we need to believe but our 
patients as well. Simply stated, when we do not believe our students, we are actively 
teaching them to not believe their patients. For example, recall the many TikTok 
videos made in 2019 and later by healthcare clinicians that claimed patients 
were lying about pain and other symptoms and see #PatientsAreNotFaking on 
Twitter (Barbarin, 2019). Your clinical education taught you to not believe 
your patients. If you, as a nurse or other healthcare professional, do believe your 
patients at their literal word, then you must have done reflective work on 
your interpersonal communication skills at some point to unlearn what nursing 
education enforces (for more on this, see Chapter 3 in this volume). 

The learning objective for section two (Abolish Nursing) is also simple: act 
from our belief in students and patients. Acting from belief requires that we fully 
give up control of the process and it demands reflection. Students and patients 
name the violence of our methods and content. Because they are most hurt by 
our violence, students and patients are the only ones who can name and create 
alternative and less or non-violent processes. We must also reflect upon the 
violence we participate in as educators of nurses and as nurses for patients. We 
can start with our language and the ways that we name, discuss, frame, deny, 
support, dismiss, and misconstrue; how we reinforce structuralized violence; and 
how we gatekeep and gaslight (Murray & Holmes, 2013). 

I don’t doubt that some readers will be taken aback, and that’s okay. For those 
of you who are, I suggest reading about transformative justice, which was de-
veloped as a collective response to violence and harm without creating further 
violence and harm (Mingus, 2019c; Project Nia & Barnard Center for Research 
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on Women, 2020). Resources include texts by Mia Mingus, especially those on 
her website (https://leavingevidence.wordpress.com/), including the two-part 
discussion of accountability and how to give a good apology (2019a, 2019b), 
as well as those by Mariame Kaba (Kaba, 2021; Kaba & Hassan, 2019) and  
Creative Interventions (2012). Transformative justice generally involves sup-
port for the survivors around healing and safety, working with the person(s) 
who caused harm to take accountability of that harm, building community 
members’ capacities such that they can facilitate transformation and/or take 
accountability for the harm they cause, and to build skills to prevent or interrupt 
violence from happening. Calls for abolition must include these components of 
transformative justice, as the two frameworks are tightly bound together (see  
Kaba, 2021). Abolitionist activist and organizer Mariame Kaba famously teaches 
us that “nothing that we do that is worthwhile is done alone.” An Aboriginal 
rights activist group from Queensland, Australia, though often attributed to 
group member Lila Watson, stated that “If you have come to help me you are 
wasting your time. But if you have come because your liberation is bound up 
with mine, then let us work together.” Abolition is a community event. 

Nursing’s White Supremacy: Reviewed 

This first section is a brief review of white supremacy in nursing. For in-depth 
discussion and analysis, please see other chapters in this text as well as the 
cited references. This review includes explanations of how nursing and nursing 
education are oppressive and violent. In nursing, we hold close and teach 
many concepts and enactments including a strict adherence to whiteness, which 
comprises the mandates of white supremacy culture (McGibbon et al., 2014;  
Okum, 2001, 2021; Waite & Nardi, 2017). Whiteness sets about the require-
ments of what is normal or abnormal about and appropriate or inappropriate 
uses of the body; foremost here, of course, is race, but whiteness goes far, 
far beyond skin color (Rabelais & Figueroa, unpublished data, as cited in  
Rabelais & Walker, 2021). 

Whiteness makes requirements about biological essentialisms. Most im-
portant here is biological racism, in which science has included “race science” 
as a formative element of the biological basis of existence. Importantly, race is 
not biological, genetic, nor biogeographic (Tishkoff & Kidd, 2004). Race is a 
sociopolitical invention used for white supremacy. Race is not a variable nor 
risk factor that should ever be used to understand the human condition in any 
form: biological, genetic, psychological, social, etc. (Chadha et al., 2020; 
Rabelais & Figueroa, unpublished data, as cited in Rabelais & Walker, 2021). 
More appropriately, if even possible to measure, the correct predictive variable is 
racism or white supremacy. 

