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ABSTRACT 
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CULTURE AND THE IMPACT ON NURSING PRACTICE 
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Background 
Recent UK policy literature has coined terms such ‘culture/s of care/caring/compassionate 
care’ as a means of reflecting desirable cultures in which high quality care can flourish. 
However, few primary research studies exist which explore ‘caring cultures’ or culture in 
relation to patient care outcomes, and those which do offer limited insight due to their 
methodological challenges.  Therefore, research which explored culture, using appropriate 
methodology, in relation to patient care was lacking, and therefore became the gap which 
this research aimed to address.   
 
Methodology 
Case study methodology was used, guided by the principles of constructivism. Two acute 
NHS wards were selected for cross case comparison purposes. Multiple methods were used 
to address the multi-level manifestation of culture. Methods included: non-participant 
observations, semi-structured interviews and the use of pre-existing, ward-level, quantitative 
data.  Multiple perspectives were also sought, with a sample population inclusive of 
multidisciplinary staff, students, patients and relatives.   
 
Findings 
Despite almost universal praise for staff as individuals, inadequate staffing was seen as a 
phenomenon which was directly and indirectly affecting patient care quality.  This existed 
alongside three underlying cultural assumptions which were found at the deepest level of the 
culture at Wickham hospital:  1 - The professional status/power of nurses in relation to other 
groups, 2 - Power and the distribution of tasks and 3 - Power/autonomy of nurses.  These 
were all interconnected through the common, taken for granted assumption of limited nurse 
empowerment.  
 
Conclusions 
With a lack of nurse autonomy and empowerment assumed and ingrained within the culture, 
inadequate staffing, and its effect on patient care, was allowed to perpetuate.  Therefore, 
culture was seen to affect patient care, albeit indirectly, through the medium of staffing.  This 
research therefore contributes original findings to the already established relationship 
between staffing and patient care by proposing that this relationship may be more complex, 
and less linear than purely quantitative research may be able to capture.  
 
 
Key words: Caring cultures, Organisational culture, Staffing, Patient care, Case study 
methodology. 
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1.0 INTRODUCTION 

 
With the inadequate care found at Mid Staffordshire NHS Trust (Francis, 2013) being largely 

attributed to negative cultures, interest has grown regarding the potential relationship between 

culture and patient care.  As a result, recent literature has coined terms such as ‘cultures of 

caring’ ‘caring cultures’ and ‘cultures of compassionate care’  as a means of reflecting 

desirable cultures in which high quality care can flourish. Despite their usage, and the uncritical 

acceptance by recent policies that these are cultures which should be aspired to (Francis, 

2015; King’s Fund, 2014; Department of Health [DoH], 2012), exactly what constitutes these 

newly coined terminologies, and the extent of their influence on patient care, remained 

unclear. 

Therefore, the aim of this first chapter is to provide context to the ‘caring culture’ concept in 

terms of the UK policy from which it has been born and continues to perpetuate within.  Its two 

constituent parts: ‘caring’ and ‘culture’ will then be examined and defined as separate 

concepts, before the literature review in Chapter 2 is commenced.    

1.1 Policy Background – The Francis Report  

Following concerns which were raised regarding mortality and patient care, an independent 

inquiry was launched regarding the conduct of Mid Staffordshire NHS Trust between the 

period 2005 and 2009.  The concerns which led to the inquiry were not unfounded, with the 

initial inquiry (Francis, 2010) finding multiple failings within the Trust, ultimately at the expense 

of the provision of safe and high quality patient care.  As a result, a full public inquiry was 

requested by the newly appointed coalition government in 2010, again chaired by Robert 

Francis QC.  This second inquiry – the Francis Report (Francis, 2013), was an in-depth 

analysis of the failings highlighted within the first inquiry, culminating in a 1,700 page 

document, inclusive of 290 recommendations for the future.   
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The term ‘culture’ was mentioned frequently throughout the Francis Report, with the 

perpetuation of an ‘insidious, negative culture’ (Francis, 2013, pp.3) identified as contributing 

to the failings in quality care provision at the Trust, co-existing with inadequate staffing levels, 

insufficient training provision and poor leadership.  Support for the encouragement and growth 

of positive cultures was also found to be lacking, with particular reference to the nursing 

profession.  Cultures which were considered negative (by Robert Francis and the inquiry 

contributors) included those of fear, bullying, acceptance of poor standards, ‘closed’ cultures, 

and cultures where business objectives were prioritised above patients. 

With these cultures labelled as negative and hence undesirable by Francis (2013), an 

alternative was proposed within the report: a ‘caring culture’ (Francis, 2013, pp. 1360).  With 

a caring culture packaged as the antithesis to these negative cultures, it subsequently featured 

in the recommendations of the report – Recommendation 185, ‘focus on a culture of caring’ 

(Francis, 2013 pp. 1695), a recommendation targeted specifically at the nursing profession. 

Themes such as recruiting the right people, ensuring compassionate care is encouraged and 

displayed through practice, education and leadership, and ensuring nurses feel valued and 

involved in the planning and execution of compassionate care featured within the 

recommendation.  

Interest in the ‘caring culture’ concept has subsequently grown since its emphasis within the 

Francis report (Francis, 2013), with organisations such as the King’s Fund (West, et al., 2013; 

King’s Fund, 2014) and the Department of Health (DoH, 2012) appearing to embrace the 

concept as a desirable trait which should be aspired to within healthcare environments. The 

publication of ’Developing the culture of compassionate care: creating a new vision for nurses, 

midwives and care-givers’ (DoH, 2012) has also helped contribute to discussions regarding 

‘caring cultures’  through its suggestions of how these can be achieved, specifically within the 

nursing profession. In April 2014, NHS England commissioned research by King’s College 

London which specifically sought to explore the concept of caring cultures.  As a result, the 

‘Culture of Care Barometer’ (Rafferty, et al., 2015) was born, providing the direct measure of 
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culture which was called for within the Francis report Recommendation 196: ‘measuring 

cultural health’ (Francis, 2013, pp. 1696).   

The culture of care barometer was highly anticipated (Rafferty, et al., 2015) at a point where 

dialogue and enthusiasm relating to caring cultures was relatively high in comparison to the 

research outputs which were being produced around the concept.  Caring cultures are 

currently an under-researched area (despite their promotion by recent government 

publications) and there remains a need to contribute to the discussions from an evidence-

based perspective.   

1.2 Definitions and Theory  

 
Before exploring the potential value held by ‘caring cultures’ in relation to patient care, as 

suggested by recent policy, clarity is first needed regarding the concept itself. ‘Caring cultures’ 

and alternative terminology such as ‘cultures of care/compassionate care/caring’ are 

examined, in addition to broader concepts to which they relate - organisational culture and 

caring.  Prior to this, the concept of culture itself first requires examination.  

1.2.1 Defining ‘Culture’ 

 
Culture is a word of multiple meanings, depending on the area to which is it applied (Williams, 

1983).  The Oxford Dictionary of English (Stevenson, 2010) depicts the four main areas to 

which the noun ‘culture’ could be ascribed: the arts, society, biology and agriculture 

(Stevenson, 2010). 

The use of the word culture with respect to people and society is said to have its home within 

the disciplines of sociology and anthropology (Myers, et al., 2014), with the study of culture 

existing within the latter for over a century (Alharbi, et al., 2012).  The anthropologist Edward 

B Tylor is credited as introducing the term culture to the field of anthropology in 1871 (Berry, 

2011) alongside his definition of the word as ‘the complex whole which includes knowledge, 
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beliefs, art, morals, law, custom and any other capabilities and habits acquired by man as a 

member of society’  (Tylor, 1871 pp.1).  

Whereas the study of culture within societies has an established history within anthropology, 

the study of culture specifically within organisations is relatively new in comparison.  Interest 

in complex organisations is said to have first originated within the University of Chicago’s 

anthropology department in the 1920s and 1930s (Caulkins, 2012).  It was from here that the 

seminal Hawthorne studies were initiated by Elton Mayo in the 1930s, considered as the first 

practical application of anthropological research methods in an organisational setting 

(Mannion, et al., 2008).  Despite these earlier applications of anthropological research within 

organisations, it was not until 1979 that the term ‘organisational culture’ was first coined by 

Pettigrew (1979) from which a new specific area of enquiry was established.   

Although the term organisational culture has been in use since 1979, confusion still exists 

regarding its meaning (Patterson, et al., 2011).  A range of differing definitions of 

‘organisational culture’ are offered within current literature (McKee, et al., 2010), although 

there is not yet a universally agreed upon definition currently in use (Bellot, 2011).  In addition, 

both the terms ‘organisational’ and ‘culture’ are subject to disagreement regarding their 

meaning (Scott, 2003), further hindering the pursuit of a commonly agreed upon definition.  

1.2.2 Definitions of Organisational Culture 

 
Simplistic definitions of organisational culture range from the shared assumptions and beliefs 

present within an organisation (Mannion, Davies and Marshall, 2005) to the often cited: ‘the 

way things are done around here’ (West, et al., 2014; Davies and Mannion 2013; Davies, et 

al., 2000).   This latter definition can be criticised however for its apparent emphasis on 

displayed behaviours without consideration for the underlying factors which may drive them, 

in addition to its oversimplification of an arguably far more complex concept (Myers, et al., 

2014).  
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1.2.3 Schein’s Definition of Organisational Culture (2010) 

 
A more comprehensive definition of organisational culture is provided by Schein (2010 pp. 18) 

as being: 

 “A pattern of shared basic assumptions learned by a group as it solved its problems of external 

adaption and internal integration, which has worked well enough to be considered valid, and 

therefore, to be taught to new members as the correct way to perceive, think, and feel in 

relation to those problems”. 

In contrast to ‘the way things are done around here’ definition, Schein (2010) instead places 

emphasis on the underlying basis for culture i.e. shared assumptions, as opposed to the more 

superficial manifestations of culture – observable behaviour.  The process of acculturation and 

how culture is maintained are also referred to within this definition.  

However, with definitions limited in their ability to capture the complexities of organisational 

culture, attempts at providing a more comprehensive description of organisational culture are 

present through the use of models, frameworks and typologies.  A number of models exist, 

from those which provide visual analogies of organisational culture to icebergs (Braithwaite, 

et al., 2010), onions (Hofstede, et al., 2010), and water lilies (Hawkins, 1997), to the seminal 

multi-level model by Schein (1985).  Although each model is unique in its conceptualisation, 

they all nevertheless appear to agree that culture is multi-level and manifests in layers 

(Wankhade and Brinkman, 2014).  

1.3 Schein’s Model of Organisational Culture (1985) 

 
Of all the organisational culture models, it is Schein’s which is considered the most influential 

(Patterson, et al., 2011), particularly within healthcare literature (Doherty, et al., 2013). The 

model’s popularity may in part be attributed to its comprehensive, yet simplistic description of 

how culture not only presents within an organisation, but how it can be categorised and 
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measured as a result.  Schein’s (1985) model cites that culture presents at 3 distinct levels – 

artefacts, beliefs and values, and assumptions (see Diagram 1).  

 

Diagram 1 Schein’s Model of Culture 

 

 

 

According to Schein (2010) the three levels represent the extent to which organisational 

culture is visible, from the overt, visible manifestations of culture - the artefacts, to the 

underlying ‘essence’ of culture - the deeply held assumptions.  

1.3.1 Artefacts 

 
 Artefacts are described as ‘what is’ (Konteh, et al., 2011), the most visible level of culture, 

representing all phenomena present which are seen, heard or felt (Schein, 2010). Artefacts in 

healthcare therefore could be present in the form of organisational publications, uniforms and 

dress codes, in addition to the observable behaviour displayed within the unit being studied.  

 

•The most visible manifestations of 
culture

LEVEL 1 -
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•Espoused beliefs and values  
and reasoning

LEVEL 2 - BELIEFS AND 
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•Deepest level of 
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behaviour, often 
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1.3.2 Values and Beliefs 

 
In the second level of culture: values and beliefs, in contrast to ‘what is’, represents instead 

‘what ought to be’ (Konteh, et al., 2011).  This level represents espoused values and ideologies 

of how things should operate (Schein, 2010).  Care should be taken however when exploring 

values and beliefs, with importance placed on distinguishing values which are espoused and 

those which are practically enforced, as discrepancies may exist between the two. For 

example, teamwork may be an espoused value within an organisation, whereas in reality, 

individualistic achievement is in fact encouraged (Schein, 2010).  Or, in the case of the NHS, 

where equal treatment for all is espoused, yet prioritisation of services (such as surgery) exist 

in favour of the young instead of the older population (Patterson, et al., 2011). 

1.3.3 Assumptions 

 
With the potential for beliefs and espoused values to contradict, in order to fully understand 

what drives these contradictions, a deeper level of exploration is required (Schein, 2010).  

Culture at its deepest level comprises of sometimes unconscious, taken from granted 

assumptions (Bala, et al., 2012), with examples including assumptions of the nature of the 

caring role, or how tasks and power are distributed between professional groups (Davies and 

Mannion, 2013).  These assumptions can consequently influence the behaviour and feelings 

of an individual enshrined within a culture (Konteh, et al., 2011) albeit at an unconscious level 

(Schein, 2010). Whilst acknowledging that such assumptions may be present within the 

individual, it is only when these assumptions are found commonly amongst the group that 

these ‘shared assumptions’ can be seen to represent the culture, and the delineation between 

culture and the individual can be made (Schein, 2010 pp. 31).  Although assumptions may 

influence the values, beliefs and artefacts seen to occur within a culture, due to their less 

obvious nature, uncovering these assumptions may prove to be a challenge for researchers.  

Difficulties in sourcing these underlying assumptions may in part be responsible for the limited 
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body of  culture research within the NHS which addresses them (Scott, et al., 2003a),  although 

should not be seen as justification to avoid attempts at exploring culture at this level.   

In order to clarify the stance on how organisational culture is viewed throughout this research, 

an adapted version of Schein’s (1985) model is used as framework to guide the research and 

assist in the understanding of the research data collected.  This model represents the multi-

level manifestation of culture whilst also acknowledging that values and beliefs may be further 

broken down into those which are held privately, and those which are espoused in public (see 

Diagram 2).  In addition to this model, Schein’s (2010) definition of organisational culture has 

been selected as the most appropriate definition of the concept.    

 
Diagram 2 Adapted Model of Culture   

 

 

 

 

 

 

 

 

 

1.4 Subcultures 

Despite its popularity, Schein’s (1985) model is not without criticism. McKee, et al., (2010, pp. 

31) states that it implies ‘the existence of an overarching culture’ whilst failing ’to account for 
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the existence of sub cultures which may work alongside or coexist’ within it.  When 

organisational culture is defined by shared experiences, it is understandable that subcultures 

can occur between groups within the organisation which share common features, for example 

the same ward, location, profession (Lok, et al., 2011), age or hierarchical position (Brown, 

1998). Therefore, subcultures may exist wherever there are groups which share similar 

features and experiences.  Whilst there may be overlap between assumptions held between 

these differing groups or subcultures, there is also the potential for them to hold conflicting 

and competing assumptions (Mannion, et al., 2008).   

 
With these potentially contradictory, co-existing subcultures in mind, attempting to discover a 

universally shared, underlying culture within an organisation may subsequently prove difficult.  

Moreover, it is argued that such a “single, homogenous culture” at the larger organisational 

level is infrequently found (Brown, 1998 pp. 84) and attempts made to achieve this considered 

optimistic (Davies and Mannion, 2013), especially in light of a lack of evidence which supports 

the benefit of having a single unifying culture in preference of a variety of subcultures.   

Because of this reasoning, research conducted on a smaller, subcultural level is favoured to 

a broad-brush approach to exploring culture at the organisational level (Lok, et al., 2011; Lok, 

et al., 2005).  However Manley, et al., (2011) argues that research at a subcultural, local, level 

is lacking in comparison to research which attempts to capture culture at an organisational 

level. According to Manley, et al., (2011) more attention needs to be given to research at this 

level, especially if effective and desirable cultures are to be identified.  Manley, et al., (2011) 

articulate a subculture which appears at a local unit/ward level as ‘workplace culture’, a 

concept which has also been described by Nelson, et al., (2002) as a ‘clinical microsystem’.   

 
When researching culture, it is important to clarify the level at which it is being explored 

(Mannion, et al., 2008).  Although there is a large body of research which uses sample 

populations such as hospital wards, or professional groups, research which specifically 

articulates these as subcultures are rare. For the purposes of clarity throughout this thesis, 

hospital wards and units are considered ‘microsystems’ i.e. subcultures of the larger 
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organisation. Any other group which appears to share features within this unit (such as 

professions) are also considered to be subcultures, based on their shared features.  

1.5 Defining ‘Caring’   

Caring as a concept in its own right presents challenges regarding its definition, with many 

definitions and conceptualisations in existence.  Nevertheless, authors appear to be no closer 

to concurring on what is meant by the concept of caring, with there still remaining to be a single 

agreed upon definition of the concept (Spichiger, et al., 2005).   Furthermore “when caring is 

discussed it is often the case that authors do not generally discriminate between `perceptions' 

of caring, the `concept' of caring, the `experience' of caring, and ‘caring’ itself” (Paley, 2001, 

pp. 190).   

 
Although research interest in caring has increased over time, this has paradoxically 

contributed to the concept becoming increasingly complex (Brilowski and Wendler, 2005), with 

a consensus regarding what is meant by caring yet to be reached (Kitson, 2003).  Perhaps in 

light of both the concept’s complexities and the intense critique of these concepts by authors 

such as Paley (2001; 2002a; 2002b; 2014) fewer authors now attempt to define the concept 

of caring using simplistic definitions (Brilowski and Wendler, 2005). Nevertheless, a definition 

has been attempted by Watson (2012, pp. 961) as: 

‘essentially a collective noun or adjective – depending on its use – for a constellation 

of actions, attitudes and attributes whereby the humanistic aspects of nursing and 

other caring professions are expressed, received and experienced’ 

 
Watson’s (2012) focus appears to emphasis the humanistic aspects of caring, the delineation 

between what could be considered these humanistic qualities and caring specific to that 

provided by healthcare professionals is important to take into account when discussing the 

concept.  Although caring is considered the essence of the nursing profession (Huynh, et al., 

2008) caring is not a quality that is the sole reserve of nurses.  Caring can be viewed as vital 

to the ‘human experience’ (Clifford, 1995) human development (Lachman, 2012), and argued 
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to be an inherently human quality (Kawamura, 2013).   Caring in this sense is therefore 

considered by Kitson (2003 pp. 505) as ‘lay-caring’, ‘a universal, commonly occurring, 

phenomenon and thus observable and experienced by each or any member of society’.   

 
Separate to lay-caring is the concept of professional (Leininger, 1988; Kitson 2003) or 

‘formalized caring’ (Clifford, 1995), considered by Fealy (1995 pp.1135) as a ‘distinct mode of 

caring’.  Whereas generic or ‘lay-caring’ is viewed as a fundamentally human quality (Wilkes 

and Wallis, 1998), caring in the professional, formalised, sense is inclusive of the cognitive 

aspects and acquired skills necessary to provide effective care (Leininger, 1988).   Confusion 

occurs as to what extent these two areas can be considered separate, especially in a current 

climate which emphasises what can be considered essentially human ‘lay caring’ traits such 

as compassion (Firth-Cozens and Cornwell, 2009) as central to the act of professional caring 

(DoH, 2012).  Beliefs which see compassion as the core of nursing (Chambers and Ryder, 

2009), further confuse where caring and compassion in the professional and human sense 

divide.  

Moreover, there is divergence not only regarding what is considered caring, but in the 

elements of caring which are most valued by staff and patients. Research has shown that 

whilst the human elements of caring are considered a priority by nursing staff, it is the 

professional caring aspects such as clinical competency which are in fact favoured by patients 

(Von Essen and Sjoden, 2003, Papastavrou, et al., 2011). Although such findings do not 

dismiss the value of the human aspects of caring by patients, it is perhaps understandable 

that patients instead regard behaviour directed towards their safety and clinical recovery of 

utmost importance. If therefore the human qualities of caring are regarded as a secondary (yet 

still desired) priority by patients in favour of their safety, this raises interesting questions in 

how much value should be placed in securing this secondary attribute in systems and 

environments which may not always be entirely conducive to the meeting of the first. 
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1.5.1 High Quality Care 

 
Use of the prefix ‘high quality’ to ‘care’ is also found within contemporary, NHS specific, 

literature and policy relating to culture (DoH, 2012; King’s Fund, 2014).  Although not explicitly 

providing a definition of ‘high quality care’ themselves, it is likely that these policies have 

assumed the definition derived from Lord Darzi’s ‘High Quality care for all’ (Darzi, 2008) report,  

disseminated by NHS England (2016), due to the statement that their definition is one which 

‘is now enshrined in legislation’ (NHS England, 2016).  This definition of high quality care can 

be found in Figure 1.   

Figure 1 NHS England’s (2016) Definition of High Quality Care 

 

The single common definition of quality which encompasses three equally important parts: 

 Care that is clinically effective– not just in the eyes of clinicians but in the eyes of 

patients themselves; 

 Care that is safe; and, 

 Care that provides as positive an experience for patients as possible 

 

Despite the attempt to standardise this definition throughout NHS related literature with the 

aim of providing consistent goals throughout the Clinical Commissioning Groups and the NHS 

in England (NHS England, 2016), there still remains elements of subjectivity within this 

definition.  Patient interpretations of what is considered a positive experience, as well as what 

is safe and effective, may differ.  Quality care is argued as being subjective, depending on the 

person who experiences it, (Dorning, 2015) therefore making a consensus regarding its 

definition difficult.  Outside of NHS literature inconsistencies are still present, with a lack of 

agreement surrounding the term ‘quality care’ (Ajayi, 2015), in addition to the use of alternative 

terminologies such as ‘good quality care’ (Ajayi, 2015; CQC, 2014; Attree, 2001).   
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The patient experience element of high quality care is also a complex phenomenon in itself 

(De Silva, 2013) with there being ‘no universal operational definition or set of common 

components/concepts’ (LaVela, and Gallan 2014).  The number of ‘cross-cutting terms e.g., 

satisfaction, engagement, perceptions, and preferences’ (LaVela, and Gallan 2014) as well as 

patient-centred care (Maben, et al., 2012) which overlap and intersect with the concept of 

patient experience, and subsequently high quality care, complicating matters. Patient 

experience literature is vast, with thousands of papers in existence which have attempted to 

measure patient experience, satisfaction and expectations through quantitative survey 

methods alone (De Silva, 2013).   However, with a phenomenon which is complex, subjective, 

and constructed differently depending on an individual’s previous and current experiences, 

quantitative attempts at gauging an understanding of patient satisfaction may not be able to 

provide the necessity depth in exploring the concept entirely.  

1.6 Chapter Summary 

The viewpoint that patient care (and that which is classified as high quality) is subjectively 

constructed by those who receive or deliver it will be adhered to throughout this thesis, with 

methodology which reflects this.  When referring to ‘culture’ from here onwards, this will be 

the multilevel model of organisational culture as proposed by Schein (2010).  However, the 

concept of ‘caring culture’ still warrants further exploration as a concept in its own right.  

Therefore,  the literature surrounding ‘caring cultures’ will be explored in depth in the next 

chapter as a means of understanding this concept sufficiently enough so as to inform a robust 

research design relating to it.   
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2.0 LITERATURE REVIEW 

2.1 Chapter Introduction 

 
This chapter demonstrates the two literature searches which were conducted.  The first 

search, specifically for primary research literature which addressed the ‘caring culture’ 

concept, retrieved very few papers.  The ‘caring culture’ concept is explored in depth and 

conceptually critiqued in the context of the grey literature and other culture related literature. 

A second literature search was conducted with widened parameters, seeking papers which 

focussed on organisational culture literature, and those specifically conducted within an NHS 

context.  The main themes or ‘dimensions’ which appeared throughout the organisational 

culture literature were examined and were used to inform the conceptual framework (see 

Diagram 4). This chapter concludes by identifying the research gaps which emerged from this 

review of the literature and the research objectives which were formulated as a result.  

2.2 Literature Search Strategy 

 
In order to become familiar with the common terms and keywords used in literature 

surrounding the research topic, an initial ‘quick and dirty’ (Flemming, 1998) database search 

was commenced.  From here the most relevant keywords were identified and formed the basis 

from which a more thorough search could be conducted. Identifying the most appropriate 

keywords did however prove challenging.  The relatively new terminology of ‘caring cultures’ 

and the variety of keywords under which relevant papers were attributed, created complexity 

in the literature search.   

 
Grey literature searches using internet search engines was initially conducted, with the 

reference lists of retrieved documents also searched.  In doing so, it appeared alternative 

terminology to ‘caring culture/s’ was in use, such as ‘care culture/s’ and ‘cultures of care’ 

‘cultures of caring’ and ‘cultures of compassionate care’.  Although these appeared commonly 

amongst the grey literature, particularly within modern NHS related policy, when these were 

applied as search terms in a search of the databases (AMED, CINAHL, MEDLINE, 
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PsychARTICLES, Psychology and Behavioural Sciences Collection and PsychINFO), very 

few results were drawn, even without any limitations applied.   The ones which were retrieved 

were considered highly relevant and subsequently retained for inclusion within the literature 

review. It was therefore necessary to expand the scope of the literature search to include 

research which instead addressed the much broader topic of organisational culture in relation 

to patient care.   

 
Therefore, a second search was commenced, again using the AMED, CINAHL, MEDLINE, 

and PsychARTICLES, Psychology and Behavioural Sciences Collection and PsychINFO 

databases.  These were selected due to the concept of organisational culture being perceived 

as one which applies to many different academic disciplines, such as business, 

psychological/behaviour science as well as within multidisciplinary healthcare research.  The 

keywords are listed in Table 1 and when combined using Boolean logic were identified as the 

most appropriate in retrieving the most relevant results.  It was also noted during the searches 

that although the term ‘positive culture/s’ was used in the grey literature to describe desirable 

cultures, this was not possible to include as a search term due to the vast amount of biomedical 

search results it retrieved.   

 
Table 1 Literature Keywords 

Organizational 

culture 

AND 

Acute care 

AND 

Patient centred care 

Organisational 

culture 

‘hospital 

unit’ 

Patient centred care  

Care culture Hospital  Compassionate care 

Subculture* NHS Patient outcomes  

Caring culture ward Patient experience 

Positive Culture  Quality Care 
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A much larger number of papers were retrieved through expanding the search, which were 

then limited again to those conducted within the NHS, the healthcare context, and unique 

model of healthcare delivery within which this research would take place.  These results were 

further limited by hand as per the inclusion and exclusion criteria (see Figure 2), in order to 

gain the required focus necessary. 

 
Figure 2 Inclusion/Exclusion Criteria 

 

  Inclusion criteria 

 English language 

 Culture which was explored at the sub-cultural, professional or organisational level 

 Research which was conducted within the NHS 

 Organisational climate (in case the term is used interchangeably with culture.  Also 
based on the rationale that climate may be seen as an artefact of culture) 
 

  Exclusion criteria 

 Culture change initiatives  

 Safety culture 

 Those conducted in areas such as ITU/Emergency care (due to their potentially unique 
cultures)  

 Non-NHS 
 

 

2.2.1 Rationale for Inclusion/Exclusion Criteria 

 
With UK healthcare and the NHS having a unique set of contextual factors which may interact 

with its culture and patient care provision, the limited generalisability of culture research 

conducted outside an NHS context was a deciding factor in including NHS research only.  

Even so, some research which did occur within the NHS yet was solely conducted in areas 

such as ITU or emergency care was not included due to a similar principle.  Areas such as 

these may have substantially different environments and demands to acute care.  Patients in 

ITU or emergency care were deemed more likely to be unconscious or critically unwell 

inhibiting their interaction with, or perspectives on, the culture of the unit. With culture being 

inextricable from the context in which it is bound, attempting to gain insight into acute care 
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culture by using environments which have vastly different contexts was considered 

inappropriate, and consequently excluded.   

 
Papers which did not specifically mention culture but instead climate were also considered for 

review.  Although recognised within this thesis that culture and climate are two distinct 

concepts confusion exists amongst authors on where the separation exists (Braithwaite, et al., 

2010), with both concepts often used interchangeably (Castro and Martins, 2010). 

Paradoxically, articles and publications which specifically articulated culture yet instead 

appeared related to organisational climate were also included for review (e.g. Rafferty, et al., 

2015).  This was again due to the notable overlap of these concepts within literature, as well 

as the potential for climate to be considered an artefact i.e. the most superficial expression of 

culture. 

 
It was recognised that there remained the possibility that all of the relevant papers may not be 

retrieved through the database search strategy alone.  Therefore, a supplementary method of 

hand searching the reference lists of papers already retrieved was undertaken in order to 

ensure no key literature was omitted. Hand searching as a supplementary strategy proved 

particularly useful in identifying relevant policies and grey literature.  

2.3 Care and Caring Cultures 

 
In light of there being a lack of consensus regarding the definitions of care or caring, it is 

perhaps understandable that confusion also exists when these words are applied to culture.  

Whereas ‘safety culture’  relates to the values and beliefs held in a group specifically towards 

the concept of patient safety (Feng, et al., 2008) and has been extensively researched inside 

and outside healthcare, there is a paucity of primary research relating to the relatively new 

concept of culture in relation to caring or care.  

Cultures of care/caring/compassionate care and ‘caring cultures’ are frequently cited as 

desirable outcomes within UK specific recommendations, although few authors attempt to 



 

25 
 

define these terms.  Nevertheless, authors are keen to propose what attributes they believe 

constitutes  caring cultures (West, et al., 2014; Francis, 2013; DoH, 2012; Molzahn, 1997), 

despite such relationships appearing to be drawn from research which has not examined a 

caring culture, or indeed culture specifically.  Without a clearly articulated definition, the 

concept remains unsubstantiated, making attempts at identifying, measuring (and 

subsequently achieving) it problematic.  

Hesselink, et al., (2013) is one author who has attempted to define the concept of a ‘caring 

culture’ defining it as one which motivates, facilitates and directs professionals ‘to structurally 

act caring to patients and family’ (Hesselink, et al., (2013 pp.2).   Although this definition does 

go some way in attempting to conceptualise caring culture, what Hesselink, et al., (2013) 

consider ‘structurally acting caring’ is not further explored, nor is a definition of ‘caring’ itself 

provided.   

In addition, ‘caring’ or ‘care’ cultures are argued to represent different concepts, with the 

former offering a description which focuses on the positive aspects of caring, and the latter 

instead suggesting a more neutral tone, capturing care which is not always seen as favourable 

(Rytterstrӧm, 2009).  Discussion on either still remains limited in current literature and when 

mentioned, are often used interchangeably and appearing to have positive connotations, with 

a ‘care’ culture used by the King’s Fund (2014) and the Cultural Barometer tool (Rafferty, et 

al., 2015), whereas a culture of ‘caring’ is the phrase of choice throughout the Francis report 

(Francis, 2013).  Mention of cultures of ‘high quality care’ (West, 2013) and a ‘culture of 

compassionate care’ (DoH, 2012), further highlight the overlap of terms in use in current policy 

and literature, in addition to the interchangeable use of compassion, empathy and caring in 

literature specific to nursing (Schantz, 2007).   Therefore, with limited agreement regarding 

the definition, the concept and the boundaries of these ‘caring cultures’, the validity of the 

concept itself can be questioned.   
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2.3.1 Caring as a Sub-Set of Organisation Culture?  

 
A sub-set of organisational culture can be defined as culture which operates within the larger 

organisation, yet with a specific domain of focus, e.g. safety culture, service culture (Reiman 

and Rollenhagen, 2014) or in this case, a caring culture.  What constitutes either 

organisational culture or a sub-set of culture can be defined as dimensions, i.e. the component 

features which characterise them. These dimensions have a single focus – such as teamwork, 

leadership or empowerment, and occur simultaneously alongside each other as essential 

component parts of the overarching culture which is being examined.  This culture may be the 

much broader organisational culture, or the more focussed sub-set of culture.  Therefore, 

organisational culture and/or a sub-set of culture, are comprised of many different dimensions, 

being expressed to varying degrees.  How the elements of organisational culture, sub-sets of 

culture and dimensions occur in relation to each other is demonstrated in Diagram 3.  

 

Diagram 3 Dimensions and Subsets of Culture 

 

Although popular, and consensus regarding safety as a sub-set of organisational culture well 

established (Feng, et al., 2008), the potential for culture to exist as sub-sets has been 

conceptually critiqued.  The validity of sub-sets are questioned by Schein, with culture “the 

property of a group, not a concept” (Reiman and Rollenhagen, 2014).  In this respect, ‘cultures 

of’ (e.g. safety, service, or indeed caring) should not be afforded academic recognition as 

cultures in their own right (Reiman and Rollenhagen, 2014) as to do so would be to 
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misinterpret (and potentially diminish) the concept of culture itself.  Therefore, attempting to 

define cultures as a ‘culture of’ one sole attribute (e.g. caring) raises questions regarding the 

sub-set construct’s validity (Gillin, et al., 2017).  

 
 If a culture were to be a ‘culture of’ a certain attribute (such as safety), this could be seen as 

to infer that other attributes (e.g. caring or empowerment) may be considered secondary in 

the hierarchy of priority when a ‘culture of’ safety is declared.  The same dilemma arises in 

attempting to categorise a culture as a ‘culture of’ caring, or any other attribute which is 

considered desirable.  It has also been suggested that a ‘safety culture’, is also made up of a 

‘just culture’ and a ‘learning culture’ (Health and Safety Executive [HSE], 2005). However, 

defining a culture as being comprised of other cultures in this way is also problematic.  

Labelling everything as a ‘culture of’ could go on indefinitely, whereby these ‘cultures of’ co-

exist in multiples, further diluting their meaning (Gillin, et al., 2017).  This tendency to do so, 

particularly within NHS policy, is present nonetheless in what has been described by Savage 

(2000) as a ‘culture of culture’, whereby the attribution of phenomena to culture has become 

a ‘cultural phenomenon in itself’ (Savage, 2000 pp. 230).   

 
Whilst labelling everything as a sub-set or a ‘culture of’ may present as a more convenient and 

more tangible way of defining culture, it may not be the most effective (or indeed valid) way of 

capturing culture (Gillin, et al., 2017).  In agreement with Schein, a culture is instead seen as 

belonging to a group and not a concept, whereby a multitude of dimensions (as opposed to 

‘cultures of’) may co-exist (Gillin, et al., 2017).   

2.3.2 Dimensions of Culture  

 
Dimensions of culture refer to somewhat ‘abstract ideas’ (Mannion, et al., 2008) which 

represent a key theme, e.g. teamwork, empowerment or of patient centredness.  These 

dimensions exist within a culture, although the number of potential dimensions which may 

occur (whether at an organisation or sub-set level) is potentially vast. Throughout 

organisational culture literature, 114 different dimensions have been identified (van der Post, 
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et al., 1997).  Despite the research output in the more established areas of organisational and 

safety culture, discovering which common dimensions (and in what combination) are indicative 

of either, still remains a difficult task.  Dimensions associated with caring cultures are even 

more elusive.  

 
Although it is argued that “a problem with trying to assess highly complex phenomena like 

culture is that experts rarely agree on which are the essential dimensions to measure.” (Scott, 

et al., 2003b pp. 938), attempting to research culture by aligning it to pre-defined dimensions, 

may not be the most appropriate (Mannion, et al., 2008) (nor valid) method of exploring culture. 

Doing so would perhaps be more appropriate for positivist research, not the emergent 

approach to discovering how culture is comprised.  Mannion, et.al. (2008 pp. 18) argues that 

culture is “context and problem dependent”.  There remains potential for dimensions (which 

relate to patient care and comprise culture) to differ from one subculture (e.g. location, 

profession) to the next.  Therefore, it is the dimensions which may relate to patient care which 

will be of interest hereafter. 

2.3.3 Clarification of Terminology 

 
Consensus regarding the concepts of caring, ‘caring cultures’ and organisational culture are 

yet to be reached in current literature and there still remains a need for primary research which 

explores these areas.  Before proceeding further with the review of primary research papers, 

it is important to clarify and operationalise the terms which have been selected for use within 

this thesis, in order for their definitions to be transparent, consistent and subsequently 

contribute to the rigour of the study (Parahoo, 2006). 

 
The culture in reference throughout this thesis is organisational culture.  Culture is regarded 

as manifesting in layers as per Schein’s Model (Schein, 1985), and can be defined using 

Schein’s (2010) definition.  Culture is considered to potentially comprise of an unknown 

number and combination of dimensions, for example those of leadership, teamwork and 

patient-centredness. The dimensions which are seen to relate to patient care are those that 
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are of specific interest for this research.  A microsystem is the term used to describe a 

subculture which exists within a larger organisation. The shared feature of the microsystem’s 

subculture is its location, as a unit of the larger organisation under which it resides.  In these 

terms, a hospital ward is considered a microsystem of a hospital.  Other subcultures are 

recognised to exist, not just in terms of location but within any group who share a similar 

feature, for example, between professional groups.   A number of subcultures may occur within 

a microsystem at any time, depending on how diverse the members of the group are.  

. 
With the validity of the concept of ‘caring cultures’ and  ‘cultures of caring/care/compassionate 

care’ called into question,  a decision was instead made to utilise the term ‘cultures conducive 

to high quality care’.  Use of the former terminologies arguably implies tangibility of the 

concept, alongside the assumption that such indeed exists and can therefore be aspired to as 

a fixed, attainable outcome within healthcare.  Use of the terminology ‘cultures conducive to 

high quality care’ acknowledges the variant nature of the concept, taking into account the 

potential for it not to occur as a uniform and fixed entity, and one which may instead be specific 

and dependent on the area in relation to which it is being studied.  

 
No delineation is argued as occurring between care and caring nor one considered to 

represent the more positive aspects of care than the other.  Instead, the term ‘care’ has been 

selected in its ability to represent a noun to which ‘high quality’ or ‘inadequate’ can precede, 

and therefore represent the extent to which this care is considered desirable.  Care as a verb 

as well as caring as an adjective will also be used throughout this thesis.   In reference to 

caring and care both the human traits of ‘lay caring’ and ‘professional caring’ aspects are taken 

into account, with the belief that the former may be viewed as a requirement for the latter to 

be considered desirable.  Nevertheless, as a definition of care or caring which is agreed upon 

between staff and patients (or even within professional disciplines themselves) is yet to be 

established, participants’ perception of what constituents high quality care will instead be 

utilised.  
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 As a result, the subject of the research can be summarised in the following: Cultures, which 

occur within an organisation, on a sub-cultural level (e.g. ward, or profession) which are 

considered conducive to the provision of high quality care as defined by those who are the 

provider or recipients of care.  

2.3.4 Terminology 
 

Culture - see Schein’s (2010) definition. 

 

Dimensions of Culture – attributes which are evident in the culture of interest.  For 

example, openness, fear, teamwork, leadership.  

 

Subculture – A culture which exists amongst a group with a shared similar feature.  For 

example a profession, gender, or location.   

 

Microsystem - A subculture of the larger organisation, where the shared feature of the 

group is location.  For example, a hospital ward.  

 

High-Quality Care - A noun ‘care’, to which the positively worded adjective ‘high-quality’ 

is prefixed.  Whilst research material was informed by the definition and standards 

provided by NHS England (2016), the definition is to be ultimately determined by 

participants.  
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2.3.5 ‘The Individual’ as a Dimension of Culture 

 
In exploring the literature, ‘the individual’ as a dimension of culture emerged, although the 

extent of its influence on culture and patient care is debated.  In response to recent reports 

highlighting instances of inadequate care provision within the NHS (Francis, 2013) the 

‘Compassion in Practice’ policy (DoH, 2012) was formulated as a ‘vision and strategy for the 

development of a culture of compassionate practice among healthcare staff’ (Dewar and 

Christley, 2013, pp. 46). The strategy emphasises that desirable cultures can be attained by 

professionals ensuring the qualities of the ‘6Cs’ (caring, compassion, commitment, courage, 

competence, communication) (DoH, 2012) are present within their practice. Through placing 

its emphasis on the individual healthcare professional and their achievement of these six 

qualities as opposed to a whole-systems approach (Dewar and Christley, 2013), the onus of 

responsibility appears to be placed at the individual rather than the system at large. The 

qualities within the 6Cs such as caring and compassion can be argued as inherently human 

qualities (as previously discussed) and to suggest that these should be implemented can also 

suggest they are lacking.  Implying it is these human qualities of professionals (and specifically 

nurses) that requires correcting draws parallels to the ‘character training’ present in 19th 

century nursing, a method used to improve the moral character and conduct of nurses 

(Rafferty, 1996).   

 
Whilst not dismissing the potential for there to be individuals who may display traits not always 

conducive to high quality care, the wider social systems in which they operate are considered 

as having a greater influence on this behaviour than the individual themselves (Zimbardo, 

2007).  Therefore, the Francis Report’s (Francis, 2013) recommendation that cultures of caring 

can be achieved through effective education, recruitment and training of nurses is considered 

misguided by Paley (2014).  Paley (2014) further argues that the failings identified within the 

report were in fact as a result of the ‘interlocking set of contextual factors’ which ‘affect social 

cognition’ (Paley, 2014) and therefore refutes the idea that individual failures in compassion 

were responsible for the events at Mid Staffordshire NHS Trust (Francis, 2013).  This is not to 
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say some individuals do not possess the ability to influence culture, although the extent of this 

influence may depend, to some degree, on a person’s leadership ability or position, whether 

that be formally or informally. 

2.3.6 Informal Leadership  

 
Research conducted in Sweden by Rytterstrӧm, et al., (2009), specifically examined nurses’ 

interpretation of ‘caring cultures’.  The findings confirmed the influence of individuals on a 

caring culture within a hospital ward environment, albeit through the medium of informal 

leadership.  Thematic analysis of the interviews of seventeen registered nurses found a 

common theme amongst the participants; the existence of ‘strong personalities’ and the 

influence they possessed.  Despite the expectation amongst the sample that direction of a 

caring culture should be the responsibility of the formal leader of the unit, it was instead 

interpreted as being guided by these informal leaders, i.e. the ‘strong personalities’.  Strong 

personalities were considered to direct culture, not only in a positive direction in their perceived 

motivational qualities, but also in their ability to provide poor patient care which the culture and 

formal leaders were aware of, yet apparently inactive in challenging.  Such findings therefore 

not only indicate the potential influence of the individual on a culture, but also allude to the 

existence, and perpetuation, of a negative culture of acceptance of poor standards; a culture 

which was also found at Mid Staffordshire NHS Trust (Francis, 2013). 

The contribution of informal leaders upon culture may hold positive potential.  If informal 

leadership is encouraged, empowerment and engagement amongst informal leaders may 

occur, ultimately benefiting not only leaders but the organisation in which they operate (Ross, 

2014).  Culture can then be positively influenced as a result of their enthusiasm, aptitude for 

team work and the degree of caring they possess towards staff and patients (Downey, et al., 

2011).  Although these traits may appear in informal leaders who have either been specifically 

selected by formal management to take on these roles and/or appear to be naturally guiding 

culture in a positive direction without formal interference, the role of informal leaders as 
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highlighted by Rytterstrӧm, et al., (2009), in the development and continuation of a negative 

culture is also an aspect which should be considered.  

Despite support for informal leaders at ward level (Downey, et al., 2011; Ross, 2014), the 

extent to which these individuals do have the power to shape culture is contested by Savage 

(2000).  Savage (2000) argues that the influence of individuals upon culture is limited to the 

power they possess within the organisation, with individual professionals not in fact having as 

much influence on the culture of a ward when the power of the senior figures of the 

organisation are taken into account.   

Following an ethnographic study on a medical/HIV ward, Savage (2000) observed that 

individuals in senior positions on a ward, although more influential in their ability to drive and 

shape culture than those in less senior positions, were still nevertheless confined by the 

principals of the corporate culture which existed above them.  Opposing values were 

observed, with the corporate culture appearing to encourage empowerment and autonomy at 

ward level, yet with those existing within it being constrained by factors which they believed 

themselves to have no power to influence or control e.g. resources.  Savage (2000) argues 

that the ‘old’ view of culture that it is driven by the grass roots of those who work within it 

should be instead considered as a phenomenon which is the cumulative effect of the power 

struggles of those who act within it.  Although this research is limited in its further exploration 

of these concepts, and an explicit discussion of the findings, it nevertheless reiterates the 

importance of exploring both espoused values, in this case empowerment espoused by the 

senior hospital figures, and the observed values and behaviours, to understand discrepancies 

and explore underlying culture if it is indeed different to that which is openly discussed (Schein, 

2010). 

 In which direction informal leadership goes may be dependent on the formal leadership which 

encourages, ignores or supports it.  The belief that leadership guides culture appears popular 

throughout policy and literature (CQC, 2014; West, et al., 2013; DoH, 2012; Gilster, 2002) but 
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may not always be the case, with leadership and culture instead being considered reciprocal 

(Cummings, et al., 2008).  The direction of which guides the other is contested, with Molzahn 

(1997) arguing that it is in fact the members of a culture as opposed to its leaders which shape 

it.  In addition, Alvesson (2002) argues that only leadership which is concurrent with the 

existing culture will be allowed to flourish, indicating culture to be the driver of whether 

leadership is successful or not.    

Therefore, although there appears to be suggestion from policy that the responsibility of 

culture lies with the individual, this in reality may be limited to the individuals who possess 

either leadership positions or qualities.  In addition, the influence of informal or formal 

leaderships may depend on the culture, other subcultures, and power relation which exist 

between them.    

2.3.7 Burnout 

 
The influence of the individual on culture is also noted by Montgomery, et al., (2011) albeit 

indirectly, through the medium of burnout.  Montgomery, et al., (2011) argue that the ‘important 

linking mechanism’ between quality of care and organisational culture may be burnout: a 

psychological condition in an individual relating to a negative perception of their work (Dishon-

Berkovits, 2014).  Montgomery, et al., (2013) suggest that poor quality care can to some extent 

be explained by staff burnout, which in turn can be attributed to organisation culture.  At 

present, this proposed relationship by Montgomery, et al., (2011) remains a conceptual theory, 

drawn from an amalgamation of research in each of the areas, as opposed to primary research 

explicitly examining the relationship between them.  However, a relationship between 

organisational culture/work environments and burnout is recognised (Bronkhorst, et al., 2015; 

Bobbio and Manganelli, 2015; Campana and Hammoud, 2015; Ginossar, et al., 2014; Watts, 

et al., 2013; Aiken, et al., 2011), as is the relationship between burnout and patient outcomes 

(Nantsupawat, et al., 2015; Rathert, et al., 2012; Aiken, et al., 2011).  Suggestions that 

organisational culture and patient care may indirectly relate through burnout appears to be a 

logical suggestion from which further research could develop.     
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Burnout may not be the only factor which occurs in individuals yet may relate to organisational 

culture and/or patient outcomes.  Other traits which could be seen as belonging to the 

individual such as job satisfaction (Platis, et al., 2015; Weng, et al., 2011; Peltier and Dahl, 

2009; Ueno and Nishikawa, 2005), stress (Rajan, 2014; Farquharson, et al., 2012), emotional 

intelligence (Adams and Iseler, 2014; Rankin, 2013), professional commitment (Trifiletti, et al., 

2014; Teng, et al., 2009; Ueno and Nishikawa, 2005) and staff wellbeing (Maben, et al., 2012; 

Boorman, 2010) also have the potential to affect patient care. Whilst acknowledging the 

potential for these factors to influence, or be influenced by, culture and in turn affect patient 

care, only research which explicitly referenced culture were included within the review.  

Therefore exploring papers relating to each of these factors individually, without an explicit link 

to culture, was considered out of scope, and not explored further.   Nonetheless, the broader 

dimension of ‘the individual’ and the influence it may have on culture is recognised as an 

important contributor to culture and patient care and is considered in addition to the other 

recurring dimensions identified throughout the literature review.  

2.3.8 ‘Caring Culture’ – Primary Research  

 
Despite Rytterstrӧm, et al., (2009) being one of the few researchers to explicitly examine the 

‘caring culture’ concept, the transferability of this into a UK context is undetermined.  The 

recognised, yet difficult to define, Swedish concept of “vårdkultur” is translated to mean a 

‘caring culture’.  The validity of a ‘caring culture’ in this sense is limited by it being a literal 

translation of a concept which and has no equivalent in English, in addition to “vårdkultur” 

being difficult to articulate even in Swedish (Rytterstrӧm, et al., 2009).   

 
In response to the recent interest in culture relating to care by UK policy and organisations, 

the ‘Culture of Care Barometer’ (COCB) was developed with the aim of providing a ‘useful 

probe’ (Rafferty, et al., 2015 pp. 58) which could ‘assist in measuring culture’ (Rafferty, et al., 

2015 pp. 61), in addition to serving as a point from which reflective discussions on the findings 

could be made.  After the refinement of the tool following a pilot period,   the final COCB was 

developed in the form of a 30 item survey, with questions rated on a five point scale – from 
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strongly disagree (1) to strongly agree (5).  Survey questions were initially reported as 

belonging to one of seven themes:  engagement, empowerment, management and 

leadership, values, roles, resources and teams.  

1,705 completed surveys were gained from two NHS Trusts (one mental health, one 

community), with a multidisciplinary sample. The response rate was 25%.  The survey findings 

were amalgamated on a Trust level, from which significant differences in responses between 

Trusts could be established, and analysed in relation to variables such as gender, age and 

work setting.  The findings were also presented in terms of the combined responses gained 

from the total sample.  From these combined results, there was disparity in how positively staff 

reported certain question items. The most positive response was in relation to the question of 

whether staff considered their co-workers friendly, to which 90% of respondents either agreed 

or strongly agreed.  84% agreed or strongly agreed that they were respected by their 

colleagues, with 82% feeling respected by their managers. 

Less positive findings were reported in questions relating to engagement and resources.  The 

least positive response on the questionnaire was displayed in the question: ‘I am able to 

influence how things are done in the Trust’ to which only 20% of respondents agreed or 

strongly agreed. In addition, only 24% of respondents agreed or strongly agreed to the 

question, ‘Trust managers know how things really are’.  Respondents that agreed/strongly 

agreed that they had sufficient time and recourses to do their job were 38% and 53% 

respectively.   

The findings also showed those working in the community were significantly more likely to 

provide a positive response to questions relating to colleagues, support and respect (F=13.68) 

than those working in a ward environment.   Those in higher pay bands were significantly more 

likely to report an unfavourable response to survey questions relating to constraints of the job 

than those in lower pay bands (F=27.7).   
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With the reliability of the survey questions addressed by the alpha reliability test and factor 

analysis, the study was considered sufficiently rigorous in this respect.  However, as previously 

mentioned, culture is a complex phenomenon which may not be easily captured through the 

use of quantitative measures alone.  Moreover, in seeking staff’s perception of their work 

environments on a collective level, the survey could therefore be argued as representing a 

measure of climate instead of culture.  Whilst acknowledging the contribution the survey may 

make achieving one of its aims: to provide insight and provoke further discussion regarding 

culture based on the findings, the tool alone as a measurement of culture of care, or culture is 

debatable.   

