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Abstract 
 

 

Aligned to the Nursing and Midwifery Council’s (NMC) The Code (2018a) and other 
supporting regulatory documents, Registered Nurses (RNs) are accountable to the 
healthcare organisation through an employment contract and must work within the remit of 
professional standards and organisational policies. Falling below explicit professional and 
organisational standards has the potential for repercussions for the RN, the public and the 
organisation. This research explores RNs’ experiences of meeting the needs of the patient 
whilst fulfilling the requirements of The Code (NMC, 2018a) in conjunction with operational 
policies in a small District General Hospital within the British Isles. As far as can be 
ascertained, this study is the first to focus on the topic of interest. To explore this subject 
area and to have generated a substantive theory of Professional Liminality, a qualitative 
constructivist grounded theory approach situated in the interpretive research paradigm was 
espoused. 

Participants were purposefully and theoretically sampled to take part in this study. 12 face-
to-face individual semi-structured interviews were conducted with experienced RNs. The 
interview guide evolved and lengthened over the data collection process in keeping with a 
grounded theory approach pertaining to emerging theoretical interests from the participants’ 
answers. The grounded theory principles of data collection techniques, constant comparative 
method of analysis to code data, construction of categories and the development of 
theoretical themes were adopted to produce a theory explaining the relationships between 
the emerging themes. Analysis of the findings uncovered three themes: Governance, 
Professional discrepancies, and Professional disquiet. These themes highlighted a 
dichotomy between professional and organisational expectations, significantly affecting RNs’ 
daily clinical practice, and are contextualised in the theoretical framework of professional 
liminality, representing the complexity of the findings.  

A new model, Rules versus Roles (RvR), is proposed as an approach to address and 
resolve the precarious professional liminal positions in which RNs find themselves. 
  
Whilst The Code (NMC, 2018a) and operational policy are both vital; they coexist 
paradoxically. This research indicates that they would benefit from complementing each 
other to affect an evolving and dynamic contemporary healthcare organisation. 
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Faciliteaching: is a paradigm shift from a facilitator style approach to an eclectic approach 

of facilitator and teacher, ‘faciliteacher’ which I felt I required to espouse to assist my 
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(Howard, 2016). 

Gerunds: noun forms of verbs, such as revealing, defining, feeling, or wanting to define 

what is occurring in a fragment of data (Charmaz, 2008).  
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biases, perspectives and assumptions. 
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prompt data collection. 
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Chapter 1: Introduction 
 

 

 

The Code relates to NMC (2018a) unless otherwise stated and will be in italics for the 

remainder of this thesis.  

 

 

 

1.1 Introduction 
 

 

This introductory chapter outlines the rationale for the study undertaken to complete my 

doctoral journey as I locate myself as a Registered Nurse [RN], a nurse lecturer, and a nurse 

researcher within the study. The research focus for this thesis adopts a Constructivist 

Grounded Theory (GT) approach (Charmaz, 2014) through an interpretivist lens to explore 

the impact of professional accountability for RNs practising within professional and 

contractual boundaries in the context of adult nursing. The GT approach presents RNs’ 

experiences of working within professional and contractual boundaries. To bring an 

understanding of the emergence of themes of Governance, Professional discrepancies and 

Professional disquiet, they are contextualised in the theoretical framework of Professional 

Liminality. The proposal of a new model, Rules versus Roles [RvR], is presented as an 

approach to address and resolve precarious professional liminal positions in which RNs find 

themselves. In line with any professional doctorate, the purpose of this research study is to 

offer a theory on the subject and add to the existing evidence-base of knowledge. 

 

This chapter contextualises the research topic and introduces the aims and objectives of the 

thesis and the research questions which I set out to answer on my journey of discovery as a 

developing grounded theorist. I conclude this chapter by signposting an overview of how 

subsequent chapters are structured throughout the remainder of the thesis.  

 

The research context for this thesis is accountability, defined as ‘bound to give account, 

responsible, (for things to persons…); explicable’ (Concise Oxford Dictionary, 1984, p. 7). 

Accountability is not a new concept to, or new expectation of, the nursing profession. In the 

earlier version of the United Kingdom [UK] professional regulatory body, the United Kingdom 

Central Council [UKCC] (1996) defined accountability as “weighing up the interests of 
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patients and clients in complex situations, using professional knowledge, judgement and 

skills to make a decision and enabling you to account for the decision made” (p. 8).  

 

The current UK professional nursing regulator has identified that by registering with the 

Nursing and Midwifery Council (NMC), all RNs are accountable for their practice (NMC, 

2018a), stating should an RN fall below the governing body standards, they will be subject to 

investigation and potentially the imposing of a sanction, for example, conditions being placed 

on practice. In conjunction with the NMC, RNs are accountable to the healthcare 

organisation and contractually bound to adhere to local organisational policies through the 

expected standards of work [Employment Act 2006] and NMC (2018a). Both the professional 

and organisational requirements promote and guide RNs in daily clinical practice to provide 

safe patient care. To contextualise the content of this thesis, the focus is on those healthcare 

organisational policies which fit under the clinical category that direct and govern RNs’ daily 

clinical practice, for example, infection control policy (ICP) and missing person policy.  

 

From a theoretical perspective, meeting the requirement to be accountable and contractually 

bound to adhere to organisational policies is purposefully intended to maintain high 

standards of care (NMC, 2018a; Vaismoradi, Tella, A Logan, Khakurel, & Vizcaya-Moreno, 

2020). However, minuscule theoretical knowledge and analytical attention have been paid to 

the potential pragmatic dichotomy RNs face as they practice within organisational policies 

and professional standards which functionally serve different purposes (section 2.5). It is this 

potential dichotomy that ignited my interest and informed my research focus. 

 

 

 

1.2 Research organisational landscape 
 

 

The research study was undertaken in a general hospital with 314 beds on a British 

geographically isolated island, approximately 30 miles long by 10miles wide, with a 

population of around 85,000. The island is a self-governing British Crown Dependency with 

its own parliament, laws, language, government policies and currency. The island’s 

healthcare system is not part of the UK NHS, although similar to the UK NHS model of 

healthcare deliveries. The healthcare organisation has a long-standing contract with 13 

different organisations in the UK to deliver specialised services, for example, Neurological 

Surgery, Radiation treatment and Cardiac surgery. 
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Two Pre-registration Nursing Programme (PRNP) fields are offered and delivered on the 

island: Adult and Mental Health Bachelor of Nursing/Mental Health Nursing. The Adult field 

pathway has a total annual intake of sixteen students, and the Mental Health field pathway 

has a total of eight students. These numbers are based on workforce planning and can be 

increased if required. Applicants must be residents on the island at the point of application. 

While the local healthcare organisation is committed to growing its own nurses, it recruits to 

post-registration positions globally across all professional groups. To retain its health 

professionals, the organisation partners with a UK University in providing programme 

delivery at the post-graduate level, for example, Advanced Clinical Practice Programme, 

V300 Non-medical Prescribing Programme, and the Specialist Community Public Health 

Nursing Programme. The programmes are primarily delivered by the education teaching 

team (ETT). The ETT consists of seven lecturers, who are registered nurses from diverse 

geographical and experiential backgrounds, six of which have an NMC recordable teaching 

qualification. Teaching is supplemented by clinical experts from across the healthcare 

organisation and service users/carers as appropriate in a partnership model with practice.  

Whilst the ETT teach English legislation, there are some contextual differences locally in this 

area. For example, legislation applicable locally is the Mental Health Act 2006, The Equality 

Act 2020, the Disability Discrimination Act 2001, the Human Rights Act 2001, and the 

Freedom of Information Act 2015. Legislation currently under consultation: Power of Attorney 

Act and Mental Capacity Act. The local Mental Capacity Policy and Guidance are in place 

and endorse the principles of the English Mental Capacity Act 2005 (Amendment 2019). 

Quality standards to ensure that suitable policies and processes are in place to support care 

delivery are informed by good practices from other jurisdictions, including any relevant 

formal international standards, for example, ISO 9001 (Quality) or ISO 45001 (Health and 

Safety Management). Standards and guidelines must be reviewed to recognise the island’s 

specific characteristics, such as geographical location, population and economy. The 

utilisation of existing, recognised authorities such as royal colleges and professional bodies 

are endorsed to determine good practice, assess the capability of individuals to practice in 

any given role and support continuing professional development. 
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1.3 Personal location 
 

 

In 1991 I moved to the island to undertake my PRNP. My biography has been pivotal in 

developing this thesis. The construction of professional knowledge and experience, coupled 

with my academic interests and previous studies, has influenced and shaped my choice of a 

research topic and, ultimately, my decision to undertake this research. My career has 

spanned over 30 years of professional experience as an RN, 12 years in a dual role as an 

academic and a practising RN. Throughout my career and within my dual roles, several 

professional experiences and opportunities have informed how I have constructed my 

understanding of the implications of being an RN.  

I first recognised I was professionally accountable during the 3 years of my student nurse 

(SN) training (1991-1994). I cannot recollect being specifically taught how to be accountable 

for my actions or informed as to what accountability meant. I recall an expectation from 

lecturers that SNs could theoretically interpret, recite and apply the UKCC (1984) standards 

to each element of care delivery and apply them to their everyday practice throughout the 

training programme. I also recollect accountability was something I feared. I feared getting ‘it’ 

(whatever ‘it’ was) wrong; nevertheless, acting accountably was expected and enforced by 

the UKCC (1984) despite never being explicitly explored within my former professional 

education or practical experience. In my naivety, I was not fully aware of the potential 

repercussions to me as a professional registrant if my practice fell below the standards 

stipulated by the UKCC (1984). Upon reflection, such naivety was concerning as I later 

learnt from colleagues and in my ongoing professional development that falling below 

standards (UKCC, 1984) could result in (at worst) being removed from the UKCC register 

and no longer being able to practice, nor considered an RN. An example of breaching 

professional standards would be disclosing information about a patient to a third party who 

was not directly involved in the patient’s care; this breach of confidentiality may have had 

negative repercussions for not only me as an RN but also psychologically or physiologically 

for the patient. The importance of professional accountability was further reinforced in 

practice during my SN training, as I remember the ward sister regularly questioning me on 

the standards of practice required to register; this persistent questioning appeared to incite 

an element of fear for me around the concept of professional accountability. Whilst this might 

be perceived as a negative experience, respect for that fear made me personally and 

professionally conscious of the implications for patients, colleagues, and myself if I did not 

purposefully consider professional accountability in my everyday practice.  
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Nevertheless, the concept of accountability remained intangible to me and something I found 

difficult to understand in practice fully. This lack of understanding also infers I did not fully 

appreciate the implications of not being accountable. On reflection, a true realisation of the 

extent of my accountability became most apparent when I qualified as an RN. As an RN, I 

knew that to maintain my professional registration, I needed to demonstrate post-registration 

education and practice [PREP] (UKCC, 1995). The PREP requirements necessitated that I 

reflect in and on action of my acts and omissions (NMC, 2011). At this point in my neophyte 

career, I realised that if I did not meet the UKCC (1984) Standards of Practice, I could be 

removed from the very register for which I had worked hard to gain entry. 

During my SN training, I was a fearful individual who did as they were told, respected my 

elders, and did not question authority. However, once I became an RN, I was expected to 

justify my actions to a higher authority (UKCC, 1984) and this necessitated becoming more 

articulate, assertive, and a critical thinker. There were several occasions during my role as 

an RN, in meeting the demands of a contemporary healthcare system, when I was asked to 

carry out tasks for which I had not been fully trained and to accept processes that had the 

potential to cause patient harm and public loss of confidence (Fisher & Scott, 2013). 

Furthermore, there were three occasions as an RN where I was asked to justify my practices 

and decision-making in a court of law and two occasions when I was asked to give a witness 

statement in a disciplinary hearing. Experiences such as these created the realisation that 

my professional accountability could be compromised by my acts or omissions and those of 

my colleagues, managers, and the organisational processes through and within which I 

interacted and practised as an RN. I recall vocalising my concerns pertinent to professional 

accountability issues at that point in my career. At times, my concerns were accepted and 

considered positively and proactively, whilst on other occasions, I recall being referred to as 

‘obstructive’. When I became a ward manager, the breadth of my accountability became 

even more extensive. Within this role, I perceived I was in a stronger and more influential 

position to verbalise concerns around practices relating to professional accountability. I recall 

feeling able to safeguard the ward team when I thought those RNs working in my team had 

the potential to be accountably compromised, sequentially protecting my professional 

accountability. 

Within my role as an academic, I have an eclectic mix of teaching responsibilities for pre-

registration SNs, RNs, and Allied Health Professionals. My subject areas encompass, for 

example: Preparing for Future Practice; Enhancing Skills for Practice; and Law and Ethics in 

Health and Social Care. I also have programme leadership responsibility for the Pre-

Registration Nursing Programme (Adult Field) and Return to Practice Programme. 

Professional accountability is embedded in all my subject areas and leadership 
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responsibilities, remaining central to my lecturer role. The discourse around professional 

accountability and its complexities in meeting the demands of an evolving contemporary 

healthcare system is commonly articulated by pre-registration and post-registration students. 

Working with SNs, I always aim to project and *‘faciliteach’ (Howard, 2016) what it means to 

be accountable, who they are accountable to and why, and the repercussions if SNs do not 

act in a professionally accountable way by adhering to the standards (NMC, 2010) and The 

Code.  

Some SNs have informed me their actions in practice are attributed to my teaching sessions 

on accountability. For example, when they get asked to carry out procedures or tasks, they 

refer to me as an ‘angel on their shoulder’ asking them to stop and consider if they know the 

how, and why they are going to be undertaking specific practices. The SNs also recognise if 

they answer ‘no’ to the how and/or why they will not carry out the task until they can answer 

‘yes’. It could be argued I have imparted my ‘fear’ of accountability to the SNs, although I 

would claim I have shared my ‘respect’ for professional accountability from an alternative 

perspective. As I reflect on my career escalation in the context of accountability, I realise the 

desire to act in a professionally accountable way has determined my ongoing vigilance and 

passion. This has been reflected in my own and others’ experiences regarding the value of 

adhering to professional accountability. 

Within my academic role, I am the sole faciliteacher (Howard, 2016) of an accountability 

workshop (AW) which is timetabled tri-annually for experienced post-registered clinically-

based healthcare professionals. The purpose of the AW was to provide an opportunity for 

attendees to reflect on and share experiences and understanding of accountability and how 

they adhered to the professional codes of conduct (General Medical Council [GMC], 2019; 

Health & Care Professions Council [HCPC], 2018; NMC, 2018a). Interestingly, the AW is a 

non-credit-bearing workshop, which is different from the remainder of my teaching within 

Higher Education (HE). The AW is less structured because there is no requirement to 

achieve academic credit by completing assignments. This, in turn, facilitates informal 

discussion and the depth of discourse which is regularly perceived as highly significant and 

informative. On reflection, it appeared the discourse was more honest and comparable to the 

metaphor of confession.  

Despite the AW being open to all registered healthcare professionals, the majority of 

attendees were RNs. Arguably the attendance number of RNs is reflective of the larger 

number of RNs employed within the local health service compared with allied health 

professionals and medical practitioners. From my experience of facilitating the AW workshop 

for over a decade, it became evident that RNs were experiencing more dichotomies between 
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meeting the expectations of the registering body (NMC, 2018a) and organisational policy 

compared to other health and social care professionals. 

 

1.3.1 Why I have chosen to explore registered nurses’ 

experiences of working within professional and 

contractual boundaries 
 

 

Shared exploration of practice-based complexities and professional issues concerning 

accountability within registered practitioner roles proved enlightening during my teaching 

experiences. RNs articulated a struggle to consistently enact professional accountability as 

registrants of the NMC in the face of adhering to what appeared, at times, conflicting 

professional and organisational operational rules. It had become my understanding the RNs’ 

clinical practice was not always in mutual accord with the professional regulatory body and 

organisational stipulations. The dissonance between the expected professional (NMC, 2018) 

and organisational standards in conjunction with the reality of the practice setting meant RNs 

were regularly reconstructing their delivery of nursing practice. Furthermore, several RNs 

articulated they felt professional dilemmas caused them to consider adopting shortcuts 

(Beaulieu & Freeman, 2009), or workarounds (Choudhary, Chhugani & Sarin, 2020), 

Debono et al., 2013; Stutzer & Rushton, 2015). Shortcuts and workarounds are used 

interchangeably within the literature, necessitating attention for exploration through various 

formats, for example, Beaulieu and Freeman (2009); Choudhary et al. (2020), and Stutzer 

and Rushton (2015) produced opinion-based papers, whilst Debono et al. (2013) undertook 

a scoping review. These pieces of work have been undertaken in Canada, Australia, India 

and America highlighting the extent of the adoption of such practices globally. Thus, the 

need for research in this area.  

The RNs, at the AWs, acknowledged that whilst they knew the decisions for practice often 

resulted in breaches of the organisation’s operational rules, safe patient care was always 

maintained. The RNs reported they were often left to consider to what extent the reality of 

clinical care may stray from the ideal without them being at risk professionally, legally, and 

contractually in addition to the potential for ‘career suicide’. The sense of anxiety and 

distress amongst the RNs was often palpable. It was my belief this conflict and tension 

between meeting professional standards at the same time as adhering to the organisational 

policies was compromising RN practice and professional accountability.  
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I had become the recipient of collectively reported evidence detailing RNs’ experiences and 

encounters, highlighting the struggle some of them had in adhering to professional 

obligations of The Code and organisational obligations [Employment Act 2006] while 

meeting the needs of the patients. Thus, in my position as an accountable professional, 

accruing an increasing number of anecdotal reports (and a passion for exploring 

professional accountability within nursing, specifically within the delivery of patient care), this 

area warranted a more formal exploration. This research interest reflects my professional 

doctorate studies, which have focused on professional accountability. For example, I have 

undertaken a small-scale research study (unpublished work, 2014) asking, “What do 3rd-year 

student nurses and experienced clinical nurses understand by accountability?” Other pieces 

of work examined the literature to see “How can educationalists teach student nurses to 

espouse and internalise professional accountability as a way of being?” and examined the 

regulatory body requirements versus the reality of practice for the SNs. This concurs with the 

assertion from Fox (1982), “a characteristic of a good research problem is that it is of interest 

to the researcher” (p. 80), underpinning Devereux’s (1967) claim the subject choice for the 

researcher should hold significant personal and professional meaning, and importance. 

Whilst the context and expectation of professional accountability are integral to how SNs and 

RNs practice today and in the future (NMC, 2010; 2018a) my research focuses on whether 

organisational and professional boundaries compromise local RNs’ professional 

accountability in the delivery of patient care. Given this is a professional doctorate, the 

problem is borne out of my career journey. It is on a microscale in one geographical location, 

making this research study unique.  

 

1.3.2 The primary research 
 

 

An initial overview of the literature related to accountability, codes of conduct, contemporary 

nursing, nursing practice, the nursing profession, professionalism, professional standards 

and boundaries, regulation, and organisational boundaries was conducted. Much of the 

literature around these areas were old. At no point was there any robust current evidence to 

suggest The Code is fit for purpose or a recorded evaluation of nursing codes despite the 

numerous iterations over the years. Much work, within Europe and through various designs, 

has been completed over the years around codes, for example, Miller, Beck and Adams 

(1991) and Whyte and Gajos (1996) undertook research studies investigating RNs’ 

knowledge of the Code of Professional Conduct (UKCC, 1992). Esterhuizen (1996), in his 

opinion paper, queried if the professional code was still the cornerstone of clinical nursing 
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practice, inferring that it was but specifically because it guided moral decision-making, 

administration and management. Pattison (2001) conducted a theoretical critique of an ‘ideal 

type’ ethical perspective of professional codes generally, including the UKCC Code of 

Professional Conduct. Pattison concluded that overall professional codes are ambivalent 

and often helpful to engendering ethical awareness and behaviour in practice. Meulenbergs, 

Verpeet, Schotsmans and Gastmans (2004) and Numminen, Van Der Arend and Leino‐Kilpi 

(2009) undertook literature reviews on nurses’ codes of ethics in nursing practice. Heikkinen 

et al. (2006) and Tadd et al. (2006) undertook research studies gathering European Nurses’ 

views on the value of nurses’ codes. Tadd et al. (2006) explored six European countries, and 

Heikkinen et al. (2006) only three. However, both studies included views of Finnish, Greek 

and Italian nurses thus, findings were similar. Pattison and Wainwright (2010) opinion paper 

reviewed the 2008 NMC Code as a code of ethics. Snelling (2017) in his article asked the 

question ‘Can the revised UK code direct practice?’ Whilst some work has been undertaken 

around codes, the consensus from all work undertaken is that further research is required. 

For example, how they are used in day-day practice, their value, purpose, development and 

implementation to ensure they are fit for purpose to meet service delivery demands.  

The initial literature search and the overall lack of current research highlight why a traditional 

literature review was not undertaken and where there were gaps in knowledge and need 

further investigation: 

i. The impact on RNs working within professional standards in contemporary 

healthcare 

ii. The impact on RNs working within organisational standards and boundaries 

iii. Evaluation of the professional code 

iv. The effect of the code on RNs  

The identified gap in the literature review and the anecdotal evidence of the current 

significance of the problem locally confirmed the notion there is a valuable question to be 

asked and inspired the research design.   

Thus, with a paucity of literature on this specific topic coupled with local tensions, I am 

bringing together what I believe is the most favourable approach to gain further insight into 

this phenomenon. Given my geographical footprint, I only have a small sample size to 

source from a critical perspective. Thus, it makes sense to address my research question 

qualitatively and to adopt a bottom-up pragmatic GT approach. As the chosen 

methodological approach, GT has gained theoretical and practical credibility as a research 

methodology that is now well established in health and social sciences (Denscombe, 2014; 
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Gelling, 2011). Whilst GT has several versions it is the distinct version of Charmaz’s 

constructivist GT approach I espouse due to the interaction between my role as a researcher 

and the participants in the research process (Charmaz, 2000). Furthermore, I will contribute 

to the extant literature in my field of practice coupled with fulfilling the requirement of a 

Professional Doctorate, thus adding new knowledge to the educational field of adult nursing. 

A purposeful sampling of RNs and in-depth semi-structured interviewing are used to recruit 

and collect my data, reflecting a qualitative research methodology. For detailed disclosure of 

my intended methodology, please refer to chapter 3. 

 

 

1.4 Research aims and objectives 
 

 

 

Reflecting on the matters mentioned above, an accumulation of 30 years of nursing 

experience and a combination of personal, professional, and organisational factors are the 

catalysts for this research study. The anecdotal evidence suggests local RNs perceive 

dissonance between the professional obligation to meet the standards of The Code and the 

contractual obligation to meet operational policies which inform clinical practice. Thus, the 

study’s broad aim is to explore local RNs’ experiences of working within professional and 

contractual boundaries.  

The objectives of this thesis are to:   

 

1. Explore RNs’ experiences about how they meet or balance professional and contractual 

obligations in clinical practice 

2. Give voice to RNs’ experiences that are relevant to professional and contractual 

accountability 

3. Establish whether there is any concurrence between the reported anecdotal evidence 

and the actual perceptions of RNs caring for patients within professional and contractual 

boundaries  

4. Explore the actions RNs take in practice that demonstrate dissonance between meeting 

professional and employer requirements 

5. Report and disseminate my findings to contribute to the existing body of knowledge 

relating to professional and contractual accountability. 
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My intention to fulfil the purpose of the study is twofold: i) to generate theory through the 

exploration of participants’ experiences focusing on local RNs within the acute clinical 

setting; ii) to address the void that exists in the existing literature by adding to the evidence-

base. 

 

 

1.5 Research question  
 

 

 

Once I realised the broad aim of the study, the prevalence of my work-based problem, the 

absence of literature on the subject, a phenomenon of professional interest and my desire to 

allow local RNs to explore and articulate their experiences of the subject matter, I started to 

formulate a research question. I wrestled with numerous research-styled questions and had 

extensive critical discussions with my *peer-debriefer. Lincoln and Guba (1985) advocate the 

inclusion of a peer-debriefer as a form of external validator, which is a different technique for 

evaluating the *trustworthiness of qualitative research. My peer-debriefer was chosen for 

several personal and professional reasons. The reasons include (1) they are an RN and a 

nurse lecturer; (2) they offer academic companionship and has an understanding of the 

doctoral journey; (3) is a colleague who knows about and is interested in my research topic, 

yet is able to remain impartial; and, (4) is someone I trust to challenge my thinking through 

reflective dialogue and constructive critique.  

 

The research question I agreed on was: “What are local RNs’ experiences of meeting the 

needs of the patient whilst fulfilling the requirements of The Code and operational policies?” 

To realise the research question, I generated several interview questions specifically around 

the phenomena under study: 

 

1.   How do you consider The Code relates to your area of clinical practice? 

2.   What are your experiences of working within The Code? 

3.   What is your understanding of professional accountability?  

4.   What do you understand by your contractual agreement with your employer?  

5.   How do your professional and contractual responsibilities inform your practice? 

6.   What do you consider the ethos of delivery of care to be in your organisation? 
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Having predetermined questions about the area of inquiry before undertaking the research 

study positions me as the co-producer of the reconstruction of experience and meaning 

through the process of questioning tacit meanings about values, beliefs, and ideologies 

(Charmaz, 2000). An explanation of the connection between my data and research 

questions is detailed further in chapter 4.   

 

  

 

1.6 Outline of the thesis structure 
 

 

 

This thesis is a part fulfilment for a Professional Doctorate and shares my journey of 

discovery with the reader. This chapter explicitly discussed how I located myself within the 

research study and gave a précis of my personal and professional motives for conducting 

the study, which informed research aims, objectives and questions. Researchers tell their 

stories and create coherence to unique experiences, thus allowing them to reclaim 

themselves and their histories whilst demonstrating the impact those individual experiences 

have upon their choice of the research topic (Etherington, 2004). 

After undertaking a detailed literature exploration, I identified there was paucity in the 

literature regarding the factors and factor relationships specific to my area of interest, and 

what was available was mostly outdated. Arguably this is why I have not produced a 

traditional literature review. Thus, this is why in chapter 2 I present a historical and 

contextual background of professional accountability and operational policy as the topic 

under review. Here, the boundaries of professional accountability and operational policy are 

examined in the context of RNs in clinical practice delivering patient care.  

Chapter 3 presents the methodological considerations of the study and examines my 

philosophical stance, which incorporates the reflexive self and sampling procedure. An in-

depth exploration of the ethical considerations is warranted and presented because of the 

study’s sensitive and potentially professionally compromising nature. The RN narrative may 

be personally, professionally and ethically compromising if there is the identification of the 

RNs practices which do not reflect or adhere to the expectations of professional standards 

(NMC, 2018a) or a breach of the RNs employment contract [Employment Act 2006].  

Chapter 4 presents the themes that emerge from my findings and how these themes relate 

to current literature and includes critical discussion and reflections on those findings, 

implications for practice, the RN and the organisation. As a result of my findings, the 
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presentation of the construction of a substantiative theory along with the application of a new 

theory is provided.  

I conclude my thesis in chapter 5 by returning to the research question posed in chapter 1 

and summarising the procedural and methodological approach taken throughout the thesis. 

Chapter 5 includes: a summation of the findings on the three themes; the theory that 

emerged from the data; I present a reflection of my personal and professional doctorate 

experiences throughout this study; identification of limitations of my research followed by 

recommendations for future practice, policy and research; I will provide a summary of my 

dissemination process for the ongoing development and learning of my new knowledge; and, 

finally the proposal of a new model, Rules versus Roles [RvR] is presented.  

A synopsis of the chapters in this thesis is presented overleaf, as shown in Table 1.1.  

Within this introduction to my thesis, I have established myself as a neophyte grounded 

theorist and located myself as a researcher. I have presented my research aims, the 

research question and the initial sub-questions I set out to answer. Operational policies and 

professional standards construct the circumstances in which the RNs’ clinical practice 

occurs. Thus, the next chapter explores the concept of professional accountability in nursing 

within the UK context, both professionally and organisationally.  

To contextualise the content of this thesis, the focus is in relation to those healthcare 

organisational policies which fit under the clinical category that direct and govern RNs’ daily 

clinical practice, for example, infection control policy (ICP) and missing person policy.  
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Table 1.1: Synopsis of chapters 

 

 

 

 

 

 

 

 

 

 

 

Chapter 1 – Introduction 

1.1 Introduction 

1.2 Research organisational 
landscape 

 
1.3 Personal location 

1.3.1 Why have I chosen to 
explore… 
1.3.2 The primary research 
 
1.4 Research aims and objectives 

 
1.5 Research question 

1.6 Outline of the thesis structure 

Chapter 2 – Professional 

Accountability - Historical and 

Contextual Perspectives 

2.1 Introduction 

2.2 Historical Context of Professional 

Accountability in nursing 

2.3 Defining professional 
accountability in the context of 
nursing 
2.3.1 Legal accountability 
2.3.2 Professional accountability 
2.3.3 Ethical accountability 
2.3.4 Employment accountability  
 
2.4 The role of the professional 

regulator and the professional code 

2.5 Organisational/contractual 

expectations 

 

Chapter 3 – Methodology 

3.1 Introduction 

3.2 Situating the research in relation 
to the theoretical framework 
3.2.1 Ontology 
3.2.2 Epistemology 
 
3.3 Grounded Theory 
3.3.1 Approaches to Grounded Theory 
 
3.4 Sampling 
3.4.1 Recruitment 
3.4.2 Research Location 
 
3.5 Ethical considerations 

3.6 Data collection  
3.6.1 Data collection procedures 
3.6.2 The interview response 
3.6.3 Theoretical saturation 
3.6.4 Transcribing of the data 
3.6.5 Data analysis procedure 

Chapter 4 – Findings 

4.1 Liminality 
 
4.2 Governance 
4.2.1 Understanding The Code 
4.2.2 Applying ‘The Code’ in practice 
4.2.3 The Code as protector and support 
mechanism 
4.2.4 Change in terminology 
4.2.5 The Code and the Nursing Curriculum 
 
4.3 Professional discrepancies 
4.3.1 Policy Adherence 
4.3.2 Application of policies 
4.3.3 Development of policies 
4.3.4 Sourcing of policies 
 
4.4 Professional Disquiet 
4.4.1 lack of power over/within clinical decision-
making 
4.4.2 Lack of recognition of professional 
knowledge and expertise 
4.4.3 Not being heeded  
4.4.4 Raising and escalating concerns 
 

4.5 Reflexivity  

 

Chapter 5 – Conclusion 

5.1 Procedural and 
methodological approach 
5.1.1 Research Context 
5.1.2 Data collection 
 
5.2 Limitations 
 
5.3 Recommendations 
 
5.4 Dissemination 
 
5.5 Conclusion 

5.6 Proposing the RvR model 

5.7 Professional and personal 
impact of the professional 
doctorate journey 
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Chapter 2: Professional Accountability - Historical and 

Contextual Perspectives 
 

 

 

 

2.1 Introduction 
 

 

 

In the absence of theoretical knowledge of this phenomenon and a traditional literature 

review, this chapter presents the theoretical backdrop, which provides the context for my 

research and is illustrated using four specific perspectives. First, I consider the foundational 

aspects of this thesis and define professional accountability in both the historical and 

contemporary context of nursing. Second, I determine why the theoretical understanding of 

professional accountability, when transposed into everyday practice, appears to remain 

elusive. Third, I consider the role of the NMC as the regulatory body for RNs, The Code, and 

the role of operational policies which govern the nursing profession in clinical practice and 

how these factors might influence the RN’s experience of professional accountability. Finally, 

consideration is given to the RN role in the context of contemporary practice. I approach 

each aspect separately, analysing concepts to create a matrix and a thread that is 

interwoven throughout my thesis.  

 

 

 

2.2 Historical Context of Professional Accountability in 

Nursing 
 

 

 

The evolution of the medical profession emerging with the Medical Act of 1858 and the 

formation of the General Medical Council [GMC] and medical register prompted the notion 

that RNs similarly should be registered (Willis, 2009). However, it was not until 1920 that the 

General Nursing Council, a statutory body established by the Nurses Registration Act of 

1919, administered the formal registration of nurses (McGann, 2004; Willis, 2009). These 

developments in nursing were significant because the passing of the Nurses Registration Act 
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1919 meant RNs were legally accountable for their decision-making in nursing practice. The 

impact of these advancements meant if RNs fell below professional standards, they would 

be at risk of sanctions being imposed, for example, being removed from the professional 

register, which, in turn, would revoke the RNs license to practice. Over time, nursing 

developed from a vocational profession to a self-regulated profession (Klainberg, 2010; 

McDonald, 2013) as an accountable profession endorsing a status of professional 

accountability (Watson, 1995). The concept of accountability had become linked to 

professionalism (Watson & Tilley, 2004), with McGann (1995) associating accountability with 

an emblem of professional status, albeit at the time, nursing lacked recognisable features of 

a profession. It is reasonable to conclude that whilst accountability was considered 

inherently related to the concept of professionalism, professional accountability was imposed 

on RNs, rather than self-claimed (Tilley & Watson, 2008; Watson,1995).  

The clinical governance (CG) agenda within the UK (Department of Health [DH], 1997) was 

influenced by two significant failures in National Health Service (NHS) standards: Harold 

Shipman between 1970 and 1998 (General Practitioner guilty of the unlawful killing of elderly 

patients) and, in the 1990s the Bristol Royal Infirmary (paediatric surgical deaths). Following 

the impact of these failures, it could be concluded the manifestation of CG highlighted the 

need to improve clinical standards and trust throughout the NHS and espouse further 

controlling measures. One of the components of CG was for NHS organisations to 

demonstrate clear lines of accountability and continuously improve quality and standards of 

care (Walsh, 2000). It was evident then there was a shift from individual professional 

accountability to the professional being accountable within a system of accountability (DH, 

1998; DH, 1999a). Despite the established CG framework in NHS organisations, the Francis 

Report (2010) uncovered serious failings in patient care within the Mid Staffordshire NHS 

Foundation Trust between 2005 and 2008. The failings which Francis (2010, 2013) reported 

include: acceptance of poor standards; failure to put the patient first; increased risk to 

patients; no system for staff appraisals and a failure to listen to staff concerns, highlighting 

the breakdown of the CG framework (DH, 1998). The breakdown of the fundamental practice 

of CG meant professional and organisational accountability was also under scrutiny.  

Irrespective of the nursing profession having a nursing register and achieving status as an 

accountable profession, prior to the 1970s, RNs remained influenced by the prevailing 

medical model, which compelled them to follow orders and thus determined rule-based 

nursing practice (Butts, 2002; Lewis & Batey, 1982). A significant shift in the 1970s saw RNs 

endeavouring to move beyond the influences of medical obedience as they became 

accepting and advocating of professional accountability for their actions (Watson, 1995). 

However, it was reported at the time that professional accountability was intangible (Lewis & 
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Batey, 1982). This sense of intangibility is significant to my research because it may have 

arisen from the reshaping of the professional role of the RN and doctor. Thus, causing a 

blurring of professional boundaries (Norris & Melby, 2006), with RNs appearing not to 

recognise when their accountability started and when or if it finished (Savage & Moore, 

2004). Norris and Melby (2006) studied the blurring of boundaries between doctors and 

nurses within seven emergency departments in the UK identifying the need for an Acute 

Care Nurse Practitioner as doctors were reluctant to allow nurses to practice certain 

advanced skills and act autonomously. Savage and Moore (2004) undertook an 

ethnographic study of practice nurses, in the UK, to explore how accountability was 

understood within a team of clinicians in a general practice in the context of clinical 

governance at the time. Despite one study being undertaken in a primary care sector and 

the other in secondary care both highlighted issues around RNs scope of practice, autonomy 

and professional accountability.    

The introduction of The Nursing Process (McFarlane, 1980) transformed nursing practice 

because it gave RNs a framework to determine how to assess patient needs, plan and 

implement interventions for patient care, and evaluate nursing actions (Reed, 1992; Royal 

College of Nursing [RCN], 1980). This development in nursing not only demanded a higher 

order and range of skills but significantly, according to Watson (1995), added pressure on 

RNs to become more accountable. The introduction of the Nursing Process gave the 

appearance that RNs had gained an element of autonomy and independence (Watson & 

Tilley, 2004) which may have been why Watson (1995) claimed there was greater 

accountability. Yet many aspects of nursing, such as intravenous (IV) drug administration 

and venepuncture, had remained under the authority and remit of the medical profession 

(Leonard,1999; Watson & Tilley, 2004). This may explain why evidence suggests 

accountability was, and remains, elusive (Caulfield, 2011; Griffith & Tengnah, 2020; Savage 

& Moore, 2004; Walsh, 2000; Watson, 1995).  

Regardless of numerous deliberations concerning the concept of accountability between 

1919 and 1980 (Passos, 1973; White, 1977; Wilensky, 1964), the first introduction and 

publication of professional accountability within nursing was in the UKCC (1984) Code of 

Professional Conduct. The UKCC (1984) acknowledged how accountability was integral to 

professional practice when making professional judgements in the interest of the patient. 

Whilst the UKCC (1984) omitted to state the circumstances in which accountability was to be 

exercised, it did provide principles to inform the RNs’ decision-making. Almost a decade 

later, the publication of The Scope of Professional Practice (UKCC, 1992b) gave RNs the 

authority and remit to take on additional roles, for example, preparation and administration of 

IV antibiotics and venepuncture, which extended beyond usual nursing practice. In current 
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practice, IV drug administration is no longer interpreted to be an extended role (Watson & 

Tilley, 2004). Still, it was an example of how the role of RN expanded in terms of skill and 

competence over the years (Maier & Aiken, 2016). Indeed, the current NMC (2018b) 

Standards of Proficiencies for Registered Nurses (SPRNs) expect the RN at the point of 

registration to be able to undertake procedures such as venepuncture, cannulation, chest 

auscultation, electrocardiogram as well as interpret the findings. In accepting such roles in 

earlier times it was claimed the RN was accepting greater accountability (Savage & Moore, 

2004; Tilley & Watson, 2008). However, this is not explicitly evident in any professional 

document and, therefore, may have meant an implicit acceptance of greater accountability. I 

argue accountability is neither diminished nor greater than its universal meaning and what 

the authors are referring to are the extending and expanding tasks and functions for which 

an RN can now be held accountable.  