Biological racism has contributed to what Harriet Washington calls medical 
apartheid (Washington, 2006), which is a condition of systematized racism 
within the healthcare establishment, just as it is in white supremacy culture 
within medicine, that sees Black people as merely bodies upon which to 
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experiment and to subjugate. This idea is endemic in all of healthcare, including 
nursing, because white supremacy culture was part of the sociopolitical milieu at 
the origins of medicine, nursing, and other health professions. 

Systematized racism continues in healthcare today. Manifestations of this 
include discussion of implicit or unconscious bias—as if they are different than 
explicit/conscious biases, which they are not—rather than simply naming ra-
cism, ableism, sex, fat-phobia, transmisia and transmisogyny, homophobia, xe-
nophobia, and other enactments of white supremacy. In 2003 the text Unequal 
Treatment called for an end to disparities research and instead to begin health 
equity work, which requires investigators to look far, far upstream to the source 
inequities which are the actual causes of systematized and structuralized racism 
and other oppressions (Institute of Medicine, 2003). However, we have a see-
mingly unending interest in disparities, which are outcomes, rather than ad-
dressing structural causes that create inequity and what are sometimes called 
social and other determinants of health (Rabelais & Walker, 2021). By con-
tinuing to investigate disparities we are only furthering the mission of white 
supremacy by delaying any chance to disrupt and dismantle white supremacy 
culture. It is already abundantly clear what the structures and systems are that 
created and uphold white supremacy in what is called the United States. These 
include the very basis of white people navigating to this land and then killing 
and/or wresting control of the land from those who had been living here before 
the late 15th century (Koch et al., 2019). White supremacy culture exists within 
the founding documents of the United States. These include public works, 
police forces, and all the social, legal, political, medical, and other structures 
that are generally understood as integral to this country, despite them being 
established to take and destroy land and humans while insisting upon ruling 
ideologies that include colonialism, capitalism, and Christianity. While this 
may seem a broad and perhaps unsubstantiatable claim, colonialism, capitalism, 
and Christianity have been the driving forces of white people and our white 
supremacy for the past 530 years. Note: I am white, as are the vast majority of 
nurses, and thus am a part of settler colonialism and will always be (initially) 
seen as a representative of white supremacy culture. 

Ableism is another oppression upheld by nursing that manifests by indicating 
that disabled people, like me and so many of my students, cannot be nurses 
or educators of nurses. A common response I hear goes something like, “people 
with disabilities [sic] cannot be nurses because nurses take care of people with 
disabilities [sic].” Notably, ableism was inherently entwined with racism since 
at least the mid-15th century when the Portuguese began an enslavement 
trade between sub-Saharan West Africa and Europe, as well as within Europe 
(Lewis, 2019). Ableism continues to be enmeshed within legal and carceral 
systems in what we now call the United States (Lewis, 2018). Beyond gate-
keeping, excluding disabled people in nursing is ableist because of nursing’s 
own definition of what might be allowed to be disability. The American Nurses 
Association’s document outlining the scope and standards of practice for 
nursing indicates that disabled people face “inherent suffering” (p. 22) and that 
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competence requires “ability,” which is “the capacity to act effectively. It re-
quires listening, integrity, knowledge of one’s strengths and weaknesses, positive 
self-regard, emotional intelligence, and openness to feedback” (p. 52) disability 
can be “prevented or resolved” (American Nurses Association, 2021). An early 
draft of this document stated that disability can be “prevented or resolved” 
and contained no acknowledgment that disability generally is a chronic con-
dition that is lifelong (Valderama-Wallace et al., 2020). My and my students’ 
disabilities will be resolved when we’re dead. If disability is something that 
requires an accommodation in order for the disabled person to find access, then 
you should note that shoes, glasses, nitrile gloves, medical masks, potholders, 
personal vehicles, public transportation, and elevators are all accommodations. 