Although a literature review was conducted prior to the COCB’s development, Rafferty, et al., 

(2015) explicitly state that the development of the tool was informed by themes drawn from 

research conducted in 2008 by Ipsos MORI relating to staff engagement, commitment and 

productivity.  Whilst not discrediting the potential for there to be relations between of cultures 

of care and these areas, in using this to inform the COCB’s development it could be argued 

that assumptions have been drawn regarding what constitutes a culture of care, prior to data 

collection being initiated.   

An opportunity for the exploration of the underlying culture could have been taken by Rafferty, 

et al., (2015) through qualitative exploration of the discussions which were provoked by the 

tool.  The content of these discussions were noted by Rafferty, et al., (2015) albeit not in great 

detail.   An interesting finding was briefly mentioned in their noting an ‘us and them’ (Rafferty, 

et al., 2015 pp. 8) discord between management and clinical staff in both participating Trusts.  

Further qualitative insight into themes found in these discussions could have contributed to 

the study’s rigour, in addition to addressing the subject of concern: culture. 

Whilst crediting the COCB in its ability to provoke discussions and raise awareness of culture 

within organisations, the tool itself is not considered rigorous enough in its ability to measure 

culture nor culture of care in light of the validity issues raised.   Its contribution to the current 
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body of literature should not be discounted however, but considered instead a measure of a 

more visible level of culture – climate, through which deeper underlying assumptions relating 

to culture may be explored. 

Attempting to identify cultures relating to care solely through quantitative methods is not 

unique to Rafferty, et al., (2015).  A systematic review was conducted by Hesselink, et al., 

(2013), whereby an expert panel (n=12) assessed pre-existing questionnaires (and their 

questions) in terms of their ability to measure a caring culture in a UK hospital context.   

Through this process, seven questionnaires were deemed applicable. Only 24% of the 

individual survey questions (within these seven questionnaires) were considered by the 

reviewers as appropriate in their ability to assess caring cultures.   

In total, this 24% comprised of 20 questions.  Although some questions appeared to relate to 

themes such as staff empowerment: ‘Freedom to make important patient care and work 

decisions’, and resources: ‘Enough time and opportunity to discuss patient care problems with 

other staff’, the majority of questions, deemed to indicate the presence of a ‘caring culture’, 

appeared to relate to the theme of patient or person-centred care.  Whether these questions 

can be considered appropriate or valid measures of caring cultures however is disputed.  As 

noted by Hesselink, et al., (2013) without an accepted definition of what is considered to be a 

caring culture, inclusion of questions considered to represent it was based on the subjective 

interpretation of the concept by the reviewers.  Although the paper argues that patient 

centredness is a concept closely related to caring, inferring this relationship extends to caring 

culture based on the subjective methods used could be construed as the most significant 

threat to the study’s validity.  Nevertheless, Hesselink, et al., (2013) do recognise that these 

findings may present only a proportion of the elements of a caring culture, with acceptance 

that other contributing factors may exist outside of those which were considered by the study.  

Like the COCB (Rafferty, et al., 2015), Hesselink, et al.’s (2013) approach is challenged in its 

sole use of quantitative methods.  The addition of qualitative methods would have added 

greater depth to the study, with this being recognised by Hesselink, et al., (2013). 
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Nevertheless, despite the notable validity issues, the paper does provide insight, albeit from 

12 reviewers, into what is considered caring cultures in a UK healthcare context.  

 
A contribution to the concept of caring cultures was also made by Molzahn (1997), although 

this was presented in the form of a discussion paper as opposed to original research findings. 

Molzahn (1997) proposed three elements which she considered necessary for a caring 

organisational culture: empowerment, consensus and praxis.  Molzahn (1997) believes that 

participatory management styles are essential in caring cultures by addressing staff 

empowerment through decentralising power away from management.  The concept of 

consensus, where equal importance is given to individual staff’s opinions in group decision 

making (Molzahn, 1997) is also suggested as being achievable through the adoption of 

participatory management styles.  Consensus in this respect can be seen as sharing features 

with staff engagement.  

Praxis was defined by Molzahn (1997) as the process of reflecting on issues which can result 

in successful change of a situation or problem.  Praxis can therefore be seen as similar to the 

concept of openness and honesty, an element of culture suggested as desirable by Francis 

(2013).    Although not being sourced in original research findings, Molzahn’s (1997) three 

elements nevertheless appear to echo the work of other authors, with the themes of staff 

empowerment and engagement both noted by Rafferty, et al., (2015) and Hesselink, et al., 

(2013) as factors relating to caring cultures.  

Through reviewing the literature, it is evident there is a limited body of primary research which 

specifically explores ‘caring cultures’.  Those which have are limited in terms of their validity 

and methodologies (Rytterstrӧm, et al., 2009; Rafferty, et al., 2015; Hesselink, et al., 2013).  

Sole use of quantitative data is not considered the most appropriate or valid approach in 

measuring culture, a concept which is complex, multifaceted and argued by Scott, et al., 

(2003b) as being best suited to mixed or multiple methods of data collection. Nevertheless, 

from the papers which have explored ‘caring cultures’ a number of potentially relevant 
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dimensions of culture have emerged.  Dimensions of: leadership and management, staff 

engagement, empowerment, discrepancy of perceptions between different staff groups, 

patient centredness and openness and honesty have been identified as relating to the concept 

of caring cultures.  

2.4 Organisational Culture within the NHS  

With the limited primary research relating specifically to ‘caring cultures’ acknowledged, the 

scope of the literature search was extended to include those which explored the broader 

concept of organisational culture, within an NHS context. Whilst it is acknowledged that patient 

care quality and patient outcome data such as falls are separate concepts, owing to the paucity 

of research which examines culture in relation to patient care in the NHS, research which 

examines culture in relation to patient outcomes in the NHS has also been included. Papers 

which purport a potential relationship with either patient care or patient outcomes are explored 

in the first instance (West, et al., 2013; Topakas, et al., 2011; West, et al., 2011; West, et al., 

2014; King’s Fund, 2014; Mannion, Davies and Marshall, 2005; Jacobs, et al., 2013; Davies, 

et al., 2007; Scott, et al., 2003a), prior to one paper (Gale, et al., 2014) which explores NHS 

culture without declaring any relevance to patient care or outcomes.   

2.4.1 Organisational Culture in Relation to ‘High Quality, Compassionate Care’  

 
The largest study to be published which has addressed organisational culture within the NHS, 

post the Francis report, was initiated by the Department of Health and conducted by West, et 

al., (2013).  West, et al., (2013) aimed to identify English NHS Trusts with cultures which 

prioritised high quality and safe patient care, in addition to attempting to identify factors which 

may influence culture.  The research was extensive and conducted on a large scale using 

case study methodology and multiple methods of data collection.  304 interviews were 

conducted, with participants drawn from all levels of the NHS hierarchy, in addition to 650 

hours of ethnographic observations, 715 survey responses and focus groups with patient and 

carers. Triangulation of existing data was also apparent within the study, with Board minute 



 

41 
 

meetings and the compilation of previous studies, exploring relationships between national 

staff and patient outcome data, used to complement the primary data found by West, et al., 

(2013).  Of the seven case studies purposively sampled, of which four were acute NHS Trusts, 

a cross case comparative method of data collection was used. 

Findings showed that although the majority of staff were committed to the provision of high 

quality compassionate care, this was not always consistent. Variation in the quality of care 

throughout the organisation was articulated as ‘bright spots’ of good care delivery to ‘dark 

spots’ of sub-standard care (West, et al., 2013).   

Through interviews and observations, differing world views emerged as existing between what 

was termed the blunt end (senior management) and the sharp end (front-line staff) of care 

provision, echoing the similar findings of Rafferty, et al., (2015) . The sharp end espoused 

frustration at their limitations perceived to be as consequences of the system e.g. staffing and 

resources, in contrast to the blunt end that instead attributed blame to individuals at the sharp 

end, as opposed to systems failure. This attribution of responsibility by the blunt end to the 

front line individual also appears to align with the rhetoric of the 6Cs (DoH, 2012) and the 

Francis report recommendations (Francis, 2013) (as previously discussed). Such differing 

world views were determined by West, et al., (2013) to be a display of ineffective 

communication and absence of shared goals between the two.    

Approaches to how information was dealt with at Board level were also found to vary by West, 

et al., (2013).  Cultures of ‘problem-sensing’, where weaknesses within the Trust were sought 

and challenged, to those of ‘comfort-seeking’, where intelligence regarding difficulties was 

overlooked, in favour of what the Trust is doing well, were also found. Cultures where comfort-

seeking and overlooking negative information occurred were also found to be dismissive of 

staff concerns (hindering staff empowerment as a result), in addition to being environments 

where senior teams attributed blame to individuals.  Such comfort-seeking cultures are not 
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unique findings. Francis (2013) also reported that blame cultures and dismissal of staff 

concerns were features of the negative culture found at Mid Staffordshire NHS Trust. 

Despite espoused rhetoric, West, et al., (2013) found that Boards often prioritised targets over 

quality and safe patient care, again reflecting similar findings to those found by Francis (2013).  

Questionnaires completed by Trust Board members also found that when asked which were 

the two highest priority objectives of the Board, the most frequently cited response was 

organisational effectiveness (defined as effectiveness of non-clinical operations) chosen by  

88% of responses.  Consideration that targets were amongst the top two Board priorities 

occurred in 68% of responses, whereas patient experience (47%) staff engagement (38%) 

and safety (35%) appeared less frequently.   

Trusts with Boards which were most likely to prioritise targets were subsequently found to 

have staff at the sharp end more likely to report low job satisfaction, motivation, instances of 

bullying and harassment, be less likely to report good communication with managers and 

possess lower levels of staff engagement.  Although the report states that some of the 

contributing primary data in the report was disseminated and published in other reports, the 

source of the primary data relating to the relationship between target-orientated Boards and 

staff outcomes was not clear.  

Primary data relating to the relationship cited by West, et al., (2013) between staff engagement 

and patient outcomes was sourced in a related paper by Topakas, et al., (2011).  Topakas, et 

al., (2011) sourced data from the National Staff Survey (2009), Annual Health Check (2008-

2009) and Patient Satisfaction Survey (2007-2008) finding a significant, strong positive 

correlation between overall staff engagement and patient satisfaction: r = 10.294 (p = ≤ 0.001) 

in addition to the significant, positive correlation found between staff engagement and quality 

of services as perceived by patients (r = 2.887, p = ≤ 0.001).  A culture where engagement is 

promoted and valued is considered desirable by West, et al., (2013) and Topakas, et al., 

(2011).  Moreover engagement it is considered to ‘trump all other measures…as the best 
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overall predictor for organisational outcomes’ (West, 2013 pp. 43) and when present, is argued 

as a dimension of culture in which staff can provide the best care to patients (West, et al., 

2011). 

The effect of staff engagement was also linked to patient mortality by West, et al., (2013) and 

the related West, et al., (2011) report.  West, et al., (2011) found that for every one standard 

deviation increase in staff engagement, mortality rates were approximately 2.4% lower.  

Effective team working was also found to be significantly related to patient mortality, with every 

5% increase in team working in well-structured teams, a 3.6% lower mortality rate could be 

seen. In addition, team working and team processes were stated as being significant 

predictors for high quality care. Although these findings were reported by West, et al., (2011) 

as significant, the primary source of this data could not be found (an inactive web link citing 

this was embedded within the report).  Without the ability to review the primary data, the 

report’s robustness was hindered, and the findings interpreted with this in mind. 

Support for clear objectives was also found within the West, et al., (2013) report, in the 

qualitative and quantitative findings.   As a result of the surveys conducted with 621 clinical 

teams in 51 different Trusts (total sample size n = 4604), significant findings relating to clear 

objectives and staff specific outcomes were found.  Relative importance analysis displayed 

that objectives significantly influenced team productivity (relative weight of R2 = 34.3%, p ≤ 

0.01) and team innovation (relative weight of R2 = 32.4 %, p ≤ 0.01), in addition to team 

member satisfaction (relative weight of R2 = 18.4%, p ≤ 0.001) and attachment (relative weight 

of R2 = 21.6 %, p ≤ 0.001) in acute care Trusts.  The provision of clear objectives was also 

closely tied with the concept of effective leadership within the West, et al., (2013) report. West, 

et al., (2013) suggested that the key to clinical effectiveness was clarity and agreement on 

team objectives, implemented through a process of participatory style decision making, a 

process also supported by Molzahn (1997) in its relevance to ‘caring cultures’.  
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The importance of effective leadership in the provision of high quality, safe care was a 

recurring and underpinning theme throughout the report.  Effective leadership was noted 

throughout the interview and observation periods and was considered to be effective at 

motivating staff, improving communication and guiding positive cultures (West, et al., 2013).  

Quantitative data was found to support effective leadership, attributing the quality of ‘leading’ 

to significantly predict productivity in acute care teams (relative weight of R2 = 42.8%, p ≤ 

0.01).  Participants appeared to acknowledge the importance of effective leadership, not just 

from those in formal leadership positions, but those considered informal leaders, a finding 

concurrent with that of Rytterstrӧm, et al., (2009). The interview participants also appeared to 

concur in their support for the promotion of leadership, not just at Board or managerial level, 

but throughout the organisation.  Promoting responsibility for leadership with all individuals is 

a concept analogous to the term collective leadership, although the term is not explicitly stated 

by West, et al., (2013). West does go on to explore the concept of collective leadership further 

in a subsequent report (West, et al., 2014), whereby collective leadership is promoted as 

enabling cultures of high quality compassionate care.  

West, et al., (2013) recognises culture and behaviour do not operate alone in the pursuit for 

high quality care. An organisation’s systems and processes can also bear some contribution. 

Systems and processes are also argued as being susceptible to the influence of effective 

leadership, leading to the conclusion by West, et al., (2013) that leadership is a critical, 

underpinning factor in creating cultures of high quality, compassionate care.  Therefore, 

systems and resources were also considered an important dimension of culture.   

In summary, West, et al., (2013) provided a unique and comprehensive insight into culture in 

the NHS on a large scale, post the Francis report (Francis, 2013). A number of dimensions of 

culture emerged from the findings: sharing a vision and clear objectives throughout the 

organisation, pursuing excellent team working, effectively tackling systems issues, focussing 

on patient experience, avoiding directive people management, and supporting, empowering 

and valuing staff. These dimensions were concluded to comprise a ‘culture of high quality 
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compassionate care’, albeit without a definition of ‘high quality’ nor ‘compassionate’ care being 

provided. 

Alongside a report ‘Developing collective leadership for health care’ by West, et al., (2014), a 

survey was conducted and published by the King’s Fund (King’s Fund, 2014), using an online 

questionnaire to explore culture, compassionate care and leadership in the NHS with a  

sample of NHS managers and healthcare professionals (n = 2030).  53% of participants 

worked within acute care and the survey responses grouped into those belonging to 

executives, senior managers, managers, doctors and nurses. Regarding what were believed 

to be the biggest obstacles to the provision of compassionate care in the NHS, the two most 

frequent responses appeared systems related: 39% cited lack of time or resources, 23% the 

need to meet set performance measures.  Systems issues such as staffing, resources and 

prioritisation of targets are dimensions which also occurred within the West, et al., (2013) 

report which suggests that unfavourable systems issues may occur as an indirect result of a 

culture in which poor leadership is considered the norm.  Systems, resources and priorities 

therefore are not considered separate to culture, yet instead as factors which are interrelated 

to it, potentially through the medium of leadership.  

Alternatively, 18% of participants in the West, et al., (2014) survey viewed traits which were 

more individualistic in nature, e.g. staff morale or burn out, as the biggest obstacle in the 

provision of compassionate care.  A further 18% of participants instead considered 

organisational culture as the biggest obstacle.  Without reference to the original survey 

questions within the report, it is unclear how the questions were worded, or how terms such 

as organisational culture, were operationalised, if at all.  In addition, unlike most of the survey 

responses, the responses regarding this question were amalgamated instead of being 

presented by professional type, therefore it remains unknown whether differing perceptions 

existed between professions. 
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Based on the assumption that leadership is the most important determinant in the creation 

and maintenance of a culture of compassionate care (King’s Fund, 2014), respondents were 

additionally questioned about their perception of leadership within the NHS.  Although the 

percentage of overall respondents citing leadership to be good or very good increased 

compared to the previous year (from 14% in 2013 to 22% in 2014), there was a divergence in 

opinion between the blunt-end (e.g. executives and managers) and the ‘sharp end’ clinical 

staff. Leadership was considered good or very good by 44% of executives, whereas this was 

the sentiment of only 14% of doctors and 15% of nurses.  Divergence in opinion between the 

sharp and blunt end appeared to be a recurrent theme throughout the King’s Fund (2014) 

survey, echoing again the ‘us and them’ phenomenon noted by Rafferty, et al., (2015).  

Regarding transparent cultures, said to be essential in the creation of compassionate, high-

quality care (King’s Fund, 2014), 83% (n = 104) of executives agreed/strongly agreed their 

organisation was one in which openness, honesty and challenge were present, in contrast to 

the 37% (n = 239) of doctors, and 31% (n = 628) of nurses. The ability to raise concerns, 

another feature of an open culture, was also found to be perceived differently, with 94% (n = 

104) of executives feeling able to raise concerns, whereas 66% (n = 236) of doctors, and 57% 

(n = 631) of nurses felt the same.  Not only raising concerns, but acting sufficiently on them 

were found to be traits lacking in the negative culture present at Mid Staffordshire NHS Trust 

(Francis, 2013) and therefore, both elements: the ability to raise concerns, in addition to the 

appropriate use of this intelligence, may be equally important in achieved a desirable culture 

within the NHS.  Findings from the survey however again appeared to vary widely regarding 

how reported concerns were perceived, with 90% (n = 104) of executives, compared to 33% 

(n = 236) of doctors, and 26% (n = 631) of nurses feeling that if they raised concerns these 

would be acted upon appropriately.  

The discrepancy between the blunt and sharp ends perceptions seen throughout the survey, 

whilst acknowledged as a cause for concern (King’s Fund, 2014), reflect the findings regarding 

this phenomena reported by West, et al., (2013).   The greatest limitation of the survey is that 
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the data is descriptive throughout.  With no further inferential statistics or analysis provided by 

the report it is not known if the reported differences between the sharp and blunt ends 

responses, despite their large differences, were in fact statistically significant, in addition to 

the findings’ subsequent inability to be representative of a larger population.  Moreover, with 

a sample excluding allied health professionals and students, it is not clear whether similar 

findings would be shown if the sample was widened to include other professionals. Therefore, 

although the findings echo current research findings regarding culture within the NHS, validity 

and reliability could nevertheless have been improved, through the use of inferential statistics, 

cited sources of the primary data and survey question wording, in addition to supporting 

qualitative data collection.   

2.4.2 Organisational Culture and Performance  

 
Not only is there limited primary research which specifically explores culture in terms of ‘caring 

cultures’ or ‘cultures of high quality, compassionate care’, organisational culture in the NHS in 

relation to patient care and/or outcomes is also limited.  One paper which has attempted to 

explore organisational culture in relation to performance within the NHS was Mannion, Davies 

and Marshall (2005), regarding the cultural characteristics present within ‘high’ and ‘low’ 

performing NHS Trusts.  Like West, et al., (2013), case study methodology was utilised. Four 

‘low’ and two ‘high’ performing Trusts. Trusts were purposively selected for inclusion as cases, 

rated as being such by their Department of Health star rating.  Semi structured interviews were 

conducted with 8-11 participants at each Trust regarding organisational culture, performance 

and desirable/undesirable cultural traits, albeit with a sample consisting of managers and 

senior clinicians only.   Use of triangulation strengthened the rigour of the study, with pre-

existing data regarding performance from clinical governance reports used in support of the 

qualitative interview findings in attempting to discover linkages between culture and 

performance. 

Findings from the Mannion, Davies and Marshall (2005) study showed notable differences 

between high and low performing Trusts, one area being that of discrepancies between 
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leadership practices.  Clear objective setting by middle management was observed at both 

high performing Trusts, a trait argued as conducive to positive cultures by Francis (2013) and 

West, et al., (2013). In addition, both high performing Trusts displayed leadership styles which 

although noted as traditionally top-down in their approaches, were both nevertheless in the 

process of devolving power down the hierarchy in favour of a more ‘participatory’ style of 

management.  In contrast, low performing Trusts were seen as possessing senior 

management which was closed and disconnected from other parts of the Trust, with middle 

management seen to be ‘emasculated’ whereby power is unequally shared, and is instead 

concentrated within the most senior levels of management.   

Whilst such findings appear congruent with other authors’ perspectives on empowerment 

(Molzahn, 1997; Rytterstrӧm, 2009; West, et al., 2013; King’s Fund, 2014; Gale, et al., 2014; 

Rafferty, et al., 2015), management priorities appear to show variation to existing literature.   

A characteristic noted is high performing Trusts was senior management pre-occupation with 

meeting national performance agenda, in addition to the concept that not meeting targets was 

viewed as the dominant taboo within the high performing Trusts.  Such a target focussed 

perspective is conversely discouraged for the maintenance and creation of positive cultures 

in other literature (West, et al., 2013, Francis, 2013) although when compared to the cultural 

traits of the low performing Trusts where fear or disobeying leadership and whistleblowing 

appeared to be the dominant cultural taboo, it may be more desirable in comparison. 

Discrepancies between the high and low performing Trusts regarding recruitment and 

performance management of staff was also found by Mannion, Davies and Marshall (2005).  

High performing Trusts were seen to exhibit behaviour similar to the ‘recruiting the right people’ 

recommendation in the Francis report (Francis, 2013) through selection of potential senior 

employees based on their values and beliefs appearing similar to those of the organisations. 

This kind of values based recruitment is also supported by the ‘Compassion in Practice’ policy 

(DoH, 2012) who also suggests this form of recruitment in pre-registration nursing 

programmes.  However, just how appropriate or feasible a values based recruitment approach 
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to staff recruitment could be in practice at present with an NHS which is currently experiencing 

a shortage of nurses (RCN, 2014) is debatable.  Nonetheless, Mannion, Davies and Marshall 

(2005) also found that high performing Trusts were also more committed to providing effective 

performance management in comparison to their low performing Trust counterparts, with clear 

strategies for the management of such in place. Therefore, both recruiting the right people and 

maintaining the high standards of those already in place are reflected as desirable 

characteristics of high performing Trusts by Mannion, Davies and Marshall (2005).   

Although Mannion, Davies and Marshall (2005) reports findings which demonstrate 

‘considerable cultural divergence’, it should be borne in mind that the sample was comprised 

only of NHS management. Whilst argued by Mannion, Davies and Marshall (2005) as a valid 

sampling strategy due to the influence that senior management may have on culture, the lack 

of inclusion of front line staff and patients in the study nonetheless could be construed as 

echoing a trait of the low performing Trusts found within the study itself: an a inward looking, 

and disconnected approach to management.  Moreover, the study’s validity could also be 

questioned in its use of the (now defunct) star ratings to assess Trust performance, 

acknowledged by the authors as limited in its ability to reflect clinical performance at the front 

line.  Whilst the study cites its limitations in being unable to establish causal relationships 

between culture and performance, the methodology chosen and the study aims were not to 

provide findings relating to this.  Nevertheless, the cases provided in the study further support 

existing literature regarding desirable cultural traits, and their somewhat limited ability to be 

associated with Trust performance, albeit from a management perspective only.  

2.4.3 Organisation Culture and Performance – Using the Competing Values 
Framework 

 
Culture within the NHS in relation to patient outcomes was further explored by research 

conducted by Jacobs, et al., (2013) and Davies, et al., (2007), who both used the Competing 

Values Framework (CVF) to categorise culture in order to measure it against NHS 

performance indicators.  Using these surveys, Jacobs, et al., (2013) aimed to categorise 
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culture into one of the four CVF categories: Clan, Development, Hierarchical or Rational 

(Quinn and Rohrbaugh, 1981).  A sample of NHS senior managers from three Acute NHS 

Trusts were selected and surveyed at three time points between 2001/2 and 2007/8.  These 

survey findings were then linked to a number of performance measures held by each Trust 

e.g. star rating, salaries, cost, cancelled operations and waiting times. Over the time period, 

the proportion of Trusts considered to have a ‘Clan’ culture (where valued aspects include 

morale commitment, high levels of trust) decreased from being the most common culture at 

53%, to 39%.  By 2007/2008 the most common culture was instead a ‘Rational’ culture (where 

management are goal orientated, valuing market competitiveness), rising to 40% from 30%. 

Jacobs, et al., (2013) indicate this shift is perhaps understandable due to the increasing 

amounts of healthcare reform with pro-market policies which occurred during this time.  

Performance indicators which did not have any significant relationship to culture types were 

not included in the paper.  Although some were cited as examples (such as Foundation Trust, 

teaching or specialist status) what other indicators were excluded due to their non-significance 

remain unknown.  

Some significant relationships were found by Jacobs, et al., (2013) between some culture 

types and certain performance indicators. ‘Rational’ cultures had significantly more available 

beds (p > 0.00) and higher nurse salaries (p > 0.01) in comparison to ‘Clan’ cultures.  Higher 

performing Trusts were said to cluster amongst those with dominant ‘Developmental’ cultures 

i.e. those being predominantly innovative, risk taking and creative.   These ‘Developmental’ 

cultures were found to use more imaging tests (e.g. MRI, CT), have lower waiting times, and 

higher day case rates, all potentially indicating an expression of their innovative and creative 

cultures.  

 
Davies, et al., (2007) also explored culture in the NHS using the CVF in relation to 

performance,  and like Jacobs, et al., (2013) and Mannion, Davies and Marshall (2005), used 

a sample comprised of the ‘blunt end’ only.  Davies, et al., (2007) used a sample of all of the 

senior managers (i.e. Board members) in English NHS Trusts, sending a total of 1,508 CVF 
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surveys, yielding a response rate of 60%.  Quantitative, Trust level, performance measure 

data were used, drawn from a number of sources including the Department of health, Dr Foster 

and the Centre for Health Economics (Davies, et al., 2007).  54% of Trusts were found to have 

a ‘Clan’ culture, 29% ‘Rational’, 11% ‘Developmental’ and 6% ‘Hierarchical’.   

 
Although the authors recognise they are not able to imply any causal relationship between 

culture and performance, like Jacobs, et al., (2013), a number of significant relationships were 

found between culture and performance.  Inpatient survey results relating to dignity and 

respect, as well as staff surveys relating to morale retrieved more positive responses in 

cultures where ‘Clan’ culture was the dominant culture. Trusts with a dominant 

‘Developmental’ culture were significantly more likely to pay higher consultant and nurse 

salaries, proposed by Davies, et al., (2007) as due to their focus on clinical innovation.  

‘Rational’ cultures were more likely to be externally focussed, and less concerned with staff 

morale.  ‘Hierarchical’ cultures were also found to have significantly higher management 

salaries, potentially reflecting the greater emphasis of the value of the management staff.  

‘Hierarchical’ cultures were also found to have shorter waiting times than ‘Developmental’ 

cultures, with a theory being that a more rigid and bureaucratic approaches to rules may be a 

more effective quality than innovation in terms of managing waiting times.  

 
Although Jacobs, et al., (2013) and Davies (2007) contribute to the limited research which 

relates culture to performance, particularly within the NHS, there are a number of limitations 

in the methodologies used.  As argued, organisational culture is a complex, multilevel 

phenomenon.  As a result, research which attempted to define culture, not only through sole 

use of quantitative methods, but through attributing such as belonging to one of the four 

categories found in the CVF is open to debate in terms of its validity.  Although the CVF is an 

established tool, argued to be valid, and used frequently amongst business literature from a 

management perspective (particularly outside of healthcare), its validity and applicability to 

front line, clinical microsystems is challenged.  Moreover, use of a solely management sample 

(as chosen by Jacobs, et al., 2013; Mannion, Davies and Marshall 2005; and Davies, et al., 
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2007) may not be the best way to research an organisation’s culture, despite Davies, et al., 

(2007)’s justification for doing being due to the power and influence this level of the NHS 

wields.   

 
Questions regarding the validity of the methodology used in culture and in exploring its 

relationship to outcomes is not unique to the studies of Davies, et al., (2007) and Jacobs, et 

al., (2013).   Scott, et al., (2003a) conducted a comprehensive literature review in order to find 

evidence for a culture/healthcare performance link.  19 primary research papers were retrieved 

which explicitly reported a relationship between culture and performance.  Ten of these were 

conducted in healthcare environments, only one was UK based.  This was however conducted 

within an outpatients department rather than an acute ward setting, with the DNA (Did not 

attend) rates being used as a performance measure.  Comparison between the studies proved 

difficult due to the varying methodologies used, as well as the variations in the way in which 

both ‘culture’ and ‘performance’ were defined and operationalised (Scott, et al., 2003a).  

Moreover, all of the studies only attempted to address Schein’s (1985) first two levels of 

culture: artefacts and values and beliefs.  None addressed the deepest level of culture, the 

underlying assumptions, argued by Scott, et al., (2003a pp. 114) as both a ‘shortcoming and 

a testimony to the difficulties of doing so’.  Consequently, Scott, et al., (2003a) were unable to 

provide a conclusive relationship between culture and performance, although did not dismiss 

the potential for there to be one based on the indications from the findings which cite 

relationships.   

 

2.4.4 NHS Culture Research Using Schein’s Model (1985) 

 
One study which has since addressed the most elusive level of culture – the assumptions, is 

Gale, et al., (2014).  Furthermore, this appears to be the only study which has examined 

culture using Schein’s (1985) multilevel model of culture, using multiple methods, in a UK/NHS 

context, post the Francis report (Francis, 2013).  Like West, et al., (2013) and Mannion, Davies 

and Marshall (2005), Gale, et al., (2014) used case study methodology to conduct a 
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comparative case study of three UK Hospital Trusts.  With a specific focus on service redesign, 

multiple methods were executed, including participant observation of service design activity 

meetings, 77 semi-structured interviews (with a multidisciplinary staff and patient sample) and 

retrieval of pre-existing quantitative data, e.g. staff survey data, for comparison. 

 
A Framework Approach was used to analyse and subsequently present the data, placing 

findings into one of three domains: People, Places and Patients.  Each domain was then 

presented on three levels as per Schein’s levels of culture: Artefacts, Values and Beliefs and 

Assumptions. Although the focus of the research was service redesign, a number of 

dimensions of culture were found which mirrored the findings of other authors.  

 
 The importance of exploring culture by examining contrasting realities with espoused values 

(Schein, 2010) became evident in the findings by Gale, et al., (2014). Whilst patient-centred 

care and patient engagement was an espoused value of all of the Trusts, there were variations 

in how these dimensions were expressed. Staff interviews revealed that greater emphasis was 

placed on running efficient services instead of placing power in the hands of patients (echoing 

the findings of West, et al., 2013 and Francis, 2013).  This occurred despite there being patient 

participation programmes in place.  The rationale for this became apparent in staff interviews, 

with justifications from both clinical and managerial staff, such as patients not having enough 

understanding or expertise in the health service to participant effectively.  Therefore, whilst 

the patient involvement programmes existed as an artefact of culture, the values and beliefs 

of the staff appear to contradict this.  The deepest level of culture underlying and driving these 

beliefs are the basic assumptions.  Gale, et al., (2014) attributes power relations, professional 

structures and ideologies of care as the assumptions which underlie the ‘patient’ domain, and 

subsequently this contradiction. 

 
Variations were also present between Trusts on how engaged and empowered staff were.  

One Trust openly valued staff engagement which was matched in reality with an award 

winning engagement programme.  This was viewed as successful by the staff, who in turn felt 
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their contributions were valued.  In contrast, another Trust experienced difficulty in engaging 

staff, whilst simultaneously using a top-down approach and exhibiting communication 

problems, rumours and distrust, similar to the ‘us and them’ divide found by Rafferty, et al., 

(2015) between managers and clinicians.  Competing priorities between medical staff and 

management also occurred at the third Trust, alongside scepticism by clinical staff towards 

management’s intentions for their hospitals.  Whilst the medical profession were considered 

to be a particularly powerful group, their (successful) resistance to previous management 

initiatives was not welcomed by some executives.  Gale, et al., (2014) subsequently report 

that the underlying assumptions said to drive culture in relation to people are: the power 

distribution between clinicians and management, organisational hierarchies and professional 

division of labour.   

 
Whilst Gale, et al., (2014) recognised the potential for there to be co-existing subcultures 

between professions and groups within the organisation, the findings (like the case studies of 

Mannion, Davies and Marshall 2005 and West, et al., 2013), were collated and reported on a 

Trust level.  In spite of this, and the study’s service redesign as opposed to patient care focus, 

Gale, et al., (2014) appear to have made a rigorous and unique contribution to a limited body 

of literature.  In particular, Gale, et al., (2014) are credited for their contribution of original 

research findings which specifically address the under-researched and difficult to explore 

(Scott, et al., 2003a) deepest level of culture – the assumptions, particularly as they have done 

so post the Francis report (Francis, 2013), within a UK and NHS context.   

2.5 Literature Review – Conclusion 

This literature review has revealed there to be a limited body of research which explored either 

‘caring cultures’ or organisational culture in relation to outcomes – particular those relating to 

patient care, in an NHS acute care context. Discrepancies were evident between papers on 

how well, if at all, terms such as culture, and high quality, compassionate care were 

operationalised and defined.  
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The majority of primary research papers retrieved tended to favour the use of quantitative 

methods,  (Rafferty, et al., 2015; Hesselink, et al., 2013; Topakas, 2011; West, 2011; Jacobs, 

et al., 2013; Mannion, Davies and Marshall, 2005; King’s Fund, 2014), arguably not the most 

appropriate nor valid method of understanding culture when used alone.   Only a few primary 

research papers attempted to explore culture using qualitative or mixed/multiple methods 

(Savage, 2000; Rytterstrӧm, 2009; West, et al., 2013; Gale, et al., 2014).  West, et al., (2013) 

and Gale, et al., (2014) did however use case study methodology and multiple methods of 

data collection, an approach which could be argued as better suited to addressing a complex 

and multi-level phenomenon like culture.   However, West, et al., (2013) and Gale, et al., 

(2014), like many others (Topakas, 2011; Rafferty, et al., 2015; West, 2011; Jacobs, et al., 

2013; Mannion, Davies and Marshall, 2005; King’s Fund, 2014) did so at an organisational, 

rather than a microsystem level.  Whilst the credibility of cultural conformity existing (or being 

desirable), at such a level is debated (Brown, 1998; Davies and Mannion, 2013) exploring 

culture at an organisational, rather than a microsystem, level nevertheless appeared be the 

preferred option within the current literature.   

The literature searches therefore revealed a diverse interpretation and a lack of an agreed 

conceptualisation, and hence measurement, of culture. The ‘caring culture’ construct was also 

found to have numerous synonyms and overlapping concepts such as ‘cultures of care’ and 

‘cultures of compassionate care’.  Whilst these presented a significant challenge to the 

conduct of the literature review, a number of strategies were used to ensure that no key papers 

were omitted from the literature review.  All iterations of the ‘caring culture’ concept found to 

exist within the earlier, more informal stages of searching were included as database search 

keywords.  Owning to the possibility that some papers may have been tagged as ‘culture’ yet 

instead may have been examining climate, these were examined individually post-search 

retrieval against the inclusion and exclusion criteria.  Transparency in the boundaries, 

keywords and limiters of the second search, alongside a through adherence to screening titles 

and abstracts of search results against the inclusion and exclusion criteria ensured that no 
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key literature was omitted within this second search of NHS specific, organisational culture 

literature in relation to patient care/patient outcomes.   

2.5.1 Research Gaps 

 
It was evident from the literature review that gaps in knowledge were apparent and required 

filling. These being research which: 

o Explored culture on a microsystem (ward) level, within the NHS 

o Specifically in relation to patient care 

o Which also acknowledged culture as complex and multi-layered, using suitable 

methodology and methods to reflect this. 

Therefore, this research specifically sought to fill all of these gaps, with the intention of 

producing original research findings which could contribute to the generation of new 

knowledge in these areas.   

2.5.2 Dimensions Associated with Culture in the NHS  

 
Despite the methodological weaknesses of the papers making definitive conclusions being 

drawn between culture and patient care/outcomes difficult, the findings did share similarities 

in terms of the dimensions of culture which appeared to reoccur throughout the papers.  These 

dimensions were: The individual (Francis, 2013; Montgomery, et al., 2013; West, et al., 2014), 

Informal leadership (Rytterstrӧm, et al., 2009; Molzahn, 1997; West, et al., 2014), Leadership 

(Rafferty, et al., 2015; West, et al., 2013; King’s Fund, 2014), Mannion, Davies and Marshall, 

2005; Molzahn, 1997) Power relations/distribution/hierarchy (Savage, 2000; Mannion, Davies 

and Marshall, 2005; Gale, et al., 2014; Molzahn, 1997)  Empowerment (Rytterstrӧm, 2009; 

Rafferty, et al., 2015; West, et al., 2013; Molzahn, 1997; King’s Fund, 2014; Gale, et al., 2014; 

Mannion, Davies and Marshall, 2005) Engagement (Rytterstrӧm, 2009; Rafferty, et al., 2015; 

Molzahn, 1997; Topakas, et al., 2011; West, et al., 2011; Gale, et al., 2014; West, et al., 2013) 

Staffing, systems and resources (Rafferty, et al., 2015; West, et al., 2013; King’s Fund, 2014; 

Francis, 2013; Hesselink, et al., 2013) Values based recruitment (Francis, 2013; Mannion, 
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Davies and Marshall, 2005; Gale, et al., 2014) Teamwork (Rafferty, et al., 2015; West, et al., 

2013; West, et al., 2011) Opposing world views/competing interests (Savage, 2000; Rafferty, 

et al., 2015; West, et al., 2013; West, et al., 2014; Mannion, Davies and Marshall, 2005; Gale, 

et al., 2014) Direction of focus: Objectives vs Patient centred care (Hesselink, et al., 2013; 

Mannion, Davies and Marshall, 2005; Jacobs, et al., 2013; Gale, et al., 2014) Communication 

(West, et al., 2013; Gale, et al., 2014) and Openness and honesty (Molzahn, 1997; West, et 

al., 2013; King’s Fund, 2014).  

These dimensions and how, according to the literature, they may relate to each other has also 

been presented visually using a conceptual framework - see Diagram 4. From here the 

underlying theory and relationship between dimensions provided a basis for the research, 

informing the research questions and methodology used (Hoskins, 2004)
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Diagram 4 Conceptual Framework 

 

CULTURE CONDUCIVE TO  

HIGH QUALITY PATIENT CARE 

Informal leadership 

Staff 

wellbeing/burnout 

etc  

Patient outcomes  

Effective Teamwork and 

communication 

Patient Centredness 

vs objectives 

Power 

relations/distribution/

hierarchy 

Empowerment/ 

Engagement 

Alignment and clarity 

of goals and priorities  

Open/Honest Culture 

Nb. Individual factors are inclusive yet not limited to factors such as an individual’s aptitude for caring 
behaviours, individual values and behaviours, burnout etc.  
 

It is recognised each of the concepts can be considered complex phenomena in their own right – however the above 
serves as a simplistic, visual representation of the concepts relating to cultures of caring and their relationships cited 
to be in existence throughout the current literature. 
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2.6 Research Objectives 

Research questions/objectives arose as a result of the literature review, and stipulate both 

what is being looked for, and why it is important to do so (Bryman, 2012). The research 

objectives were developed directly as a result of the gaps found within the literature, with the 

aim of formulating objectives which could adequately address them.  The importance of 

addressing these gaps was necessary due to a current uncertainty of the value held by culture 

in relation to patient care. Research questions can also serve to indicate the most appropriate 

methodology chosen (Yin, 2013) with case study research considered best in answering the 

questions posed. 

2.6.1 Overarching Research Objective  

 
To explore culture (on a microsystem level) in relation to high quality care, in a healthcare 

setting.  

2.6.2 Research Objectives  

 

 To explore staff perceptions of the provision of care in two ward environments 

 To explore patient perceptions of the provision of care in two ward environments 

 To identify the factors that participants consider relate to the quality of patient care 

 To compare perceptions about the quality of care between the participants and across 

the two ward environments 

 To compare metrics in the two ward environments and relate these to the perceptions 

of care 

 To develop a theoretical model of acute hospital ward culture, which relates to the 

delivery of high quality care. 
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3.0 METHODOLOGY 

3.1 Chapter Introduction 

 
Methodology is described by Wisker (2008) as a rationale, based on a researcher’s worldview, 

which supports the choice of methods used.   However, the researcher’s worldview is not the 

only factor which can influence the methodology selected. The research questions/objectives 

also need to be taken into account when selecting a methodology (Creswell, et al., 2007).  

Therefore, this chapter aims to justify the chosen case study methodology as the most 

appropriate in addressing the research topics and objectives identified in the previous chapter.  

How this was informed by the underlying paradigm of constructivism is also discussed.  

How and why the multiple methods of semi-structured observations, semi-structured 

interviews and collection of pre-existing data were chosen are justified and explained in turn.  

The efforts made in attaining rigour in the research process and how ethics were negotiated, 

formally and informally, are also discussed.  The chapter concludes with an account of the 

pilot study which was conducted prior to collecting the rest of the data.   

3.2 Constructivist Ontology and Epistemology 

 
Positivist philosophy was not considered an appropriate paradigm which could adequately 

address the research objectives, nor the research topics of culture and caring. As discussed, 

culture and caring are complex phenomena, which cannot easily be described or assessed 

using quantitative methods guided by positivist principles.  Therefore the research was instead 

informed by the constructivist (or interpretivist) paradigm (Ponterotto, 2005).   

 
Whilst alternative paradigms such as positivism, post-positivism and critical theory are 

underpinned by the ontology of realism (Weaver and Olsen, 2006), constructivist ontology is 

one which is instead guided by the principle of relativism: where multiple versions of social 

reality are considered to exist, depending on the person who holds them (Guba and Lincoln, 

1994). Consequently, a diverse multidisciplinary participant sample (including patients and 
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relatives) was sought in order to acknowledge that multiple social realities may co-exist within 

a culture.  However, the potential for there to be multiple realities is not limited to within the 

participant sample. This also extends to the researcher, whereby the perception of reality may 

differ between the researcher and participants.   Self-reflection on behalf on the researcher is 

required in recognition of there being ‘no pure and value-free rationality’ within the realm of 

constructivism (Hickman, et al., 2009).  

 
The epistemological position of constructivism is one which is considered subjectivist (Denzin 

and Lincoln, 2013) whereby humans hold subjective meanings to their experiences which are 

dependent on their interactions with others (Creswell, 2013).  This epistemological belief aligns 

with the topics of culture and caring, with both argued as being subjective concepts, depending 

on the experiences and interactions of the individuals, their culture/s (or subculture/s) and their 

environment.  Again, the principle of subjectivity was not considered the sole reserve of 

participants, but was considered to apply to the researcher role also.  Absolute objectivity by 

qualitative researchers is not only considered undesirable, but also unachievable due to the 

presence of their own existing values and beliefs which can influence their interpretation of 

the phenomena being studied (Glogowska, 2011).  Instead,   a researcher’s subjectivity or 

‘positionality’ (Thomas, 2009) needs to be acknowledged and addressed as part of the 

research process.  Through a process of reflexivity, my own biases and experiences were 

frequently revisited and reflected upon.  

 
Constructivism assumes social realities are socially constructed, simultaneously rejecting the 

idea that one absolute truth exists, which can be captured, measured and quantified. The 

constructivist perspective on culture is that it is a phenomenon which is an ‘emergent 

reality…in a continuous state of construction and reconstruction’ (Bryman, 2012 pp. 34) as 

opposed to the fixed, external reality (which can easily be modified by external culture change 

initiatives) alluded to by recent policies.  This is not to say that the research was guided 

dogmatically by ‘pure’ constructivist philosophy.  Instead, what Denzin and Lincoln (2000) 

describe as ‘weak’ constructivism is perhaps a better descriptor of the guiding philosophy of 
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the research. Whereas strong or pure constructivism would consider everything a social 

construct, the weak constructivist’s position is there are objects or things which exist or are 

‘real’ and are not social constructed (Schwandt, 2007).  The weak constructivist position allows 

for the socially constructed interpretations of culture and caring to be acknowledged without 

ignoring the possibility that there may be other factors which influence or relate to them which 

are less subjective in nature.  

 
Therefore, the subjective nature of the research was recognised, whilst not out-rightly rejecting 

the possibility for there to be ‘some notion of objectivity’ Crabtree and Miller (1999 pp. 10) 

(Denzin and Lincoln, 2000).   Weak constructivism allows for the acknowledgement that the 

socially constructed and the real are not mutually exclusive (Schwandt, 2007) and by avoiding 

an absolute adherence to constructivist philosophy in favour on a more flexible approach, the 

possibility for both subjectivity and objectivity to co-exist (Pouliot, 2007) was recognised.  In 

doing so, objective insight in the form of pre-existing quantitative data was sought, in order to 

support the arguably more subjective perspectives of the participants and researcher.  This is 

not to say that there was an acceptance of the pre-existing quantitative data as representative 

as some form of absolute truth, void of any meaning relating to its own existence.  It was 

accepted that it was likely that there were socially influenced reasons for this data being in 

existence, which did not detract from its existence in a real, measurable form, independent of 

the qualitative data.  

3.3 Etic/Emic Perspectives 

In researching culture, it is recognised that those who operate within it are not best placed to 

identify it, as the culture becomes their reality (Rytterstrӧm, et al., 2009).   With this in mind, it 

was important not to rely completely on the perspectives of those who have been situated 

within a culture (a particular ward) for a prolonged amount of time, due to the tendency for 

insiders to take for granted what has become so familiar it is now invisible (Denzin and Lincoln, 

2013).  Instead, an etic/emic approach was taken where both ‘outsider’ and ‘insider’ views 
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were sought.  Whereas emic perspectives provide the views of those who are considered 

‘insiders’ in this case established staff, etic perspectives provided a differing vantage point 

from the perspective of those considered ‘outsiders’ - those who were relatively new to the 

area.  By acknowledging the existence of differing realities, depending on a participant’s 

position within a culture, in this way, the ontological and epistemological principles of relativism 

are also observed.  

3.3.1 Enculturation and Classification of Insider/Outsider Participants  

 
‘Enculturation is the natural process of learning a particular culture’ (Spradley, 1979 pp. 47), 

where a new member of a culture adopts the collective cultural lens as one’s own (Hong, 

2001).  This process of socialisation from the position of a cultural ‘outsider’ to that of an 

‘insider’ is gradual, although is argued to occur within the first year of full time employment 

(Wooton and Crane, 2003; Spradley, 1979).  Therefore a decision was made in classifying 

participants as ‘outsiders’ or ‘insiders’ depending on their length of exposure to a culture.  A 

year of full-time exposure to the ward environment was used to decide whether a participant 

was enculturated and therefore considered a cultural ‘insider’.  Those who were relatively new 

in comparison (i.e. had less than a year’s experience of operating within the culture) were 

considered ‘outsiders’.   

 
The adoption of this time cut-off point was required in order for participants to be classified as 

outsiders or insiders and comparative analysis conducted of these two differing group’s 

perspectives.  In doing so it was not to say one becomes a cultural insider in an instant 

transformative episode, once a year’s exposure had been completed.  Instead it should be 

stressed the process is one which is gradual, may differ in length between individuals, or may 

not happen at all in an individual who may, for whatever reason, not conform to the dominant 

culture. The classification of outsiders and insiders was nonetheless needed, driven by 

practical necessity and based on the factor which is determined to indicate enculturation 

(Spradley, 1979): the length of time a participant had been exposed to a culture. 
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Figure 3 Classification of Insider/Outsider Perspectives 

 

 ‘Insider’ /Emic i.e. enculturated  =   Established staff member – >1 year 

experience 

‘Outsider’ /Etic   = Relatively new to the area - <1 year 

experience 

 

3.4 Case Study Methodology  

Although there are multiple methodologies which complement the constructivist paradigm 

(e.g. phenomenology, ethnography, and grounded theory), case study methodology was 

considered the most appropriate in its ability to address the research objectives and the 

concept of culture itself.  Whilst there is debate as to whether case study research should be 

considered a methodology or a method, the opinion held by Creswell, et al., (2007) that it is 

not only a methodology, but a research design, object of and a product of study has been 

adopted throughout this thesis.  

What distinguishes case study methodology from other methodologies is its unique focus on 

the case or unit of investigation (Eriksson and Kovalainen, 2008), thus permitting a degree of 

‘creative freedom’ (Hyett, et al., 2014) in respect to the chosen methods’ ability to best suit the 

understanding of the case (Mills and Birks, 2014).  Whilst this may lead to case studies 

employing multiple methods, the use of multiple methods is not unique to case study research, 

and should not be considered the defining feature of case study methodology. The use of 

multiple methods can be successfully applied within alterative methodologies (e.g. 

ethnography), indicating there are other features which define case study methodology, those 

which ultimately provide a suitable rationale for its use within this research project.   
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According to Yin (2013) the rationale for selecting case study methodology is where a ‘how or 

why question is being asked about a contemporary set of events, over which a researcher has 

little or no control’ (Yin, 2013 pp. 14).  Culture in relation to high quality care was deemed to 

meet all of these criteria, with its contemporary status evidenced by its increased prominence 

in recent literature, alongside the intention to explore the concept from a naturalistic 

perspective, with as little researcher intervention as possible.  In exploring an under-

researched phenomenon, an inductive approach was taken, whereby theory generation was 

considered an outcome as opposed to a starting point from which to align research findings 

(Bryman, 2012).  Research objectives were subsequently framed to reflect this, with these 

determined as the most appropriate in exploring an area which is limited in terms of both 

research and relevant theory.   

Case study research can also be separated from other methodologies and research designs 

by its scope and by its features (Yin, 2013).  

3.4.1 Scope of the Case Study 

 
A case study is an empirical inquiry that: 

 Investigates a contemporary phenomenon (the “case”) in depth and within its real-

world context, especially when 

 The boundaries between the phenomenon and context may not be clearly evident. 

 

(Yin, 2013 pp. 16). 

Both the phenomenon (culture) and the environment in which it operates were considered 

inseparable entities, and efforts were not made to study the phenomenon in isolation of its 

context.  Instead, the phenomenon was explored with the naturalistic philosophy in mind – 

within the natural setting in which it normally occurs.  Although the phenomenon (culture) is 

described as ‘the case’, attempting to explore an abstract concept (such as culture) alone is 

not considered to be case study research (Yin, 2013).  Instead, the intended phenomenon 

requires to be bounded by a more ‘concrete manifestation’ (Yin, 2013 pp. 34) or ‘unit of 

interest’ such as person, group or organisation (Mills and Berks, 2014 pp. 145).   
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3.4.2 Comparative Case Study Design 

 
The case study’s units of interest therefore were selected as two, acute hospital wards, 

selected for the purpose of conducting a comparative case study.  By undertaking comparative 

research, a greater understanding of alternative cultures is allowed, reducing the potential for 

narrow thinking (May, 2011).  Having more than one case is preferable to a single case study 

(Yin, 2013) in that theory development is strengthened by the ability to indicate the similarities 

and differences between the cases (Mills, et al., 2010).  Therefore, any conclusions that may 

be drawn are considered to be more powerful if these have been drawn from more than one 

case (Yin, 2013).   