 

Nonetheless, accountability is inherent to the nursing profession, protecting the public and 

patients and is integral to the three-yearly revalidation process (NMC, 2019a). Despite the 

significance of accountability within nursing, it is still reported that there remains a continued 

lack of clarity regarding the understanding, meaning, and application of accountability (Batey 

& Lewis, 1982; Caulfield, 2011; Griffith & Tengnah, 2020). Significantly, however, awareness 

and understanding of accountability might not guarantee the application of accountability 

through nursing action and adherence to standardised practices. 

 

 

 

2.3 Defining professional accountability in the context of 

nursing 
 

 

 

Accountability is a familiar term within nursing globally, such as UK, Ireland, Australia, New 

Zealand, and the United States of America. The consensus of accountability is a sense of 

personal accountability and is associated with an RN being called and held to account to a 

higher authority (American Nurses Association [ANA], 2015; Bord Altranais agus 

Cnáimhseachais na hÉireann, 2014; Nursing and Midwifery Board of Australia [NMBA], 

2016; NMC, 2018a; Nursing Council of New Zealand [NCNZ], 2012). Thus, international and 

national codes of professional standards incorporate the concept of accountability (Milton, 

2008), yet there is little explicit evidence of accountability in The Code. However, there is a 
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sense from the language in The Code that accountability is placed with the individual RN 

and their practice behaviour, therefore not only implied but an expectation of all the RN 

does. The glossary of terms applicable to various documents published by the NMC and the 

most updated NMC (2018) standards of proficiency are absent of any definition of 

accountability. Yet, the NMC (2018a) denotes that RNs accept they have an obligation to 

disclose how and why they make clinical decisions in their patient care delivery. In nursing, 

the higher authority historically has been the law (Griffith & Tengnah, 2020; UKCC, 1984; 

Watson, 1995). However, currently, there is no single source of accountability in nursing 

because RNs are accountable for their practice professionally, ethically, and legally 

(Caulfield, 2011; Griffith & Tengnah, 2020; Peate, 2012; Watson & Tilley, 2004) and 

contractually (Employment Act 2006; UKCC, 1996). Dimond (2005) identified four arenas of 

accountability, as shown in Figure 2.1. 

Figure 2.1: Arenas of Accountability (Dimond, 2005) 

 

These arenas of accountability for nursing in the UK concur with the global health 

perspective, where accountability is understood and referred to as an important legal, 

ethical, and moral term of obligation from the health practitioner to other individuals and 

organisations (International Council of Nurses [ICN], 2012; Milton, 2008). Similarly, within the 

national discipline of nursing, accountability is cited in nursing professional codes of ethics 

and standards of nursing practice declarations (Milton, 2008). Thus, accountability is not only 

a global term (ICN, 2012) but is a constant for an RN in every aspect of everyday nursing 

behaviour, care delivery, and decision-making (Peate, 2012; RCN, 2017) to safeguard the 

patient, the work environment, colleagues, and themselves (Battié & Steelman, 2013; 

Caulfield, 2011). It would be reasonable to expect a definition of professional accountability 



 

32 
J21028 

would be straightforward and evident because of this constant. Yet together with healthcare 

reforms, the ongoing evolution of the RN role, societal values and expectations, public and 

professional judgement and scrutiny (Tilley & Watson, 2008), it has become evident the 

meaning of professional accountability has become increasingly complex and lost in 

translation (Krautscheid, 2014). Interestingly, almost thirty years ago, Prentice (1994), Pyper 

(1996), and Tingle (1997) asserted accountability as a concept was too complex, elusive and 

multi-faceted, and therefore, indefinable. However, the latter aforementioned authors made 

these assertions devoid of undertaking a scope of the literature or a research study.   

In response to ongoing similarities of discourse within each AW and reflective of my other 

educational programmes of teaching, I conducted a small-scale research study (unpublished 

work, 2014) to explore this perceived elusiveness surrounding the meaning and 

understanding of accountability from the perspective of local experienced clinical-based 

RNs. The study excluded RNs who had participated in an AW within the previous year 

because it was likely the AW discussions might have clarified the meaning of accountability. 

Whilst I acknowledge the findings are not generalisable, the discoveries provided a snapshot 

and overview of the understanding of accountability, albeit from a small representation of the 

perceptions of local RNs. From this pilot study, two key themes emerged: a consensus of 

theoretical understanding pertaining to the concept of accountability where there appeared 

to be a limited knowledge-base relating to how to support decision-making informatively; and 

perceived difficulty in sustaining the application of accountability in practice, identified 

explicitly within the culture of the organisation and complexities of practice.  

Despite this ongoing elusiveness and multi-faceted aspects of accountability, there has been 

a proliferation of attempts at defining accountability in books (Crigger & Godfrey, 2011; 

Griffith & Tengnah, 2020; Shultz, 2009), opinion-based papers (Goeschel, 2011) and 

through a literature review (Krautscheid, 2014). Common and consistent concepts that 

identify accountability in terms of responsibility and answerability (Berlandi, 2002; Bovens, 

1998; Davies, 2001; Griffith & Tengnah, 2020; Snowdon & Rajacich, 1993). There is also 

some sense of agreement that accountability is defined as an individual being called to 

account to justify their actions to some authority (Berlandi, 2002; Davies, 2001; Emanuel & 

Emanuel, 1996; Griffith & Tengnah, 2020; Lewis & Batey, 1982). Internationally the 

professional nursing bodies of Canada (Registered Nurses’ Association of Ontario, 2007), 

America (ANA, 2015), New Zealand (NCNZ, 2012), and Australia (NMBA, 2016) define 

accountability in nursing using similar terminology to the NMC. For example, answerability 

for one’s actions; the ability and willingness to assume responsibility for one’s actions; and 

the acceptance of the consequences of one’s behaviour. Several authors extended 
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definitions beyond justification to account to include acts or omissions (Dohmann, 2009; 

Griffith & Tengnah, 2020; Milton, 2008; NMC, 2018a; Savage & Moore, 2004).  

Although the term ‘omission’ is not explicit in any definition, I interpret omission as being 

twofold: i) an individual might fail to carry out something which would normally be expected 

of them; and, ii) an individual might choose not to perform a task which is expected of them. 

It is also extensively documented how RNs are accountable for their actions regardless of 

the advice or directions given to them by other professionals (ANA, 2015; Caulfield, 2011; 

NMBA, 2016; NMC, 2018a; UKCC, 1996). This perpetuates the confusion regarding truly 

defining accountability as an entity by adding yet another layer of requisite adherence. A 

further layer that should be considered is the perception that accountability remains the 

responsibility of the RN, even throughout the act of delegation (RCN, 2017). Interestingly, 

the only time The Code documents the word ‘accountability’ is concerning delegation. 

Essentially delegation can likewise be considered twofold: i) if an RN is asked or ordered to 

perform an action, and agrees to do so, they are accountable for their actions; ii) through the 

act of delegation, the delegator may also be accountable (Cornock, 2017). Nonetheless, the 

RN is accountable whether acting on their own or as part of a team (Cornock, 2017; RCN, 

2017).  

Krautscheid (2014) conducted a literature review focused solely on defining professional 

nursing accountability (see section 1.1) which I believe is tautological, unwieldy, and mirrors 

a ‘catch-all’ concept from the commonly used language of multiple authors. I am drawn to 

the thought this ‘definition’ is more the expectations of an RN to join the nursing register 

(NMC, 2018a) and to remain on the nursing register (NMC, 2019a). I maintain the historical 

core sense of accountability in being held to account by a higher authority, endures the 

same expectation of an RN today. Whilst some authors, such as Chesterton, Tetley, Cox 

and Jack (2021); Davis (2017); Jacobs (2004); Krautscheid (2014) and Savage and Moore 

(2004), make attempts to interpret accountability there remains definitional vagueness 

amongst them. It is my experience from consistent reiterations of an accumulation of AWs, it 

is not necessarily definitional vagueness but rather a lack of in-depth knowledge of the 

pertinent legal, ethical, professional and contractual evidence which can inform RNs in 

clinical decision-making when delivering patient care. For example, all aspects of clinical 

care have a legal dimension, such as Data Protection Act 2018, and the Mental Capacity Act 

2005. In my experience, some local RNs are unaware of the legislation or case law that 

translates into and supports the current practice. This opinion concurs with deductions made 

by Caulfield (2011) and Cox (2010), who claimed many RNs were unclear of the law, which 

underpins practice. It may be that RNs undervalue how the law can provide action-directing 

guidance. Thus suggesting the lack of legal awareness alone may compromise the RN and 
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their ability to make sound evidence-based clinical judgements, preventing the RN from 

acting in an accountable manner. In defence of RNs, there are several reports of RNs trying 

to ‘keep their heads above water’ whilst coping with reduced staffing and increasingly 

complex workloads (Blyth, 2014; Davis, 2017); thus, some RNs may lack awareness about 

how their behaviour impacts on their accountability, or indeed, demonstrates they are not 

acting accountably. Conversely, ignorance is no form of defence and may have serious 

consequences for the RN legally, professionally, and contractually (Griffith & Tengnah, 

2020). The NMC (2018b) recognise the importance of this area of proficiency as they state 

at the point of registration, the RN will be able to: “understand and apply relevant legal, 

regulatory and governance requirements, policies, and ethical frameworks…to all areas of 

practice” (p. 8). 

 

 

2.3.1 Legal accountability  
 

 

In a time where the law is constantly changing, I maintain it is imperative that RNs develop 

awareness surrounding not solely how to act in accordance with the law, but the application 

of legislation and healthcare court judgements to nursing practice (Caulfield, 2011). For 

example, The Code asserts you must “share information…in line with the laws…” (clause 

17.2 p. 13), making it clear how knowledge of the legislative framework is essential as RNs 

must follow the law regarding the disclosure of information. Furthermore, the NMC website 

states that The Code should not be considered in isolation and provides information about 

legislation and signposts where additional support and advice are available. For example, 

Public Interest Disclosure Act 1988, Raising and escalating concerns: Guidance for Nurses 

and Midwives (2019) and The Professional Duty of Candour (2015c). Through legal 

accountability, RNs can be called to account for their professional acts or omissions by 

legislators who scrutinise how they have applied professional standards and or 

organisational processes (Griffith & Tengnah, 2020). Whilst the law is not prescriptive, it is a 

regulatory framework imposing a standard of care for how healthcare should be delivered 

(Griffith & Tengnah, 2020). As the law imposes a duty of care on RNs (Dimond, 2005), a 

breach of the legal regulatory frameworks can have the greatest implications to the RN 

because the highest sanction can include imprisonment (Iankova, 2006). Moreover, should 

RNs’ practice deviate from expected professional standards, or if they are found negligent in 

their care delivery, the public has the right to seek redress if they are harmed (Cornock, 

2017; Griffith & Tengnah, 2020; NMC, 2018a). In the case of negligence, the law imposes 
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the *Bolam test standard of the ordinary skilled person professing to have the skill (Bolam v 

Friern HMC [1957]). 

Caulfield (2011) and Dimond (2014) argue the law can create the most anxiety in nursing 

practice due to an increasing number of healthcare cases going to court for a hearing where 

RNs are personally involved. The limits on legal accountability are unclear. Despite legal 

accountability being documented as a separate authority of professional accountability, the 

law is informed by professional standards and vice versa because both reflect societal 

values (Griffith & Tengnah, 2020).  

 

 

2.3.2 Professional accountability 
 

 

Professional accountability describes the RN’s accountability to his or her patients working 

within a framework of practice whilst accepting and following principles of conduct and 

standards that maintain the patient’s trust in both the individual RN and the nursing 

profession (NMC, 2018a). An RN must have acquired the professional values, and 

knowledge and reached a level of skill and competence to exercise professional judgement 

to gain entry to the register (NMC, 2018a). There are several ways for RNs to act in a 

professionally accountable manner including: keeping up-to-date with knowledge; delivering 

evidence-based practice (EBP); extending clinical skills; acting as a role model to 

colleagues; and, maintaining good health and good character (NMC, 2018a). Thus, 

accountable RNs must have the ability to do the job competently with the authority to act 

based on their professional knowledge, skill and judgement (NMC, 2018a). This implies that 

every RN, within daily clinical decision-making, who practices any action or omission, may 

become the object of scrutiny through disciplinary investigation or legal processes (Caulfield, 

2011; Griffith & Tengnah, 2020; NMC, 2019b). As the facilitator of numerous AWs, it was 

palpable that whilst RNs accepted they were accountable, their perception of accountability 

appeared to relate to something going wrong and having to justify their practice rather than 

as part of their everyday work. Arguably, due to the small number of attendees this 

interpretation cannot be concluded as a generalisation for all RNs locally.  

Insight from my professional experience concurs with Savage and Moore’s (2004) study 

findings, the authors suggesting practice nurses describe accountability “as a retrospective 

explanation of actions, particularly as a way of apportioning or accepting blame” (p. 4). I 

purposefully make an effort across my teaching responsibilities, to graduate away from 

accountability being synonymous with blame and instead espouse accountability as 
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intrinsically ‘a way of being’ to promote positive associations to accountability within the RNs’ 

scope of practice. Arguably, in the absence of positive terminology in the various definitions 

of accountability, negative associations of accountability are likely to remain. The NMC 

(2015b) in a view to change their regulatory processes from focusing on blame and 

disciplining to one of encouraging openness, transparency, and learning and change, assert 

punishment/sanction may be an outcome of an investigation. To encourage openness and 

integrity in professional practice, Francis (2013a) and Rodziewicz, Houseman and Hipskind 

(2021) assert how accountability, across all professional groups, should be about answering 

to one’s actions, not about punishment. I regard Francis’ (2013), and Rodziewicz et al.’s 

(2021) claim that accountability should not be about punishment as somewhat disconcerting 

and disagree to a certain extent. I argue if an RN and/or a medical practitioner knows 

ultimately there are no consequences to their actions they may likely consider working below 

standard acceptable and thus have no incentive to follow good practice. This, in turn, may 

encourage RNs and/or medical practitioners to deviate away from policy and professional 

standards or have to choose which set of rules to apply in their decision-making which may 

harm patients, the organisation, colleagues, and themselves. Furthermore, if a healthcare 

organisation and the NMC/GMC tolerated unsafe RNs and/or medical practitioners it could 

negatively impact public trust and organisation credibility and evidence of just another 

system problem. Additionally, I suggest efforts need to be made from a macro perspective to 

graduate away from accountability being synonymous with blame and instead encourage 

and facilitate the espousal of accountability intrinsically to ‘a way of being’, which might 

create positive associations to accountability. 

In summary, RNs are under constant scrutiny and judgement professionally and publicly 

(Tilley & Watson, 2008). Worryingly, the numbers of referrals to the NMC are increasing, 

with the NMC (2020) reporting that they received 5,704 concerns in 2019-2020 a 6% 

increase on the previous year, 4,033 in relation to RNs. The common concerns the NMC 

receive are regarding patient care, communication issues and dishonesty (NMC, 2020). 

Understandably one of the NMCs (2018b) strategic policy principles is that local 

organisations will carry out investigations and hearings for their misdemeanours. The NMC 

proposed only to investigate future cases where the circumstances cannot be managed 

locally, or if an RN is at risk to the public, the NMC will take immediate action (NMC, 2018b). 

Because of this change in practice, the number of referrals to the NMC Fitness to Practise 

Committee (NMC, 2020) may reduce but it does not mean there are any fewer misconduct 

cases of to be reviewed.  

As RNs work with medical practitioners and allied health professionals in the context of 

professional practice (NMC, 2018a) and as the AW is open to all registered professionals, I 
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deemed it appropriate to report the number and outcomes of practice investigations of other 

professional governing bodies. Similarly, to the NMC the GMC and HCPC hold fitness to 

practice investigations and hearings and impose sanctions for professional contraventions 

(GMC, 2016; HCPC, 2019). The HCPC 2018-2019 had 2,424 new concerns raised an 

increase of 5.3% on the previous year but only 0.06% were subject to a sanction. The GMC, 

in 2020, heard 358 medical practitioner tribunals with a variety of sanctions imposed on the 

majority of cases. Scrutiny of the effectiveness of these regulatory bodies, the professional 

committee decisions, and decisions on whether cases should be referred further are the 

responsibilities of the Professional Standards Authority (PSA). The PSA regulates nine 

regulatory bodies: General Chiropractic Council; General Dental Council; GMC; General 

Optical Council; General Osteopathic Council; HCPC; NMC; Pharmaceutical Society of 

Northern Ireland; and the General Pharmaceutical Council. The PSA decides on whether 

they believe a regulator’s decision was sufficient for the protection of the public. Within 2019-

2020 the PSA reviewed 2,783 cases they appealed 10 NMC cases, nine HCPC, and one 

GMC case (PSA, 2020). Whilst there was a decrease in the cases reviewed during the 

period 2019-2020 there was a 0.45% increase in the number of cases referred to court from 

the previous years. Given that RNs are the greater occupational group in a healthcare 

organisation (Denham, 2008; RCN, 2003) it could be contended the number of cases 

referred for court judgement is not significantly high.  

 

 

2.3.3 Ethical accountability 
 

 

Within the literature, ethical accountability is generally associated with ethical dilemmas 

which an RN may encounter during care delivery and relate to a need to adopt principle-

based decision-making (Beauchamp & Childress, 2019; Caulfield, 2011; Griffith & Tengnah, 

2020). For example, in the case of a terminally ill patient who may be aware of their 

diagnosis but refuses to consent for an RN to inform their family. In this scenario, the RN is 

required to consider the juxtaposition between the ethical and legal implications concerning 

communicating with the patient’s family who may be concerned about their loved one and 

want to know the diagnosis. The ethical dilemma here is the RN must not breach the 

patient’s confidence, yet conversely, this information may assist the family in coping with the 

diagnosis. Nevertheless, The Code asserts that RNs should “share with people, their 

families, and their carers, as far as the law allows… (p. 8)”, and the law only permits sharing 

of information when the individual gives permission [Data Protection Act 2018]. However, 
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due to the human element of nursing, the law may not ultimately provide an answer to all 

situations as human decision-making, which, according to Beauchamp and Childress (2019), 

is infused with individuals’ values, beliefs, and personal priorities. Thus, the human element 

means the law cannot give exact directives for moral reasoning. There could be a degree of 

difficulty in interpretation because the individual may place more emphasis on morals and or 

religious values and beliefs rather than the organisational rules and challenges. There is no 

panacea for acceptable standards of behaviour from one RN to an individual under their care 

(Beauchamp & Childress, 2019). However, Beauchamp and Childress (2019) advocate four 

prima facie moral principles: Respect for Autonomy; Non-maleficence; Beneficence; and 

Justice, as an approach to contextualise the moral issues healthcare professionals are 

presented within healthcare. This principle-based approach can assist RNs in justifying their 

clinical practice decision-making (Beauchamp & Childress, 2019; Caulfield, 2011). Thus, a 

professional must be able to justify their moral position no matter the circumstance. For 

example, the professional duty of candour (NMC, 2015c) focuses on the appropriate 

professional, in their duty of care (professionally and legally), who must be open and honest 

when things go wrong, even when being open and honest could potentially harm a patient 

these rules might conflict with the professionals moral reasoning. 

It is my belief there is also an internal ethical/moral sense of accountability that exists both 

cognitively and emotively and could be argued, therefore, to go beyond the core focus of one 

being called to account. Milton (2008), who reflected on ethical codes and professional 

standards of nursing from a human perspective globally, asserted that the RN’s sense of 

personal morality could sometimes guide their decision-making and practice. I have 

experienced, within my dual professional role, that RNs hold themselves accountable by 

internally punishing themselves through their sense of guilt and personal conscience. 

Cornock (2017) refers to this as a level of personal culpability. Several authors across the 

years have reported that an RN’s troubled conscience of his/her nursing actions generates 

feelings of guilt which can persist for several years after the event. Woods (1999) from an 

interpretation of a nurse’s story in a nursing ethics study in New Zealand, Severinsson 

(2003) studied an RN’s experience of moral stress and burnout in Australia, and Lindahl, 

Gilje and Norberg (2004) studied retired RNs in Sweden. Thus, moral residue, as labelled by 

Webster and Bayliss (2000), is affecting RNs internationally. Webster and Bayliss (2000) 

label this as moral residue because it accumulates unresolved moral distress leftover from 

an experience where one knew how one should have acted but was reluctant and/or 

incapable of doing so.  

As shown in Figure 2.1, all arenas of accountability can impose sanctions against an RN; 

however, most RNs will not be sued as most will have vicarious liability cover through the 
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employer (Cox, 2010). However, an RN can be professionally and personally compromised 

with their reputation marred. For example, when any pillar of accountability can ‘name-

shame-blame’ (Denham, 2008, p. 120) an RN in the press or any other media source, which 

may impact their employment status. Brazier and Cave (2016) noted how few individuals 

ever attract greater public odium than an RN or a medical practitioner who falls from their 

pedestal.    

 

2.3.4 Employment accountability 
 

 

Employment accountability refers to the accountability of the RN to the employer to perform 

the expected and contracted responsibilities and duties to safely meet the needs of the 

service user (Brazier & Cave, 2016; Griffith & Tengnah, 2020; Iankova, 2006). The 

accountability is in the responsiveness of the individual RN to the organisational processes, 

such as following policies and procedures. Essentially, under contract law, the RN can be 

held to account through reasonable disciplinary procedures (Griffith & Tengnah, 2020). It is 

claimed the employer is the authority most likely to hold an RN to account for two reasons: i) 

a patient is likely to bring a grievance about an individual or group of RNs’ practices to the 

employer; ii) allows for a lower burden of proof (Griffith & Tengnah, 2020). For the 

organisation, this lower burden of proof suggests the employer only has to hold an honest 

and genuine belief the employee is guilty of misconduct based on the outcome of a 

reasonable investigation (Griffith & Tengnah, 2020). This could have negative consequences 

for an RN as the word reasonable is open to interpretation. Nevertheless, it is through the 

RN having a contractual duty of care to the employer and any breach of such contract allows 

legal action for damages (Lister v Romford Ice and Cold Storage Co Ltd. [1957]). 

In summary, it becomes evident through legal, professional, and employment accountability 

that there is a sense of authoritative control over the required actions of the healthcare 

professional in different circumstances, whereby each pillar of accountability becomes the 

higher authority. The specific higher authority, the NMC, refers to the expected standards of 

The Code and employment contract [Employment Act 2006] expectations such as 

operational policies to benchmark adherence and compliance.  
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2.4 The Role of the Professional Regulator and the 

Professional Code 
 

 

 

The NMC, and formerly the UKCC, role as the professional regulator of RNs is to protect the 

public and maintain a register of RNs (NMC, 2018a; UKCC, 1996). The RN must achieve a 

qualification registered with the NMC making them eligible to practise within the UK (NMC, 

2018b). The professional regulator is the only body who can remove RNs from the register 

for reasons the RN is seriously ill or because a charge of misconduct (that warrants removal) 

has been proven against them (NMC, 2015b). The professional regulator also defines 

standards to which the registrants must adhere, and these standards are compiled within a 

code of conduct/behaviour. The Code of conduct/behaviour is written for: patients and 

service users, and those who care for them; current registrants to promote safe and effective 

practice and, the employing organisation (NMC, 2018a). The UK professional nursing code 

and its titles have to date had numerous revisions and reconstructions and as a living 

document, will continue to evolve, not least because societal expectations change 

(Checkland, Marshall & Harrison, 2004) but in maintaining the interest of those it serves 

(ANA, 2010). For example, in 1983, 1984, 1992, 2002, 2004, 200, 2015a, and 2018a, all 

revisions and reconstructions of UKCC and NMC regulatory requirements have been in line 

with the extending and expanding evolutionary role of RNs (Reveley, Crumbie & Walsh, 

2001) and healthcare organisation reforms (technological advances and changes in 

healthcare delivery). Nationally there is no consistency in code titles, with the ANA (2015) 

having a code of ethics, NCNZ (2012) and NMBA (2018) having a code of conduct, and the 

Nursing and Midwifery Board Ireland [NMBI] (2014) having a code of conduct and ethics.  

Within the UK, the inclusion of the word ethics in the code’s titles of UKCC, 1983, NMC, 

2004 and NMC, 2008 highlighted the thinking of the time, that character was a significant 

factor in determining what right action ought to be (Epstein & Turner, 2015). Yet, the word 

ethics was excluded in the UKCC,1984, 1992, and 2002 and the NMC version of the 2015 

(Snelling, 2016) and most recent 2018 code. There is no explanation for why ethics was 

removed from the current code title and why it is only considered in the present text within 

clause 21.4 regarding advertisement and publication material (NMC, 2018a). Arguably, it 

could reflect the differing perspectives of the author of the code at that particular time. 

However, I am drawn to the conclusion the removal of the word ethics may be because the 

current code is more prescriptive and focused on conduct, what an RN ‘must’ do rather than 

what they ‘ought’ to do. The exclusion of the word ethics and the inclusion of the word 
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behaviour could also be interpreted that the UKCC and NMC Code looking as if it is primarily 

concerned with conduct. Furthermore, excluding the word ethics in the title and the ethical 

perspective in text, I believe, is remiss of the NMC as it appears to value conformity and 

undervalues the RNs’ practice-related contextual judgements essential within contemporary 

nursing, especially as the RN role is nonlinear and multifaceted (Tsai, 2021) and has 

become more ethical (ANA, 2015; Beauchamp & Childress, 2019), which necessitates 

critical thinking as an essential skill (Simpson & Courtney, 2008; Sullivan, 2012). The RCN 

(2003) defined nursing as “the use of clinical judgement in the provision of care” (p. 3). The 

NMC (2018c) assert that RNs will be able to demonstrate the ability to think critically, be 

adaptable, flexible and practise autonomously. Significantly, whilst RNs are portrayed as 

autonomous, adaptable, flexible and critical thinkers, an authoritarian professional code of 

practice appears to contradict such rhetoric as well as the core postulations advocated by 

the RCN and NMC. This concurs with Banks (2004) hypothesis that increased internal and 

external regulations significantly curtail professionals’ autonomy and discretion in clinical 

decision-making. Although interestingly, Banks’ (2004) postulated, in his book titled ’Ethics, 

accountability, and the social professions’, how autonomy in the sense of the professional is 

not a literal meaning of freedom of choice per se but actually “…freedom to act qua 

professional, according to the professionally described norms and standards” (p. 155).  

Whilst the NMC (2018a) compiled statements to demonstrate what a good RN should look 

like; it could be interpreted as what a good RN would and should do. Furthermore, the NMC 

(2010, 2018b) asserts that critical thinking is a regulatory requirement and professional 

judgement should be in keeping with the NMC expectations to remain on the professional 

register. I argue this emphasis makes professional rules and regulations potentially difficult 

for an RN to conform with. Interestingly Benner, Hughes and Sutphen (2008) post 

examination of multiple thinking strategies that are required for high quality care, highlighted 

the contradiction between critical thinking and following rules, asserting how critical thinking 

“has been paradoxically accompanied by a strengthening of organisational controls over 

activities and individual practitioners” (p. 19). Significantly, authors such as Malin, Wilmot 

and Manthorpe (2002) and Nowak and Bickley (2005) assert that because professional 

judgement exists within the human and social context and as RNs are caring for patients 

with more complex needs (Kramer et al., 2013) patient care needs, therefore, cannot always 

assume a linear outcome.  

Additionally, Malin et al. (2002) and similarly Nowak and Bickley (2005) advocate for RNs to 

question and challenge practice and structures rather than obey rules. What is most 

disconcerting is there appears to be a shift back to the obedience model of the past, which 

does not support the progression of the nursing profession or support complex patient care 
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needs. Arguably, if a professional is not allowed to use their clinical judgement, they just 

become a mere cog in a wheel and, therefore, should not be accountable for the 

consequences of clinical care as they are the means to the organisation/employers’ end. I 

believe the ethos of The Code predominantly has deontological orientations of Kant’s theory. 

For example, The Code is duty-based, informing RNs how to behave in specific ways to the 

patients whereby under the pillar of prioritise people it endorses the interests and the respect 

for an individual as an absolute coupled with a focus on upholding the individuals’ dignity. 

However, due to the human element of nursing and various resource limitations and duty-

based actions, it is challenging to apply the Kantian theory, as according to Misselbrook 

(2013) the rules cannot always be adhered to in absolute. Thus, I suggest The Code also 

has some utilitarian (Mill, 1962) orientations. The Code introductory section expresses how 

each clause of The Code seeks to maximise the greatest well-being for the greatest number, 

the public. Furthermore, the consequences of an individual’s actions inform a regulatory 

body which in turn revises a code of practice and standards. 

Thus, The Code relates to regulation and the professional’s development (Snelling, 2016). 

Commitment to the published professional standards is vital to being part of the nursing 

profession and reinforcing professionalism. The NMC’s (2018a) primary function is to 

articulate, maintain and strengthen what an RN does in practice. According to Johnstone 

(2019), a professional code of conduct can be aspirational by specifying the ideal RN or 

duty-centred and prescriptive, which I believe both postulations resonate with the intent of 

The Code. It is through The Code’s combined series of statements in the four pillars: 

prioritise people; practise effectively; preserve safety; and, promote professionalism and 

trust which denotes “what good nursing … practice looks like” (p. 3). Succeeding each 

theme of The Code there is a short narrative describing what each pillar entails with a series 

of clauses explaining the requirements to meet the overarching statement. The Code 

statements inform the RN how they must act. However, I would contend adherence to rules 

and regulations does not define the qualities of a good RN and how some RNs who uphold 

the minimum standard of expectation may be, as Snelling (2016) refers to, a just-good-

enough nurse. Through their compliance and upholding of the professional standards, the 

just-good-enough RN could be classed as a competent and skilled RN (NMC, 2018b). 

However, for a good RN or a just-good-enough nurse, awareness and understanding of the 

expected professional standards do not guarantee competent transferable action.  

The Code is a succinct document with separate additional supporting guidance documents, 

which are the identified updates from the previous code of conduct (NMC, 2008) for 

example, Raising concerns: Guidance for Nurses and Midwives (NMC, 2019b); Social Media 

Guidance (NMC, 2016) and The Professional Duty of Candour (NMC, 2015c). The minutes 
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of a council meeting had asserted, “The Code should be a comprehensive document and the 

number of supporting guidance documents should be relatively small” (NMC, 2015b, p. 17), 

which might explain why The Code booklet was reduced significantly coupled with the 

intention to withdraw guidance such as, Standards for Medicine Management (NMC, 2007) 

in January 2019. Snelling (2016), in a critique of The Code (NMC, 2015), believed “at the 

very least the NMC should make it clear which guidance from other organisations is 

considered authoritative and capable of being taken into account by fitness to practice 

hearings” (p. 14). Arguably this would only apply to guidance from other organisations, which 

can be generically applied within nursing in the UK but would be unachievable where each 

healthcare organisation sets its guidance, for example, standards for medicine management 

from January 2019. Whilst The Code has prescriptive clauses and gives the impression it 

should be literally read and applied; it could be viewed as a consultative pragmatic booklet. 

The Code permits the RN to refer to it as required to utilise each section in the context of 

nursing care delivery needs.  

As the title changes, the language within the various codes has also altered through the 

years. For example, the UKCC (1992a) code, similar to The Code, attached the word ‘must’, 

which prefaces each series of statements indicating the expectations are not optional. For 

example, “you must treat people with kindness, respect and compassion” (clause 1.1, p. 4). 

In this precept, the inclusion of the word ‘must’ could be classified as unhelpful when it could 

include multivariant professional situations. For an instruction, it is open to interpretation and 

unmeasurable. This fundamental return of the word ‘must’ also indicates the operational 

directiveness and authoritative perspective of The Code. Indeed, The Code in the 

introduction asserts, “while you can interpret the values and principles in the code in a range 

of practice settings, they are not negotiable or discretionary...” (p. 2) essentially, The Code is 

immutable. Pattison (2001) and Pattison and Wainwright (2010) several years later 

advocated the benefit of professional codes is in espousing universal principles for the 

coherence of professional duties and expectations.  

Prior to the inclusion of the word ‘must’ in the revised code of 2015, Jacobs (2004), in a 

critical overview of nursing accountability and clinical governance, had postulated the 

emphasis of accountability then was one of control and domination as the rules which 

governed judged an RN’s behaviour through reward or punishment. The new formulations of 

The Code (NMC, 2015a) statements are, according to Snelling (2016), reminiscent of the 

structure of the Ten Commandments, also instructional and authoritative. Snelling (2016) 

concluded how The Code (NMC, 2015a) was action guided, with Johnstone (2019) referring 

to it as duty centred and prescriptive, both of which I claim reflect valid interpretations of The 

Code as essentially a mechanism of control.  
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However, I argue the standards do not readily translate into everyday practice. Each 

prescriptive statement cannot envisage or resolve complex professional and ethical 

dilemmas that require the RN to enact professional judgement in daily practice. I maintain 

the current professional rules and regulations have mostly a contradictory impact on nursing 

practice. For example, dignity, respect, and privacy and confidentiality within the pillar of 

prioritise people (NMC, 2018a) can pose ethical dilemmas and, therefore, cannot be 

measured against, albeit upon which, RNs could still be called to account. Furthermore, it 

could be considered that RNs are manoeuvred by forces, often the individual patient, outside 

their control. I am drawn to the conclusion The Code was constructed far from the RN’s 

complex work context, which may explain why the rules are not inclusive of context and are 

distant from the complex work of RNs. Furthermore, according to Kramer et al. (2013), the 

rigidity of the rules and regulations gives the impression there is only one way to accomplish 

a task safely. Whilst Pattison and Wainwright (2010) assert “there may be no right course of 

action, only less bad ones” (p. 15).  

As healthcare-related problems/scandals unfold in society, these can also lead to a code of 

conduct/behaviour being reviewed and revised (Hughes, 2013). There have been several 

scandals, as shown in Table 2.1, since the March 2015 code revision.  

Table 2.1: NHS Scandals 

 

Although attempts may be and have been made to prevent a repeat of any scandal post its 

publication, for example, the Francis Report (2013a), unfortunately society has borne 

witness to further scandals and since The Code revision of 2018. For example, the Gosport 

War Memorial Hospital deaths (2018), the NHS Maternity Failings at Shrewsbury and Telford 

NHS Trust, 2019, and, The Patterson Inquiry, the Rogue Surgeon (2020).  

The nursing profession (among other healthcare professionals) needed to adapt after the 

Francis Report (2013a) to regain stability, public trust, and productivity. According to Epstein 

and Turner (2015), Francis (2013b), Hughes (2013), and Hutchinson (2016) it was the Mid 
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Staffordshire NHS Trust (2005-2009) scandal that influenced and altered regulation and 

informed operational policy which governs and controls nursing practice.  The 2015 version 

of The Code, (NMC, 2018a, updated October 2018), and the NMC (2018b) standards were 

constructed to reflect not only the multiple contexts in which RNs work but also what society 

expects of the role of the RN in the 21st century which is explicitly reflected throughout the 

NMC website content. Fifty years ago, Coulson (1972) hypothesised that individuals were 

moulded to perform in ways society dictated which is a functional aspect of The Code. 

Checkland et al. (2004), in an article post Cardiac Surgery scandal in Bristol, reflected on 

‘…trust versus confidence in medical practice’, postulate we live in a society that is less 

tolerant of risks and that society may not always receive the standards of care they 

determine. Whilst scandals can inform future practice positively, I suggest they can also be 

conflicting with the realities of clinical practice and can compromise RNs’ professional 

accountability. I argue society may not always appreciate or consider the realities of practice. 

For example, staff shortages, and the complexities and unpredictability of the practice 

environment potentially put patients and RNs at risk.  

Whilst I contend the revised code and local policies have been constructed post the Mid 

Staffordshire healthcare scandal, they appear unhelpful as tools that support RNs in their 

professional role. The revised documents could be considered akin to prescriptive controlling 

mechanisms against which RNs clinical nursing practice is measured, thus imposing a 

professional duty of candour on RNs’. The professional duty imposed on RNs regarding the 

Duty of Candour (NMC, 2015c) places a legal obligation on RNs to report to the patients 

about the harm done against them whether or not they request such information. The 

expectation of the RN from this standard means the RN must inform the patient but does not 

require the RN to consider how the truth may, in some circumstances, psychologically harm 

the patient more. Thus, there is also the moral conundrum for the RN in this situation: the 

RN making a professional judgement, based on what they know about the patient, not to 

inform the patient fearing it could cause more harm (Griffith & Tengnah, 2020). The RN also 

has a professional duty not to harm the patient (NMC, 2018a).  

 

Conversely, the RN is at risk of the patient reporting them to a higher authority because the 

RN has not informed them of a harm done to them (Griffith & Tengnah, 2020). Hence, 

accepted practices may not always benefit the patient and the ideal practices may lead the 

RN to take positive risks and occasionally deviate from prescribed standards. Whilst the 

RN’s intention may always be to keep the patient safe, deviations or ‘workarounds’ from 

professional regulations and standards mean the RN will not be covered through 

professional indemnity (NMC, 2018a). However, today RNs’ practice is not only governed by 
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professional rules and standards (NMC, 2018a) but also by local policies [Employment Act 

2006]. 

 

 

 

2.5 Organisational/Contractual Expectations 
 

 

 

Together with The Code and other supporting regulatory documents RNs are accountable to 

the healthcare organisation through the contract of duty and job description and the local 

healthcare policies (Griffith & Tengnah, 2020; RCN, 2017; Walsh, 2000). The employer must 

have standards and rules in place which inform the employee what they must or must not do 

in the provision of clinical care and daily behaviour (Caulfield, 2011). Within the literature, 

several organisational documents are referred to interchangeably and appear to serve the 

same purpose, for example, protocols, protocol-based care, standards, procedures, policies, 

guidelines, and clinical guidelines (Dols et al., 2017; Gray et al., 1997; Ilott, Booth, Rick & 

Patterson, 2010; Starr, 2012; White, 2010). Both procedural and safety orientated policy 

types are commissioned to prescribe, instruct, and direct employees in standardising patient 

care under a given circumstance (Gray et al., 1997; Manias & Street, 2000). Caulfield (2011) 

stated how employees have to take responsibility for making themselves aware of the 

organisational expectations. Because healthcare organisations develop policies pertaining to 

functioning at the patient care delivery level, policies become part of everyday nursing 

practice (Bail, Cook, Gardner, & Grealish, 2009; Cheek & Gibson, 1997; Flynn & Sinclair, 

2005; Zeitz & McCutcheon, 2002). 