The second biological essentialism held by nursing and the rest of healthcare 
is gender essentialism. Quite often gender is also confused with sex, and both are 
understood within a binary. Neither sex (Fausto-Sterling, October 25, 2018) nor 
gender are binary. Because gender is fluid, there are innumerable genders, 
and gender is not defined by body parts nor what someone wears. Gender is not 
female or male (both are sex terms). Biological essentialism fuel transmisia 
(hatred of transgender people) and transmisogyny, violence coming from the 
idea that masculinity dominates femininity such that trans feminine people are 
subverting the power of men while simultaneously violating the purity, virtu-
osity, etc. of what it means to be a woman (Harsis, 2020b; Serano, 2016). While 
trans masculine people are included in the violence of transmisia and can ex-
perience misogyny, along with cisgender women and trans feminine people, it 
is generally only trans feminine people who are subjected to physical violence 
and death within the trans community (for analysis on power between 
transmisogyny-exempt and transmisogyny-affected people, see: Harsis, 2021). 
Notably, gender and sex assignments at birth are entirely unimportant in 
healthcare settings. This naming provides no benefit to any healthcare task, nor 
does it offer any clues about what an individual’s upbringing was like, including 
the fallacy of socialization (Price, 2 August 2021). Transmedicalists, also called 
truscum, are those who demand that transgender people adhere to cisheter-
opatriarchal notions of gender safety (Harsis, 2020a), including having “gender 
dysphoria,” and are confused in their need for gender/sex designations rather 
than a person’s pronouns, organ inventory, and medical and surgical histories. 

Cisheteropatriarchy, the notion that cisgender and heterosexual people are 
to be seen as “normal” and to exist within a sex and gender hierarchy in 
which men are more important and dominant, is another violent form of white 
supremacy that invades nursing. Patriarchy, especially, is well integrated into 
nursing’s feminist-appropriations through whiteness. White women and so- 
called “white feminism” control the white supremacy culture of nursing (along 
with education and social work), and white women in nursing use the dom-
inating ideas from patriarchy to enact their power and gatekeeping over the 
profession. Gatekeeping is ensured through measures such as racist restrictions 
on how hair looks and is worn, transmisic and especially transmisogynistic de-
finitions of who is/can be a woman, preventing disabled people from entering or 
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succeeding in nursing training programs, and in general holding up whiteness 
through demands about how bodies are deemed (ab)normal or are used (in) 
appropriately. White women learned patriarchy from white men and use it to 
continue to hold their power over others. Only those who inculcate themselves 
into white woman supremacy culture—no matter their race, gender, sexuality, 
disability status, etc.—are acceptable for moving “up the ladder” and into 
leadership positions. These include, for example, Black women faculty leaders 
who are “Onlys,” pay a personal price for their authenticity, and understand 
that they are the illusion of diversity and inclusion while trying to survive 
academia, all while having to balance change versus appeasing the white ma-
jority (Iheduru-Anderson et al., 2022). Nursing’s white women continue the 
tradition of dominating Black women and taking credit for their contributions, 
only supporting Black women when helps white women themselves (hooks, 
1994) and always demanding emotional attention and care (to “white women’s 
tears”) when Black women protest white women’s injustices (Hamad, 2020). 

Patriarchy plays out in nursing in all of its relationships: instructors over 
students, nurses over patients, senior nurses over junior nurses (see: “nurses eat 
their young”), and nurses over others in the healthcare team (nursing/medical 
assistants, desk and custodial staff, and others). Cisheteropatriarchy appears 
through reinforcing gendered roles and gender stereotypes with assumptions 
that cisgender and heterosexual is normal and that a person is heterosexual and 
cisgender, based upon the false notion of “binary biological sex” through sex and 
gender essentialism (Fausto-Sterling, October 25, 2018). Nursing education 
textbooks discuss and display families containing a man and woman, who are 
married, with children, and repeat patriarchy’s demands of men being the 
dominant actor in the family. Nursing’s cisheteropatriarchy excludes trans 
people, especially transmisogyny-affected people, because of the threat that 
cisgender white women imagine is placed against white womanhood. 