‘Thick descriptions’ (Mills, et al., 2010 pp. 175) of the individual cases/wards are provided in 

comparative case studies, although these descriptions are contested as being of secondary 

importance to the data gained from the comparison (and identification of differences) between 

the chosen cases (Thomas, 2012).  Consequently, two wards were selected as cases, in an 

effort to strengthen the rigour of the study, and any conclusions regarding culture and high 

quality care which were made.  Although the importance of highlighting the contrasts is 

considered by Thomas (2012) as of utmost importance, so too were adequate explorations of 

each of the individual case wards selected.  Therefore, each ward (case) is first explored 

individually, subsequently providing a point from which similarities and differences were 

drawn.  

As a case study is considered a ‘frame that offers a boundary to your research’ (Thomas, 

2012), a justification for setting this boundary at ward (or microsystem) level also needs to be 

discussed.  Using wards as cases was due to the belief that extending the boundaries wider 

(for example at Trust or organisation level) was considered an ineffective approach, as a 

single, unifying culture at such a wide level is rarely found (Brown, 1998).  In addition, the 

literature review revealed there to be a research gap relating to the exploration of culture on a 

microsystem or ward level, further supporting the choice for setting the boundary at ward level.  
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The two case wards were subsequently selected from those available at the participating 

Trust.  

Exclusion criteria similar to those which were applied to the literature review guided the ward 

selection, whereby wards within speciality areas, such as ITU and emergency care, which 

arguably have unique cultures within themselves, were excluded.  Practical issues were also 

raised in conducting research in these areas, where a greater number of patients who may 

lack capacity to consent to the observation period (due to their highly acute/urgent care needs) 

may be present.  For the purpose of reducing researcher or participant bias, wards which I 

had spent significant time working within previously (either as a HCA, student or a registered 

nurse) were also excluded from participation.   The two wards selected were within the same 

Trust, although they differed in their specialities (one was general and respiratory medicine, 

one elective trauma and orthopaedics).  

Both wards also differed in their size and their staffing levels at the time of selection.  

Pseudonyms were attributed to the wards and the hospital in order to protect their identities, 

with names which had no relevance to the wards/hospital/Trust/locality chosen. Danson ward 

and Edison ward were the pseudonyms used for the elective orthopaedic ward and the general 

and respiratory medicine ward respectively.   Wickham Hospital was the pseudonym used for 

the Hospital.   

3.5 Multiple Methods 

Multiple methods of data collection were selected for use: semi-structured, non-participant 

observations; semi-structured interviews; and the sourcing of pre-existing quantitative data. 

The decision to use multiple methods of data collection was influenced by two factors.  Firstly, 

multiple methods can be argued as offsetting the bias encountered when only one method is 

used (Simons, 2009), strengthening any conclusions drawn from the findings and enhancing 

the construct validity of the study (Yin, 2013).  Secondly, the choice of multiple methods was 

seen as the most appropriate strategy in addressing culture – which is considered to be a 
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complex and multi-level phenomenon (Schein, 2010).  As discussed, culture is considered to 

present in three levels from the most to the least visible – artefacts, values and beliefs, and 

assumptions (Schein, 2010).  As each of these levels differs in the degree to which they are 

obvious or visible to the researcher, these required different methods in order to explore them 

appropriately.   

In attempting to address the most visible layer of culture: artefacts, non-participant 

observations were considered the most fitting method of collecting data regarding visible 

behaviour and rituals.  A deeper level of understanding was required in addressing the values 

and beliefs level held by participants and therefore semi-structured interviews were 

considered the most appropriate method of doing so.   A different approach was again taken 

in exploring the least visible of layer of culture - the underlying assumptions.  As assumptions 

are arguably the most difficult level of culture to identify (Schein, 2010), especially by those 

already immersed within a culture (Rytterstrӧm, 2013), outsider perspectives were valuable in 

addressing this level.  Additionally, due to their subtle nature, methods which directly sought 

to identify assumptions were not viewed as the most appropriate or indeed valid approach and 

a less direct method of identifying them was chosen.  Consequently, the data analysis and 

amalgamation of the findings stage served as the method from which any underlying 

assumptions, not initially visible or confirmable, could present.  Moreover, underlying 

assumptions can sometimes emerge in the form of contradictions between differing layers of 

culture (Schein, 2010).  For example, in contradictions between the observations (artefacts) 

and interviews (values and beliefs), further supporting the view that data analysis and cross 

comparison could serve the exploration of this level of culture best.  How the multiple methods 

relate to levels of culture can be seen in Diagram 5. 
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Diagram 5 Methods and Culture 

 

 

 

 

 

3.5.1 Qualitative Methods  

 
There were two reasons for using qualitative methods. Qualitative methods were not only seen 

as aligning with the epistemology of constructivism, but were also considered the most valid 

approach in addressing the research topics: culture and caring.  

As discussed previously, attempting to research culture specifically with quantitative methods 

may not be the most valid nor appropriate method of exploring culture, with use of quantitative 

methods such as questionnaires argued as addressing climate instead of culture.  

Nevertheless, this is not to say that quantitative data has no place in culture research. 

Quantitative tools may still provide a worthwhile contribution, if their subject of measurement 

is not of culture specifically, but is instead a measure of a factor related to culture – which can 

in turn inform a holistic research project regarding culture.  Mannion, et al., (2008) suggest a 

mix of both quantitative and qualitative methods of data collection when assessing 

organisational culture within the NHS, although their argument appears to be one grounded 

against the sole use of quantitative methods as opposed to one which argues the value of 

quantitative methods.  Therefore, whilst quantitative methods may hold value in respect to 

practicality, cost and convenience, their use was ultimately determined to align with positivist 

philosophy and not valued as the most valid method in exploring culture.   Instead, a case 

study comprised of qualitative methods (observations and interviews), with the support from 

pre-existing quantitative data was therefore commenced. 
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3.6 Observations 

Observations have a long tradition of being used in social research (Simons, 2009) and 

healthcare research (Murphy and Dingwall, 2007). Whereas interviews attempt to gain 

understanding of what participants say they do, observations allow exploration of what is 

taking place (O’Leary, 2005; Walshe, et al., 2012). Although argued that objective 

observations can never be achieved entirely (Bowling, 2014 pp.378), with every effort 

employed to address potential bias in the method, observations can nevertheless provide a 

useful perspective to that gained through use of interviews alone.  Obtaining information 

through observations is useful in determining features present within an environment that may 

be taken for granted by participants (Maben, et al., 2012; West, et al., 2013), a particularly 

useful strategy in culture research where it is argued that those immersed in a culture may not 

be best placed to identify it, as their culture becomes their reality (Rytterstrӧm, 2009).   

Observations used within case study methodology appear similar to ethnography in many 

ways, however their differing philosophies towards the observations is one notable difference 

between them.  Ethnography is argued as being more observation centric in comparison to 

case study research, with ethnography placing higher importance on a more immersive data 

collection style, for an extended period of time, in the form of participant observation (Suryani, 

2008).  According to Polit and Beck (2006 pp. 305) ‘Being an actor in a play does not offer the 

most advantageous view of the performance’, a perspective which may be especially true 

when applied to culture research. Validity may therefore be strengthened by keeping an 

outsider’s perspective to some extent, as immersion in a culture may, as a result, make it 

difficult to identify (Rytterstrӧm, 2013).  Schein (2010) therefore suggests that involvement in 

the culture should not be attempted until the artefacts have been established (i.e. the 

identifiable surface level manifestations of the culture) and from here a deeper exploration can 

be attempted via discussion and interviews. 
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3.6.1 Non-Participant Observation 

 
Full immersion in the group in the form of participant observation was not deemed an 

appropriate technique in attempting to understand culture and instead, a non-participant 

observer role was used.   Non-participant observation is often classified as participant 

observation with the literature, with the term ‘participant observation’ acting as an umbrella 

term under which differing levels of researcher participation can be classified (Thomas, 2009 

pp. 186).   Bloomer, et al., (2012) classify the researcher position as either ‘non-participant’ or 

‘participant’ observer, however the term ‘participant observation’ can conversely be placed on 

a continuum, with complete participation or ‘complete insider’ at one end, with the opposing 

non-participation and ‘complete outsider’ role at the other (Jorgensen, 1989; Polit and Beck, 

2006 pp. 305).  Within the continuum there can also be said to be four distinct categories 

under which the extent of participation can be defined; the complete participant, the participant 

as observer, the observer as participant and the complete observer (Gold, 1958 as cited by 

Holloway and Wheeler, 2013), with acknowledgement that these categories may overlap 

(Holloway and Wheeler, 2013). 

With non-participant observation being said to be an individual who does not have a role within 

the group, and instead acts as an ‘outsider’ (Bloomer, et al., 2012), this definition is seen as 

most fitting for the method used for this research.  Furthermore, a position between the 

‘observer as participant’ and ‘complete observer’ was deemed most suitable for the research, 

as both an overt presence on the ward was required, yet without a participative role within the 

workforce being appropriate or necessary in order to achieve the research objectives.   

The decision to use non-participant observations was not singularly grounded in its validity, 

practical reasons were also a deciding factor.  Previous experience in HCA, student nurse and 

registered nurse roles on acute hospital wards informed me that participant observation, 

whereby clinical responsibilities and researcher activities are conducted simultaneously, 

would not be the most effective method of data collection.  From personal experience in these 

roles, I believed that in the majority of shifts, there was insufficient time to perform the all of 
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the necessary clinical duties required of me in a clinical role, let alone any addition duties such 

as data collection for research projects. Therefore attempting to undertake research activities 

as well providing adequate patient care would not be the most effective or appropriate 

approach to data collection.  If this dual role was undertaken, one of the activities would have 

to be prioritised, to the detriment of the other. As clinical care would have to take precedence 

over the collection of data, this would have to be seen as the main priority, leaving research 

activity as an inferior second.  As prioritising data collection over clinical care is not justifiable, 

ethically or professionally, this was not attempted.  Therefore a solely non-participant 

researcher role was adopted.  

In adopting a non-participant observer role, the potential for the participants to amend their 

behaviour due to an awareness that they are being monitored i.e. the ‘Hawthorne effect’ 

(Kurtz, 2017) was acknowledged during the observation periods.   There is debate regarding 

the extent of influence the Hawthorne effect has on research participants when other variables 

are taken into consideration. How robust the Hawthorne effect concept is, and what effects it 

does or should encapsulate are also unclear. Whilst acknowledging that effects of observed 

participants’ behaviour do exist, McCambridge, et al., (2013) challenge the Hawthorne effect’s 

capacity to fully explain all of these changes, suggesting further exploration is instead needed 

on "research participation effects" and the potentially multiple factors which may impact on an 

observed participant’s behaviour.  

With this in mind, I was conscious that my presence had the potential for participants to amend 

their behaviour, although the extent and manner of which could not be fully known until the 

first observation period was attempted.  Establishing a rapport with participants was 

considered important in order to reduce any ill feelings or distrust towards the research or my 

presence, and therefore communication with the ward staff was engaged in throughout.  

Regardless, there did appear to some occasions where behaviour was amended due to my 

presence.  The perceived effects of my presence are discussed in further detail within the 

observation sections of the findings.  
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3.6.2 Semi-Structured Observations  

 
Observations are often defined as either structured or unstructured, although neither of these 

methods in their absolute forms were appropriate or compatible to the research topic or the 

underlying philosophy of the research project.  Positivist philosophy underpins structured 

observations (Mulhall, 2003), whereby observable phenomena are assigned to pre-

determined categories (Polit and Beck, 2006) and was resultantly considered incompatible to 

the philosophical underpinnings of this research.  Conversely, whilst unstructured 

observations are most aligned with constructivism (Thomas, 2009), in their purest form can 

be considered compatible with grounded theory through the development of themes after 

unstructured, narrative data collection (Bowling, 2014).  The extent of structure which guides 

the observations can however be decided by the researcher (Parahoo, 2006) with the level of 

structure instead regarded as being on a continuum – ranging from the structured to the 

unstructured observation (Wisker, 2008).  Semi-structured observations are therefore viewed 

as being situated in the middle of this continuum, whilst not subscribing fully to either extreme.    

Although utilised by other authors (Drach-Zahavy and Dagan, 2002), there is paucity of 

discussion regarding semi-structured observations or indeed in the practical matters of 

conducting field observations in general (Wolfinger, 2002; Neyland, 2007).  It is argued 

however that in deciding what to observe this should be informed as best possible by the 

research topic (Walford, 2009) and therefore the dimensions identified in the conceptual 

framework were used to identify areas for observation.  In addition to using the dimensions 

identified, another approach was taken in guiding the observations.  Field notes derived from 

observations should also capture nuances and their meaning, such as the perceived 

atmosphere of the environment (Jarzabkowski, et al., 2014).  

In researching culture, social convention may not be directly observable, yet may present 

through the rituals and ceremonies performed by their actors (Gobo, 2008).  Attempting to 

capture any notable impressions, rituals, events or actions was therefore considered important 

for inclusion within the semi-structured observation guide. Observations were therefore guided 
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by a specifically designed semi-structured observation guide (see Appendix 1), which was 

used as a form of a prompt during the observation periods.  Observation periods were 

undertaken for periods no longer than four hours, with periods longer than four hours avoided 

due to the questionable quality of notable and/or significant events due to researcher fatigue.  

As patient care was not being observed, and the territory within which the observations took 

place limited to public areas such as the nurses’ station, observable activity was not 

consistently present.  There were intermittent periods where little activity was occurring within 

observable range during each observation period.  This meant that observation periods of up 

to four hours could be conducted without compromising concentration or inducing researcher 

fatigue, due to the frequent periods of downtime where no observable activity was present.   

In deciding the method used to record the observations, video recordings were ruled out as a 

viable data collection tool.  Whilst video recording observation has the potential to ensure 

accurate and full capture of all available data, mitigating for observer bias and subjectivity 

(Caldwell and Atwal, 2005), staff participants have voiced concerns regarding the use of video 

recording for research purposes due to concerns for privacy, data control and the 

intrusiveness of the method (James, et al., 2019), consequently leading to its underuse in 

research (Asan and Montague, 2014). However, the concern most applicable to this research 

and the reason why it was discounted was the environment in which the observations would 

be conducted.  Researchers who have successfully utilised video observations have typically 

done so in more tightly controlled conditions, one-to-one consultations between healthcare 

professionals and patients (Henry and Fetters, 2012; van Dillen, et al., 2015; Spelten, et al., 

2015) where those captured on video were aware and able to consent or refuse, should they 

wish.  

 In the public areas of the wards where observations were due to take place, it was not possible 

to obtain informed consent from everyone who would pass through this area due to the high 

footfall of various members of staff, relatives, visitors and patients, in addition to some of these 

patients not having the capacity to do so.  A previous feasibly study by Caldwell and Atwal 
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(2005) determined that the use of video recording in a ward setting to record ward round 

interaction was not feasible due to these reasons, and a more traditional, single observer 

method was favoured instead.  Therefore, video as a method of recording the observations 

was discounted.  Instead, free text observation notes were made in an A5 sized notebook, 

which were transcribed into a word document as soon as possible after leaving the ward, in 

preparation for these to be printed and analysed at a later stage.  With the potential for my 

presence to compromise participant behaviour, particular attention was paid to how I 

conducted myself whilst on the wards during the observation periods.   

3.6.3 Observation Period as Study Promotion 

 
In addition to the observation activity and note taking during observation periods, my presence 

on the ward during these times was simultaneously seen as an opportunity for participant 

recruitment for semi-structured interviews.  My extended presence on the ward during 

observation periods not only lent itself to the trust and rapport building process between myself 

and potential participants, but also provided an adequate time frame for which discussions 

regarding interviews could be had. From here information sheets could be provided to potential 

participants who showed an interest in participating.  Anyone in receipt of a participant leaflet 

was followed up either later in the day or the following day, allowing them a period of time to 

decide to participate or not, without my presence.  From here, a time for an interview was 

arranged.  

3.7 Interviews 

 
Observations are only able to address the most visible level of culture, the artefacts. Another 

more in-depth method was required to address the next level of culture: values and beliefs, 

and this was achieved through the use of semi-structured interviews.   

3.7.1 Semi-Structured Interviews 

 
With interviews being particularly useful in accessing a deeper understanding of participant 

values (Seale, 2012) they were considered as the most appropriate method of addressing the 
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second level of culture – values and beliefs.  Semi-structured interviews were seen as 

compatible with the constructivist perspective with two interview schedules devised, one for 

patients one for staff, detailing the areas which were to be covered during the interview (see 

Appendices 2&3).  These areas were those which had emerged from the literature noted within 

the conceptual framework (see Diagram 4).  The semi-structured format allowed interviews to 

be guided around these topics of interest, without being too prescriptive in what questions 

were asked or in what order (Thomas, 2012). Using this technique also allowed the opportunity 

for prompts and follow up questions to be included (where necessary) depending on interview 

content raised by the participants.    

3.7.2 Interview Technique 

 
Interview technique was recognised as a craft, dependent on the skills of the interviewer as 

opposed to a series of rules or steps which should be followed (Brinkmann and Kvale, 2015).  

Researcher self-awareness was considered essential when using prompts or positioning 

questions, to avoid these, as much as possible, being leading.  Instead, framing these in a 

manner which appeared as unbiased (Yin, 2013) and neutral (Ritchie and Lewis, 2003) as 

possible was attempted.   Moreover, researcher interjection or commenting in response to 

participant answers (other than in the form of prompts) was avoided (Ritchie and Lewis, 2003).  

In recognition of my inexperience, a pilot study of three interviews was conducted in order to 

provide an opportunity for reflection, and improvement, upon my own interview technique (see 

pilot study section for further discussion). Being a novice interviewer, Brinkmann and Kvale’s 

(2015) ‘Quality criteria for an interview’ was also used as a reference point to which these 

interviews could be evaluated against (see Figure 4).   
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Figure 4 Quality Criteria for an Interview 

 The extent of spontaneous, rich, specific, and relevant answers from the interviewee. 

 The shortest interviewer’s questions and the longest subjects’ answers possible. 

 The degree to which the interviewer follows up and clarifies the meanings of the 

relevant aspects of the answers. 

 To a large extent, the interview being interpreted throughout the interview. 

 The interviewer attempting to verify his or her interpretations of the subject’s answers 

over the course of the interview. 

 The interview being “self-reported”, a self-reliant story that hardly requires additional 

explanations. 

 

These criteria were held in mind before each interview and revisited afterwards.  The purpose 

of referring to these before an interview was to prompt myself to be more mindful of my 

interview technique and how I conducted myself throughout each period of data collection. 

They were also used to guide reflective self-appraisal by comparing my own interview 

technique against these points after each interview as a method of improving and refining it.   

3.7.3 Practical Considerations of the Interview  

 
The option of having the interviews conducted at a patient’s home after discharge, although 

planned for, and approved by the NHS Research Ethics Committee (REC), in practice was 

not required. Fortunately, both wards had access to empty bays, i.e. rooms which had been 

previously occupied by patient spaces but were no longer.  These were used as impromptu 

interview rooms for both staff and patient participants as and when needed.   Patients who 

were positioned in side rooms also had the option of having these conducted in their room, 

with the door closed to maintain privacy. Interviews were recorded using an audio recorder, to 

which participants gave their written consent, in order for the interviews to be transcribed 
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verbatim as soon as possible after the interview.  No personal or identifiable information was 

recorded or transcribed in order to respect participant confidentiality.  

3.7.4 Interview Sampling 

 
Purposive sampling was used with the intention of gaining insight from patients and staff, as 

well as staff who were considered ‘outsiders’ as well as ‘insiders’.  The ward sisters were 

helpful in identifying potential participants who had been staff members for a number of years 

who could be purposively sampled as ‘insiders’. In reality, sampling occurred more 

opportunistically. Finding potential participants who were classified as ‘outsider’ was easier 

than those who were ‘insiders’. Although more ‘insider’ participants were sought in order to 

achieve a balance, potential participants who were ‘outsiders’ were not rejected on the account 

of there already being a greater number of outsiders who had participated (classification of 

participants based on their status can be found in Table 2).  

Although not intentional, a loose form of snowball sampling occurred on a couple of occasions 

when staff had spoken to each other away from my presence, after one of them had already 

participated.  Having not been exposed to social research before, some staff participants were 

reluctant to volunteer due to fears they would give the ‘wrong’ answer, or that the questions 

would be too difficult for them. This was despite reassurances from myself about the nature 

and intent of the research and all potential participants having a copy of the participant 

information sheet.  Therefore, some potential participants appeared to want reassurance from 

other staff members who they trusted and had already participated, that their fears regarding 

the questions were unfounded.  It was this reassurance which then resulted in other potential 

participants volunteering themselves for participation.  

Therefore, this was not considered to pose the issues faced by snowball sampling such as 

selection bias (Martínez-Mesa, et al., 2016) due to these potential participants already being 

interested in participating. The communication between participants was only sought as a 

means of reassuring and informing themselves as best possible before entering into an 
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interview.  It was therefore seen as more of a process of reassurance of potential participants 

rather than of active seeking and recruitment of new participants.  Owning to the brevity of the 

exchanges between them, this appeared to be no more than a brief check of the simplicity of 

the questions and the legitimacy of the process and myself, rather than in-depth discussions 

of the nature of the questions allowing for rehearsals or collusions on the next participant’s 

responses.   

Edison ward, was also notably more difficult to recruit staff participants from.  During the 

observation period, staff workload and demand appeared to be much higher on this ward, 

which made opportunities for not only interviews, but informal discussions about the research, 

more challenging.  An extended (and more active) presence on the ward was used to address 

this, whilst also being mindful to avoid any interference with their patient care priorities.   

3.8 Pre-existing Quantitative Data  
 
Case study findings can be strengthened when they are based upon ‘several sources of 

information, following a similar convergence’ (Yin, 2013) where the strength of using multiple 

data sources lies in their ability to produce a more rounded and informed picture (LaVela, and 

Gallan 2014) of the case.  Therefore, pre-existing quantitative data, which was already held 

by the Trust, was accessed in order to support the primary, qualitative findings gained from 

observations and interviews.  Use of multiple methods in this way is described by Patton 

(1999) as ‘methods triangulation’, whereby the consistencies of findings are examined through 

the use of differing methods.   

This however is not to say that conformity and support for one single truth was the assumed 

intention of using pre-existing data.  The possibility for there to be divergence and 

inconsistencies between the methods was also considered as a possible outcome, with the 

differences potentially strengthening the case through representing its complexities (Simons, 

2009), as opposed to the traditional view which may see contrasting results as evidence of 

flawed methods (Moran-Ellis, et al., 2006).  This is especially relevant in the context of 
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exploring culture. When differing levels of culture may be in agreement with each other or in 

the case of ‘values and beliefs’ and ‘espoused values and beliefs’ may contradict, findings 

which either compliment or contradict were considered equally as valuable contributions to 

the complex phenomenon that is culture.   

3.9 Rigour and Quality  

Rigour, or the overall quality and strength of a research study (Strouse, 2012), has been the 

topic of debate within qualitative research for a number of years (Rolfe, 2006).  Whereas the 

rigour of quantitative research has traditionally been judged in terms of validity, reliability and 

generalisibility (Glogowska, 2011) these are argued as being inappropriate criteria to which 

qualitative research and case study research (Thomas, 2016) quality should be judged.  

Alternative criteria for qualitative research rigour have been proposed, the most common being 

the credibility, dependability, confirmability and transferability criteria proposed by Lincoln and 

Guba (1985) (Houghton, et al., 2013).  However, even using these criteria as a means to which 

rigour can be judged in qualitative research is contested. With there being a number of differing 

qualitative methodologies with differing approaches in existence, Rolfe (2006) argues that on 

account of this, it would instead be sensible to judge each methodology, or study, on its own 

merits.  

3.9.1 Case Study Rigour 

 
Case study methodology is criticised within the social sciences as less rigorous than 

alternative methodologies (Miles, 2015), although this is challenged by Flyvberg (2006) who 

believes it is instead subject to its own form of rigour, which is different, but no less strict.  In 

terms of how case study rigour could be assessed, Thomas (2016) places emphasis on the 

conception and construction of the case, and how the study was conducted.  Rolfe (2006) also 

proposes that rigour may lie in the researcher providing a ‘super audit trail’ including a detailed 

rationale and researcher reflexivity being clearly articulated. As well as these aspects, a 

thorough account of not only how the research was intended to be conducted, but how it was 
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conducted in reality should be provided.  Therefore, in attempting to conduct research which 

was considered as rigorous as possible, a number of measures were taken: 

 Detailed, comprehensive accounts of the cases were presented in the findings 

 A rationale was provided for why case study methodology was the most appropriate 

in addressing the research objectives 

 Reflexivity was practiced throughout, with personal reflections integrated throughout 

the findings 

 A clear articulation of the practical challenges faced in conducting the research and 

the differences which occurred between the ideal/ intended research design and that 

which was practically achievable.  

 

In doing so, the aim of case study research could be achieved, whereby the most accurate 

and comprehensive account of the case is presented (Cronin, 2014).  This in turn can allow 

the reader to make an informed decision as to whether the findings are relevant and/or 

‘transferable to their own context’ (Taylor and Thomas-Gregory, 2015). 

 
In addition to these points, another important aspect of rigour required addressing.  Namely, 

how could it be ensured that it was culture which was being uncovered in the findings and not 

perhaps a collective, yet coincidental, expression of a number of personally held individual 

values which appear to present simultaneously?  In order to address rigour in this respect, 

findings were assessed in relation criteria which had been developed from Schein’s (2010) 

definition of culture as follows: 

3.9.2 Criteria for Assessing Culture  
 

 That the findings are displayed by a group – (i.e. more than two people)  

 That the findings can be attributed to learning which has occurred from within the 

group’s shared experiences, rather than individualistic/personal traits 
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The aim of subjecting findings to these criteria was as means of separating the values, beliefs, 

behaviours, artefacts which were held as a result of the culture in question, or instead had 

been gained from separate learning experiences outside of it.  In order to address where this 

learning process had taken place, a suitable method of uncovering this was required.  Schein 

(2010) believes that it is only through deeper exploration of the values and assumptions held 

by the group, that understanding can be gained in deciding if the source of these values and 

assumptions is a result of the group’s culture, or indeed other factors and experiences are 

instead at work.  Therefore, exploration of the qualitative interview data aided the meeting of 

this second criterion, as means of differentiating what is indicative of culture, and what is 

perhaps instead drawn from a person’s own perspectives. Even if these individual 

perspectives’ appear to be shared collectively throughout the group.    

3.10 Research Ethics 

Before any data collection could be started, the ethical aspects of the study had to be 

addressed. Ethical considerations were taken into account at every stage of the research, with 

any potential threats to an ethically satisfactory study anticipated and avoided before they 

occurred.   

Ethical consideration was essential, not only to plan and conduct a study which would limit 

participant harm and seek to mitigate for this should it occur, but to gain approval from outside 

bodies whose concern it was to also protect participants from unethical research.  Due to the 

research being conducted within the NHS and using a patient population, the official ethical 

approval requirements of this study were extensive.  Before the pilot study could start, 

approval had to be officially obtained from the University’s ethics committee, an NHS REC 

and the hospital’s Research and Development department.  A number of gatekeepers, i.e. the 

people who controlled access to the organisation (Singh and Wassenaar, 2016) were involved 

in communications before research could commence. Prior to applying for ethics approval, an 

informal discussion with the Director of Nursing (DoN) was arranged.  With the DoN 
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expressing her support, applications to both the Trust’s R&D Department and the NHS REC 

were initiated (see Appendix 4 for letters of access and approval).   

Written approval to be involved in the study was obtained in email format after a meeting with 

the Director of Nursing.  After a number of meetings and official NHS REC and R&D approval, 

verbal consent was then obtained from the directors of nursing responsible for both 

directorates under which the wards fell, and the ward sisters of each ward.  From here I 

attended ward meetings on each ward to introduce myself and the research to as many staff 

members as possible before data collection started. 

Ethical approval was obtained for the conduct of observations and interviews after a meeting 

with an NHS REC (REC reference: 14/EE/1278). However, a substantial amendment was 

required to access the pre-existing data as this was not approved at the panel meeting.  A 

difficult situation occurred, as the hospital would not disclose what pre-existing quantitative 

data they held until I had NHS REC approval.  However the NHS REC would not provide ethics 

approval until I knew precisely what data I would be accessing.  A solution was finally agreed 

upon where the Trust would reveal what data was available at ward level after seeing official 

NHS documentation which explicitly stated that the study had been otherwise approved, and 

a substantial amendment was required for the data.  Once I was made aware what types of 

data existed, a substantial amendment was submitted and access to the pre-existing 

quantitative data was granted (REC reference: 14/EE/1278, Amendment number: 1, 

Amendment date: 23 March 2016).  This then involved another lengthy process of gaining 

access to this data, which was eventually obtained as a result of a Freedom of Information 

(FOI) request to the HR department (at their request).  Therefore,  despite the argument that 

goodwill is a crucial factor in accessing hard to reach secondary quantitative data (van Dyke, 

2013), upon reflection, this alone was not enough to navigate the complex and lengthy 

negotiation process involved in accessing this data.  If any research projects were to be 

instigated in the future which required HR held workforce related data, the use of FOI requests 
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would be built into the research design and data retrieved this way to avoid the problems 

experienced in this research.   

3.10.1 Informed Consent  

 
As anticipated, and highlighted by the NHS REC, there was concern as to how informed 

consent could be established during the observation periods. Practically, written or verbal 

consent would not be possible from everyone on the ward during an observation period 

(Maben, et al., 2012), nor would it be possible to inform everybody of the research taking 

place.  This was still attempted wherever possible, to promote transparency and avoid being 

interpreted as covert in my methods.   A poster, placed in a public area stating that the ward 

was participating in observational research, alongside my contact details should anyone object 

to it, was suggested by the NHS REC panel.  This was therefore produced, approved, and 

placed on both wards (see Appendix 5).  

Gaining trust and establishing a good rapport with ward staff and patients was considered a 

priority, for the purposes of gaining trust and attempting to address any perceived power 

imbalance which may cause potential participant discomfort during observation periods.  

Although there was a lot of curiosity around my presence, attempts were made as best 

possible to communicate my intentions and research with anyone whom I talked during my 

time on the ward.   

Participants who had verbally indicated their wish to participate in an interview after reading 

the information sheet given to them during the study promotion/observation periods (see 

Appendix 6), were then asked to sign a consent form (see Appendix 7).   Prior to this however, 

an informal discussion was held, providing the participants with the opportunity to ask any 

questions before the written consent was obtained and the interview commenced.  Staff 

nurses and sisters were consulted regarding patient suitability for the research before these 

patients were approached with an information sheet and an explanation of the research.  In 
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doing so, only patients who had the capacity to consent and were medically suitable to be 

away from the bedside were approached.  

3.10.2 Confidentiality, Ethics and Disclosure 

 
The potential for the ethical dilemma arising whereby participants disclose an event which 

could be construed as harmful (Ritchie and Lewis, 2003) is one which was considered and 

planned for, as best possible, prior to starting the research.  How this situation was to be dealt 

with was questioned during the NHS REC, with an appropriate strategy required before 

research ethics approval was secured.  In addition, an ethical obligation to the NMC Code of 

Conduct (NMC, 2015) also required due to me being a registered nurse at the time of the 

interviews.   

Within the information sheet it was indicated that ‘In the event that you raise an issue which I 

deem to be a safety concern to you or others, this information may need to be passed on to 

the relevant professional in order for this to be dealt with appropriately’.  This was written in 

order to inform potential participants of the possibility that confidentially may have to be 

breached in circumstances where an incident of harm was disclosed, but only if absolutely 

necessary. With the ethical obligation to ‘act immediately to put right the situation if someone 

has suffered actual harm’ or experienced ‘potential for harm’ (NMC, 2015 pp. 11) reporting 

any accounts of harm without patient consent was agreed to be used only as  a last resort.  

Instead, if issues of concern were raised, a discussion with the participant was to be held after 

the interview, regarding the options they had in taking the issue further, for example, 

discussing with the ward sister and/or formal complaints procedures.  In doing so, participants 

were encouraged to report these themselves.  However, in keeping with the code of conduct 

to act as an advocate and challenge poor practice and behaviour relating to patient care (NMC, 

2015) the option was also given if participants wished, to use myself as a conduit to make a 

concern known.  This was offered in agreement that in doing so the disclosure would be raised 

privately, on their behalf, with the ward sister.   
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3.11 Pilot Study 

Although pilot studies incur extra time and work, they can also benefit research through 

serving to highlight any potential barriers to data collection or participant recruitment early on 

(Ivey, 2014).  Through conducting pilot interviews, the suitability of the topic questions and 

their ability to explore the research objectives were assessed (Elo, et al., 2014). A pilot study 

was conducted on one of the wards (Danson ward) in order to refine the observation and 

interview schedule before the rest of the data was collected.   Practically, this also allowed 

time for the other ward (Edison) to return to its original location after a period of refurbishment 

and temporary relocation.  The pilot on Danson involved three observation periods and three 

participant interviews (one patient, two staff).   

Upon reflection on the pilot study, areas of improvement became apparent and these were 

addressed prior to commencing any further data collection. When developing the interview 

schedule, direct use of the word  ‘culture’ was avoided due to its multiple meanings and the 

potential for it to be misinterpreted by participants as a result.  Despite this being omitted from 

the interview schedule, excluding it from informal discussions with ward staff/patients/potential 

participants during the observation periods was not initially considered.  With the aim of being 

transparent, use of the word ‘culture’ was seen as important when discussing the motivations 

and the purposes of the research with potential participants.  However, this led to some 

potential participants volunteering stories during the observation period which related to their 

experiences of caring for those with differing ethnic backgrounds.  It was therefore decided 

that the word culture would be avoided in discussions, where possible, due to it appearing to 

evoke conversations which focussed on ethnicity, race and nationality.  In its place, the 

research was instead framed as an exploration of staff and patient experiences of work and 

patient care.  Nonetheless, the conversations which were volunteered by staff regarding 

ethnicity were not discounted, but were instead paraphrased and recorded as part of the 

observational field notes.   
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3.11.1 Pilot Interviews 

 
The pilot interviews themselves also served to indicate improvements which were needed 

regarding the structure of the interview and the interview schedules/prompts used.  The pilot 

interview transcripts were shared with my supervisors, and reflection on their content and 

construction discussed in a supervisory meeting.  In sharing the transcripts and seeking input 

from other experienced professionals, the study’s credibility was enhanced (Ryan-Nicholls and 

Will, 2009), with the intention of using these other perspectives to improve the conduct of 

future interviews (as opposed to an opportunity to compare interpretations or analysis of the 

transcripts).  Reflections on the responses gained from the questions asked in the pilot 

interviews led to some questions being rephrased as less specific.   

The interview schedules initially contained questions which covered a number of areas relating 

to culture and patient care which were derived from the conceptual framework such as 

empowerment, engagement, leadership etc.  However, attempting to specifically address all 

of the areas noted in the conceptual framework with participants was not considered the most 

effective method of interviewing participants.  Addressing all of these areas in separate 

questions appeared to align too strictly to deductive, positivist methods of data collection, 

whereby data was specifically being sought which aligned to the predetermined categories 

found within the literature.  It was also felt that in covering all of these areas specifically, the 

depth of exploration in the interviews was also being sacrificed as a result. It was therefore 

decided that less direct questions would be used, in favour of broader questions regarding 

experiences at work, leaving participants an opportunity to volunteer the issues which instead 

were most relevant to them.   

On reflecting on the interview style and appropriateness of prompts, a decision was also made 

to be more mindful of my using prompts which were less leading when seeking to clarify 

previous participant responses.  As a result of reflecting on the pilot study, the interview 

schedules were subsequently rephrased, and a more conscious effort made to avoid 

questions which could be considered leading.  Nonetheless, the findings from the pilot study 
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were not just used for the purposes of researcher reflection and the fine-tuning of the research 

design.  Unlike piloting a survey, the findings gained from pilot qualitative interviews need not 

be discarded from the final data, unless the content varies widely from what was originally 

intended (Ritchie and Lewis, 2003).  Therefore, as the findings from the pilot study were still 

considered to be relevant, these were included, and contributed in part to the final data 

collected from Danson ward.  After the pilot study had been conducted, and amendments to 

the interview schedules made, data collection was resumed simultaneously on both wards.  

How these findings were analysed is discussed in the next section.   

3.12 Data Analysis 

Before introducing the findings and the data which was collected, it is important to present 

how these were to be analysed.  Therefore, this section intends to explain the process of 

thematic analysis to which the data collected was subjected to.     

3.12.1 Thematic Analysis  

 
Whereas other methodologies, such as phenomenology, have analytical approaches such as 

IPA which align the processes of data analysis to their philosophical underpinnings, qualitative 

case study methodology is limited in terms of guidance relating to data analysis (Houghton, et 

al., 2015).  Rapley (Silverman, 2011 pp. 274) argues that ‘good (or even adequate) qualitative 

data analysis can never be adequately summed up by using a neat tag’, nor ‘by a list of specific 

steps or procedures which have been undertaken’.  However, for the purposes of transparency 

and rigour the process of data analysis requires clarity.  

Thematic analysis (Braun and Clark, 2006) was selected as a method of data analysis due to 

its flexibility and suitability in describing the data retrieved in comparison to other methods.  

The process of thematic analysis involved the following: 

 A number of rounds of paper based thematic analysis of the interview transcripts. 

 Development of codes/themes. 
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 Tagging these codes and themes back to the transcripts electronically using NVivo 

software (to enable easier comparison of themes/codes by attributes e.g. by ward or 

profession).  

 A further revision/development of final codes/themes within Nvivo. 

 Analysis of codes and themes as per the attributes of each participant (e.g. ward or 

profession).  

 Applying the final codes and themes to the observation notes. 

 Displaying and discussing the findings for each ward in turn, and in relation to the pre-

existing quantitative data.  

Despite the stages listed, analysis was an iterative rather than linear process, with transcripts, 

codes, and the index revisited, re-read and refined throughout.  Although thematic analysis 

was appropriate in developing the codes and themes which aided in the displaying, 

understanding and interpretation of the data, it was not sufficient in being able to understand 

the findings through the lens of culture.  Both inductive and deductive approaches are 

essential in qualitative data analysis, which cannot be complete or possible without the 

utilisation of both methods (Armat, et al., 2018).  Therefore a second stage of analysis was 

performed where the themes and findings were used in a more deductive manner and applied 

back to Schein’s multilevel model of culture (Schein, 1985).   

3.12.2 Stages of Initial Content Analysis 

 
Familiarisation with the data 

After each observation period, the hand written notes were typed into a transcript using 

Microsoft Word (2013) software.  Similarly, the audio recordings from each interview were 

transcribed verbatim into Word-based transcripts as soon as possible after the interview had 

been completed.  Although transcription documents were created for the purposes of data 

analysis, the process of transcription itself was one which was not merely outcome driven.  

The act of re-listening and re-reading observation notes and audio recordings served to 

provide reflexivity opportunities, not only as a means of assessing the effectiveness of the 
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interview topic guide and the responses gained as a result, but also as an opportunity to 

consider the potential meanings behind the recording responses, whilst my memory of the 

observation/interview was still relatively recent.   

Initial analysis – Paper based 

Analysis involves meaning-making of initial impressions as well as the final product (Stake, 

1995), therefore this was not delayed until all interviews had been completed, but instead 

occurred concurrently with data collection, contributing to the quality and depth of data 

analysis (Vaismoradi, et al., 2013).  In addition, through the process of constant comparison, 

subsequent transcripts could be analysed in relation to those which had come before them, 

allowing for data saturation to become apparent – ‘when data became redundant and no new 

information was being added’ (Roch, et al., 2014 pp. 232).  Repetitious codes and themes 

were evident when data collection ceased, indicating data saturation had been achieved.  

 
Generating initial codes 

A process of inductive analysis was first applied whereby codes were noted based on those 

which appeared to freely emerge from the data. This began by systematically working through 

each interview transcript, with the codes which appeared to emerge being noted in pencil in 

the margins.  Prior to moving onto the next transcript, all of the initial codes for each interview 

transcript were logged onto a word document, organised and separated by the transcript to 

which they belonged (labelled as 1-12 for Danson ward and A-I for Edison ward).  This process 

was systematically repeated until all of the initial codes had been listed onto a word document. 

When the process was completed, although there were a number of recurring and repeated 

codes, a vast number of words (over 4,500) were documented by this point.  A second stage 

of reducing these codes down further was therefore needed, where similar codes and 

synonyms were identified and amalgamated in fewer, more manageable codes.  This stage 

was again labour intensive, with all the codes for all the transcripts revisited every time a 

broader code was identified, to ensure accuracy and avoid overlooking any codes which may 

not at first have been so easily grouped together.   
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The first attempt at reducing these down produced 58 codes, which were grouped under 10 

broader themes.  However, it was decided that not only was this amount unmanageable, these 

codes and themes were more descriptive, superficial representations of the data than was 

required or intended.  Therefore, these were rethought with the view of providing themes which 

were more abstract containers of the codes found, whilst amalgamating the codes into fewer 

codes still.  This process was applied to all written transcripts.  These codes were generated 

through reviewing each line, sentence or paragraph of the transcripts as a means of 

summarising participants’ responses (Smith and Firth, 2011).   

 
Searching for themes 

All the initial codes which were generated were firstly placed into a word document.  As this 

method tends to generate an extensive list, organising these codes into more manageable 

themes and sub themes was required (Ritchie and Lewis, 2003).  Similar codes were grouped 

together in their ability to represent a broader overarching sub-theme.  Similar sub-themes 

were also grouped under a number of broader groups named themes. Numbers were 

assigned to each theme and sub-theme.  The final list of these themes, and their constituent 

sub-themes, can be found in Appendix 9.   

 
Reviewing themes 

The next stage in the analysis process involved revisiting the raw data/transcripts.  The themes 

and sub-themes which were noted in the index were allocated to the relevant parts in the data 

(using the numbers which had been assigned in the index).  Where sections of data appeared 

to apply to more than one theme/subtheme this was noted, due to the potential for these 

occasions of interconnectedness to prove useful in the latter stages of data analysis (Ritchie 

and Lewis, 2003).   

 
NVivo coding 
 
Once the 22 codes and three themes had been derived from the paper coding method, these 

codes were then applied back to the data – although this time using Computer Assisted 
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Qualitative Data Analysis Software (CAQDAS) to do so.  Even though the transcripts had been 

coded already on paper, software was utilised for two reasons.  Firstly, this was done with the 

expectation that in tagging the final codes and themes back to the original transcripts 

electronically it would make it these easier to find, manage, compare and reference in the 

future.  It also allowed for multiple codes to be applied to the same section of data. Secondly, 

as a novice researcher, it provided an opportunity to engage with CAQDAS practically for the 

first time.  Therefore comprehensive coding of all transcripts happened twice, firstly by paper, 

then using CAQDAS which also provided the opportunity to revisit the raw data once again, 

enabling another rigorous combing of the data (Atherton and Elsmore, 2007 pp. 65) through 

electronic means.   

 
Parallel to all stages of coding, a process of ‘analytical memoing’ (Miles, et al., 2013 pp. 95) 

was also taking place.  This involved creating handwritten notes, memos on NVivo, and codes 

(or ‘nodes’ on NVivo) which documented researcher interpretation of the data at a ‘higher level 

of analytical meaning’ (Miles, et al., 2013 pp. 95).   These were specifically labelled under the 

code ‘phenomenon’, and tagged using NVivo to where these appeared in the raw data.  These 

extra ‘phenomenon’ codes were therefore taken into account when interpretation of the data 

could be concentrated on at a later stage of analysis. 

 
First stages of interpretation of interview data 

When all interviews had been coded in NVivo there was still a large mass of data which needed 

to be interpreted.  As displayed in Figure 5, there were roughly 300 circumstances where each 

theme had occurred within the interviews, providing in total 909 segments of interview 

transcripts which related to these main themes.   

 

Figure 5 Nvivo Codes 
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Data analysis was conducted with a three step process in mind:  describe, compare, relate 

(Bazeley, 2013) whereby each code was first explored and summarised individually, before 

comparisons between cases/participants and relationships between codes were attempted.  

With the aid of NVivo software, interview transcripts, and hence the codes related to them, 

were assigned demographic information, such as ward: Danson/Edison, staff or patient, staff 

occupation and insider/outsider status.  This was a feature which also aided analysis in terms 

of being able to split codes by ward, then analyse the findings further depending on 

demographics of the participants.  In addition, NVivo software features provided the 

opportunity to find and sort codes which overlapped, providing a useful tool in highlighting 

where codes related to each other.  This was considered necessary in order to address the 

research objectives: 

 To explore staff perceptions of the provision of care in two ward environments 

 To explore patient perceptions of the provision of care in two ward environments 

This enabled comparisons not just between roles, but between those who were considered 

‘outsiders’ and ‘insiders’.    

3.12.3 Analysis of Observation Data  

 
The observation notes were analysed after the interview data, so that findings could be 

analysed and compared against the themes which had emerged from the interviews.  This 

was done for two reasons.  

 Firstly, the data gained from the interviews was much more comprehensive than my 

own observation notes.  Therefore, using the most comprehensive data source was 

viewed as the best option for deriving the most accurate and relevant themes.  

 Secondly, as I recognised my observation notes were to a degree influenced by my 

own worldview, I wanted to reduce further influence of this on the interpretation of the 

interviews, and the development of the themes, as best possible. Therefore, the 
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observation notes were not referred to during the period of analysis involving the 

interview data.  This then enabled me to analyse my own observation findings 

afterwards, according to the themes which had been derived from the participants.  

This also enabled a more distinct cross comparison between my own observations and 

the participants’ interviews to occur. 

With the themes initially developed using a more inductive approach from the interview data, 

a more deductive style was then applied to the observation notes to which the themes 

developed from the interviews were applied.  The potential for any areas of observation which 

did not align with these was also held in mind throughout.   

3.13 Chapter Summary 

Within this chapter the rationale for selecting case study methodology using two case wards 

for cross comparison purposes has been critically discussed.  Which multiple methods were 

selected, and why these were appropriate in addressing the multi-level manifestation of culture 

is also provided.  With data collection planned with ethics and rigour in mind and a pilot study 

conducted, the rest of the data was collected and analysed accordingly. This chapter 

concluded with an overview and a rationale for the stages of thematic analysis to which both 

the interview and observation data collected were subjected to. The following chapter: 

Findings, will describe what was found after the rounds of data analysis had been completed.  
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4.0 FINDINGS 

4.1 Chapter Introduction 

This chapter’s focus is to display the interview and observation findings which were subjected 

to the thematic analysis process described in the previous chapter. The pre-existing 

quantitative data will also be drawn in to inform, support or challenge these findings.    To 

reflect the manner in which the data were analysed, each ward’s findings are presented 

separately.  Therefore a comprehensive picture of each ward is presented, using the findings 

from the interviews, observations and the pre-existing quantitative data.  This chapter 

concludes with a cross comparison of the similarities and differences noted between each 

ward.   

4.1.1 Final Themes and Sub-themes 

 
The initial 22 codes were further reduced down into eight sub-themes under the three main 

themes. The final list of these three themes and eight sub-themes were as follows: 

 
1. EXPECTATIONS & EXPERIENCES 

• Media, Society & Associated Expectations 

• Expectations of Care Environment 

• Expectations of Patient Care 

 2. SUPPLY/DEMAND DYNAMIC 

• Appropriateness of Staff and Resources 

• Addressing the Supply/Demand Mismatch 

• Consequences of the Mismatch and the Measures Used to Address It  

3. EMPOWERMENT & AUTONOMY 

• Patient Autonomy 

• Staff Autonomy 

 

See Appendix 8 for a paper trail of all previous themes and codes which came before these.   
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Whilst analysing the findings it was noted that overall summaries of the ward were often 

mentioned.  Therefore findings which relate to an overall summary of the ward, both from 

interviews and the observations were grouped together and included at the beginning of each 

case.  Findings are then organised as per the three main themes and eight sub-themes 

developed from the interview data. Despite the majority of the observation data being applied 

to the themes of the interviews, not all of the eight sub-themes were applicable to the 

observation notes.  For example, as no observations of direct patient care were conducted, 

there was limited observation data available regarding the sub-themes which related to this. 

Additionally, further headings have also been used under the sub-themes to represent the 

unique observations and circumstances which occurred on each ward.   

4.1.2 Presentation of the Findings 

 
Findings from each case are first presented individually. For each case/ward these are 

presented using the following structure: 

− Ward Background  

− Pre-Existing Quantitative Data 

− Interview and Observation Data: 

o Overall summaries of the ward 

o Findings as per three themes and eight sub-themes  

4.1.3 Socio-Political Context of the Cases 

 
When describing cases, it is important to tell the story of the cases, how they came about and 

the socio-political context in which they reside (Simons, 2009).  Therefore before describing 

each case individually, the socio-political context at the time of data collection first warrants 

attention.  

4.1.4 Hospital Background 

 
Wickham hospital is an acute district general hospital, with Foundation Trust status, based in 

a large town in the UK.  For the duration of time spent at the hospital during the pilot and main 
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data collection period, the hospital was considered to be ‘inadequate’ by the Care Quality 

Commission (CQC).  Involvement from Department of Health funded monitoring bodies 

regarding the Trust’s processes had been on-going for a period of two years at the time of 

data collection, during which the hospital had been the subject of generally negative local and 

national media interest.  

 
In January 2016 the Board Assurance Framework for Wickham Hospital showed a number of 

areas which were considered to be risks - failing to meet standards expected by the Board.  

These risks were colour coded, with red risks representing unacceptable levels of risk.   Four 

areas were consistently considered red risks, not only in January 2016, but at the three month 

and six month point beforehand, with no improvements being made in these areas.  These 

were: failures to take adequate steps to remove the Trust from special measures, failures to 

meet objectives regarding financial strategy and performance, and ‘Failure to ensure sufficient 

staff are recruited to meet the requirements of increased activity and acuity requirements’ 

(Trust document 2016).   

 
Figure 6 – Hospital Risk Dashboard  

 

 

 

 

 The first month of data collection coincided with three days of industrial action by ‘junior’ 

doctors, on three non-consecutive days in December (see Appendix 10 for details of what 

industrial action was taken).  Although conducting fieldwork on the days of the junior doctor 

strikes would have provided an extra facet of interest in terms of observation data, I decided 

that in doing so it could also be considered intrusive and voyeuristic if these were the days 
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specifically selected for observation, especially as these occurred at the beginning of the data 

collection, before the opportunities for rapport building with the staff had been established.  