Nationally, healthcare provision is informed by policies in response to risk management, 

quality, and efficient care for all patients (Clancy & Happell, 2014; Green, 2007; Griffith & 

Tengnah, 2020; Irving, 2014; Schaeffer, 2013; Winkler, 2005). The intention of policies is 

twofold: i) to provide patients with equitable and quality care; and, ii) to ensure the 

healthcare organisation is complying with several external regulations and standards, for 

example, healthcare law (Caulfield, 2011; Destache, 2013; Griffith & Tengnah, 2020; Starr, 

2012; Winkler, 2005). Although, it could be argued policies in themselves do not guarantee 

safety for several reasons: the skill and competence of the healthcare professional to initiate, 

or not, a policy; the level of compliance to a policy; the availability of resources; and, the 

unique ethical or cultural needs of the patient, may warrant an alternative approach. Indeed 

Kramer et al. (2013) claimed that adherence to policies is no assurance of good or safe 
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outcomes. Nevertheless, the emergence of standardised approaches to care, through the 

use of policy to inform practice, occurred in the late 19th century (Bail et al., 2009). Lawton 

and Parker (1999) reported an upsurge in policy development and implementation in the 

NHS organisation in the 1990s in response to increased litigation and related costs. This 

postulation substantiates what several authors claim, in their opinion-based articles 

reviewing policy and protocol development, are the reasons why policies are developed; to 

amend for an adverse event or problem which has occurred and thus are reactive in nature 

(Carthey, Walker, Deelchand, Vincent & Griffiths, 2011; Cheek & Gibson, 1997; Dols et al., 

2017) or due to revised legislation or professional standards (Dols et al., 2017). Within 

typical fashion, post-investigation into the poor standards of care in the Mid Staffordshire 

Hospital, Francis (2013) recommended developing and implementing further standards 

despite the substantive policies already inherent in the hospital.  

When high profile cases of poor care are exposed, Blyth (2014) referring to the ‘Munro 

Report 2011’, Francis (2010) referring to ‘Mid Staffordshire Hospital Scandal, 2010’, and 

Oyebode (2013) referring to clinical errors and medical negligence in specific ‘To Err Is 

Human: Building a Safer Health System 2000’ claimed lessons should be learnt from others’ 

transgressions. Although it could be concluded this is not the case when you consider table 

2.1 NHS Scandals. Tucker and Edmondson (2003) believe healthcare organisations prompt 

reaction to development and implement additional rules, rarely learn from their or other 

organisations’ mistakes, whether minor or major. Thus, Tucker and Edmondson (2003) 

concluded from a detailed study into how nurses might respond to failures they encounter in 

hospital operational processes undertaken in the United States that underlying issues might 

continue. This is extraordinary when considering the United States is such a litigious society. 

Interestingly, Francis (2013b) asserted “the internal drive to insist on proper standards of 

care can all too soon degenerate and be replaced by a meek acceptance of the medicine or 

worse” (p. 1513) whilst having made recommendations to Mid Staffordshire to increase the 

organisational standards. Alternatively, it may be there needs to be a re-evaluation of the 

‘more of the same’ proposed solution post scandals which may affect willingness to comply 

with more dictates. Another consideration that Kramer et al. (2013) acknowledged and 

should remain at the forefront of the minds of those developing and implementing policies is 

the complexities and increasing demands of an evolving healthcare system are unlikely to 

ease or decrease. 

Destache (2013) maintained policies could prevent confusion, chaos, and illogical and illegal 

decision-making in times when care processes in a hospital have been reported by several 

authors as being complex (Cleary, 2004; Oliver, Foot & Humphries, 2014). Such 

complexities entailing daily life and death situations make healthcare an inherently risky 
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environment (Beardwood & Kainer, 2015; Tucker & Edmondson, 2003) for errors, such as 

medication errors (Runciman, Merry & Walton, 2007). Furthermore, according to Mackey 

and Liang (2011), policies can mitigate risk and reduce the possibility of litigation by reducing 

errors in an inherently risky environment. Policies form part of the employer-employee 

relationship and may be used in disciplinary processes if an RN falls below a standard of 

care or breaches a policy directive (Caulfield, 2011; Griffith & Tengnah, 2020). Equally, 

policies can be used in employer disciplinary hearings to establish if there was a breach in a 

standard of care and can be used as a defence to an allegation of a standard breach alleged 

either by the organisation or patient (Brazier & Cave, 2016; Caulfield, 2011; Griffith & 

Tengnah, 2020). However, it could be argued overreliance on a policy in relation to 

defensive practice might be at the expense of the RN using clinical judgement (Caulfield, 

2011).  

Together with The Code, RNs are accountable to the healthcare organisation and 

accordingly have a contractual duty to adhere to the local healthcare policies (Griffith & 

Tengnah, 2020; RCN, 2017). The signing of an employment contract may be seen as explicit 

evidence the employee will adhere to the organisational rules and standards (Caulfield, 

2011; Schaeffer, 2013; Winkler, 2005), which instructs them in their daily professional 

practice. This instruction from the employer for adherence to the employment contract may 

be considered paternalistic because it focuses on power by ensuring one does not harm 

themselves or others (Beauchamp & Childress, 2019). Thus, policy asserts common rules, 

and in their absence, it would mean there would be no common standard for care 

comparison, which is essential for equitable care and standard healthcare practices 

(Winkler, 2005). Winkler (2005) also highlighted an important point that a doctor is hired for 

their knowledge, experience, and clinical judgement, which, on reflection, could equally 

apply to any RN or any other healthcare professional. A contract of employment should not 

mean an RN relinquishes their clinical or moral judgement on a prescriptive action, because 

not all patient care scenarios will be comparable, or indeed, standardised (Caulfield, 2011; 

Winkler, 2005).  

Winkler (2005) wrote about policy writing for morally controversial medical practices and 

claimed in situations of morally controversial decision-making, which are not standard 

practices, policies should not always be superior to a clinician’s clinical judgement in 

decision-making. It could be argued if an RN can justify morally and or with evidence-base 

why they did not adhere to a rule and they are still in the realms of safe patient care, then the 

RN is meeting the practice criterion of the organisation and the employment contract. 

Arguably, RNs or any healthcare professional cannot be given free reign for fear they may 

assert their values and morals but must always act in the best interest of the patient (Brazier 
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& Cave, 2016; NMC, 2018a). Furthermore, paternalistic practices such as the employer 

implementation of absolute policies deny the RN to make clinical judgements leading to a 

loss of perceived autonomy. Autonomy means freedom of choice (Beauchamp & Childress, 

2019); thus, it could be argued freedom of choice ought to include the practitioner’s 

judgement in clinical decision-making. And if the RN does not have the power or is not 

empowered to be able to act on their clinical judgement, they are unable to practise 

autonomously (Walsh, 2000). It appears my considerations concur with what Banks (2004) 

postulated regarding actual freedom of choice in relation to the professional in section 2.4. It 

could also be argued how policies may deny the patient their right to participate in clinical 

decision-making leading to a reduction in their autonomy. Similar to the commentaries made 

in section 2.4, prescriptive policy implementation and the RN being duty-bound, 

contractually, to follow policies also appears to contradict the rhetoric of professional 

autonomy, clinical judgement, and experience which is at the core of why an RN would be 

employed. Therefore, should an RN, doctor, or other healthcare professional deviate from 

policy or do not initiate policy, without harm to a patient, they should not undergo disciplinary 

procedures as they were employed for their expertise in the first instance. However, in this 

situation, to those outside the organisation it may be viewed policy has been violated and 

warrant reprisal but to those on the inside, it may be perceived as skilled adaptations (Hale & 

Borys, 2013). Hale and Borys (2013) reviewed the literature, between 1986 and 2010, on the 

management of safety rules and procedures which related to frontline working. They 

concluded that there was a gap between the reality of work and its routines and written rules 

that governed practice. Thus why they commented that central to any rule is how to cope 

with the diversity and expectations to whatever rule is formulated hence why skilled 

adaptations may occur. Nevertheless, should an RN fall below the expected standards within 

the employment contract they will be contractually compromised and could be reprimanded 

through local disciplinary procedures (Caulfield, 2011). 

According to Reason, Parker and Lawton (1998), the employer has the authority to issue an 

order and the employee must obey and accept it regardless of the demand. Terminology 

such as adherence or compliance implies an authoritative or dictatorial tone (Horsfall & 

Cleary, 2000; KyngÄs, Kroll, & Duffy, 2000), leading me to conclude paternalism is 

embedded within healthcare organisations causing conflict for the RN. Wilmot (2003) 

described how RNs felt conflicting pressures on them in the desire to act in accordance with 

the professional values was often offset by pressures from employers to perform otherwise. 

Yet despite this important finding, no research has been found in the evidence base to date. 

Walsh (2000) refers to these conflicting pressures as a tug of war as the RN is pulled in 

opposite directions because there are differing lines of accountability to consider, and there 
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is also dissonance in their functionality, thus demonstrating the disconnect between the two 

higher authorities. A decade later, Bail et al. (2009) undertook a study of 129 nursing policies 

in a tertiary hospital in Australia for thematic content analysis and a review of how the RN 

was situated and represented in the procedural policy. Bail et al. (2009), whilst they 

concluded RNs were subservient to medical practitioners and the organisation, they also 

acknowledged a dichotomy between professional and organisational expectations and how 

the RN is expected to be accountably obedient to both. The conflict between professional 

accountability expectations and organisational expectations could negatively impact patient 

care creating the potential for tensions for all involved. Interestingly, Gough (1995), a Health 

Visitor over two decades ago, claimed how employer and professional accountability were 

not always in accordance and argued for practitioners to exercise their accountability and 

competence to the full to meet the needs of patients. Yet, there is still today no guidance 

professionally or organisationally evident on how to deal with conflicts of accountability. 

Although these references could be considered dated, I argue the claims the authors make 

remain relevant within the context of my research study because they reported over two 

decades ago similar dissonance, which concurs with my anecdotal evidence today.  

Policies appear to express a strong utilitarian perspective because the aim is to align the 

action to the outcome which will bring ‘most good’ or ‘least harm’ gaining the greatest good 

(Doherty & Purtilo, 2015). As previously noted, policies are informed, developed, and 

implemented on the consequences of an adverse event to offer the right course of action for 

any situation. The policy also dictates to the professionals how they should act in a given 

situation to ensure the greater good for the greatest number, Jeremy Bentham’s motto 

(Driver, 2009). There are two versions of the utilitarian theory: act utilitarianism; and rule 

utilitarianism, the objective of both is to evaluate actions to create the best outcome possible 

(Driver, 2009). I believe the healthcare organisation may be equated to rule utilitarianism as 

this version focuses on the consequences of the majority following a certain rule for the best 

outcome for the majority. Banks (2004) claimed utilitarian values were evident in policies and 

the discourse of policy-makers.  

With regard to act utilitarianism, I would associate this with the RN because they may 

consider disobeying a certain rule if they weighed up that their disobedience of the rule 

would bring greater well-being. Conversely, RNs as act utilitarians from another perspective 

would also consider the varying contexts of the individual actions and if such action is not to 

adhere to a rule or policy then that is the action they will take. Deontologically, because RNs 

are required to make exigent decisions in daily practice possibly without the ability to consult 

local policy, depending on the urgency of a situation, they may rely on the theory of 

utilitarianism to inform their decision-making which may or may not be defensible 
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professionally and or contractually (Preston-Shoot, 2000). However, a rule utilitarian may 

see this course of action as wrong if it violates a rule that promotes good rather than what 

the good consequences of this violation might be (Gaus, 2001).  

Conversely, when considering the other ethical theory of deontology, one could argue RNs 

have a duty to follow policies and likewise regulatory body standards. As deontology is 

referred to as duty or rule-based ethics it is about one’s duty to base an action on whether it 

would be right or wrong under a set of rules rather than considering the consequences of the 

action (Beauchamp & Childress, 2019). I suggest this is a daily tension faced by RNs in 

clinical decision-making, to ensure the safest outcome for the patient. A criticism of 

deontology is that it ignores the consequences of a decision and a criticism of utilitarianism 

is that it may be harmful to the individual. Thus, leaving the RN in a conundrum as the RN 

might not be able to calculate the consequences of their actions as there may be too many 

variables to consider (Mandal, Ponnambath & Parija, 2016). Which is not straightforward 

considering the human element and complexities facing the RN in daily clinical activity. 

Therefore, a fusion of both theories might allow the RN to be and act truly accountable to the 

organisation, the public, and the regulatory body. Nonetheless, whether or not a policy 

and/or The Code and other regulatory standards are consequentialist or deontological in 

nature I believe they are all paternalistic in their orientations which cause RNs’ professional 

tensions.   

Whilst the benevolent goal of the NMC and a healthcare organisation reflects a similar 

emphasis: to provide high and safe standards of care to the public, neither can dictate rules 

to govern RNs when their environment is complex and unpredictable. Because the discourse 

of accountability can shift in its interpretation and purpose and reflect the human element of 

the nursing role, it could be argued that it is difficult for RNs to adhere to strict rules and 

regulations consistently. Nonetheless, RNs can be disciplined for contravening professional 

standards and organisational policies. Thus, this research explores the need to understand 

and interpret, from the perspective of local RNs, the following research question: ‘What are 

RN’s experiences of meeting the needs of the patient at the same time as meeting the 

requirements of The NMC Code and operational policies?’ 

Having just critically discussed some of the issues that led to the current situation there is a 

clear need to investigate this area further. The following chapter will present the outline and 

justification of the research methodology and method adopted to enable the exploration of 

the study.  
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Chapter 3: Methodology 
 

 

 

3.1 Introduction 
 

 

 

Research methodology is the strategy that shapes how research is to be undertaken 

(Bryman, 2012), with the methodology being defined as the “explanation of the approach, 

methods and procedures with some justification for their selection” (Smith, 2002, p. 237). 

Carter and Little (2007) claim that because the methodological framework is the basic 

principle of research, it is, therefore, essential to ensure appropriate choices for each 

principle are aligned. Additionally, Smith (2002) claims the fundamentality for researchers is 

to have a thorough understanding of the various methodologies that underpin how research 

is conducted. This chapter explains my research endeavour, shapes my positionality in the 

study, and includes my research philosophy within a theoretical framework. Furthermore, a 

rationale for adopting a constructivist GT approach through an interpretivist lens, data 

collection techniques, data analysis, ethical considerations along with a reflexive lens of the 

researcher self, is presented.  

I chose this doctoral study because I was curious about the perceived tensions that local 

RNs were expressing between the obligation to meet the professional standards of The 

Code and organisational expectations. My geographical position and the option of only a 

small rural healthcare organisation restricted me to only exploring local RNs experiences 

which was further restricted to RNs from the adult acute hospital setting. The rationale for 

choosing RNs from the adult acute hospital setting includes this being my area of expertise, 

and I have a greater understanding of the complexities and expectations of the RNs because 

I have worked alongside them. I use my clinical nursing experiences and teaching 

experiences of professional and contractual accountability as informative resources in my 

role as a researcher. The dual professional experiences have prepared me for my role as a 

researcher exploring RNs’ experiences of caring for patients within professional and 

contractual boundaries. Albeit still a novice researcher, I am well prepared and equipped to 

research this area of interest. I also understand the nature of healthcare organisations and 

the work expected from RNs in contemporary health and social care. In my role as an RN, 

relatively recently in practice, the participants relate to me as someone who understands 

their work. They appreciate that I am aware of nursing care’s ongoing realities despite 
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clinical practice no longer being my primary professional role. I felt I was not perceived as an 

outsider due to the open and valuable dialogue shared between my RN colleagues and me. 

Furthermore, many RNs are familiar with me and feel comfortable with me. This construction 

of professional knowledge and experience, coupled with my academic interests and previous 

studies, have influenced and shaped my choice of research topic, methodology and 

ultimately, my decision to undertake this research. 

 

Qualitative research was the predominant approach espoused for this research study. Using 

an interpretivist lens informed by a constructivist GT approach guided exploration of the 

thoughts and feelings of RNs in the context of their professional obligation to meet the 

standards of The Code and the contractual obligations to meet operational policies to gain a 

comprehensive understanding of the meaning which RNs ascribe to their experiences 

(Sutton & Austin, 2015). The qualitative researcher assumes a value in each voice, and the 

researcher represents each participant’s narrative account (Saldana, 2013). The principal 

assumption of this qualitative research study is that there are multiple realities emerging 

through the language of the participants used to denote the subjective experience and 

perception of their world (Creswell & Poth, 2018; Punch, 2013). Qualitative researchers 

assume the value of what the participant said and how they articulated their experiences, the 

language they use and the context of the situation they discussed (Holloway, 2005; Patton, 

2002). The concept of understanding in qualitative research is not straightforward (Snape & 

Spencer, 2008) because it is not about understanding social phenomena exclusively from 

the participant’s perspective but includes the researcher’s understanding of their own 

perspective. As a qualitative researcher, there is an expectation that the researcher 

acknowledges their world views which assist in shaping the research and actively report their 

beliefs, values and *biases (Holstein & Gubrium, 1995). Arguably, the researcher interprets 

transcribed responses from those based upon the researcher’s world-view (perspective) 

whilst capturing and recounting the participant’s perspective using the participant’s words 

(Snape & Spencer, 2008). When considering this standpoint in relation to my research, it 

could be suggested that any other reader will interpret this research from their unique 

epistemological understanding (Crotty, 2015), and the reader’s interpretation of the text will 

be derived from their ontological perspective (Blaikie, 2007). Thus, any perceived 

understanding of a phenomenon will never be final, and as the researcher’s developing 

knowledge continues to increase, understanding of the phenomenon will require ongoing 

revision (Allwright, 2005). This could be perceived as similar to Meyer and Land’s (2003) 

explanation around ‘threshold concepts’ when the researcher is constantly shifting 

perspectives based on their developing experience and understanding; the significance of 

this view is as a researcher gains new perspectives, they are unable to ‘unlearn’ new 
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knowledge as they continue to cross new threshold concepts of understanding. My intention 

is that this research study will be interpreted and shaped by multiple views of the participant 

and the researcher, and, ultimately, the reader. 

 

 

 

3.2 Situating the research in relation to the theoretical 

framework 
 

 

 

This research study aims to explore influences surrounding different ways of knowing and 

types of knowledge relevant to nursing practice. Knowledge informs nursing practice in 

several ways including: ritual; intuition; aesthetic knowledge; *tacit knowledge; experience; 

and research (Crookes & Davies, 2004; Moule, 2015). Indeed, the nature of this research 

study is to create, report, and disseminate my findings to contribute to the existing body of 

knowledge relevant to professional and contractual accountability within adult nursing.  

To adopt an appropriate research approach befitting my research study, I needed to 

understand and acknowledge my research philosophy, the overarching term associated with 

the development of knowledge and the nature of knowledge (Crotty, 2015). According to 

Killam (2013), the ontology (what the researcher believes about the nature of reality) (Crotty, 

2015) dictates the epistemology (the nature of knowledge) (Cohen, Manion & Morrison, 

2007), which, in turn, determines the methodology and methods the researcher should adopt 

for the topic of interest being explored. Guba and Lincoln (1994) previously postulated how 

Questions of method are secondary to questions of paradigm, which we 
define as the basic belief system or world view that guides the investigation, 
not only in choices of method but in ontologically and epistemologically 
fundamental ways (p. 105). 

Thus, understanding my own ontological and epistemological stance guided me in selecting 

the appropriate methodology to best answer the research question.  
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3.2.1 Ontology 
 

 

Ontology is concerned with the nature of reality, the science or study of being (Blaikie, 2007; 

Saunders, Lewis & Thornhill, 2012) involving the ‘what is’ (Crotty, 2015) and identifies the 

assumptions behind the researcher’s views about the way the world operates (Guba & 

Lincoln, 1989; Saunders et al., 2012; Scotland, 2012). As RN, lecturer and researcher, I 

appreciate that I adopt a stance regarding my perception of truth which, in turn, influences 

what I think I can know about reality (Crotty, 2015; Scotland, 2012). Philosophies about 

reality can be divided into two categories: realism and relativism (Cohen et al., 2007; 

Scotland, 2012), either of which could be interpreted to have a stance in my study. 

Principally, realists believe one truth exists, it does not change, and the truth can be 

discovered through objective measurement and can be generalised to other situations 

(Killam, 2013). In contrast, relativists believe in multiple versions of reality shaped by context 

(Guba & Lincoln, 1989; Schwandt, 2000). Truth, therefore, does not exist without meaning 

because it evolves and changes depending upon one’s experiences; the subjective knower 

is the source of reality and is not generalisable but can be transferred to other similar 

contexts (Guba, 1990; Schwandt, 2000). However, Phillips and Burbules (2000) claim that 

because realities vary between individuals, they should be known as multiple perspectives 

and beliefs rather than considering multiple realities. Burke Johnson and Onwuegbuzie 

(2004) suggest in this context the word ‘subjective’ be placed in front of the word ‘reality’ to 

form ‘subjective reality’. Whilst I understand Burke et al’s. (2004) perception, the RN cannot 

necessarily have a subjective reality because there are several variables to daily clinical 

practice. The variables which affect the RN’s reality are considerable and include, for 

example, professional and organisational structures and boundaries which dictate how an 

RN must conform in practice. Moreover, the human element where the self and professional 

colleagues each experience their way of being from their world view, as will patients.  

Thus, realities are not fixed, can be perceived differently by individuals, and are likely to alter 

depending on the individual’s world experiences (Guba & Lincoln, 1989). Crotty (2015) 

highlighted that aside from the ontological perspective, it is important to look at the 

researcher’s relationship with the research and how they acquire knowledge and discover 

new things, which is the researcher’s epistemology. 
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3.2.2 Epistemology 
 

 

Epistemology is integral to the theoretical perspective because it analyses the nature of 

knowledge, from which the researcher seeks to understand what constitutes knowledge in a 

particular field of study (Allwright, 2005; Easterby-Smith, Thorpe & Jackson, 2015). 

Epistemology is defined as ‘how we know what we know’ (Crotty, 2015; Trochim, 2000), the 

sources and limits of knowledge (Eriksson & Kovalainen, 2008) and the claims or 

assumptions about the possibilities and scope to gain an understanding of reality (Blaikie, 

2007). My interest lay in the RNs’ contextual experiences of meeting the needs of patients 

whilst fulfilling the requirements of The Code and local operational policy. Indeed, Guba 

(1990) asserts it is a required undertaking of the researcher to discover how things really 

are.  

Epistemology was further interpreted in assessing between subjects and objects (Moon & 

Blackman, 2014). Objectivism is intricately linked to positivism’s theoretical perspective, and 

subjectivism is considered to focus on the theoretical perspective of interpretivism (Crotty, 

2015; Day, 2017). An objectivistic perspective assumes things exist as meaningful entities 

independently of the mind and experience (Crotty, 2015). This positivistic angle is founded 

on ‘facts’ to produce generalisations from the accumulation of data through empirical inquiry 

(Day, 2017; Remenyi, Williams, Money & Swartz, 1998), “rejects speculation about ‘ultimate 

origins’” (Tashakkori & Teddlie, 1998, p. 7) and, reduces the individual to a passive 

receptacle (Darlaston-Jones, 2007). 

Bunge (1993) posits how objectivism is not solely about the rejection of subjectivity because 

a researcher can study an individual’s subjective views, albeit in doing so they should do this 

objectively. Arguably, despite Bunge’s (1993) assertion that an individual is claiming to be 

objective, I believe this assertion, in itself, suggests they could be behaving subjectively in 

aiming for their objectiveness. Questionably, it is unrealistic for a qualitative researcher to be 

objective and value-free primarily because the researcher chooses the subject area of 

inquiry and already has preconceptions and an established value base (Burke et al., 2004; 

Walsham, 1995). Additionally, because positivists consider themselves independent and 

objective from the research process and reflexivity is not considered an element of the 

positivistic paradigm, the researcher cannot scrutinise their perspectives and how these 

might impact the data collected (Darlaston-Jones, 2007).  

Furthermore, objectivism is considered an etic epistemology where a researcher adopts an 

outsider view of a situation, whereas those researchers who interact with people to discover 
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meanings and oppose an objective stance would espouse an emic approach (Lee, 1991; 

Zhu & Bargiela-Chiappini, 2013). Debatably, both approaches maintain an outsider view, 

with the difference being the emic approach relies on the researcher’s interpretation of the 

meaning of the individuals they are observing. The etic approach is where the researcher 

claims to be more detached from the individual and, therefore, more objective. Converse to 

objectivism, subjectivism is explained as the reconstruction of comprehending others human 

behaviour, the meaning of what they do, and understanding this meaning is to understand 

the individual in their terms (Crotty, 2015). Charmaz (2006) advocates interaction with 

participants as an essential aspect of the research process for the researcher to gain an in-

depth understanding of what is perceived to be occurring and discover meanings.  

In summary, objectivism portrays the position of social entities existing externally to social 

actors concerned, whilst subjectivism holds how social phenomena are created from those 

social actors’ perceptions and consequent actions (Saunders et al., 2012). Thus, this led my 

epistemological stance toward an interpretivist lens. Interpretivists believe knowledge and 

meaning are created by the individual’s interactions with the world and even if an 

experienced phenomenon is the same, the individual will construct their meaning albeit in 

different ways (Day, 2017). Cohen et al. (2007) advocate the use of interpretivism by 

claiming individuals are unique beings with multiple interpretations and perspectives on 

events and situations. Situations, therefore, need to be examined through the eyes of the 

participants rather than those of the researcher. Interpretivism as a paradigm will be the 

appropriate approach to achieve my research objectives and answer my research questions, 

which focus on my participants’ perceptions of their reality. Therefore, to support my 

research approach to seek opinion, adopting an interpretivist paradigm lends itself to the 

qualitative methodology (Denzin & Lincoln, 1994; Secker, Wimbush, Watson & Millburn, 

1995).  

The qualitative approach to explore RN’s experiences will be through the lens of a GT 

approach. However, a GT approach was not my initial considered approach and I did review 

two other approaches that Creswell and Poth (2018) discuss namely: phenomenological 

research and ethnographic research.  

Whilst phenomenological, ethnographic, and GT research approaches have varying origins 

(phenomenology in philosophy, ethnography in anthropology and GT in sociology), each is a 

popular research approach within social and health disciplines (Creswell & Poth, 2018). I 

recognise that phenomenology, ethnography and GT have several identified commonalities. 

For example, each research approach is: qualitative in design; consistent with a subjectivist 

ontology, thus adopt an emic epistemology; aims to understand individuals and their 
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experiences through in-depth descriptions; and, uses similar methods of collecting data such 

as in-depth interviews, observations and documents (Creswell & Poth, 2018; Denscombe, 

2014; Moule, 2015). However, within each approach, there are also differences in the 

emphasis and extent of, for example, data collection, whereby GT favours interviews 

(Urquhart, 2013) and ethnography favours observations (Hammersley & Atkinson, 2007). 

Phenomenology, Ethnography and GT have similar limitations, including: an increased level 

of personal bias; analysis and interpretation of the data can be difficult and time-consuming; 

recruitment issues; small sample sizes; and findings are not generalisable (Denscombe, 

2014; Urquhart, 2013). Arguably, recruitment issues are not specific to the qualitative inquiry 

but also quantitative inquiry. However, the issues may be more due to the type of subjects 

and the actual topic of inquiry (Cummings, Savitz & Konrad, 2001). Small sample sizes may 

be considered a limitation however, there is also strength to them because the researcher 

can obtain a thick descriptive understanding (Geertz, 1973) which is not possible 

quantitatively. Initially, when I considered the most appropriate qualitative approach to 

answer my research question, it appeared logical to adopt an ethnographic or 

phenomenological approach. However, after careful consideration of each approach I 

established that because my intention was not to study a distinct culture, its values, beliefs 

or behaviours over an extended period of time, an ethnographical approach was 

inappropriate (Hammersley & Atkinson, 2007). Likewise, I did not only want to focus on 

individuals’ descriptions and meaning of a lived experience of a phenomenon, with an 

emphasis on individuals’ unique experiences, a phenomenological approach (Lewis, 2015) 

was unsuitable. Because there was a paucity of literature on this specific subject, the 

problem was borne out of my day-to-day practice, and I wanted to generate theory through 

the analysis of a process for an action, the GT approach appeared a more appropriate, 

pragmatic bottom-up method to answer my research question. Furthermore, in pursuing the 

methodological approach that ontologically and epistemologically matched my research 

positionality and answers my research question, GT was considered a justified approach.  
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3.3 Grounded Theory  
 

 

 

GT is a popular research approach within health care and social sciences (Denscombe, 

2014; Gelling, 2011) to influence knowledge generation (Benoliel, 1996). GT methodology, 

conceptualised by Glaser and Strauss in 1967, attempted to narrow the gap between theory 

and method, challenging the then-dominant quantitative research methodology (Charmaz, 

2000). At the time, qualitative research was viewed as subordinate and a precursor to 

quantitative research (Glaser & Strauss, 1967). Whilst Glaser and Strauss (1967) advocated 

that GT methods could be adopted in quantitative research; their focus was primarily on 

qualitative research because they proposed to derive theory from data. Prior to this 

revolutionary approach social research, for the most part, utilised existing sociological 

theories to analyse research data. It was Glaser and Strauss’ (1967) theoretical view that 

continuing to verify existing theories restricted researchers from producing new theories to 

explain social processes. The foundation of GT methodology was to engender the discovery 

of new theory by discovering patterns of behaviour in the systematic collection of data, the 

constant comparative method of analysis, and to conceptualise their properties through 

abstraction (Glaser & Strauss, 1967). The theory is explained as a systematic integration of 

various concepts through statements of relationships explaining a process or phenomenon 

(Strauss & Corbin, 1998a). The term ’grounded’ relates to the data and how the theory is 

generated by being grounded in the data (Glaser & Strauss, 1967).  

 

 

3.3.1 Approaches to GT 
 

 

GT has had several amendments since 1967 by both its initiators and other researchers, in 

particular, the work of Charmaz (1990, 2000, 2002, 2006) as reported more recently by Khan 

(2014) and Thomson, Petty and Scholes (2014). It is documented that due to what was 

perceived as a cataclysmic dispute between the co-founders in 1990, the original form of GT 

evolved into two conflicting yet distinctive versions: Glaserian or Classic (1978) and 

Straussian (1990). Both the Glaserian (Glaser, 1992) and Straussian (Strauss & Corbin, 

1990, 1998) versions have evolved further over the years. However, Glaser remained loyal 

to the earlier GT concept he developed with Strauss, maintaining a philosophical perspective 

from a positivistic paradigm because of the emergence of concepts from the data collected 
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(Bryant, 2002; Mills, Chapman, Bonner & Francis, 2007; Urquhart, Lehmann & Meyers, 

2010). Strauss (1987), however, was influenced by symbolic interactionism, supporting the 

premise human behaviour and action are based on the meanings individuals give to a 

symbol-like object or person and how such meaning is interpreted (Blumer, 1969). 

Fundamental to the theory of symbolic interactionism is that meaning is constructed, not 

assumed (Blumer, 1969). Thus, the two competing philosophical positions are notably 

responsible for Glaser and Strauss’s professional and theoretical separation during the 

1980s (Charmaz, 2006; Creswell & Poth, 2018; Khan, 2014; Thomson et al., 2014).  

Another significant difference claimed between the Glaserian and Straussian approaches to 

GT included the disputed view over the use of a literature review (Charmaz, 2014). To 

ensure GT was a rigorous method of qualitative research, Glaser and Strauss (1967) 

demanded the researcher should avoid contaminating the generation of theory with 

preconceived ideas and/or forcing the data to fit into pre-existing categories, therefore 

violating the basic premise of the classic GT methodology. Whilst the word ‘demand’ may 

appear significantly strong it was literally a mandate of a then GT methodology. From Glaser 

and Strauss’s (1967) perspective, the researcher needed to remain open and accepting of 

the emergence of new data which was not compatible with already established theory in the 

existing literature (Holton, 2009). Glaser and Strauss (1967) and Glaser (1978) advocate the 

value of a literature review, but for it to be delayed until data analysis was completed not in 

advance as is common to other qualitative methods. While Glaser (1992) remained adamant 

about this insistency, Strauss (1987) reconsidered his position and with another scholar, 

Corbin, supported the notion of a literature review. Strauss and Corbin (1990) asserted all 

researchers bring pre-existing background and information from the literature, still they 

advised the researcher should not become so steeped in the literature they become 

constrained or stifled by it. However, as previously mentioned (section 1.2.2), my time 

reviewing the literature was valuable and significant in identifying a gap in the literature 

around my topic and a deciding factor for my choice of methodology.  

Indeed, concerns I experienced that arose through facilitating AWs that stimulated my initial 

research interest and provided the motivation for pursuing this particular research topic. As 

the practitioner becoming a researcher, my values and accumulated experiences are 

transferred into the area of exploration, with which comes some idea of what needs to be 

known, how the research should be framed, who could be engaged, and the anticipated 

outcomes (Holton, 2009). The identified gap in the literature also supported the notion that 

there is a worthy question to be asked and answered. Whilst I did not believe I would 

contaminate the research study with preconceived ideas, as Glaser and Strauss (1967) 

cautioned, I do concur with Thornberg (2012) that I approached the study as an informed 
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researcher. The new literature searches and reviews were undertaken post data analysis 

and are discussed in chapter 4 in line with the GT approach (Glaser & Strauss, 1967).  

Although GT rapidly developed as a qualitative research method within many fields 

(Urquhart, 2013), another adapted form of GT was presented in the form of Charmaz’s 

(2006) constructivist GT. Constructivist GT has become a popular method for research 

studies within nursing in particular (Mills, Bonner & Francis, 2006). Charmaz (2006) 

postulated that for the researcher to decide which version of GT approach to employ, the 

researcher needs to be aware of the theoretical positions that lead to the discovery or the 

construction of their theory. Charmaz’s (2006) philosophical position differed from the 

Glaserian and Straussian theoretical adaptations of GT. Charmaz (2006) made the 

distinction between the objectivist and constructivist GT methodology being dependent on 

the researchers’ philosophical position and the paradigm the research study is located in. 

Constructivist GT recognises the interaction between researcher and participants in the 

research process by positioning the researcher as the co-producer of a reconstruction of 

experience and meaning (Charmaz, 2000). Focusing on the data and the possibilities for 

meaning which can be constructed, the discovered reality arises from the interactive process 

of the researcher searching for, and questioning, tacit meanings about values, beliefs, and 

ideologies (Charmaz, 2000). In contrast to classic GT, which has no preconceived questions 

prior to the research study (Hernandez & Andrews, 2012), constructivist GT begins with 

specific questions about the area of inquiry. Charmaz and Mitchell’s (2001) guidance for 

constructivist grounded theorists in constructing meaning from the data advocates 

researchers includes raw data in their theoretical memos enabling the participants’ accounts 

to retain a degree of visibility in comprehensible theoretical interpretations in the final text. 

Ethically this form of reporting will demonstrate the value the researcher places on the 

participant as a contributor and represent the participants’ experiences “in the most faithful 

way possible” (Munhall, 2001, p. 540). 

In contrast to Glaser and Holton’s (2004) position on the use of literature and echoing 

Strauss and Corbin’s (1990) stance, Charmaz (2006) further endorsed a balanced approach 

to the use of literature in a research study, interspersed throughout the research but 

suggested delaying the inclusion of a specific literature review chapter until after data 

analysis. However, Charmaz (2006) cautioned that the researcher should not become too 

immersed in the literature to asphyxiate the researcher’s creativity. Charmaz (2006) 

maintained that compiling a comprehensive literature review after data analysis is efficacious 

for several reasons: “it facilitates the researcher to enter into the dialogue of the pertaining 

academic field; it reinforces the researcher’s credibility, authority, and ensuing argument; 
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and it can justify and explicate the researcher’s rationale in the ensuing chapters of the 

thesis” (p. 166-167).  

RNs working in acute secondary care practice areas are likely to have diverse perspectives 

and, therefore, different constructions of realities as they interact with The Code and 

healthcare organisations’ expectations. To construct interpretations of the participants social 

practices, I will adopt a constructivist GT approach to carry out the research. Charmaz’s 

(2014) constructivist GT builds on the methodological and analytical strategies of the 

Glaserian and Straussian traditions. But it’s the respect Charmaz gives to the flexibility the 

researcher needs in co-constructing theoretical explanations of a phenomenon with the 

participants justifies my decision to execute and adopt a constructivist GT study. I believe 

this flexibility is essential as the interaction with participants is integral to illuminating issues 

and enhancing human agency.  As a researcher, I am not divorced from, but familiar with 

and actively part of, the world I explore; thus, I will be adopting a position of mutuality with 

the participant, as opposed to the traditional GT role of an objective observer during the 

research process. Additionally, I will be making meaning, defining realities and mutual 

constructs informed and influenced by my understanding, practical experiences, the data I 

collect, and the literature. In addition, my research question, to some extent, is multifactorial 

and thus requires a systematic structure to identify what the participants are telling me. 

Overall, the constructivist GT approach resonates with the philosophical values for 

knowledge development within nursing, fits my personal beliefs, world views, and goals, and, 

is the best fit for the research question.  