Nursing’s patriarchy upholds Christianity as foundational to nursing. This is 
because many Catholic nuns were and are nurses, and the narrow history of 
nursing as seen through people like Florence Nightingale prioritizes a harmful 
Protestant ethic in the breadth of nursing. Related to our misplaced praise of 
Florence Nightingale, who was racist (Stake-Doucet, 5 November 2020), so 
many Christianity-inspired imperatives mandate that students/nurses speak 
and act white, reinforced through a Christian appropriation of Aristotle’s 
virtue ethics to reinforce purity and propriety demands for the good woman/ 
nurse. This links directly to so-called “white feminism” and white normativity, 
both explicit and implicit, in nursing. Nurses are taught sacrifice as a value, 
whereby nurses are to work hard and long to ensure that all the work is complete 
no matter the staffing situation. Nurses prove themselves through sacrifice 
within our capitalist system, even to their detriment, including volunteering for 
covid safety relief (triage, screening, vaccine administration, and more) despite 
funds being made available to pay for the increase healthcare need and travel 
nurses being paid up to four times more than staff nurses on the same unit during 
the ongoing COVID-19 global pandemic. At the same time, and related to 
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sacrifice, nursing’s “white feminist” requirements hold saviorism on a pedestal. 
White savior feminist professors push “Western-centered narratives, not least 
the right of white and Western women to pass judgement on the rest of the 
world’s” people (Zakaria, 2021, p. 177). 

An example of this, that is directly relevant to nursing, is in spoken word 
artist FreeQuency’s (2018) discussion of Christianity’s whiteness and saviorist 
roles in colonialism: from portraits of a white-skinned, blue-eyed Jesus to mis-
sionaries spreading Christianity “like a biblical plague” where rivers “flowed red” 
and “how they used their god to justify the taking of what ours had blessed us 
with for centuries, how they claim to introduce god to our lands and our lands 
birthed even their humanity.” It is incredibly common for nurses and other 
healthcare professionals to frame voluntourism and medical mission trips (where 
mission refers to Christian mission and can require attendance at a religious 
meeting to receive care) to formerly-colonized countries as global healthcare 
(Cole, 2012; No White Saviors). 

For nursing and medicine, global healthcare is the delivery of healthcare or 
another project from whiteness-dominated United States to an, generally, 
overseas country whose population consists of Black or Brown people. Nursing’s 
global health is new “charity care.” In doing so nursing, through Christianity 
and whiteness, is naming which Black and Brown people are deserving of care. 
Ebony Stewart (2017, 2022), a Black woman, reinforces this point in her poem 
Compassion Fatigue, a phrase used in nursing, where she addresses the white 
women tired of hearing about race:  

I’m not sure if compassion fatigue happens 
because no one taught you how not to be oppressed 
or because no one taught you how not to be the oppressor, 
but your comment reminds us that no one cares about us but us (49).  

The Black and Brown people living alongside urban academic medical centers 
are not seen as deserving until their existence is reframed into an opportunity 
for a “domestic global health experience” for health professions students 
(Rabelais & Rosales, 2020). Global saviorism manipulates the narrative around 
colonialism and capitalism—a “we have resources to help those unfortunates” 
rather than the hoarding of wealth and preventing peoples and whole nations 
from which colonization has stolen natural and human resources—in order to 
appease white people’s guilt, shame, and especially the knowing ignorance of 
white women around the abuses of capitalism, colonialism, and Christianity. 
This indoctrination into/reinforcement of whiteness also places demands upon 
the kinds of information that are considered valid in a scholarly work. And 
while my inclusion of spoken word poetry in the classroom and during talks has 
been tremendously effective, that discussion is outside the scope of this chapter. 