Not wanting to be a hindrance to the team or jeopardise researcher/participant relations, the 

days on which the strikes occurred were deliberately avoided.  This was especially important 

as interviews had not been conducted yet either, and good relations with the staff was 

considered crucial in order for this to happen successfully.   

 
Danson was selected as the sole location for the pilot period as Edison was undergoing 

renovation work, which included the reduction of a number of bed spaces and hence capacity.  

The pilot period was conducted during July 2015.  The majority of the data collection however 

occurred during the period of December 2015 – February 2016, when data was simultaneously 

collected on both wards.   

4.1.5 Participant Sample  

 
A total of 21 participants across both wards participated in interviews.  Their demographic data 

according to their patient/professional status and their insider/outsider status can be found in 

Table 2.  

Table 2 Participant Sample by Outsider/Insider Staff/Patient Position  

 

 

 Danson 

Ward 

Edison Ward Total  Outsider Insider 

Nurse  3 2 5 3 2 

HCA 3 1 4 1 3 

Ward Clerk - 1 1 - 1 

Patient 5 5 10 10 - 

Student 1 - 1 - 1 

Total  12 9 21 14 7 
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4.2 DANSON WARD 

Danson ward is a 26 bedded elective orthopaedic ward, for both male and female patients.  

Beds are in bays (of 5-6 beds) of either male only or female only, or in one of the four side 

rooms.  The allocation of a bay to either all males or all female is not fixed. This is changeable 

to reflect the male/female ratio of inpatients expected for admission.   The patient demographic 

appeared to be older, yet independent.  There also appeared to be a greater weighing towards 

female inpatients, and hence female only bays, than males.   
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Table 3 Participant Demographics - Danson Ward 

 

PARTICIPANT         

# 

STAFF/        

PATIENT 
OCCUPATION 

UK /                         

NON-UK 

STAFF 

SEX 
INSIDER/    

OUTSIDER 

1 Patient N/A N/A Male Outsider 

2 Patient N/A N/A Female Outsider 

3 Staff HCA Non UK Female Outsider 

4 Patient N/A N/A Female Outsider 

5 Staff RN UK  Female Insider 

6 Staff Associate Nurse UK  Male Insider 

7 Patient N/A N/A Male Outsider 

8 Staff RN Non UK  Male Outsider 

9 Staff HCA UK Female Insider 

10 Staff HCA UK Female Outsider 

11 Patient N/A N/A  Female Outsider 

12 Staff RN Non UK  Male Outsider 
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Table 4 Danson Ward Quantitative Data 

   DEC '15 JAN '16 FEB '16 

PATIENT 
DATA 

Friends and Family test - 
(% who would 
recommend) 

  100% 100% 100% 

Official patient 
complaints 

  0 0 0 

 
 

 
   

STAFF 
DATA 

Vacancy % 
Target = 
4% 

4.10% 3.60% 2.70% 

Turnover % (Month)   3.20% 0.00% 0.00% 

Turnover % (12 Months) 
Target = 
10% 

19.50% 16.40% 16.10% 

Temporary Spend % of 
Total Pay Spend 

  3.80% 7.70% 12.90% 

Sickness % (Month) 
Target = 
3.5% 

6.70% 7.50% 3.40% 

Appraisal % 
Target = 
98% 

42.30% 39.30% 36.70% 

Training - Overall %   68.80% 71.10% 82.10% 

Training - Fitness to 
Practice % 

Target = 
95% 

75.20% 75.50% 83.20% 

Training - Core Training 
% 

  66.30% 69.30% 81.60% 

Nurses for Bed Ratio 
(FTE)* 

  17.85 18.28 19.01 

Qualified Nursing Staff 
to Unqualified Nursing 
Staff Ratio 

   1:1.63  1:1.67  1:1.7 

Temporary Spend - % of 
total pay spend 

  3.80% 7.70% 12.90% 

Nurse hours per patient 
ratio  

  3.54:1 3.63:1 3.77:1 

Qualified Day Fill Rate   73.90% 67% 71.10% 

Qualified Night Fill Rate   83.50% 84.90% 224.50% 

Unqualified Day Fill 
Rate  

  85.60% 79.90% 80.90% 

Unqualified Night Fill 
Rate  

  136.50% 93.50% 90.70% 

Overall Fill Rate   82.90% 75.40% 87.50% 

 
 

   
 

“2 AT THE 
TOP” 

 
 

Datix**/Incident forms 
 
 
 
 

 
x 3 falls, x1 pt 
awaiting EDS, x1 
patient absconsion 

x 1 staff 
behaviour, x 2 
delays in EDS, x 
1 non-English 
speaking pt 

x 1 lack of neuro-obs,    
x 1 needle stick injury, 
x1 delay in medical 
review, x1 incorrect 
labelling on cardio-
respiratory form, x 1 
patient fainted in lift 

 

**The word Datix was colloquially used by staff when referring to an incident report.  The official meaning of ‘Datix’ was the 
computer software used by Wickham hospital which enabled the electronic reporting of incidents from front line staff to 
management.   
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4.2.1 THEME 1 – EXPECTATIONS AND EXPERIENCES  

4.2.1.1 Overall Summary of Experience 

 
Interviews 

When overall experience of Danson ward was summarised by participants, a generally 

positive view emerged.  Positive overall summaries of the ward were forthcoming from every 

participant interviewed.  Patient summaries consisted of general appraisal for the ward and 

complimentary comments regarding the ward team and the staff’s individual behaviour:  

 “I’d say it’s been absolutely amazing! It really has.  I can’t believe how compassionate 

they all are.  Really, really wonderful.” (P11 – Danson, Female, Patient). 

Staff summaries also concurred in their overall appraisal of the ward. They described how the 

patients and the ward in general were viewed positively, and that patients contributed to their 

enjoyment of the ward.  It was described by staff as fun, happy, friendly ward with a good 

team, and ultimately a positive place to work.   

“Working on Danson ward is a very good experience.” (P6 – Danson, Male, UK, 

Associate Practitioner) 

 “I can’t really fault it at the moment it’s really good for me and I really enjoy it.  Yeah.  

I do.” (P10 – Danson, Female, UK, HCA) 

Observations  

As a result of conducting a number of observation periods on Danson ward, the overall 

impression I formed was also generally positive, in alignment with the summaries of the 

participants interviewed.  I felt very welcome on the ward, aided in part by some members of 

staff recognising me from my own previous experience of working at Wickham Hospital.  This 

familiarity I believed helped establish trust with participants, not only regarding my presence 

on the ward during observations, but also in aiding interview recruitment.  Busyness was 

observed to fluctuate through the day, and between shifts. During the periods where the 
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busyness had subsided, the ward would sometimes appear quiet, with patient demands 

appearing to be lower than the staff resources available.   This enabled the nurses to gather 

at the same time as their colleagues at the nurses’ station, to talk with each other, and with 

me.  This provided opportunities to observe the positive interactions the ward staff had with 

each other.  I was also frequently included in these discussions by staff.  Consequently, my 

presence as an outsider did not appear as pronounced, due to my inclusion in many of these 

conversations.   

4.2.1.2 Media, Society and Associated Expectations  

 
Interviews  

Media  
 
The negative attention given to the hospital by the local and national media was viewed by 

some to influence patient expectations of the care they would receive during their stay.  This 

negative perception cascaded from the newsprint media, through to society.  People who 

accepted this as truth would then disseminate, and hence perpetuate, the perceived negatives 

of the hospital.  This further added to fears and apprehension about the hospital due to it being 

reinforced by acquaintances, on top of those already held as a result of being exposed to 

these media stories first hand.   The influence the media, and subsequently society, had on 

expectations was described in detail by one patient participant.   

“…you hear a lot about (this) hospital, outside. And you think ‘oh my god’ you know, 

it’s supposed to be dirty, it’s supposed to be full of infection…It’s in the papers.  In the 

shops in the village.  Um, and you know I said ‘oh, I’m going to have my hips done’ at 

the time….‘ooh. Are you sure? Are you sure you wouldn’t have gone to (another) 

hospital or (another) hospital?’ ahhhh! Well, I take it as I find it, and I have never found 

it to be dirty…” (P2 - Danson, Female, Patient) 

Although this participant appeared to want to decide for herself, eventually finding her 

experience to be contrary to the negative stories she had heard regarding the hospital, her 
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initial reaction was one of concern.  Patients findings their experiences contrary to their 

expectations was also a phenomenon noted by a staff participant  (P6 – Danson, Male, UK, 

Associate Practitioner), citing instances where patients were surprised when their negative 

expectations of the hospital were surpassed.  This, as he went on to state, was not always the 

case.  Some negative preconceptions which had been formed outside of the hospital were 

difficult to change, regardless of staffs’ best efforts: 

 “sometimes the patients are their own worst enemies? Because they come in 

expecting the worst, so they’re quite surprised with the patient care that they get. But 

there are people who come in here expecting the worst, don’t give you an inch of err, 

flexibility, so they come in expecting the worst and you can do your best for the patients 

and it’s still not good enough? ” (P6 – Danson, Male, UK, Associate Practitioner) 

The generally negative coverage of the hospital in the media was acknowledged by another 

patient.  He gave an example of how he tried to counter this himself, without success:  

“Last time I was in (another ward)…I had fantastic care, I wrote to the (local newspaper) 

and they didn’t even print it.  Coz they only print the bad.  Truth and good stories don’t 

sell newspapers.” (P7 – Danson, Male, Patient)     

 
Observations 

During the observation period, instances where Danson ward was operating at full bed 

occupancy were rare.  During an informal conversation with a member of staff, she expressed 

her belief that this was due to more patients than usual opting for their NHS operations to be 

conducted at the local private hospital, which also conducted NHS work on the premises.  The 

reasons for their choosing the private hospital she believed was due to the negative press the 

hospital had been receiving, in addition to the assumption by patients that a private hospital 

meant superior services.  

This frequently under occupied bed spaces on Danson at the time of data collection was also 
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compounded by the ward not taking ‘outlier’ patients from other wards at the time.  This meant 

that unoccupied beds on Danson were not filled with non-surgical patients from the hospital 

who were unable to get a bed elsewhere due to hospital wide bed pressures, but were instead 

reserved strictly for elective orthopaedic patients.  

These factors had led to reduced bed occupancy on the elective ward than had been seen in 

the past.  With the number of staff remaining unchanged, the staff to patient ratio was reduced.  

Therefore, combined with the lack of outliers at the time, an improved nurse to patient ratio on 

the ward was seen in part as an unintended and positive consequence of the negative media 

attention the hospital had received.  

Interviews 
 
Generational influence  
 
Patient expectations regarding care were not only seen as being influenced by the current 

context and media coverage, but were also seen by some participants to be indicative of 

societal and generational perspectives.  The level of expectations, and what is considered a 

reasonable expectation was seen by some participants to be influenced by generations, with 

older generations expecting, or at least articulating, fewer demands in terms of their care. This 

was in contrast to a younger generation of patients, whose expectations were considered 

much higher.  Generational differences related to empowerment, degree of patient control and 

the level of services provided. For example, a 92 year old participant highlighted how he 

thought the expectations of his generation were different to the youngest adults of today, 

particularly regarding patient empowerment: 

“Mr X can I take your blood? Yeah course you can! I’m not gonna charge you for it! But 

in MY day, they just came in and took your blood.  Now it’s can I take your blood.  And 

when they’ve done it, they pack it all away, they say thank you! It’s a different world! 

From yours to me.” (P1- Danson, Male, Patient) 
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This difference in expectations between generations was also acknowledged by staff. There 

was the perception that older patients saw themselves as an inconvenience, inhibiting them 

from seeking assistance when needed.  This would therefore pre-empt staff to issue 

reassurance to these patients: 

“It seems to be more of the elderly patients who have a different mind-set….. “You are 

the patient aren’t inconvenient’ you know, and it seems to be a lot of the elderly people 

that say ‘oh you’re too busy and I don’t want to worry you’.”  (P6 – Danson, Male, UK, 

Associate Practitioner)  

In contrast to the older generation, the expectations of the younger generations were seen to 

differ greatly.  Their expectations were considered to be more numerous, expecting these to 

be addressed more swiftly, and had different priorities to their older counterparts: 

 “I think they expect more. Which is a silly thing. Coz the hospital doesn’t have internet 

and then that’s the end of the world. You know, and that’s it. ‘You’ve got your pain 

relief’ ‘I don’t care about my pain relief. Why can’t I get the internet?’ Err, it’s just silly 

things like that. ” (P6 – Danson, Male, UK, Associate Practitioner) 

Therefore, expectations, and what were considered reasonable expectations, were cited as a 

contrast between the generations which required navigating in practice.  Whereas older 

patients required reassurance they could expect, and request, more than they were doing 

already, managing the expectations of the younger generations, whose perceptions of 

essential requirements and hence levels of expectations were much higher, also needed 

attention.   

4.2.1.3 Expectations of the Care Environment  

 
Interviews  

Even without viewing expectations through a generational lens, what are or should be 

considered reasonable patient expectations during an elective inpatient stay was another 

notable point to mention from the findings.    As mentioned already by Participant 6, some 
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patients consider factors which do not relate immediately to their care, safety or recovery as 

essential yet absent provisions, such as hospital provided Wi-Fi.  What was considered a 

reasonable expectation of the care environment was a point highlighted by a participant nurse 

(P12 – Danson, Male, Non-UK, RN) who had the additional perspective of not only being an 

outsider of the Trust, but to the English National Health Service in general.  He described how 

patients framed their expectations of hospital care as if they were a consumer of services 

within hospitality industry such as restaurant: 

“Yeah, patients here in England seem to think they’re in a restaurant, not a hospital.” 

(P12 – Danson, Male, Non-UK, RN) 

A similar comparison between an admission on Danson to that of an experience in the 

hospitality sector was made by a patient themselves: 

 “It’s just that everybody works so nicely together that it makes it almost like a hotel 

stay, rather than you’re actually unwell.” (P4 – Danson, Female, Patient) 

The staff participant also questioned the wording of the friends and family test, i.e. the measure 

of patient satisfaction. He interpreted this as being worded in a way which conflated patient 

satisfaction with the hospitality industry: 

“There is a question ‘should you suggest this hospital to your friend?’  COME ON!  It’s 

strange!  What does it mean?  It’s not a restaurant!  I can suggest a restaurant and a 

hotel to my friend.  Not a hospital.  It’s really strange.” (P12 – Danson, Male, Non-UK, 

RN) 

The UK approach to patient satisfaction was considered to be at odds with what was typical 

in Italy, where he perceived the interest in patient satisfaction to be more balanced and less 

fear driven: 

“It’s different.  We in England have a lot of fear about patients, patient has to be happy, 

has to be glad about the staff, about the operation.  In Italy when I discharge a patient 



 

108 
 

I give a chart ‘how do you feel your care was?’. It’s very important patient, not in Italy 

it’s very important, it’s important also in Italy, but in here the patient is very important.  

And also what patient think about the hospital” (P12 – Danson, Male, Non-UK, RN) 

Environment – space and resources  
 
Experiences falling short of expectations regarding the ward environment were also noted by 

a number of participants, staff and patients.  These related to the toileting and showering 

facilities, with one example given relating to expected levels of hygiene:   

“The only thing I would say is that dirty floor.  It’s terrible.  But the girl who was doing it 

was sort of like this (gestures a slow, gentle mopping motion) and I thought, I’m sure 

it’s gonna stop in mid-air (the mop) and stay there you know.  So slow!” (P7 – Danson, 

Male, Patient) 

The shared aspect of showers and toilets was an issue for one patient, whereas a member of 

staff believed these facilities to be insufficient compared to patient demand.  A shortage of 

facilities was able to be worked around by the staff by offering washing facilities by the bed, 

although this may not have been the most desirable method of providing basic hygiene 

facilities to patients: 

“I suppose more bathrooms would be nice! There’s never enough but they, you know, 

can have their personal care behind the curtain, we’re normally quite good.  If they 

wana do it.  I don’t think anything could improve it apart from having more bathrooms 

really.” (P10 – Danson, Female, UK, HCA) 

An inadequate supply of drip stands and ice packs was reported by a nurse participant, as too 

was the perceived inadequacy of the ward layout, specifically not having enough space to 

move by the bedside and in the toilets. There were potentially serious consequences of this, 

with one staff participant reporting how patient harm occurred as a result: 

“Uh, the layout is not very good anyway, you know, because the toilets are very very 
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small.  Many patient had a fall because they can’t turn around and this and that.” (P3, 

Danson, Female, Non-UK, HCA)  

Some environmental shortcomings appeared to be more systems related in nature. Bedside 

handover which occurred in open bays was perceived to be an affront to patient privacy.  The 

layout of patient bays even being in existence at all was also questioned: 

“It’s wrong for the privacy, because the patient in front.  He knows what happened to 

the other one. It’s already wrong for me, the position of the bed in a bay, in Italy we 

don’t have six beds.  It was 20 years ago –not now.” (P8 – Danson, Male, Non-UK, 

RN) 

The consequences of such systems inadequacies, like bedside handover, were considered 

therefore as a barrier to ideal patient care, which were further compounded by a more inflexible 

environmental factor: hospital ward design and the six bedded bay layout.  

 
Observations 

During the observation period no untoward incidents, serious or otherwise, occurred as a 

result of the environment, nor was I aware of an acute lack of appropriate equipment. 

However, during the observation period the ward was not operating at full bed occupancy and 

had fewer patients than it could accommodate.  Additionally, I was not privy to the contexts in 

which the environment could cause potential issues, such as within the bathrooms and behind 

the curtains by the bedside.   

4.2.1.4. Expectations of Patient Care  

 
Interviews 

 
Although the general overall impression amongst participants appeared to reflect a generally 

positive experience of Danson ward, there were also instances where this was not always the 

case, where experiences and expectations were not always aligned.  One participant 



 

110 
 

simultaneously believed that her general expectations had been exceeded, whilst also 

providing an instance of dissatisfaction regarding one member of staff: 

“I think they’ve been overmet! I really, you know, 100% overmet… each time, they’ve 

remembered, ‘oh your stoma, yeah, hold on, I’ve got to remember that as well’. Which 

is really nice for them to bother about it, coz I’m not here for that. And it’s such a new 

a thing on my record that you know, it may not have even been, could have even been 

quite easily overlooked.” (P4 – Danson, Female, Patient) 

This was contrasted by an account of when her expectations fell short, when she felt she was 

‘treated rudely’ and her needs dismissed by an individual member of staff:  

 “So I kept sort of crying out loudly, and it was that sort of pain you can’t control, you 

can’t control your voice? Anything.  So she said ‘well, what do you expect me to do 

about it?’ and I said ‘well isn’t there any extra painkillers I could have?’ something 

please? I mean I’m sure I haven’t had all the painkillers I’d normally have when I was 

at home? I just said, I just feel like I just need to get out of bed I just need to get up, 

and it’s ‘oh now you want to get out of bed do you?’ uh (sighs) she started having a go 

with my clothes and that and I said ‘they’re not my slippers’ you’re trying to ram on my 

feet at the moment.” (P4 – Danson, Female, Patient) 

From this patient’s perspective, it appeared that it was brusqueness involved in the way she 

was handled and communicated with which was an undesirable quality in terms of how she 

expected her care to be delivered.  This was supported by another patient who, although did 

not experience this on Danson ward, provided a similar account of when an individual nurse’s 

communication style was not as desired:  

“That was all fine, apart from one really scary midwife…She was a little bit abrupt.  

Yeah. And when you’ve just had a baby and you’re all emotional it was like ‘pull yourself 

together, come on, there are plenty of other people here that have just had babies’ … 

you’ve never even had a child before, so to have someone that harsh, speaking to you 
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in that way wasn’t very nice. But nothing like that here, it’s been really good.” (P11 – 

Danson, Female, Patient).   

‘Harsh’ (P11 – Danson, Female, Patient), ‘abrupt’ (P11 – Danson, Female, Patient) and ‘rude’ 

(P4 – Danson, Female, Patient) appeared to represent undesirable communicative qualities 

of the nurse as seen from the patient perspective, as did the description of physical roughness 

by P4 (Danson, Female, Patient).  A similar experience was echoed by a nurse participant on 

Danson, who had experienced a similar encounter, but when she herself had been a patient 

recently: 

“And having recently being on the receiving end of an operation in a different hospital 

(!) (laughs), I can tell you it does make all the difference if the person that admits you 

actually has a smile on their face and is friendly you know? Coz you’re quite nervous 

about going ahead with it and you don’t want somebody who looks like they’re in a bad 

mood.” (P5 – Danson, Female, UK, RN). 

This undesirable communication style from one individual nurse resulted in all three 

participants (P11 – Danson, Female, Patient, P4 – Danson, Female, Patient, and P5 – 

Danson, Female, UK, RN) fearful or wishing to avoid future encounters:  

 “I did think ‘oooh she’s in a bad mood, I don’t wana upset her!’  Patients shouldn’t 

really feel like that should they really?”  (P5 – Danson, Female, UK, RN). 

Whilst it should be noted that only one of the above experiences occurred on either Danson 

ward or Wickham hospital, they do nevertheless provide examples of undesirable 

communication styles, and the extent of influence of an individual nurse can have to the patient 

care experience.  The nurse-as-patient insight also provides a valuable contribution, especially 

in terms of providing an example on the blurring of insider/outsider roles. 
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Observations  

Due to patient care not being directly observed during the observation period, participant 

insight into patient care had to be relied on.   However, no incidents of incivility between staff 

and patients were seen to occur during the observations periods. Nor were any incidents 

mentioned in my presence.   

 
In order to fulfil ethically duties to act appropriately on concerns raised by patients, the incident 

that Participant 4 raised about receiving inadequate care was discussed with her further, after 

the interview.  This resulted in her expressing verbal consent for me to privately make the 

ward sister aware of the incident. I was surprised to hear a very different account of the same 

incident provided by the ward sister, who was already aware of it, and had already investigated 

herself. The staff who were on the night shift during which the incident occurred, had already 

volunteered their version of events to the ward sister without being prompted. This was due to 

their fears that the participant was unfairly targeting the nurse in question (for reasons which 

they explained).  Staff accounts were also informed by some of their experiences with this 

participant previously - in a professional capacity when this participant had worked as a HCA 

in Wickham hospital.   

 
A by-product of following ethics procedures was that it provided the only occasion in data 

collection where a participant’s perspective was specifically scrutinised by another participant, 

albeit one who was not present during the incident herself. In doing so, an example of just how 

contrary two perspectives of the same account could be was provided, an insight which would 

not have been gained otherwise.  

4.2.1.5 Theme 1 Summary 

 
There were media and generational influences on expectations relating to patient care and 

expectations noted that were similar to those expected within the hospitality sector.  The media 

was considered to be influential in determining patient choices and expectations with this also 

thought to be contributing, in part, to the under occupation of patient beds on the ward at the 
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time.  There were instances where expectations and ideal patient care could not be matched, 

with shared/public or limited facilities seen as compromising ideal patient care.   

Overall, observation and interview data from both staff and patients viewed Danson in a 

positive light.  This occurred alongside the ward’s consistent achievement of 100% friends and 

family test results throughout the data collection period.  There was one instance of poor care 

reported on Danson ward, which was countered by a different version of events when this was 

investigated further.   

4.2.2 THEME 2 SUPPLY/DEMAND DYNAMICS  

 
This theme is broken down further into 3 sub-themes: ‘appropriateness of staff & resources’, 

‘addressing the supply/demand mismatch’ and the ‘consequences of the mismatch and the 

measures used to address it’. 

4.2.2.1 Appropriateness of Staff and Resources 

 
Interviews  

 
The patients on Danson ward who talked of staffing believed there to be adequate staffing 

levels for their requirements..  Staffing was considered adequate enough to not only respond 

to, but to pre-empt patient care needs:  

 “I was always, people were, as I say, people were always in and out and they’d say 

‘are you alright? You look a bit in pain? I’ll go and get somebody to come for you…. 

So I’ve been….well catered for, pain wise.” (P2 - Danson, Female, Patient).  

A sufficient physical presence of staff, both generally and when required, was also observed 

on Danson ward. However, it should be noted that for the duration of the data collection period, 

Danson ward did not operate at full capacity.  Danson ward regularly had a number of unfilled 

bed spaces, and therefore a reduced number of inpatients at any one time. Therefore, the 

patient satisfaction with staffing should be taken into account with the reduced patient demand, 

in terms of patient numbers, at the time of data collection.  This was a phenomenon also noted 
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by one patient participant who although satisfied with the staffing levels, also recognised that 

this was context dependent: 

“There’s enough staff to cope with the amount of people you’ve got in our ward… I 

asked one of the nurses and they’re never all full at the same time… I don’t think it’s 

quite enough to cover 27, if they’re all full at the same time, there won’t be enough to 

cover.” (P7 – Danson, Male, Patient). 

Danson ward operating under capacity at the time was also confirmed by a staff participant: 

“We don’t seem many full still, like tomorrow only 10 patients are coming for the major 

surgery. And we have 26 bedded so you see always empty.  Only, like, in a month, 

only one or two days will be full.” (P3 - Danson, Female, Non-UK, and HCA). 

This however was not a fixed and consistent phenomenon.  Although the current bed 

occupancy was under capacity at the time of data collection, a member of staff cited points in 

time where patient dependency exceeded the staffing and skills available.  This would occur 

as a result of bed pressures on the wider hospital, and the policies of the hospitals which were 

used to address this: 

“It’s like a winter initiative thing that happens, it happened last winter, the ward stopped 

being elective orthopaedic and you know different types of patients came in….  

because we’re not used to dealing with those types of patients and I don’t know if we 

had the staffing that was adequate to deal with it. Obviously management would 

probably say staffing was adequate to deal with it but you know what I mean? 

Yeah, you didn’t feel like it was adequate? 

No, no.” (P5 – Danson, Female, UK, RN). 
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These initiatives, and the impact they had, were not always as temporary as staff were 

reassured they would be. Participant 3 also recalled the sustained time period for which 

Danson ward instead was used to accommodation a different patient demographic: 

“Last year? December, January. They said it would be two weeks, but it went on two 

months.  There was no elective surgery at all.” (P3 - Danson, Female, Non-UK, HCA). 

One staff participant talked favourably of the staffing levels on Danson ward by comparing it 

to the understaffing she experience whilst working on a Care Of The Elderly (COTE) ward, 

also in Wickham hospital. Whilst she believed she was working amongst a good team there, 

the inadequate staffing levels resulted in a lack of time, preventing her colleagues from 

adequately assisting all those who needed them, including her: 

“Over on care of the elderly it was so short staffed there was never somebody there to 

say come and give me a hand all the times you needed it you know.  I think that’s the 

difference…over there it was a good team but people just didn’t have time to come and 

help you where they seem to have the time here.” (P10 – Danson, Female, UK, HCA).   

This participant acknowledged that it wasn’t just the staffing in terms of numbers, but how 

appropriate these numbers were when taking patient dependencies into account.  ‘Heaviness’ 

of the patients was used to describe those who needed full assistance with everyday activities 

in addition to their medical needs.  Conversely on Danson ward, the patients were more self-

caring, and hence alleviated the personal assistance workload.  That patient dependency was 

seen as an additional pressure on current workloads, calls into question how adequate the 

staff templates are - if patient dependency was higher, the template should reflect this.  

However, what these templates were on COTE wards, and the degree to which understaffing 

was impeding these could not be determined.  Nevertheless, inadequate staffing relating to 

an inadequate template, an unfilled template, or both was viewed as frustrating, compromising 

staff values due to their knowledge that they were delivering care which was not to the 

standard they wanted:  
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 “It’s the workload really because before I was on care of the elderly and I just found 

that really frustrating coz I couldn’t give the care I wanted to give.  We was always 

short staffed... Here…coz the patients are a little bit more independent umm, your 

workload don’t seem as bad, they’re more of a one-to-one you know, you haven’t got 

the heaviness like you had over there.” (P10 – Danson, Female, UK, HCA).   

In addition to the Danson ward patient demographic being seen as less demanding in terms 

of their dependencies, the more predictable nature of elective patients and workload was also 

seen as beneficial. This allowed for a more pro-active approach to anticipating and pre-

empting care needs. 

“It’s a slightly slower pace, because like I said, there isn’t the trauma element in it. You 

know, coz you know exactly, you’ve got a heads up really of who and what is coming 

through the door…if you pre-empt what you can see as a problem, then you would 

work, within the staff, and at your own level or the registered nurse level, so that you 

can eliminate that problem, before you have to escalate it.” (P6 – Danson, Male, UK, 

Associate Practitioner). 

The pre-empting of care needs was appreciated from the participant perspective, and was 

also previously mentioned by Participant 2 (P2 - Danson, Female, Patient).  

An Italian nurse participant, with the benefit of having the experience of working outside of the 

NHS, also compared the staffing and equipment on Danson favourably to that which he had 

experienced in the Italian healthcare system: 

“But, because you have everything here, you have equipment, you have staff enough, 

I never seen all this equipment I never seen all this, no, no it’s beautiful here.” (P8 – 

Danson, Male, Non-UK, RN). 
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Observations  

The variation of staff workload appeared to vary greatly from shift to shift and at different points 

throughout the day.  This varied widely, from an observation period on a weekday which was 

so busy the ward sister could not take a break, a Friday afternoon where a large number of 

patients simultaneously needed to be discharged before the weekend, to a Sunday 

observation period where there were very few patients, requiring very little staff intervention.  

Some weekdays were quiet due to elective surgery being cancelled due to the doctor strikes.  

This pattern was not consistent or predictable. Patient demand fluctuated from shift to shift, 

depending on patient turnover and changeable patient demands. 

Fluctuations in patient demand were also noted within shifts.  Early afternoons appeared to 

be more demanding of staff time due to this being a busy period when patients were starting 

to return from theatre and required post-operative care simultaneously.  This was occurring in 

addition to the demands of discharging patients and any other care activities.  One Friday 

afternoon was observed to be particularly busy due to a large number of patients who were 

due for discharge simultaneously.  Pressures on staff were heightened due to factors outside 

of their immediate control.  These included frustrations with a recent change to community 

care, making the referral process to district nurses more difficult than before, in addition to 

frustrations with a new computer system which also required navigating during the discharge 

process. Frustrations during discharge procedures during one observation period was also 

compounded due to difficulties in sourcing doctors whose input was necessary before patients 

could be discharged.  Dissatisfaction with discharge procedures were also raised by two 

patient participants, informally to me before and after their interviews.  This was specifically 

regarding how they believed their departure was delayed due to errors or delays relating to 

occupational therapy input.  

Despite the changeable pace of the ward and occasional observed frustrations, patients and 

staff alike generally agree that current staffing on Danson was typically appropriate for either 

their own patient needs or their patients’ needs. This was in spite of the data showing that 
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Danson ward only had 82.9% in December, 75.4% in January and February 87.5% of the 

staffing it needed to fulfil its staffing template. Comparisons to other countries (Italy) and wards 

where patient dependencies were greater, and perhaps the consequences of understaffing 

were more obvious as a result, contributed in part to this. However, it is important to take into 

account that Danson ward was operating at less than full capacity during the data collection 

period.  This perhaps explains why even with the ward being technically understaffed, it was 

fortunate enough to also experience reduced patient occupancy rates at the same time.  

The potential fragility of the balance between staffing and patient demand was also noted by 

participants.  The influence of external factors on this balance was also noted.  For example, 

patients choosing to go to the private hospital instead of Danson ward was seen to decrease 

the patient occupancy and hence total patient dependency for staff available.  However, winter 

pressures in the hospital in general were seen as a potentially negative influence although this 

was not a policy which was in operation during the data collection period.  This was due to 

beds being occupied with non-surgical patients, with higher individual patient dependencies, 

with medical conditions staff were not familiar with treating.   

4.2.2.2 Addressing the Supply/Demand Mismatch  

 
There were three methods of addressing inadequate staffing which were evident on Danson 

ward: the use of overseas/EU nurses, the use of agency staff and the hospital wide staff 

redistribution system.   

 
Interviews  
 
Staff redistribution system  

 
Although staffing was generally seen as appropriate on Danson ward, this was not always a 

consistent phenomenon, on Danson or elsewhere.  As a means of addressing this, the hospital 

would reallocate staff from Danson to address other wards with staff shortages.  Therefore, 

even if Danson was considered to have the staff it needed, this could be impacted by the 

greater staffing needs in the hospital, in turn, decreasing the amount of staff available to 



 

119 
 

provide patient care on Danson ward. This system of staff redistribution was not seen 

favourably by some members of staff: 

“The only thing I could criticise is that they still take staff off us which happens 

everywhere, and I think because we’re elective they don’t think we’re busy but there’s 

still a lot of people that come back after having their operations and, especially night 

time.” (P10 – Danson, Female, UK, HCA) 

Participant 10 also went on to describe how this was also happening on the COTE ward she 

had worked on previously.  She also described her frustration at the insecurity this system 

caused, where the initial hope she had at the beginning of the shift, at the prospect of a fully 

staffed ward, was diminished by staff being taken elsewhere: 

“You were taken away, you had your template when you first walked in in the morning 

and you thought this is gonna go well, the staff is taken away and for patients that have 

got dementia and Alzheimer’s it was disgusting that you were left.” (P10 – Danson, 

Female, UK, HCA).   

Participant 10 believed this system was not isolated to Danson or her previous ward though, 

it was happening throughout the hospital: 

“It don’t matter where you work, everybody’s moving”. (P10 – Danson, Female, UK, 

HCA) 

Participant 3 shared a similar account to that given by Participant 10’s where members of staff 

were being taken from Danson to work elsewhere: 

“Other ward, they have quite equated number of staff wise so that time we don’t, if we 

have less , one less patient, they do take us downstairs, somewhere to just equalise 

us, yeah.” (P3 - Danson, Female, Non-UK, HCA) 

She went on to echo Participant 10 in how she also believed this practice to be more prevalent 
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at night, and the perceived unfairness of how staff were redistributed: 

 
“Especially nights…one of our staff, they moved last night, to a ward where they have 

four patient, and we have, and two trained nurses, so we have eight patients and two 

trained nurses as well as one healthcare assistant.  And still they took one healthcare 

assistant down there.” (P3 - Danson, Female, Non-UK, HCA).  

Therefore, even when staffing was generally considered to be adequate on Danson, the ward 

was still affected by staffing issues, albeit indirectly.  Although Danson did not appear to be 

directly affected by a shortage of staff, nor be influenced by the additional pressure of outlier 

patients on the ward, the greater issue of staff shortages in the hospital meant that Danson 

ward was still affected, with Danson staff taken to work elsewhere and the number of staff 

available to Danson patients reduced. The insecurity and fragility of the balance between 

staffing and patient need was also evident. The dynamic was liable to change at any point 

dependent on the staffing needs of other wards in the hospital and was perceived as having 

potential consequences for patient care:  

“When there’s two nurses and one HCA, and they take a trained member away, it’s 

hard work for 2. People still need to be helped out of bed, onto the commode, they’re 

asking for their painkillers and the nurses are having to ring someone to ask to come 

up and check and I do feel sorry for the girls in that sort of way but it’s happening 

across the hospital anyway so, isn’t it?” (P10 – Danson, Female, UK, HCA). 

Therefore, the detrimental effects of moving staff from Danson to other areas at short notice 

was notable.  Effect on patient care included not having sufficient staff to perform basis duties 

such as double checking of medications, which slowed down the process of administration 

due to nurses having to phone other nurses in the hospital to come over and check them.  

Having a reduced number of staff had obvious consequences of their being less staff available 

to fulfil patient needs on Danson as these staff were not replaced once taken.  Participant 10 

highlighted an example of this: a reduced number of staff available to assist with the moving 



 

121 
 

and handling required for toileting needs. This also impacted on an increased staff workload, 

with fewer staff available over the same amount of patients.  Frustrations with the insecurity 

of this system were voiced by Participant 10, as was the perceived futility of the situation:  

“It’s something that we can’t stop. They say other wards have got to be safe haven’t 

they so.” (P10 – Danson, Female, UK, HCA). 

The lack of say staff had in this process was voiced by Participant 3 also: 

“They don’t tell anything, just told that you know, one staff has to go somewhere.” (P3 

- Danson, Female, Non-UK, HCA). 

Overseas/EU recruitment 

In light of the greater staff shortages at Wickham hospital, the Trust was actively engaged in 

an ‘aggressive nursing recruitment programme’ (Trust document 2015) which included 

overseas and EU recruitment drives. A number of participants shared their thoughts on this 

system of recruiting abroad. An Italian participant spoke of the Trust’s lack of awareness of 

how the Italian system differs to the NHS: 

“They are going in Italy to recruit people.  But they don’t know that the system, the 

NHS, in Italy is different. They don’t know these differences.” (P8 – Danson, Male, 

Non-UK, RN). 

How well the hospital had planned for the acculturation of Italian nurses into the NHS as a 

result of this was also mentioned by Participant 8. Not knowing the systems of the hospital, 

and not having these explained adequately impacted negatively on his confidence:  

“I’m not feeling 100% confident.  That’s because…they explain to you all the policy all 

the procedures to follow, or the protocol everything, but they don’t explain to you the 

system….Sometimes you never understand the system, nobody explain to you.” (P8 

– Danson, Male, Non-UK, RN) 

He gave an example of a fundamental difference in the system, specifically relating to the 
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grades of doctor in the UK. These are not present in Italy, and he did not expect, nor did 

anyone explain or prepare him for this beforehand.  That fundamental differences, such as 

grades of doctor, were taken for granted was also insinuated in his response. With another 

staff member from overseas asking him about this very same issue indicated that this did not 

just affect him:  

 “I don’t know how the doctors here works.  I been asked, I mean I already understood 

this, realised it, but I been asked by another foreigner who’s the registrar in a ward? 

What does it mean registrar? What does it mean consultant? What’s the difference? 

Nobody explain us who’s the junior doctor, who’s the FY1, who’s the registrar, who’s 

the consultant.  Coz for you it’s quite normal.  But it’s not for us! We don’t have any 

consultants, we don’t have any registrar, you know these in Italy we don’t have any.  

And for us it’s quite difficult for us to understand what’s the difference between a 

registrar? To us everybody is a doctor.” (P8 – Danson, Male, Non-UK, RN).  

An adequate induction/orientation was seen as a solution for this, with this being 

acknowledged that adequate explanation of how the system worked was currently lacking: 

 “They have to explain the system.  How the doctors work.  Who you need to call during 

the night.  And this wasn’t in induction.  There was no induction for this.” (P8 – Danson, 

Male, Non-UK, RN). 

The lack of orientation for the nurses who had been recruited from overseas and the EU was 

also noted by other staff, here by a participant who was also a non-UK member of staff herself. 

She explained how overseas nurses were not familiar with fundamental care equipment such 

as bedpans, and attributed this to the lack of induction and preparation for using such: 

“Most of the work like taking bedpan to the patient, they don’t know how to use it. First 

of all, I don’t know why they haven’t shown anything. It’s not the person’s fault, I think 

it’s the ward, inductions and things, because they are learning from us rather than they 

knew before you know to get into the practice?” (P3 - Danson, Female, Non-UK, HCA).  
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This lack of preparedness in terms of fundamental care provision, may not just have been due 

to the inadequate induction process.  Overseas nurses may have had limited experience of 

providing this in their home countries due to the fundamental differences in the role of the 

nurse itself and the greater cultural context of Italian patient care, i.e. familial care models, 

compared to the norms on Danson ward or the UK in general: 

“Umm, like I suppose, washing patients basically it comes down to that.  They don’t 

have to do that, their families came in and washed their loved ones in the hospitals 

there.” (P10 – Danson, Female, UK, HCA).  

That there was a fundamental difference in the role of the nurse between the countries was 

also expressed by an Italian participant: 

“It’s so different, Italian, English, job of a nurse, very very different.” (P12 – Danson, 

Male, Non-UK, RN). 

Despite these differences not have been anticipated nor adequately prepared for, they 

nevertheless appeared to adapt quickly to these in practice:  

“But they’re getting there if you know what I mean now they’ve done it a few times.” 

(P10 – Danson, Female, UK, HCA). 

Therefore, the process of overseas recruitment in response to staffing issues at the Trust was 

seen by a number of participants as inadequate in the way that it prepared new EU starters 

for work in the NHS.  The vast and fundamental differences between the NHS, and in this case 

specifically, Italian healthcare and the role of the nurse, appeared to be overlooked, or at least 

underestimated, by the Trust.  Therefore, the preparation and acclimatisation of new staff, 

current staff and the induction process were seen as inadequate - by both current staff and 

new starters.  

However, the differing role of the nurse in Italy compared to the UK was not always a 

disadvantage.  From an Italian perspective, there was a skills deficiency amongst UK nurses 
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in comparison to those held by Italians.  The Italian nurses considered the UK nursing role to 

be generally less focussed, and hence less equipped in terms of clinical skills, particularly 

regarding invasive procedures.  The role instead was seen as being more preoccupied with 

administrative tasks.  The possession of these clinical skills appeared to be integral to the 

nursing role and hence identity for him: 

“Um, it’s very strange.  You can work ten years in England and you don’t have an 

assessment like catherisation, cannula, blood.  It’s strange.  Come on, you are not a 

nurse! You are something else, I don’t know what! But (laughs) you are not a nurse!... 

In England the nurses more secretary? …a lot of paper and not a lot of handling work.  

In Italy it’s the contrary. And I love more my way.” (P12 – Danson, Male, Non-UK, RN) 

Therefore, although the Italian nurses on Danson ward were adjusting to the greater proportion 

of fundamental care and paperwork in the UK nursing role, they both possessed, and had 

experience of, additional clinical skills such as cannulation, catherisation and venepuncture, 

due to these being included as standard the Italian nurse training programme.   These were 

not skills which all of the nurses on Danson ward were in possession of, and therefore was an 

advantage to the ward in terms of the availability of these additional skills.  

Observations 

Agency staff and buzzer politics  

Presence of agency staff was relatively rare on Danson ward, and the use of such was not 

raised in the interviews, although there were some observation periods where agency staff 

were present.  In addition, patient buzzers appeared to be answered in reasonable time.  

During one observation period a buzzer at one end of the ward was left unanswered for what 

felt like an unusually long period of time.  I noted that whilst this was occurring the nurse 

allocated to this end of the ward was completing discharge paperwork on the computer and 

the agency HCA was cleaning the bed of a recently discharged patient.  Neither of which left 

their work to check if the buzzer was from their allocated side of the ward, nor answer it.  What 

the usual arrangement for answering buzzers was amongst staff was not clear, whether there 
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was an unspoken or spoken arrangement for who should answer these and in what 

circumstances, and if there was an assumption made by staff nurses that these would be 

prioritised by HCAs.   Whether any form of buzzer answering system was communicated to 

this agency HCA was also unclear.  This instance was uncomfortable to watch, especially due 

to how this was dealt with by the agency HCA.  Not only did she not initiate leaving a low 

priority task such as bed making to investigate and then answer a patient call bell, but she left 

the bay to return a bed pump to the store cupboard, passing the bay from which the bell was 

being called, to return to finishing making the bed.  From an observer, with previous 

experience as both a HCA and a nurse, I interpreted this as her deliberately ignoring a patient 

call bell. The bell was eventually answered by a student nurse allocated to the other end of 

the ward.  As with many of my observations, directly questioning and investigating motivations 

for what I had seen was not an option.  What could be drawn from this however was what 

appeared to be an instance of the complicated phenomenon of buzzer politics between staff 

members on the wards.  

4.2.2.3 Consequences of the Mismatch and the Measures Used to Address It  

 
The following factors: barriers to communication, language and patient safety, and language 

and patient care were considered to be the indirect consequences of a measure used by the 

hospital to address the supply problem: the use of overseas nurse recruitment.   

Barriers to communication 

With the hospital recruiting in non-English language countries to address the supply-demand 

mismatch at the Trust, a consequence of this was that a number of staff had English as a 

foreign language (EFL).  In the Danson ward interviews, seven members of staff participated.  

Four used English as their first language, whereas three used English as a foreign language.  

Difficulties in communication as a result were mentioned by both these groups. 

 Miscommunication between patients and EFL staff was mentioned by a 92 year old patient 

participant as causing frustration, resorting in using hand gestures in some cases as a means 
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of alternative communication.  He believed this was being experienced by both parties: 

“They’re foreign, and you can’t understand what they’re saying and I’m sure they can’t 

understand what you’re saying sometimes…. They can’t help it, but it’s very hard 

sometimes when you get a nurse saying something to you and you don’t understand 

what they’re saying.  And then you say something to them and they don’t understand 

what you’re saying.” (P1- Danson, Male, Patient) 

He did however reiterate that this was not a problem which lay with the individual.  He instead 

believed this issue to be indicative of a failure of the system which permitted the situation to 

occur:  

“But it should be a stipulation in the job prescription, you know, a bit of English….It’s 

not their fault, it’s the SYSTEM’S fault!” (P1- Danson, Male, Patient).  

Language and patient safety  

Although he mentioned that this had occurred on another ward and not Danson, an Italian 

staff participant, Participant 8, offered an example of where he thought the combination of the 

different accents of EFL staff and the verbal handover procedure was a potential risk to patient 

safety: 

“No we got foreign in the hospital, I’m a foreigner.  I think I can catch 90% of the 

handover.  If it’s done by an English, probably I can catch 95%.  Sometimes it’s done 

by another foreigner, that’s worse…. Sometimes the accent of foreigners is very bad, 

and if it’s done by, I duno, an Indian, sometimes it’s very bad, I don’t understand 

anything. For us foreigners, it’s better to read.  Ok? We understand 100%.  It’s most 

safe for everybody, I think.” (P8 – Danson, Male, Non-UK, RN) 

This highlighted an example where communication between two people who used English as 

a second language had even greater difficulty communicating with each other than with the 

UK nurses.  It also raised the issue of how appropriate current systems, such as oral handover, 
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were for the needs of the new workforce and the potential safety issues which could arise if 

these systems were not adapted to meet their needs in this respect.  

Language and patient care 

Another Italian nurse participant (P12 – Danson, Male, Non-UK, RN) noted that language was 

also an issue for him, which held him back in communicating as effectively with patients as he 

would like. Although he believed he understood crucial matters well enough, he still felt that 

his ability to do his job well was impeded by not being able to understand and hence speak 

English as well as he aspired to: 

“I have to improve my language.  Coz, it’s difficult to do my job without speaking 

properly with the patients…… for me I’m a nurse it’s 70% because it’s not complete for 

me if I can’t speak, if I can’t understand properly my patients.  Of course I understand 

when he says ‘I’m in pain, I want a painkiller’ no problem you know? It’s not still my 

language.” (P12 – Danson, Male, Non-UK, RN) 

He also went on to describe how not having mastered the language affected how he viewed 

his own competency as a nurse: 

“For this reason I feel not very good nurse because I can’t do this properly” (P12 – 

Danson, Male, Non-UK, RN).  

 Not being confident in his language skills also appeared to present in him holding back when 

communicating with doctors. However there also appeared to be another impediment to 

effective communication between himself and the doctors: 

“With the SHO it’s very, normal, of course with the consultant I don’t want speak so 

much coz you know I not speak very, proper English so I don’t want to speak because 

I don’t know what I have to say, you know?  Yeah I don’t want to start conversation 

with important people! (laughs).” (P12 – Danson, Male, Non-UK, RN) 
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Although this could in part be due to familiarity, Consultants appeared to have less of a ward 

presence than the more junior doctors during the observation period, his description of 

consultants as ‘important people’ appeared to allude in part to the power hierarchy of senior 

doctors, and a heightened fear of miscommunication in their presence as a result.   (See theme 

3 later for a further discussion regarding power hierarchies and staff autonomy).  

Therefore, incoming staff felt under-prepared, in terms of language (P12 – Danson, Male, Non-

UK, RN) and the basic operational procedures of the NHS (P8 – Danson, Male, Non-UK, RN, 

P3 - Danson, Female, Non-UK, HCA) and the role of the nurse in the UK (P3 - Danson, 

Female, Non-UK, HCA).  Current systems such as oral handover (P8 – Danson, Male, Non-

UK, RN) were not seen as the most effective, nor safest method of communication (P8 – 

Danson, Male, Non-UK, RN).  This issue appeared to have not been addressed or adapted in 

practice either (P8 – Danson, Male, Non-UK, RN).  

Communication issues were noted between EFL staff and patients (P1- Danson, Male, 

Patient, and P12 – Danson, Male, Non-UK, RN).  This was seen as even more of an issue 

when two EFL staff, with different accents, communicated with each other (P8 – Danson, Male, 

Non-UK, RN).  There appeared to be no active measures by the Trust to recognise, monitor 

or amend practices to alleviate these issues at the time of data collection.  

Regardless of the communication issues mentioned, and the additional, and sometimes 

creative, efforts which were being made by staff, patients, and new EU staff to adapt and 

overcome these in practice, team cohesion did not appear to be negatively affected. 

Conversely, team cohesion on the ward was mentioned positively by all staff:  

 “Um, we’ve got a very good team of nurses, we all work really well together I feel, 

being here you know 17 years, I wouldn’t stay if I didn’t like it.  But yeah we’re very 

lucky I feel.  Very lucky ward.” (P9 – Danson, Female, UK, HCA) 
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A healthcare assistant also positively noted team cohesion between the nurses and HCAs, a 

phenomenon on Danson which was not consistent throughout the hospital:  

“Most of the staff are coming and co-operating with us, the HCAs and things…Some 

other wards I’ve been, nurses does not do any observations, where over here it won’t 

be much problem and things.” (P3 - Danson, Female, Non-UK, HCA). 

Although it was also noted during the observation period that HCA’s and students still did tend 

to respond more frequently to patient call bells that other staff.   

Patient participants also positively noted team cohesion on Danson ward, with the staff also 

considered to be positive influences on each other.  This team cohesion was considered 

particularly remarkable given the differences which may have arisen due to their being so 

many different nationalities, and hence many different ways of doing things:  

 “Close knit team.  And that’s how it should be. You should all work together….What 

amazes me is that you have so many mixed nationalities working here, it’s like a team 

isn’t it? You wouldn’t get that anywhere else other than in hospital.” (P7 – Danson, 

Male, Patient). 

Therefore, despite the additional communicative difficulties and staffing demands which were 

placed on the staff, patients and staff appeared in general to praise the team relations on 

Danson ward.  Although participants appeared to be giving an overall positive appraisal of the 

team in general, there were a couple of instances to the contrary. Participant 6 noted, although 

that “99% it’s fantastic”, there were some individuals on the team whose own way of working 

was perhaps more individualistic rather than collaborative.  Participant 8 also described one 

individual member of staff who was not seen as contributing as much as others, and the 

negative impact they would have on others workloads and ultimately patient care: 

 “If one person is lazy, the other person has to do, replace the job not done, so you 

have to do double job, and sometimes you don’t have the time, you don’t have the 
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chance to do that, so the patient doesn’t receive the attention he need to receive.” (P8 

– Danson, Male, Non-UK, RN).  