In summary, this research study employing a constructivist GT approach (Charmaz, 2008) 

through an interpretivist lens intends to explore the experiences of RNs practicing within the 

professional code while meeting healthcare organisational expectations. It is noteworthy that 

I did not know whether any tensions would be evident at the commencement of this research 

study.   
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3.4 Sampling  
 

 

 

The participants were purposively invited for recruitment from the adult acute local hospital 

setting. Purposive sampling involves the researcher having prior knowledge about a specific 

group and deliberately selecting the group because of their relevance to the issue and 

knowledge of the experience of the topic being investigated (Creswell & Poth, 2018; 

Denscombe, 2014). Due to my professional position as an RN clinical practitioner and senior 

lecturer, I had a baseline understanding that RNs were the population who professionally 

experienced the issues being explored in their particular roles. I also envisaged how each 

RN could make a unique contribution, offer meaningful insight and provide rich data to 

address my research questions.  

Undertaking research within one’s own organisation can present potential gains as well as 

limitations and challenges. For the most part, I considered myself an insider, due to my 

common background, identity and language with the RNs and therefore having an emic 

perspective. However, this is my assumption, and I am aware participants might have 

considered me an outsider as my role as an RN in clinical practice was not my primary role. 

A search of the literature highlighted as many arguments for insider research as there are 

against, as was the case on arguments for or against outsider research (Corbin Dwyer & 

Buckle, 2009; Fleming, 2018; Kanuha, 2000; Saidin & Yaacob, 2016; Serrant-Green, 2002). 

The issues identified in both stances included: privacy and confidentiality; ensuring 

transparency, rigour, trustworthiness, minimising any coercion of participants, and identifying 

biases. I engaged in detailed reflection throughout the research process to ensure I 

addressed the challenges of being an insider researcher identified in the literature (section 

4.4). Reassuringly, the university ethics committee on approval of my ethics application at no 

time raised any concern that my insider status would impede my ability to carry out the 

research study. As a novice researcher, I do not think I could have undertaken this research 

study if I had not had at least some insider status, as I do not feel I could have understood, 

appreciated, or valued the participants’ experiences. Furthermore, because of my profession 

and its expectation to engage in reflection and self-reflection and work with my peer-

debriefer I feel this permitted me to move between being an insider-researcher and outsider-

researcher than an either-or, which I believe can restrict a researcher’s creativity.  

 

The inclusion criteria for the interviews were that all participants were RNs, band 5 or 6 and 

clinically based within the acute care setting. A homogenous sample of RNs, from the adult 
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field, was recruited with a minimum of 3 years’ experience as an RN. I was not aiming to 

recruit experts but RNs who were experienced and who had experienced practical situations 

over time. All RNs were English speaking because all RNs within the local Department of 

Health and Social Care (DHSC) must achieve the expected standards in English (IELTS 

Level 7.0) or equivalent to secure employment within the organisation. The exclusion criteria 

were RNs in a management position whose breadth of accountability would be more 

extensive than the practice-based RN and any specialist RN with advanced role 

responsibilities. Once I had identified the research participant group I considered recruitment 

techniques which brought its own challenges and a part of the research process that, at 

times, I found emotionally tempestuous. 

 

 

3.4.1 Recruitment  
 

 

The recruitment process began with targeting participants. A poster (Appendix 1) advertising 

the research study was displayed in all conducive exhibition areas within and outside the 

targeted clinical areas, for example, the hospital canteen. An email with the poster attached 

was also forwarded to the appropriate managers to ask them to display it within the clinical 

practice setting in the hope they might support staff with some time from the area to attend 

for interview. Posters were also exhibited in the local Education and Training Centre (ETC). 

The poster included the purpose of the research, my contact details and that I had gained 

ethical approval. However, whilst the poster looked appealing and concise, it did not appear 

to draw the attention of RNs; within the first couple of weeks after advertisement there were 

no attempts made to contact me. To my dismay, especially because I intended to explore 

potential issues RNs may be coping with, the interest in and participation uptake was slow. I 

made a couple of visits to the relevant acute areas to promote the research study, explain 

my intentions, and introduce myself to those who did not know me. I was also available if 

any RNs had questions regarding the research study.  

On reflection, the poster omitted to provide a clear and concise explanation and information 

about the research study topic to make potential participants curious and expressive in their 

interest. I promptly rectified this by compiling a synopsis of the research study and manually 

attaching it to all the posters displayed (Appendix 2). Providing the synopsis also allowed me 

to move the poster to see if moving the poster caught the eye of passers-by or reminded 

others who may have previously viewed the poster of its intent but not proceeded to contact 

me. I will never know whether individuals did see and read the poster and ignored the 
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invitation, did not see the poster at all or because there are so many posters on display in 

clinical areas, they became blind to them. Whilst I considered the phenomenon of display 

blindness, I do not believe this was solely a reason for my lack of participant recruitment. In 

an attempt to further source RN participants, I considered a more contemporary approach 

and advertised via the local library’s Facebook and Twitter accounts. Unfortunately, the initial 

advertising coupled with numerous spaced intervals thereafter I still failed to recruit 

participants. 

Recruiting a sample population was time-consuming and tempestuous on occasions. On 

reflection, I may have conceitedly believed my integrity as a clinical practitioner, a senior 

lecturer and my familiarity with the target population would assist me in gaining the interest 

of RNs in the study and the recruitment process. I had never considered I would struggle to 

recruit. Basically, my experience of recruitment fell into four categories: 1) those individuals 

who said they were interested in the research study but did not contact me; 2) those who did 

contact me but chose not to participate; 3) those who declined to participate; and, 4) those 

who participated. Initially, I followed up with those verbally enthusiastic individuals who had 

not made contact to arrange to meet, but I was anxious to avoid any interpretation that such 

practice could be misconstrued as the researcher being coercive or the researcher being 

over-zealous, I ceased such practice. Upon reflection, it could have been perceived I was 

going for the most enthusiastic persons because they appeared initially to be the most eager 

persons willing to participate. 

After a few months, I felt as though the initial enthusiasm had started to wane until I was 

contacted by an RN asking if they were too late to participate in the research study. This 

prompted me to inform staff again via email, social media and, when possible, verbally that 

the research study was ongoing and individuals were still invited to participate. Despite 

having access to the potential participants and the inherent issues with recruiting, I adopted 

the snowballing recruitment which generated the recruitment of two participants. Primarily I 

was concerned that the proportion of eligible participants was what influenced and 

determined the validity of the research study when principally, it is not the number of 

participants in the sample but the number of ideas that is significant. Nevertheless, I was 

cognisant that whilst small sample sizes are typical of a qualitative study too few participants 

would not produce a credible piece of work. Personally and professionally as a novice 

researcher, the recruitment process was both an interesting and valuable learning curve. 

Amongst feelings of despair, I also felt recruitment initially crippled my research study and its 

progression significantly.  
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Although I found the recruitment process challenging, I did not give up in my attempts to 

recruit, and subsequent recruitment attempts yielded success and achieved positive 

response rates. Once the participants agreed to participate, I experienced no practical 

issues related to arranging a time, place and date to meet for convening the interviews. All 

participants who indicated an interest in participating in my research were furnished with a 

Participant Information Sheet (PIS) (Appendix 3). Once an agreement to participate was 

established individual participants were asked to make contact via telephone, in person or 

via email to express their preference of location, date and time for participating in the 

interview process. The participant and researcher signed the consent form (Appendix 4) on 

the day of the interview, prior to the interview commencing. The PIS specified the benefits 

and potential risks of participation and the option to withdraw from the research study at any 

time before, during or after the study (Beauchamp & Childress, 2019). I reassured the 

potential participants on the PIS their contribution to the existing body of knowledge was 

appreciated. They knew they were not obliged or advantaged in any way to take part and, 

withdrawal from the research would not incur any repercussions on them professionally, 

unless there was a simultaneous professional issue. Malone (2003) claimed that whilst 

participants are informed and may consent to the researcher’s initial line of enquiry, as the 

researcher will not know how the discourse will unfold, informed consent cannot be truly 

gained.  

In 2018 locally there were 592 RNs in the DHSC across primary and secondary sectors. 

There were 169 RNs contracted in the acute adult clinical setting, and 22 of those had 

qualified locally within three years. Along with 10 who qualified off Island but joined the local 

DHSC meant there were 137 potential recruits. Whilst it is well documented the sample size 

used in qualitative methods is smaller than the sample size in quantitative methods (Bryman, 

2012; Dworkin, 2012; Parahoo, 2014) there is limited evidence which agrees upon an 

appropriate sample size in GT when adopting interviews as the method (Glaser & Strauss, 

1967; Strauss & Corbin, 1998). In an attempt to put some perspective on appropriate sample 

size, Thomson (2011) undertook a content analysis of 100 articles that utilised GT and 

interviews as their data collection method and found that whilst the average sample size was 

25, it was the scope of the research which indicated the point of saturation, the sensitivity of 

the phenomena and the ability of the researcher were the significant factors. Glaser and 

Strauss (1967) postulated that as theoretical sampling proceeds throughout the research 

theoretical saturation is the definitive criterion when considering sample size within GT; data 

should be gathered until each category is saturated. Principally, it is not the number of 

participants in the sample but the number of ideas which is significant (Glaser & Strauss, 

1967), which concurs with suggestions from other GT authors, especially Charmaz (2006) 
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and Strauss and Corbin (1998; 2007). I believe respectability and originality should be 

judged on the participants’ contribution of thick rich data rather than sample numbers.      

Nevertheless, I envisaged estimated recruitment of 12-15 participants for interviews as a 

baseline would afford me rich, in-depth data and reach theoretical saturation.  

 

 

3.4.2 Research location 
 

 

Whilst my assumption to hold the interviews in the local ETC was based on convenience and 

safety, I was required to reconsider and ethically offer the participants the choice of venue, 

which was most convenient and secure for them. Tracy (2012) postulated how the 

environment the interviews are carried out can adversely or positively affect the interview 

process. Interestingly all participants chose the local ETC to undertake their interview. The 

interviews were conducted in privacy in a quiet room away from the mainstream of activity, 

as advocated by Easton, McComish and Greenberg (2000). Refreshments were accessible, 

and functioning recording equipment was available. All participants were informed they 

would not be offered any form of reimbursement, for example, of travel expenses or 

monetary incentives to participate. All participants attended the interview in their own time, 

some because their manager informed them they could not be supported during working 

hours to attend the interview, whilst others expressed they felt more relaxed attending during 

their personal time. I was extremely heartened that RNs gave up their time to assist me with 

the research study. Only two interviews required rescheduling as the participant omitted to 

put the calendar appointment in their planner, one participant was interviewed after a night 

shift and one participant was interviewed on a Sunday. Otherwise, all other interviews were 

undertaken between 1000hrs and 1700hrs Monday to Friday. A total of 12 RNs participated 

in the study. All participants were female, which was unsurprising because females continue 

to dominate the nursing profession despite an increase of fifteen per cent of males in the 

nursing profession (Silva et al., 2018). Of the twelve participants, nine were band 5 and three 

were band 6 with various nursing experiences ranging from 3 to 33 years.  
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3.5 Ethical considerations  
 

 

 

As with any genre of research, ethical considerations are extensive, challenging and 

inherent for both the researcher and participant (Aluwihare-Samaranayake, 2012). 

Acknowledgement and adherence to the DH (2005) research standards and The Code were 

essential throughout this study. Ethical approval (Appendix 5) from the University’s Faculty 

of Health and Social Care Research Ethics Sub-Committee coupled with approval from my 

local Research Ethics Committee was attained. Permission was also procured via email from 

my line manager to undertake the study together with permission from the Chief Nurse (as 

gatekeeper to the profession, to access RNs from the acute adult setting to participate in my 

research study).  

The sensitive and potentially personal, professional and ethically compromising nature of 

this particular research study increased the risk of harm to the participant, potentially putting 

the RN in a position where they may be vulnerable. Thus, every attempt ethically and 

professionally was made in the establishment of trust with those being investigated through 

espousing Beauchamp and Childress’ (2019) ethical principles of beneficence (to do positive 

good) and non-maleficence (to do no harm), confidentiality and anonymity. I was cognisant 

that trust, which is identified as foremost in the researcher participant relationship 

(Denscombe, 2014), could not always be assured/replicated potentially leaving the 

participant vulnerable (Perpignan, 2003). Conversely, I was mindful that the participants 

could be seduced by my social status and role as researcher, RN and lecturer into 

considering me as a trustworthy professional colleague/friend and disclosing things they 

never imagined they would. Glesne (1999) advised the researcher to be vigilant once they 

gain an individual’s trust. The researcher will invariably receive the privilege and burden of 

learning things that are problematic at best or dangerous at worst. Considering this potential, 

during my data collection phase, the participants were openly informed that disclosure of 

anything compromising the patient, any unjustified disclosure of non-adherence to 

operational policy and/or professional code, would alert me to act accordingly as per NMC 

standards (2019b) in raising and escalating concerns. Likewise, because the focus of my 

data was the exploration of RNs’ professional experiences, the participants were also 

informed my written records and/or my verbal account could legally and professionally be 

called for as an account and used potentially against or in support of them (NMC, 2018a). I 

ensured each participant was informed and had received an explanation on how such issues 
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would be managed, coupled with providing the names and contact details of local union 

representatives and staff welfare.  

According to Miller, Gluck and Wendler (2010), debriefing is also a standard ethical 

safeguard for any research involving humans to inform participants about the intentions of 

the study. A participant information sheet covering potential issues was disseminated to the 

participant so they could read and retain for their records. Miller et al. (2010) asserted that 

the researcher should use debriefing processes at the end of a study to address any issues, 

deception or harm that may have occurred. Debriefing was necessary with two participants 

who were emotionally distressed at the conclusion of the research interview. I felt that the 

debriefing was essential to ensure each participant was in a stable emotional state when 

leaving. However, debriefing only occurred within the researchers’ skill limitation, time 

parameters and the participants’ need to return to work/home. Thus, advice on how to 

source additional support was given (section 3.6.2). As a researcher, I carried out a follow-

up phone call with the participants to ensure they were okay and had sought the support 

they required. 

Several measures, such as, pseudonyms and codes were adopted to protect the 

confidentiality of the participants’ data and identity in accordance with the Data Protection 

Act 2018. To make the discourse personal to the participant, I asked each participant what 

name, albeit anonymous, they would like to be known by. I thought this was important to 

acknowledge to the participants how their contribution to the research was valued and 

individual to each of them. The participants chose the following names that appear in the 

data: Paula, Kathryn, Glenda, Sarah, Pauline, Frances, Vicky, Mandy, Nicola, Donna, Alison 

and Wendy.  

I was the sole custodian of the data generated, and my records and audio-recordings and 

transcripts were password protected and stored appropriately (Murchison, 2010; Parahoo, 

2014). The participants were informed that their identity and anonymity might be 

compromised because they are representatives from a relatively small organisation and 

disclosed information about how and what their participation was in the research study 

(Eisner, 1991; Lincoln & Guba, 1989).  

Every attempt was made to remain vigilant of my own ethical, professional, legal and 

contractual position of accountability as a registered professional and researcher as I was 

not a neutral figure in this process. However, the risks to me as the researcher were no 

greater than currently accepted by me in my role as Senior Lecturer and within my 

programme leadership and link lecturer responsibilities, dealing with professional concerns 

which may arise in the educational and clinical practice arena. I also remained cognisant I 
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could need to utilise service personnel and my peer-debriefer should I feel compromised or 

need support in any way whilst always maintaining participant anonymity. Due to the 

sensitive nature of the study, I had considerable and meaningful critical discourses with my 

peer-debriefer, where I felt supported and at ease to express my uncertainties and biases, 

safe from judgement and knowing confidentiality of all parties was preserved. 

 

Each participant consented to the study and did not express any concerns about processes 

that may follow. 

 

 

3.6 Data collection 
 

 

3.6.1 Data collection procedures 
 

 

The qualitative approach to data collection employed for this research was the semi-

structured in-depth interview method in an endeavour to explore RNs’ understanding of their 

experiences of caring for patients within professional and contractual boundaries. As the 

researcher, I immersed myself as the primary instrument for data collection to attain the rich 

data GT claims to yield. Data collection took place between February 2018 and November 

2018.  

The participants were asked the question ‘What are your experiences of meeting the needs 

of the patient at the same time as meeting the requirements of The NMC Code and 

operational policies?’ The question presented the RN with the opportunity to articulate their 

experiences directing the course of the interview (Kvale & Brinkman, 2009). However, it was 

necessary for the researcher to keep some control and direct the interview process, 

effectively stage-managing the interviews and ensuring the research’s purpose was met 

(Legard, Keegan & Ward, 2003). The design of semi-structured interviews also permitted 

and enabled the researcher to prepare relevant questions and an interview guide to be 

considered with each participant (Charmaz, 2006; Polit & Beck, 2006). Six predetermined 

open-ended questions were used to gain depth of the research topic. 

1. How do you consider the NMC Code relates to your area of clinical practice? 

2. What are your experiences of working within The Code? 
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3. What is your understanding of professional accountability?  

4. What do you understand by your contractual agreement with your employer?  

5. With regards to potential tensions that may exist between your professional and 

contractual responsibilities, what have you experienced? 

6. What do you consider the ethos of delivery of care to be in your organisation? 

The purpose of the interview questions was to explore and nurture participants’ reflective 

views of their experienced events and actions on the subject matter (Charmaz, 2010, 2014). 

Malone (2003) compared researchers to detectives pursuing clues to a mystery, not knowing 

what will be revealed. In the earlier stages of data collection and analysis, I realised 

occasionally some of my questions were repetitive or vague in how I posed them. 

Fortunately, because I was transcribing from the beginning I was able to remedy this matter 

promptly. I adapted the questions depending on the situation and the direction the 

participant appeared to be going. The interview guide evolved and lengthened over the 

process of data collection in keeping with a GT approach pertaining to emerging theoretical 

interests from the participants’ answers (Charmaz, 2014). Whilst the key questions were 

covered in all interviews, depending on the dynamic of the interview, the order of the 

questions varied between participants. This concurs with Bryman’s (2012) assertion that an 

interview is shaped and directed by the participants’ descriptions. Furthermore, participants 

were encouraged to frame the responses to experiences in their own way. Open-ended 

questions guided me to elicit and comprehend the participants’ perspectives and meanings 

for their experiences and gather rich data.  

The recorded interviews of the 12 participants, the demographic illustrated in table 3.1; 

ranged from 50 minutes to one hour. The literature is non-committal as to how long a 

qualitative interview should be and includes several factors: the type of interviews chosen; 

the complexity and number of questions to be asked; and the participants’ availability 

(Holloway, 2005; Lichtman, 2010). However, 30-60 minutes appears to be a relatively 

common time in terms of interviewing as a method (DiCicco-Bloom & Crabtree, 2006; 

Jamshed, 2014). 
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Table 3.1: Participant demographic 

Participant Pseudonym Years Qualified Band 

Paula  3 5 

Kathryn  33 6 

Glenda  8 6 

Sarah  15 5 

Wendy  27 5 

Pauline  6 5 

Mand  7 5 

Nicola  8 5 

Donna  3 5 

Ali  12 6 

Vicky 13 5 

Frances  6 5 

 

Two *vignettes (Appendix 6) were created and used initially as a mechanism to explore the 

research topic. The researcher employed the vignettes for such reasons: to generate data 

other research questions may not cover; to use them as an icebreaker by exploring a 

sensitive research topic (Barter & Renold, 1999; Hazel, 1995). The vignettes were short but 

with sufficient context and text format depicting plausible generic clinical based situations. 

Vignettes offer participants the opportunity to respond to real scenarios whilst capturing the 

reality of their professional lives (Barter & Renold, 1999; Hughes & Huby, 2004). Weisman 

and Brosgole (1994) advocate the importance of matching the type of vignette to the 

relevant participant group. The first three participants acknowledged the vignettes reflected 

the reality of professional practice. 

On two occasions, the researcher used the vignettes to open the interview, and on another 

occasion, the vignettes were employed to wind down the interview. The participants were 

asked to respond to the particular situations by stating what they felt about the situation, 

what they would do, how they would react and what they ought to do. Often the participants’ 

responses incorporated their clinical experiences similar in situational context to the 

vignettes. Thus, after the first three semi-structured interviews, the researcher concluded the 

vignettes did not add value to the study as a tool to elicit rich thick data information, 

description or explanation from the participant and the decision to cease using the vignettes 

was made. However, the vignettes were available at each interview in the event they were 

required as an icebreaker to make the participant feel at ease (Barter & Renold, 1999; 

Hughes, 1998). It was always the researcher’s intention that the vignettes would be 

employed as complementary to the established research questions schedule. 

The semi-structured interview process took the format of a conversational style (Patton, 

2002). Thus, explaining why the findings of qualitative research are also assumed to be of 
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more informal language and narrative (Gubrium & Holstein, 1998). The general discourse 

from the RNs who knew me corresponded with the discourse from the RNs who were 

unfamiliar with me, informing me that each participant was at ease when talking to me, and it 

was unlikely any of the RNs were withholding information. Furthermore, the conversational 

style permitted the participant to articulate key issues and allowed the researcher to focus on 

those key issues and facilitate their development (Holloway, 2005; Patton, 2002).  

Due to the sensitive nature of the research study, I was cognisant that RNs could potentially 

make attempts to be known by who they would want to be rather than by those they have 

become. I believe three participants were anxious to please the researcher by modifying, 

initially, their behaviour or discourse creating a Hawthorn Effect (Fernald, Coombs, 

DeAlleaume, West & Parnes, 2012). Although once the participants became more 

comfortable within the interview, they appeared to represent themselves in a truer light. 

However, this was an assumption on my part, and I acknowledge my role as a researcher 

was to hear and accept participants’ expressions of experiences and understanding. I 

espoused Denscombe’s (2014) view that whether a participant chooses to exaggerate an 

account of an experience, their word still becomes one of the facts, limiting any research 

study.  

 

 

3.6.2 The interview response 
 

 

In general, all participants were forthcoming with their experiences. On a rare occasion, 

depending on the experience being discussed, it was evident that RNs struggled to recall an 

experience coherently due to the emotional aspect of that experience. Two participants 

during the interview, when referring to practice experiences, responded with anger 

expressing emotional distress, which became evident in their body language and tone of 

voice. Each participant continued articulating their experience without interruption, and as 

the researcher, I was led by the participant in determining how to respond appropriately. I did 

not take notes during the interviews to maintain eye contact and remain focused on the 

participant throughout the interviews., I believe my eye contact reassured the participants I 

recognised their emotional reactions but did not judge them on emotionally turbulent 

occasions. Both participants unnecessarily apologised for expressing emotion and indicated 

they were able to continue with the interview.  
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Throughout, conducting the interviews, I took the stance of being active in developing the 

data (Holstein & Gubrium, 1995) without giving views but empathising with the participant 

(Rubin & Rubin, 1995). This was not without difficulties, as at times, it was an intense 

experience as a novice researcher striving to maintain a balance and professional distance 

due to my involvement in the research topic and the desire to express my view or enter into 

the discussion. Nonetheless, I strove to balance neutrality and objectivity during the 

interviews (Rubin & Rubin, 1995). I knew I had to remain focused on interpreting and 

constructing what was occurring in the RNs’ experiences, ensuring my views did not enter 

the interpretation of participants’ accounts, coupled with remaining vigilant not to shape 

participants’ responses. Indeed, there is expectation constructivists demonstrate how their 

positions and interactions influence the interpretation of the data (Hussein et al., 2014). 

According to Phillips and Burbles (2000), the participants’ perception of the subjective reality 

is interpreted by both the participant and the researcher undertaking the in-depth interviews. 

I believe having relevant background information, a shared culture and experience in clinical 

practice and an educational role enhanced data collection. Conversely, the shared 

experiences also posed challenges for me as a researcher. For example, listening without 

judgement or wanting to interfere as the area I was exploring is rooted in my dual 

professional roles of lecturer and practitioner. On every occasion as a researcher, I needed 

to ensure participants their subjective view was what counted as advocated by Sunstein and 

Chiseri-Strater (2011). 

Initially, I found it difficult to actively listen to each participant’s descriptions of their 

experiences. While listening, I was trying to identify relevant points that a participant made to 

encourage discussion. Thinking ‘on the spot’ of further questions was a regular occurrence 

for me as the researcher I needed to extrapolate information and delve deeper into a 

discussion based on the participants’ responses. Conversely, attempting to not think about 

getting to the next question but feel comfortable when an interviewee swayed away from 

answering the question asked posed difficult. Furthermore, learning to follow the 

interviewees’ lead and their line of thought was also challenging. I permitted the interviewee 

to follow their line of thinking, yet when the opportunity became available, I resumed my line 

of questioning whilst remaining vigilant and respectful of the participants’ time. On occasion, 

it was difficult to decide upon what to follow up further (Legard et al., 2003) to elicit 

clarification and elaboration of valuable and detailed responses or whether it was necessary 

to curb participants’ answers (Holstein & Gubrium, 1995). However, due to the flexibility of 

the semi-structured interview process I was able to use subsequent and explicit questions 

(Kvale, 1996), for example, ‘how do you mean?’, ‘have you an example of that?’ and ‘what’ 

questions (Gubrium & Holstein, 2001) and ‘tell me more about the time …, ‘describe what 
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was most important to …’ (Sunstein & Chiseri-Strater, 2011) to extend responses. It is 

noteworthy to mention how digression of the subject area was also in certain circumstances 

productive. Regularly throughout the interviews follow-up *probe questions (Charmaz, 2006) 

were used resulting in the emergence of theoretical interests (Charmaz, 2014), albeit this 

was not always obvious during the data collection process.  

In addition, the face-to-face interview allowed me to observe the participant for any non-

verbal communication (Khan, 2014). As a researcher, I was conscious of each participant’s 

body language, the emotional intensity and tone of voice, laughing, nervous giggles, 

inflexions, exaggerated words and occasional silences. The conversation with each 

participant included more than words; the silences were as revealing as words (Charmaz, 

2014). Legard et al. (2003) assert how silences can be productive in in-depth interviews and 

the importance for the researcher to be comfortable holding the silence until the participant is 

ready to speak. Observing for nuances and emotion coupled with concentrating on the 

paralanguage such as ‘ums’ and ‘aahs’ required stamina because these cues were 

significant in the researcher’s interpretation of the meaning and the situational factors the 

participant gave to an answer (Parahoo, 2014). Record of this paralanguage was made 

almost immediately after the interview and during memo writing (example; Appendix 7). This 

specifically was because I knew if they were not they could have been misinterpreted if I had 

waited until I was ready to transcribe.   

I did not right incorrect terminology that some participants used or participants’ 

misinterpretation/understanding of The Code or policies. I journaled the descriptions of the 

right or wrong of the participants’ responses based on what I know from my professional 

experience and knowledge. Allan (2006) advocates the researcher, in these situations, 

maintains a reflexive diary to differentiate between their voice as a researcher and that of the 

participant. This was achieved through regular reflective style journaling and discussion with 

my peer-debriefer facilitated me to examine my emotional responses, reactions and 

frustrations and express alternative perspectives (Holstein & Gubrium, 1995). *Reflexivity 

embedded throughout my research continually encouraged me to examine and challenge 

my belief systems and biases, which potentially could affect the study (Alvesson & 

Skoldberg, 2017; Bryman, 2012). According to Charmaz (2006) a lack of reflexivity can lead 

to the emergence of the researcher’s implicit assumptions and interpretation to an extent it 

leaves them detached. Thus, reflexivity is vital to ensure the truthfulness and rigour of 

qualitative research (Creswell & Poth, 2018). Interestingly, I found the opportunities to write 

in my reflective journal and have critical discussions with my peer-debriefer both challenging 

and positive cathartic experiences.  
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The face-to-face interview allowed the interviewer and the participant an opportunity to 

clarify any ambiguities rather than the researcher making assumptions (Britten, 1995; Khan, 

2014) after the event. I realised from undertaking a small-scale study previously I did not 

have the time to return for participant revalidation. Subsequently, during these interviews, I 

attempted to gain some level of participant validation by asking for clarification of points and 

if I had the correct interpretation of what the participant articulated. Every attempt was made 

to represent each participant’s true voice. However, despite such intention, there was 

undoubtedly a level of contamination by the very nature of my interpretations and 

constructions of the data (Freeman et al., 2007) as I reconstructed the constructions (Lincoln 

& Guba, 1985) during the data collection process in parallel to the data analysis phase 

(Glaser & Strauss, 1967).  

On two occasions, I detected two participants who were still distressed by the event they 

were discussing during the description of a professional experience verbally and non-

verbally. I felt it was appropriate at the end of the interview to return to this period to see if 

the participants wanted to discuss this subject further, and both participants asked to do so. 

At this time, I afforded the RNs an opportunity to speak openly, and I did not rush them. As a 

researcher, my role was to ensure the participants left feeling comfortable and informed 

about how to seek further professional support should it be required. It was noted by several 

of the participants how the interview was cathartic because it allowed them an opportunity to 

explain, reflect upon, understand and make sense of individual experiences in their world. 

Each participant was thanked and informed of their valuable contribution to my research. 

One participant, because they had the opportunity to reflect on practice experiences and 

stop and think about The Code and policies, at the end of the interview, said, ‘Thank you I 

have learnt a lot’.   

The semi-structured interview approach afforded me to be flexible and interactive whilst 

gathering data and meaning to experiences explored. Each interview was unique, although 

interestingly on several accounts, during the interviews, the participants’ responses echoed 

a shared discourse (Charmaz, 2014).  
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3.6.3 Theoretical saturation 
 

 

Successful theoretical sampling is the crux of theoretical saturation (Glaser & Strauss, 

1967), the point where no further data emerges (Guest, Bunce, & Johnson, 2006). The data 

collected from the interviews were analysed to determine any need for additional sampling 

(Corbin & Strauss, 2008) and continued until data saturation was achieved (Charmaz, 2014). 

A paucity of new information emerging from the last participant revealed that in-depth rich 

data was received from the 12 RNs, and thus, theoretical saturation was achieved with 12 

RN interviews. As RNs work within and share a professional social context with, for the most 

part, shared experiences of repeated instances I believe this is why theoretical saturation 

was reached with only 12 participants.  

 

 

3.6.4 Transcribing of the data  
 

 

Data collection generated a significant volume of information (Sutton & Austin, 2015). 

Transcribing was overwhelming and time-consuming, with each transcribed audio recording 

entailing up to 42 pages of written dialogue or over 17,000 lines of text. As I am neither an 

experienced researcher nor a transcriber, it took 14 hours to transcribe a one-hour audio 

recording. Sutton and Austin (2015) claim it can take an experienced researcher up to 8 

hours to transcribe a 45-minute interview recording. For the most part, interview transcription 

was conducted within 48 hours of the interview. Zuboff (1988) and O’Leary (2014) 

recommend transcribing immediately after the interview for authenticity. As advocated by 

Sandelowski (1998), listening to the recordings several times, afforded me an opportunity to 

pay specific attention to the nuances of each RN’s discourse. Furthermore, the regular 

listening of the audio recordings provided me with a chance to pursue leads early. My 

thoughts on situational factors were made in a margin next to the transcription record to 

provide context for future recall and ensure these additions were stored appropriately and 

securely. The recordings were transcribed verbatim. Some issues occurred when I was 

transcribing including capturing the spoken word as one participant appeared to lower their 

voice when they were uncertain or embarrassed by their answer and participants not 

completing sentences and running on in sentences. However, once transcribing was 

finished, I listened to the audio-recording whilst examining the transcribed record to limit 

misinterpretations, omissions and any inaccuracies.  
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3.6.5 Data Analysis Procedures 
 

 

This section details the recounting and evolution of the research stages from the data 

analysis using the constructivist GT approach, as shown in Figure 3.1. Despite Glaser, 

Strauss, and Charmaz having had differing philosophical assumptions, constructivist GT is 

underpinned by several universal GT data analysis methods: memo writing; constant 

comparisons; theoretical sampling; and saturation (Charmaz, 2008; Glaser & Strauss, 1967; 

Strauss & Corbin, 1990), illustrated in table 3.2.  

Figure 3.1: Constructivist GT supports a schemed process (Alemu et al., 2017) 

 

Table 4.2: Defining characteristics of GT (Charmaz, 2006) 
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In concordance with a constructivist GT approach, data analysis ran concurrently with data 

collection (Charmaz, 2014; Sbaraini, Carter, Wendell & Blinkhorn, 2011). My analysis of the 

primary transcript gave me an insight, as a novice researcher, into the level of analysis 

required to disassemble the data into microscopic parts, as well as the importance of 

understanding each participant’s data not only individually but by connecting the data 

through constant cross-comparison (Charmaz, 2006).  

Line by line coding occurs during the initial data analysis (Charmaz, 1996), (example; 

Appendix 8), and is about asking those questions of the data: What is the main concern 

being faced by the participant?” and “What accounts for the continual resolving of this 

concern?” (Glaser & Holton, 2004, para. 48). I employed, for the most part, as advocated by 

Charmaz (2008) Glaser and Holton’s questions in an attempt to remain theoretically 

sensitive (Glaser & Holton, 2004). These questions assisted me in the interpretative analysis 

of the data and make a judgement that was fundamental as it emphasised that which 

Kinsella (2006) reported as the situated nature of interpretation. My initial intermittent review 

of data created and formulated relevant codes or short sequence of words, through labelling 

phrases or short lines, in the margin of the transcripts. From there I employed Charmaz’s 

(2008) endorsement of using *gerund verbs to make connections between codes whilst 

remaining “focused on participants’ responses and contextual meanings” (p. 49). As a novice 

researcher I felt at times I was grappling with the meaning of the data, as I manually 

analysed each interview transcript individually and then during comparisons. I can say with 

certainty analysis was non-linear as a chain of evidence was gathering. Admittedly, the first 

few interviews were coded numerous times, although that is notably acceptable and 

advocated during the analysis phase (Charmaz, 2014). Occasionally I felt my codes came 

from my preconceived ideas, as I was researching the world I came from, coupled with my 

inexperience as a researcher. On reflection, my past influences may have precluded my 

open-mindedness to permit ideas to emerge and I also felt my codes were not as 

sophisticated as I thought they should be. I actively informally journaled throughout the data 

analysis process and subsequent theory formation; following my review of each of the 

recordings, I purposefully documented my interpretations of the discourses. According to 

Lempert (2007), memo writing is essential to GT methodology, a specialised type of informal 

written record (Charmaz, 2014; Corbin & Strauss, 2008). Fortunately, there is no single 

prescriptive method of memo-writing as the memos are for personal rather than public use 

(Charmaz, 2014). Therefore, I could write informally using unofficial language. My immersion 

in the data analysis process also necessitated the counsel of my peer-debriefer, as 

advocated by Barber and Walczak (2009) in offering an alternative and or additional 

perspective to the researcher. I appreciated why Barber and Walczak (2009) encouraged 
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this practice, and I found myself relying significantly on my peer-debriefer not just to critique 

my meaning of the data but the categories proposed and the emerging theory, throughout 

the remainder of the analysis phase. My peer-debriefer supported me to continue to act with 

integrity to strengthen the trustworthiness of my study.  

The emerging codes and points of trepidation or interest to the participants were coded 

using constant comparative analysis. The codes built an understanding of points where the 

data converged. These codes reflected factors that influenced the realities perceived and 

interpreted by those RNs from clinical practice locally. Approximately 1,440 primary code 

gerunds emerged between the transcripts of the 12 research participants. To maintain some 

order and to manage ongoing comparative analysis, the gerund codes were written on post-

it notes, colour specific per participant, and attached to allocated participant flip chart paper 

(examples; Appendix 9). This presentation style of the initial codes allowed me to move back 

and forth between the data analysis and coding processes and bring those similar codes 

together. From undertaking the aforementioned process I found numerous sub-codes of 

existing codes or that I had the same code several times. Furthermore, several existing 

codes were similar in concept and after examination and consideration, new codes emerged, 

resulting in 140 codes. The sizeable number of codes necessitated a further assessment of 

similarities and differences of concepts within participants’ narratives and between 

participants’ experiences, resulting in 41 refined initial codes (Appendix 10) and my 

progression to the focused coding stage.  

I experienced what Charmaz (2014) refers to as a researcher having an ‘Aha’ experience at 

the focused coding stage. At this stage, things became less implicit and more explicit 

necessitating me to return to previous data and explore any data I may have overlooked. 

Whilst I remained receptive to all the data, as advocated by Glaser (2002), there were some 

I did not use because it was extraneous to the research topic. The focused coding stage 

enabled me to ask myself what bigger story the primary codes were telling me and to 

advance my understanding of the codes to a higher level, a process described as essential 

by Charmaz (2014) and Cho and Lee (2014) to sort and analyse large chunks of data. My 

data comparison continued throughout, with 16 categories emerging (Appendix 10). 

According to Draucker, Martsolf, Ross and Rusk (2007), the relationships of earlier codes 

are identified to facilitate the emergence of categories. Emergent categories and themes 

were resultant and validated through the ongoing analysis process (Charmaz, 2014; Cho & 

Lee, 2014) and discussion with my peer-debriefer, who ultimately agreed with the themes 

(Appendix 10) that emerged.  
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The relationship between the codes, categories, and themes coalesced which progressed 

this research theoretically forward and explains the phenomena under study and verified a 

new understanding of the phenomena by providing a theory.  

This chapter describes how and why I arrived at espousing constructivist GT as the most 

appropriate research approach in answering my research enquiry within a qualitative 

perspective. The qualitative approach afforded the researcher the opportunity to interpret 

and explore RNs’ experiences whilst also being able to incorporate my own experiences, 

context and understandings. This chapter also encompassed the sample and recruitment 

strategies, data collection, data analysis and the complexities surrounding the nature of GT.  

The sensitive nature of this subject area identified and addressed the ethical issues along 

with embedding the reflexive self throughout the research process. Because the purpose of 

the research study was, as asserted by Holstein and Gubrium (1995, p. 5) to capture the 

“how’s of social processes” coupled with the “what’s of lived experience”, I believe the data 

collected from local RNs in acute care settings reflected the influence of those settings on 

the realities perceived and interpreted by the RNs. The theoretical conceptualisation as 

shown in Figure 5.1 presents the dichotomy between The Code and local operational clinical 

policy, for example, ICP and, administration of medicines. Whilst The Code and operational 

policy each are significant and paradoxically coexist they need to complement each other to 

affect an evolving and dynamic contemporary healthcare organisation. 