Christianities, cisheteropatriarchy, white saviorism, and the rest of white 
supremacy culture all demand adherence to respectability and civility. 
Respectability politics, civility rhetoric, and all professionalisms are mandates of 
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white supremacy that are used to control bodies by making and enforcing rules 
such as how we dress, speak, behave, form and hold relationships, hold power, 
and otherwise express ourselves. Power is never held by the patient or student, 
neither of which are allowed to express knowledge/expertise about bodies, their 
own or otherwise, without correction. Nurses, especially when teaching, are to 
have a coldness or at least a distance from students and patients. Love must not 
show up in the classroom nor the bedside because doing so would supposedly 
lose objectivity, authority/domination, and the fear of our students. And yet, 
those seen as objective both aren’t and are also poor communicators, and when 
students do not fear faculty or competitively chase grades, “when we teach with 
love we are better able to respond to the unique concerns of individual students 
while simultaneously integrating those of the classroom community” (hooks, 
2003, p. 133). Professionalisms demand knowing ignorance of one’s own emo-
tional self as well as weaponization of that same emotional self. For example, see  
Hamad’s (2020) discussion of the weaponization of white women’s emotions, 
especially their tears, to dominate Black women while benefiting from and 
taking credit for the labor of Black women and only supporting them when it 
helps white women themselves (hooks, 1994). 

Nursing demands that nurses and patients adhere to white supremacy culture. 
Nurses must speak and act white, even when they aren’t. Nurses are to maintain 
respectability politics, civility rhetoric, the white supremacy of professionalisms, 
and overall propriety. Nurses must be nondisabled and cisgender; those who are 
disabled and/or transgender are safe so long as they hide their disabilities and 
gender. Importantly, no nurse need to look the part of white supremacy to enact 
white supremacy culture. We are inculcated into this culture and must do the 
work to disrupt its influences on us. 

Abolish Nursing 

Just like Mariame Kaba (12 June 2020), by abolition I do literally mean that we 
should abolish nursing. This second section outlines how we get to our libera-
tory futures. Abolition involves destroying what is oppressive, creating some-
thing else that is not oppressive, and this creation can only be done by those 
who have been hurt the most. It is not likely that those of us who are authors or 
have access to this published text are the people who should lead creation of 
something new. 

We already have answers for how to move forward and attain our liberatory 
futures: we have been told for centuries what it is we need to do (Rabelais, 
2020). Obviously, we have not been listening or, more importantly, believing 
and acting from that belief. After the news in September 2020 that nurse 
whistleblower Dawn Wooten revealed that US Immigration and Customs 
Enforcement, unsurprisingly though still absolutely devastatingly understood, 
was committing genocidal acts, Monica McLemore wrote, “Action and 
Changed Behavior is all I want to see. I’m done with the meetings, done with 
the discussions, done with lip service. DONE” (15 September 2020). 
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Moving forward from Dr. McLemore’s demand, the very first step toward our 
liberatory futures is to follow these steps:  

• Those in leadership must step down.  
• Those of us who are white must stop talking. We should get out of the way.  
• Create ease in the transition of control by:  

• Those of us who are white must make it easy for our Black and Brown 
colleagues to both take over and tell us what to do.  

• Those of us who are cisgender must make it easy for our transgender 
colleagues to both take over and tell us what to do.  

• Those of us who are non-disabled must make it easy for our disabled 
colleagues to both take over and tell us what to do.  

• Those of us who are Christian must make it easy for our atheist and 
other religious practicing colleagues to both take over and tell us what 
to do.  

• “Colleagues” here includes our students, patients, and junior or former 
faculty members and nurses who were excluded from nursing spaces, 
promotion, or leadership.  

• “Colleagues” includes the communities that we live in and serve.  

• Most importantly, for those of us who must cede power:  

• Don’t question.  
• Do. 