However, Participant 9 believed she felt she could openly question other team members she 

didn’t think were participating as much as others: 

“I’m able to say that to somebody like you know ‘what’s going on?’ or ‘you’re being a 

bit lazy today!’ (laughs) you know things like that!” (P9 – Danson, Female, UK, HCA) 

Therefore, although team cohesion on the ward appeared generally very good, there were 

also some instances where individuals did not work as collaboratively as others.    

Observations  

Team cohesion 

Throughout the observation period, team members appeared to work extremely well together.  

A good rapport and the use of humour was noted, not only between ward staff, but between 

them and visiting team members such as physiotherapists and doctors. Throughout the 

observation period I also felt this extended to me, with staff attempting to integrate and engage 

with me whenever time allowed.  Relationships which extended past the professional and into 

the personal were also apparent between some staff members, with friendships evident.   

However, during the observation period it was also noted that one individual RN did not appear 

to participate in active ward work as much as the rest of the team members.  This one 

individual’s behaviour appeared to stand out when compared to the other members of the 

team, with her behaviour consistent throughout the observation period.   This was not 

something I observed anyone challenge in practice, not even Participant 9, who had stated 

how she was comfortable with challenging similar behaviour with the use of humour.  

During the observation period, an informal conversation was had with a HCA, who was not 

interviewed where she expressed an ongoing difference of opinions with one of the new 

nurses.  Again, this, and the experience of Participant 8 were the only two specific mentions 
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of a disagreement between a two members of staff on the ward, although it remains 

indeterminable to know exactly who they were referring to.   

4.2.2.4 Theme 2 Summary 

 
That staffing was generally perceived as being adequate on Danson in a context where the 

full staffing template was consistently under the 100% target, was potentially due to this being 

offset by the under-occupancy of beds which was also occurring at the time.  The generally 

adequate staffing however was subject to change, not only through the fluctuations in patient 

demand, but also through active measures being taken by the Trust.  These measures 

involved either the staff being removed and redistributed to other areas of the hospital due to 

wider staff shortages, or by more demanding/higher acuity patients occupying Danson bed 

spaces, due to wider bed shortages.  Danson was also experiencing the consequences of 

wider hospital/national level staff shortages, the utilisation of overseas nurses.   Whilst the 

presence of overseas nurses was useful in terms of their skills, and the insight their outsider 

perspective brought to current systems and processes, there were also challenges with their 

use, such as language and communication difficulties and the effect these were seen to have 

on patient care.  Nevertheless, team cohesion appeared to be good, in spite of the occasional 

disagreements which occurred between individuals.   

4.2.3 THEME 3 EMPOWERMENT AND AUTONOMY  

4.2.3.1 Patient Autonomy  

 
Interviews  

The degree to which patients expressed their own wishes was considered in part due to the 

individual themselves.  Nevertheless, participants appeared to express satisfaction with how 

involved they were in decisions regarding their care, with the extent to which they were 

involved surpassing their expectations: 

“Very much so actually. I was really quite surprised how much so.” (P4 – Danson, 

Female, Patient) 
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Another example of patient autonomy was provided by Participant 2, a retired nurse herself, 

who actively asserted her choice to not participant in treatment un-prompted, which was 

respected by the healthcare professionals without question: 

 “One day I was in pain and the physiotherapists came round and they said ‘come on 

we’re going to get you walking now’ and I said ‘not today, I’m in too much pain today. 

I’ll be seeing you tomorrow.’ ‘Alright’ they said, and off they toddled.” (P2 - Danson, 

Female, Patient).  

Staff participants also explained the extent of patient autonomy on Danson. Whilst the vast 

majority of patients appeared happy to make their own decisions, some would ask for advice 

when making decisions. Ultimately though, the final decision was considered to lie with them, 

which they would be reminded of:  

“90% of the patients are making their own decisions. Most of them, and even 

encourage patients, they ask ‘what should I do?’ they ask us what should I do, and we 

tell the patient, you tell us what WE do for you, now, coz you know they have their 

capacity to decide what they want, and what they need.” (P3 - Danson, Female, Non-

UK, HCA) 

Staff also recognised the benefits of doing so. Allowing patients to realise the autonomy and 

control they had over their own care was considered to be psychologically beneficial:  

“So it kind of puts them back in a good frame of mind, where they are in control, as 

much as they can be.” (P6 – Danson, Male, UK, Associate Practitioner). 

Negotiating the right balance of patient choice and autonomy was seen as a skill by one staff 

participant.  Knowing when to assist patients and knowing when to let them help themselves 

was something which needed to be managed.  However, nurse assistance was also potentially 

subject to being taken advantage of, with a balance more difficult to negotiate when the 

behaviour of patients was said to be negatively influenced by other patients.  Witnessing other 
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patients behave in a more ‘needy’ manner, was said to negatively influence the personal 

independence and autonomy of the patients who saw this being used to effect: 

 “Or you can sometimes get a particular bay of patients that will….need you.  And they 

all sort of feed off each other if you like, and then, ‘can you just pass me that’ and 

you’re like well I’ve just got, you know, your arms are ok, you’ve just had your leg 

operated on, but. Just them sort of, and then you get a bay where they’re all jeering 

each other up and ‘come on, come on,  you…’ and um, the other side of it so, 

sometimes you can get that from the patients where they’re all very needy and want 

you to do absolutely everything for them.” (P9 – Danson, Female, UK, HCA).  

The importance of maintaining and negotiating a balance between patient autonomy and 

professional autonomy was considered important.  Patient autonomy was seen to have its 

limits, particularly in terms of medical treatment: 

“In Italy the doctor choose about the medication, here it’s the patient choosing. 

Because if it’s only the doctor, the doctor doesn’t listen the patient, but the patient can’t 

choose for himself because he’s not a doctor no?  He doesn’t know what happened, 

so should be a mix.” (P12 – Danson, Male, Non-UK, RN). 

From a patient perspective, maintaining a balance in the degree to which patients decided 

their own treatment was also important: 

“There’s a limit to a choice.  You can have too much choice.” (P1- Danson, Male, 

Patient). 

Throughout the interviews a deficit in terms of patient autonomy was conversely only raised 

by one nurse: 

“What I would say is that they try and do the best, this hospital, but Ah….(pause) 

sometimes they don’t listen at all to patient…. I’m surprised for UK coz I thought that it 
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was just a problem in Italy, but I thought that UK was probably improved, regarding 

this point of view, but it’s not.” (P8 – Danson, Male, Non-UK, RN).   

Who ‘they’ might be in this context however could not be determined.   

Observations  

Just prior to discharge, patients were given the opportunity to feedback their views.  Although 

this was usually done through administering a friends and family test to patients for them to 

record their feedback, one of the orthopaedic doctors had devised his own patient feedback 

form as part of his revalidation. This form was being given to patients in addition to and 

alongside the similar, albeit less detailed, friends and family test.  At the time of data collection 

the ward had an 18% response rate of its family and friends test – lower than the compliance 

percentage expected, potentially owing to the alternative feedback form being prioritised.   

Other than this, from an observer perspective, patient autonomy did not appear as a significant 

theme, perhaps more so as direct patient care was not being observed.  

4.2.3.2 Staff Autonomy  

 
A number of factors concerning staff autonomy were evident on Danson ward.  These related 

to perceptions regarding current levels of personal and clinical autonomy, the additional 

disempowering acts of others/the organisation, and the practice of self-restriction due to fear 

of the consequences.  These were juxtaposed with perceptions of supportive ward-level 

management to whom concerns could be freely expressed. 

 
Interviews  

The degree to which staff felt able to speak and act autonomously in the clinical environment 

was relayed by staff participants on Danson ward.  Emotional labour, involving the suppression 

of the nurse’s emotions and feelings whilst simultaneously displaying socially desirable traits, 

can be seen as a form of self-censorship and hence a hindrance to nurse autonomy on the 

most basic level, the ability to express themselves effectively through speech.  The lack of 

autonomy in this respect was difficult for one nurse participant: 
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 “If I’m upset or fed up in normal life, I’m not good to hide my feeling no? ….The problem 

with this work is you have to say, you have to show yourself always, no, nice, smiling, 

even if you don’t want.” (P12 – Danson, Male, Non-UK, RN)  

Not only was the implied duty of engaging in self-censorship and emotional labour a potential 

barrier to nurse autonomy, but so too was the fear of the consequences if nurses were to 

speak out of turn.  Again, alluding to the fragile balance between staff and patient autonomy, 

there were potential repercussions if patient autonomy was not granted even if this went 

against their own professional judgement:  

“For example, you see diabetic patient eating chocolate, you say ‘no please, you’re 

diabetic’.  But here it’s difficult to try to convince a patient, because if a patient want to 

eat, he eat. He can complain about you just for chocolate.  This is the problem here, 

about patient.  You can say nothing, even if it’s for himself for their health no? You can 

say nothing because the patient can, of course somebody can understand you and 

say it’s also it’s my chocolate. And he can complains.  And the escalation, they are 

very quickly to start the escalation, call me the sister, call me the matron.” (P12 – 

Danson, Male, Non-UK, RN). 

Abusive patients were also noted as inhibitive of staff autonomy.  An instance of verbal abuse 

from a patient appeared to go unchallenged with the suggested recourse being to report it 

through the online incident reporting system: 

 “I was told to Datix it, to report it.” (P6 – Danson, Male, UK, Associate Practitioner). 

Whether or not this is an adequate solution to the experience however is debatable.  As 

although he was taken aback by the incident, the reaction may have been more severe for 

others, especially if this was not the first time they had experienced racial abuse from a patient.    

Indeed, a more severe response to abuse, and perhaps to the lack of appropriate 

management and handling of it, was another member of staff apparently issuing a notice to 

end her employment with the Trust as a result: 
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 “One of our members of staff who’s due to retire, err, she just, she spent a couple of 

nights with her, and then she handed in her notice. She says ‘I don’t have to put up 

with that from patients’.” (P6 – Danson, Male, UK, Associate Practitioner).  

Outside of the handling of difficult patient incidents, staff autonomy was said to be respected 

and by the ward manager, who would support and appreciate staff in their suggestions for 

innovative practice: 

“Yeah, you’re appreciated. The leadership is there, and if you come up with any 

innovations or you come up with a problem, or you think you can foresee a problem, 

you know, instead of just keeping it to yourself, you know that your manager is gonna 

back you up.” (P6 – Danson, Male, UK, Associate Practitioner) 

Praise was forthcoming from a number of staff participants regarding the ward sister, in 

respect to her personality and her management of the ward.   In addition to respecting and 

listening to staff, she was also praised for her flexibility and her meticulous approach to 

auditing, monitoring and improving practice.  The good relationship staff had with her allowed 

staff to feel safe in raising concerns: 

 “I feel, personally, like if I dropped a clanger, I wouldn’t feel I need to cover this up or 

whatever.” (P6 – Danson, Male, UK, Associate Practitioner).   

Although the ward sister was mentioned frequently for her attention to detail and in monitoring, 

challenging and educating staff e.g. through the use of documentation audits, this was seen 

positively and appreciated by staff, as opposed to an inherent hindrance to their autonomy.  

This perhaps indicates that it was not so much the restrictions of autonomy alone which were 

seen negatively by staff, but in fact the ways in which staff autonomy was managed, by whom, 

and to what end.   

For example, when staff felt like management oversight was not done with the best of 

intentions or for the right reasons this was unappreciated.  Participant 6 described his previous 
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experience with a ward sister on another ward at Wickham hospital whom he felt inhibited staff 

autonomy through infantilising and micromanaging the staff, a concern which was not present 

on Danson: 

“That individual person was doing five or six 12 hour shifts there all the time, and not 

allowing the staff, who obviously went to university, they’ve got degrees, they’re not 

children, but didn’t allow them the autonomy you know? And questioned them ‘why 

you doing this and why you doing that?’ and then once they explained it she normally 

had a better explanation, and err, it just wasn’t a good working environment….” (P6 – 

Danson, Male, UK, Associate Practitioner) 

Despite the staff’s praise of the ward sister, there still remained issues on Danson which were 

seen as needing improvement. This perhaps highlights the limited scope of the ward sister in 

being able to effect major change, due to the perpetuation of issues raised by staff and patients 

which appeared much more systemic and far reaching in nature than those which fell within 

the powers of ward management.     

As mentioned previously by Participant 12, holding back in speaking up was a phenomenon 

which was pronounced in the company of ‘important people’.  Not only was autonomy of the 

nurse self-inhibited in terms of actively volunteering conversation in this case, but so too were 

other communications involving the most senior doctors on Danson ward, namely challenging 

inappropriate behaviour.  A consultant was noted as displaying disrespectful behaviour 

towards a member of the nursing staff as recently as the previous week:  

“I have heard a consultant swear, because a patient…, this was only last week, a 

patient got admitted this side and the poor girl forgot to check the consent form and 

the TED stockings um, and he actually eff’ed.  You know?” (P10 – Danson, Female, 

UK, HCA).  

This behaviour, on this, and previous occasions was sometimes left unchallenged.  She 

believed this was due to the perceived status of the consultant on the ward: 
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“I’ve never seen anybody challenge them.  Umm…I think they tend to, because they 

are a consultant, you just tend to do as you’re told, you know, just bow down gracefully 

and do what they ask! Um, I have known one girl I worked with she did ring and get 

him to come round and say look this isn’t my fault you know, she did challenge him but 

you know, in a nice way.  But I feel they never say sorry.  They are…you know…It’s 

not God, I suppose they are.  They like things done their way and you know that’s it 

really.” (P10 – Danson, Female, UK, HCA). 

Therefore, both Participant 12 (P12, Danson, Male, Non-UK, RN) and Participant 10 (P10, 

Danson, Female, UK, HCA) believed they and others censored themselves more than usual 

when communicating with consultants, due to their perceived superior status.  Ironically, this 

self-censorship by nurses was happening in response to circumstances where consultants did 

not appear to exercise a degree of self-censorship themselves when communicating with their 

colleagues. 

Extra care was taken when nurses communicated in written format.   This appeared to be 

done as a form of professional self-defence, pre-empting the worst: that their practice would 

be challenged and as a consequence they would have to defend themselves.  A method of 

protecting themselves and their practice from future critique and potential damage which their 

word alone was not adequate enough defence against, was through documentation. This 

practice was reinforced in the minds of nurses through the repetition of nursing mantras which 

captured both the practice and the reason for doing so:    

“From my background, I know, that ‘if it’s not written, it doesn’t happen’ and ‘if it’s not 

documented it doesn’t happen’ and there’s just no way round it.” (P6 – Danson, Male, 

UK, Associate Practitioner). 

Participant 9 also reiterated the compulsory obligation to appropriately document care-giving: 

“This is the only thing, you have to write everything down now don’t you? You have to 

document everything.” (P9 – Danson, Female, UK, HCA) 
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Awareness of potential repercussions, either by management, patient complaints, or in the 

form of litigation, encouraged adherence to these practices: 

“If it’s not documented, then if it comes up that there’s a complaint and someone says 

‘oh you didn’t offer me it’ even though we know we probably did and they refused, it 

still has to be written down.” (P9 – Danson, Female, UK, HCA). 

Censorship was not only used by nurses on themselves due to their perception of what is 

required in the nursing role and the perceived consequences of non-adherence, it was actively 

imposed on them in some circumstances by the senior hospital management, in the form of a 

‘confidentiality document’ (P5 – Danson, Female, UK, RN).  Participant 5, an experienced RN, 

went on to explain how she and others were made to sign a document agreeing non-disclosure 

after a clinical incident, and how this affected her processing of the event: 

“But you see when some like that happens everybody has to sign a confidentiality thing 

so you can’t talk to anybody about what it was that you might want to talk about.  You’re 

not allowed to you see.  So the support has kind of gone a bit when you’re not allowed 

to talk to people about something but that’s, I think, the hardest thing that I’ve found, 

because I wanted to mull things over with members of staff but I couldn’t.” (P5 – 

Danson, Female, UK, RN).  

Another participant gave an example where staff autonomy was actively diminished by the 

introduction of new technology. Replacing the human-directed organisation and allocation of 

porters to their jobs with an electronic system was reportedly problematic.  Not only was it 

apparently not sophisticated enough to be an effective replacement of human judgement, it 

inhibited flexibility in the organisation of patient care, and had detrimental consequences for 

staff wellbeing. Although the deliberate removal of staff autonomy was not indicated as an 

intentional primary motivator for its introduction, reduced staff autonomy was nevertheless 

seen as a by-product of the adoption of the new technology:   
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“The new system that’s just been brought it the electronic portering, is a nightmare. It’s 

an absolute nightmare. And, it’s taken the human factor away from the portering side, 

the porters don’t see each other, they’re under a lot of stress. Err, you could have a 

person in A1 who’s due for theatre, and a person in A2 who’s due for x-ray, whereas 

before they had the flexibility to say right ‘I’m going past theatre, I’ll come back, I’ll take 

the lady to x-ray, but now they’re controlled by a computer…. we could have Mrs smith 

in A1, there’s a porter standing at A2, but he can’t take Mrs smith coz it’s not his 

task….Because of the electronic system. Whereas before we could, if someone was 

due for theatre, theatres could phone us up, there wasn’t a porter available, we could 

do it ourself.  You can’t do that anymore.” (P6 – Danson, Male, UK, Associate 

Practitioner). 

The frustration of the perceived inefficiency of the technology compared to human decision 

making was evident, in addition to staff’s restricted ability to correct for this.  Inter-departmental 

conflict was also seen as a result: 

“It’s causing rifts… you’ve got Datix coming in from theatres saying they had to wait 20 

minutes to get a patient… so it’s caused a lot of internal friction in this department, with 

another department. Whereas it was running totally smooth before.” (P6 – Danson, 

Male, UK, Associate Practitioner). 

Current systems, outside of those relating to compliance with expectations regarding 

documentation or new technology, were seen by some staff as a limitation to professional 

autonomy of the nurse.  This was seen more so with participants who had the experience of 

working in healthcare systems outside of the UK in which they perceived themselves to have 

more professional autonomy in comparison.  Nursing practice and autonomy was considered 

to be restricted by policies and procedures which did not allow for flexibility and professional 

judgement in exceptional circumstances:  
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“I could do more.  I could.  I feel I could do more for my knowledge.  Absolutely.  But I 

can’t do that, coz the policy doesn’t allow me to do that…. Follow all the procedure.  

Follow all the protocol.  Yeah, the policy.  Sometimes, I mean 95% they are correct, 

but there is always a little percentage that you need to do an exception.  Because you 

have your mind, you have your judgement and to provide the best quality to the patient 

sometimes you need to do something different.  Each case is different from another 

one, and policy they don’t allow you to do any ‘agility’? So you have no chance.” (P8 – 

Danson, Male, Non-UK, RN). 

The lack of skills passporting procedures and hence credit for prior experience also felt 

restrictive to this participant’s professional autonomy: 

“So I already work in another Trust, it was absolutely the same.  UK.  So the same, 

policy, how to give antibiotic, everything, I’ve been doing this for 15 months at the other 

Trust, done everything, passed everything.  Once I in here, I show all my competencies 

here, and because this Trust doesn’t trust another Trust (!) I have to repeat all the 

policy.  So I’ve been treated like I started.  A new qualified.  I’M NOT!  I have my 

experience here, in Italy and I’m not.” (P8 – Danson, Male, Non-UK, RN). 

Not only did this lead to frustration, the underutilisation and a lack of recognition of already 

acquired skills, it was also viewed as negatively impacting patient care by delaying treatment: 

“Right in front of the patient, needs an antibiotic or something, I know what to do but I 

can’t because I have to wait for another nurse who can assess me, and sometimes 

nurses are not allowed to assess me because they don’t have a special course. I don’t 

know.” (P8 – Danson, Male, Non-UK, RN).  

Even when previous skills had been accounted for, there was still a perceived lack of 

autonomy within the nurses’ scope of practice, especially in terms of double checking 

procedures.  Whilst these may be justified as taken-for-granted safety measures, from a non-

UK nurse perspective requiring two nurses to check certain medications was considered an 
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unnecessary, time consuming practice.  Instead, the checking of crucially important medicines 

was considered adequate responsibility for one nurse: 

“Because, it’s impossible, you waste a lot of time for double check.  In Italy we don’t 

use double check.  Absolutely no. Because you waste your time double check, come 

on! You’re a nurse! You should be sure this is the right person….just one no? Doesn’t 

need another one.” (P12 – Danson, Male, Non-UK, RN).  

Even outside of clinical activities, nurse autonomy was seen as restricted.  The lack of ability 

for staff to autonomously choose their own breaks was also seen as inhibitive to Participant 

12: 

“In Italy, you don’t have any break.  When you see it’s quiet on your ward you go out, 

quickly quickly, one cigarette, then you come back.  Here you have to wait, until 

somebody say ok ‘you go to break’.” (P12 – Danson, Male, Non-UK, RN).  

Whilst these different attitudes to nurse autonomy may have been learnt within the Italian 

nursing system, national cultural attitudes towards autonomy and regulations were also seen 

as contributory:   

“In Italy, it’s a little different because you don’t expect, the nurse never respect the 

rules because we are Italians and we never respect the rules!  If there’s a rule, you’ll 

be sure that we don’t respect it.” (P8 – Danson, Male, Non-UK, RN). 

Observations   

Uniform policy 

Amongst the publically displayed posters on the corridor, and alongside those which displayed 

quantitative data relating to ward performance such as falls and infections per month, was a 

poster which was titled ‘Nursing and Midwifery Strategy 2015-2016’.  This detailed how nurses 

would demonstrate a commitment to patient care, in part being through the meeting of uniform 

policy and dress code.  The dress code included some guidelines which appeared purely 
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aesthetic in nature, listing what were acceptable colours of sock for example, which appeared 

to bear no relation to a nurse’s ability to practice effectively or safely if they were met or not.  

However, the rationale for these guidelines was also provided on the poster by the Director of 

Nursing: to improve the professional image of the nursing profession. This visible poster was 

considered be an important artefact for a number of reasons: 

1. That guidelines for how nurses should dress were drawn up for aesthetic and image reasons 

2. That these guidelines were displayed in a public area  

3. That these were not accompanied by similar guidelines for other clinical healthcare 

professionals.   

This poster remained in situ for a number of observation periods although had been removed 

by the end of the data collection period.  Nobody throughout the observation period or in any 

interviews volunteered any insight regarding that poster or the dress code detailed within it, 

nor why it was no longer there. As I did not directly question participants on specific incidents 

and events I had noted during the observation periods, similar or contrasting viewpoints to my 

own were not available regarding this artefact.  

Openness and honesty between professionals 
 
An exchange was seen where a HCA asked a student nurse if he was enjoying his time on 

Danson ward.  He replied positively but explained how studying nursing was more of a method 

of gaining entry into different clinical profession rather than as a means into the nursing 

profession itself.   This admission was conducted in front of patients in a patient bay.  This 

incident was significant to me in my observations, not because of his declared motivations for 

undertaking a nursing degree which is an interesting but separate point, but instead because 

that he chose to disclose this, doing so in the manner with which he did.  Disclosing what 

appears to be an honest, yet controversial and potentially unpopular viewpoint with one of the 

regular members of the Danson team appeared to suggest he was comfortable enough to 

answer the question so honestly.  He also appeared to be comfortable in disclosing this 
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amongst patients.  I refrain casting judgment about how appropriate it was to disclose this in 

front of patients, as his motivation for doing this in their company could not be further explored. 

Despite his apparent keenness in wanting to participant in an interview, arranging this was not 

possible before his placement on the ward ended. Further insight from this student nurse’s 

perspective was therefore not available. 

Therefore, this appeared to be an incident where a member of staff was indeed free to speak 

up, and be open and honest, albeit with content which would not perhaps be so strongly 

encouraged by those who seek to advance this trait amongst nurses.  Nevertheless, it 

appeared as a striking example of an honest and comfortable disclosure on a controversial 

topic, regardless.  

Nurse – Doctor Dynamic 

During the observation period, no instances of conflict between doctors and nurses were 

observed. However, the dynamics between one female nurse and one male doctor was 

notable during the observation period.  The doctor had noted that a particular patient’s 

consultant had changed, wiping the previous consultant’s name off the white board, whilst 

instructing a nurse to replace it with another consultant’s name. This incident stood out for me 

as I could not see a rationale for him asking the nurse to do it after he had wiped the name off 

himself.  The whiteboard did have consultants written with different colour pens, which was a 

system easy enough to understand, and the appropriate coloured pens appeared to be 

available.  Also, if the doctor was unaware of the system he did not make this known, nor ask 

what colour he should replace the name he had wiped off with, nor instead ask her to wipe it 

off and then replace it when she was free and able.  He instead instructed the nurse to replace 

the now empty space on the board which he had created.   

The nurse verbally acknowledged his request and did not ask him to pick up the appropriately 

coloured pen and write it in himself.  The apparent deference of the nurse to his request stood 

out for me, as I struggled to comprehend why this was a nursing task, especially as he was 

by the board, was not busy himself, and she was engaged in a task already, at the other side 
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of the nurses station. However, the reason/s for what I interpreted as unquestioning and 

unreasonable deference by the nurse could not be speculated upon just from witnessing this 

one incident.  The potential explanations for the occurrence I realise could be numerous.  

However, the reason for my own discomfort from witnessing what could otherwise be seen as 

a benign occurrence I acknowledge was likely influenced by own personal worldview.   

4.2.3.3 Theme 3 Summary  

 
It appeared that the concept of patient autonomy was viewed as a balance which needed to 

be navigated in practice, through collaboration between patients and healthcare professionals, 

with neither group overly dominating the other.  In what direction this balance was tipped in 

favour of was not a universally shared opinion amongst participants.  Some believed autonomy 

was weighted too heavily in favour of the patient, or having the potential to go that way, 

whereas some believed patient autonomy needed encouraging further especially amongst 

elderly patients.  The degree to which patient autonomy was expressed could however be 

context dependent, with some situations lending less favourably to patient decisions than 

others, such as choice of medications. Negotiating the situation and the patient’s own ability 

and/or personal inclination towards assertiveness were also factors which required 

consideration.  

In terms of staff autonomy on Danson ward, this was perceived as more inhibited than that 

which was experienced by patients.   Staff on Danson ward appeared to appreciate the ward 

sister and her style of management with one participant believing that the good relationship 

he had with her enabled him to feel safe in raising concerns. The sharing of a potentially 

controversial perspective by a student nurse to a member of staff was also observed, 

indicating another instance of openness and honestly within the nursing profession itself.   

Nevertheless, there were also circumstances which were viewed by staff as inhibitory to their 

personal or professional autonomy.  Staff autonomy was seen to be hindered by expectations 

associated with the nursing role, such as emotional labour, the perceived status difference 
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between nurses and consultants, and a fear of the consequences 

(legal/complaints/disciplinary) if current rules and norms were not followed.  Adherence to 

these rules was sometimes reinforced by nursing mantras. Staff autonomy was seen as more 

restrictive by those who had experience outside of the NHS (in Italy) where the nurse’s role 

was considered to be inherently more dependent on staff’s professional judgement as 

opposed to rigid adherence to policy and procedure.  At a systems level, staff autonomy was 

not only restricted through the use of a nurse uniform policy, and the publically placed poster 

artefact which further reinforced its message, there were also instances of it being actively 

removed from staff. This was done either intentionally through the imposition of a confidentially 

agreement or as an indirect consequence of the introduction of new technology.  
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4.3 EDISON WARD 

Edison ward is a 33 bed general medical and respiratory ward which was undergoing 

refurbishment and a reduction of nine bed spaces at the time of the pilot on Danson.  Patients 

were either cared for in single sex bays or side rooms. The most critically unwell patients were 

cared for in C bay which was located next to the nurses’ station.  Due the need for critically 

unwell patients to be cared for in this location only, this bay did not adhere to strict sex 

segregation on account of clinical need taking precedence.  
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Table 5 Participant Demographics - Edison Ward 

 

PARTICIPANT # 
STAFF/  

PATIENT 
OCCUPATION 

UK/                   

NON-UK 

STAFF 

SEX 
INSIDER/ 

OUTSIDER 

A Staff HCA Non UK  Female Insider 

B Staff Ward Clerk UK  Female Insider 

C Patient N/A N/A Female Outsider 

D Patient N/A N/A Male Outsider 

E Staff 

Registered 

Nurse UK  Female Outsider 

F Patient N/A N/A Female Outsider 

G Staff 

Registered 

Nurse UK  Female Insider 

H Patient N/A N/A 

Female + 

Husband Outsider 

I Staff HCA UK Female Outsider 
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Table 6 Edison Ward Quantitative Data 

 

   DEC '15 JAN '16 FEB '16 

PATIENT DATA 

Friends and Family test - (% 
who would recommend) 

  98% 94% 86% 

Official patient complaints   0 1 1 

 
 

 
   

STAFF DATA 

Vacancy % 
Target = 
4% 

-1.00% -0.40% 4.20% 

Turnover % (Month)   1.80% 4.00% 4.70% 

Turnover % (12 Months) 
Target = 
10% 

11.40% 15.40% 21.50% 

Temporary Spend % of Total 
Pay Spend 

  12.90% 16.90% 15.00% 

Sickness % (Month) 
Target = 
3.5% 

5.90% 6.00% 4.50% 

Appraisal % 
Target = 
98% 

71.80% 67.50% 86.50% 

Training - Overall %   78.30% 80.00% 86.90% 

Training - Fitness to Practice 
% 

Target = 
95% 

80.30% 82.70% 87.90% 

Training - Core Training %   77.50% 78.90% 86.60% 

Nurses for Bed Ratio (FTE)*   23.6 22 20.4 

Qualified Nursing Staff to 
Unqualified Nursing Staff 
Ratio 

   1:1.34  1:1.18  1:1.31 

Temporary Spend - % of total 
pay spend 

  12.90% 16.90% 15% 

Nurse hours per patient ratio    3.83:1 3.57:1 3.31:1 

Qualified Day Fill Rate   76.70% 67.40% 74.30% 

Qualified Night Fill Rate   72.40% 61.20% 60.80% 

Unqualified Day Fill Rate    120.40% 97% 91.70% 

Unqualified Night Fill Rate    97.90% 81.80% 99.20% 

Overall Fill Rate   87.90% 74.30% 77% 

 
 

   
 

  “2 AT THE TOP”  Datix/Incident forms   

 'Mixture' 
main 

themes =  
falls (there 

were 6) 
pressures 
sores & 

medication 

 'Mixture' 
main theme 

= 
medication 

  'Falls are a 
prominent 
theme' (9 
mentioned 

for this 
month) 



 

150 
 

 

4.3.1 THEME 1 EXPECTATIONS AND EXPERIENCES 

4.3.1.1 Overall Summary of Experience 
 
Interviews 

With the exception of one patient participant (Participant H), all participants expressed positive 

summaries of the staff and team on Edison ward. Patient participants attributed this to the 

nursing staff and their friendliness:  

 “They’ve been really good.  Really friendly.” (Participant C – Edison, Female, Patient)  

Staff participants were also complimentary of each other.  Edison was considered to have a 

good team, compromised of good, helpful and supportive individuals, which contributed to the 

staff enjoyment of working on the ward:  

 “It’s very busy. But… it’s a very good team… the staff are all lovely and we do what 

we can for our patients, and I can say that for everyone, everyone’s brilliant.” 

(Participant G – Edison, Female, UK, RN).  

Observations 

My overall impression of the ward was one of intense busyness.  My sense of being an outsider 

was more pronounced on Edison ward, I believe in part owing to this degree of busyness, and 

the associated patient demand which accompanied it.  This left little time to chat informally 

with the staff, to gain trust and to offer the opportunity for participation in an interview.   As a 

result, I felt my motivations for doing the observations were viewed with more suspicion than 

on Edison ward as the opportunity to discuss my research with staff was not always available.  

I did notice that on occasion, staff would remove themselves from my presence to talk to each 

other, although not always.  What could be seen as unpopular or controversial topics were 

discussed freely around the nurses’ station in my presence without it appears any censorship.  

Nevertheless, I did feel more self-conscious about my position as an outsider observer on 
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Edison ward, as I tried hard to not intrude on what appeared to be already very demanding 

working conditions for the staff.    

On the walls of the ward a number of posters were displayed detailing ward performance 

metrics.  These were displayed as number of incidents on Edison ward per area, such as 

pressure ulcers, falls, c-diff and MRSA infections, complaints, and medication omitted.  

Although this latter one related to patient safety, as did the others, I was surprised to see it 

displayed publically.  This was due to it not appearing to be accompanied by a sufficiently 

detailed explanation of what this was; potentially leaving the figures open to misinterpretation 

by those without a clinical background.  October’s Friends and Family test were displayed on 

the wall also, with a 100% positive result.  It did also display three patient feedback excerpts 

from the free text sections of these feedback forms, with responses from the ward on the 

issues raised. A poster detailing the corporate objectives of the hospital was also displayed 

publically, where the phrase ‘culture of compassion’ was espoused as a desirable feature. 

Unlike Danson ward, it was noted that handover did not occur by the bedside, instead taking 

place outside of each bay by the patient notes trolley.  

4.3.1.2 Media, Society and Associated Expectations 
 

Interviews  

Participant H, a patient, whose husband also interjected at points during the interview, 

believed that her experience of Edison ward was consistent with the negative coverage that 

the hospital had received in the media.  Both the participant and her husband were aware that 

the hospital had been in special measures, with the publicity said to conclude that there was 

a lack of care.  Their preconception that there was a lack of care was cross referenced against 

their own experience to be correct, with a lack of care being reduced down to a lack of staff: 

“I mean last year it was put on special measures wasn’t it?...I haven’t seen any news 

since I’ve been in but, apparently it’s (H: it’s all been covered up) been on two or three 
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nights on the television? They’ve been talking about it. It’s lack of care. (H: it’s lack of 

care and it’s basically, it’s lack of staff. I think it is).” (Participant H) 

The media was seen as been as taken as ‘gospel’ and not engaged with critically by its 

recipients. A member of staff also described the influence that negative media had on 

expectations, particularly amongst relatives.  Confirmation bias appeared to be at work 

amongst some relatives who had preconceptions that the hospital was generally a bad place 

to be and were looking for instances where their views would be confirmed as correct: 

“I know when we had the hospital media frenzy you here relatives especially, like ‘uh, 

typical, this has gone wrong’… it became a bit harder coz people were perhaps looking 

more towards having a bit of a grumble and put it towards that ‘oh yeah I had a bad 

experience as well at Wickham hospital.” (Participant B – Edison, Female, UK, Ward 

Clerk) 

Staff participants viewed the negative media coverage as misrepresentative of the reality.  

Nevertheless, these preconceptions were seen as deep-seated, unhelpful and could be 

difficult to change, regardless of the efforts of the nursing staff and the standard of care 

delivered.  In some instances it would evoke an emotive, fearful response in patients. The 

ability to influence the media narrative for the better was also not considered a viable option 

in remedying the situation:  

“You can’t control the media!” (Participant B – Edison, Female, UK, Ward Clerk) 

Observations  

During the observation period one of the ward clerks, who was not formally interviewed, 

expressed her frustration with one newspaper’s coverage in particular, and how patients 

uncritically accepted its reporting as unbiased fact. This was a belief which was shared by the 

other ward clerk.  She also expressed her frustration at the extent of influence the media had 

on patient perception, regarding not only the hospital but on the whole patient experience.  

She also believed that patient expectations have been lowered as a result of media 
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scaremongering and that it was causing patient anxiety on a large scale. She gave an example 

where she and the nursing staff would frequently hear, upon patient discharge, patients saying 

they were terrified of being admitted because of what they’ve heard, but their care had been 

exceptional.   

4.3.1.3 Patient Expectations of the Environment 

 
Interviews  

Two patient participants commented on the noise levels on Edison ward.  This appeared to 

be a prominent issue for one participant due to it being mentioned in a one word summary of 

her experience on the ward: 

“Loud! (laughs)” (Participant C – Edison, Female, Patient). 

This was an issue, particularly at night time, even though she was in a side room at the very 

end of the ward.   Participant D, although in a four bedded bay on Edison, appeared satisfied 

with the noise level at night time, comparing his current stay on Edison favourably to a previous 

experience in a six bedded ward.  However, it appeared not just the noise level, but the content 

and context of such, with cries for help from patients being distressing to listen to:   

“I think there’s only four of us in there, it’s a lovely little community and particularly at 

night, when I was in with six people, during the night it was very disturbing.  You would 

here people calling out ‘nurse!’ ‘Help!’ and all that sort of thing which isn’t nice to hear.” 

(Participant D – Edison, Male, Patient). 

Patient complaints about the noisiness of the ward, and how it affected sleep was also 

confirmed by a staff participant.  She also supported the view that having fewer patients in 

communal bed areas may alleviate this:  

“Sometimes I hear patients, they sort of complain about the fact they feel like there’s a 

lot of them in the bay and it’s quite noisy.  I know it’s hard to change the hospital, if you 

had it your way you’d probably have everyone in a side room coz it would be nicer for 
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patients, but I know some patients can’t stand the noise and they wanna sleep.” 

(Participant B – Edison, Female, UK, Ward Clerk). 

As mentioned, Edison ward had recently undergone a refurbishment.  This involved not only 

an improvement to the décor, but a reduction in the number of bed spaces with two patient 

bays removed and repurposed for another use.  In addition to his appreciation for the 

cleanliness of the ward, Participant D described how the recently refurbished ward 

appearance also seemed to enhance his stay on Edison ward: 

“This ward is particularly tasteful, I think the décor, it all adds to your enjoyment.” 

(Participant D – Edison, Male, Patient). 

Participant F however had concerns with how care was organised and delivered within the 

ward environment.  Nursing care appeared to be compartmentalised, with nurses being 

allocated to certain geographical bed spaces/bay areas for the day.  It was also noted by a 

patient that there was little deviation from these invisible geographical boundaries which they 

were apparently contained within:  

“There’s buzzers going off down there, and you come up here and there’s three nurses 

standing there chatting. What can I say! So they must hear that buzzer down there. 

But then I think, I think it’s well coz they’re allocated to their own bays. Now I think 

there should be leeway there. Because if one of those bays and one of those nurses 

has gone off to have a break, so that nurse is left on her own, well, what if there’s three 

nurse up here doing nothing? Surely they should say to one of them, go down and 

relieve, til she comes back? Which they don’t do that.” (Participant F - Edison, Female, 

Patient). 

Participant B cited how the organisation of care within the ward could cause issues, yet 

believed that the current state was an improvement on how it was before the refurbishment.  

An outcome of the refurbishment was that it helped to alleviate feelings of being geographically 
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isolated and less connected to the rest of the ward and its associated support.  Through 

reducing bed spaces it also served to improve nurse to patient ratios: 

“Since we’ve been redecorated we’ve had a shuffle round so we’ve actually reduced 

the number of beds and patients which has improved staffing at the E, F and G end, 

coz before, I did hear staff complaining they were on their own, coz that end of the 

ward is down the corridor, I think they felt they weren’t supported, but now there’s two 

bays that have been taken out of there now and one’s been made into an ambulatory 

thing and one’s been made into an office for like the respiratory nurses so people 

nursing down there, I haven’t heard them moan about that for ages since we’ve moved. 

So obviously it means their concentration for patients is much more improved.” 

(Participant B – Edison, Female, UK, Ward Clerk). 

Whether these improved ratios were just a short term, welcome but unintended by-product of 

reducing bed spaces, or if there would be a conscious effort to sustain this over time was yet 

to be seen.  However, even with the refurbishment, a member of staff still believed it required 

improvements in terms of space.  Bed spaces were still not construed as big enough to 

accommodate typical nursing activities and its associated equipment such as hoists: 

“Sometimes I’m thinking there’s not enough space in the bay! (laughs)….With the 

hoists and, I suppose that makes it sometimes hard coz you’ve got relatives sitting one 

side, and then you’ve got the curtain. Tiny little space. They could be bigger. Or less 

patients in it.” (Participant A – Edison, Female, Non-UK, HCA). 

Dissatisfaction was expressed by Participant F regarding what she perceived as safety 

inadequacies with the care environment, although this pertained more to how equipment was 

used rather than the equipment itself.  Open medication trolleys, compared to the locked ones 

of years before, were seen to pose a threat to patient safety, especially if nurses were 

distracted/called away and these were left unattended: 
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“Well, there used to be a trolley. With medications on. And then it used to be locked 

up if the nurse had to go away. Well it’s not anymore is it? It’s open! And there’s a 

controlled drug, there’s Oramorph there, coz I take it myself. There’s Oramorph there 

and things like that. You know? And I don’t think that’s right.” (Participant F - Edison, 

Female, Patient). 

4.3.1.4 Expectations of Patient Care 

 
Interviews 

Participant C, a young female in a side room, explained how overall her experience exceeded 

her expectations.  She was particularly pleased with having a room of her own and with the 

nursing staff themselves, although the food and the responsiveness of the nursing staff could 

have been improved upon: 

“Food’s been better!... Really long waiting times.  For, like, nurses to come round, to 

see you and everything. But they’re all really nice.” (Participant C – Edison, Female, 

Patient). 

Participant D described himself as being surprised by the positive traits possessed by the 

nursing staff, and the positive atmosphere they helped to create:  

“I think the staff are superb.   I think what’s amazed me is how flipping cheerful they 

are! They are! I mean, the girl this morning, she was singing! And I thought it was so 

lovely, you know.  People who are sick to have this around them, it’s absolutely 

wonderful. Yeah. I’ve not come across anyone that’s not been so kind and helpful in 

every way.  Cannot fault it.” (Participant D – Edison, Male, Patient). 

Although he also believed that a weekend presence of medical staff, or at least communication 

regarding his medical care during weekends could have been improved: 
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“Most days they come round the ward.  But over the weekend they don’t come round 

Saturday or Sunday.  No one comes round. And you sit there and you feel reasonably 

fit and you wonder what the hell is going on!” (Participant D – Edison, Male, Patient). 

Patient expectations with system 

As discussed, Edison ward had recently reduced the number of beds it provided on the ward.  

Whilst this was framed positively by some staff for the short term positive effects it had on 

increasing the nurse to patient ratios for the better, there was also the possibility that this would 

also lead to bed pressures with the same number of patients having fewer bed spaces 

available to them on the ward.  This was confirmed by a patient participant who described how 

there was an inadequate number of beds to meet patient demand on Edison ward.  This led 

to her being admitted to a gynaecology ward at the beginning of her stay whilst she waited for 

a bed on Edison ward to become available:  

“Yes, it’s been, been, ok.  Well…it wasn’t to start with coz I was put on um, (gynae) 

ward. For two days, coz they had no beds up here.” (Participant F - Edison, Female, 

Patient). 

Specialist knowledge of, and experience with, her medical condition and its associated 

equipment, was not possessed by the nursing staff on a gynaecological ward.  This was 

considered to have a detrimental effect on the quality and safety of the care she received. By 

comparison, she felt like the care she had received on Edison was safe and well informed: 

 “On here they know everything about your condition. What’s wrong with you. On 

(gynae) ward, unfortunately they didn’t. When it come to the evening, they didn’t know 

how to, how to work the umm, nebuliser machine.  And it was quite, it was a bit 

frightening. Being left in a side room on my own, not being able to breathe properly, 

with staff around that didn’t know what was going on, that wasn’t a very nice 

experience. But as I said, as soon as I got up here, I knew I was safe.” (Participant F - 

Edison, Female, Patient).  
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Participant F also shared a number of examples where she thought patient care fell short of 

expectations on Edison ward.  These are discussed in greater detail in theme 2.  Nevertheless, 

her overall summary of the ward was positive.   

Sit and chat  

A number of staff participants expressed how their ideal expectations regarding the provision 

of patient care were not being met.  The majority of staff described how they did not have the 

time to attend to all patient needs as they would ideally like to.  Time which allowed for them 

to ‘sit and chat’ with patients and attend to their emotional and mental health needs was 

considered important, yet staff felt that time did not allow for this: 

 “Like having the time, like I say, to sit down and chat to them, not just dish out their 

pills and treat them, but actually be you know, emotionally, mentally, help them as 

well.” (Participant G – Edison, Female, UK, RN). 

That staff did not have the time to adequate converse with patients and address their 

emotional needs was also echoed by patients:  

 “It’s nice when they can have a little chat with people. But I know sometimes, well, 

they can’t.” (Participant F - Edison, Female, Patient). 

A discrepancy between expectations and perceived reality regarding the amount of time 

nurses could dedicate to patients was a view shared by both staff and patients.  The potential 

causes of this are discussed further in theme 2. 

Observations  

Due to patient care not being directly observed during the observation period, participant 

insight into patient care had to be relied on.   However, no incidents of incivility between staff 

and patients were seen to occur during the observations periods. Nor were any incidents 

mentioned in my presence.   
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4.3.1.5 Theme 1 Summary 

 
Both staff and patients noted the poor image of the hospital that had been portrayed in the 

local and national media.  Whilst one patient participant believed the negative imaged matched 

her negative experiences, some staff believed that the media was causing unnecessary levels 

of patient anxiety. This would sometimes manifest as a self-fulfilling prophecy, where patients 

would experience care according to the negative lens they had already applied to it, or they 

would be surprised and appreciative for receiving care which was superior to that which they 

had preconceived.  Positive appraisals of the nursing staff themselves were often given by 

patients, despite both staff and patients concurring that the amount of time nurses had to spent 

on patient care fell short of their expectations. Nevertheless, all staff and participants, with the 

exception of one, expressed generally positive summaries of Edison ward. 

Despite the deliberate reduction of patient bed spaces, which also appeared to have 

consequences for patient care, Edison ward’s geographical territory still remained arranged 

over the same, large ward area.  In one case, this ward layout appeared to affect patient 

perceptions of the adequacy and responsiveness of the nursing staff.  Nurses on Edison ward 

were allocated to separate areas of the ward, yet with the corridors and bays all within sight 

of each other.  One patient could see nurses in the far distance, whilst simultaneously 

perceiving that her request was not being responded to adequately by these or any other 

nurses. This was despite these nurses being allocated to another area, albeit without any 

physical partition separating them and hence identifying the fact.  Nevertheless, this does also 

raise an interesting point regarding how care is arranged and how flexible the allocation of 

nurses is in response to it, echoing the staff redistribution phenomenon from a different 

perspective.   

4.3.2 THEME 2 SUPPLY/DEMAND DYNAMIC  

As was done with Danson ward, this theme is divided into three sub-themes: ‘appropriateness 

of staff & resources’, ‘addressing the supply/demand mismatch’ and the ‘consequences of the 

mismatch and the measures used to address it’.  
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4.3.2.1 Appropriateness of Staff and Resources 

 
How appropriate the current supply of staff and resources was, appeared to be a dominant 

theme on Edison ward with an apparently unified opinion shared between staff and patients 

on this issue.  Appropriate staffing levels were discussed by participants in relation to 

workload, staff turnover, skill mix, the appropriateness of the current staffing template and a 

context of increasing patient expectations and patient demands.  The compartmentalisation of 

work was also observed.   

Interviews  

Staffing, workload and turnover 
 
Staff expressed unanimous concern for the perceived mismatch of demands compared to the 

supply of current staff.  Insufficient staff was considered to contribute to an unmanageable 

workload, where a ratio of one nurse to 13 patients was reported as happening on regular 

occasions.  Despite the best efforts of the nursing staff, staff were rushing to get work done, 

and even then not all nursing work could be achieved, impacting patient care as a result:  

“Probably….the workload. It’s the first place I’ve ever worked where you’re sort of, got 

this many patients. It can be sort of, 13 patients per nurse. Um, at worst, but that 

happens quite a bit really….I know it’s really obvious and I know they’re trying but we 

need more staff!” (Participant E – Edison, Female, UK, RN)  

There was also fear of how this situation may deteriorate further in a context where staff 

turnover was high: 

“The biggest problem is that people are leaving and the people are not being replaced. 

So now, one person is not doing the job for one but for three.” (Participant A – Edison, 

Female, Non-UK, HCA). 

However, one staff participant believed it wasn’t just an inadequacy of numbers, but the 

availability of skills.  The new staff joining the ward were not perceived to have the level of 
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expertise as the more established staff who were currently in post, affecting the skill-mix as a 

result: 

“Obviously we’ve had a lot of new staff come in, and they may not be as, obviously as 

qualified as the other nurses, so sometimes that, what’s it called – skill mix?” 

(Participant A – Edison, Female, Non-UK, HCA) 

Even though short staffing was symptomatic of a staffing template which had not been filled, 

the appropriateness of this template was also questioned.  Despite one member of staff 

believing that staffing was typically satisfactory when the staffing template was achieved, one 

staff member also believed that even when achieved this was still not adequate to meet patient 

demand: 

 “From what I gather, a lot of staff nurses have said it would be nice if our template was 

higher, you know.” (Participant B – Edison, Female, UK, Ward Clerk).   

This perceived shortage of staff in comparison to workload and demand was also noted from 

the patient perspective.  Staff were observed by participants at working at a fast pace without 

stopping, being too busy, and not having enough time to attend to all patient care needs. 

Delayed or long response times to other patients’ care was noted as occurring.  This was 

interpreted by patients as indicative of an insufficient supply of staff.  The care which was left 

undone as a result was seen by one participant as akin to neglect of the most dependent 

patients who could not attend to their own basic needs in the absence of staff to help them: 

 
 “Because they haven’t got the staff to actually look after them. You know, it’s 

something we’ve seen, and it should be mentioned really, that they’re being neglected, 

both of them.” (Participant H – Husband)….”That’s all they need, desperately. More 

staff.” (Participant H – Edison, Female, Patient). 

High numbers of patient to nurse ratios were also noted elsewhere along the inpatient journey.  

Participant F compared Edison ward staffing to that which she experienced on arrival at 
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Wickham Hospital, which she believed was so inadequate as to put her safety at risk: 

“In MAU, in the evening, there was one nurse, to all us patients. Which was very, well 

I thought it was dangerous.” (Participant F - Edison, Female, Patient). 

 
Observations  

Bed capacity 

Beds were in high demand on Edison ward, with empty bed spaces being a rarity.  Any bed 

spaces that did become available had a patient already in the emergency assessment unit 

waiting to fill it before it was vacated.  I also noted some very long patient stays, in just one six 

bedded patient bay there was a patient who had been there 31 days, one who had been there 

95 days, and one who been there for 100.   

Patient demand vs supply on the ward 

It was noted during many observations that patient demand was higher than could be 

accommodated by the nursing staff. This was seen through patients’ buzzers ringing often and 

for what felt like long periods of time.  From what I could see the majority of the time there 

were no free and available ward staff to answer these.  On one occasion I did note an incident 

similar to that which was witnessed by Participant F (Edison, Female, Patient), whereby 

buzzers were ringing but members of staff were talking to each other and not attending.  