The following chapter reports the findings of my data analysis.   
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Chapter 4: Findings 
 

 

 

This chapter combined findings and discussion and details the research participants’ data 

and how the data was articulated and used as evidence to build a theory of professional 

liminality. I have presented the descriptions which best represent the participants’ 

perceptions to give their views on the research question. The descriptive quotations 

presented are translated verbatim, and I signpost information that precedes to present a 

more comprehensive sense of further illuminating the data. I intentionally intertwine 

participant responses with available evidence to further validate my findings and present 

data points for the theory developed. The various implications for practice, the public, RNs 

and the organisation are also presented. 

 

 

4.1 Liminality 
 

 

Liminality is an anthropological concept originating from the work of van Gennep (1960) on 

periods of transition in culture, and re-theorised by Turner (1969) to include any period of 

change and again latterly across disciplines considering people in spaces between two 

worlds (Daly, Armstrong & Lowndes, 2015; Sweeney, 2009). Furthermore, a state of 

liminality is not linear nor a singular episode (Allan et al., 2015). The concept of liminality in 

nursing is not new, for example, recently qualified RNs have been described as being in a 

liminal space when transitioning from SN to RN (Allan et al., 2015). Several studies 

internationally were undertaken on advanced nurse practitioners struggling to gain 

acceptance of the scope of practice (Billay, Myrick & Yonge, 2015; Brown & Olshansky, 

1997; Jakimowicz, Williams & Stankiewicz, 2017). I argue RNs are positioned in a liminal 

space of ‘betwixt and between’ when adhering to professional and organisational dictates as 

they care for patients, which sometimes induces a situational dichotomy when delivering 

patient care. The unpredictability of dealing with humans within healthcare means patients 

will not require or respond to a prescriptive diktat despite the RN being expected to. Thus, it 

could be argued how dealing with the unpredictability of people compels RNs to be in these 

liminal states.  



 

83 
J21028 

Prior to contextualising the three themes that emerged it would be remiss of me not to 

articulate how staffing and time limitations were identified by the participants as fundamental 

trepidations which added to the complexity of the RN experiences.  

Ford (2021) expressed for ministers of the UK government to take action to tackle staff 

shortages and ensure there is enough staff on shift to care, properly and safely, for patients. 

Unfortunately, it is extensively documented that there is a global shortage of RNs (Drennan 

& Ross, 2019; England, 2015; Marć, Bartosiewicz, Burzyńska, Chmiel & Januszewicz, 2019; 

Oliver & Care, 2019), further substantiated by the more recent Covid-19 Pandemic (Xu, 

Intrator & Bowblis, 2020). An RCN report in early 2022 which examined nursing workforce 

data from January 2020 through the Covid-19 pandemic, found that the Covid-19 pandemic 

only highlighted and exacerbated the existing long-standing issues with workforce supply 

and retention. Dolton, Nguyen, Castellanos, and Rolfe (2018), in a report to the Cavendish 

Coalition, and Dayan et al. (2021) in their research report ‘Going it alone, Health and Brexit 

in the UK’ acknowledged staffing and sustainability becoming a critical problem in the UK, 

due to new immigration rules. I believe this finding is not a new one but nevertheless 

frightening to think of the future when the health and social care sector is already plagued 

with staffing issues. Consequently, today’s society is more exposed to risks due to factors 

beyond their control, such as staff shortages (Checkland et al., 2004; Martin, 2015). 

Evidence from an increasing number of research studies internationally continue to assert 

greater RN levels in an organisation are associated with improved care quality and better 

patient outcomes (Aiken, Clarke, Sloane, Sochalski & Silber, 2002; Brennan, Daly & Jones, 

2013; Cho, Chin, Kim & Hong, 2016; Kane, Shamliyan, Mueller, Duval & Wilt, 2007; 

Needleman et al., 2011). Thus, inferring a shortage of RNs in an organisation could be 

associated with poorer patient outcomes (Cho, Chin, Kim & Hong, 2016; Griffiths et al., 

2016; Montgomery, Panagopoulou, Kehoe & Valkanos, 2011). It was evident from the 

participants’ narrative they are balancing the disparity between available staffing resources 

and clinical needs (Martin, 2018): 

There’s alot isn’t there to do they’re [NMC & Employer] saying in one hand to 
deliver high care yet there’re not the systems or support in place to be able to 
do it… it’s the lack of available staff…. (Kathryn)  

It feels very strained, yeah it feels very strained I just feel that there is a lot of 
pressure in our delivery of care there’s em obviously it's always the whole 
you know staffing level that's looming it’s like a black cloud over everyone 
about it (Pauline) 

You know I think sometimes the pressures and stresses of like when it’s so 
busy sometimes you have no staff and you can’t look after your patients right 
participant data reviewed and inserted original omission from discourse…as 
the NMC expect us to, it’s not really what you want (Glenda)  
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The participant discussions concerning the reality of attempting to provide an acceptable 

level of care, as per The Code, in the face of restricted resources echoed those of Tadd 

(1994) almost thirty years previous. Griffiths et al. (2016) reviewed the impact of nursing care 

left undone on patient outcomes and concluded it had a negative effect on patient 

satisfaction and clinical outcome, for example, pressure ulcer deterioration and medication 

errors. Thus, increasing RN staffing levels might reduce the frequency of poor patient 

outcomes, work left undone and increase patient satisfaction. However, it could be argued 

that the association between positive patient satisfaction and higher RN staffing level cannot 

be directly related as several variables need to be considered, for example, the competence 

of the RN and the clinical demands within an area at a given time.   

Mandy contemplated how a combination of staffing and skill issues might be the reason for 

something going wrong beyond the individual RN’s control:  

If something doesn’t go the way you want it to go it might not necessarily 
have anything to do with yourself it could be poor staffing poor skill mix, lack 
of staffing which is obviously a major issue, people being shifted from one 
area to another and being expected to work competently in that area where 
they don’t normally work and nobody is happy and the patients they are at 
risk (Mandy) 

Evidence suggests how poor staff morale is also bad for patient care (Gilbody et al., 2006; 

Totman, Hundt, Wearn, Paul & Johnson, 2011; Yang & Huang, 2005). Donna not only 

corroborated with the participants above regarding demands on staff and poor staffing levels 

she also expressed the notion that morale and staffing issues were connected:  

Em I don’t think the morale is particularly fantastic due to poor staffing and I 
think everybody's under a lot of pressure, everybody is quite stressed…I 
don’t know how high sickness is but I think it's not fantastic either from what I 
hear, people come in when they should be off as they feel so guilty and lack 
of staff doesn’t help (Donna) 

The latter of the above narrative is substantiated by the NHS Staff Survey (The Picker 

Institute, 2019), which conveyed that 56.6 per cent of staff reported they had gone to work 

despite not feeling well enough. Worryingly, this appears to be a continuous behaviour of 

staff, working when ill, as in 2017 it was recorded as 56.6% and in 2018 56.5%. Pauline, in 

her narrative, appears that it might be the pressure and feeling of guilt an individual put on 

themselves if they were to call in sick for a shift:    

I feel terrible if I ever have to call in sick yeah 'cause you know the hospital is 
busy at the minute even more so than it has been in the last few years so you 
just feel awful a member of staff down and you know that you are not going to 
get cover which is probably where the guilt comes but it’s just because we 
are a supportive team (Pauline) 

I did not gather information locally to state whether those who said they went into work ill 

were due to pressure from the manager/organisation or it was the pressure they put on 
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themselves. Nonetheless, the implications of sickness presenteeism (Aronsson, Gustafsson 

& Dallner, 2000), are concerning regarding patient safety and RNs practicing safely (Letvak, 

Ruhm & Gupta, 2012; NMC, 2018a).  

However, Sarah highlighted the reality of the situation in her area, which could explain why 

there is sickness presenteeism and or risk to patient care: 

We’re three nurses down so everybody is doing extras so you’re thinking 
they’re not getting the rest they need I think that makes people more tired 
and they are coming in ill and things can be affected really (Sarah) 

The NHS (2019) reported an increase from 2016 of 3.5% in staff reporting feeling unwell due 

to work-related stress, the recording now at 40.3%. This is a significant increase in a three-

year period and although it is not exclusively specific to RNs, it still warrants a close eye and 

a consideration locally. Finding the root cause of some staff absenteeism and attempts 

made to improve working conditions could positively impact RNs returning to work and RN 

retainment. As Martin (2018) emphasised, the “well-being of patients is dependent on the 

well-being of the nurses providing their care” (p. 10). Moreover, RN absenteeism can 

significantly affect the delivery of quality patient care and patient outcomes (Baydoun, Dumit 

& Daouk‐Öyry, 2016).  

Akin to inadequate staffing levels, how the time RNs spend with patients is associated with 

positive patient outcomes and reduced errors (Duffield et al., 2011; Needleman et al., 2011) 

and RN job satisfaction (Duffield et al., 2011; Westbrook, Duffield, Li & Creswick, 2011). 

However, time limitation was defined by an actual desire to meet contemporary care 

demands (Duffield et al., 2011; Fitzgerald, Pearson, Walsh, Long & Heinrich, 2003). This 

opinion was in accord with Kathryn’s and Glenda’s discourses: 

There are more and more yeah demands on us as the patients require more 
care and we want to give them that care yeah but we haven’t the time to 
meet it all which is often the way (Kathryn) 

…it’s just the volume of work you have to get done in your shift really, I think 
it’s just more the amount you have to do in the time is increasing, we don’t 
have enough time (Glenda)  

It was unanimous amongst the participants how time was a major issue on their ability to 

meet care demands and it was further evident from the participants’ narrative that the 

amount of time they can spend with patients is central to meeting The Code and their job 

satisfaction. With Wendy and Pauline epitomising how time pressure affects the care given 

and the impact on the RN: 

I can’t speak for anybody else but I know that if I am assigned a certain 
amount of patients you do want to build up that rapport with them it’s just as 
important with them as it is with anybody else so when you feel that you only 
saw somebody once on a shift it’s not a very nice feeling is it? And if other 
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patients are near death or have complex issues and they need to talk to you, 
and you are not available that can make you feel a bit …I’ve let them down 
and you do you genuinely do get that feeling that you have let people down 
(Wendy) 

I think it's very difficult because sometimes you're so busy you're literally 
running in throwing up Paracetamol and running out again aren't you so is 
that treating everyone as an individual not really but you are just doing what 
needs to be done so that you get what needs to be done and that what’s 
most important for the patient. I mean sometimes you don't have time to stop 
and talk to them so I think the NMC and management have an idealistic 
vision of what you need to be doing without really considering sometimes 
how difficult that might be to deliver but everyone needs things done 
(Pauline) 

It appears from the participants’ narratives they organise their workload in response to 

completing tasks, the urgency of the task at hand and being efficient with their time which 

concurs with a study undertaken by Sharp, Mcallister and Broadbent (2018). Sharp et al. 

(2018) found from their ethnographic study of RNs in an acute surgical setting that task-

focused and fast-paced working predominated the workplace culture. It would appear from 

the narratives of the participants and the RNs on AWs that nursing cannot but be purely 

task-focused/procedural when trying to uphold patient care demands for reasons expressed 

previously, time limitations and inadequate staffing levels. Martin (2018) alluded to the 

nursing profession being at risk of losing its humanity as it is getting task-orientated. Despite 

these indications, the NMC continue to drive forward the notion of holistic care in their 

assertion despite more task-focused skills being included in the pre-registration nursing 

curriculum (NMC, 2018):  

A holistic approach to the care of people is essential and all nursing 
procedures should be carried out in a way which reflects cultural awareness 
and ensures that the needs, priorities, expertise and preferences of people 
are always valued and taken into account (p. 31) 

Donna expresses how difficult it would be to meet the above diktat: 

It's just not only about you know the amount of patients you’ve got it’s about 
the condition, the quality, the quality of care yeah so you know you just want 
to do the best obviously like making the time is just it's just yeah it’s really 
difficult because we haven’t enough time to look after our patients holistically 
(Donna) 

Nicola articulated: “I need more time to do my job like they want me to, and to stay within the 

code”. Sharp et al. (2018) reported how fast-paced and task-focused ways of working 

causes psychological tension for RNs as they cannot deliver patient-centred care and are 

therefore unable to meet professional values. Jourdain and Chênevert (2010) and Sharp et 

al. (2018) postulated that RNs habitually faced with a demanding workload can lead to 

emotional strain and burnout. Such problems could result in job dissatisfaction and change 

RNs’ attitudes toward the profession.  
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A UK study undertaken by May, Sibley and Hunt (2014) concluded how “the capability of 

nurses to operationalise a clinical guideline depends on its intrinsic workability and 

integration within the constraints of clinical practice” (p.297). The constant most common 

reasons expressed that impedes participants from adhering to the policy include resources 

such as time and staffing (Valiee & Salehnejad, 2020; Abrahamson, Fox & Doebbeling, 

2012; Jun, Kovner & Stimpfel, 2016): “If you are under time pressure definitely adhering to 

the policy in full now that's a big issue it just can’t be done” (Sarah): “it's only one nurse 

putting up the IV bag of fluid … it’s time really you don’t have the time to follow how the 

policy says you should” (Donna).  

A couple of participants did not refer to a lack of resources in meeting care demands, which I 

anticipate might be because it is something they have come to recognise as innate and 

uncontrollable factors within today’s contemporary healthcare organisation. However, 

caution is warranted in these instances as this tacit acceptance could have an unconscious 

impact on those RNs, which could lead to burnout, increased stress level, sickness, and 

consideration of a job change or leave.  

Both staffing and time complexities are explored further within the participants’ descriptions 

of their experiences as they are threaded throughout the themes of Governance, 

Professional discrepancies and Professional disquiet.  

 

 

 

4.2 Governance  
 

 

 

Professional liminality was found to reflect the aspects of governance that influence clinical 

practice. Governance defines accurately the role of the organisation and the professional 

body in that they have “authority or power to control, direct, determine, influence and 

regulate” (Attree, 2005, p. 387). Thus, governance determines, controls, regulates and 

influences the quality of RN practice. RNs in this research study demonstrated a consensus 

of appreciation for the need for organisational and professional governance to guide daily 

clinical practice.  

From the participants’ narrative, it was evident they knew that there are explicit objectives of 

what is to be achieved and why with professional and organisational governance. With 
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Mandy asserting, “Totally, I mean it’s the backbone of our clinical practice the code is 

basically our Bible to which we’re supposed to practice to” and: 

The hospital they're trusting me to do my job in the right way aren’t they and 
that’s why they employ me I suppose. So I am accountable to them I need to 
keep their reputation and follow their policies and enforce those myself 
(Pauline)  

There was also a sense of unperturbedness of such structures as professional and 

organisational governance is the underlying purpose which unites them professionally: 

“Obviously we have all got rules and regulations to follow and policies to follow and 

everything we know we have to abide by it as it’s what we signed up for” (Vicky). Almost 

unanimously, the participants expressed no issue with the expectation of adhering to The 

Code. Glenda sums up the consensus of the importance of The Code in their everyday 

practice and professionalism; “You are always upholding the reputation of the profession in 

and outside of work, you are abiding by safe practice, you are practicing on the best 

evidence base”. 

Interestingly ongoing discourse around governance was predominantly with respect to The 

Code. Participants referred to it in relation to: understanding; application; a protective and 

supportive tool; content terminology, and its place in the nursing curriculum.    

 

4.2.1 Understanding The Code 
 

 

Glenda’s perception concurs with an exploratory study by Silva et al. (2018), on RNs in 

Brazil who follow a similar code of practice to UK RNs, of RNs’ understanding of the code of 

ethics and its relevance to practice. Comparable to the law The Code rules professional 

practice, and on initial reading, The Code might give the impression it is straightforward to 

adhere to. Some of the participants grasped The Code’s meaning and purpose, whilst others 

showed a limited understanding of the language of The Code or that The Code has had 

several revisions since they last looked at it. This concerned me, and I believe it should be of 

concern for the individual RN and the management and the organisation as a whole. As a 

researcher, I perceived some confusion from several participants around their understanding 

of The Code. Most participants had no idea there had been an updated version in 2015, let 

alone in 2018. A couple mentioned they knew The Code because they had been through the 

revalidation process. Although some participants expressed a good understanding, others 

appeared confused. Eight of the participants were unaware The Code was now presented as 

four pillars; some looked surprised, some appeared to feel uncomfortable, whilst others 
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giggled nervously with what appeared to be a level of embarrassment that they were 

unaware of the pillars when I mentioned it to them.  

Another dimension discussed was the content of The Code constituting common-sense 

knowledge, which echoes findings from a study of nurses’ views in six European countries 

undertaken by Tadd et al. (2006): “I don’t think that the code is anything that is particularly 

difficult…it is just kind of like common sense” (Pauline); “…once you qualify it’s kind of a 

common-sense code” (Sarah); and, 

As much as policies and guidelines are important sometimes it's like your 
common-sense you know 'cause you're seeing what's going on, you know 
your patients very well…you know common-sense goes a long way (Donna)  

While Tadd et al. (2006) do not clarify their interpretation of ‘common-sense’, the 

participants’ meaning of ‘common-sense’ was applying their prudent judgement and 

professional experience to clinical practice.  

Although some participants stated that The Code is laid out differently now and has had 

changes to it, they could not articulate the differences when asked. The contradiction of such 

ambiguity for RNs asserting to be professionals did not rest comfortably with me. However, I 

would argue it might be perceived as inconsequential to busy RNs, how often and in what 

format The Code is revised because the essence of The Code does not change and reflects 

the professional value always to promote patient beneficence.   

Several participants alluded to this view when they expressed, “I want to be good person 

and I want to make sure I give the best care yeah” (Pauline). “Every nurse that comes in the 

door that morning, wants to do the best they can and come in to do a good job” (Alison). 

Such narratives are in congruence with what Numminen et al. (2009) found from a review of 

the literature almost 30 years previously. Generally, RNs’ values embraced those of The 

Code. This embracing was not a result of education of individual iteration of The Code, but 

rather more from personal experience and environmental contexts. Thus, one could argue 

that these values are innate in an RN, and there is a sense of implicit purpose; however, I 

would strongly advise that RNs know of The Code revisions and updates as they still have to 

apply and adhere to The Code in practice.  

 

4.2.2 Applying ‘The Code’ in practice 
 

 

Tadd et al. (2006) reported how largely RNs believed codes had limited practical value. 

These findings were in contention with my research findings. Unanimously, the participants 

expressed The Code factored into their daily practice: “Erm it’s a good guide I think it 
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influences all our practice experiences…it’s what we do every day” (Paula), “I’m working with 

the code all the time so all areas of the code apply I think there’s not really any area that 

doesn’t really fit very well” (Glenda) and,  

…it relates to even basics like you know washing someone, protecting their 
dignity and confidentiality. By doing the best for your patient by keeping them 
safe it’s everything we do all the time, it’s nursing it’s our core values 
(Kathryn) 

However, the local participants claimed The Code was an unworkable ideal. One participant 

expressed that they endeavoured to apply The Code in practice, but it was difficult to do so 

all the time: “Em I think on the whole we do try to work within the code yeah I think we really 

do try to yeah but it is hard” (Alison). When interpreting the participants’ tone of voice and 

facial expressions, it was my perception that when they communicated how they could apply 

The Code in clinical practice, the RNs were both gratified and proud of themselves. This 

interpretation substantiates Biton and Tabak’s (2003) claim that being able to apply The 

Code in nursing practice impacts positively on RNs’ job satisfaction. Interestingly, Alison’s 

perspective accepts the defined boundaries but her will to adhere to those boundaries is 

sometimes in conflict. Another participant highlighted how unpredictable 

dilemmas/situational factors might hinder adherence to The Code:  

When you go in for your shift you don't know what you're going to be faced 
with you don't know what challenges you're going to have and… you can’t 
always guarantee you can adhere to the code (Mandy)  

This is especially pertinent because the RNs role is nonlinear and multifaceted (Tsai, 2021). 

Yet, I think The Code is prescriptive, primarily concerned with the RNs’ conduct and 

conformity and undervalues the RN’s practice-related contextual judgements essential within 

contemporary nursing.  

Another interesting claim from several participants related to their unconscious use of The 

Code which concurs with the findings from two qualitative studies by Heikkinen et al. (2006) 

and Tadd et al. (2006) on nurses in European countries who follow a similar code of 

conduct. Almost unanimously, the RNs claimed how codes of conduct had become an innate 

part of them professionally, with several narratives summing up their views; “It’s there it’s 

just in you from day one” (Glenda); “it’s ingrained in you” (Mandy); “it is constantly in the 

background, in my head anyway” (Wendy); and, “there is a point where you know all of the 

code and it is almost a second nature thing I think” (Pauline).  

Participants generally did not view The Code as a new entity every few years but as 

something ingrained in them and a general expectation of being an RN. However, I found it 

concerning that RNs who reported they do not think about it are not explicitly reflecting 
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around the values on which The Code and practice are based as it is a required occurrence 

of evidence for revalidation, which protects them.  

 

 

4.2.3 The Code as protector and support mechanism 
 

 

The role of the NMC as a professional regulator of RNs is to protect the public (NMC, 2018) 

and whilst it does not explicitly assert it protects the RN, the majority of participants 

emphasised how The Code protected them:  

If you get asked to do something … and you know you’re not confident … or 
you’re not technically competent then obviously it gives you the confidence to 
say actually no I can’t do that … I can’t act outside of the code (Paula);  

It also gives us a set of rules to work by really and if you follow those rules we 
are protected so whilst it is primarily aimed at protecting the public it protects 
us as well (Sarah);  

You’re expecting me to be of a certain calibre, so you gotta keep yourself up-
to-date that in its own way is a protective mode. It’s not only to practice safely 
around the patient; it’s not only for them it’s for you (Wendy); and, 

Whilst you need to protect your patients you also need to protect your 
registration aswell and by doing the reports and raising the concerns I'm 
trying to follow the rules you are protecting your registration (Glenda).  

However, one participant did not share the same view and appeared unaware of how The 

Code could be a protective tool for RNs:  

I’d say it frightens you because you think how does that actually protect me 
because most of it is mainly about you know this is what you should do like 
patient safety which is obviously number one but you need looking after as 
well, also how am I protected and how can I use this to cover myself? 
(Donna)  

 

4.2.4 Change in terminology  
 

 

The word must has replaced the word should for the most part in the current code (NMC, 

2018a). ‘Should’ is used in The Code in the introduction in regard to working within one’s 

competence and being professionally committed to the standards and under the pillar 

promote professionalism and trust. ‘Should’ is mentioned within the short opening narrative 

in relation to displaying personal commitment to the standards of practice and behaviour in 
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The Code and being a role model of integrity and leadership (NMC, 2018a). When asked 

about the word must in The Code several of the participants had no awareness the word 

should had been replaced with must: “I don’t think I noticed the word must” (Sarah); “Oh I 

didn't even notice to be honest, is it in the sections? Well that’s a big impact on a word isn’t 

it?” (Vicky); and “Oh gosh … no I can't honestly say that I've read it in depth to notice a 

change in the word” (Donna).  

There were varied perspectives to the inclusion of the word must, from:  

It’s just not a nice feeling is it having the word must, you should feel like you 
want to, that that’s how you should want to care not how you are told you 
have to … it could be worded better” (Paula), to; 

I think it is better I think it sets boundaries you know where you are rather 
than any lawyer could have a field day with the word should, should but only 
should whereas must is very down the line” (Vicky).  

One participant believed that sometimes you might not always be able to do something but 

once you can justify your actions and safeguard the patient then there is no concern: 

…so to use the word must definitely is a little bit like ‘oh maybe I can’t for 
some reason’ but so long as you can provide a rationale for what you've done 
and it's still in best interest of the patient then surely that should be the thing 
that's more important that safety has been preserved for the patients and 
their health is maximised (Kathryn) 

As a researcher with an in-depth understanding of The Code, I felt it was unfortunate that 

RNs failed to maintain current working knowledge and understanding of The Code, given 

that this guides their everyday practice. Some participants did not realise the word must was 

an inherent part of the individual statements in The Code. This lack of awareness or 

attention to detail, I feel, could have negative implications for RNs’ professional practice. I 

utilised my peer-debriefer to ensure that I dealt with the data with due rigour and did not let 

personal bias override a professional stance. After discussing with my peer-debriefer, I 

became acutely aware my personal and professional anxieties far outweighed the RNs. 

Furthermore, when reviewing the literature to determine evidence to explore my concerns, I 

could not locate any literature that explored terminology used in any iteration of the codes or 

the impact it may have on RNs’ practice. Consequently, I had nothing with which to compare 

my findings or concerns. 
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4.2.5 The Code and the Nursing Curriculum 
 

 

The Code and the standards and guidance that underpin it are integral parts of the Nursing 

Curriculum (NMC, 2018a) with the purpose at the point of registration for all RNs to 

understand and act in accordance with The Code. Indeed, The Code is written for educators 

to assist SNs in understanding what it means to be a registered professional and how to 

keep to The Code to maintain registration. Evidence suggests educating learners about The 

Code is critical because it can positively impact on SNs’ professional behaviour (Numminen 

et al., 2009).  

Several of the participants mentioned how it was during their training they learnt about the 

code of conduct: “it’s fed to you throughout your training (Pauline); “it was what we were 

trained on and what we grew through learning” (Mandy); and, “I think through your training 

well through our training anyway em we went through it as we were training and then well a 

lot of times you heard ‘well it’s in your code” (Alison). Not every participant agreed with this: 

Donna’s experience was that the code was mentioned during her pre-registration 

programme but she felt it was not taught she had to read it herself. Whilst the evidence 

suggests professional nursing codes were regarded as an important element of nurses' 

education, Numminen et al. (2009) and Tadd et al. (2006)  criticised teaching methods and 

reported they needed development. This was an area I too found necessitated the 

development. As part of my professional doctorate, I undertook an academic piece of work 

titled ‘How can educationalists teach student nurses to espouse and internalise professional 

accountability as a way of being?’ This subject of interest was an area I became aware of 

through AWs and gave me insight into how I could faciliteach and empower RNs to 

understand and apply professional accountability and The Code in practice from an 

educational perspective. In response to this, the content of the AWs evolved to reflect the 

participants’ experiences of practising accountability within nursing practice.  

I argued, in my academic piece of work (unpublished, 2015), SNs required a greater 

foundational content that initially entailed an instructivist (Mayer, 2004) methodology. This is 

probably why three participants’ narratives around their learning of the code expressed: “it 

was drilled into us, you drilled it into us” (Sarah); “you drummed it in to me” (Frances); and, 

“from you actually, really yes you, you ingrained it into us so much as students” (Vicky). The 

participants’ narrative concurs with anecdotal evidence from the AWs that I influenced their 

learning of the code reflecting not only me being pro code but also how The Code is core 

within my eclectic mix of teaching responsibilities (section 1.2). However, I find it 
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extraordinary that The Code, critical to the nursing profession and its professionalism stance, 

appears under-researched in focusing on RNs’ understanding and their perspectives of 

adherence to, and the practical application of, The Code in the RN’s day-to-day complex 

work environment. 

Regardless of the participant’s shortcomings, RNs unanimously considered The Code 

important. Although some RNs described The Code as too idealistic, it appeared positive in 

guiding practice and providing professional standards to protect them and the public. 

Education was viewed as significant, although identified by some as somewhat inadequate 

and required demonstration of The Code practically to clarify its meaning for RNs. The 

implications of the findings presented suggest discrepancies with professional understanding 

and how that translates to practice. However, discrepancies were not only highlighted in 

translating The Code but in other areas too. These discrepancies will be discussed further in 

the following section.  

 

 

 

4.3 Professional discrepancies 
 

 

 

Whilst RNs must adhere professionally and contractually to policy, there were discrepancies 

between the explicit contractual objectives determined by the organisation and the implicit 

purpose of RNs being required to follow The Code in current daily clinical practice. The 

themes identified as most prominent included: policy adherence, policy application, policy 

development and the sourcing of policies which are discussed sequentially.  

It is vital that the employer has standards and rules that inform the employee what they must 

or must not do in the provision of clinical care and daily behaviour (Caulfield, 2011). Caulfield 

(2011) claimed that employees must take responsibility for making themselves aware of the 

organisational expectations. Together with The Code, RNs are accountable to the healthcare 

organisation and, accordingly, have a contractual duty to adhere to the local healthcare 

policies (Employment Act 2006; Griffith & Tengnah, 2020; RCN, 2017). Signing an 

employment contract may be seen as explicit evidence that the employee will adhere to the 

organisational rules and standards (Caulfield, 2011; Schaeffer, 2013; Winkler, 2005), which 

instruct their daily professional practice. Arguably, for this to occur, it could be safe to 

assume the organisations’ explicit objectives would meet practical realities through the 
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policies. However, the participants of this study expressed difficulties in fulfilling policy 

expectations because they often appeared unrealistic to contemporary practice expectations: 

“Policies can be so restricting it’s very hard when it isn’t the same as what happens in 

practice” (Paula). Kathryn mentioned, “practically we can’t always do what’s in our policy, yet 

that’s what you’re meant to do”. Interestingly, Paula and Kathryn’s will to try to meet the 

organisation’s explicit objectives is obstructed by policies not aligning with the reality of 

contemporary practice. This sense of unmarrying puts the RN in a liminal position, leaving 

them to tolerate the ambiguity of clinical practice.    

McClure, Poulin, Sovie and Wandelt (1983) almost three decades ago and again Webb, 

Price and Coeling (1996) just over two decades ago asserted an inconsistency between the 

professional ‘ideal’ and the ‘real world’ of clinical practice. There would appear to be a similar 

rhetoric today, with Shah et al. (2015), who undertook a qualitative study exploring clinical 

staffs’ non-compliance with ICPs in a London hospital, suggesting healthcare workers only 

valued organisational policies if they reflected the reality of clinical practice. Hale and Borys 

(2013), in their opinion paper on ‘working to rule or working to safety’ discussed the reality of 

the use of rules in organisations and the gap between reality and the written rules. The 

authors concluded that organisations must differentiate between written and acted rules. 

Hale and Borys (2013) likened this approach to how Argyris and Schön (1978) distinguished 

between espoused theory from theory-in-use. For example, where an organisation might 

claim to observe these values that guide their behaviour but conversely, the beliefs are only 

implied by the actual behaviour (Dick & Dalmau, 2000). Hale and Borys’s (2013) literature 

review concluded that the gap between the rules and reality causes the apparent deviations 

from the rules. Arguably if the policy expectations were a few simple rules and RNs were 

empowered to use their skill and had the freedom to act, the RN would not have to deviate 

from the rules whilst meeting clinical practise realities.   

 

 

4.3.1 Policy Adherence 
 

 

Evidence suggests adherence to policy is the basis of good safe patient care, yet it was 

claimed by Bail et al. (2009) that there was paucity in the literature as to the value of a 

policy. However, non-adherence to policy is well-documented globally (Adhikari, Mathiasen 

& Lander, 2016; Ament et al., 2015; Bauer, 2002; Rubio et al., 2017; Valiee & Salehnejad, 

2020). Valiee and Salehnejad (2020) undertook a small-scale qualitative study, to this 

research, in Iran, which interestingly highlighted similar RN challenges to local practices, 
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intentions and issues to adherence to policies. Some local participants articulated adherence 

to policy, including administering prescribed IV fluids and controlled drugs. Local policy for IV 

fluid administration and controlled drug (CD) administration states that two RNs must check 

and administer prescribed IV fluids and CDs to the patient. The second checker is presumed 

to be the person to detect if the first person made an error (Pfeiffer, Zimmermann & 

Schwappach, 2020; Toft & Mascie-Taylor, 2005). Although according to Toft and Mascie-

Taylor (2005), the second checker is dependent on the behaviour of the person during a 

process claiming that “the persons involved can unconsciously act in a manner that follows 

an unexpected pattern of behaviour rather than that actually required by the situation” (p. 

213). Thus, unthinking automaticity becomes a reality (Toft & Mascie-Taylor, 2005). Baldwin 

and Walsh (2014) and Conroy, Davar and Jones (2012) advocate the performing of steps of 

those medications that require a second checker, being undertaken independently to avoid 

any confirmation bias and, arguably, reducing the unthinking automaticity Toft and Mascie-

Taylor (2005) mention. This two-checker process for IV fluids often appeared difficult to 

comply with locally: “Some policies have unrealistic expectations, how many times do we 

whack IV fluids up without two [RNs] going to the bedside, it just wouldn’t get done 

otherwise” (Pauline). Whilst the policy explicitly states two RNs, the RNs act freely, albeit 

outside the defined professional and organisational boundaries and at their own risk, to 

ensure the patient still receives the care they need.  

Adams (2002) reported how standard safety checks or, as he referred to them, “common 

sense error prevention measures” (p. 220) in medication administration were being 

overlooked due to time constraints. Still, the need to comply with the assorted defined 

boundaries of institutional policies which were causing RNs’ tensions. It could be perceived 

that deviation from policy, like a medicines policy, is well-intentioned in the desire to get the 

job completed (Lawton, 1998). Vicky summed it up:  

I suppose it is what’s safest like you should have two people taking a bag of 
fluids to the bedside. But if you haven't got the staff because the staff are 
busy in for example with a trauma that process just won’t happen as the 
patient needs the fluid, you aren’t not going to give the fluids because you 
know that's going to potentially impact the patient’s welfare (Vicky) 

Thus, it is evident from the participants that RNs, through their skill and will still make every 

attempt to deliver safe care for the patient whilst tolerating the ambiguity of clinical situations.  

Although the practice of double-checking is presumed to be a safety measure, several 

research studies have been conducted in a paediatric unit, Emergency Department and 

Intensive Care Unit and, acute healthcare settings, studying the single-checking of 

medications (Alsulami, Choonara & Conroy, 2014; Douglass et al., 2018; O’Connell, 
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Crawford, Tull & Gaskin, 2007) and the effectiveness of double-checking to reduce 

medication errors (Koyama, Sheridan Maddox, Li, Bucknall & Westbrook, 2020). The 

evidence presented in each study was inconclusive as to which medication administration 

process leads and contributes to the highest medication errors. Arguably, the RNs’ absolute 

adherence to policy, for example, medication policy, does not necessarily ensure the patient 

experiences a good outcome (Chalmers, 2003; Cole, 2008). For example, the RN’s 

knowledge and competence around medications may be deficient, and they might think they 

are giving the right drug and dose to the patient when they are not (Cole, 2008). In this 

situation, defined boundaries are essential if the RNs’ skills and competence fall below 

standard. Furthermore, medication errors can occur even when the policy is followed. With 

inconclusive evidence, it could be argued that it would be down to the individual organisation 

to review current practice incorporating discussion with RNs on the shop floor to consider the 

best way forward, which protects all involved and enhances practice compliance and best 

practice. The strength of this approach could reduce this sense of ambiguity and RNs being 

placed in liminal states.  

Another context, although comparable practices, where several participants acknowledged 

deviating from policy and justified same, was specifically around adherence to the 

administration of IV medicine policy. In an observational study undertaken by Westbrook, 

Rob, Woods and Parry (2011), at two major hospitals in Sydney, Australia, of 107 RNs 

preparing and administering IV medications reported that of 568 IV medications 

administered, patient identity was only checked in 47.9%. Popescu, Currey and Botti (2011), 

in a non-participant observation exploratory study and follow-up interviews, reported how 

RNs deviated from drug administration policy by not checking the patient’s identity band 

because they claimed to know the patient from previous encounters. Similarly, an 

ethnographic study in a specialist cancer hospital undertaken by Dougherty, Sque and 

Crouch (2012) to gain insight into 20 RNs’ decision-making processes during IV drug 

preparation and administration found a lack of patient identity checks when the RNs felt they 

knew the patient well enough. Worryingly, Schulmeister (2008) reported the misidentification 

of the patient as a standard error but believed it could be a more significant concern as she 

felt it was probably under-reported. The comparable practice of not continuously checking 

identity bands was discussed by the participants in this study when administering CDs. 

Some rationales being presented as to why they did not follow policy: 

…it’s knowing the patient … you know their drugs you know what they’re on, 
you’re happy that everybody knows that patient … you say to the other 
person I am going to bed are you happy … I wouldn't do it with somebody … 
I didn't know (Pauline)  
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Interesting, the RNs act freely despite the rules yet within their professional competence and 

judgement. This sense of adapting professional judgement and autonomy concurs with the 

findings from a study undertaken by Flynn and Sinclair (2005) exploring the experiences of 

RNs in relation to policies RNs and actual nursing practice. Strangely, in contrast to 

Pauline’s discourse, Nicola declared a sense of higher importance to adhering to the policy 

when giving CDs:  

…we always have two nurses with CDs but not IV antibiotics … CDs I don’t 
know why I see that differently but you’ve checked the IV … done the checks 
with somebody … I don’t know why I see things differently in importance 
(Nicola) 

Admittedly my clinical practice around drug administration was as per the five rights of 

medication administration, although the complete adherence to the ‘R’ for the right patient 

was interpreted loosely. As an RN, I used my knowledge of knowing my patients, which 

made sense in the context of my work, along with my professional judgement, for example, 

with longer-stay patients. This was a familiar discourse from the RNs attending the AWs as 

they articulated that they adopted shortcuts or workarounds to policies because there was 

an increased demand to deliver fast, effective and efficient care. It is noteworthy the AW 

attendees and I always clarified that the intention was to keep patients safe. Although it 

could be argued that if we were keeping patients safe, we would adhere to the professional 

standards and policy entirely as their best intentions are to keep patients safe. Yet, this is not 

always conducive to daily practice demands. Instead, the ideal practices prescribed by the 

organisation were practically unrealistic, putting RNs into states of liminality between 

meeting The Code and contractual obligations. However, it is evident locally that the culture 

within a ward of knowing the patient is largely the reason for the omission of identification 

checks. Nevertheless, Dougherty et al. (2012) report that the lack of identification checks is 

concerning. It is this unambiguous feedback that could inform future diktats and permit RNs 

a level of freedom to act safely within the professional boundaries. 