We have been reforming for centuries. We’re even reforming yet again with 
the American Nurses Association and American Association of Colleges of 
Nursing’s misguided approaches to policy change. The World Professional 
Association for Transgender Health is preparing for policy changes that will make 
life even harder for transgender children. We, nurses and other healthcare profes-
sionals, are still doing terrible things—even when or if we say we don’t want to be. 
This has to stop. Abolition is the only sure thing. Reform has consistently failed. 

We don’t, though, have abolition yet. We don’t yet have leaders who will 
embrace abolition—not even in an appropriative way, such as how “diversity” 
efforts are handled. We don’t yet have white people who will cede power to 
Black and Brown people. We don’t yet have non-disabled people who will cede 
power to disabled people. We don’t yet have cisgender people who will cede 
power to transgender people; we do not even have transmisogyny-exempt 
people who will cede power to trans women and other trans feminine people, 
who are all transmisogyny-affected. What until then? 

Until then: Believe people, believe us, when we tell you something. Listen, 
reflect—until you can believe. Once you believe us, then you can ask us how 
you can support us; you can ask us how to support what we are already doing. 
Believing does not mean that you know the answers, nor even fully understand. 
Believing does not mean that you continue to hold your power. 
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Until then: Participate in community care, allowing those who need the 
care to lead. 

There is no other path forward. 

Believe your students. Believe your patients. None of them/us are lying. 

Once again, abolition is a community event.  
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Epilogue Is Prologue  

In naming this concluding section “Epilogue is Prologue,” we wish to simulta-
neously acknowledge that this is just a starting place for activating a radical 
imagination for nursing and invite folks in who may wish to engage further. The 
work of imagining the world as it might otherwise be is not and cannot ever be 
done (Haiven & Khasnabish, 2014). This is a relentless, continuous praxis, in 
part because the moment we stop imagining, those radical possibilities evaporate 
and in part, because this praxis is a kernel of hope (Benjamin, 2020; Sonenstein 
& Wilson, n.d.). So, while this volume has outlined thoughts about nursing’s 
history, cataloged the present, imagined radically, and strategized to bring ra-
dical visions to life, we are just getting started. We invite you to join us—in 
whatever might come next, in radical imagination, in collective solidarity. Scan 
the QR code shown in Figure 15.1 to navigate to nursingfuturities.org and then 
click on BOOK: NURSING A RADICAL IMAGINATION  tag to access 
additional resources that accompany this work, including discussion guides and 
further reading. You can share your thoughts, dreams, visions, ideas, comments, 
and feedback on a Padlet board located in this resource repository. We conclude 
with parting thoughts from the collaborators who contributed to this text. 
May these visions stoke your radical imagination, fuel your actions, rally your 
solidarity, and contribute to a more just, equitable present/future for us all. 

Figure 15.1 QR Code Link to Additional Resources.    
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	Nəə māt gwens c&#x0030C;ey'i—Work Together
	New'ews sn &#x00294;ey&#x00294; s&#x0030C;weleqwəns—Bring in Your Good Feelings
	ə'sac&#x00294;əy'xw meqw tə'sa tec&#x0030C;el—Be Prepared for All Work to Come

	There Is No Conclusion to Work that Is Unending
	Acknowledgments
	Notes
	References

	9. Using Arts-Based Participatory Methods to Teach Cultural Safety
	Cultural Safety: Interrogating the Culture of Healthcare
	Setting the Scene
	Whiteness in the Lucky Country
	Introducing Cultural Safety
	Nursing Education: Reproducing Coloniality or Transformative?