However, these nurses were at the time ‘doing the dinners’, an example where tasks are 

compartmentalised and nurses allocated to specific duties only, in this case, helping with the 

meals.  This I could understand from an outsider perspective could seem as if these nurses 

were actively ignoring the buzzers.  The same way that Participant F witnessed staff who had 

been allocated to the compartmentalised task of looking after the patients at the far end of the 

ward, yet had not come to her assistance.  

One agency nurse appeared to be working incredibly hard and fast to answer patient requests 

whilst a number of other nurses did the dinners. As an outsider the difference in workload 

between these two compartmentalised tasks was evident.  As a previous insider I could 
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understand these nurses not leaving their dinner duty despite the demand for their assistance 

with feeding patients being low at the time.  Seeing staff dedicated especially to providing 

assistance with meals was an interesting finding, especially as accounts to the contrary were 

provided by two participants during interviews.  

Conversation with nurse outsider – patient demand 

During one observation period a nurse from elsewhere in the hospital had arrived on Edison 

ward to assess a patient.  As he recognised me from my own previous work at Wickham 

hospital he chatted with me at length about my research and shared his thoughts on a number 

of issues.  Although I was not able to secure an interview with him, he did discuss a number 

of relevant points, albeit informally with me at the nurses’ station.  He first talked of his 

perception of the NHS in broad terms, stressing that it was struggling to keep up with 

increasing patient demand, in addition to the challenge of doing so in an environment where 

patient expectations were also increasing.  Locally in terms of Wickham hospital, he thought 

that the hospital was failing to provide adequately for the needs of an expanding town, and an 

increasing elderly population.    

4.3.2.2 Addressing the Supply/Demand Mismatch  

 
As a result of staff shortages, Edison ward was engaging in two main methods of addressing 

this, the use of agency staff and being involved in a trial of a new clinical role: Pharmacy 

Interns (PIs).  Staff were also involved in the hospital wide-staff redistribution system.  The 

consequences of such are addressed in the next section (4.3.2.3).  

 
Agency staff and new roles 

A patient participant (Participant H – Edison, Female, Patient) mentioned her dissatisfaction 

with the number of agency staff used and how she believed this impacted on the quality and 

safety of the care she received.  She believed this was due to the nurses’ confusion as a result 

of their unfamiliarity with the ward and systems, and the lack of orientation and induction 

agency nurses were given to mitigate for this.   
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Even with their limited supply of their own staff, staff on Edison were also being lost to the 

Wickham hospital wide system of staff redistribution. This was where staff were taken at short 

notice from their usual ward, to work in another area of the hospital deemed to be more in 

need of their skills. This was considered to lead to feelings of insecurity and dissatisfaction 

amongst the ward staff, and delays to patient care on account of having fewer staff available: 

“So if we get a HCA taken to another ward, which I know happens, coz if they’ve got 

someone called in sick then it obviously affects us and the buzzers aren’t answered as 

quick. I know they endeavour to, and they would really like to but, obviously if you’re 

washing someone you physically can’t so it’s not another pair of hands.  So I have 

heard them moaning about that sort of side of things you know.  We get staff poached, 

it’s a bit like, ‘hmmm.  Great, that’s happened again’…you know you can hear people’s 

thinking ‘uh, I thought I was going to be alright this afternoon, now I’m gonna have to 

dash about a bit further’.” (Participant B – Edison, Female, UK, Ward Clerk) 

However, there were also instances where Edison ward were the beneficiaries of this staff 

redistribution system:  

 “Sometimes we get agency come and say ‘oh I’ve been sent from (X ward) coz they 

don’t need me’ and we’ll gain a member of staff.” (Participant B – Edison, Female, UK, 

Ward Clerk). 

The usage of overseas nurses as a means of addressing the staffing supply/demand 

mismatch did not appear to be particularly engaged with on Edison ward.  This was perhaps 

as a result of previous overseas recruitment drives failing to retain the staff who were recruited 

via this method: 

 “Apart from recruit from Spain which was a terrible idea coz they all just stayed here 

for six months and then left to go to London or somewhere else.” (Participant G – 

Edison, Female, UK, RN)  
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Observations  

Italian nurse communication 

Despite there appearing to be a less of a presence of overseas nurses on Edison ward in 

comparison to Danson, Edison nurses were still encountering overseas nurses in their 

interactions with other nurses in the wider hospital system.  A senior nurse on Edison ward 

was seen to be impatient during the process of taking a verbal handover from the emergency 

assessment unit over the phone.  After she had put the phone down she went on to describe 

how she struggled to communicate with the Italian nurse who was handing over.  She jokingly 

said she wanted to throw the phone to the amusement of her colleagues.  It appeared that this 

was an accumulated frustration as she said she had taken four handovers from Italian nurses 

the previous day which were also difficult.  

Pharmacy Interns 

At the time of data collection Edison and another ward at the hospital, were participating in the 

trial of a new clinical role: Pharmacy Interns (PI). These positions were filled by recently 

graduated pharmacists, employed on a band 6 salary, to administer medication on the ward 

in addition to the usual role of a ward linked pharmacist.  Prior to their inception, administration 

of medication was solely performed by nurses, typically band 5 registered nurses.  PIs were a 

recurring theme amongst the observation notes, although interestingly, these were not raised 

during any interviews with staff.  

Motivations for their introduction  

A senior nurse voiced her opinion for why the PI role had been introduced.  She did not believe 

the hospital did so actively, to improve patient care.  She said there was simultaneously an 

oversupply of pharmacy graduates in comparison to jobs available for them, in a climate where 

there was also a shortage of nurses.  Therefore she believes they are being used to 

conveniently address a nursing shortage.  She likened it to previous points in time where the 

same was done with nurses and doctors.   No nurses? Use pharmacists.  No doctors? Use 

nurses she said.   
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The management/communication surrounding their introduction 

Staff raised their frustrations verbally as they felt there was an element of mis-selling involved 

in how the introduction of the PI roles was communicated to them. What they were told the 

role would be and what the role was in reality were very different.  One nurse stated how they 

were told the PIs would work in the same manner as a band 5 staff nurse, whereby they would 

undertake fundamental patient care, such as washing and toileting, in addition to the 

administration of medication.  However, this was not the case when the two PIs were 

introduced.  The new role did not in fact involve any fundamental patient care responsibility, 

only relating to the administration and other associated pharmacy work regarding medications.   

I got the impression from one nurse that she was annoyed at the absence of fundamental care 

responsibly in the PIs role due to a ‘if we have to do it so should they’ grievance.   

The reason for why the nurses were misinformed about what the new role entailed was not 

clear.  However, the impact it had on them was.  Not only did they appear frustrated at not 

having the added benefit to the ward which they initially expected i.e. more help in terms of 

fulfilling fundamental patient care demands, but also in what they perceived as being taken 

away from them in their introduction.  

Effectiveness of Pharmacy Interns 

During the observation periods low level incivility was witnessed between the PIs and some 

of the registered nursing staff, initiated by the latter.  Some nurses appeared to display passive 

aggressive type behaviour with the female PI, in the manner and style in which they spoke to 

her.  Sometimes their displeasure seemed thinly veiled in their communication style which 

evoked sympathy in me whilst watching this over a number of observation periods.   On one 

occasion I witnessed the female PI defending herself to a nurse saying that the issue at hand 

wasn’t her fault and that they shouldn’t be so quick to blame the PIs when things go wrong.  

This incident was defused with humour by the nurse who initiated the accusation, joking that 

it was easier to blame them for things.  A physiotherapist also interjected with humour as an 

apparent means to defuse the situation.  
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 I felt that the PIs were not welcome additions on the ward, and when they were out of the 

vicinity some of the nurses would voice this openly.  ‘Useless’ was a word which was used by 

one nurse privately to summarise her views on them to me.  Some nurses also voiced another 

point of frustration: how effective and how time efficient the PIs were perceived as being.  

Nurses appeared frustrated at the speed at which they were working, and at the time spent in 

having to train them in hospital procedures.   

4.3.2.3 Consequences of the Mismatch and the Measures Used to Address It  

 
There appeared to be numerous implications, observed and expressed by participants, 

regarding the measures which were being deployed to address staffing mismatch.  These 

related to: anxiety, morale, incivility, perceptions of organisational injustice and attrition for 

staff.  Implication for patient care related to clinical errors, the prioritisation of care, and other 

patients acting as nurses.    

 
Interviews  

Staff Redistribution System  

Staff working in areas in which they had limited experience as a result of the staff redistribution 

system was perceived as having a detrimental effect on the staff who were moved. 

Dissatisfaction with being moved to another ward was evident for a number of reasons. Staff 

felt anxious practising in an area in which they had little experience, working with in an area 

of medicine which they did not enjoy.  There was also the potential for regular nurses who had 

been moved to be put in circumstances where they had to assume more responsibility than 

they were comfortable with, due to the remainder of the staff on the recipient ward being 

agency staff.  In addition to causing insecurity in staff due to the short notice at which they 

would be moved, there was a perceived lack of autonomy and choice regarding being moved 

to areas which they did not want, or feel comfortable working in. Even after these issues had 

been raised with nursing management: 
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 “I’m a bit of a wimp when it comes to going to other wards… (X ward) is a horrible 

ward anyway.  It’s COTE which I don’t personally, particularly like, obviously it’s majorly 

out of your comfort zone coz you don’t know the ward…you’re sent up there, and 

because I’m a Trust nurse, I’m expected to be nurse in charge on this ward that I’ve 

never been on before, don’t know the people, and it’s just completely run by agency.  

So I’m in charge of all these agency, and it’s crazy, like they’ve all been qualified 

YEARS more than me, I’ve been qualified two years, and yet I’m in charge of all these 

people on this ward that I don’t know.  It’s just horrible. I hate it. And you know, I really 

did dread coming on nights, and that was something that (matron) when we had that 

meeting, she… addressed.  But we’re still being sent there.” (Participant G – Edison, 

Female, UK, RN)  

Team relations & incivility  

Although satisfaction with the team appeared to be the general view amongst staff there were 

circumstances when this was not always the case.  Frayed communication sometimes 

occurred and was attributed to the staff being stressed.  Working relationships deteriorated in 

the presence of certain circumstances such as insufficient staff.  This sometimes manifested 

as low level incivility at times of stress, amongst a usually well-functioning team: 

 “I think occasionally people get a bit snappy, or take things the wrong way, but mostly, 

it’s a really, really good team. But it’s just a bit… stressful, at times….And people get 

a bit TOO stressed to be nice!” (Participant E – Edison, Female, UK, RN) 

However, Edison ward was viewed favourably for its team cohesion in comparison to another 

hospital, which was viewed as having more communicative barriers and a much more 

fragmented culture:   

“The staff are a much better team. They work a lot more closely together, and it just 

works a lot better.  I trained in London and a lot of the time there there’s a lot of different 
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cultures and language barriers and, it’s often a lot more cliquey? But here it’s really 

good.” (Participant E – Edison, Female, UK, RN).  

Staff morale 

A further consequence of the staffing issues on Edison ward was the negative effect this had 

on staff morale.  Staff resilience in the face of high turnover was considered to be impeded as 

a result: 

“But, I don’t know, I just, we’ve have so many people leave I just don’t see how people 

are gonna manage and it does make staff morale so low.” (Participant G – Edison, 

Female, UK, RN)  

Reciprocity between staff and patient wellbeing was noted by participants. Whilst this was 

sometimes for the better, with happy staff lifting the mood of patients, as noted by Participant 

D, there was also the potential for this to go the other way. Participant A believed that poor 

staff morale was also picked up on by patients: 

“And I think patients can see that as well, because there’s more pressure on you. So 

it affects them as well coz they know that you’re not as happy as you could be! So I 

mean, us being happy, makes patients happier.” (Participant A – Edison, Female, Non-

UK, HCA). 

Therefore, although there was an example of a positive incident of reciprocity between staff 

and patients, the possibility for this reciprocal exchange to be less than positive was also 

noted.   

Breaking point 

The hospital wide redistribution system was seen to negatively impact staff morale and 

turnover by Participant G.  However, she also believed that turnover and staff morale were 

interconnected, a phenomenon which created a further perpetuation of both, irrespective of 

the additional pressure of the redistribution system.   
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“Which, um, kind of goes in circles, like you have a lot of people leave and then staff 

and morale is really bad, and then more people leave, and then it seems to be ok, and 

then people start leaving again.” (Participant G – Edison, Female, UK, RN).  

Leaving Edison ward appeared therefore to be a frequent response to the issues and 

conditions which were present on the ward at the time.  This was described by three 

participants where nurses reached such a degree of dissatisfaction with the ward that they 

left, either the ward or the profession all together.  This manifested as a phenomenon termed 

‘breaking point’: 

 “Then people get fed up like ‘urgh, I can’t do this anymore’ and then people leave.” 

(Participant G – Edison, Female, UK, RN) 

Two of the participants shared the belief that the nurses who had been lost through this sort 

of attrition were particular talents amongst their professions: 

 “We know of a nurse that used to be up here coz when we see her down in the EAU, 

alright, she used to be up here, she admitted it to us, she said ‘I’ve come out of it, I 

can’t stand it anymore coz it’s so terrible up there’ now she’s one of the best nurses 

that were up here, but she’s come out of it coz she can’t stand it.” (Husband of 

Participant H – Edison, Female, Patient).  

Prioritisation 

As a consequence of limited supply, staff felt they had to prioritise, and hence ration care tasks 

due to their inability to meet them all.  In situations where there were limited resources, it was 

often the most crucial, safety related activities which were prioritised and hence completed, 

with other care activities falling lower in this hierarchy, such as patient communication, being 

left undone: 

“On days where there’s sort of one nurse to one bay, it’s brilliant. Um, and one days 

when it’s sort of me to 13 patients, I feel like I get everything done that I need to for it 
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to be safe, but I would like to be able to sit with the patients a bit more and talk to them 

and just, rather than have to rush through everything with them? Um, I’d prefer that to 

be part of the care, but it is, everything safety wise is done, so it’s sort of, bare 

minimum, at worst, and… I’d like to do a bit more.” (Participant E – Edison, Female, 

UK, RN) 

This hierarchy of priorities was also described in theme 1 where the apparent rationing and 

prioritising of care meant that more basic and fundamental care, such as the time to ‘sit and 

chat’, was sometimes left undone in favour of more safety critical issues such as the 

administration of medicine.  Having to prioritise and omit certain care tasks in this manner fell 

short of both staff and patient expectations regarding their perceptions of ideal care.   The 

addition of extra paperwork was perceived as an additional task to add to an already often 

unfulfilled list of patient care obligations.   

There was a conflict of interests regarding the priority that paperwork should hold.  On one 

hand, documentation itself was considered low priority in a context where not all patient care 

needs could be met.  On the other, the completion of paperwork was considered important as 

a form of pre-emptive self-defence should anything untoward happen.  The importance of 

paperwork in respect to self-defence was reinforced with nursing mantras.  Management were 

also seen as placing undue emphasis on the completion of paperwork:  

 “The fact that we haven’t got enough staff to do everything, and then we’re being told 

‘you’re not doing everything’, it’s like how?! Paperwork’s just, urr, too much, it’s so hard 

to have time to do it all and then ‘if you didn’t document it it didn’t happen’ that whole 

thing.” (Participant G – Edison, Female, UK, RN).  

Lower on the list in the hierarchy of priorities was completing incident report forms. Ironically, 

this was the method through which staff could officially report inadequate staffing, the 

supposed cause of them not being able to fill in the paperwork in the first place.  Although staff 

believed they should complete incident forms in respect to staffing, this was not always done 
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in reality. The low priority given to the completion of incident forms was influenced by the 

perceived effort to outcome ratio of doing so.  There was apathy regarding the usefulness of 

completing these forms, and if these would affect any real change: 

“Time! Mostly! But a lot of it is just, it doesn’t feel like if you Datix it much will happen, 

but other than that, it’s time.  If you’re stressed, you’ve got 13 patients to look after you 

haven’t got time to sit and do a whole Datix form! So it just doesn’t get done.” 

(Participant E – Edison, Female, UK, RN).  

Therefore, due to this being seen as low down on the hierarchy of priorities and due to those 

at the bottom of this hierarchy being left undone, the very cause of this rationing was often 

going unreported. As noted by Participant E, the likelihood of Datix forms affecting any 

meaningful change to the situation also appeared to contribute to their lower priority status, 

the Datix and staffing is talked about further in theme 3.  

Time to care – patients as nurses 

As mentioned above and in theme 1– a shortage of nurses meant that there was limited time 

for staff to dedicate to patient care activities.  Care which was left undone was reported as 

being completed by other patients, in what could be coined a patients-as-nurses phenomenon.  

This was a phenomenon which two patient participants not only believed was happening, but 

was something they were both actively involved in themselves.  This manifested in patients 

assisting other patients at mealtimes or with oral hygiene, due to the perception that if patients 

did not help each other no-one would: 

“Like (the lady) opposite me now. They give her her meal and walk away. And if it isn’t 

for us patients that are in there ourselves trying to get well, going over and cutting her 

food up, and putting it in front of her, poor (lady) wouldn’t eat.” (Participant F - Edison, 

Female, Patient). 

“These people can’t fend for themselves…. She takes her teeth out every night, bless 

her. Puts them in steradent, I organised that for her last night, she put her teeth in, and 
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then this morning she said ‘I’d like my teeth’ she said ‘so I can have something to eat’.” 

(Participant H – Edison, Female, Patient) 

This patients-as-nurses phenomenon posed two issued.  Firstly, the potential impact this 

perceived additional caring responsibility had on patients who were themselves unwell.  

Secondly, the inherent safety risk of unqualified patients interfering in the clinical care of 

others, unsupervised.  

Clinical errors 

Another risk which was considered to occur as a result of insufficient staffing was the presence 

of errors, indirectly, through the use of agency staff.  Agency staff were perceived as less 

competent than regular staff, which posed a safety risk according to one patient participant:  

“I don’t like this business of agency staff giving out the medication. Coz they don’t know 

what they’re doing. They really don’t know what they’re doing. And it’s dangerous. It’s 

so dangerous.” (Participant H – Edison, Female, Patient). 

Although Wickham hospital policy was to have a single nurse administer non-controlled drugs 

and was being adhered to at the time, another patient participant experienced an incident 

where a clinical error was made with this policy in action.  The patient herself acted as the 

safety net in this situation, by highlighting the error herself.  Despite this incident causing the 

patient upset, this individual nurse was excused from blame on account of her appearing to 

be under staffing pressures:  

 “That did upset me, that did annoy me yesterday. That’s just reminded me.  There was 

a slip up with my medication yesterday. And if I hadn’t been compos mentis it could 

have been quite dangerous for me. But I didn’t complain coz she’s a lovely nurse and 

she was on her own. And I pointed it out to her, and um, yeah.” (Participant F - Edison, 

Female, Patient). 
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Participant F, as a patient was able to notice, and stop this error herself.  Participant H, also 

noted the clinical error which had happened to her, although this was after the event: 

“No, the sister told me the next day when she put it on.  She went and got a machine 

and I said ‘well he didn’t do that…’ no. it was the same day wasn’t it (husband: the 

afternoon) because it should have been flushed first, it should have been flushed after, 

none of that was done. Urm, he didn’t do anything that he should have done.” 

(Participant H – Edison, Female, Patient).  

These occasions again relate to the patients-as-nurses phenomenon, whereby patients are 

not only actively delivering care, but noticing and in the case of Participant F, stopping, a 

clinical error being made involving their care.  The exact reasons for these clinical errors were 

however unclear.  Participant F alluded to nurses being called away to attend to other tasks, 

and hence were distracted from giving sole attention to the administration of medication. 

Participant H, although attributing clinical errors to agency staff, the exact reason for why is 

unknown: 

“We don’t know who gave him the instructions, whether the instructions weren’t given 

to him properly, or whether he was trying to cut corners, we don’t know.” (Participant 

H – Edison, Female, Patient).  

Lack of staff training  

A HCA participant (Participant A) believed that the training she had received on Edison ward 

was inadequate.  She listed a number of clinically related areas she felt she required training 

on but hadn’t received, despite her requests.  She attributed this in part to her own personal 

lack of persistence in repeatedly asking for training.  She also believed that her lack of training 

was also due to the staffing issues on the ward: 

“Obviously coz we take time off the ward, we get paid for it, so I suppose, having 

enough stuff on the ward I can’t just.” (Participant A – Edison, Female, Non-UK, HCA) 
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Observations  

Impact on patient care  

Nurse dissatisfaction with the PI role was also compounded by the perception that 2.5 band 5 

nurse vacancies had been filled with only two PIs.  With these replacements not participating 

in fundamental care either this compounded frustration.  Resultantly, on shifts with a PI instead 

of a nurse there was less staff available who was equipped to provide fundamental care to 

patients, on a ward where the patient demographic were particularly dependent on assistance 

for this.     

Use of agency staff on workload and wellbeing 

Agency staff were frequently used on Edison ward. Whilst observing one handover period, I 

witnessed a number of staff verbalising their frustrations about the impact this had on them in 

terms of their workload.  Edison ward was arranged so that very high dependency/very unwell 

patients were kept in a bay together close to the nurses’ station.  As looking after these patients 

was more demanding on the nurses, it was recognised that nurses working here were given 

respite and staff were distributed to allow for this.  Therefore when allocating staffing, senior 

nurses would try and ensure nurses would rotate as fairly as possible from these high 

dependency bays on some days to other more distant parts of the ward where patient 

dependency was lower.  However, this fair distribution of workload system was disrupted by 

the frequent addition of agency staff.  The senior staff would favour placing agency nurses 

with the lower dependency patients, disproportionately placing regular ward staff with the 

higher dependency patients.  Therefore, staff felt frustrated at their consistently high workloads 

because of this, with the opportunity for respite not often available.  The injustice of this 

situation was felt further as regular staff expressed that they were aware of agency staff being 

paid more, yet were doing less demanding work for it.   

Nurse distress 

Participant G appeared to be particularly affected by the shortcomings Edison ward. She was 

on her notice period during observations, having secured a nursing post elsewhere at 
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Wickham Hospital due to her dissatisfaction with a number of issues mentioned in her 

interview.  It was also noted that she had been crying during one observation period, for which 

she appeared to be comforted privately by other staff members, and then again publically at 

the nurses station, in my presence, through the use of humour.   One of the nurses who 

comforted her specifically approached me wishing me to see and record just how distressed 

one of their members of staff was working on Edison ward. Unfortunately I wasn’t able to 

secure an interview with the nurse who alerted me to this and hence have the opportunity to 

discuss her thoughts on this any further.  

Contagion of emotion 

The effects on the Trust’s reputation as a result of its CQC reports, was believed by a visiting 

outreach nurse, to have a knock on effect on staffing.  The Trust’s reputation would deteriorate, 

affecting staff morale, which would cause people to leave.  This would then perpetuate in a 

vicious circle, where staff attrition would lead to a further decrease in morale, and so continue.  

He believed that poor morale and negativity was contagious and that it only takes one person 

to do so.  Giving an example he said that you could guarantee that if one person starts the 

shift in a bad mood by the end of it four or five will feel the same.  He also mentioned how it 

was important to leave a job you felt unhappy doing.  In reference to his own experience, after 

many years in his role, he had recently secured employed at another hospital.  He did so as 

he believed that this Trust invested more in innovation, patient care, and the development of 

its staff than Wickham hospital were currently providing. 

4.3.2.4 Theme 2 Summary 

 
Staff and patients were in agreement that staffing on Edison ward, at the time of data 

collection, was inadequate.  Observations indicated a ward operating consistently at full 

capacity, yet with qualified nurse staffing fill rates of 77%, 67% and 74% for each month of 

the observation period.  Whilst the staffing template may have been adequate to address 

patient need when it was met (at 100%), there was also the view that even when the full 

template was fulfilled it may still not be enough to meet all patient needs.  Frequent and 
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prolonged instances of activated patient buzzers were observed indicating a high demand for 

nursing care which could not be achieved in a timely manner. The compartmentalisation of 

nursing work was observed and noted in interview data, where nurses would be specifically 

allocated to a particular task e.g. assisting with dinners, or to particular area.  Whilst this may 

have been done for reasons of efficiency, this also led to perceptions of an inflexible and 

unresponsive in workforce, who could be seen as adhering to the conduct of other tasks by 

patients who were also awaiting assistance.  

Edison ward was engaging in two main methods of addressing the supply/demand mismatch 

of staffing, the use of agency staff and the piloting of the PI role.  Agency usage accounted for 

13%, 17% and 15% of each month’s total staffing spend on Edison ward during the period of 

data collection.  Whilst there was no target cited by the hospital for this, Edison’s percentage 

spend on agency staff appeared higher than that of Danson’s at 4%, 8% and 13% over the 

same period.  The use of agency staff was observed to cause dissatisfaction amongst the 

regular staff who would be frequently allocated the more complex patient workloads in favour 

of these being allocated to agency nurses.  Patients also cited patient safety concerns with 

the use of agency staff in respect to clinical errors, their unfamiliarity with systems and 

processes and the perceived inadequate orientation and induction these nurses were given to 

address this.  The introduction of the PI role was observed to cause personal and role conflict 

on the ward which led to incivility. This was in addition to the instances of doctor and patient 

initiated incivility which were also observed and reported.  

Staff on Edison ward were also involved in, either as the donors or recipients of, the hospital 

wide distribution system.  This was considered to have negative implications, such as 

increased anxiety, for the staff involved. Inadequate staffing was therefore considered to have 

numerous detrimental effects on staff and patients. Care was being prioritised and sometimes 

missed, the provision of safe and adequate patient care was being challenged, incivility was 

noted, staff training was impacted, and nurse wellbeing was threatened. The patients-as-

nurses phenomenon also emerged in the face of inadequate staffing. Turnover was also 
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voiced as a concern on Edison ward, with there being fear that it poor staffing and turnover 

would perpetuate each other.  12 month turnover figures on Edison ward exceeded the Trust’s 

10% target, at 11%, 15% and 22% each month of data collection.   

4.3.3 THEME 3 EMPOWERMENT AND AUTONOMY   

On Edison ward there were instances of staff and patient autonomy being ignored or inhibited, 

despite participants raising these concerns.  

4.3.3.1 Patient Autonomy  

 
Interviews  

The degree to which patient autonomy was expressed differed amongst the patient 

participants on Edison ward. Two of the patients (Participant F and H) had experienced 

negative events during their inpatient stays, and had expressed their dissatisfaction verbally 

with the staff.  Participant F experienced an incident of conflict with a doctor in the Emergency 

Assessment Unit earlier on in her admission.  This apparently resulted in verbal conflict 

between the doctor and her husband, which she had yet to raise through any formal complaint 

system:  Even when a complaint regarding a clinical error was escalated by Participant H, she 

felt this was not adequately addressed: 

 
 “Have you spoken to the sister about this? 

They’re hmmm, they’re closed. (husband: they close ranks). They won’t say anything.” 

(Participant H – Edison, Female, Patient).  

Participant H also described instances of verbal conflict she had engaged in with the nursing 

staff: 

“But if you get nasty with em, then they get very nasty back….And they won’t argue 

with you they just walk out the ward.” (Participant H – Edison, Female, Patient). 
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She also shared her mixed experiences with nurses honouring her requests regarding the 

speed at which her IV medication was delivered.  Alongside an example she gave of a nurse 

respecting her wish for this to be delivered slowly: 

“I said to him ‘do that slowly won’t you?’ and he said ‘ooh yeah’ and he did. He was 

very good.” (Participant H – Edison, Female, Patient). 

There was also an example whereby this request was not acknowledged: 

“I mean I’ve even said to em, put it in slowly, and ‘yeah ok’ (whooshing sound) still too 

fast.” (Participant H – Edison, Female, Patient). 

Whilst these patients were actively asserting their autonomy with healthcare staff, although 

this was not always obeyed, this was not the case for everybody.  A 91 year old patient 

participant appeared to have a different attitude towards patient autonomy, preferring the 

majority of decision making to lie with the healthcare professional rather than himself: 

 “I didn’t know enough about it to have decision making from me.  As far as I’m 

concerned they’re the experts…No.  I mean, it’s not up to me to make choices.  As I’ve 

said to you, they’re the experts! So, if they said, ‘you’ve got to have your leg cut off’ 

then I would have thought that was the decision! You know what I mean!” (Participant 

D – Edison, Male, Patient).  

Staff however, believed the degree of autonomy and involvement patients in their care was 

desirable: 

“There’s a lot of discussion around things, we don’t tend to just do it.” (Participant E – 

Edison, Female, UK, RN) 

Observations  

Veracity of patient complaints  

As was the case for the rest of Wickham hospital, patients being discharged were given the 

opportunity to voice their opinions about their stay on Edison ward through the Friends and 
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Family test. A non-clinical staff member who assists with the administration of these patient 

feedback forms described how any negative feedback which was given was followed up.  She 

stated that when these patient accounts were investigated by the ward these were often at 

odds with the ward’s own findings.   

4.3.3.2 Staff Autonomy 

 
The degree of satisfaction regarding communication between the ward and the Board, 

empowerment and autonomy between different professional groups, and disempowerment of 

nursing staff in relation to the organisation were all noted or expressed during interviews and 

observations on Edison ward.  

Interviews  

Edison Ward had recently introduced staff ‘huddle’ meetings – where a meeting was held 

every day by the ward sister acting as a conduit for communications between the ward and 

the Board.   These appeared to be well received as a means of improving communication:  

 “It’s better now we have our daily, or it’s meant to be daily ‘huddles’ they are better.  

We never used to have that so that’s a new thing that we have, they’re good.  And that 

does keep us more informed.” (Participant G – Edison, Female, UK, RN).  

However, although this appeared to increase staff’s perception of being informed of higher 

management level operations, whether these meetings facilitated ward level staff involvement 

in decision making at a higher level was not mentioned by participants.   Being able to raise 

concerns did not appear to be a problem for some staff members. One member of staff 

described how the ward sister was approachable and happy to discuss any issues the staff 

may have. Another described how it was a matter of knowing where to take concerns, 

escalating issues to the matron whom she had a good relationship with.  Whether or not 

concerns were acted on was another matter.  

The degree to which ward level staff felt able to influence decisions regarding the ward varied, 

depending on the extent of the issue, and who was exacting the change.  Participant G 
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positively described an occasion where the ward sister arranged a meeting with the matron 

and ward staff which was appreciated and resulted in some issues being resolved, particularly 

low level issues: 

 “Definitely. Yeah. Yeah. We’ve had meetings, and every time we’ve mentioned little 

things they have been changed immediately. Immediate action has been taken so.  

Like patient care wise? 

Yeah. Little things.” (Participant A – Edison, Female, Non-UK, HCA). 

However, top down imposition of new policy was also noted, despite concerns being shared 

to the contrary: 

 “So if you did have objections to it would it be taken on board? 

Oh no. no.  it’s waaay out of our hands.  We’re having it and that’s it.  And I don’t think 

it will help.” (Participant G – Edison, Female, UK, RN) 

Whilst concerns were raised to the sister by almost all staff regarding staffing issues, the 

degree of power and her ability to enact change in this respect was considered limited.  Whilst 

they felt that the ward sister listened to their concerns, and tried what she could within her 

remit, there was also an acceptance that she had limited power, with sympathy shared for her 

position of being ‘in the middle’.  Autonomy to enact change relating to staffing issues was 

considered to lie with higher management which is where resistance lay.  Higher management 

were seen as countering any efforts to enact change, or even acknowledge there was a 

problem: 

“She can take it higher and they can just keep saying ‘oh they’ve got enough’…she 

really tries to get us more staff but there’s obviously a lot of issues at the moment, I 

think higher up think that we’ve got enough staff.” (Participant E – Edison, Female, UK, 

RN) 
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However, there was also the perception that the ward sister herself was not just a source of 

inaction on staffing issues, but was a contributing factor.  Whilst one member of staff believed 

that she tried her best to acquire new staff, there was also the opinion that her management 

style was contributing to staff attrition:   

 “So what else do you think contribute to the staffing issues you’ve said on the 

ward? 

I would say the manager! Yeah. Is a MASSIVE contribution. Um, that’s not personally 

why I’m leaving, I personally don’t have any issues with her, apart from what I’m saying 

she isn’t always approachable but, um, I know A LOT of staff have left. I’m not sure if 

she realises it’s because of her but a lot of staff have left, because of her. I think….I 

think she lost a lot of respect as a manager, I think, just from how she is perhaps?” 

(Participant G – Edison, Female, UK, RN).  

Whether or not this related to Participant E’s suggestion that this, in part, is due to staff holding 

her responsible for a lack of action on, and the perpetuation of, staffing issues however is 

unverified.   When observing shifts on which the sister was on duty it appeared that she was 

‘hands on’ with patient care duties and appeared to have a good rapport with the patients, 

using humour where appropriate.  No negative observations regarding how the ward sister 

behaved were seen to occur in my presence. 

Disenfranchisement appeared to be greater when decision making powers were held by 

higher management or those with who staff had no direct contact.  Participant E optimistically 

believed that a strategy of increasing incident reporting frequency would encourage higher 

management to be less dismissive of their concerns: 

“Because I don’t think, I think maybe if we Datix’ed a bit more then they might start 

realising we don’t instead of just coping with it but.” (Participant E – Edison, Female, 

UK, RN).  
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As previously mentioned incident reports were infrequently completed due to their low priority 

status in the hierarchy of care, in addition to nurse apathy in there being a resolution to the 

issue, and a lack of faith in their concerns being taken seriously even when raised: 

 “But a lot of it is just, it doesn’t feel like if you Datix it much will happen….It feels like 

a lot of extra work and not much point to it, coz they haven’t got the staff to give us 

more anyway!” (Participant E – Edison, Female, UK, RN).  

Another obstacle however was what appeared to be efforts to rein in the reporting of staffing 

related incidents through the Datix system: 

“There was one point where it was really bad and we were like Datixing, this was a 

while ago, we were Datixing it.  And we were told to stop Datixing it because they know 

that we’re short staffed so. And we were like ‘oh ok!’  

Who told you that? 

It wasn’t me, I can’t remember, I’m not gonna say it was (ward sister) coz I don’t know.” 

(Participant G – Edison, Female, UK, RN) 

Despite these examples of nurses having restricted autonomy in decisions made by those in 

higher management positions, there was also an example where a newly qualified nurse 

assuming autonomous practice earlier than she felt ready for.  On one hand, she appeared 

flattered, interpreting the shortening of her preceptorship period as indicated that she was 

doing a particularly good job.  On the other she also acknowledged that she wasn’t consulted 

in the matter, and that on occasion, she still felt unprepared: 

“It’s a little bit like being thrown in at the deep end! …in a way it was a great compliment 

to be like ‘yay! They think I’m ready’ and in another way it was like ‘I’m not ready!” 

(Participant E – Edison, Female, UK, RN).  

Although the reasons given related to readiness, in circumstances where staffing was a 
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prominent issue, it could also be possible that this was also a factor behind this decision having 

to be made.  This was further indicated by her believe that preceptorship periods should be 

honoured in the future: 

“So, better preceptorship? 

Yeah. Or at least more enforcement to stick to it.” (Participant E – Edison, Female, UK, 

RN).  

Observations  

Ward sister and staff autonomy 

The ward sister described how she felt optimistic about the hospital’s culture at middle 

manager and Board level and was supportive of the changes that the new director of nursing 

had introduced. She appeared enthusiastic about the positive changes that had occurred 

following Wickham hospital’s recent scandal, particularly at Board level.  A number of 

improvements had been made post-scandal, a number of senior Trust figures had been 

replaced, and a new method of communicating was introduced.  Non-executive Trust staff 

were now assigned to each ward in a buddy scheme, providing a link to the Board directly 

from the front line.  She felt communication between the ward and the board had increased 

and that it was now acceptable and encouraged to speak up in meetings.  She felt this resulted 

in improved communication between ward sisters also.  Therefore, she felt that communication 

at all management levels had changed for the better.   

Pharmacy Interns and nurse autonomy 

One senior nurse discussed very honestly about how she perceived the introduction of PIs as 

a threat to the nursing role, and the status which went alongside it.  When PIs were on duty, 

staff nurses were seen as being relegated to undertaking fundamental patient care and 

paperwork.  She asked me rhetorically what was there left to separate a nurse from a 

healthcare assistant ‘if we can no longer administer medication?’ The attachment of status to 

the administration of medications and the demarcation of the status between nurses and HCAs 
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at this point was an interesting one.  Nurses felt their professional autonomy was actively 

removed, and their arguably already quite limited status, taken away from them at the same 

time by this new role.   

Another dispute regarding status, nurses, HCAs and PIs also appeared to emerge through a 

dispute regarding uniforms, although this was not as directly articulated as the role of 

medication administration was.  A nurse shared how the PIs were supposed to wear a purple 

nurse style uniform, however this was only worn by the female PI.  She shared her distaste at 

how the male PI did not want to wear it so he chose to work in his own clothes.  Not only did 

she seem annoyed at the seeming injustice of him not only refusing to wear a uniform, but 

how he was allowed to continue to do so.  It is not known what motivated him to reject wearing 

the uniform. However, it was noted that there was an association with what are traditionally 

seen as lower status, and hence lower paid, roles and wearing a uniform.  Others in the 

pharmacy profession, although not ward based, would wear their own clothes.  As would all 

grades of doctors.  It was also noted that during the observation period the female PI 

consistently wore the uniform, however the male PI did not.   

Removal of clinical autonomy 

An incident was witnessed surrounding confusion of responsibility for PICC line dressings 

which caused a lot of frustration amongst the ward nurses, and resulted in a delayed discharge 

for a patient.  A nurse, planning to change the dressing on a PICC line before a patient was 

discharged, was informed by another member of staff that nurses were not allowed to do this 

clinical task anymore, and that they themselves had only found this out after being scolded for 

doing so themselves.  The nurse who was about to do this herself exclaimed that this was 

crazy, as nurses had always done this using aseptic technique, wherever the nurse was 

deemed competent in it.  However, after calling theatres to check they appeared to agree that 

it was a job for their staff, and promised to send someone to the ward to do it.   

The frustration of the nurse was felt in what seemed to be an active removal of her clinical 

autonomy, without consent or consultation.  How this was supposed new policy was 
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communicated was also interesting.  It appeared unclear and not formally communicated to 

the nursing staff, instead being passed on through hearsay and serendipitous experience 

sharing.   This case of inadequate or misinformation had a direct consequence on patients- 

both the patient being discharged and the patient who was waiting for the bed to become 

available.   

Difficult patient incident – a disempowered multidisciplinary team 

During one observation period I witnessed a challenging incident being played out amongst a 

number of healthcare professionals.  A patient, known for being difficult and unpopular, was 

obstructing her own discharge, a frequent and cyclical pattern which would occur frequently 

with this patient.   To give some perspective on just how frequently this occurred, this was the 

second observation period I had been on, where this particular patient was also being 

discharged at the time.  The atmosphere around her discharge appeared to be fraught due to 

the nurses having experienced previous incidents where she had obstructed her own 

discharge at the last minute.   According to staff there was a cycle.   

Frustrations with the patient were unanimously expressed amongst the nursing, admin and 

attending ambulance crew.  The exasperation of the staff and how helpless they appeared in 

trying to break the cycle was felt by listening to the interactions between staff.  The feeling that 

‘something needs to be done’ was apparent. Staff shared ideas amongst themselves about 

how this situation could be resolved.  Suggestions included more mental health interventions, 

having the ward adopt the strategy which was in place on two other wards already: declining 

her future readmissions, or the Chief Executive banning her from the hospital altogether 

(suggestion from ambulance crew).  

The perceived unfairness of her behaviour was also expressed as a frustration.   Staff felt 

annoyed that there are bed pressures and patients on trolleys in A&E who need a bed, whilst 

a bed is being taken up by a patient who is medically fit yet refusing to leave.  Her behaviour 

towards to the staff was seen as damaging also.  The patient would write a detailed feedback 

form, a repeat occurrence on every discharge, listing all of the names of the staff who she 
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perceived as helpful as well as the ones she believed didn’t.  The latter apparently were the 

staff with the courage and/or authority to say no to some of her demands.  One nurse 

expressed sympathy for the patient by rationalising that she must have an unhappy life to 

behave as destructively as she does.    

This incident was significant during the observations for a number of reasons.  It appeared to 

show the extent of influence that one individual could have over a great many others, staff and 

patients alike.  The staff, through airing their frustrations, also appeared united in adversity.  

Their common grievances regarding a difficult experience which they all shared in common, 

appeared to provide an opportunity for support and sense making, through an open and 

honest discussion across the multidisciplinary team.  The incident also highlighted an example 

where staff appeared frustrated and disempowered in making any effective changes to prevent 

a similar event occurring, despite sharing suggestions amongst each other for how this could 

be changed.   A member of staff, aware of my presence as an observer, approached me to 

say it would be interesting to hear my perspective on the situation as an outsider.  In response 

I shared my sympathies having experienced similar incidents as a nurse myself.   

Removal of Wickham hospital’s autonomy 

During the conversation with a visiting nurse, he also described how he felt that reports 

published by senior figures e.g. those detailing staffing or digital footprint policy, were all very 

well but they felt like nothing more than lip service.  There was a process - scandal, report, 

and nothing getting done.  However, nurses would be scapegoats for failings.  He also shared 

his dislike of the Care Quality Commission (CQC) and their reports, which at the time of data 

collection were showing the Trust as underperforming.  He believed that the CQC themselves 

had done a lot of harm to the Trust through stifling innovation and damaging its reputation.  

He felt that the Trust was striving for improving and expanding its services which would have 

contributed positively to the hospital and its reputation, yet the CQC didn’t like it so they gave 

them a metaphorical ‘slap’ and a get ‘back in your box’.  Therefore, he emphasised that the 
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CQC reports helped no one, if anything they actively held back the Trust from succeeding in 

making patient care improvements.  

Incivility: Consultant and Nurse 

An incident was witnessed where a nurse needed advice regarding a patient on a specialised 

medication regime.   The nurse had followed escalation procedures as required, however as 

this was occurring outside of usual working hours, she was then required to contact the on-

call consultant, a measure she did not take lightly.  She was apprehensive about calling the 

on-call consultant due to fear of a negative reaction from him, an assumption she was correct 

in making.    

Only the nurse’s side of the conversation could be heard, however from her responses it 

seemed like she was engaged in an uncivil dialogue with the consultant, to which she 

appeared firm in her responses to.  After the phone call she discussed with others how she 

felt annoyed at how she was spoken to, and how, as she had predicted, the consultant had 

implied that she was contacting him unnecessarily and hence wasting his time.   Also witness 

to this incident was a junior doctor who substantiated the nurse’s experience, sharing an 

example where the consultant in question had also been especially rude to her.  This 

experience invoked a lot of passionate discussion around the nurses’ station especially 

regarding how upsetting it was to be on the receiving end of incivility.  Another nurse described 

her despondent attitude towards the status quo regarding consultant initiated incivility ever 

changing, uttering words to the effect of ‘who’s gonna tell off a consultant?’  She felt that it 

really should be reported through the incident reporting system (Datix) yet no-one ever does, 

even though they know they should. Other than this consultant, the nurse/consultant 

relationship appeared very positive.  The nurses appeared to share the excitement that the 

consultants had expressed regarding the novelty situation the doctor’s strike was soon to 

create: consultants fulfilling the roles and duties of junior doctors for the day.    

 



 

189 
 

4.3.3.3 Theme 3 Summary  

 
Staff participants who discussed patient autonomy believed this to be respected, however 

there were mixed perceptions amongst patient participants, not just in how much autonomy 

over their own care they would like, but how much they were granted. Conflict between 

patients and professionals was said to be evoked in circumstances where patient autonomy 

was voiced and perceived to not be respected.  The friends and family test generated monthly 

percentages of below 100% in each month during data collection, with results of 98%, 94% 

and 86% of patients saying that they would recommend the service to family or friends.  There 

were also two official complaints made during this time.  When incidents of patient 

dissatisfaction were reported these were investigated and compared against ward evidence 

which also related to the incident.  According to a staff member, these two perspectives were 

often said to conflict.   

Empowerment and autonomy held amongst the staff were unanimously perceived to be 

limited.  Huddle meetings, designed to introduce ward-to-board communication appeared to 

improve communication, but in a unidirectional manner – from the top down only. Concerns 

were voiced regarding workload relating to the introduction of new paperwork yet the new 

paperwork was introduced regardless.  There was the perception that staff concerns were 

listened to by the ward sister and matron, yet only minor concerns would be addressed.  This 

was likely due to the belief that the ward sister had limited power herself in respect to the issue 

which was of major and constant concern – inadequate staffing.  

Dismissal of, and hence inaction regarding concerns at the higher levels of management was 

considered to be occurring.  Crucial mechanisms of communicating and reporting serious 

staffing concerns were not being used as intended, and potentially being discouraged from 

use.  A lack of time was considered a barrier to effective reporting of staffing issues, in addition 

to apathetic beliefs that doing so had little value if no action would be taken.  The 

underreporting of insufficient staffing appeared to echo what was found at artefact level - the 

‘two at the top’ data gained from Edison ward.  None of the reported main themes within the 
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incident reports were staffing related and only clinical matters i.e. falls, pressure sores and 

medication, appeared as the dominant themes of the incident reports.   This was in direct 

contradiction to the observation data and beliefs shared within the interview data, where staff 

and patient participants unanimously agreed that insufficient staffing was a serious and 

prominent concern, compromising patient care and patient safety.  

There were also instances observed where nurses’ clinical autonomy was being eroded 

through the allocation of what had previously being nursing skills and activities to other non-

nurse, registered professionals.  These changes were poorly introduced and communicated, 

perceived us unfair and an affront to the nurses’ professional identity, and were accompanied 

by personal and professional conflicts.   

4.4 Cross Comparison of Findings from Both Case Wards 

In this section the findings from each case ward will be compared as a means of addressing 

the research objective: ‘To compare perceptions about the quality of care between the 

participants and across the two ward environments’.  When comparing the pre-existing 

quantitative data in isolation, there were small notable differences, yet it did not appear that 

there was any major discrepancy between the two wards.  Using these minor differences in 

the data alone, and without the unique contexts of each ward, one could have assumed that 

it was Danson ward which was experiencing more severe consequences of insufficient 

staffing.  

Appraisals on Danson ward appeared to be much lower than those reported for Edison Ward, 

although neither achieved the 100% target rates for appraisals.  Neither Danson nor Edison 

ward exceeded the target 4% vacancy rate during the three month data collection period.  This 

in part could have been attributed to the ‘aggressive’ recruitment drive that the Trust was 

participating in at the time.   However it would be a mistake to assume these apparently 

unremarkable vacancy rate figures translated into adequate staffing in practice, as a different 

picture emerged when examining the observation and interview data.    
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Differences were also observed in terms of staffing ratios. Danson Ward appeared to have 

less favourable nursing ratios than Edison ward.  Danson ward had fewer FTE nurses per bed 

space and a greater, less favourable, ratio of unqualified staff to registered nurses.   Again, 

these taken alone could assume that staffing resources were more appropriate on Edison 

ward than Danson ward, yet when looking at the observation and interview data, it was the 

opposite which was true. When using metrics alone to examine fill rates (the percentage of 

shifts which were filled by staff) despite instances showing occasional overfill, fill rates 

appeared similar, yet equally as insufficient on both wards (see Table 7).  

Table 7 Nursing Fill Rates 

 

When the under occupancy of Danson ward, the higher acuity/dependency of patients  and 

the perceived greater workload on Edison ward were taken into account, a difference between 

wards became apparent with Danson appearing to have the more favourable staffing 

provisions.   This difference was reinforced within the interview data.  Staff and patients agreed 

that staffing was typically sufficient on Danson ward. However, the fragility of the balance 

between staffing resources and patient care needs was also recognised.  It was liable to 

change, dependent on external factors such as the needs of Wickham hospital, and at short 

notice.    

In contrast to the often favourable staffing provisions on Danson ward, staff participants on 

Edison Ward unanimously agreed staffing was inadequate, and that this negatively impacted 

on patient care.  Insufficient staff was seen to cause insufficient time to provide nursing care, 

which would lead to aspects of care being prioritised and in some cases missed. This missed 

care was often described as the emotional/supportive element of the nursing role.  Two 

Danson Edison Danson Edison Danson Edison

Qualified Day Fill Rate 73.90% 76.70% 67.00% 67.40% 71.10% 74.30%

Qualified Night Fill Rate 83.50% 72.40% 84.90% 61.20% 224.50% 60.80%

Unqualified Day Fill Rate 85.60% 120.40% 79.90% 97.00% 80.90% 91.70%

Unqualified Night Fill Rate 136.60% 97.90% 93.50% 81.80% 90.70% 99.20%

Overall Fill Rate 82.90% 87.90% 75.40% 74.30% 87.50% 77.00%

DEC '15 JAN '16 FEB '16
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patients who concurred that staffing was inadequate believed that missed care extended 

further than the emotional side of nursing care, with fundamental care being missed too.  

Patients performing fundamental care duties for other patients were also reported in this 

context.   

Both wards appeared to be negatively affected by the consequences of staff shortages at the 

hospital level, with discontent expressed by participants on both wards towards the hospital 

redistribution system. This hospital wide staff redistribution system was seen unfavourably on 

Danson ward with it reducing their typically adequate staffing numbers. Dissatisfaction with 

the hospital staff redistribution system was shared by staff on Edison also, reducing what was 

already considered to be their inadequate staffing numbers further.   

The recruitment of overseas staff was used to address staff shortages in Danson Ward. On 

Edison ward, staff shortages were tackled using agency staff and the introduction of new roles, 

specifically that of the PI. These alternative staffing measures were often seen as indirectly 

and negatively influencing patient care.  On Danson ward, both regular and overseas staff 

members appeared to agree during interviews that the orientation and integration process of 

overseas nurses was inadequate.  Difficulty communicating with overseas nurses due to 

language and/or accent differences was reported by a patient and overseas nurses 

themselves on Danson ward, and by nursing staff on Edison ward.  This was seen as creating 

frustrations and hampering effective communication with staff and patients in both wards. The 

introduction of new roles as a measure to address nursing shortages was both reported on 

Danson ward and witnessed on Edison ward as causing conflict between inter-professional 

groups.   

The dissatisfaction with the use of agency staff on Edison was a shared grievance between 

staff and patients.  The belief that agency staff increased the workload of regular staff was 

expressed during the observations on Edison ward, with doubts raised as to their competency, 

and hence safety during patient participant interviews.  In contrast, no specific concerns were 



 

193 
 

raised regarding agency nurses on Danson ward.  A discrepancy between the wards in the 

proportion of their staffing spend was used on agency staff was also noted, with Edison ward 

appearing to spend a greater amount than Danson in the same period.  

Table 8 Temporary Spend % of Total Pay Spend 

 Dec-15 Jan-16 Feb-16 

Danson Ward 3.8% 7.7% 12.9% 

Edison Ward  12.9% 16.9% 15.0% 

 

 Although this spend figure cannot translate precisely into how frequently agency staff were 

used, it is likely that a greater spend could indicate a greater usage.  A much stronger presence 

of agency staff on Edison ward was also noted during the observation periods, further 

supporting a greater reliance on agency staff on Edison ward compared to Danson.  