Davidhizar and Lonser (2003), in an opinion-based paper, Dougherty, Sque and Crouch 

(2012) and Schutijser et al. (2019) from research studies, and Koyama et al. (2020) from a 

systematic review, identified performance deficit and failure to follow procedures as the 

principal reasons behind incidents. Yet, clear safety instructions such as policies continue to 

be ignored. Again allowing for unambiguous feedback to share what the issues are may 

assist the organisation in designing simple adherable rules. According to Anderson and 

Webster (2001), the consideration of increasing more checks or not reviewing the rationale 

for these adopted processes is arguably overlooking the bigger picture as the rules will 
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continue to be disregarded. Carthey et al. (2011) advised some considerations on how to 

increase policy compliance: 

i) human factors knowledge should be applied to the development and implementation 

of policies; 

ii) inclusion of frontline clinical staff in the development phase was essential because 

this would take into account a practical understanding of the real world; 

iii) to develop only essential non-trivial policies and;  

iv) make policies easy to access and follow. Conversely, attention has to be given to 

whether policies are purposeful or not.  

One participant acknowledged the difference between their practice and working alongside 

the SN:  

I do feel sorry for the students if they've been there awhile and they're still 
doing the same checks. I'm not going to say to them don't do that because 
that's how you are learning and that’s important (Pauline)  

Arguably the SN may, on other occasions, observe the RN practice differently a practice 

which is in contrast to the addendum to the Medicines Policy (2009) “medication must 

always be secure and not left unattended at any time” (p. 1) as Frances comments:  

There’s a couple of times when you’re with a student and they've asked why 
I’m leaving meds on the table and I’ll say like I'm going to come back after 
and give them because it's going to take me a while, (Frances) 

Popescu et al. (2011) and Macdonald et al. (2014) also reported how RNs often did not stay 

until a patient had ingested the medication to save time which corresponds with some local 

practice: “if you’re under time pressure yeah definitely, yeah that's a big issue you can’t 

hang around you know they’ve taken them” (Paula). These differing practice approaches and 

interpretations of policy may be confusing for SNs, especially as it is well-documented that 

role models are intrinsic in shaping future SNs’ practice (Darch, Baillie & Gillison, 2019; Gray 

& Smith, 2000; Jack, Hamshire & Chambers, 2017; Quinn & Hughes, 2007). According to 

Morton-Cooper and Palmer (2000), poor role models are those who break the rules. Thus, 

RNs in practice need to be aware they are role models, and SNs may emulate their 

behaviour (Darch, Baillie & Gillison, 2019; Jack, Hamshire & Chambers, 2017), therefore, 

impacting the future of the SNs’ professional practice (Gopee, 2015). Worryingly Levett-

Jones and Bourgeois (2009) claim SNs can imitate poor practice to gain acceptance into a 

practice area which contributes to the potential for putting patient safety at risk coupled with 

the continuation of what would be deemed as poor professional practice. Jones and Treiber 
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(2010 ) suggested that RNs may not value the practice of identification checks or that the 

practice of following policy loses importance when the RN is no longer being supervised.  

Additionally, herein lies some implications for practice:  

i. if any RN digresses from standardised practices, they will not be covered through 

their organisational structures of indemnity;  

ii. if RNs comply with each expected standardised practice, tasks may not be 

undertaken or completed for which the RN may be held accountable and responsible 

for not working effectively or proficiently.  

However, how the SN or another RN interprets an RN’s behaviour also needs consideration. 

They may not choose to emulate such practice behaviour once qualified as they will be 

professionally accountable for their practice. Interestingly two participants commented on 

colleagues’ rigidity in adhering to policy, and there was a disparity between perspectives, 

with some feeling or reporting they do not have time to comply fully to policy and others 

being judged for making sure they do: 

 I find some people are very, I don't want to say by the book, but are very 
rigid and they won't, oh gosh I’m going to say deviate again, like they won’t 
em they won’t tail off from a path… (Frances)  

and,  

Em I know certain nurses certainly wouldn’t do it because they are so rigid in 
sticking to policy…I think because lots of us would deviate from policy…and 
some wouldn’t, which having two approaches is a problem (Alison) 

Two participants, on reflection, realised they were professionally compromising themselves 

due to their current practices, which Vicky summed up nicely: 

Now that it’s brought to my attention we are compromising ourselves as 
practitioners more and the decisions that we make, you know, what I make at 
that time, what reason we made them for at that time, I could get in trouble 
for, it only takes that one time unfortunately (Vicky) 

Others highlighted that other issues hinder adherence to policy, such as human factors: 

“patients don't fit the mould so yeah sometimes, you're going to have somebody that you 

can't do that thing for because that person doesn't have XYZ …” (Nicola); “ok policies and 

procedures do give you format but … there are too many variables out there; it’s healthcare 

we look after human beings” (Alison) and, “sometimes you have to go through a policy and 

work through it and sometimes you can figure out that that doesn’t quite work like with a 

particular patient or scenario” (Wendy). 



 

101 
J21028 

Alison’s perspective is positive in that the defined boundaries of policies have value but 

demonstrate the unrealistic element when dealing with people. The Health Foundation 

(2016), in the quick guide Person-centred Care Made Simple, claim it is unacceptable for 

healthcare professionals to “treat patients as a set of diagnoses or symptoms, without taking 

into account the wider emotional, social and practical needs” (p. 11). Arguably, because the 

purpose of a policy is to prescribe and standardise practices, it cannot consider the patient’s 

emotional, social or individual needs. Literature on policies relates to developing and 

implementing a policy (Oman et al., 2008; Schaeffer, 2013; White, 2010), implying policies 

have a benign/neutral status. Furthermore, there is no evidence to suggest that increasing 

policy implementation in an organisation will mean healthcare professionals will adhere to 

them or management will listen to concerns raised about them, which was an issue 

highlighted in the Francis Report (2013). 

The participants’ narratives also indicated how the pressure of lack of time and demands of 

a busy area meant RNs’ adherence to policy is situational and resource-dependent, thus 

affording the potential argument for policy within the organisation to change. However, it 

could be questioned whether RNs would adhere fully to simpler rules of a policy if there were 

no resource implications, seemingly leading the RN to deviate from policy, or whether a 

deviation has become standard practice. Furthermore, the participants’ perceived lack of 

consideration around the implications of poor practice and how this may compromise patient 

safety and jeopardise themselves professionally further implies an urgency for RNs to 

understand the professional implications. Inconsistent practices between RNs could also be 

disconcerting for the patient. Such understanding could increase the RNs’ perceived 

competency and reduce professional risk to them and the patient in their care. The discourse 

highlights the need for fewer and simpler rules which ensure RNs practice safely yet, with a 

degree of freedom within the limits of their professional skill and will reducing risk to the 

patient, themselves and the organisation.  

 

 

4.3.2 Application of policies 
 

 

Some participants conveyed a disparity in applying a policy when instructed by senior staff. 

Albeit the context of these times they discussed was when everyone had to meet heightened 

organisational demands. Nonetheless, these disparities in the process appeared to cause 

some tension. For example, application of the ICP seemed to be a concern amongst several 

participants, which Paula sums up:  
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We see an awful lot lately of where they [infection control nurse] would phone 
up and ask the information you give it and they make recommendations … 
and you follow them and then the same situation might happen a week later 
and it might be a different infection control person they have another way of 
dealing with it or if there is a bed shortage things are completely different 
again so what was right last week we want you to do this and then it would 
change em that’s interpreted a lot by bedflow and site managers there's a lot 
of deviation from different things when it suits others yet that is not actually in 
the policy for future times, it’s hard to keep up like are we covered or not? 
(Paula) 

Both Kathryn and Donna expressed how frustrating and confusing these inconsistent 

practices make them feel and recognised it caused tension between colleagues. Research 

studies were undertaken around ICPs by Efstathiou, Papastavrou, Raftopoulos & Merkouris, 

2011 in Cyprus; Giard et al., 2016 in France; Liu et al., 2014 in Beijing; and Powers, 

Armellino, Dolansky & Fitzpatrick, 2016 in a North Eastern state in the US that deviations or 

omissions are well documented and globally suboptimal. Significantly, research in the arena 

of infection control intimate dissonance between the self-reported practices of adherence to 

policy and the observed practice and should therefore be considered cautiously (Hessels, 

Genovese-Schek, Agarwal, Wurmser & Larson, 2016; Jenner et al., 2006). However, such 

dissonances and ambiguity may be causative factors in RNs not taking policy diktat 

seriously, thus provoking deviation from the same and RNs back in a liminal space.   

Three participants acknowledged they deviated from policy, although all were supportive of 

the notion of following the policy: 

…em probably not that much, I think generally we stick to our contracts you 
gotta work within your job description and I think if you deviate from that I 
think it could get tricky (Glenda); 

“Em I guess we do, not like not majorly because not everything is always done you know 

100%” (Donna); and, “there will be somewhere you couldn’t deviate from and back yourself 

up because that’s how you should do it but yes I suppose I do” (Nicola).  

Some participants made a specific comment about not deviating from policy when they are 

administering medicines, “I can’t say that I do, em I wouldn’t skip a step no” (Mandy) and 

“you don't deviate from the way you've been taught… it is very much, this is how it's meant 

to be and I won't deviate from that” (Sarah).  

Vicky believed everyone deviated from policy, asserting, “I think anyone who says they 

haven’t deviated is a liar”. Although it could be argued that RNs might think they do not 

deviate from policy as they are oblivious of the deviation due to learnt behaviour which 

becomes routine practice. This was evident when two participants did not consider their 



 

103 
J21028 

practice of deviation as deviating and thus had become standard practice. Nicola summed it 

up: 

If it’s a patient that we’ve had there for a number of weeks or whatever and 
we know that patient em you would probably not always check all their details 
but yeah I never thought of it like that it’s in the policy that we should and we 
must … yeah I don’t see that that is deviating away from policy (Nicola) 

Barach and Phelps (2013) asserted that once deviation becomes normalised within 

organisational practices, it is no longer perceived as an aberrant act. Similarly, Beaulieu and 

Freeman (2009) and Banja (2010) report in their opinion papers how shortcuts or 

workarounds have become standard practice describing them in the literature as 

normalisation of deviance. Interestingly, Shah, Castro-Sánchez, Charani, Drumright and 

Holmes (2015) concluded from their UK NHS study that healthcare workers’ actions are not 

solely independent of policy rules but due to local accepted normative practices. Thus, those 

staff exhibit a lack of motivation to resolve resource deficits or environmental barriers. This 

normalisation of deviations concurred with the discourse reported by RNs attending the local 

AWs and Nicola’s narrative:  

I think there is a certain acceptance for that sort of deviation of practice within 
our area, if you’ve gone off to do something else and the other person has 
gone to give it [IV Fluid] your name is signed on there [IV prescription chart] 
but you have not physically seen them give it and the other RN might have 
got accidentally side tracked and gone and given it to the wrong patient, it’s 
scary when you really stop and think (Nicola) 

Nonetheless, the pressure and constraint of lack of time seemingly lead RNs to deviate from 

policy, and they appear not to have considered how they may be jeopardising themselves 

professionally. It is evident from the RN’s discourse that RNs construct their interpretation of 

professional standards based on clinical practice, professional judgement and discretion 

(Thompson & Dowding, 2002).  

The aforementioned narratives and findings have significant implications for the patient, 

practice, the RN and the organisation. The participant actions are types of organisational 

and professional practice violations despite being evident from the participants that they 

were trying to meet a patient care demand by remaining efficient. Fortunately, there were no 

adverse negative patient outcomes reported by the participants. Furthermore, it appears the 

RNs understood their behaviour and could rationalise it because they claimed they were 

reacting to external factors which justified such behaviour, thus making it appear 

permissible. Nonetheless, these practices do not adhere to policy or The Code and can 

compromise patient safety, professional registration and reputation. Resulting in the RN 



 

104 
J21028 

being put in a state of betwixt and between trying to meet care needs but not meeting 

professional or organisational diktats.  

When healthcare workers did comply with policies, Shah et al. (2015) reported that the 

perceived risk informed the adherence to some policies better than others. Pauline asserted 

this: “Oh I don’t know it would depend how I got into trouble I suppose. I would like to say 

that I would never do anything that is unsafe”.  

However, it was unclear in Shah et al’s. (2015) research whether the perceived risk was to 

the healthcare worker, either professionally or contractually, or to the patient’s health 

outcomes. Despite the amount of narrative on deviation from local policies, Sarah was 

concerned about getting into strife with the organisation: “I think day to day I’m probably 

more afraid of losing my contract because people need to work really”. Whilst there was 

more of a concern from the participants about having to answer to the professional body, 

there was some consideration given to both: “Well I suppose there is a risk on both sides but 

personally…my registration is more important to me than my employer” (Glenda); “The 

professional body definitely…yeah I’m more scared of the NMC than my manager, well the 

organisation” (Pauline); and, “you can lose your job but you don't really want to lose your 

registration and maybe the two would come together depending what the reason would be” 

(Mandy). These narratives highlight how important professional registration is to them.  

Kathryn asserted how she was more afraid of the organisation because she believed there 

was a culture of blame: “they have to blame someone…do they want a culture of blame 

because it is, they always want to blame someone so I’m more afraid of the organisation”. 

Several opinion papers by Vogelsmeier and Scott-Cawiezell (2007), Cooke (2012), Battard 

(2017), Rodziewicz et al. (2021) convey how punitive work environments continue to exist 

despite efforts to eradicate them and how frontline staff are fearful of repercussions. 

Debatably, there would not be cause for punishment except in the extreme case of 

patient/public risk, which may reduce some elements of the perceived tensions presented in 

my findings. Arguably if policy and professional standards reflected the same principles, they 

would support conclusive decision-making. Nevertheless, those tensions between 

organisational and professional rules are causing professional and organisational concerns, 

putting RNs in liminal states. The intention might be that policy and The Code reflect the 

same principles, evidently they do not. The reason for this is most likely due to the human 

element of healthcare and resource restrictions. Conversely, it could be argued that policy 

and The Code may never be possible to mutually benefit the RN because of the human 

element and ongoing resource restrictions. Nevertheless, The Code presents the 
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professional standards that provide the benchmark against which individual RN’s fitness to 

practise is judged, and policies are similar in their functions to The Code in that they: 

i) facilitate adherence of practice; 

ii) serve as a resource for the staff to inform them of the next step to take;  

iii) reduce variation in practice; and, 

iv) have a professional protective function.  

 

However, when combined to inform practice, it could be questioned whether policy and The 

Code are fit for purpose. It could also be argued that healthcare organisations place different 

emphasis on the function of policies and have a different outlook on a regulatory body.   

Whilst policies are in place with the best intentions to determine safe practice, they can 

sometimes inadvertently do more harm than good. Chalmers (2003) asserted that 

policymakers and practitioners should be clear about who will be affected by the legitimacy 

of their decisions.  

Despite the participants’ paradoxical practice relating to how they obeyed policies, Vicky, 

when asked if policies should have some flexibility, elected for them to remain prescriptive: “I 

do think we have to have policy quite rigid because once you start moving those goalposts it 

just moves more and more and more”. Additionally, Mandy interpreted flexibility in policies as 

meaning deviation: “if you’ve every policy that is open to deviation then it's not really a policy 

it's just a guideline” and advocated that “they should be left the way they are”. Whilst a 

growing prescriptiveness can reduce flexibility, it may be time to consider a level of flexibility 

or keep some standards as guidelines before considering developing policy and practice 

becomes too stringent. The level of flexibility could empower the RN to act freely by 

permitting them professional judgement and discretion. Preston-Shoot (2001) advocates that 

capturing the RN’s tacit knowledge could ensure standards reflect the reality of practice 

more closely. Furthermore, the challenges of adhering to rules and regulations may 

decrease by permitting RNs the freedom to articulate unambiguous feedback without any 

risk to their professional registration.    

One participant considered the responsibility the organisation had in accepting a rationale 

why an RN might not adhere absolutely to a policy:   

Equally if you were told you must abide by the policies and then you can’t for 
whatever reason the employer would have to have recognition for it if 
something is done and then there is a rationale and the duty of care has been 
provided and it has been in the best interest of the patient then surely that 
should be enough to explain why maybe 1 or 2 points off the policy have not 
been done because again human beings don't fit a mould (Paula) 
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This echoes earlier comments and concurs with Peleg, Gutnik, Snow and Patel (2006) that 

policies are “not constructed in a way that reflects the flow of actual patient encounters” (p. 

184). Several decades ago, Benner (1984, p. 42) asserted, “to assume that it is possible to 

capture all the steps in nursing practice is to assume that nursing is procedural rather than 

holistic”. Moreover, it is evident that at the core of any healthcare organisation is advocating 

individual patient care and patient-centred care (Coulter & Dunn, 2002; Richards, Coulter & 

Wicks, 2015; The Health Foundation, 2016). Yet the Francis report (2010) and table 2.1 

section 2.4 are enduring evidence of the catastrophic and fatal practices where individual 

patient care and patient-centred care have not been in place, and care has fallen below 

standard.  

The clear argument is that healthcare organisations and professional organisations expect 

compliant behaviour yet advocating for patient-centred care can cause conflict for the RN 

unless policy development is examined.  

 

 

4.3.3 Development of policies 
 

 

The standardisation of practice is usually established, approved, implemented and reviewed 

by a ‘nominated group’ (Manghani, 2011). Locally, the nominated group to develop clinical 

policy consists of representatives from the organisation with expertise in their area, such as, 

an infection control nurse. By virtue of their role, the representatives have been given 

legitimate power (French, Raven & Cartwright, 1959) by the organisation to develop and 

implement the ICP, which expects compliance from others. Arguably, this legitimate power or 

authority can mean policies are subjective because they are made by the individual who is 

assumed to have the knowledge required to develop policies and are based on what the 

individual decides upon, at that time, necessary for the specific policy. Furthermore, if this 

context was viewed paternalistically, it could be assumed that the infection control nurse 

was, according to Leonard, Goldfarb and Suranovic (2000), more proficient, knowledgeable 

and capable of making a better decision for a situation than the RN or another healthcare 

professional. Locally, several of those members of the nominated group are not frontline 

clinically-based staff undertaking clinical activities and have thus become distanced from the 

daily realities of nursing practice. This concurs with Orbe and King’s (2000) postulation that 

policies were created by individuals far removed from daily practice activities. In two 

interviews, the participants articulated they felt the wrong people developed policies:  
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They usually are like senior sisters or above aren’t they, so they are not in 
touch with the realism of practice on the wards are they, I think that’s why 
they don’t work and we struggle to keep to them (Pauline);  

whereby Frances states …,  

…it feels like people that are not actually in practice and they don’t know the 
actual reality of you know is something doable whereas it should be 
(Frances),  

further substantiating a finding reported by Manias and Street (2000) from a study on 

‘legitimation of nurses’ knowledge through policies and protocols in clinical practice’. RN 

participants of the study articulated tensions between two perspectives affected by the same 

policy. For example, the infection control experts developed an ICP based on their expert 

knowledge. However, idealistic policy expectations have failed to translate into practical 

realities, meaning the RN fails to achieve the expected professional and organisational 

standards. Perhaps those tensions presented in my findings may result from the lack of RNs 

being involved in policy-making.  

Gray, Haynes, Sackett, Cook and Guyatt (1997), DePalma (2002) and Green (2007) 

advocate the importance of those who are covered by the policy being involved, directly or 

indirectly, in its creation because the organisation is dependent upon frontline RN clinicians 

to implement policies. RNs have insider knowledge as they are involved in the situations for 

which policy is developed. Thus, frontline RNs could be utilised to inform professional policy 

and standards that reflect the reality of practices. Arguably participation is not just about 

creating policy but also about frontline staff being regularly consulted on policy practicality, 

adaptability and shelf-life. In 1997 Cheek and Gibson believed RNs could contribute to their 

control through policy development and implementation processes. Nicola summed up the 

participants’ desire to be involved in policy construction:  

…yeah definitely I would be happy with others to develop and implement 
policy because…ok they are the specialists and that’s what they focus on but 
we see stuff on the ward that's lots of different factors involved in it we see 
how things actually work on the ground level (Nicola)  

Despite the local aspiration to be involved in policy development within the literature, it is 

evident that nationally a culture shift is required as RNs do not get involved in, for example, 

clinical policy-making, implementation or modification (Kunaviktikul, 2014; Oden, Price, 

Alteneder, Boardley & Ubokudom, 2000; Richter et al., 2013). The ICN (2008) and the World 

Health Organization (2002) advocate that RNs should be involved in policy processes 

because they are the health professionals closest to clients, in addition to being the largest 

single occupational group in the NHS (Denham, 2008). Two areas of the United States of 

America vigorously support and facilitate frontline RN clinicians to actively review the 

evidence-base to inform and revise policy documents (Becker et al., 2012; Oman, Duran & 
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Fink, 2008). However, this support and facilitation involved releasing RNs from the frontline 

to attend monthly meetings, to be given time to self-study the evidence-base, mentorship 

and leadership (Becker et al., 2012). Glenda rightly points out: “I suppose to check whether it 

is up-to-date would involve looking at any laws, policies, guidance and evidence-based 

stuff”. Conversely, Dols et al. (2017) asserted that policies should be revised when new 

evidence validates the revision, potentially claiming this approach may facilitate greater staff 

adherence to policy and, ultimately, the delivery of current practices. However, Dols et al. 

(2017) acknowledge the commitment required of clinical personnel who understand and can 

appraise the evidence-base coupled with the time to commit to the ongoing review of the 

literature and policy revisions. Interestingly, only one participant, Wendy, articulated 

appreciation of the challenges to keeping a policy up-to-date: “It is a difficult one, it’s like we 

work in an ever-evolving environment and things will come up so we need to keep policies 

reviewed”. 

According to Oman et al. (2008), RNs reported they were more confident in the evidence 

which aligned nursing practice if they received the support necessary in developing and 

implementing policy. Becker et al. (2012) found that actively involving RNs in policy 

development increased autonomous practice, leadership and ability to positively influence 

patient outcomes. Interestingly, both understandings accord with the RNs Code, regulator 

and employment contract expectations and goals. Arguably, if RNs were to take on a more 

active role in policy development, they could have more control over their destiny. This, in 

turn, could leave RNs with fewer simpler rules to comply with, increase compliance and 

support RNs to meet the defined boundaries of regulations and standards. 

Whilst there were several examples of participants willing to suggest how some policies 

need changing to reflect real-world practice, other participants were unsure whom they 

would need to contact or who developed policy: “I wouldn’t know exactly who to go to” 

(Donna). Several participants also mentioned they were happy to highlight if they felt policies 

were not functional or out-of-date: “Yeah obviously the source of the person who the policy 

has been written by I am happy to approach them if the policy is out-of-date or wrong” 

(Vicky). Wendy referred to a recent positive experience to addressing a policy that was not 

fulfilling its purpose: 

We did have had a situation recently where it wasn’t quiet the usual 
admission and I did have a word with management so they are actually 
looking into that [new intravenous drug addiction policy]. Of course we are 
going to have to address it as it could happen again but if somebody doesn’t 
address it then it wouldn’t get changed and it’s us on the shop floor who 
knows it needs changing (Wendy) 
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In contrast to Wendy and Vicky, Nicola asserted there were many out-of-date policies and 

appeared to believe it was others’ responsibility to sort:  

Out-of-date policies we have a lot of them…I’m not 100% sure why nobody 
looked into that and got the most up-to-date evidence, I don't know about 
stuff like that in all honesty is there a dedicated team to review the policies 
and see what’s out-of-date and have the time to do the research into it 
(Nicola) 

Worryingly, Sarah was of the opinion; “the policies, they are meant to be reviewed every 

year and you look back on some of them and they are there since 2007”. The length of 

expiry mentioned by Sarah is not something as a researcher or an educator I observed in my 

recent experience of using local DHSC policies, even though I concur with the assertions of 

two participants that some local policies are out-of-date. Nonetheless, the implications 

professionally and organisationally of knowing there are out-of-date policies and not 

highlighting same, and the belief being wrongly articulated to juniors may impact the trust 

and opinion of the organisational leaders. Furthermore, it could be argued that out-of-date 

does not necessarily mean the policy content is wrong. It just might mean a review has not 

occurred, and the review date has not been adhered to or changed. Worryingly, the purpose 

of a policy breaks down if they are either not up-to-date or incorrect. 

The employer has a duty to ensure employees have access to up-to-date and current 

evidence-based policies because out-of-date policies compromise quality care or cause 

harm to a patient (Caulfield, 2011). Furthermore, they could put the RN at risk professionally 

and contractually, coupled with risking organisational responsibilities to protect the patient 

(Caulfield, 2011). Additionally, out-of-date policies may not be defensible in an otherwise 

defensible claim; moreover, if an RN does not comply with organisational policy and a 

patient is harmed, the patient may allege their care fell below the legal standard of care 

(Destache, 2013). In the case an RN’s care falls below standard but does not harm a patient, 

for example, a non-harmful drug error, the RN can still be investigated by the employer 

(Griffith & Tengnah, 2020). The employer may investigate the RN for either not following 

policy or lacking competence in medication knowledge.  

 

Conversely, policies can also serve as evidence in favour of the RN should an incident 

occur, and the RN can demonstrate they complied with the appropriate policy (Caulfield, 

2011). Equally, the RN can use a policy such as Do Not Attempt Cardiopulmonary 

Resuscitation [DNACPR] to support and substantiate decision-making if their practice 

conflicts with a patient’s ethics/morals (Marinker, 1994). However, RNs need to be able to 

access the appropriate policy when they require it.  
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4.3.4 Sourcing of policies 
 

 

Carthey et al. (2011), from their research project, claimed it was not easy for healthcare 

professionals to navigate a computer system to find the right policy, the name of the policy 

was not always prominent, and the employee would need to be aware of the policy name. 

These findings were similar to the narrative from several participants stating how unwieldy it 

was to source the policy they needed. Vicky’s narrative epitomised the problems several 

participants were explaining:  

I can’t even find our policies, they used to be in a file on the ward which was 
great but we now have them online and to be quite honest if one can get to a 
computer, sometimes even that’s difficult, it’s like trying to find a needle in a 
haystack sometimes (Vicky) 

I would suggest RNs should be able to put in a keyword, and the specific policy come to the 

forefront as all of the aforementioned may raise patient safety concerns because depending 

on the urgency of a situation time is of the essence, as articulated by Nicola: “The time to 

look at policies is difficult you know as they are so long and you have your situation that 

needs attending”.  

Furthermore, Carthey et al. (2011) attempted to understand why there is noncompliance with 

policies. Their work was inclusive of policies and guidelines used in UK healthcare trusts. 

Carthey et al. (2011) illustrated that 75 clinical guidelines and policies covered the 

management of a single patient’s journey, admitted for orthopaedic surgery, noting how 

absolute compliance is practically impossible. A search for local healthcare policies in 

January 2020 identified 166 policies demonstrating the plethora of rules and dominance in a 

contemporary healthcare organisation. With 166 local policies, there is added pressure for 

employees to comply with or know them all thoroughly. This number of local policies is in 

addition to other documents, such as the National Institute of Clinical Evidence [NICE], and 

National Service Frameworks, which require healthcare staff to be informed of and up-to-

date with. Local policies are categorised into clinical policies, for example, the National Early 

Warning Score [NEWS] Policy; human resources, for example, Special Leave; and 

corporate, for example, Data Sharing. Some policies, for example, admission and discharge, 

are procedural, but others focus more on patient safety, such as, infection 

control/prevention. Alison expressed her despair in trying to get hold of the policy she 

required:  

When I went to find the infection control one there were hundreds of policies 
oh my gosh it was a nightmare and there were things that I thought is that 
ever going to happen (Alison) 
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Pauline conveyed how once she had found the required policy, upon reading it, the 

instruction was ambiguous:  

I wanted something about terminal cleans and the criteria for terminal cleans 
it was an absolute nightmare to find I really struggled to find it and it was a 
little bit grey I must say when I came to it (Pauline) 

Codish and Shiffman (2005) report how vagueness and ambiguity in policies can be a barrier 

to clinician adherence and increase variations in practice, which could incur communication 

problems and potential for treatment delay and errors. Carthey et al. (2011) concluded how 

the volume, version, accessibility, length or labelling of policies could contribute to non-

compliance.  

Whilst the suggestion is that there are too many policies, it may not be the case, it may be 

just that the policies do not reflect reality or conflict with The Code. Moreover, it may not be 

the potential for an increase in policy development and implementation creating a problem. It 

may be policies do not permit any element of freedom for a competent professional to act. 

Arguably, fewer and more simple rules may also increase compliance as opposed to 

extensive rules. Furthermore, the belief that further or future problems can be avoided by 

developing and implementing policy may generate the idea that all problems are resolvable 

by increased procedural processes (Francis, 2013; Prunty, 1985).  

 

Conversely, standardised approaches appear to offer resolutions to activities that require a 

repetitive application to problems in a specific context (Manghani, 2011). For example, in the 

case of a missing person and/or the safe administration of blood transfusion promotes 

consistency, safety and best practice (Dols et al., 2017; Winkler, 2005). Hence, policies exist 

not solely to protect patients but the entire multi-professional team to maintain consistency in 

EBP care delivery (Cheek & Gibson, 1997; Lawton & Parker, 1999). This is evidence of the 

paradigm shift explained earlier, from historical policies based solely on legal and regulatory 

standards to policies executing EBP (Dols et al., 2017). Arguably, this information highlights 

the local importance of reviewing the necessity, purpose and value of some policies to 

reduce RNs’ anxiety and frustration. 
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4.4 Professional disquiet 
 

 

 

A glaring area of professional disquiet emerged from the participant’s narrative around 

medical futility. Medical futility intervention practices are well documented and appear to be 

most common at the end-of-life (Aghabarary & Dehghan Nayeri, 2016; Jox, Schaider, 

Marckmann & Borasio, 2012; Müller & Kaiser, 2018). Locally the participants’ interpretation 

of medical practitioners’ provision of futile treatment appears to conflict with their 

professional and ethical values, The Code and their intellectual rationale for forgoing 

treatment resulting in unwarranted distress. Many of the accounts contained emotive 

dialogue/terminology with RNs describing experiences of frustration, dissatisfaction, 

despondency and upset arising from their inability to: meet care demands; influence clinical 

decision-making; and undertake care, which is futile and practices they perceive are time 

wasting and fall short of professional standards. There was shared concern from several 

participants, which is epitomised by Glenda’s narrative:  

Things like when patients are at their end of life the doctors won’t alter the 
NEWS system like you still have to do their obs [baseline observations]. And 
we shouldn’t really be doing them when they are end of life, they [medical 
practitioners] don’t want to make that decision to stop doing obs…sometimes 
the reason given is that ‘we can see how they are getting on’ you can see 
how they are going by looking at them you don’t need to be carrying out 
unnecessary procedures because you or the doctor are not going to act upon 
them [Obs reading], anyway they’d say just do it twice a day anyway. What’s 
the point? Why don’t they just make the decision? It’s just a waste of our 
time. You feel disheartened and you just think you won’t be able to work on a 
ward for your whole career, it’s too busy you just won’t you’ll be absolutely 
burnt out before you know it, you wouldn’t be able to do it for your full career. 
The ones that are quite newly qualified they are the ones that I’ve noticed to 
be struggling more (Glenda) 

Another context where disquiet was evident was not being able to use their clinical judgment 

regarding the NEWS policy: 

The policy on NEWS like if you have somebody who is scoring and it is 3 and 
the NEWS policy tells you to ring the doctor and you think well I am only 
going to do what the doctor is going to say I know what to do actually I am 
probably the one who is going to advise them what to do so let me make that 
judgement of what needs to be done with the patient, however you are very 
stuck you have to involve them as policy states and it can be frustrating as 
you could be waiting a half-hour sometimes for them to respond to their bleep 
(Nicola)  

The local NEWS policy (2015), in its introductory section, asserts, “NEWS…was developed 

as an aid to clinical assessment, not as a substitute for competent clinical judgement. 
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Clinical concerns about a patient’s condition must always (emphasised in the policy) override 

the NEWS…” (p. 1). It could be concluded the inclusion of this disclaimer statement permits 

the RN to use their clinical skill, experience and judgement, and any deviance from the policy 

would not allege the RN failed to comply with the policy but interpreted complex human 

meaning in context. The NEWS policy also asserts that the RN in charge assesses if 

escalation is required when a NEWS score is 1- 4. However, if the patient NEWS score is 5 

or more, the RN must contact the responsible consultant team or equivalent, which may, 

depending on the experience of the RN, deny the RN the autonomy to make clinical 

judgements. Furthermore, in both situations above, the NEWS policy states the RN in charge 

makes the decisions which implies an RN of a higher rank or experience who may or may 

not have been in clinical contact with the patient or have sufficient clinical experience. This 

gives the impression of dismissing the clinical judgement of the RN directly involved in the 

clinical care needs of the patient, despite what it states in the introductory section of the 

policy or The Code. While I may argue for RNs’ autonomy being upheld, the Francis Report 

(2010) claimed repression in the RNs’ practice was clearly evident as RNs felt compelled to 

wait to be told what to do. Worryingly, a further report postulated how deferring behaviour 

had become common practice for the RN: “I'll get the doctor to go and see you later more 

thoroughly with the information because I don't want to step on the toes of the doctor” 

(Mandy).  

However, I believe some RNs have the skill and the will but are frustrated they cannot take 

the lead and use that skill and have the freedom to act to the top of their license within the 

professional boundaries and scope of practice. Arguably, sometimes this lack of freedom to 

act is due to the hierarchical processes and culture of the local organisation. Mandy, Donna, 

and Nicola contextualised how there were several things they could carry out but were 

prohibited from doing, for example, deciding to discharge patients from the hospital;  

You will think this is how it should be done but you'll have to wait say…for 
discharge home…you could send them home but we’re not allowed to do that 
type of thing you still have to wait for the doctor (Donna);  

and,  

It’s quite annoying when somebody had a scan…you’ve gotta hunt down a 
doctor to do the same thing you've just done read the report and say you can 
go home … Yeah it takes however long to get them out of hospital and you 
could be getting on with other things (Mandy)  

Debatably, this freedom for RNs to act may be due to the organisation and the medical 

practitioners’ fear of letting go or devolving responsibilities and accommodating movement 

within culturally defined boundaries. In these situations, it was almost unanimous how the 
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participants described feelings like remorse if they were unable to meet the clinical care 

demands within a contemporary healthcare system: “You’d feel really guilty for the patient, 

you would feel guilty about not getting everything done” (Paula); “You just feel you hadn’t 

done enough for them you know, you think I should have been done better” (Kathryn); “It’s 

dreadful, it’s absolutely dreadful I’m always left feeling bad because there’s always a lot of 

pressure to get all the jobs done” (Mandy); “Sometimes we are at the end of our tether…I’m 

always drained” (Donna) and, “You want to be that perfect nurse that does everything…you 

go home and you think you haven’t done enough…but you wanted to. I’m always beating 

myself up about it” (Frances).  

It was evident from the participants this sense of failure induced feelings of guilt and 

frustration similar to what Pattison (2011) reported RNs’ experience within critical care 

settings when looking after patients at the end of life. Two participant narratives reflected 

these feelings when they thought they were unable to do a good job for the patient, which is 

their implicit purpose as an RN (NMC, 2018a): 

You come into work you want to just do a decent job make sure your patient 
is okay and go home being happy that you clearly not caused any harm to 
anybody…often you don’t go home feeling happy (Nicola);  

and 

Every nurse…wants to come in to do a good job…leave knowing that your 
patient has had a reasonable day and hopefully better not worse and if that 
hasn't happened you know you're going to feel absolutely terrible…you’re 
disappointed in yourself (Alison)  

There are several implications for the participants, the delivery of healthcare and ultimately 

the organisation if RNs continue to have feelings of self-depreciation and pressure to get 

everything done for the patient within a shift. Whilst the participants share frustrations and 

anxieties, they appear to have learnt to tolerate the ambiguity and too often be in a state of 

liminality. Although, each of the above participant’s perceptions appears, according to 

Malach-Pines (2000); Van Bogaert, Clarke, Willems and Mondelaers (2013), resoundingly 

associated with burnout and, stress (Parikh, Taukari & Bhattacharya, 2004; Wright, 2014). 

Van Bogaert, Clarke, Willems and Mondelaers (2013) undertook a cross-sectional survey of 

357 registered and non-registered caregivers from two psychiatric hospitals in Belgium over 

five months. Using a structural equation model tested in acute hospitals, they found that 

factors such as nursing workload and hospital management relationship were closely 

associated with burnout and job turnover. The implications of such burnout and stress may 

ultimately result in RNs leaving the profession or changing jobs adding to the already 
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considerable global staff shortage. These factors are ingrained in Glenda’s narrative of a 

conversation she had with a junior RN; less than three years qualified:  

I was speaking to *** the other day and they are saying that they find it really 
hard to work to the standard they are supposed to and get everything done, 
they couldn’t get everything done that needed to be done that day it was too 
busy and then they end up working late which isn’t great, they were just 
vocalising that they probably won’t stay here and will move to a different area 
of nursing cause they can’t keep feeling so awful and so at risk which I think 
they meant personally and professionally (Glenda) 

It is worrisome if junior RNs do not view bedside nursing as a desirable career path coupled 

with older and experienced RNs retiring (Branthover, 2018; Kennedy, 2018). I believe the 

long-term consequences of such a potential may result in a gap in experience, skill and 

knowledge and an added burden on those experienced and newly qualified RNs. Such a 

burden may result in less experienced RNs looking after the most vulnerable and RNs 

leaving the hospital workforce or progressing into advanced practitioner roles (Kennedy, 

2018). Branthover (2018) summed up how healthcare systems depend on a well-trained, 

experienced workforce, but worryingly, hospital settings are largely populated with RNs with 

less than two years of experience. According to Kennedy (2018), allowing RNs to have 

autonomy could be a partial solution to retainment, which supports the notion of the RN 

having the freedom to act.  

 

 

4.4.1 Lack of power over/within clinical decision-making 
 

 

DNACPR decision-making orders were a mutual grievance amongst the participants, 

particularly regarding the medical practitioner making a decision, the medical practitioner late 

in making a decision and the outcome for RNs on these decisions. I believe these types of 

situations that will be discussed subsequently also leave RNs to tolerate ambiguity and 

uncertainty. 