	Barriers to a Culturally Safe and Transformative Curriculum
	Utilitarianism at the Expense of Deep Thinking
	Techno Managerialism Leading to Conservatism
	Apolitical/Depolitical
	"Manufactured Blindness" That Allows Faculty to See Themselves as Unmarked and Neutral
	Lack of Training and Reflexivity
	Positioning Myself: Teaching Safety While Being Unsafe

	Case Studies: Trying to Change Pedagogical Practices
	Activity One: Possum Skin Bracelet Making
	Moving From Damage to Desire

	Activity Two: Forum Theatre
	Facilitating Collective Reflection
	What Lessons Were Learned?
	Teaching into a Headwind
	Lying to Myself

	Conclusion
	References

	10a. Artificial Intelligence for Health and Care Is Not Inevitable: Introduction and Critical Vocabulary
	Matrix of Domination
	Technochauvinism
	Algorithmic Exceptionalism
	Abolition
	Communities of Practice
	References

	10b. Artificial Intelligence for Health and Care Is Not Inevitable: Ten Commitments to New Futures
	Commitment #1: Recognize All AI Is Political and Subject to Forces Under the Matrix of Domination That Affect its Design, Impacts, and Evolution
	Commitment #2: Seek to Understand, Reckon with, and Amplify Critical History and Narratives about AI and Big Data
	Commitment #3: Enable Data Workers, Including Nurses, to Address Algorithmic Bias and Other Harms of AI and Big Data
	Commitment #4: Attend to Power and Human Relationships First, and Always Before the Technology
	Commitment #5: Embrace an Abolitionist Mindset and Principles That Center the Priorities and Expertise of Persons Occupying the Margins, Recognizing Communities' Strengths, and Lifting up Those Already Doing the Work
	Commitment #6: Require Ongoing, Enthusiastic, Critical Consent
	Commitment #7: Where There Is Not Consent, Practice a Feminist Politics of Refusal
	Commitment #8: Attend to Planetary Health Implications of AI and Associated Extractive Economies
	Commitment #9: Foster Communities of Practice Surrounding These Commitments to New Futures, Accountability, and Repair
	Commitment 10. Make Space for Collective Healing and Pleasure in the Work
	Final Thoughts

	References

	Part IV: Getting There: Speculative Paths for the Present/Future
	11. Horizons: Shifting the Gaze and Topography of Nursing Education
	Authors' Positionalities
	Purpose
	Conceptual Framework
	The Topography of Nursing Education
	Myths of Nursing Education and the Profession
	Bedrock of Empire Building, Colonialism, and White Supremacy
	Fear and Silencing in Nursing Education
	Constructed and Gate Kept Siloes
	The Impact and Cost of Nursing Education Industries

	The Path Forward According to Existing Institutional Powers
	Future of Nursing 2030
	The New Essentials of Nursing Education
	The Relevance of Accreditation

	Calls to Action: Building a New Topography
	Diversity Is Not Enough
	Systems of Accountability

	Conclusion
	References

	12. Open Nursing Science: Using Citizen Science to Make Nursing Knowledge Wide-Open
	Introduction
	Conceptual Framework
	Background
	What Do You Mean by Citizen Science?
	What Does This Have to Do With Nursing, and Why Does It Matter?
	What Does a Future With Nurses Embracing Citizen Science Look Like?
	Research and Knowledge
	Practice
	Education

	Respecting Indigenous, Traditional, and Local Knowledge
	Thoughts to Carry Forward
	References

	13. Posthuman Pedagogy: Metamorphosing Nursing Education for a Dying Planet
	Author Positionality—Situating Myself Amongst and Within the Extinctive Process
	The Burning of Our Sublunary Planet
	Conceptual Framework—Blazing Through a Posthuman Tunnel Without Lights

	The Ethos of "Humanism"—The Ontological and Epistemological Foundation of Nursing Education
	Environment as Static—Nature/Culture Divide in Nursing Science

	Industrializing Care: The Commodified Territory of Nursing Education in the United States
	Preparing Workforce Ready Graduates and Licensure Examinations

	Toward a Posthuman Pedagogy—Cultivating a Sense of Multispecies Responsibility
	Rhizomatic Knowing—Educating With bios and Zoë
	Relational Learning

	Conclusion
	References

	14. #AbolishNursing: An Ethics for Creating Safer Realities
	On #AbolishNursing
	Nursing's White Supremacy: Reviewed
	Abolish Nursing
	References

	Epilogue Is Prologue
	Index