Staff participants on Edison ward shared fears that the inadequacy of staffing would 

deteriorate further as a result of high staff turnover.  The pressures of inadequate staffing were 

viewed as restricting staff training and negatively impacting on the morale of the nursing staff, 

in turn exacerbating staff turnover. The quantitative data indicated a similar picture for both 

wards in terms of training, with neither ward achieving the target of 95% for fitness to practice 

training in any one month.  Neither ward exceeded 88% in terms of training in any of the three 

months collected either.  Therefore with both wards not achieving full compliance with 

standard core training, it was understandable that further professional development which was 

desired by staff on Edison ward was not fulfilled.  

Staff turnover was specifically viewed as a response to the working conditions on Edison ward. 

With no indication that working conditions would or could be changed, a breaking point 

appeared in some instances to be reached, with nurses resigning as a consequence. Some 

of the participants commented that some of those who had left in this manner were particular 

talented nurses.  This was not an issue that was referred to specifically on Danson Ward. 



 

194 
 

However a Danson ward participant did describe a similar process occurring whilst he was 

working on another ward at Wickham hospital.   

Despite recognising the issues with staffing and the direct and the indirect consequences 

which occurred because of this, overall summaries from staff and patients regarding their 

experience on both Danson and Edison wards were positive.  Praise for the staff and their 

teamwork was frequently expressed on Danson ward by staff and patients alike.  Participants 

on Edison ward also appeared to separate the negative yet dominant theme of insufficient 

staffing and its consequences, from the staff themselves, simultaneously holding an overall 

positive impression of their experience on the ward which was mostly credited to the actions 

and behaviour of the staff members.  

Whereas both wards appeared similar in their receipt of generally positive appraisals of the 

wards during interviews, these co-existed alongside discontent with the systemic staffing 

issues, which appeared to be more severe in nature on Edison ward than on Danson.  

Although slight, a difference in patient reported satisfaction between the wards was also 

indicated in the pre-existing data.  Whereas Danson ward received zero official complaints 

and consistent 100% scores in the Friends and Family (F&F) Test over the three months, 

Edison Ward received two official complaints and scores of 98%, 94% and 86% in the F&F 

test over the same period.  

Patient experiences were not just formed as a result of what was experienced during an 

inpatient stay.  On both Danson and Edison wards, the media was seen as a negative 

influencer of patient expectations, lowering them and creating unnecessary anxiety amongst 

patients.  Having to address these prior misconceptions was seen as additional work for the 

staff on both wards, and was a task which was not always successful.  

On both Danson and Edison wards it was generally felt that the degree of autonomy patients 

had over their care was satisfactory, although there were deliberations amongst staff on 

Danson ward as to whether in an elective ward context this extended too far.  On Danson 
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ward, what was an appropriate or acceptable degree of patient autonomy also appeared to be 

influenced by norms generated from membership of another subculture, for example 

generation or nationality.   

In respect to staff autonomy and empowerment, on both wards this appeared to be viewed 

negatively.  The degree of influence that the nursing staff and the ward sister had over current 

issues, particularly with staffing related matters was considered limited on both wards. 

Alongside this, there were instances where staff autonomy had been diminished, either 

through the introduction of new technology on Danson ward, or in the introduction of new roles, 

such as the PI, on Edison ward.   

Moreover, there were instances on both wards where staff autonomy was not just limited or 

removed, but actively inhibited. This manifested on Danson ward through a nurse signing a 

confidentiality agreement ensuring her silence after a clinical incident. On Edison ward, 

despite staff raising concerns about the introduction of new paperwork by management, this 

was still introduced as planned.   It was also found that whilst nurses were actively reporting 

staffing concerns through the incident management system, they were informed to stop doing 

so, although exactly who gave these instructions remains unclear.  Regardless, there was 

apathy towards how effective this system was in achieving meaningful change to the staffing 

levels on the ward.  

Staff autonomy in relation to other professional groups appeared to exist within an established 

hierarchy, with conflict occurring between professional groups.  Conflict between doctors and 

nurses was reported on both wards and observed on Edison ward, with this appearing to be 

closely tied to the well-established power dynamics between the two groups.  The introduction 

of new roles on Edison ward and overseas nurses on Danson ward also provided instances 

where established assumptions regarding professional power and autonomy were exposed 

and challenged.  A summary of both wards can be found in Table 9.   
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Table 9 Ward Summary Chart 

 DANSON 

WARD 

EDISON 

WARD 

Directly affected by insufficient staffing X ✓ 

Indirectly affected by insufficient staffing : hospital redistribution 

system 

✓ ✓ 

Indirectly affected by insufficient staffing : alternative staffing 

measures  

✓ ✓ 

Limited staff autonomy  ✓ ✓ 

Staff autonomy actively inhibited  ✓ ✓ 

Existence of other, sometimes competing, subcultures  ✓ ✓ 

 

Despite the wards differing in how directly affected they were by insufficient staffing, the 

findings from both wards did appear to show a strong, common, undercurrent relating to 

autonomy and empowerment.  How the Theme 3 sub-theme: ‘staff autonomy’ related to all 

three sub-themes within Theme 2: ‘Supply/Demand dynamics’, therefore required further 

analysis.   How these themes interconnect, and how this may relate to culture and patient care 

are also discussed in the proceeding discussion chapter.   
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5.0 DISCUSSION   

5.1 Chapter Introduction 

 
The purpose of this chapter is to demonstrate how the themes and findings as presented in 

the previous chapter relate to culture. This chapter includes a second level of analysis using 

Schein’s multilevel model of culture (Schein, 1985), resulting in three underlying assumptions 

underpinning the culture across the two wards at Wickham hospital being identified.  These 

findings are then discussed within the context of current literature.  The overarching research 

objective of how culture affects patient care is also addressed and a model used to provide a 

visual illustration of how they are connected.   

5.2 Underlying Cultural Assumptions   

 
In order to answer the overarching research objective, the findings needed to be reinterpreted 

through the lens of culture.  This was done by applying the findings to Schein’s multi-level 

model of culture (Schein, 1985).  A visual depiction of how the findings apply to all levels of 

culture, from the most visible artefacts to the least visible assumptions, can be seen in 

Diagram 6. 

Previously subsumed under theme 3 during the initial, more inductive stage of thematic 

analysis, “empowerment and autonomy” also represented the underlying assumptions of the 

ward culture, to which other themes and findings alluded to.  It was therefore the dimension of 

staff empowerment and autonomy, or lack thereof, which appeared to be the central thread 

which connected the findings through all levels of culture. It also appeared to be the medium 

through which culture and patient care were connected – therefore also addressing the main 

research objective of this thesis- how culture relates to patient care.  
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From this main theme of empowerment and autonomy, specifically in relation to staff, three 

underlying assumptions were identified: 

 The professional status/power of nurses in relation to other groups 

 Power and the distribution of tasks 

 Power/autonomy of nurses  

How other more visible layers of culture relate to these underlying assumptions and their 

common thread of power are discussed further in this chapter. Power is defined as the: 

discretion to act, and the means to enforce one’s will over the environment, or other individuals 

(Sturm and Antonakis, 2015).  How the power aspect of culture relates to patient care is then 

explored.  
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Diagram 6 Levels of Culture  
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5.2.1 Underlying Assumption 1 - The Professional Status/Power of Nurses in Relation 
to Other Groups 

 
The first taken for granted assumption which underpinned ward culture was the existing 

degree of power and professional status nurses had in relation to other professional groups. 

Power in relation to other people relates to one aspect of power: the ability to influence others 

(Sturm and Antonakis, 2015; Keltner, 2016). Nurses and the extent of influence they held 

appeared to be situated within a hierarchy comprised of other professional groups, a position 

which appeared to be established and accepted, readily or not, by participants.   

In this respect, nurses appeared to be situated within the hierarchy inferior to doctors, this 

being a position which was affirmed through the findings at more visible levels of culture. 

Nurses being situated in a hierarchical position subordinate to doctors is not a new finding of 

this study. That doctors generally occupy a superior position in the professional and social 

hierarchy compared with other health care professionals (Morrall, 2009) is a position which 

has been acquired historically, aided by their traditionally concurrent possession of other 

socially dominant traits in class and gender, expressed in uniform and pay differences with 

other professions (Bradby, 2009), and maintained over time through astute demarcation and 

monopolisation of their professional territory and identity (Abbott, 1988).  

Whilst their superior position within the hierarchy is still generally accepted amongst other 

professions (Timmons and East, 2011), medicine has also had to contend with a decline of 

medical dominance and autonomy which has been occurring since the 1970s (Harrison and 

Ahmad, 2000).  Medicine’s dominance over, and a narrowing of the gap between, other 

professions is said to have occurred most severely at the micro, clinical level as a result of 

policy changes (Traynor, et al., 2015) affecting clinical autonomy.  At the macro level this has 

seen a wilful degradation by government of the corporatist power once afforded to doctors by 

the state (Harrison and Ahmad, 2000).   Although empirical determination of this decline is 

difficult and the degree to which this has changed is disputed (Gabe and Monaghan, 2013), it 
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could be argued that the socio-political context in which this case study was situated provides 

an example of this decline.   The doctors’ strikes of 2015 which were occurring during the 

observation period of this research were in response to the government’s proposed ‘seven-

day NHS’ reforms and the perceived lack of consultation and negotiation with the profession 

on the issues which accompanied these reforms (BMA, 2016).  That industrial action was 

resorted to by ‘junior’ doctors on four occasions could be construed as an example of the 

extent which medicine’s assumed political power and influence has diminished at the macro 

level since the profession’s inception.  In spite of this decline, few would dispute that 

medicines’ social and cultural dominance over other health professionals still remains today 

(Gabe and Monaghan, 2013). This was reflected in the findings on both wards with nursing 

staff on Danson ward claiming that doctors were like ‘God’ (P10 – Danson, Female, UK, HCA) 

and ‘important people’ (P12 – Danson, Male, Non-UK, RN).  

Doctor-initiated interprofessional conflict was both reported on Danson ward, and observed at 

artefact level on Edison ward.  What revealed the underlying assumption behind this 

imbalance in interprofessional power dynamics however was not so much the conflict itself, 

but how nurses responded to it. Incidents of doctor initiated interprofessional conflict occurred 

alongside this hierarchical differential with communication inhibited as a result.  This behaviour 

was said to often go unchallenged, in person or through other channels, by participants on 

both wards (P10 – Danson, Female, UK, HCA, and Participant G – Edison, Female, UK, RN). 

Participant G shared her interpretation of why this was so, expressing apathy that anyone 

would effectively or seriously challenge this behaviour due to their status and that it was 

unlikely to change as a result.   This supports the findings of Churchman and Doherty (2010) 

who also found that the existence of a strong hierarchy and the structural inequality between 

the professions prevented nurses from challenging the practice of doctors.   
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Power is the fundamental concept within social science (Russell, 1938), yet in spite of the 

hierarchical nature of the NHS and its occupational groups, ‘power’ as a concept is  

infrequently examined nor articulated in the study of interprofessional relationships between 

healthcare professionals (Baker, et al., 2011).   The study of power across professional 

boundaries has typically been the remit of medical sociologists (Allen and Pilnick, 2005), yet 

has diminished in terms of the attention it has received in recent years as the perceived power 

of the medical professional has weakened (Coburn, 2006), accompanied by a shift in attention 

towards other areas of research (Bradby, 2009). Nevertheless, there remains to be traditional, 

albeit less current, sociological theories which can be drawn upon to explain some of the 

findings, whilst also bearing in mind that owing to the contemporary context of this case study 

research, there is scope for these theories to be refined.  

Building upon the work and theories of those before her, Witz (1992) developed a model of 

occupational closure which has been used to explain the strategies employed by healthcare 

professionals in protecting, advancing and maintaining their professional boundaries.  

Occupational closure strategies occur between professionals situated in a hierarchical 

structure of a dominant group and one or more subordinate groups where differing strategies 

are deployed depending on one’s position within it.  Dominant groups i.e. medicine according 

to Witz, engage in exclusionary and demarcation strategies which are applied down the power 

gradient to those who are considered to be subordinate.  Subordinate groups, such as nursing 

according to Witz, engage in dual closure strategies, excluding, demarking and hence 

protecting their professional territory from those considered subordinate to themselves, whilst 

simultaneously attempting inclusionary and usurpation strategies with the intention of 

obtaining previously held professional territory of the dominant group.   

However, on both Danson and Edison wards, there did not appear to be any evidence that 

usurpation or inclusionary strategies were being deployed by the ward nurses. With no 

attempts being made to challenge the hierarchical status quo in relation to the doctors, these 

findings pose a unique challenge to the occupational closure theory in this respect. 
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Occupational closure strategies in relation to the PI’s however will be discussed in further 

details later.  

Although advances onto what has traditionally been medical territory such as clinical skills and 

medical knowledge may have been attempted over the years by the nursing profession, this 

can be argued as being directed from a higher level, either by nursing leaders or as a by-

product of the actions of management attempting to meet ever growing clinical needs 

(Traynor, et al., 2015).  That no evidence was found of this being directed or attempted by 

ward level nurses raises the question as to whether the existing level of official power held by 

nurses holds any influence of the degree to which they engage with these dual closure 

strategies, particularly those involving the dominant group. That there is a discrepancy 

between the professional logics and narratives espoused by occupational leadership and what 

is reproduced at the frontline level is noted by Kessler, et al., (2015). Therefore, does a certain 

degree of power already need to be possessed, such as that held by established nurse 

leaders, in order for usurpatory tactics to be deployed or desired? Looking to the literature 

outside of healthcare professional dynamics can provide some insight this question.   

Those with the most power will seek to maintain their position in the hierarchy (Bradby, 2012), 

whilst those with the least power tend to accept their fate rather than challenge it (Hiemer and 

Abele, 2012). Those with the least power also play a part in maintaining this hierarchy, 

counterintuitively and to their own disadvantage (van der Toorn and Jost, 2014).  This 

behaviour is theorised to occur as a result of system justification theory (Jost and Banaji, 

1994), where the existing social order is justified, even if this may be against their own group 

and personal interests.   

Those with the least power typically exhibit more socially inhibited behaviours (Keltner, et al., 

2003), are less likely to take action (Durso, et al., 2016) and are more risk averse than those 

more powerful to themselves.  Any risk taking behaviour that does take place is only done 

when there is a perceived possibility that changes to their situation make be evoked as a result 
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actions (Hiemer and Abele, 2012).  These challenge Witz’s occupational closure theory that 

those with limited power i.e. nurses, will engage in usurpation tactics. Therefore, whilst this 

theory is useful in exploring the methods used by differing professionals in maintaining and 

advancing their professional territory, it is lacking in its ability to explain when these supposed 

strategies are not deployed as expected, as per the nurses in respect to the doctors. The 

findings of Danson and Edison ward also introduces the possibility that the ward level nurses 

power is perceived to be so poor, with such little scope for change, any risk taken behaviour 

to unsettle this status quo is not attempted, hence continuing to reinforce the hierarchical, 

status quo which is assumed as part of the culture, against the nurses’ best interests.  

On both wards there appeared to not only be a lack of challenge to doctors’ professional 

territory, but also to any conflict that was directed down this power gradient too.  With two or 

more participants noting the doctor’s dominance in relation to themselves, accompanied by 

beliefs of apathy and scepticism that this would change, informed by previous learnt 

behaviour, which had happened within the boundaries of the cultural group on both wards, by 

Schein’s (2010) definition, nursing’s position in the hierarchy subordinate to medicine 

appeared to be established as an underlying assumption of the ward culture.    

How different interprofessional groups were in terms of their rules, norms and practices 

regarding uniforms also appeared to reveal a discrepancy between nurses and other 

professional groups.  An espoused belief regarding nurse uniform was evident on Danson 

ward. What was especially noteworthy about this espoused belief was that this was displayed 

in artefact form as a poster. Both the content and the placement of this poster also served as 

important cultural artefacts.    The espoused belief was that nurse adherence to the displayed 

uniform policy would help uphold a ‘professional image’ and that in doing so the public could 

be reassured that certain professional standards were being met.   

The uniform policy published on the poster included points which appeared motivated by 

image alone as opposed to clinical need or relevance, for example, sock colour.  This poster 
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was also displayed in a public area, with the intention of being seen by the public. Firstly, it 

appeared to confer an association with strict adherence to, and enforcement of, policy some 

of which was admittedly and purposely image driven, and the professional standards and 

quality of the nursing staff.  Secondly it indicated that the Trust felt the need to make the public 

aware of its approach to nursing staff image and that in turn the public’s confidence in nurses 

who adhered to this, and the hospital which was seen as serious about enforcing such, would 

improve.   

In practice, a nurse on Edison ward described how uniform policy was enforced by the ward 

sister yet was done in an inconsistent manner. In contrast to the attempts on both wards to 

enforce uniform policy on nurses, this was not noted for other professional groups, nor were 

these publicised on posters. There was also an instance of the prescribed uniform not being 

worn at all by a member of another professional group. A pharmacist in their PI role chose not 

to adopt the uniform, instead wearing his own clothes, a situation which was left unchallenged 

and allowed to perpetuate.  Discrepancies in how uniform policy was enforced and adhered 

to between professional groups existed on top of the already different uniform norms between 

them.   

In terms of uniform artefacts, nurses, associated nursing positions (HCAs/associate 

practitioner etc.) and physiotherapists were observed as wearing uniforms whereas all grades 

of doctors and pharmacists did not.  Therefore there appeared to be a taken for granted 

assumption that those who held more privileged positions in the professional hierarchy would 

be less likely to wear uniforms.  This assumption was unsettled in the creation of a new role, 

the PI, where a member of a professional group which traditionally would not wear uniforms 

was expected to wear one, resulting in non-conformity at this level.   

Therefore nurses appeared positioned differently to other professional groups twofold, both in 

wearing uniform attire, and having this enforced more strictly and more publically than others. 
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Frustration by a nurse regarding the unfairness in what was perceived to be double standards 

regarding uniform was also observed as an artefact.  

Like taken for granted assumptions, the uniform artefacts through which these assumptions 

are expressed, also remain analytically neglected within interprofessional study (Timmons and 

East, 2011).  Taken for granted assumptions by their very nature have the possibility of being 

overlooked, not just within the culture of interest, but within wider society. If these assumptions 

and their more visible artefacts extend to the realm in which researchers themselves are 

situated, this could potentially explain why they have received limited research interest to date. 

Regardless of their respective neglect as an object of research enquiry, uniform artefacts still 

remain important expression of a culture and deserve attention on account of this.  

One of few exploration of uniforms and their importance to the maintaining of the professional 

hierarchy was conducted by Timmons and East (2011).  Their study of a management driven 

initiative which involved the replacement of distinct profession specific uniforms by a generic 

identical uniform to be worn by nurses, physiotherapists and occupational therapists, resulted 

in opposition and resistance as these were seen to represent a loss of status position within 

an established hierarchy.  Interestingly, the challenge that these new uniforms posed to 

professional identity was not experienced equally across all groups.  It was typically the 

occupational therapists, physiotherapists, and clinical nurse specialists who found the generic 

uniforms as a threat to their professional identity and status, whereas amongst ward nurses 

these were more readily accepted.  These two former groups were unhappy that in wearing 

these new uniforms they had been mistaken for nurses and requested to do nursing work, 

particularly by doctors, revealing the hierarchy and the relative, undesirable position that ward 

nurses, or ward nurse work, occupied in relation to other groups.  

In the case of Edison ward, it would have been interesting to explore the reason why the PI 

did not want to wear the uniform which was a similar tunic style similar to the nurses, albeit 

with a different colour and collar style, and if this was motivated by a fear of being mistaken 
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as a member of the nursing staff, as was the case in the Timmons and East (2011) study.  

However, as interviews could not be secured with either of the two PIs, this remains to be an 

unanswered question worthy of further exploration.  

Although uniforms as artefacts and professional hierarchy as a cultural assumption are not 

specifically articulated as such by Timmons and East (2011), this study nevertheless provides 

an example of how cultural assumptions regarding professional hierarchy and power in 

relation to other groups can be disrupted and hence revealed as a result of managerial 

interference. Considering the negative effects this intervention caused in the Timmons and 

East (2011) study, the degree to which culture is planned for, or even considered when 

introducing interventions which fundamentally challenge the cultural assumptions of a group 

where conflict and upset result, is questioned. Nurse/PI dynamics extended further than their 

differences in terms of uniform policy and adherence. The introduction of the PI role appeared 

to reveal another underlying assumption, that which associated nursing status and power with 

the distribution of tasks.   

5.2.2 Underlying Assumption 2 - Power and the Distribution of Tasks 

 
The introduction of PIs on Edison ward appeared to challenge and reveal the taken for 

granted, underlying assumptions regarding the distribution of tasks, professional territory, and 

how these related to the professional role and status of the nurse.  Power in this respect relates 

to the ability to have discretion to act in one’s own professional interests, and the freedom 

from the influence of others (Sturm and Antonakis, 2015).  

 
Not only was there dissatisfaction at the tasks that the PIs didn’t do e.g. fundamental care, but 

at what they did e.g. medication administration.  When PIs were on duty, medication 

administration would be assigned to them, instead of the usual dispensers of medicines: the 

registered nurses. Having this task actively withdrawn from their remit and assigned to these 

new roles was expressed at artefact level in the form of discontent amongst the nursing staff. 

Not only due to some of the nurses questioning the effectiveness and efficiency of the PIs 
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doing it, but also because of the underlying assumptions regarding role and status it appeared 

to disrupt.  

Within organisations, conflict is said to take on one of three forms. Task conflict are disputes 

over who does what tasks, process conflict relates to disputes over how tasks should be 

performed, and relational conflicts are those which occur as personal disputes between team 

members (Drinka and Clarke, 2016). According to Guenter, et al., (2016) relational and task 

conflicts are highly correlated. On Edison ward, whilst these two types of conflict existed 

simultaneously, the direction appeared to be one where task conflict relating to the shared 

professional territory of the nurses and the PIs manifested as relational conflict as a 

consequence.   

In their scoping review of healthcare conflict studies, Kim, et al., (2017) found that the most 

prolific perceived source of conflict related to the scope of professional practice, leading to 

ambiguity over task assignment, confusion over authority and mismatched goals.  In spite of 

this, studies which specifically aim to examine ‘task conflict’ in nursing practice are rare.  One 

of the few studies to do so was conducted in Korea by Jung (2014).  Focus groups between 

Registered Nurses (RNs) and Practical Nurses (PNs) revealed task conflict relating to certain 

tasks which were conducted by both groups. One such task was invasive techniques, 

considered by the RNs to be a task which should be solely theirs. In displaying exclusionism 

over their traditional professional territory when this is being advanced upon by a group 

considered subordinate in the professional hierarchy, the nurses in Jung’s study demonstrated 

occupational closure strategies expected of them according to Witz’s (1992) theory.  

The task conflict which occurred between the nurses and PIs in relation to medication 

administration, does not fit Witz’s (1992) theory of occupational closure as closely as the 

findings of Jung (2014). According to Witz (1992), acquisition of tasks which are traditionally 

the preserve of another group is expected to occur upwards in the professional hierarchy as 

subordinate groups engage in usurpation and inclusionary strategies as a way of expanding 
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and establishing these as their own professional territory. Yet on Edison ward, these tasks 

were not just been advanced onto, but their acquisition meant sudden and absolute removal 

of these from the remit of the profession for whom these typically belonged to.  Moreover, the 

ownership and monopolisation of these skills were occurring in the reverse direction of that 

which is expected of Witz’s (1992) model, with these tasks being acquired by a profession 

which in many respects would be considered superior in the hierarchy, and would be expected 

to delegate tasks to subordinate groups rather than acquire them as their own.   

Traynor, et al.,’s (2015) recent revisiting of the Witz’s occupational closure theory by 

examining the occupational practices of trainee associate practitioners in relation to registered 

nurses also found the theory lacking in its ability to explain professional occupations in a 

modern healthcare context.  As was the case with the introduction of the PIs on Edison ward, 

and the generic uniforms of Timmons and East (2011) study, Traynor, et al., (2015) found the 

introduction of the associate practitioners and their subsequent advancement onto nurses’ 

traditional professional territory was instigated and brought about by management rather than 

the occupational groups themselves.  Therefore, with the state nor management interference 

in occupational boundaries accounted for in Witz’s (1992) model (Traynor, et al., 2015) yet 

these appearing to present significant challenges to occupational boundaries in practice, there 

remains scope for traditional models of occupational closure to be revised and refined taking 

management interference into account.  

Although task conflict is a recognised and demonstrable concept, exactly why this may be 

occurring is often not adequately explored.  In their analysis of multiple organisational 

ethnographies Bendersky and Hays (2012) found that conflicts oftentimes did not fit into one 

of the three types of conflict which are said to occur in organisations – task, process and 

relationship, and instead were considered to be status conflicts i.e. “attempts to defend or 

elevate one’s own relative status” Bendersky and Hays (2012 pp.2).   
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On Edison ward  the medication administration task was posited as the dividing line between 

registered nurses and healthcare assistants and in having this role removed from their remit 

so too was the status which was associated with it.  This challenge to an established hierarchy 

and loss of associated status was further reinforced in the perception that registered nurses 

on Edison ward were relegated to the tasks of a healthcare assistant, such as fundamental 

care, in the presence of the PIs and hence the lower status which was attached to them.   

In this case, task conflict alone could not fully explain the conflict which was occurring, as the 

task appeared to be intertwined and inseparable with the status which certain tasks appeared 

to represent.  That the task of medication administration was seen as an essential part of the 

professional scope and hence status afforded to registered nurses, supports Bendersky and 

Hay’s (2012) position regarding the influence that status can have alongside task conflict, 

whilst also posing questions regarding nurses professional identity, and the security of such, 

in a context of blurring occupational boundaries.  

Every profession aims to have an area of expertise over which it has complete control and 

can hence expand upon (Abbott, 1988), yet nursing has been poor in both articulating its 

professional territory and hence defending it from the advances of others (Apesoa-Varano, 

2013; Traynor, et al., 2015).  Unique professional territory over which nursing can agree upon 

and claim as its niche has faltered at various points within the professions history, further 

compounded by ideological differences within the profession itself. These divisions regarding 

the profession’s scope and hence identity still persist to this day and can be described as 

occurring between those who subscribe to specialist-discard logic, which advocates for the 

discarding of routine work to subordinate groups such as HCAs, or the holism-hoard logic, 

which supports retaining all tasks within the scope of the registered nurse in the name of 

providing holistic care (Kessler, et al., 2015).    

In recent years, there has been a global trend of nursing shifting itself away from the bedside 

and the delivery of frontline care (Pimenta, et al., 2016). This has left a vacancy in professional 
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territory which others such as healthcare assistants have acquired for themselves, 

paradoxically weakening nursing’s claims to holism as its unique scope of professional 

territory, provoking a crisis in vocational identity as a result (Jung, 2014).   The relinquishing 

of traditional territory, whether willingly by specialist-discard types, or against the logic and will 

of holism/hoard types, has occurred simultaneously alongside a difficulty in the profession 

carving out a unique, alternative profession monopoly instead.  This has left nursing situated 

in a precarious position where it faces threats from loss of tasks to other professional groups 

and hence the status and professional identity that were assumed alongside them, whilst also 

being unable to establish an alternative professional niche territory to claim as their own.  

Task conflicts can induce threats to one’s self-concept (Guenter, et al., 2016) with the potential 

for professional identity to be disrupted due to changes in how a profession’s tasks and rituals 

are usually conducted (Bochatay, 2018).  Despite the impact that major changes to tasks, and 

the responsibility for these tasks may have on identity, threats to professional identity need 

not necessarily have entirely negative consequences.  On the contrary, threats to identity can 

serve as an opportunity to construct an alternative identity (Brown and Coupland, 2015) which 

serves the individual or the group better than the one which had come before it.    

Securing a distinct and secure professional identity depends on clearly defining the role of the 

nurse (Rasmussen, et al., 2018), yet nursing has typically struggled to define and articulate its 

work (Bochatay, 2018). There is a need for nursing identity to clearly align and reflect the work 

which is being performed in its name (Yazdannik, et al., 2012) as whilst its work remains 

undefined the nursing role is under threat of being devalued (Willetts, 2013).  

In the construction of its remit and identity, nursing has typically foregrounded the direct care 

aspect of its work (Allen, 2018) despite this not being unique professional territory for the 

registered nurse, and a body of empirical research existing which has shown that direct patient 

care typically comprises only around a third of nurses’ work (Westbrook, et al., 2011; 

Schachner, et al., 2015; Gomes, et al., 2016; Butler, et al., 2018).  Therefore, there lies 
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potential in first identifying and articulating, then claiming and constructing an identity upon 

the less obvious ‘invisible’ (Allen, 2018) work that comprises the majority of nursing work. The 

recent work of Allen (2018) has attempted to achieve these first two steps by capturing and 

conceptualising the little recognised, but crucial and significant aspect of nursing work: that of 

organising, defining such within her ‘translational mobilisation theory’.   Whilst this is a new 

and developing theory which requires more exploration, Allen’s (2018) unique 

conceptualisation of nursing work holds promise in providing clarity and identification of the 

unique professional territory of nurses within modern, complex, healthcare systems.  As clarity 

and confidence contribute to the formation of a well-defined professional identity (Rasmussen, 

et al., 2018) this could then be claimed by nurses as their unique professional territory, and a 

suitable identity constructed upon it, potentially ameliorating some of the identity crisis, and 

the issues which arise from this,  currently being experienced by the nursing profession 

worldwide.   

Alongside the apparent task conflict which the introduction of the PI role appeared to unearth, 

there were also a number of potential reasons for why discontent was felt amongst the nursing 

staff regarding the PI role. Firstly, there is the possibility that nurses felt betrayed or 

misinformed, deliberately or mistakenly, due to initially being told that the PI roles would 

include fundamental care tasks, only to find out in practice that this was not the case.  

Secondly, the perceived unfairness of PIs not undertaking fundamental care when nurses had 

to.  In questioning the unfairness of having to undertake fundamental care could be seen again 

to construe this as an undesirable nursing task in its own right. If it was coveted nursing task, 

it could be assumed that protestation on its fair distribution would evoke less discontent. 

Thirdly, it could be frustration at the prospect of an even greater workload.  As band 5 

registered nurse vacancies were being filled with fewer PIs due to their band 6 status, it was 

an understandable concern that there would be fewer staff available to help with fundamental 

care tasks when PIs were scheduled to work in the place of nursing staff.  And lastly, the 

discontent which resulted from a perceived loss of status and threat to an established 
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hierarchy perhaps could explain the incivility and frustrations expressed by nursing staff 

towards the PIs on Edison ward. 

Just as the introduction of the PIs appeared to unsettle and challenge current underlying 

assumptions regarding status, power and task distribution, especially those typically 

associated with the nursing role, so too did the latest intake of overseas nurses on Danson 

ward.  The introduction of Italian nurses appeared to provide an opportunity for some deep 

seated assumptions to be challenged and brought to the surface, for both the regular Danson 

nurses and the Italian ones.  As was the case with Edison ward, the responsibility for the 

delivery of fundamental care appeared to reveal assumptions related to this task and the roles 

and status associated with it.  

Both regular staff and the Italian nurses believed that the role of the nurse differed in Italy 

compared to Danson ward.  One Italian nurse believed that the UK nursing role was less 

focussed on clinical skills, more so on paperwork, leaving UK nurses under-equipped in their 

ability to perform skilled clinical tasks such as cannulation.  Two regular staff participants 

believed that the Italian nurse roles did not include assisting in fundamental care such as 

washing and toileting, as this was something which was typically performed by family 

members instead of nurses.  Although the Italian nurses were seen positively in how they 

adapted to their roles on Danson ward, as was the case with nurses and the PIs, there 

appeared to be discontent regarding the Italian approach to fundamental care.   

 
Occurring alongside this, there was also a perception amongst staff and a patient on Danson 

that the Trust did not address, and were perhaps unaware of, the fundamental differences 

between the NHS and abroad e.g. systems and processes.  In addition to the lack of attention 

given to orientating Italian nurses to systems and processes, it also appeared that there was 

oversight on behalf of the Trust in terms of acknowledging or addressed the conflicting, deeply 

held assumptions regarding the nature of the nursing role.  This appeared to manifest as 
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cultural dissonance in practice as a result of conflicting cultural assumptions being confronted 

naturally with each other.  

 
Therefore, the abrupt introduction of Italian nurses into a UK nursing context appeared to 

challenge deep seated assumptions, for both regular and Italian nurses relating to the nature 

of the nursing role, personal and professional autonomy and obedience- discussed further in 

Underlying Assumption 3.  The psychological discomfort which occurred as a result of cultural 

dissonance/clash between them could have perhaps been avoided or at least reduced had 

the Trust pre-empted and planned for these fundamental differences prior to Italian nurse 

initiation.   

 

5.2.3 Underlying Assumption 3 - Power/Autonomy of Nurses  

 
Underlying Assumption 1 related to power in relation to other professionals, Underlying 

Assumption 2 the discretion to assert independence from the will of others through the 

protection of professional territory. Assumption 3 relates to power in respect to the 

environment and the organisation.   

 
According to the seminal ethnographic work of Kanter (1977), power in respect to the 

organisation is the ability to act effectively within in.  Power in this sense can be considered to 

be structural power: i.e. the ‘ability to get things done’ Kanter (1977 pp.166) and to mobilise 

and access the tools and resources needed to achieve the goals of the job.  Applied to the 

findings of Danson and Edison ward, staffing was a crucial, yet insufficient resource which 

was needed in order to perform nursing work well, yet the ability to acquire, influence or access 

staffing resources was not within the grasp of the ward staff.  Restricted in their ability to 

access the tools and resources needed to do their job effectively, ward nurses could be 

considered as possessing limited structural power according to Kanter’s (1977) definition.   

 
Structural power and structural empowerment are closely related concepts with the latter being 

defined by Conger and Kanungo (1988) as the identification and removal of conditions which 
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foster powerless through organisational and informal practices.  Structural empowerment has 

been found to be associated with a number of outcomes such as burnout (Meng, et al., 2015; 

Orgambídez-Ramos, et al., 2017) emotional exhaustion (Zhang, et al., 2018)  job satisfaction 

(Breau and Rhéaume, 2014) nurses’ intent to leave/stay (Breau and Rhéaume, 2014; 

Bergquist, 2018) perceived quality of care (Breau and Rhéaume, 2014), patient satisfaction 

(Donahue, et al., 2008) and the effectiveness, quality, safety, efficiency and patient‐

centredness of patient care (Goedhart, et al., (2017).  Structural empowerment was also 

frequently discovered or posited as a dimension of NHS organisational culture and caring 

cultures within the earlier literature review (Rytterstrӧm, 2009; Rafferty, et al., 2015; West, et 

al., 2013; Molzahn, 1997; King’s Fund, 2014; Gale, et al., 2014; Mannion, Davies and 

Marshall, 2005).   

 
Structural approaches to power consider the organisation and its most powerful members as 

creating and maintaining the disempowerment of others.  Kanter (1977) argues that power 

exists in self-perpetuating feedback loops, where power begets power, and those with low 

power exist in a cycle of disadvantage with each system being difficult to break.   If power is 

defined as access to the tools required for action, the ability to action the empowerment of 

others lies with those who are already in powerful positions (Kanter, 1977).  Therefore the 

solution for disempowerment lies with those who currently possess power, although not 

necessary from those already within the system (Kanter, 1977).   

 
The structural approach, despite being widely adopted within nursing workforce research, has 

been criticised by post-structuralists for its scope and underlying philosophy.  Udod (2008) 

argues that the structural approach fails to decipher the complex mechanisms of how power 

works. The structural approach is also critiqued for viewing empowerment “a passive process 

that others do for someone else, supporting the ill-conceived notion that nurses are unable to 

empower themselves” (Friend and Sieloff, 2018 pp. 360).  Therefore, the structural approach 

itself could be interpreted as a disempowering entity if strategies for change are considered to 
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be limited, with likely solutions reliant on the benevolence on those with the most current 

power, from the top downwards.   

 
This form of paternalistic approach to nurse empowerment, where those in positions of 

authority allow, or appear to allow, nursing staff to input into chosen aspects of decision 

making, yet the ultimate decision lies with the management, may thwart the success of 

programme as a result (Weston, 2010). Similar was found on Edison ward, where the initiative 

to improve ‘ward to board’ communications was effective in promoting communications from 

the board to the ward only.  Nevertheless, ‘access to information’ is considered a crucial 

component of structural empowerment (Laschinger, et al., 2019) and the additional knowledge 

of the workings of the hospital administration which these meeting provided was welcomed.  

 
The post-structuralist approach does not consider power to be absolute, stable nor without the 

possibility for change.  Resultantly, power does not exist without the presence of its 

counterpart: resistance, which holds the capacity to alter and even invert existing power 

relationships (Barlem, et al., 2013). According to Udod (2008) acts of speaking up, 

whistleblowing or raising concerns are constructive forms of resistance within nursing, which 

hold the potential to improve practice. Within the gamut of nursing work, documentation can 

be successfully deployed as a means of resistance Udod (2012). In a study by Barlem, et al., 

(2013) nurse participants viewed the reporting of incorrect acts as the most effective form of 

resistance due to its potential to improve quality of care.  Acts of positive resistance such as 

collective action presented to a higher authority within the organisation have also been found 

to be effective methods of affecting change and positive outcomes within the practice 

environment (Udod and Racine, 2014).  

 
Resistance strategies were evident particularly on Edison ward, in relation to the organisation, 

its policies and the perceived inadequacies of staffing.  These included raising concerns to the 

ward manager, to a higher authority i.e. the matron, and through documenting these concerns 

using the incident reporting system.  However, contrary to the findings of those who have 
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examined the resistance strategies of nurses in Canada (Udod, 2012; Udod and Racine, 2014) 

and in South America (Barlem, et al., 2013), these strategies did not appear to be effective.   

Conversely, there was evidence that not only were these not effective, but there was the 

possibility that these were being counter-resisted, i.e. the reported instructions to cease using 

the incident reporting system to report staffing issues.  Therefore, the ineffectual resistance 

strategies found, particularly on Edison ward, present unique, and contradictory findings to the 

small body of research literature on resistance strategies of nurses, doing so from a UK 

perspective.  

 
The consequences of either a lack of action, or counter-resistance by the organisation in 

response to the resistance strategies being used by the nurses to affect positive change, 

resulted a shared common learning process. This created the cultural assumption that front-

line nurses held limited power in respect to the organisation, and that resistance strategies 

which they had seen or actively used themselves, were repeatedly found to be ineffective.  

This was a unique finding of this research, challenging the capacity of current resistance 

strategies to affect positive changes in patient care.   

 
Fear of the consequences should rules and norms not be followed were found amongst nurse 

participants, aimed at self-protection, regulated by self-censorship, and reinforced with 

espoused nursing mantras. These nursing mantras served to reinforce the consequences of 

non-adherence to the rules upon the minds of nurses, especially regarding documentation.  In 

contrast, whilst it appeared that ward culture reinforced and perpetuated the limited power 

held by the nurses, there were also two other subcultures which existed within it, yet had vastly 

different views in respect to autonomy and empowerment. Although patient autonomy within 

the ward culture was generally considered to be sufficient, and nurse autonomy and 

empowerment often found lacking, these summations were reversed within other subcultures 

i.e. generation and nationality.  Norms within the generational and nationality (Italian) 

subcultures regarding autonomy and empowerment were contrary to those found within the 

ward culture in general.  
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The influence of an older generation subculture was seen as negatively influencing patient 

autonomy.  This was specifically articulated by a 92 year old participant on Danson ward who 

expressed the belief that this was behind his attitude to medical authority. Although not 

specifically articulating generational culture as a motivator for a more subservient relationship 

with medical authority as the 92 year old participant did on Danson ward, the participant who 

was also in his nineties on Edison ward described a similar obedience to medical authority 

nonetheless.   

 
Whilst the older generational subculture was seen as an inhibitor of personal autonomy, 

nationality, specifically Italian, was conversely seen as a positive influence on it.  Just as the 

underlying assumption regarding power and the distribution of tasks were exposed and 

challenged by the presence of the Italian subculture, so too was the underlying assumption 

regarding power and autonomy of nurses.  Again, with the presence of a subculture whose 

underlying assumptions were at odds with the prominent culture of the ward, this conflict of 

assumptions served as a means of revealing them.  Specifically, the ward culture’s 

assumptions regarding nurse autonomy. 

 
Both Italian nurses interviewed on Danson ward shared the perception that their autonomy as 

professionals and individuals was restricted on Danson ward compared to in Italy.  Although 

they both cited examples where working practices differed between Italian hospitals and 

Danson in this respect, one of them specified it was the cultural influence of being Italian which 

was behind the difference, particularly in terms of obedience to authority.  That there may have 

been personal or national cultural influences to Italian attitudes towards autonomy, rather than 

purely those gained from within the nursing profession is suggested by the evidence that the 

nursing profession within Italy nursing also has its own struggles with professional autonomy.  

Despite Italian nursing having advanced its professional status in recent years, it conversely 

holds a relatively weak position in terms of professional autonomy, with medical dominance 
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ingrained into the healthcare system, protected and maintained by the medical professional 

and the state itself (Sena, 2017).  

 
However, it is also possible that whilst Italian nurse autonomy may be weak when compared 

to the Italian medical profession, it may be greater in other areas which do not overlap onto 

traditional medical territory, and hence it may be along these lines where Italian nurse clinical 

autonomy is perceived as superior to that of nursing in the UK by comparison. There was 

evidence from the findings that nursing scope in relation to clinical skills and fundamental care 

differed in Italy, with the latter traditionally being provided by family i.e. daughters (Picchi and 

Simonazzi, 2014), instead of registered nurses.    

 
Nevertheless, as was the case with the underlying assumptions regarding the role and status 

of the nurse, the abrupt introduction of another culture served to reveal not only the underlying 

assumptions of the group in question but those of the culture in which was at odds with it.  

Through this meeting of two cultures - the ward culture and the Italian culture, it appeared that 

there were two underlying assumptions which were not only exposed, but revealed to be 

contradictory: taken for granted assumptions regarding individual/professional power and 

autonomy i.e. Underlying Assumption 1, and the power and status which were associated with 

the role of the nurse i.e. Underlying Assumption 2.   

 

5.2.4 Culture and Power 

 
The findings which showed the main underlying assumptions relating in some way to current 

power structures within the group confirmed work of others in this area.  ‘Every group, 

organization, occupation, and macro culture develops norms around the distribution of 

influence, authority, and power’ (Schein, 2010 pp.104). This was also found to be the case 

with the assumptions discovered as part of this thesis, with autonomy and power relations 

being the central tenet of the assumptions discovered. 
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Researching Chinese organisations using Schein’s (1985) model of organisational culture, 

Kong (2003) found three underlying assumptions: ‘A Hostile World’, ‘Self-Seeking Individuals’ 

and a ‘Hierarchical Social Reality’.  This last assumption represented the power distribution 

and structure within the organisation and how this was perpetuated and accepted as the norm. 

Similar to that found at Wickham hospital, Kong (2003) found that a hierarchical, top down 

power structure was accepted, where workers were given little autonomy over decisions, and 

where this was perpetuated and rationalised by participants at the values and belief level.  This 

assumption manifested at artefact level with subservient subordinates and paternalistic, 

despotic leadership styles (Kong, 2003).  Although this appeared to be a more extreme 

manifestation of unequal and rigid power distribution throughout an organisational hierarchy 

than that found at Wickham hospital, it does nevertheless present a culture on which power 

relations play a large part, manifesting in less than desirable outcomes at the artefact level for 

those who hold the least privileged position of power.   

 
The assumptions relating to professional status, power and the distribution of tasks which 

were found to exist at Wickham hospital also support the findings of Gale, et al., (2014).   Using 

Schein’s (1985) model to explore the multileveled layers of culture in an NHS context, Gale, 

et al., (2014) also found assumptions relating to power relations. Similar to ‘Underlying 

Assumption 1 - The Professional Status/Power of Nurses in Relation to Other Groups’, Gale, 

et al., (2014) also found an underlying assumption which reinforced a power imbalance 

between staff and patients, and between healthcare professionals and management.  The 

assumption that medical professionals were a powerful group in healthcare systems was 

recognised by Gale, et al., (2014) who suggested that their potential to obfuscate 

management-directed change management initiatives should be taken into account when 

planning for such.  Akin to ‘Underlying Assumption 2 - Power and the Distribution of Tasks’, 

Gale, et al., (2014 pp. 5) also found that an underlying assumption found within their research 

was the ‘professional divisions of labour’.  Although this was not elaborated on further within 



 

221 
 

their paper, this does appear to convey similarly held assumptions regarding task distribution 

to that discovered at Wickham hospital.  

 
The discovery of hierarchical, power related underlying assumptions at Wickham hospital is 

in agreement with one of the earliest models culture: the Values Orientation Theory by 

anthropologists Kluckhohn and Strodtbeck (1961) (as cited by Bhagat and Steers, 2009).  

Their theory proposed that regardless of the particular cultural group being examined, humans 

only have a finite number of questions around which the group must develop an understanding 

and response to.  One of these is ‘relating to other people’, where the group develop a 

relationship with power which varies in the degree to which power and decision making is 

devolved within the group (Bhagat and Steers, 2009).   

 
Cultures can therefore be collateral (as equals), individualistic, or in the case of Wickham 

hospital, and arguably the NHS as a whole (Sanderson, 2016), hierarchical (Hills, 2002).  

Cultures which exhibit hierarchical styles have the most centralised power structure, whereby 

those at the front-line have limited amounts of autonomy and empowerment.  An over-

centralised approach whereby autonomy at the front line is limited is an acknowledged (Ham, 

2014), yet seemingly static phenomenon within the NHS.  This is despite evidence which has 

found that improved nurse autonomy is beneficial to staff wellbeing (Maben, et al., 2012).   

 
Nurse autonomy and ‘control over nursing practice’ are two concepts relating to empowerment 

which are often confused (Weston, 2008), yet have been found to be associated with improved 

patient outcomes (Weston, 2010).  Clinical autonomy is the ability to exercise clinical 

judgement, job autonomy involves collaborating with managers regarding operational 

decisions, and control over nursing practice relates to the involvement nurses hold at the 

organisational level in respect to policies and practices (Rao, et al., 2017).   Rao, et al., (2017) 

subsequently found that autonomy at the organisational level was significantly associated with 

lower odds of 30 day patient mortality and failure to rescue.  With improved nurse autonomy 

relating to improved patient survival (Rao, et al., 2017) and staff wellbeing (Maben, et al., 
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2012), the potential implications for staff wellbeing and patient care of a culture which allows 

and perpetuates such is acknowledged.   

 

5.2.5 Cultural Dissonance 

 
The findings from both wards, showed both positive appreciation and negative concerns 

related to overseas nurses.  These were raised by patients, regular staff and EU nurses 

themselves.  Patients and staff although holding positive views of the EU nurses, shared 

experiences of language and communication difficulties.  Dissatisfaction with their own 

linguistic competency was also acknowledged by the EU nurses.  Communicative issues due 

to language are considered by Kawi and Xu (2009) to affect quality of care, with the ability to 

‘communicate clearly and effectively in English’ (NMC, 2015 pp.8) seen as a necessary part 

of nursing competence by the NMC.   

At the start of data collection, EU migration law ensured that EU nurses did not have to provide 

evidence of their English Language competency to gain employment with the NHS. This 

resulted in a ‘two-tier system’ (Allan and Westwood, 2016) where nurses were only required 

to provide evidence of their English language competence if they were from a country outside 

of the EU.  At the start of data collection there had been growing concern regarding the 

linguistic competency of EU nurses (KCL, 2014), furthered by the increased fitness to practice 

referrals received by the NMC relating to communication issues (Glasper, 2015).  The findings 

from Danson and Edison ward regarding the linguistic competency of EU nurses supported 

these concerns.   

However, in the midst of data collection on the 18th January 2016, a revised EU directive 

included the requirement that future EU nurses would now need to provide evidence of their 

English Language competency (NHS Employers, 2016).  Therefore, the legitimate concerns 

and consequences of the EU nurses’ linguistic competency at Wickham hospital were 

reflective of a much wider concern at the time.  With this new directive in place, it is assumed 

less likely that similar findings and concerns would be found if the research was to be 



 

223 
 

replicated in the current context.  Germack, et al., (2015) found that the use of overseas nurses 

was associated with patient satisfaction in a negative manner.  With Germack, et al., (2015) 

proposing that one reason for this relationship may have been due to communicative/language 

barrier, it would be interesting to see this research revisited after this new directive has been 

introduced.  

Although there has been political debate and academic exploration into the role that overseas 

nurses play in their contribution to the NHS, there is very little acknowledgement of their role 

as agents in exposing the current culture through the process of cultural dissonance.  The 

value new roles and new cultures had in inadvertently exposing the underlying assumptions 

of the current culture was a unique finding of this research. 

’It is often only when a crisis or conflict occurs, and people adopt a critical perspective to their 

world, that these basic assumptions are revealed on the surface and can be examined’ (Gale, 

et al., 2014 pp.3).  At Wickham hospital this crisis was insufficient staffing.  This led to the 

introduction of new roles on Edison ward and overseas nurses on Danson ward, both of which 

provided the opportunity for some deeply held underlying assumptions to be unsettled and 

revealed.   

With the introduction of overseas nurses on Danson ward, assumptions regarding the 

distribution of tasks, and the status which was considered to be associated with them, were 

un-earthed. The role of the nurse and the tasks which are considered as nurses’ work can 

differ considerably between countries and healthcare systems.  Lindqvist, et al., (2014) found 

that the nature of nursing work in Sweden varied greatly compared to Finland and Norway, 

with the Swedish nursing role being more supervisory in nature, with less involvement in direct 

patient care than their other Nordic counterparts.   A lesser involvement in direct patient care 

in the Filipino nurse role was also found by O’Brien (2007) when compared to the UK nurse 

role.  Adjusting to a UK nurse role which involved a greater degree of direct care than they 
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had experience of in their country of origin was described as a ‘culture shock’ (O’Brien, 2007 

pp.2233) for the Filipino nurses. 

As was the case with Swedish (Lindqvist, et al., 2014) and Filipino nurses (O’Brien, 2007) the 

EU nurse role also appeared to be less directly involved in the provision of fundamental care 

when compared to the UK nursing role on Danson ward. Having two groups with different 

assumptions regarding the nursing role meet naturally served to highlight their fundamental 

differences.   Accounting for the meeting of these fundamentally different cultural assumptions, 

and the conflict and adjustment period which followed, did not appear to be acknowledged in 

any meaningful way by Wickham hospital.  In researching the experiences of Filipino and 

Jamaican nurses, Alexis and Shillingford (2015) also found managers and a system which 

demonstrated a lack of preparedness about receiving international nurses into a healthcare 

culture which was different to their own.  This was also seen to cause negative outcomes, with 

stress and anxiety levels raised amongst the new nurses who were adjusting to a new culture 

and system with little support (Alexis and Shillingford, 2015).  Psychological discomfort 

therefore could have been avoided or at least reduced had Wickham hospital pre-empted and 

planned for these fundamental differences prior to Italian nurse initiation.  This however did 

not appear to be the case, despite cultural support being considered essential in order for 

international nurses to adjust and provide quality nursing care for their patients (Ohr, et al., 

2016).   