A study undertaken by Fallahi, Banaderakhshan, Abdi, Borhani, Kaviannezhad, and 

Karimpour (2016) on ‘Iranian Physician’s attitude toward the DNACPR’ reported a positive 

attitude toward DNACPR for maintaining patients’ dignity and respect. It was reported that 

those with higher levels of education were more positive toward making a DNACPR order 

than the experience, age or sex of the medical practitioner in making the order. However, it 

was acknowledged that guidelines inclusive of the Iranian Islamic culture were necessary, as 

was comprehensive training. According to Granja, Teixeira-Pinto and Costa-Pereira (2001), 
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implementation of the DNR order in Asian and Muslim countries, as many Muslims choose 

resuscitation in the belief God will heal them, is much lower than in European countries such 

as Portugal and Finland (Hildén, Louhiala & Palo, 2004).  

It may be the understanding of healthcare staff that practices and acceptance around 

DNACPR would differ in countries such as Iran for various religious and cultural beliefs. 

However, with societies becoming more culturally diverse, it must be acknowledged that 

culture, tradition, and religious beliefs should always be considered globally for healthcare 

professionals to be culturally competent in any decision-making regarding DNACPR orders. 

Thus, guidelines should be flexible to allow for individual cultural and religious beliefs rather 

than one size fits all.  

One participant was fervent when they described their struggle to get a DNACPR order in 

place “with DNACPR decisions it’s a real battle” (Sarah). It could be contended that the 

medical practitioners’ reluctance may be due to a lack of understanding of issues 

surrounding a DNACPR order (Butler, Saaidin, Sheikh & Fennell, 2006):  

The DNACPR order it’s often the one that a medic [medical practitioner] is 
kinda put off making the decision, it makes them feel uncomfortable. Yeah, I 
think em educating the doctors would help (Glenda) 

Nevertheless, reluctance and lack of understanding are impacting on the RNs with a couple 

of participants reporting their anxieties when an order is not put in place:  

You’ve got patients with days to live and they’re still putting for resus and it’s 
just so inappropriate, you’re not doing your best for your patient so you go 
away feeling terrible…and if everything is not right you’d feel awful (Kathryn)  

Arguably, if the organisation challenged and reviewed certain conventional practices to 

permit RNs some freedom to act, for which I believe the RNs are yearning, it may be a more 

fruitful outcome for all involved.  

Yuen, Reid and Fetters (2011) in their article, “Hospital Do-Not-Resuscitate Orders: Why 

They Have Failed and How to Fix Them”, highlighted several incessant problems with the 

use of inpatient DNACPR orders, such as, orders occurring too late. Thus, patients can 

potentially risk being resuscitated against their wishes. Some participants spoke of the 

similar situations they encountered:  

…completely against The Code and everything you know to be right for your 
patient and you know what’s best to do and I think it's like a helplessness like 
you can’t actually do anything about it and that's a horrible feeling (Donna);  

I have been in the situation when we had to resuscitate a patient who never 
should have that happened to them I never want someone to go through you 
know that situation, it really upset me, it was awful (Alison)  

and;  
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I have had a situation where the patient changed his mind and didn’t want to 
be resuscitated but unless you can get the doctor back to revoke the original 
order for resuscitation and to put in a DNACPR we would have to resuscitate 
(Glenda)  

This highlights the possibility the medical practitioner did not discuss the order sufficiently 

with the patient, and the implications of this practice approach continuing means it will 

remain to be in discord with the RNs’ professional and ethical values: 

You come up against the wall with the doctor not making the decision that 
you think’s right…those kind of things are the hardest, do you know the docs 
probably not even going to be there…this is what annoys me (Pauline); 

…but at the end of the day it’s the doctors who make the final decision on 
resus and sometimes it can make me frustrated because you are often 
picking up the pieces of a situation that shouldn’t have got that far (Wendy)  

The situations above highlight the dissonance, explicitly and implicitly, between RNs 

upholding policy and The Code and the frustrations and upset which can occur because of 

such discord.  

Sævareid and Balandin (2011) claimed DNACPR orders are underused and delayed at end-

of-life and that because of this RNs face ethical dilemmas and feel distressed. Thus, they 

advocate for greater collaboration amongst stakeholders. O’Hanlon, O’Connor, Peters and 

O’Connor (2013), when surveyed RNs’ attitudes towards DNACPR orders in a large 

teaching hospital in Ireland, found 35% of the 178 RNs they studied disagreed with a 

DNACPR decision which supports Kathryn’s assertion: 

…if the doctor’s decided that he’s for active resuscitation, which he can do he 
will be for resuscitation whether we disagree or not because policy supports 
the doctors and they will be supported not us (Kathryn) 

It would appear evident from the literature (Butler et al., 2006; Fallahi et al., 2018; O’Hanlon 

et al., 2013; Palmer, 2007; Sulmasy, He, McAuley & Ury, 2008) and my findings that RNs 

report medical practitioners (admittedly I did not study local medical practitioners so this is 

an assumption) have different views and attitudes to resuscitation. Nonetheless, two 

participants, albeit for different reasons, tried to understand why some medical practitioners 

might find it difficult to discuss or place a DNACPR order: 

I think its lack of education, if they had more education it would be better and 
if they [junior doctors] could observe senior medics [medical practitioners] not 
being afraid to make the orders they probably would be better at it (Kathryn)  

Mockford et al. (2015), whilst they agreed health professionals required more education in 

DNACPR decision-making, claimed there was a paucity of literature to support that 

education alone would help. Although Frances was of the opinion “alot of the doctors don’t 

like to sign them [DNACPR forms] not sure they get this in their training but they need to it 

would help them”.  
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Pauline considered another dimension “it may be because medics [medical practitioners] 

don’t like to accept defeat and they are not going to be able to save somebody”. This 

consideration concurs with Willmott et al.’s (2016) findings from their study that medical 

practitioners are locked into a curative role ordering futile treatment without considering 

patient/family requests. Although Willmott et al. (2016) claimed that if medical practitioners 

were aware legally it was not an expectation to provide futile treatment it might reduce a 

sense of pressure to prescribe futile treatment. This might be because Australia, where the 

study was undertaken, is the second most litigious country. Although this was not an area 

under research, these findings might explain why medical practitioners locally practice the 

way they do regarding end-of-life issues.  

 

Nevertheless, the implications of continuing the aforementioned practice could arguably 

harm a patient by prolonging suffering and not adopting person-centred care, a waste of 

finite resources, and, as evident from my findings, moral distress to the RNs. Amongst the 

participants, I believe there is a sense of survivorship in those situations as the participants 

are forced to improvise to meet complex patient needs, organisational limitations and 

culturally defined boundaries. Lachman (2010) advocates for RNs to have the moral courage 

to stand up for end-of-life decision-making’s core compassionate values. Arguably, this can 

be difficult if RNs are not recognised for their professional experience and expertise.  

 

 

4.4.2 Lack of recognition of professional knowledge and 

experience 
 

 

It became evident within several participants’ dialogue they perceived the medical 

practitioner still had control organisationally: “I feel like we are still sort of like working under 

a medical model” (Donna); and or from the public perspective: “the patient still thinks you 

know that the doctor they are the bee’s knees they are the ones of all authority” (Kathryn). 

Many participants believed nurses held no power in the local hospital, as expressed by 

Alison: “Nurses have very little if any power actually it is the doctors who hold the power in 

our hospital whatever they say goes”.  

Interestingly, Ford and Walsh (1994), almost 20 years prior to the Francis Report (2013), 

conveyed how nursing constituted an oppressed group with little authority and power as a 

profession. It could be suggested both these lines of thought still have resonance, indicating 
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the nursing profession continues to endure a level of disempowerment. Pauline alluded to 

the passiveness of her role within the local organisation:  

Whenever we’ve got ward rounds, we always have a nurse present but we 
only pass on information to the doctor we don’t get to make decisions we’re 
powerless yet they need us to tell them all about the patient (Pauline) 

Whilst the above might be some considerations why Francis (2010) reported RNs particularly 

were repressed in their practice, this thesis does not dispute there are times when decisions 

need to be deferred on to more senior and experienced professionals. Particularly, if some 

RNs do not have the required experience, knowledge or courage to make certain decisions 

that resonate with Mandy and Frances’ discourse:  

…anything more serious I'll call the doctor …if it's really bad news and if it is 
like a cancer diagnosis or something I certainly wouldn’t be taking on those 
on my own (Mandy); 

 Where it is the patients actually care that's involved with the surgeon I would 
not interfere with a lot of those things because I don't want to and because 
there’s obviously certain things that I wouldn't know (Frances) 

However, perhaps the aforementioned repressive and deferring practice is the outcome of 

prescriptive rules and policies informing the RN to make a referral at certain stages of a 

patient’s deteriorating condition when they could potentially deal with the situation in front of 

them. An RN might also believe that as they deferred a decision to another professional 

colleague they would not be classed as being disobedient to an order. Although, it could be 

considered that the RN might interpret they will be absolved of any final decision, outcome or 

error as they deferred to another/senior healthcare professional. As previously documented 

in section 2.3 with regard to delegation, this is not the case because RNs are accountable for 

the actions and decisions they make or defer to others.  

Still, two participants asserted their knowledge and experience were not considered, which 

made them feel uncomfortable:  

I often feel that my professional knowledge and expertise is dismissed 
completely, I just think there’s a bit of a hierarchical attitude…I’m a 
doctor/senior manager and I know better …it’s a difficult one and I don’t feel 
comfortable with it (Wendy); 

and,  

I feel that we’ve a very medical model, the organisation doesn't look at or 
appreciate our knowledge and skills and experience…we could move things 
along quicker without waiting for a doctor (Vicky)  

It is interesting because Pauline’s above and Wendy and Vicky’s perspectives lean more 

towards the freedom to act. In contrast, Mandy and Frances lean more towards the safety of 
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the doctor knows best. I believe the difference in the experience of Pauline, Wendy and 

Vicky to Mandy and Frances is evident in the different narratives and would be influential 

should the organisation adopt fewer and simple rules whilst permitting the RN the freedom to 

act. However, the hierarchical system that the participants mention needs to be challenged 

for the freedom to act. As Paula considered, the fault may lie with allowing these hierarchical 

approaches to continue: 

I am not blaming doctors; I don’t think it’s even their fault the system is not 
allowing nurses to be autonomous unless you are a specialist nurse certainly 
from a ward point of view your hands are tied (Paula) 

Another particular area where RNs expressed they lacked power or involvement in decision-

making was in the context of DNACPR orders for those with an identifiable risk of cardiac 

arrest because of an underlying condition. For example, cancer or sepsis. It does appear 

from the participants the consensus is that RNs are often best placed to discuss and make 

DNACPR decisions:  

Nursing staff who’re actually with the patients 24/7 are generally not involved 
in those decision-making processes whether that is with family, the medical 
team or just with the patient…and I think it would be a good idea if we were, if 
only (Sarah);  

Sometimes I feel nurses would be the best person to make certain decisions 
as they are having those awkward conversations anyway…and they are 
looking at the patient all the time the doctors and consultants are only there 
for a brief window (Pauline)  

This sense of willingness to be involved in the decision-making around DNACPR orders 

concurs with Palmer’s (2007) finding from a literature review that most RNs wanted to be 

involved in decision-making around DNACPR orders. However, they either were not or rarely 

were (Palmer, 2007). In contrast, O’Hanlon et al. (2013) reported from their study that only 

15% of 178 RNs asserted medical practitioners did not discuss DNACPR orders with them. 

Although, 35% disagreed with a DNACPR decision which arguably makes one think RN 

involvement might only be tokenistic on the medical practitioner’s behalf. It could also mean 

inclusion is only informal (Lachman, 2010). The British Medical Association, Resuscitation 

Council (UK) and, RCN (2016) clearly state responsibility for decision-making around 

resuscitation must rest with the most senior clinician in charge of a patient’s care which for 

the most part will be the medical practitioner but do advocate whenever possible discussion 

with the other members of the healthcare team to ensure their consensus.  

Fallahi et al. (2018) found a consensus among the medical practitioners and RNs, in their 

study on RNs and physicians’ viewpoints about DNACPR decision-making, that RNs should 

not recommend the DNACPR order as they were not qualified to undertake such a task. I 
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believe this viewpoint is generalisable to local opinion. Nonetheless, Fallahi et al. (2018) 

conveyed how RNs could be instrumental in assisting medical practitioners with DNACPR 

decision-making. Interestingly only Glenda acknowledged: “it should be doctors and nurses 

having these discussions with the patients and working together for the best interest of our 

patient not our doctors”. The suggestion of the RNs wanting equitable consideration of a 

DNACPR order could omit ambiguity about the patient’s care. It could be considered if future 

medical and nursing students learn about engaging in communication around such difficult 

conversations, decision-making and overall DNACPR orders, fractions and anxieties may 

lessen.    

Arguably in an anthropological sense, the culture of the local organisation is stifling RNs’ 

progression and being treated equally as competent professionals. However, true inclusion 

in decision-making may be endorsed as standard practice in the future once RNs undertake 

specific training and meet competencies (Booth & Courtnell, 2012), giving them the freedom 

to act and be heard.  

 

 

4.4.3 Not being heeded 
 

 

A factor that arose from my conversation with several participants included RNs needing 

support from senior nurse clinicians or specialists to advocate for the patient. The 

participants appear to have experienced, on a regular basis, a 'lack of voice' in what could 

be construed as a medically bureaucratic organisation. David (2000), in her opinion paper on 

‘Nursing Gender Politics: Reformulating the Footnotes’, suggests RNs typically feel their 

voices are unheard and have struggled to exert empowerment and autonomy.  

Paula and Alison were similar in their explanations of what they had to do to get heard: 

I have often had to go via you know like a night manager or the site manager 
in the day cos the doctors will listen to them as they won’t listen to me ‘cause 
I am just an RN (Paula)  

Although, I feel Wendy sums up her feelings about not being heard: 

When I feel that I can’t get medical colleagues to either follow policy or listen I 
have to go to management or whoever and tell them there is a situation. It 
has happened many times and just getting in touch with a night manager was 
enough they spoke with the doctor on duty and they were made to do it and 
that was it. Why it is okay from the night manager and not me with 27 years 
of experience, more than the night manager, is beyond me, so frustrating and 
demeaning and that can be difficult because it can be very hard for a junior 
member of staff to go and do that (Wendy) 
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Kathryn was optimistic that working relationships would improve: “hopefully it can be 

resolved if you know you’ve got a good working relationship with the doctors on the ward and 

everything it shouldn’t be a problem”. Overall, I understand from the participants’ narratives 

that whether their voice is powerful or incidental, they want medical colleagues to hear and 

understand their perspectives and consider their opinion and clinical judgement. Arguably 

paying attention to the RN’s voice could imply giving them the freedom to act and giving 

them power without strictly defined boundaries. Perhaps this may scare some RNs, medical 

practitioners and the management of an organisation.  

Evidence suggests nurse leaders are critical in creating a successful and positive work 

environment (Casida & Pinto-Zipp, 2008) and whilst that is the intention locally of the 

Director of Nursing (Nursing & Midwifery Strategy, 2019, 2021), it is not what is inferred on 

the shop floor. The participant narratives express professional disquiet in the areas that 

Aiken et al. (2002) and Kleinman (2004) assert are the essential leadership characteristics of 

the RN manager; visibility, accessibility, consultation, recognition and support. There was a 

general accord among the participants they were dissatisfied with ‘senior management’, 

senior management being those above RNs immediate line manager. The participants 

generally felt their entreaties to upper management for help, support and guidance often fell 

on deaf ears.  

One dimension I perceived was how staff imagined upper management forgot what it was 

like on the ‘shop floor’:  

I don’t feel there’s enough praise at all and then that makes you feel like 
you're not doing the right thing half the time and you just kind of feel like 
you’re wading through treacle and upper management don’t really care 
(Vicky);  

and,  

…those who are saying whether we have enough staff or not are not actually 
working on the shop floor where sometimes it is manic and they don’t have a 
clue what we are expected to do in a shift (Alison)  

Regarding support practically mostly the comments were less than complimentary: 

I think higher management don’t really take onboard things very easily, they 
might seem like they do but there have been many times where I’ve just 
found them really unhelpful oh and if their bleep goes off they’re gone 
(Pauline)  

Frances spoke of an experience, to sum up her feelings:   

It’s the staffing because there’s been times when we’ve had people for 
example head injuries and they are wandering or somebody who is just 
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confused and they are wandering we don't have the staff and we've 
highlighted to management and nothings been done and then we are still 
highlighting but then we have had instances where patients wander off the 
ward and go missing but we tried our best to keep them where they are safe 
management don’t care as they never try to help us in those situations they 
actually get away from the ward (Frances) 

There is a gap between the expectations RNs have for upper management’s approaches 

and behaviours, given the perceived lack of support from non‐hands‐on management and 

the reality of RN’s daily experience (Cleary, Horsfall, O’Hara-Aarons & Hunt, 2012). Pauline’s 

tone of the narrative is one of frustration and exhaustion but epitomises how several of the 

participants felt:  

It’s more of a how do we look more what’s going on here with kind of our 
numbers and is everything running smoothly…higher management anyway I 
don't think they are particularly bothered about the individual person behind 
your NMC registration number, I don’t mean to be horrible about them but 
sometimes I just think oh come on please help a little bit (Pauline) 

Overall, the narratives portray a culture of differing purpose, alienated and stagnant as the 

participants feel they are unheard:  

I doubt anybody will particularly listen because they don’t just generally do 
they? Well you can bring stuff up with your manager and quite often your 
manager will take that further but nobody listens to them because nothing 
changes (Sarah)  

Brunton and Cook (2018) claimed that although exploring cultural differences in New 

Zealand healthcare, an appreciation of disparities in power difference needs to be 

understood by all members of an organisation to make collaborative working tolerable and 

comprehensible. Donna appeared accepting of upper management behaviour because she 

felt she was covered if anything untoward occurred:     

I know it’s difficult because obviously you are trying to keep your patient safe 
but you have highlighted it to management that we were struggling or you 
know we’ve had patients become very combative we’ve highlighted that, that 
we needed help there and things aren't done it's very difficult but then trying 
to defend ourselves I suppose because we've highlighted it, we've alerted 
staff that we are struggling that is the only way we can really defend 
ourselves (Donna) 

Glenda expressed there was a level of mistrust on the part of the upper management of RNs 

stating: 

…they say that nurses aren’t telling the truth about who’s going home and 
trying to hide discharges…and you think my God we work our butt off to try 
get people home, but they don’t seem to appreciate that (Glenda) 
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The negativity continued, and I was saddened by two participants’ feelings about upper 

management. However, I was not surprised as it was a familiar discourse heard in several 

AWs over the years: “everyone is out to catch you out” (Pauline); and “I think they do bash a 

little bit out of you unfortunately I don’t trust any of them” (Vicky). Another participant spoke 

about being threatened with suspension from senior management when they openly 

acknowledged their error immediately and followed all procedures to make right any wrong. 

Unfortunately, that individual RN now lacks the trust of the senior management, and 

although they stated they will always hold their hand up when they do wrong, they worry 

other staff will not as they see how they have been treated. 

In contrast to the relationship with upper management, several participants believed their 

peers and or their line manager provided the support or counsel they required: “I feel 

supported by *** my manager like I think we are as a ward we’re looked after and supported 

yeah (Glenda); “There were many incidents that happened it kinda helped that we are such 

a good team” (Wendy).  

There were mixed perspectives on the organisation’s ethos with some understanding of 

various positions, perspectives and demands. Several of the participants believed the ethos 

was about saving money:  

They say they want to protect the patient and make sure it’s all about them 
but it seems to be at the minute a bit of cost cutting…it just seems to be that 
saving money is more their focus (Glenda)  

Mandy was positive in her assertion, “I generally think it is about care, compassion, the 

patient first, dignity, privacy empathy, duty of care, person-centred”. Pauline recognises 

“there are loads of changes currently and everyone is just doing the best they can”. Frances, 

Vicky and Nicola acknowledged there is a discernible difference in outlooks, as summed up 

by Nicola:   

I think that as you move up you kind of lose track of the core philosophy and 
the core values and the people that work on the ground floor who are like 
doing things day in day out with patient contact and things like the philosophy 
is different with them than it is to the higher management but that is just 
personally speaking. It is understandable as they've got demands haven’t 
they from politicians and things like that and budgetary (Nicola) 

Frances was the only participant to admit they do not think about the bigger issues such as 

budgetary as the upper management do: “I never really think about it financially which I 

probably should because they probably do don’t they?”. However, Alison and Wendy were 

the only participants who expressed any positivity regarding the organisation’s ethos, as 

epitomised by Wendy:  
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Sometimes I feel that higher management are very far away from the 
bedside, but I think they are much more aware and certainly from the amount 
of years I have been here I have seen it change a lot there’s a lot more 
involvement from the ground up. I do feel the ethos is much more positive 
(Wendy) 

The Francis Report (2013) clearly demonstrated that management and frontline staff had 

different priorities and businesses, in contrast to the patient as the priority (Dyer, 2013). 

Whilst I cannot comment from the management’s perspective as I did not interview them, it 

is uncanny that some of the participants’ views are similar to what the Francis Report (2013) 

documented. Although I do not believe locally it would ever be intentional to think business 

over the patient, I am saddened it is the impression. The implications for such negative 

perspectives could be catastrophic for such a small organisation. The potential of a wider 

gap growing between upper management and those on the ground floor may result in a 

continued lack of understanding and respect for each other’s position and expectations.    

Overall the role of upper management is not always perceived positively regarding support 

and visibility. Unfortunately another practice frustration where the participants related poor 

management was around raising and escalating concerns. These concerns are evidenced in 

the subsequent data extracts.   

 

 

4.4.4 Raising and escalating concerns   
 

 

The NMC (2019b) assert, “raise and, if necessary, escalate any concerns you may have 

about patient or public safety, and use the channels available to you in line with our 

guidance and your local working practices” (section 16.1, p. 12). The local incident reporting 

system is a web-based database known as PRISM. PRISM is a tool to highlight risks so the 

organisation can reflect and understand the risks and make every attempt to improve and 

develop practices and systems (Fisher & Scott, 2013). Arguably, any reporting system is 

dependent on the people using it, for example, the ability of the individual to recognise an 

error or safety issue and the willingness to report problems. There appeared from the 

participants a certain amount of scepticism and criticism concerning raising concerns. 

Participants were unanimous about the difficulties involved in reporting issues and the stress 

in which this ensued. Kathryn shared an experience where she reported a serious incident 

via PRISM and to her seniors, which she felt was unjustifiably managed, leaving her lacking 

trust in the process:  
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I think the main thing you are meant to do is PRISM everything and all the 
PRISMS come back to my line manager. So I think em for say the case of… 
[dialogue removed for fear it may identify the participant] we had well we 
were open and transparent that’s what we are meant to be and then we were 
threatened with suspension, people aren’t going to be open and transparent if 
they’ve made a mistake, it’s all going to go underground. We could have 
done that we could have just hushed it up the patient was fine but that isn’t 
morally right and that isn’t in your code that’s totally wrong but I think that will 
happen if this culture this culture of blame we have here. They have to blame 
someone I think people aren’t going to be open and transparent and they 
want us to be open and transparent or do they because it is they always want 
to blame someone (Kathryn) 

Paula felt the reason for RNs not reporting issues is because “it is like a culture where we’re 

scaring people”. In contrast, several of the participants spoke of PRISM as a supportive tool 

in the sense they use it to back themselves up, and it is evidence they have raised a 

concern:  

…this is my registration on the line … if I don’t stick up for myself no-one else 
is, if it comes to a court of law the management or doctor, could say one 
thing, it's my word against theirs (Mandy) 

Sarah commented on how her manager supported her raising of issues onto the system: 

Yes, there is a few of us who always report issues, a lot of the others don’t 
bother don’t do the official reports but feel the same as I do and I am 
encouraging them to do it, one of the sisters is actually very supportive of us 
completing the incident reporting and says every time you got something put 
it in because then it is in black and white and we’ve raised it. I am certainly 
encouraging my colleagues to do similar; I know some of them won’t, I think 
they’re frightened (Sarah) 

Two participants believed they would be in trouble for raising a concern:  

I'm not afraid to get into trouble but I shouldn't have to feel like I'm getting into 
trouble as it's my job to stick up for people who cannot stick up for 
themselves (Glenda);  

and,  

I am not afraid to challenge things but that’s what it feels like all the time and I 
just wait to be called into the office to say it’s my fault now upper 
management will be mad because I have raised something I don’t know if it’s 
worth the headache to be honest (Wendy)  

Vicky took the view: 

…nobody will put anything in writing … people are scared to highlight things 
and I suppose you know I could write more about things but I don't know it's I 
suppose the old line of picking your battle (Vicky)  
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Several participants reported they could not be bothered to fight the system, suggesting it 

may be due to burnout or, as Rodziewicz et al. (2021) and Skår (2010) asserted, some RNs 

and medical practitioners lack the courage to take responsibility in situations where they are 

accountable. Interestingly, it appeared from the participants’ discourse they completed a 

prism when there were staff shortages, perceived inappropriate bed flow decisions and 

areas of lack of support, not near misses or clinical-based incidents. However, the rationale 

for this might resonate not only with Rodziewicz et al. (2021) and Skår’s (2010) assertion but 

the healthcare professional’s psychological safety factor:  

Well there's been a lot about you know like whistleblowing and everything 
and it just makes you think like as a whistle-blower you’re just trying to raise 
concerns aren’t you but how are you supported coz it's sort of like whistle-
blowers are sort of reflected like oh what is the word like you betrayed the 
Trust but you know when it’s like about patient safety and then just improving 
things that should be a good thing but it is sort of like demonised in itself and 
so it's sort of like you’re told oh you know you will get all the support and 
everything but that's not how it really works coz in a few cases I've heard 
about it's just they’ve never been fully supported…What would hold me back 
from reporting issues is just basically sort of like having everyone turn against 
you really. I mean there are, I don’t know if it’s whistleblowing but I guess it’s 
little situations as I have found happen on the ward here and when someone 
has spoken up and it sort of like affected relationships with other colleagues 
and sort of seen like out like the snitch or so (Donna) 

It is evident from the participants’ narrative and my recollection of discourse from the RNs on 

the AWs that RNs do not feel psychologically safe, if I do ‘A’, will I be criticised and hurt? 

Thus, the RN is assessing the personal risk associated with a given behaviour (Edmondson, 

Kramer & Cook, 2004), which may prevent them from taking responsibility and accountability 

in certain situations. Hence, creating a psychologically safe culture is urgent and crucial so 

patients are safe and RNs are not in fear and will believe they are valued, included, not 

resented, punished or thought less of (Edmondson, 2018). Otherwise, discourse like 

Kathryn’s will continue to be the norm:  

People do make human error; mistakes will happen and people have got to 
know yet if they make a mistake you know it will be dealt with but not THIS 
culture of you know blame, you basically fear it and it’s alright because I’m 
old it’s the young ones the newly qualified I fear for (Kathryn) 

Pauline declared:  

Mistakes do happen at the end of the day everyone is human we should feel 
at ease to report because that is what we are meant to do report issues or 
our errors (Pauline) 

Yet two participants experienced their manager, RNs, instructing them not to raise concerns. 

One of the participants expressed how they defied the manager’s instruction not to raise 

certain concerns around unsafe circumstances to safeguard themselves: 
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When I think that things are unsafe … I will put in a report … and say that I 
believe my manager who is also a nurse has encouraged me not to do that 
(Glenda)  

The other participant, Frances stated: 

My manager was telling me not to be reporting things that are wrong as they 
knew about certain things and nothing could be done but my answer to my 
manager was I have actually the same code of conduct as you which 
requires me to raise concerns so I will fill in these forms whether you like it or 
not because I have to protect those patients and myself because I do feel like 
if something and it’s more a case of when something catastrophic happens I 
don’t feel supported by our management and I feel that I would be sold up the 
river but if I have raised my concerns then I have some sort of protection 
(Frances) 

It appears from the discourse with some participants that their legitimate raising or desire to 

raise issues is being blocked or ignored, causing some concern. In defence of those who try 

block reporting, this might occur because some regular issues raised may be beyond their 

control, like staff shortages and healthcare cut-backs which are unresolvable when 

considering the global problem surrounding both issues. However, this is by no means an 

excuse for encouraging staff not to report such potential safety issues. Another participant 

who felt the manager was unsupportive of their incident reporting acknowledged their 

professional obligation, “I'm not particularly popular I don't think with my immediate 

management like when I report incidences, but I think as a professional I have to do it” 

(Alison).  

The implications of the practice of non-reporting could lead to patient harm as silence kills 

and those conversations need to be had (Maxfield, Grenny, McMillan, Patterson & Switzler, 

2005; Rodziewicz et al., 2021). There could also be implications for the RN professionally or 

organisationally through imposing sanctions or removal from practice for not complying with 

standards and rules. On a positive note, it is evident there are confident RNs who are 

unafraid to speak up for the patient and/or themselves, embracing the core tenant of their 

role first do no harm, which is the essence of the NMC standards (2018a & 2019b). As 

Anderson, Kodate, Walters and Dodds (2013) reported from their study, undertaken in two 

large teaching hospitals in London, incident reporting can be a powerful tool for identifying 

risks to the organisation, the public and employees and, for improving care. However, it 

could be assumed that teaching hospitals are more transparent and 

appreciative/encouraging of incident reporting to ensure patient safety and attract students 

and staff to their hospital. For all RNs to embrace and adhere to the standard on reporting an 

incident or a near-miss (NMC, 2019), RNs, as do all healthcare professionals, need 

assurance that the organisation’s intention is one driven by safety, not blame (Rodziewicz et 

al., 2021). 
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Whilst I believe the organisation’s intention and priority is safety, if things remain unchanged, 

there will be negative repercussions for the patients and the public. Additionally, the RN will 

be in breach of failing to satisfy The Code and the NMC 2019 standards on raising concerns. 

Furthermore, the implications for an organisation if errors, incidents or issues go unreported 

could entail the organisation being held negligible in their duty of safety (Caulfield, 2011; 

Rodziewicz et al., 2021). Thus, education about the mandatory professional and 

organisational purposes and aims of incident reporting is advocated. Otherwise, the 

organisation as a whole cannot learn from incidents and concerns. 

 

 

4.5 Reflexivity 
 

 

 

At the onset of the research study, I realised reflexivity was an important element of situating 

the reflexive self within the research study for my learning and transformation. Thus, 

reflexivity embedded throughout my research examined my belief systems and the possible 

impact of being an insider researcher in the study, enhancing the research study’s credibility 

(Alvesson & Skoldberg, 2017; Bryman, 2012; Holloway & Wheeler, 2010; Patton, 2005). 

Without a doubt, I have my perceptions, experiences and multiple realities of working within 

professional and organisational expectations because I, too, am required to work within 

professional standards (NMC, 2018a). Whilst I initially attempted to remain neutral and 

separate myself from the research, I could not ignore my knowledge and previous 

experiences. These perceptions and realities are from an accumulation of almost 30 years of 

professional immersion, formerly as a SN, RN and latterly as a senior lecturer. Reflexivity 

demanded I acknowledge how my perception of reality might affect the research as I 

investigated RNs’ experiences.  

I was also conscious that by meeting the expectations of an academic piece of work, it could 

be construed I misused my power as I needed to seduce (Brown, 2005) participants into 

telling me their experiences to assist me in progressing. Whilst I made every attempt to 

enable the participants to find their voice by bringing their self and experience to the forefront 

voluntarily, and without coercion, there were times when I became uncomfortable with what I 

learned about myself to meet my academic agenda by observing some participants 

appearing to divulge more information than they initially envisioned through my subsequent 

questioning. The value of reflexivity to examine and limit power imbalance afforded me a 
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deeper understanding of power as a threat. Barstow (2008) asserted if a researcher, for 

example, remains conscious about the right use of their power, they will not only understand 

the impact power imbalance can have but remain altruistic and ethical in their behaviour.  

Often the RN’s discourse of experiences and perceptions resonated with my experiences 

and perceptions, and I shared my experiences, opinions and perspectives with some. 

Because of my expert knowledge, there were occasions I struggled to distance myself, view 

and interpret what the RN articulated through their world view and lens, as opposed to mine. 

Conversely, it was that prior knowledge and experience which positively influenced how I 

interpreted the world in the data. Arguably, knowing where my professional self began and 

ended was indeterminable. Therefore, I had the potential to occupy several positions along 

the insider-outsider continuum (Humphrey, 2007), hovering in a liminal space (Land, Rattray 

& Vivian, 2014). Indeed, I remained alert to myself as a researcher, having tensions being a 

researcher with a biography that could inform data. 

During the analysis of the data phase to encourage further reflexivity and personal critique, 

there was increased dialogue with my peer-debriefer. Reflexivity was vital to ensure the 

truthfulness and rigour of the research. However, McGhee, Marland and Atkinson (2007) 

cautioned for a researcher not to carry reflexivity too far as it can reduce creativity, which is 

an essential element of GT when generating concepts and theories (Strauss & Corbin, 

1990). Reflexivity afforded me the opportunity to develop my self-esteem and self-

confidence within the reality of my study.  

The broad aim of this study was to explore the experiences of local RNs caring for patients 

within professional and contractual boundaries, echoing the objectives of this thesis (section 

1.3). This chapter embodied the interpretation and integration of my findings and their 

significance within the extant literature and the implications for practice. With my best 

intention, I reported my findings ethically, honestly and sensitively to the participant’s voice. 

A theory of professional liminality emerged from the constructions of my findings. The 

significance of the theory of professional liminality allowed for the proposal of the RvR model 

(section 5.5). 

These findings can inform future studies to further theory development in this area and spur 

an additional investigation into some of the critical practical implications. However, in the 

end, it will be the reader who will make their interpretations of the reported findings and 

possibly generate new questions and areas of consideration.  
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Chapter 5: Conclusion 
 

  

 

This chapter offers a summation of the procedural and methodological approach taken 

throughout my thesis to elucidate my findings. Limitations of my methodological choice and 

my findings are also presented. As RNs are caught between dichotomous organisational and 

professional diktats and ideals to guide their practice, clear recommendations are presented 

as much work, and attention still needs to be done to align organisational and professional 

diktats and ideals. I will provide a summary of my dissemination process for the ongoing 

development and learning of my new knowledge. As a result of my findings, a new RvR 

model is proposed, which other professionals may wish to employ in their area of research. 

Finally, I provide a reflective summary of my professional and personal experience of the 

professional doctorate journey.   

 

 

 

5.1 Procedural and methodological approach 
 

 

5.1.1 Research Context 
 

 

It was my experience of facilitating AW workshops where I suspected RNs within their 

clinical practice were experiencing dichotomies between meeting the expectations of the 

registering body (NMC, 2018) and organisational policy. The dissonance between the 

expected professional (NMC, 2018) and organisational standards in conjunction with the 

reality of the practice setting meant RNs were regularly reconstructing their delivery of 

nursing practice. That potential dichotomy ignited my interest and passion for the topic, 

ultimately resulting in me conceptualising the research problem and undertaking this 

research. I began this research with a question, “What are local RNs’ experiences of 

meeting the needs of the patient whilst fulfilling the requirements of The NMC Code and 

local operational policies?”. As far as can be ascertained, this study is the first to focus on 

such a phenomenon, thus why a traditional literature review was not undertaken. In order to 

answer my question, GT was an ideal pragmatic bottom-up approach for this nursing inquiry. 

The Constructive GT approach through an interpretivist lens permitted me as a researcher to 
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discover and construct a meaningful account of the phenomenon being studied, developing 

a substantive theory grounded in the local realities of RNs’ everyday clinical situations.  

 

5.1.2 Data collection 
 

 

GT meant I engaged in a process that was planned and emergent. The GT approach 

afforded me a structured framework to conduct my research and ethically answer my 

sensitive research question. Ethical considerations were discussed in depth in section 3.5. 

Being cognisant of Newkirk’s (1996) assertion “those who turn other people’s lives into texts 

hold real power” (p.14). I acknowledged caution from Barstow’s (2008) postulation that those 

who feel in a position of power may also misuse their power. To minimise misusing any 

elements of power when presenting the participants’ narrative, I was respectful of the 

participant in a nonmaleficient and beneficent manner (Beauchamp & Childress, 2019; 

Denzin & Giardina, 2007). Although it would have been short-sighted of me not to consider 

that through my interpretation and presentation of the data collected, the participants might 

suffer some harm as I was revealing their professional experiences that could be open to 

scrutiny professionally and or organisationally.  

The data collection techniques were instrumental mechanisms for obtaining a true insight 

into how RNs adapt and function in the context of clinical practice. The systematic data 

collection, theoretical sampling and constant comparative analysis permitted me to look for 

existing links within the data and hypothesise about the data’s relationship with the 

phenomenon. Choosing pertinent extracts of data collected to elucidate my findings 

highlighted links between them and the extant literature. The data collected revealed the 

emerging themes of Governance, Professional discrepancies and Professional disquiet and 

generated the theory of Professional Liminality, as shown in Figure 5.1.  

The theoretical conceptualisation as shown in Figure 5.1 presents the dichotomy between 

The Code and local operational clinical policy, for example, ICP and administration of 

medicines. Theoretical concepts derived from the analysis of the 12 RNs’ experiences of 

caring for patients whilst meeting the standards of The Code and the contractual obligations 

to meet operational policies were used to generate a substantive theory of Professional 

Liminality. Figure 5.1 presents a theoretical conceptualisation of professional liminality. 
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Figure 5.1 Theoretical conceptualisation of professional liminality 

 

What led me to explore the theory of professional liminality were the participants’ 

descriptions which comprised the emergence of three key and interrelated themes as shown 

in Figure 5.2: 

 

• Governance  

• Professional discrepancies 

• Professional disquiet 

 

Figure 5.2: Locating themes: Governance; Professional discrepancies and, Professional disquiet, within the 
context of Professional Liminality 
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Whilst The Code and operational policy each are significant and paradoxically coexist, they 

need to complement each other to affect an evolving and dynamic contemporary healthcare 

organisation. This research study aims to offer a theory on the subject and add to the 

existing evidence-based knowledge; however, as with any research study, there are 

limitations to the researcher’s methodological choice and findings. 

 

 

 

5.2 Limitations 
 

 

 

All research studies have limitations, and some of the practical and methodological 

limitations are already identified and discussed in earlier sections of this research study, 

ensuring rigour, validity and trustworthiness. Although measures were put in place 

throughout the research study design, for example, extended discussions with supervisors 

and my peer-debriefer highlighted that the two main limitations stemmed from the chosen 

methodology and the sample population. Traditionally there have been debates over the 

value and limitations of qualitative research, however, qualitative research methodologies 

evolvement and analytical strategies narrow the qualitative/quantitative gap.  

The limitations of my methodology choice and my findings and their justification will remain 

open to debate as they are open to others’ perceptions. The researcher only explored RNs’ 

experiences at one acute rural healthcare organisation. Thus, this research study cannot be 

considered a true representation of the national or global RN population (Bryman, 2012) due 

to: the small sample size; it is only of the experiences and meanings of RNs’ situations 

locally. Nevertheless, the findings can offer insight, enhance understanding and thus afford 

meaning to guide a nurse’s action locally and potentially externally. It may also be valuable 

for exploration within the context of other professions where they may experience 

dissonance with organisational and professional ideals and practice realities.  

Any GT approach is thought to be particularly time-consuming for two reasons: 1) the 

researcher needs to have an inordinate familiarity with the data collected; and, 2) the 

process of data analysis can be challenging. This research identifies it is only the 

researcher’s investigation and interpretation of the data as a limitation. It is conceivable other 

researchers with different participants would report different findings.  
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Although each of these limitations warrants consideration, elements of the study design, for 

example, peer-debriefing and a reflective journal, were used to ensure the researcher’s 

conclusions were grounded in the data.   

 

 

5.3 Recommendations 
 

 

The study and the participants’ experiences reveal compelling evidence that someone 

sometime soon needs to start making changes to the way job descriptions are composed 

and policies are created, implemented and reviewed and the NMC to undertake research 

into the value of The Code, standards and guidance. Thus, further recommendations to build 

on existing good practices are presented, along with who I feel is responsible for each, 

illustrated in table 5.1: 

Table 5.1: Recommendations & individual responsibility  

Recommendation Individual(s) Responsible 

Realise there is a need for change within 
the nursing role by the researcher 
disseminating the study findings  

Organisational management 

Researcher 

Empower RNs and give them the 
permission and freedom to change their 
situations and uphold their contracted and 
professional roles.  

Provide training and education programmes 
and opportunities that permit and support 
RNs to lead and take charge of changing 
the current ways of working to support and 
recognise professional judgement and 
autonomy at the point of care. Offer 
feedback as required. Continue training and 
education until the organisation gets to the 
stage where most RNs enter the 
profession/organisation empowered.  

Organisational management 

 

 

Organisational management 

Education and training teaching team 

Provide RNs with the necessary resources 
to adhere to policies, for example, staff and 
education. 

Organisational management 

Provide RNs with an appropriate system to 
access policy promptly and efficiently. 

Organisational management 

Provide RNs with formal annual updates to 
continue policy awareness and familiarity  

Organisational management 
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Explore the challenges around professional 
dominance within local contemporary 
healthcare.  

Organisational management 

Create a culture of change that is 
supportive of staff, eliminates negativity and 
fear of blame and enforces a more positive 
approach to incident reporting.  
 

Organisation management 

Adopt the Keep It Simple Stupid concept 
coined by an aircraft engineer, Kelly 
Johnson, in 1960, to review current and 
future local policy development: 

I. What are the directives we need to 
KEEP? 

II. What are the directives we need to 
INCREASE? 

III. What are the directives we need to 
STOP? 

IV. What are the things you can START 
doing? 

Head of Care Quality & Safety 

Nurse Specialists & Policymakers 

Recognise the multiple accountability 
relationships that co-exist with policy when 
considering, developing and implementing 
policy.  

Head of Care Quality & Safety 

Nurse Specialists & Policymakers 

Seek opportunities to understand the issues 
RNs face in daily care delivery when 
employing policies and the impact 
workarounds have on quality and patient 
safety  

Head of Care Quality & Safety 

Nurse Specialists & Policymakers 

Reduce the length and any ambiguity of 
policies, where possible 

Head of Care Quality & Safety 

Nurse Specialists & Policymakers 

More inclusive representation and support 
of RNs, from the ground floor, into the 
hospital organisation’s committees and 
forums for information exchange, 
particularly on the evidence base behind 
policies and in the construction of the rules, 
policies and regulations which inform daily 
nursing practice.   

Directorate Matrons 

Nurse specialists & Policymakers 

Registered Nurses  

Provide an orientation programme for RNs 
new into the organisation to include 
familiarity with local policies 

Organisation management 

Increase all SN’s/RN’s awareness of the 
importance of adherence to policies  

Education and training teaching team 

Provide RNs with supervision and 
emotional support  

Organisation management  

Education and training teaching team 

Make links with the professional body of 
nursing to discuss my findings 

Researcher 
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Propose future research studies for the 
NMC to undertake, for example: the value 
of The Code; Is there an erosion of the 
professionalism of nurses?  

 

NMC 

Research on the concept, tensions and 
contradictions of accountability within the 
nursing profession 

NMC 

 

Become more responsive and vocal to 
NMCs’ invitation to be involved in 
consultations and shaping future standards  

Researcher 

Head of Care Quality & Safety 

Support lecturing colleagues adopt 
pedagogical approaches to educate 
students on professional accountability, 
how to read, use and interpret The Code 
and its supplementary guidance, for 
example, Social media: guidance and 
standards, for example, Raising concerns: 
Guidance for Nurses, Midwives and Nursing 
Associates.  

Provide regular training and updates 
around The Code and its supplementary 
guidance and standards 

Researcher 

 

 

 

 

 

 

Education and training teaching team 

 

I would suggest replicating and posing this research question to other RNs across the local 

organisation. As there is movement across organisations, I also recommend a comparative 

study with RNs from UK Trusts.  

My overarching goal is for the RN role to become agile, empowered and adaptive, a stance 

not dissimilar to a leadership strategy Obolensky (2019) (section 5.5) advocates for what an 

organisation can become hence, why dissemination of the findings is essential. 

 

 

5.4 Dissemination  
 

 

 

My personal and professional need to share my work with others is not only essential to 

demonstrate respect for the participants’ voices but also to promote change. Lockford 

(2002), whilst she was not discussing dissemination per se, her words resonate with the 

rationale of disseminating findings when she said; 
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         …once that journey into the other’s experience has been taken, we cannot 
return “home”. We can only create a new home, one furnished with the 
understandings of them and of ourselves that we have developed in the 
course of our research (p. 85). 

Brown and Schmidt (2009), Dudley-Brown (2019), and Tripathy et al. (2017) assert the 

importance of dissemination for the translation of clinical, research and theoretical evidence 

into clinical practice. Although, according to Wallace, Byrne and Clarke (2012), success in 

research knowledge translation into practice is limited, with Tripathy et al. (2017) remarking 

that dissemination is not without its complexities. However, without dissemination, change 

will not occur (Dudley-Brown, 2019). As I reflect on my study, I recognise the importance of 

sharing and explaining my findings and model to my peers, management and broader staff 

groups in the hope I can inform local service provision.  

Tripathy et al. (2017) advocated for effective dissemination a researcher needs to consider 

multiple ways to improve the visibility and communication of a message for policymakers 

and practitioners. For example, include the effective use of online social media, conference 

papers and presentations, and writing a report. I have several opportunities to communicate 

my findings: live presentations and publishing within the professional body of literature. I 

believe an opportunity to disseminate my work and hopefully where I will reach the various 

stakeholders and achieve the most significant response and reaction is within a ‘live’ setting. 

The various ‘live’ forums locally include presenting at: senior nurse meetings; multi-

professional forums, for example, medical lunchtime lecture (all professionals attend), nurse 

specialist meetings and senior leadership meetings.  

I would hope to present with my peer-debriefer as I see them as an important person 

involved in the dissemination process because they were instrumental throughout my 

studies and have an in-depth understanding of my topic, and they are currently in the clinical 

area in an influential position. By the peer-debriefer/clinical colleague understanding what it 

is I want to achieve, we could devise a plan to offer a potential solution together.  

As I want to emerge into the scholarly world, I will also apply to present at the Nurse 

Education Today conference for a broader audience to elicit a more diverse response and 

dialogue and ultimately stimulate peers’ curiosity about the subject area. 

I will apply to nurse journals initially, although I do not necessarily want to compel myself to 

these alone, so I hope to be accepted to publish in other professional journals as some of 

the findings may be relevant to other professions. As well as writing articles based on my 

research study, I would ultimately like to work with peers with similar interests from UK 

organisations to undertake a larger-scale study. 
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5.5 Conclusion 
 

 

 

To recapitulate, professional accountability remains fundamental in nursing and is vital to the 

protection of society and the RN. Nevertheless, the review of the historical contexts of 

professional accountability highlights that despite its evolution, the meaning of accountability 

is not straightforward, and it is not fixed; rather the discourse of accountability has shifted in 

its interpretation and purpose, making it difficult for RNs to adhere to professional and 

organisational rules and regulations. Clearly, these well-intentioned goals of the NMC and 

the organisation are compromising the RN as professional ideals, and the reality of clinical 

practice is inconsistent. From the outset, what I constructed from my professional knowledge 

and experience as perceived dissonance between RN’s experiences of meeting the needs of 

the patient at the same time as meeting the requirements of The Code and operational 

policies, was the primary concern of the RN participants in this research study.  

This research confirms that RNs value providing safe and competent care along with a 

compelling dedication to maintaining professional standards. Regrettably, from the 

participant discourse, the rules and regulations have not caught up with the demands of the 

reality of contemporary healthcare: the human aspect of practice; unremitting ethical 

dilemmas; thus, they are often caught between the discourse to guide practice and the 

actual reality of practice. Policies place an unreasonable burden upon RNs in the exhortation 

to safeguard patients. This study recognised the need to retain policies but contends for 

more of their empowering potential. It was argued that unless more attention is focused on 

ways to review and reduce prescriptive rules the organisation imposes on RNs non-

adherence will persist. Thus RNs will continue to increase risk professionally and personally 

to the patient and themselves. Indeed, the development and implementation of policy within 

the organisation are for better patient safety, yet patient outcome remains uncritiqued 

(Beaulieu & Freeman, 2009). The RNs subject themselves daily to compromising clinical, 

organisational and professional infractions that must be addressed. In summary, RNs must 

get involved with constructing the rules, regulations and standards that dictate practices that 

would assist the RNs to function safely, accountably and competently whilst meeting 

professional and organisational expectations. 

Essentially, RNs will continue to present a dichotomy and distress in clinical situations 

between meeting The Code and adhering to organisational contractual expectations and 

policy unless the disparity between what they are trying to achieve and what the organisation 

expects them to do is addressed. Whilst locally, there are changes afoot in unlearning the 
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organisational culture (Nursing & Midwifery Strategy, 2019; Michael, 2019), understanding 

the liminal experience of RNs would generate an awareness of the challenges and adversity 

RNs face when delivering patient care. Through the three key and interrelated themes of 

Governance, Professional discrepancies and Professional disquiet, it is my belief, as 

mentioned earlier, RNs in the provision of care are in liminal spaces through circumstance 

organisationally. The participants’ intentions to uphold the organisational and professional 

ideals yet having to adapt those ideals to survive the reality of clinical situations for reasons 

such as resource limitations and unrealistic organisational ideals do not align with 

professional ideals leaving them in a state of betwixt and between. Although, it would be 

negligent to consider that RNs who practice in an ever-changing and advancing healthcare 

system will be devoid of liminal states in the future. However, awareness could provide the 

organisation with the information to successfully support RNs through ongoing liminal 

experiences and allow for developing a framework to react to future liminal experiences.   

Overall, it is evident how vital it is for employers to understand why the employees do not 

always comply with the rules. It has been argued that more rules mean more non-

compliance, suggesting RNs becoming further compromised and jeopardising patient safety 

and professional registration (Carthey et al., 2011; Williamson, Jenkinson & Proctor-Childs, 

2008). Furthermore, the value of policy requires exploration because remaining 

unchallenged is not optional (Lawton & Parker, 1999). 

The management of the local organisation needs to understand the governance structures 

and the dissonance and disquiet the RNs experience in clinical practice daily to be able to 

align practice realities and professional and organisational ideals. The findings also reflect a 

culture of hierarchy within the organisation locally, and managers can break the cycle of 

repression and fear of punishment in the workplace. 

Professional and organisational standards or ideals do not align despite being essential in 

meeting contemporary healthcare’s public, regulatory and organisational demands. 

However, The Code and operational policy coexist paradoxically, and the findings of this 

research indicate that they would benefit from complementing each other to affect an 

evolving and dynamic contemporary healthcare organisation. Participants experienced 

challenges through a lack of resources and poor managerial support, which comprised their 

ability to deliver quality patient care that meets professional standards and organisational 

policies. Amid the challenges of the clinical workplace, a positive workplace culture with 

visible managerial support is a fundamental requirement in supporting professional 

accountability and adherence to professional and organisational dictates. The findings 

highlight that leadership should empower RNs to change the practice environment positively. 
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Thus I propose the standards to meet organisational and professional standards are through 

the RvR model to assist leaders and higher management in safely executing this aim. 

 

 

5.6 Proposing the RvR model 
 

 

 

The RN’s data articulated conflicting pressure on them in the desire to act in accordance 

with professional standards and values often offset by organisational standards and 

circumstantial pressures. Consequently, these different lines of accountability and 

dissonance in functionality leave the RN in a state of professional liminality. I believe the RN 

role is complex and needs to be permitted to be adaptive in uncertain and ambiguous times. 

Thus as I approached the completion of my research study, I knew it was not enough to 

generate a theory from the data and put forward recommendations. I felt I had a duty and a 

desire to find or create a tool or model to examine the findings further and implement the 

recommendations to assist in making change and achieve some positive outcomes. Having 

extensive experience in working with several tools and models within my professional 

responsibilities, I thought the leadership model, Complex Adaptive Leadership, as shown in 

Figure 5.3 (Obolensky, 2016, 2019), could be fitting to adopt, adapt and repurpose to 

translate its context to explore and address the precarious liminal positions RNs find 

themselves in. I felt my interpretation and construction of the findings highlighted comparable 

factors to the eight principles of the Obolensky model.  
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To conceptually represent and explore the findings, I took Figure 5.2 and positioned it onto 

the existing Obolensky’s model, intertwining the eight principles with the themes and 

generated theory, repurposing and reframing it to create the RvR model, as shown in Figure 

5.4. I chose the title RvR as I believe the findings highlighted the dichotomies of the RN role 

and the organisational rules.  

Figure 5.2: Locating themes: Governance; Professional discrepancies and, Professional disquiet, within the 

context of Professional Liminality 

 

 

Figure   5.3 : Complex Adaptive Leadership Model (Obolensky, 2016 ,  2019)   
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Figure 5.4: RvR model 

 

I perceive that the eight principles of the Obolensky model can be employed for studying 

most things related to RN professional practice, thus ideal for revising the RN role and 

organisational rules. The eight principles I believe to be viewed as both/and rather than 

either/or as reflective of Obolensky’s (2019) approach. Each theme can be explored not only 

by the opposing principle but by all principles. As a state of liminality is not linear nor a 

singular episode the RvR model, as a practical way forward, also permits for each theme to 

be examined individually. I trust adopting the RvR model will give RNs the capabilities that 

align with the local organisations’ aspirations to operate at times of chaos, thrive in the face 

of ongoing healthcare challenges and complexities and enable the safer accountable 

evidence-based practice of the RN and the organisation.  

The RvR model as a pragmatic model can support the RNs and senior management in 

meeting the recommendations made (section 5.3) as it relies on the RNs and senior 

management’s skill and will to adopt, operate and have the confidence to work within the 

framework. Furthermore, using the RvR model to review the RN role and organisational 

rules may provide a more accountable, collaborative, safe, respectful and fruitful ‘way of 

being’ within the local organisation.  
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The theory of professional liminality within the RvR model can potentially be used to 

investigate other healthcare professionals who may wish to explore same in the context of 

their professional role and practice. 

Employing this model, I believe, could mean we have RNs working to the top of their license 

and ultimately meet organisational and professional expectations. 

 

 

5.7 Professional and personal impact of the professional 

doctorate journey   
 

 

 

I commenced this professional doctorate journey with anticipation, excitement, curiosity, 

anxiety and passion. I recall the lecturer during the first session describing the structure of 

the professional doctorate, the expectations of both parties and how undertaking a seven-

year programme would change an individual professionally and personally. The lecturer was 

honest when mentioning that not everyone would be fortunate to be successful in completing 

the doctorate because everyone and everything in our lives would continue to progress that 

may affect us in one way or another.  

From the outset, I knew I would have to surrender much of my freedom as I knew studying 

would necessitate an extraordinary level of commitment, motivation, courage, and ongoing 

acceptance of it being part of my daily life. At the time of commencement, I was a full-time 

lecturer and part-time RN in clinical practice. As my professional doctorate journey 

progressed, I struggled to maintain an equilibrium between my full-time work, part-time 

clinical practice, study and personal life. After completing the programme’s taught element 

and once sample recruitment for my research study began, I reneged on my commitment to 

part-time clinical work to concentrate my efforts on my research study. I worried this 

retraction would reduce my credibility as an RN and lecturer. I am aware recognition of 

credibility is only my assumption. Nonetheless, I have taken pride in being directly involved 

in patient care for several years. Furthermore, professionally I found it difficult to relinquish 

my practice commitments because I valued being able to share contemporary experiences 

and stories with SNs, RN colleagues and allied health professionals within my lecturing role.  

Although I knew prior to commencing my doctorate that I would have to sacrifice my time 

with family and friends, I never truly comprehended its impact on me emotionally and 
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motivationally. As the doctorate progressed, taking longer than I anticipated, I started feeling 

intense aversion as my studies were taking me away from the people I loved and longed to 

be with. My feelings heightened as I had suffered the loss of my father at the beginning of 

my journey and more recently with the sudden loss of my brother-in-law and friend. My 

professional doctorate has accompanied me on every trip and rare holiday since 2014, 

tolerated affectionately by family and friends, who fortunately were interested in my 

progress. However, I always felt I was cheating myself, my family and friends of my time, yet 

those individuals kept me progressing and helped me fight my academic demons with their 

enduring support, love and pride.  

Whilst I effectively time managed the taught elements of my doctorate, timings for my thesis 

did not always run smoothly. The struggle with personal health issues, the Covid-19 

pandemic required that I be redeployed for six months, ‘hitting the wall’ and the challenges I 

faced with recruitment and data analysis negatively impacted my progress and deadline 

intentions. These struggles caused colleagues to advise me on occasion to ‘walk away and 

come back afresh’. However, I sensed if I did take that break option, I would not return to my 

studies, which ultimately would have a harder bearing on me. I know I am a determined, 

tenacious individual, and when I commit to something, I follow it through. Fortunately, I kept 

going and could see progression, albeit slower than I would have liked.    

Self-worth coupled with self-belief were the constant drivers that came to the fore despite 

several battles with them on this doctorate journey. This doctorate has enhanced my love 

and joy for learning and sharing knowledge. It has also afforded me, as a novice researcher, 

an opportunity to participate throughout the whole research process and consequently given 

me the confidence to develop research skills for future studies. Through my teaching, I am 

already reaping the rewards of my learning during my doctorate studies.    

My reflective approach during this research study captured my experiences, feelings, ideas, 

and development of my learning and knowledge and has given real meaning to my research 

findings which will have an ongoing impact on me.  

Reflecting on my professional doctorate, I believe that professionally and personally, I have 

changed for the better. Whilst this professional doctorate journey has been bittersweet, I 

realise that sacrifice is part of the journey to success. I am appreciative, humble and 

delighted to be amongst the success stories. I have something now I can call my own.  

I end this thesis the way I began, curious and passionate. This professional doctorate has 

given me newfound confidence. Thus, this is not the end of a journey but a new beginning 

for me as I continue to understand myself as an RN, lecturer and researcher.  
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i      A brief synopsis of the background to the research  
The catalyst for this research topic is an accumulation of 23 years of professional 

experience, the last eleven in the dual role of senior lecturer and RN in clinical practice. 

My professional position is strongly related to faciliteaching (Howard, 2016) professional 

accountability, and in juxtaposition with professional accountability issues and tensions 

raised in current clinical practice.  

The Nursing and Midwifery Council [NMC] sets standards and rules of conduct for 

registered nurses (RNs’) practice that the professional body asserts they must uphold to 

deliver high-quality care and to remain on the professional register (NMC, 2015). RNs 

are professionally accountable for the patient at the point of care and if the care should 

fall below the expected standards, the RN may be professionally investigated and 

depending on the outcome, a sanction could be instituted (NMC, 2010). Along with The 

Code (NMC, 2015), RNs are accountable to the healthcare organisation and 

contractually [The Employment Act 2006] bound to adhere to local healthcare 

organisational policies, the terms and conditions and expected standard of work (Griffith 

& Tengnah, 2020) which direct them in their daily clinical practice. The RN can be 

contractually compromised and may be reprimanded if, for example, the RN falls below 

the expected standards within their contract.  

ii     Aims and objectives 
Anecdotal evidence suggests that local RNs perceive dissonance between the 

professional obligation to meet the standards of The Code (NMC, 2015) and the 

contractual obligation to meet operational policies that inform their clinical practice. The 

study aims to explore the experiences of local RNs caring for patients within the 

professional and contractual boundaries.  

iii    Research question to be addressed 
What are RNs’ experiences of meeting the needs of the patient at the same time as 

meeting the requirements of The NMC Code and operational policies? 

The objectives of this thesis are to:   

1. Explore RNs’ experiences in relation to how they meet their professional and 

contractual obligations in clinical practice. 

2. Give voice to RNs’ experiences relevant to their professional and contractual 

accountability. 

3. Establish whether there is concurrence between the reported anecdotal evidence 

and the actual perceptions of local RNs caring for patients within professional and 

contractual boundaries.  

4. Explore the actions RNs take that demonstrate dissonance between meeting 
professional and employer requirements. 

 
5. Explore the decision processes that RNs employ when they make decisions that they 

know will risk non-adherence with either their professional requirements or 
operational policy. 

 

6. Report and disseminate my findings to contribute towards the body of knowledge 

relating to professional and contractual accountability. 
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Participant Information Sheet for In-depth Interview 

Short title of study 
Experiences of local Registered Nurses caring for patients within the professional and contractual 
boundaries: an exploratory study. 
 
You are being invited to take part in a research study. Before you decide, it is important for you to 
understand why the research is being done and what it will involve. Please take time to read the 
following information carefully and discuss it with others if you wish. Ask me if there is anything 
that is not clear or if you would like more information. Take time to decide whether or not you wish 
to take part.  
 
What is the purpose of the study? 
The Nursing and Midwifery Council [NMC] is your regulatory body that exists to safeguard the 
public. The NMC sets the standards and rules of conduct for your practice that the professional 
body asserts you must uphold to deliver high-quality care and to remain on the professional 
register (NMC, 2015). As a registered nurse (RN) you are professionally accountable for your 
patient at the point of care and if the care should fall below the expected standards you will be 
held accountable (NMC, 2010). 
 
Along with The Code as RNs you are accountable to your healthcare organisation and 
contractually bound to adhere to your local healthcare organisational operational policies which 
direct you in your daily clinical practice. As an RN you can be contractually compromised and 
again investigated should you fail to adhere to your organisation’s expectations (The Employment 
Act, 2006). Anecdotally within my dual roles as lecturer and clinical based RN, it came to my 
attention that some RNs locally were reporting tensions between the obligation to meet the 
professional standards of The Code and the organisational expectations. Consequently having to 
meet rules that govern you as an RN may potentially put you at risk professionally and 
contractually which may have a negative impact on patient care.  
 
The study aims to explore the experiences of local RNs caring for patients within the professional 
and contractual boundaries. 
 
Why have I been chosen? 
You have been chosen because you are an RN and you can offer valuable insight into the topic 
under study because you experience the phenomenon in your particular role.  
 
Do I have to take part? 
It is up to you to decide whether or not to take part. If you decide to take part you will be given this 
information sheet to keep and be asked to sign a consent form.  If you decide to take part you are 
still free to withdraw, without giving a reason, but only up to the point before the researcher 
commences data analysis (two weeks after data collection). A decision to withdraw at any time, or 
a decision not to take part, will not affect you professionally unless there is a simultaneous 
professional issue, and I appreciate you taking the time to consider taking part. 
 
What will happen to me if I take part? 
If you decide to take part please contact me and we can go through the information sheet and I 
will invite you to attend an in-depth one-to-one interview.  At this meeting but prior to the in-depth 
one-to-one interview commencing, you will have the opportunity to ask any further queries and 
when fully informed you will sign the consent form. Should you agree to participate in the in-depth 
one-to-one interviews you will be asked to express your experiences of meeting the needs of the 
patient at the same time as meeting the requirements of The Code and operational policies. The 
interview will take no longer than an hour. With your permission, the meeting will be audio-
recorded. Whilst all information will be anonymised I will do everything to ensure that you will not 
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be identifiable throughout the study I cannot guarantee that you will not be identifiable to 
colleagues due to the small number of participants and you may compromise your anonymity by 
discussing your participation with colleagues. 
 
What are the possible disadvantages and risks of taking part? 
There are no foreseeable disadvantages in taking part in the study. However professionally this 
study could give rise to sensitive information from your narrative. I would ensure that you have the 
names and contact details of your local union representatives and the local staff welfare 
department should you require their assistance. 
 
What are the possible benefits of taking part? 
As an RN it is possible that you may welcome the opportunity to share and discuss your views 
and experiences with other RNs and with me the researcher. By taking part, you will be 
contributing to possibly the enhancement of the service through sharing your views, which may 
improve patient care.  
 
What if something goes wrong? 
If you wish to complain or have any concerns about any aspect of the way you have been 
approached or treated during the course of this research study, please contact Professor Annette 
McIntosh-Scott, Executive Dean, Faculty of Health and Social Care, University of Chester, 
Riverside Campus, Castle Drive, Chester, Cheshire, CH1 1SL.  Tel:  01244 513380.  Email:  
a.mcintosh@chester.ac.uk  
 
If you are harmed by taking part in this research project, there are no special compensation 
arrangements.  If you are harmed due to someone’s negligence (but not otherwise), then you may 
have grounds for legal action, but you may have to pay for this.   
 
Will my taking part in the study be kept confidential? 
All information that is collected about you during the course of the research will be kept strictly 
confidential. Other than my supervisors who abide by a code of confidentiality, professionally and 
contractually, it will only be me the researcher and my supervisors that will have access to such 
information.   
 
The identifiable data will be stored securely and will be coded to provide anonymity.  
I can also confirm that the data will be retained in accordance with the University of Chester’s 
Research Governance Handbook, which states that “data generated in the course of research 
should be kept securely in paper or electronic format, as appropriate, for a minimum of ten years 
from the date of final publication” (p. 33). 
 
What will happen to the results of the research study? 
At the end of my research study, I will disseminate my findings to all RNs in local practice which 
they may find useful (Sandelowski and Barroso, 2002) and local policies may be challenged as 
part of the dissemination status. The findings from the research study will also be used to inform 
the current body of evidence. 
 
Who is organising and funding the research? 
The research is part of my Professional Doctorate studies through the University of Chester, 
Faculty of Health and Social Care. 
 
Who may I contact for further information? 
If you would like more information about the research before you decide whether or not you would 
be willing to take part, please contact:  Bernadette Devlin 1428862@chester.ac.uk 01624642927 
Thank you for your interest in this research.  

 

mailto:1428862@chester.ac.uk
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Consent form 
 

Title of Project: Experiences of local Registered Nurses caring for patients within 
professional and contractual boundaries: an exploratory study. 

. 
 
 
 
Name of Researcher: Bernadette Devlin 
 

Please initial box 
 
1.   I confirm that I have read and understood the 
 Participant Information Sheet for the above study and 
           have had the opportunity to ask questions. 

 
2.   I understand that my participation is voluntary 
 and that I am free to withdraw at any time, without 
 giving any reason. I understand that withdrawal of my data  
           will not be possible once it has been included in the report. 

3.       I understand that I may only be 1 of 10/12 participants and         
           that if I inform others of my participation or narrative I may  
           compromise my anonymity. 
 
4.  I agree to my narrative being audio-recorded. 
 
 
5.      I agree to take part in the above study.  
 
 
6.     I understand that the data will be written up as part of a 
          report and that I will not be identified in the report 
 
 
___________________                _________________   _____________ 
Name of Participant Date  Signature 
 
 
    
Name of Person taking consent Date Signature 
(if different from researcher) 
 
 
   
Researcher Date Signature 
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Appendix 5: Ethics Application Approval 
  



 

186 
J21028 

 
 
 
 
HMC/bh 
 
 
19th December 2017 
 
 
Ber Devlin 
9 Cronk-Y-Berry Mooar 
Douglas 
Isle of Man 
IM26HJ 
 
Ethical Approval Granted 
 
FH&SC Ethics Number:  RESC1017-885 
Course of Study:  Professional Doctorate in Health & Social Care 
Supervisor:   Dr. Jenni Templeman 
Student Number:  1428862 
 
I am pleased to inform you that the Research Ethics Sub Committee of the Faculty of Health and Social 
Care approved your project “Experiences of local Registered Nurses caring for patients within their 
professional and contractual boundaries: an exploratory study” on 15th December 2017. 
 
Approval is subject to the above and following conditions: 
 

1. That you provide a brief report for the sub-committee on the completion of your project. 
2. That you inform the sub-committee of any substantive changes to the project.  

 
We approve your application to go forward to the next stage of the approval process.  For studies taking 
place in the NHS, Trust permission must be obtained before data collection can commence.  If you are 
applying to IRAS and require a sponsorship letter and insurance documentation please contact Barbara 
Holliday. 
 
If you have any questions or require any further assistance please contact Barbara Holliday on 01244 
511117 or by email hscethics@chester.ac.uk. 
 
Yours sincerely 

 
Dr. Hazel Chapman 
Chair, Faculty Research Ethics Sub-Committee 
 
cc Research Knowledge Transfer Office 
cc Academic Supervisor
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Appendix 6: Vignettes 
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Vignette 1  

A 33-year-old female patient with Downs Syndrome is admitted to the ward on a Thursday 

afternoon after sustaining third degree burns to her leg. The patient’s mother is her main 

carer and administers her daughter’s medication daily at home via a medidos system.  

Due to the emergency aspect of the admission, the patient’s mother omits bringing her 

daughter’s medication delivery system or a list of her current medication with her to the 

hospital. Other than analgesia, no current medication may be prescribed or administered 

until the doctor receives the list of current medication as per local policy. The following day 

the mother brings in the medidos system, which does not have a list of current medication 

enclosed.  

As an RN you cannot administer the medication via the medidos system as local operational 

policy does not permit this. However, the list of medication is available 48 hours following the 

patient’s admission. Due to reduced pharmacy weekend opening hours and reduced medical 

cover on the weekend rota, the medications are not available on the ward until a further 48 

hours. The patient misses several doses of her daily medication. She becomes agitated, 

reluctant to eat and at times aggressive with staff, causing further pain to herself. Nursing 

care such as activities of daily living and wound dressings are unable to be delivered due to 

the patient’s increasing agitation level … 

1. What do you think is happening in this scenario? 

2. What makes you think this? 

3. How would you feel in this situation? 

4. How would you have dealt with the situation in this scenario? 

5. What would inform your decision-making? 

6. How do you think your decisions would make you feel? 

7. Have you experienced similar situations before?  
7 a. If your answer is yes to question 7, can you tell me about them?  

8. In your clinical experience, do you feel any tension/conflict in this type of situation?  
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8 a. Can you tell me more about a similar situation where you have experienced 
tension/conflict?    

 

Vignette 2 

A 77-year-old male with multiple co morbidities becomes acutely unwell under your care in a 

medical ward. The patient discussed active resuscitation with the residing doctor on the ward 

round due to his co morbidities status. The doctor recommended active resuscitation. The 

patient decided that in the event of a cardiac arrest, he would request active resuscitation. 

This is a patient’s Right according to local hospital policy.   

In discussion with the patient, you realised that he did not fully comprehend what active 

resuscitation meant. The patient verbalised that he thought that by not agreeing to active 

resuscitation, it meant that all other treatment would cease. The patient stated that he felt 

pressurised in making this decision as he thought that he had to agree with the doctor. The 

patient said he needed some time to think about his decision. During the night shift, the 

patient sustained an extensive myocardial infarction and subsequent cardiac arrest.  

Despite active resuscitation attempts, the patient died. 

1. What do you think is happening in this scenario? 

2. What makes you think this? 

3. How would you feel in this situation? 

4. How would you have dealt with the situation in this scenario? 

5. What would inform your decision-making? 

6. How do you think your decisions would make you feel? 

7. Have you experienced similar situations before?  
7 a. If your answer is yes to question 7, can you tell me about them?  

8. In your clinical experience, do you feel any tension/conflict in this type of situation?  
8 a. Can you tell me more about a similar situation where you have experienced 
tension/conflict?    
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Appendix 7: Early memo example  
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Early memo 

The first few interviews were eye opening in the sense the participants appeared to 

appreciate the opportunity the research study gave them to speak openly and directly about 

the challenges they face in everyday nursing practice. From the participants accounts it felt 

like they were surviving one day at a time, feeling vulnerable and unrecognised for their 

professional competence. There was also a sense of frustration from the participants about 

not being recognised for their professional competence and having to wait/adhere to their 

medical practitioner colleagues on care decisions. The non-verbal’s included looks of 

despair and anxiousness, shrugging of shoulders and a feeling of awkwardness at times. 

These participants discussed how they adapt practices daily to meet complex healthcare 

needs as they aim to give the safest care they can for the patient.  

The participants recognised and accepted the importance of The Code and for informing 

nursing practice. However, they related to The Code in the context of how they perceive it 

rather than what they understand and apply it to everyday practice. So they were saying they 

knew The Code but from the verbal discourse it was evident they didn’t fully. Initially post 

these interviews I felt I was being judgemental in that I felt dismay that these participants 

lacked awareness or attention to the detail of The Code and the potential negative 

implications this could have on their professional practice. I knew I needed to discuss these 

judgements prior to undertaking any further interviews as I did not want to approach other 

interviews with preconceived opinions.   

During the interviews, there was an acceptance and understanding, even an appreciation, 

on how policies informed nursing practice. It was clear these participants felt they had no 

choice but to follow them. Yet, two of the participants, who had significant more experience, 

8-33years, than the other participant with only 3 years were adapting them confidently within 

their own skill level and experience.   

Frustration with senior management, the hierarchy who set policies and can punish them 

was evident when two of the more qualified participants discussed the lack of support they 

received and being undervalued.    

Overall there was a heightened level of emotion when discussing the complex needs of care 

delivery in times of resource limitations. These participants were also saying how vulnerable 

they often felt personally and professionally. However, during the interviews, there was also 

a sense of pride in being a nurse and in what they manage to achieve despite the daily 

challenges they face. 
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Appendix 8: Initial coded transcript example



 

193 
J21028 

 

 

Transcript Coding 

I. What do you consider the ethos of delivery of 
care to be in your organisation? 
 
P. It feels very strained, yeah it feels very 
strained. I just feel that there is a lot of 
pressure in our delivery of care, there’s em 
obviously it's always the whole you know 
staffing level that's looming it’s like a black 
cloud over everyone about it but I don’t feel 
there is enough praise at all and then that 
makes you feel like you're not doing the right 
thing half the time and you just kind of feel like 
you are wading through treacle but yeah 
everyone I think thinks there’s quite a low 
morale. From a more senior manager 
perspective not necessarily our management 
we feel we're very well supported, and you 
know we do get a well done and a Pat on the 
back from our manager which is nice but it's 
always the ones who don't see what you are 
actually doing they always get the complaints 
coming through and people moaning about this  
or and then they'll just come and hammer us 
about it 

 
 
 
Stressed; tense; frustration; 
Increased pressure; 
Vulnerable; 
Staff shortages; challenges; 
Sense of doom; 
 
Unthankfullness; lack of appreciation; 
overlooked;     Doubting self; negativity; feeling 
unsupported; 
Pressure; 
Downtrodden; aimlessness, difficulty; 
Thoughtlessness, left unrecognised; 
Feeling down, uninspired;  
Recognising support; Pleased; 
 
Recognising appreciation; valued; respected; 
Approval;    seeking approval/appreciation; 
hierarchy 
Belittled; Unappreciated; 
Criticism;  Punishment; attacked. 
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Appendix 9: Initial data codes-gerunds
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Participant Glenda 
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Participant Kathryn 
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Appendix 10: Coding and theory generation process
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Refined Initial Codes 

Professional identity, Confusion, Distrust, Disrespect, Lack of autonomy, Surviving, Role 

conflict, frustration, Power differentials, Situational pressures, Oppressive culture, futile 

practices, Lack of resources, lack of management involvement, Feeling like a failure, 

Powerless to make change, blame culture, Moral distress, Emotionally strained, Conflicting 

expectations, Feeling vulnerable, Authoritarianism, Organisational ideals, Sense of duty, Desire 

to do right, Professional values, Personal values, Restricted in role,  Rules, Hierarchy,  

Obedience,  Uncertainty, challenges to nursing practice, recognition, undervalued 

professionally, Clinical competence, Overlooked, Pressures, Reporting systems, Acceptance, 

Value 

Categories 

Guilt, Coping, Powerlessness, Vulnerability, Sense of belonging, Conflict, 

Validation, Pressures, Control, Acceptance, Ambiguity, Self-preservation, 

Teamwork, Authority, Professional expectation, Organisational 

expectation 

Themes 

Governance, Professional discrepancies, Professional 

disquiet 

 

Theory 

Professional liminality 