 
Anticipating cultural differences during integration and induction processes therefore should 

be more thoroughly thought-out than that seen at Wickham hospital, to avoid the negative 

consequences of culture clash or cultural dissonance.  Cultural dissonance can occur when 

two differing cultures meet organically, causing rejection of the opposing culture, although the 

severity of the rejection depends on how different each culture is from each other (Ridgley, 

2009).   Despite the frustrations and extra time taken by each culture in the acculturation 

process, an outright rejection of either culture did not appear to occur on Danson ward.   
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Whereas both cultures had their fundamental assumptions challenged in terms of the nature 

of the nursing role and its association with fundamental care, it appeared that the incoming 

culture also had their cultural assumptions regarding autonomy unsettled on starting work at 

Wickham hospital.  As is the case with the nature of the nursing role, different countries have 

different approaches to clinical nurse autonomy.  In addition, countries have different cultural 

assumptions about the autonomy of the individual (Hanssen, 2004), self-expression, and 

obedience (Withers and Snowball, 2003) which may also exert an influence on nurse 

autonomy.  Feelings of restricted autonomy in a UK nursing context echoed the findings of  

Withers and Snowball (2003), Gerrish and Griffin (2004), O’Brien (2007) and Alexis and 

Shillingford (2015) who also found international nurses who felt restricted, having their 

additional/advanced clinical skills underutilised in their UK nursing roles.   

Although the introduction of the new PI role into Edison ward appeared to evoke signs of 

cultural dissonance and rejection by the established ward culture, the label is perhaps not the 

most accurate to describe the psychological discomfort their presence created.  Cultural 

dissonance occurs with the meeting of two conflicting cultures. As the PIs were a small, newly 

established group with only two members, with limited time available for shared learning 

experiences and subsequent assumption formation, classifying them as a culture in their own 

right would be misplaced. 

This is not to say however they were not already enculturated into pharmacist culture due to 

them also belonging to this professional group.  However, with the evidence available in this 

case study, being able to tease out where their learning had taken place and why, was not 

possible, and therefore this remains to be an unanswered question of this thesis.  What is 

known is that their presence did unsettle the underlying assumptions of the more established 

culture. Whether or not they classified as a culture in their own right, the reaction by the 

existing ward culture to their presence was similar to the more extreme rejection noted as 

occurring in the cultural dissonance process.   
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5.2.6 A ‘Just Culture’ in Action? 

 
An interesting dichotomy appeared throughout the finding which, at first, was not easily 

explained. It was noted, particularly on Edison ward, that there was almost unanimous 

dissatisfaction with insufficient staffing and how this was resulting in sub-standard patient care 

delivery.  Yet this also appeared alongside an almost universal appreciation across both wards 

of the ward staff themselves.  Although some participants shared experiences which were 

critical of members of staff these were attributed to the staff as individuals, concluding that 

overall, their perception of the staff was a largely positive one. Therefore, it appeared that a 

critical separation between the system and the individual was in operation, which enabled both 

a generally positive appraisal to be held of the front line staff, placing blame with individuals 

where necessary, whilst dissatisfaction with systemic issues was simultaneously held and 

externalised.   

These findings appear to reflect what Boysen (2013) classifies as a ‘Just Culture’.  A ‘Just 

Culture’ refers to an environment where accountability is distributed between the individual 

and the system (Boysen, 2013), somewhere between two polar opposites of a ‘highly punitive’ 

culture focused on the individual, and a systems focussed ‘no blame’ culture at the other end 

(Abujudeh and Bruno, 2012 pp.52).  However, the locus of blame alone was not of sole 

importance.  It whether or not the blame was it was justifiably attributed to its appropriate and 

correct cause.   

The culture at Wickham hospital appeared multifaceted and more complex than attributing an 

equal proportion of blame to both individuals and the system.  Although it did appear ‘just’ in 

that more than one cause of inadequate patient care was identified i.e. individual nurses and 

systemic staffing issues.  However, what the findings from Wickham hospital now add is that 

there is a third factor which should shoulder some of the responsibility, the culture of that ward.  

The system is largely accountable for the patient care inadequacies via the chronic staffing 

inadequacies, however the culture itself, which permits this system of poor staffing to continue 

is also largely to blame.  Individual healthcare staff and patients are also a third recognised 
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source of blame, albeit in circumstances where this can be justifiably attributed to their 

behaviour.   

The labelling of any culture with a prefix such as ‘just’ is argued against strongly in this thesis 

for reasons previously explained.  However, the definition of a ‘just culture’ does appear to 

reflect this observed phenomenon at Wickham hospital, albeit solely in respect that the 

responsibility for blame is not a binary matter.  Another argument against categorising the 

culture at Wickham as a “just culture” is that it is one which is said to support and encourage 

the reporting of concerns (Kaufman and McCaughan, 2013). The findings at Wickham hospital 

would challenge this with contradictions found between the reporting of concerns, the lack of 

action on these, and the countermeasures taken by the Trust about the concerns which were 

raised.  The traditional ‘just’ culture concept also appears to focus on it being a tangible end 

goal waiting to be achieved.  This is at odds with the ward culture found at Wickham which is 

considered to be an interconnecting factor in relation to other outcomes i.e. staffing and 

resource issues, rather than as an ideal outcome in itself.  

Therefore, the label of a ‘just culture’ is not appropriate, nor applicable to Wickham Hospital.  

Instead, a phenomenon where blame and accountability appeared to be fairly and correctly 

identified by participants, and additionally found to be culture related, was in place on both 

wards at the time of data collection.   

5.2.7 Insider/Outsider Perspective Revisited 

 
Although it was initially proposed that participants would be categorised as having 

insider/outsider status depending on their length of experience on the ward, and the findings 

from these two groups compared, in practice it was found that these two groups were not as 

distinct as initially thought.  Those who were considered the ‘insiders’ were not as conceptually 

ensconced within the ward and the ward culture as had been anticipated.  As a result of the 

hospital redistribution system, insiders were moved around the hospital, working on other 

wards as outsiders.  It was from this outsider position on another ward that a lot of their 
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perspectives were drawn, giving insight regarding the ward in comparison to the unfavourable 

conditions which had been experienced elsewhere. In fact, using experiences from outside of 

the ward to frame participant perception of the ward in question was a common method used 

by interviewees.   In addition, some staff undertook bank shifts elsewhere in the hospital also.  

Therefore, many insiders technically spoke from an outsider position in this respect, having 

their experience as outsiders inform and frame the perspectives shared during interviews.   

 
Not only were the insider/outsider positions as dictated initially by the time cut-off point 

indistinct, so too were the staff and patient categories.  A nurse on Danson shared how her 

professional practice and perception of the ward was informed by her experience as a patient 

at another hospital.  Two patients on Danson ward also had experience as working as a nurse 

and a HCA, using these too as a point of reference from which to base their perceptions of the 

ward. The line between patient and nurse was also blurred further by the accounts of two 

patients on Edison ward who, as a result of insufficient staffing, would take it upon themselves 

to the perform care tasks on other patients in the absence of available nursing staff.  

 
However, whilst a distinction between insider/outsider perspectives based on experience on 

the ward was not found, one which was instead based on experience in or outside of the UK 

did emerge spontaneously instead.  Working outside of the ward, the NHS and the country, 

gave the recent intake of overseas nurses prime opportunity to see the ward and its culture 

from a true outsider perspective.  Also, with the regular nurses of Danson ward not having 

experience of working overseas, there was no overlap of perspectives to speak of.   

 
Therefore, the true outsider perspective appeared to be held by those from outside the NHS 

and the country, as opposed to previously suggested length of exposure time to the ward in 

question. This perhaps was heightened by experience outside of the NHS occurring alongside 

nationality and the culture which was associated with it.  Therefore, seeing the ward culture 

from not only a different system and country perspective, but from the viewpoint of a different 
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culture, aided in revealing the underlying assumptions.  These assumptions were revealed not 

only amongst the existing culture, but within the new cultures which were exposed to it.   

5.3 Staffing and Patient Care  

The previous section revealed the three underlying cultural assumptions of ward culture: 

Underlying Assumption 1: The Professional Status/Power of Nurses in Relation to Other 

Groups, Underlying Assumption 2: Power and the Distribution of Tasks and Underlying 

Assumption 3: Power/Autonomy of Nurses. All of which related to the position of power and 

influence occupied by the nursing staff, either in relation to other professionals, other 

subcultures such as nationality, professional territory or to the organisation itself.  These were 

then discussed in relation to the wider culture literature. How these cultural assumptions relate 

to Theme 2 of the findings – supply/demand dynamics, will be discussed in this section.  This 

will proceed by framing the staffing literature and its relationship to patient care, culture, and 

the connection between the two. A model and theory is then proposed, addressing the overall 

research objective of how culture influences patient care.   

5.3.1 Time to Care: Staffing and Patient Care 

 
The findings from Edison Ward showed that patient care was being directly affected by staffing 

which was generally perceived to be inadequate.  The perception of inadequate staffing was 

not an isolated issue confined to Edison ward or Wickham hospital.  Inadequate staffing and 

resources were prominent and serious issues nationally at the time of data collection.  Despite 

the drive to recruit more nurses in the wake of the Francis report (Buchan, et al., 2017), clinical 

staffing is still failing to meet demands (NAO, 2016).  9,199 Full Time Equivalent (FTE) nursing 

posts were created between 2012 and 2015 (HEE, 2016) post the Francis report (Francis, 

2013), yet these occurred alongside a nursing vacancy rate of over double that figure with 

18,899 FTE posts, or 9.7% of nursing positions unfilled (HEE, 2016).   

In a context where 93% of Trusts report experiencing a shortage of registered nurses (NHS 

Employers, 2015) and nurses are leaving the register faster than they are joining it (NMC, 
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2017), a chronic, nationwide undersupply of nursing staff is considered to be at crisis point 

(Unison, 2017).  

Nurse shortages and insufficient staffing, although interconnected, should still be considered 

as two separate constructs, each influenced by multiple factors (Ball, 2017).  Whereas both 

wards experienced similar, unremarkable vacancy rates, the consensus on Edison ward was 

that staffing was still insufficient for patient needs. The general consensus on Edison ward 

was that inadequate staffing was also negatively affecting patient care, a finding which aligns 

itself to the current body of research in this area.  Insufficient staffing as a construct in its own 

right is now known to be associated with poorer outcomes such as patient mortality, staff 

burnout and missed care (Griffiths, et al., 2017a) although research which specifies a causal 

relationship  or an exact point at which insufficient staffing numbers become unsafe is limited 

(Griffiths, et al., 2017b).   Exploring the relationship between staffing and outcomes is complex 

and subject to many variables, and remains to be an area of research which requires further 

attention.  In order for safe staffing thresholds to be established and hence translated into 

practice, the need for robust research into this relationship needs to be addressed, ideally with 

a cluster randomised controlled trial design (NICE, 2014).   

Sole reliance of the quantitative methods advised by NICE (2014) in exploring the relationship 

between staffing and outcomes is challenged by Ball (2017).  Although gold standard, 

quantitative research designs can provide robust evidence of these associations, they do not 

extend into providing an understanding of how and why these relationships exist (Ball, 2017).  

One potential reason ‘why’ this relationship existed was found on Edison ward, where staff 

and patients identified a lack of time staff had as the factor which connected the two. This was 

grounded in the proposition that, as a result of insufficient staffing, nurses have insufficient 

time to complete all of their tasks. This leads to care being rationed, prioritised or missed all 

together, which in turn affects patient care.   This theory builds on an existing research base 

which has found a relationship between staffing and missed care (Ausserhoffer, et al., 2014; 

Ball, et al., 2016) and a relationship between missed care and outcomes (Recio-Saucedo, et 
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al., 2018).   Therefore, the theory that missed care is a mediating factor between staffing and 

outcomes is now gaining prominence, with Bruyneel, et al., (2015) and Ball (2017) generating 

evidence to support this.  The findings from Edison further contribute to this evidence base 

from a qualitative perspective.  

‘The withholding or failure to carry out necessary nursing tasks due to inadequate time, staffing 

level, and/or skill mix’ (Schubert, et al., 2008 pp. 228) was a phenomenon not just found to be 

occurring on Edison ward.  It was reflective of the national picture,  one where 36% of nurses 

were leaving necessary care undone on their last shift (RCN, 2017) and 98% of nurses were 

leaving at least one nursing task undone in the last week (Schubert, et al., 2013).    These 

findings should be a cause for concern when missed or rationed care has been found to be 

significantly related to infections, falls, pressure ulcers, critical incidents, medication errors 

(Schubert, et al., 2008) and patient mortality (Ball, et al., 2018). 

The findings from Edison ward showed that tasks left undone were not left indiscriminately.  

The likelihood of a task being left was determined by how much of a critical priority it was 

considered as being.  When time constraints prevented all tasks being completed, staff and 

patients concurred that it was patient communication and emotional support which was 

sacrificed most often. Staff reported that documentation was sometimes missed, e.g. incident 

form reporting. Patient participants also believed that fundamental care was also sometimes 

left undone.  In these circumstances nurses are said to develop an informal hierarchical 

system where the most crucial tasks are prioritised (Schubert, et al., 2013), and hence more 

likely to be completed.    Those which are considered to be of least critical priority are the most 

likely to be missed.   

Using a list of 13 pre-determined nursing tasks, quantitative survey research by Ball, et al., 

(2014) and Ball, et al., (2016),  found that  ‘Comfort/talking with patients’ was found to be the 

most frequently missed nursing task, as was also found to be the case on Edison ward.  Tasks 

relating to documentation were the 3rd and 5th most frequently missed (Ball, et al., 2014).  In a 
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survey by Unison (2017), communicative and documentation tasks were revealed to be the 

most often missed out. Developing or updating care plans, educating patients and family and 

comforting or talking to patients were reported as being missed on their last shift by 69.4%, 

66.2% and 63.2% participants respectively (Unison, 2017).  Using a different survey to that 

used by Ball, et al., (2014), Kalisch, et al., (2011) determined what could be considered a 

fundamental care task: ambulatory care or patient mobilisation, was the most frequently 

missed nursing activity.   

The findings from Edison ward support the current research in this area, not only in terms of 

missed care and hierarchical rationing based on importance, but in which tasks were 

considered least important and hence missed.  As a result of having not having sufficient time 

to complete patient care to the required standard, decisions were made by nurses in how this 

would be addressed.  Consequently, a hierarchy of priorities existed on Edison ward, whereby 

staff would prioritise the most crucial tasks over the least.  The most crucial tasks would take 

precedence, with those deemed least critical more likely to be missed.  

5.3.2 Hierarchy of Priorities  

 
Findings from Edison ward showed staff that prioritised tasks which were deemed essential in 

terms of patient safety, including the administration of medication.  There was also the 

perception from staff that enough time was available to at least provide these safety critical 

duties.  They also indicated that it was often patient communication and provision of 

psychological/emotional support which was sacrificed as a result of lack of time, indicating its 

lower priority in the hierarchy.    The order of priority which emerged from the interviews can 

be seen in Diagram 7. This diagram depicts the hierarchy of priorities from the staff 

perspective, from those of the most crucial importance at the top, to those of the least at the 

bottom.  The diamond shaped box represents what was perceived to be high priority work by 

management, providing a contradiction to what was considered the highest priority priorities 

of staff and patients.        
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Diagram 7 Hierarchy of Priorities: Edison Ward 

 

 

Safe care (including  

medication administration)                         

 

Fundamental care, feeding, toileting etc. 

 

 

− Patient communication – psychological/emotional support 
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A contradiction also occurred between staff and patient participants in the care which was 

being missed.  Although both groups agreed that communication related tasks were commonly 

missed, there was divergence between the groups regarding what other tasks were missed.   

Missed documentation was a task seen as missed by staff on Edison ward, supporting the 

findings of Unison (2017).  This was, understandably, only cited as a missed task by staff and 

not patients.  However, fundamental care was also cited as a missed task by patients on 

Edison ward, a phenomenon which has also been previously found by (Kalisch, et al., 2011), 

yet was not mentioned by any staff members.   

 
Discovering a difference in perception between staff and patients regarding fundamental care 

being missed was an interesting finding.  This also contributed to the generation of an original 

finding from this research and a unique response missed fundamental care - the ‘patients-as-

nurses’ phenomenon.  This phenomenon is defined as: an instance where patients have 
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performed tasks themselves, which they consider to be the work of qualified or unqualified 

nursing staff, for other patients, in the perceived absence of nursing staff.  

How paperwork fit into the hierarchy of priorities was interesting, appearing to be an example 

of competing priorities between staff and management.  Whereas staff did not appear to value 

paperwork as a critical priority, staff also felt there was pressure to complete and prioritise this 

paperwork from management.  This supported the findings of Cunningham, et al., (2012) who 

found that 68% of the nurses they surveyed believed that paperwork added little value to 

patient care, and was seen as a task which hindered their ability to provide direct patient care.  

Qualitative research by Charalambous and Goldberg (2016) also found nurses who believed 

that their current levels of documentation were counterproductive to the provision of quality 

care.  

 
Therefore, documentation was seen as another task which had to be prioritised, despite being 

of lower importance to some nursing staff in comparison to direct patient care. This conflict of 

priorities was perhaps even more heightened in a context where some of this direct patient 

care had to be missed due to the limitations of time and resources.  The relevance and 

appropriateness of the new paperwork which was introduced was also raised on Edison ward.  

The lack of consultation and a top down approach to the introduction of new paperwork was 

evident on Edison ward.  This finding also concurred with the work of Cunningham, et al., 

(2012) who also found nurses who felt excluded from consultation regarding documentation.   

Paradoxically, on Edison ward, the paperwork which could have been of use in improving 

staffing levels i.e. the reporting of poor staffing through the incident reporting system, was also 

seen as non-essential and missed. Whereas one nurse cited time alone as a factor in this 

underreporting, a deeper belief could have been motivating this decision not to prioritise and 

hence complete incident forms relating to staffing. 

 
The low priority status allocated to staffing related incident forms could have been a 

consequence of learning from repeated outcomes in respect to how effective these are as a 
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measure of effecting any meaningful change to current staffing levels.  In what appeared to 

be an example of learning behaviour/learned helplessness, a nurse participant expressed the 

belief that there was little point in spending the time in completing incident forms as not ‘much 

will happen’ (Participant E – Edison, Female, UK, RN).   Therefore, much deeper beliefs of 

apathy and scepticism regarding any hope for change appeared to be influencing decisions in 

respect to incident forms and staffing.    

 
Care being missed/left undone as a result of insufficient time to do so is not a novel finding 

within this research study.  Instead, it confirms the work of others in this area who have also 

found that patient care tasks are frequently left undone in practice (Kalisch, et al., 2011; Ball, 

et al., 2014; Unison, 2017), due to a prioritisation process (Schubert, et al., 2013), in the face 

of insufficient staffing, time and resources.  However, what this research introduces is another 

consequence of missed care – the patients-as-nurses phenomenon. In their observations of 

the clinical environment, Wright and McSherry (2013) observed patients assisting other 

patients with eating and drinking. When followed up in the interviews, this was considered to 

be socially motivated as opposed to being out of obligation in the absence of sufficient staff to 

assist them. The motivation for assisting patients in the Wright and McSherry (2013) study 

seemed to differ from that found on Edison ward with this assistance instead expressed in 

terms of an obligation in the face of insufficient staffing as opposed to a voluntary choice.   

Therefore the patients-as-nurses phenomenon being a consequence of missed care is a 

unique finding which warrants further research attention, particularly in terms of the motivating 

factors behind doing so and the prevalence of this in practice.   

 
Whilst the findings showed that the patient care on Edison ward was being directly affected 

by insufficient staffing, staffing was also indirectly affecting patient care, on both wards.  One 

manner through which this was done was through the redistribution of staff throughout the 

hospital when staffing was compromised. Within the nursing staff policy at Wickham hospital 

it was stated that ‘Staff are moved between departments and wards to mitigate risk’ (Trust 

document 2016 pp.4) when staffing was insufficient.  In doing so, there was an admission by 



 

236 
 

the Trust that inadequate staffing was considered a risk to patient care, explicitly stating that 

the redistribution of staff to areas where there is limited staffing may mitigate for this.   

How effective this policy was in mitigating risk to patient care is questionable.  Redistributing 

staff in this manner was not viewed in a favourable light by staff on either ward.  There was 

concern on Danson ward that the staffing problem was merely being shifted from one ward to 

another. For example, a ward which had adequate staff would lose a member of staff to an 

area which was deemed in more of a critical need, leaving the ward from which they left with 

insufficient staff.  Leaving wards with fewer staff than necessary was reportedly done at 

Wickham hospital despite the ‘Safe staffing for nursing in adult inpatient wards in acute 

hospitals’ guidelines stating that: “Action to respond to nursing staff deficits on a ward should 

not compromise staff nursing on other wards” (NICE, 2014 pp. 13) 

 
Compromising the staffing of the ward from which the staff were taken was not the only 

negative effect of redistributing staff.  Moving staff at short notice was seen as creating anxiety 

and insecurity amongst staff members.  Anxiety about moving to another ward was influenced 

by a perceived lack of experience and competence in the clinical area in which they were 

expected to work.  Clinical expertise is essential in order for quality patient care to be achieved 

(McHugh and Lake, 2010), and with job stressors being a risk factor for patient safety (Elfering, 

et al., 2006) it is possible that patient care could also be affected indirectly by the staffing 

policy regarding the redistribution of staff.  

 
The impact of specific policies such as the movement of staff have been under researched, 

with the NHS acknowledging that there is no clear evidence which exists regarding their 

effectiveness (National Quality Board, 2018).  These findings do indicate that there is scope 

for further exploration in terms of the effects of staffing policies and the indirect impact they 

may have on patient care.  

 
Attrition, in addition to apathy, was cited as a response to the undesirable working conditions 

on Edison ward.  Three participants cited instances where a breaking point appeared to be 
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reached where staff would leave their position instead of continuing to work in conditions which 

appeared to be both undesirable and unchangeable.  Stress, burnout and job satisfaction are 

significantly correlated with nurses’ intention to leave (HEE, 2014).  As are nurses’ work 

environments and nurse-patient ratios (Van den Heede, et al., 2013). Through the cultural 

learning process which had realised the limited effectiveness of traditional resistance 

strategies of speaking up, or reporting concerns, it is also possible that leaving the ward or 

professional was a resistance strategy itself.  Therefore, leaving was potentially one of the few 

remaining resistance strategies available to those who could not evoke positive change to 

current circumstances through the tools currently available or perceived to be available to 

them.  These findings support an established body of evidence which exists regarding the 

causes as to why nurses leave their job or the profession all together, albeit through a unique 

interpretation through culture, empowerment and resistance strategies.   

 
With burnout composed of negative traits such as cynicism, emotional exhaustion, and 

reduced professional efficacy (Guo, et al., 2018) it is interesting that the nurses whom left due 

to a self-declared breaking point were seen positively and in some way better nurses by their 

patients.   ‘Surface acting’ an element of emotional labour, has been found to be a moderating 

variable (i.e. a factor which enhances the relationship) between organisational stressor 

frequency and burnout (Larner, et al., 2017).  This could perhaps explain why the nurses who 

were experiencing negative beliefs about their work were still conversely thought of highly by 

their patients.  However, due to the limited data available on the case wards regarding these 

phenomena and their relationship to each other, caution is taken in drawing any conclusions 

regarding emotion labour, surface acting and attrition. However this does raise an interesting 

question from which further research inquiry could be based.   

 
Alternative staffing measures used by the Trust to address staff shortages, were also seen as 

having an effect on patient care.  These included the use of agency nurses, overseas 

recruitment drives and the introduction of new roles such as the PI.  Although these were all 

measures introduced with the intention of improving staffing issues, their introduction was 
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viewed as more of a hindrance than a help by many participants.  Therefore, even though their 

motivation for use was to ultimately provide the required staff that could provide adequate 

patient care, it was found that these measures were seen as indirectly contributing to the 

opposite.  

 
In summary, how staffing affected patient care was multi-fold and was either through direct or 

indirect means.  Inadequate staffing had a direct impact on patient care through limiting the 

number of staff available, reducing the time staff had available for patient care and leading to 

care being prioritised and potentially missed.  Inadequate staffing also gave rise to a number 

of other methods which were used to mitigate for inadequate staffing, such as the redistribution 

of staff, and the use of agency nurses, PIs and overseas nurse recruitment. However, contrary 

to intentions, these measures were sometimes seen as hindrances rather than solutions to 

the inadequate staffing which prompted their usage in the first place. The experience, skills 

and familiarity of the agency nurses and PIs were viewed as increasing the workload of current 

staff, and the unfamiliarity that agency staff had with processes was viewed as potentially 

affecting patient care quality.  Overseas nurses sometimes had difficulty with communication 

which also had the potential to impact patient care.   All these alternative staffing measures 

were each perceived as increasing the work efforts of current nursing staff. There was also 

indication that dissatisfaction amongst the workforce with inadequate staffing and the 

measures used to address it was being created, resulting in staff turnover.  

5.4 How Does Culture Affect Patient Care? 

The purpose of this section is to explore how culture and patient care are related, in doing so 

addressing the overarching research objective: 

To explore culture (on a microsystem level) in relation to high quality care. 

How the cultural assumptions appeared to relate to patient care are of specific importance. 

Firstly, it was evident, particularly on Edison ward, that a number of staffing issues were seen 

as negatively affecting patient care. Secondly, it was also apparent that the underlying 



 

239 
 

assumptions of the ward culture affected how these staffing issues were perpetuated and 

continued to exist – to the detriment of patient care quality.  

The underlying assumptions of the ward culture were those which took for granted the nursing 

profession’s less privileged position of power in respect to others, and the organisation, 

accepting their limited power and their inability to change the current status quo of inadequate 

staffing.  Previous attempts/resistance strategies by nursing staff to voice concerns and enact 

change were often not acted upon, or were counter-resisted.  This resulted in cultural learning 

through a shared experience, with the group developing assumptions which could explain this 

phenomenon and shape future responses.  These assumptions of limited power and 

empowerment, coupled with apathy and learned helplessness regarding the effectiveness of 

existing resistance strategies were developed, creating a feedback loop between staffing and 

cultural assumptions regarding power.  

It is understandable therefore, that the ward culture in which such circumstances were 

normalised and accepted by those who chose to continue working within it, would continue to 

exist.  In doing so, these inadequate circumstances i.e. staffing which in turn affected patient 

care, perpetuated.  Therefore, the direct and indirect staffing issues which affected patient 

care existed in part as a result of the cultural assumptions underpinning the ward culture. 

Limited power, ineffective resistance strategies and apathy towards circumstances changing 

for the better signified a disempowered and disenfranchised nursing workforce for whom the 

status quo would never change. 

Although not intentionally examining staffing through the lens of culture, the work of van 

Oostveen et al., (2015) revealed remarkably similar findings to those at Wickham hospital.  

Conducted in an acute hospital in the Netherlands using descriptive phenomenological 

methodology, data was collected with the aim of exploring nurse staffing levels, nurse to 

patient ratios (NPR) and patient classification systems (PCS). This was done using qualitative 
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methods and purposive sampling methods, comprising of focus groups with nurses (n=44) 

and interviews with managers (n=27).   

Van Oostveen et al., (2015 pp.2) found that nurse staffing issues were the ‘tip of the iceberg’, 

with much deeper underlying issues existing below.  As was the case with Wickham hospital, 

a gap existed between nurses and other professionals in the way they communicated and how 

tenacious they were in insisting their own professional viewpoint.  Nurses were therefore seen 

as possessing both a real and perceived lack of empowerment and authority at the hospital.  

Their subservient position in the hospital hierarchy was subsequently concluded to be the root 

cause of the staffing issues within the hospital (van Oostveen, et al., 2015), ineffective and 

unsuccessful in lobbying for any meaningful change in terms of staffing and resources.   

Interestingly, this was found within a hospital which was already practicing minimum nurse to 

patient ratios (NPRs) of 1:4, 1:6 and 1:10 for the day, evening and night shift respectively.  

Therefore, even in an environment which was subject to minimum staff to patient ratios, and 

hence improved staffing figures compared to those found at Wickham hospital, the 

fundamental assumptions regarding poor nurse status and empowerment were still found.   

Finding discontent with staffing issues when interviewing managers alone and in a context 

which is already practicing maximum NPRs could be seen as positive or negative features of 

the research. That managers could recognise the limited autonomy of the nursing profession, 

including themselves where they too were clinically qualified, is a positive finding.  Yet, it also 

suggests that even in a context where comparatively generous maximum NPRs were in use, 

staffing issues were still prominent, as were nurse voices which were not being listened too.   

Although van Oostveen, et al., (2015) found disempowered staff and hierarchy were prominent 

forces, it should be noted that those with the least power, i.e. front line staff, were not given 

the opportunity to explore their experiences in-depth through interviews in this study.  Despite 

this, their findings and the conclusions appeared to be strikingly similar to those found at 

Danson. Nurses lacked the power to successfully influence the undesirable status quo 
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regarding staffing, due to their relatively poor power position in the hospital hierarchy.  Whilst 

this thesis supports this conclusion it also goes further than the findings of (van Oostveen, et 

al., 2015).  Using multiple methods at Wickham hospital enabled nurse empowerment to 

reveal itself as an underpinning cultural assumption inductively, and more comprehensively, 

due to the culture being explored from multiple angles.  Whereas van Oostveen, et al., (2015) 

talked of limited nurse empowerment via a sample of nurse managers and nurse focus groups, 

this study’s credibility was strengthened by interviews with front-line staff and patients. This 

not only ensured a sample whose experiences were explored in depth, but whose populations 

held the least power within the hospital hierarchy.   

Explicitly exploring perceptions of patient care also gave rise to the perception that this was 

heavily influenced by staffing.  Analysis of the findings revealed that staffing was influenced 

by nurse autonomy, as was the case for the Dutch nurses in van Oostveen, et al.’s (2015) 

study.  Therefore this research further develops the theory that cultural assumptions which 

reinforced and perpetuated poor nurse empowerment were a little acknowledged linking factor 

between insufficient staffing and inadequate patient care.  

In summary, ward culture appeared to indirectly affect patient care.  It did so by accepting and 

hence maintaining the status quo of poor staffing, through a shared assumption of 

disempowerment, limited influence and ineffectual resistance strategies. In doing so, the poor 

staffing perpetuated, enabling the poor patient care it was considered to cause to continue.   

Co-existing alongside this however were nursing behaviours and practices which were 

frequently praised and valued by patients in respect to their patient care. Whether these 

behaviours could be attributed to, or were indicative of, the ward culture though is not clear 

from this research.  Patient care was not observed and these were not further discussed by 

participants in terms of how or why these existed or where they were learnt.  Therefore, 

whether these behaviours and practices had been learnt, on an individual level, through the 

ward culture, or if indeed these were learnt traits at all, could not be determined.  What was 
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evident was that praise for staff occurred alongside recognition by patients of the poor staffing 

context in which these were operating within. This presented an interesting dichotomy 

whereby positive nursing traits were seen to be operating in spite of the undesirable 

conditions.  The undesirable conditions were conversely seen as being perpetuated by the 

ward culture itself.   

A positive, undesirable feedback loop was evident, particularly on Edison ward, between 

staffing and patient care. Staffing was inadequate, which affected patient care due to limited 

time to care.  This was structurally reinforced by a ward culture which had learnt this as the 

norm, and was limited in its ability to affect change.  This not only allowed poor condition to 

continue but to worsen, through staff attrition, and the detrimental side effects of the alternative 

staffing measures which were being used to fill the gaps.  

The discovery of these findings at Wickham hospital provide unique and in-depth insight into 

the organisation, at a microsystem level, outside of its own data gathering activities.  NHS 

organisations are encouraged to actively sense problems, instead of seeking data which 

provides comfort or reassurance, as it is the organisations who are most proactive and alert 

to potential weaknesses who are amongst the most successful (West, et. al., 2013). Therefore, 

these findings can serve as a value learning opportunity for the Trust, revealing actionable 

measures which could have positive implications for future practice.   

In summary, the relationship between culture and patient care appeared to occur indirectly, 

through the medium of staffing, and its related issues. Diagram 8 provides a visual model of 

this mechanism. Ward culture, and its underlying assumptions relating to limited power, 

affected staffing and resources.  Assumptions of limited power and ineffective resistance 

strategies failed to successfully challenge the staffing norms, allowing inadequate staffing and 

resources to perpetuate. Further cultural learning occurred in response to ward based 

experiences which saw the continuation of limited power and inadequate staffing to occur in 

practice.  The feedback loop is represented by the cyclical arrows between ward culture and 
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staffing and resources in Diagram 8. The connection between staffing and resources and 

patient care is also depicted in the diagram, representing the connection which was found 

between these two and described earlier in section 5.3.1.  

 

 
Diagram 8 How Culture Affects Patient Care 
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6.0 CONCLUSION 

6.1 Chapter Introduction 
 
This chapter starts by revisiting the research objectives, providing signposting to the sections 

of this thesis where each of these research objectives were addressed.  This is followed by 

sections describing the conclusions, a summary of the original contributions to knowledge, 

limitations, recommendations for practice, and potential areas for future research.   

6.2 Research Objectives Revisited  

 
Although the research objectives were addressed throughout this thesis, for ease of reference, 

where and how each of these was achieved is detailed below. 

Research Objectives  

• To explore staff perceptions of the provision of care in two ward environments 

Data was collected from the interviews and observations on each ward regarding staff 

perceptions of their ward environments.  These are displayed by theme and can be found 

within the Findings chapter.  

• To explore patient perceptions of the provision of care in two ward environments 

Interview data enabled patient perceptions regarding the provision of care to be collected on 

both wards.  These are displayed by theme and can be found within the Findings chapter.  

• To identify the factors that participants consider relate to the quality of patient 

care 

Although many factors were identified by patients, there was a commonly shared perception 

that inadequate staffing negatively affected the quality of their patient care provision. This view 

was held concurrently alongside a positive appreciation of the nursing staff as individuals.  

Blame therefore was attributed to the system which perpetuated poor staffing (and hence 

inadequate care) rather than those who were delivering the care themselves.  The 
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relationships found between staffing and patient care can be found in the 5.3.2 section 

summary.   

• To compare perceptions about the quality of care between the participants and 

across the two ward environments 

AND 

• To compare metrics in the two ward environments and relate these to the 

perceptions of care 

These research objectives were both achieved, firstly by combining, analysing and presenting 

the data for each ward.  Secondly, in using a cross comparison of the two wards, any 

differences in perceptions or metrics could be identified.  Examining the ward summaries 

enabled the second level of analysis to occur and the underlying cultural assumptions were 

identified. These cross comparisons can be found in section 4.4.  

• To develop a theoretical model of acute hospital ward culture, which relates to 

the delivery of high quality care. 

A model were proposed in the final chapter of this thesis, demonstrating how culture affects 

patient care, indirectly through the medium of staffing. This is displayed as Diagram 8.    

Overarching Research Objective  

To explore culture (on a microsystem level) in relation to high quality care, in a 

healthcare setting.  

Culture was explored at a microsystem level, in a healthcare setting by using two acute NHS 

wards as cases. It was done so by applying the findings to an established multi-level model of 

culture (Schein, 1985).  The findings which related to culture were then explored in relation to 

the findings relating to patient care quality.  This lead to the conclusion that culture was seen 
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to relate to patient care quality, yet indirectly, through the medium of staffing.  This relationship 

is detailed within section 5.4.  

6.3 Conclusion 

 
Staffing was a central theme in the findings, with it appearing to be a prominent issue on 

Edison ward in comparison to Danson ward.  Lack of appropriate staffing and resources was 

considered to affect patient care through a number of means. These included: 

 Insufficient time staff had to dedicate to patient care - resulting in it being rationed and 

in some cases missed. 

 The consequences of the alternative measures introduced by Wickham hospital, which 

were introduced to alleviate staffing issues yet may have contributed to others, e.g. the 

inexperience/competence/unfamiliarity of agency staff, new roles, overseas nurses, 

and the communicative issues which arose with the latter.  

 The frustration and increased workload felt by current staff, which when coupled with 

limited power to change this, resulted in staff attrition further contributing to the staffing 

shortage. 

Alongside staffing and resource issues, on both wards staff autonomy and empowerment was 

considered limited, and in some cases actively restricted by senior management. This was 

found to be in direct conflict with the espoused values and initiatives at Wickham hospital, as 

well as current NHS policy.   

Staffing and resource issues and the associated pressures which accompanied these 

appeared to create conditions conducive to the exposure of the underlying cultural 

assumptions of ward culture. Three underlying assumptions were found: Underlying 

Assumption 1: The Professional Status/Power of Nurses in Relation to Other Groups, 

Underlying Assumption 2 - Power and the Distribution of Tasks and Underlying Assumption 3 

- Power/Autonomy of Nurses.  Assumptions 1 and 2 regarding the very nature of the nursing 
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role, the tasks associated with it, and the status attached came to reveal themselves in the 

presence of a perceived threat. These threats manifested in the introduction of new roles and 

alternative staffing measures such as the Italian nurses on Danson and the PIs on Edison, 

causing conflict as a result. The introduction of new roles and overseas nurses also provoked 

cultural dissonance, not only in the dominant existing culture, but in the incoming one too.  

The degree of power which was possessed by nurses appeared to be situated within an 

established hierarchy between other professionals.  The perceived threat of a nurse’s position 

within this hierarchy was also seen as being at risk due to the introduction of new roles. 

Whereas nurses appeared to assume the less dominant position in relation to the doctors, 

there also appeared a certain degree of status and professional protectionism attached to the 

nursing role when compared to the healthcare assistant. The place within this hierarchy also 

appeared to be aligned with the tasks performed by each group.   

In the presence of the new roles, an increased responsibility for tasks typically associated with 

lower status groups (fundamental care) alongside an active removal of higher status tasks 

(medication administration) from the nursing role ensued. With medication administration seen 

as a tangible dividing line between the nurse and the HCA roles, the active removal of this 

was also a significant threat to any prior assumptions regarding the nature, power and status 

of the nursing role.   Occupational closure strategies between professional groups were found 

to be operating, yet not in the directions expected of Witz’s (1992) theory.   This unique finding 

poses an opportunity for further exploration and refinement of this theory in a modern NHS 

context.   

The theme of staffing and resources was seen as interconnected with Underlying Assumption 

3 relating to power and empowerment, particularly in relation to the organisation. Limited 

power and influence, and the ineffectiveness of recommended resistance strategies such as 

speaking up and raising concerns, were learnt by the group as part of the cultural learning 

process.  With staff limited in their ability to effect change, an exit from the ward and/or 
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profession appeared to be one of the few legitimate means through which the desire for 

change could be obtained.  

Discovering underlying assumptions underpinning the ward culture related to established 

power structures and balances also concurred with the findings of other who have also 

researched culture at the assumptions level (Gale, et al., 2014; Kong, 2003; Schein, 2010). 

However, this research provides an original contribution to knowledge in that it is the first 

known attempt to specifically address and reveal culture at the underlying assumption level, 

using Schein’s (1985) model, with multiple methods which explicitly sought to understand each 

layer of culture, in the NHS, on a microsystem level/ward level.   

Therefore, current ward culture did appear to affect patient care, through indirect means.  It 

did so by perpetuating the status quo regarding the limited power and empowerment amongst 

the nursing staff.  In turn, this allowed the current conditions of inadequate staffing and 

resources, and the detrimental consequences for patient care that they caused, to continue. 

In spite of, and alongside this however was the almost universally positive perception staff and 

patients held regarding the nursing and associated staff.  With the exception of one patient 

participant, overall summaries of patient and staff experiences were said to be positive, 

credited often to the nurses themselves.  Therefore, alongside the accepted lack of 

empowerment and the detrimental effects this was thought to cause particularly on staffing, a 

commonly shared value and belief which viewed nurses, as individual professionals, positively 

also existed. This was also supported with the locus of blame for any dissatisfaction often 

being placed with the wider system as opposed to the nurses as a group or as individuals.  

Cultures do not operate in exclusivity of each other.  A number of subcultures can exist at any 

one time, in which membership by individuals may overlap.  Outside of the dominant ward 

culture, subcultures of generations, society and nationality became apparent. These other 

cultures were seen to be closely related to the theme of expectations and autonomy, providing 

examples where their underlying assumptions were at odds with those of the ward culture.   
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Revisiting the caring culture concept in light of the findings from this research furthermore 

supports notion that the construct is non-operational, not only as a descriptor of culture but as 

a blanket prescription for cultures in which undesirable contexts are left to flourish.  Culture is 

a response: a process of learning and an outcome, developed as a result of experiences which 

depend on the context and conditions of the bounded environment in which this learning takes 

place.  Therefore, culture cannot be prescribed.  But the environment, conditions and systems 

which cause this cultural learning to take place can be amended or disrupted in order for new 

cultural learning to begin.  That power/empowerment, or lack thereof, was found as a central 

tenet at the deepest underlying assumptions supported the findings of the few other authors 

who have sought to explore culture at the very deepest level using Schein’s (1985) model. 

This research has filled a research gap by doing so in the NHS, at the microsystem level, 

using appropriate methods, generating case specific knowledge regarding how power-related 

assumptions manifest in this context.  

This research has addressed the calls within contemporary health service/nursing research 

for a more comprehensive, holistic, multi-level approach to researching and understanding 

culture in the NHS today.  Whilst it builds on the work of others in exposing and reiterating the 

connection between staffing and patient care, it also adds to this work from a unique 

perspective – that of culture.  The influence of culture on maintaining poor working conditions, 

especially when these appear to affect patient care, is an under developed area of research 

at present, which this research contributes new knowledge and understanding towards.  This 

research has also provided an original contribution to knowledge, adding to the substantial 

body of literature on nurse empowerment, proposing a novel pathway of how this prominent 

issue and its related negative outcomes may be developed and maintained as a result of the 

shared learning process amongst a group’s culture.  It also provides a unique contribution to 

the relatively small body of research on resistance strategies in nursing, doing so from a UK 

perspective, providing contradictory findings on the success of these when deployed.   
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Therefore, this research has revealed an important area for further research for those 

interested in how to improve patient care via improved staffing/working conditions.  Shifting 

current assumptions regarding the restricted power of front line nurses may be a valuable, if 

challenging method of achieving improvements within front line services.  How or if this could 

be achieved is a topic for future debate, and research.  

6.4 Original Contribution to Knowledge  

 
In summary, this doctoral research has provided original contributions to knowledge by:  

 Being the first known research attempt to deliberately explore culture at the assumption 

level, within the boundaries of a ward/microsystem, in the NHS.   

 Being the first known attempt to address all levels of culture as per Schein’s (1985) 

model, using multiple methods, at a ward/microsystem level, in the NHS.  

 Contributing to the limited body of primary research on resistance strategies in nurses, 

particularly from a UK perspective, with findings which contradict the existing 

knowledge base regarding their efficacy in practice.   

 Offering a novel contribution to the large body of nurse empowerment research, yet 

from a culture perspective, adding how empowerment is perpetuated and maintained 

through the cultural learning process.   

 Contributing to the limited body of research which explores status and task conflict 

within nursing, with unique UK, NHS, acute care, ward/microsystem level findings.     

 Finding contradictory evidence regarding occupational closure strategies to those 

which would have been expected according to Witz’s 1992 theory.   

 Demonstrating the catalysts of cultural dissonance at a ward/microsystem level as new 

roles and overseas nurse recruitment.   

 Offering a novel contribution to the large body of nurse staffing research from a culture 

perspective, adding how cultural assumptions relating to empowerment may contribute 

to staffing at the microsystem level.  
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 Proposing a theory and model of how staffing may influence patient care, indirectly 

through the medium of culture – specifically the cultural assumptions relating to power 

and empowerment. 

6.5 Limitations  

 
The measures and tools being used by the Trust to set staffing templates and hence determine 

the level at which adequate staffing was achieved were not collected as part of this research.  

This was a missing piece of the puzzle which could have added further understanding to why 

there was discrepancy between how adequate staffing was considered to be on both wards 

and was considered a limitation of the research on account of this.  Therefore, how appropriate 

the current methods and processes of setting staff templates remain to be of interest.   

Opportunity for exploring culture at a deeper level than artefact level during the observation 

periods was restricted due to the non-participant observation method used.  As noted by 

Schein (2010), culture is best revealed through interactions with those involved, questioning 

insider participants about incidents which are puzzling.  Challenging participants on how their 

culture works could prove useful in revealing the layers of culture which exist, especially if a 

number of participants are asked about the same puzzling incident (Schein, 2010).  However, 

due to the nature of non-participant observation, direct approaches in this manner were not 

utilised to full effect. As the lack of depth obtained from the non-participant observations had 

not been anticipated until a number of observation periods had been conducted, the 

introduction or carrying over of these puzzling incidents into the proceeding interviews was 

not possible without applying for ethical approval to do so, at quiet a late stage in the data 

collection process.  Therefore, a reliance on the spontaneous and unprovoked occurrence of 

any contradictions was also used as the only means of identifying them, as and when they 

occurred naturally within the data.  This was a limitation of this research in relation to the depth 

of the data, and upon reflection would have been conducted differently had this been 

anticipated prior to the NHS REC approval process.   
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Despite the prominence of the PI role, and the associated consequences noted within the 

observation periods, the topic of PIs was not raised during any interviews with participants on 

Edison ward. Therefore, as this topic was not raised voluntarily by participants, this could not 

be introduced nor probed further during interviews in order to confirm or dispute the findings 

from the observations.  However, insight was able to be obtained at the belief and values level 

regarding nurse perceptions of the PIs,  through nurses’ informally volunteering this 

information to me during the observation periods.  What was also evident was that no 

competing narrative involving a positive appreciation of the role was provided during interviews 

or during observations.  

 
Although professional diversity amongst participants was sought, nurse and associated 

nursing positions comprised the majority of the staff participants.  The strong representation 

of nursing staff was reflected in the prominent nursing workforce related findings values and 

beliefs in the findings.  Their constant presence on the ward during the observation periods, 

also meant that the majority of interactions observed involved nursing staff.  Nevertheless, the 

boundaries of the case, i.e. the ward, in which the cultural learning had occurred within 

remained the same.  Therefore, the topic of investigation remained to be ‘ward culture’ 

although the strong nursing focus within the sample, the findings and the ward culture needs 

to be explicated.  A limitation of this research is that a more diverse range of professionals 

were not secured for interviews outside of the nursing workforce, which may have illuminated 

other cultural learning processes and assumptions which were being generated within the 

ward.  Nevertheless, this research provides an original contribution to knowledge of ward 

culture from the perspective of nursing staff, associated nursing staff, and their patients.  

 
Outside of the ward culture being studied, cultures based on nationality and generation were 

also identified.  Although these appeared to be the most prominent subcultures, this is not to 

say other subcultures which were not as immediately obvious were neither in operation nor of 

any influence.  It is likely that participant membership of other subcultures (e.g. class, gender) 

influenced the values and beliefs too, yet without these being specifically articulated or 
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researched with intent, these did not emerge spontaneously.  Therefore, a limitation of this 

research is that it did not specifically seek to explore every potential cultural avenue from 

which values and beliefs could have been derived.   

Whilst the ‘Criteria for assessing culture’ is beneficial in separating cultural traits from those 

held by individuals, by ensuring the source of the learning is the ward environment and not 

the personal, it is imperfect in its ability to separate learning which has occurred as a result of 

membership of more than one culture.  This is because although values and beliefs such as 

apathy, learned helplessness and feelings of limited empowerment may have occurred as a 

result of repeated instances in practice where these feelings were learned as the correct 

response to their environment, this alone does not paint the whole picture.  This learning 

experience may also have been viewed through the lens of another subculture, and hence 

influenced as a result.  The degree of influence of membership of other subcultures could 

therefore not be known, nor could the ward culture be identified as a neat or pure phenomenon 

when these further questions exist.  

6.6 Recommendations for Practice  

 
Significant changes to the nursing role and its scope of practice have the potential to unsettle 

deep underlying cultural assumptions and cause detrimental effects, ranging from discontent 

to interprofessional conflict.  Therefore any significant changes, especially any changes which 

remove tasks from a profession’s remit, need to be carefully explored in terms of their impact 

on the cultural assumptions of the affected professional group before they are introduced. 

Consultation with those who will be affected should be undertaken prior to introduction of such 

fundamental changes.  If these changes are still desired, there should be plans in place which 

mitigate for and offset any potential negative outcomes.  For example, if there is the prospect 

of a professional group losing a task from within their professional remit, this loss would need 

to be compensated for elsewhere. Creating or allowing these professionals access to other 

work of perceived equal or greater value, and hence associated status, which could be 

occupied instead could serve as a compensatory measure.   Crucially, both the value of 
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assigning some of their current tasks to other professionals and substituting these with the 

acquisition of others would need to be communicated adequately in order for this process to 

succeed.  Introduction of such fundamental changes to professional scope of practice without 

taking these considerations into account should be avoided.    

 
Due to findings which indicated limited structural empowerment amongst frontline nurses, in 

addition to the extensive body of literature which demonstrates positive relationships between 

staff empowerment and staff and patient experiences and outcomes, attempts to actively 

address and improve the structural empowerment of front-line staff in practice are 

recommended.  These may take the form of involving nurses more closely with the 

administrative and strategic decisions which take place within hospital management using 

initiatives such as Participatory Decision Making (PDM).  

 
 However, it is crucial that if undertaken, these are conducted in earnest and evaluated 

throughout the process of their introduction and beyond in how successful they were at 

achieving their desired intentions. As the findings demonstrated, potentially empowering 

interventions did not achieve their espoused intentions e.g. the ‘ward-to-board’ meetings 

which were actually most effective in increasing communication from the board to the ward. 

Some of the few methods of raising concerns were also either ineffective or counter-resisted. 

Therefore, it is recommended that organisations have in place effective channels of 

communication which allow front-line staff to report concerns, ensuring these are actioned 

and/or responded to.   Counter-resistance to current measures used by staff to reporting or 

raising concerns should also be avoided.   

6.7 Areas for Future Research 

 
Further validation and verification of the three underlying assumptions is an area in which 

future research could be conducted.   Conducting research over a greater number of hospitals 

and participants to explore the transferability of the underlying assumptions discovered within 
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the two case wards would also be something to explore within future research.  At present it 

remain to be seen how common these assumptions are throughout the UK nursing workforce.  

The patients-as-nurses phenomenon was a unique yet concerning perceived outcome of 

insufficient staffing.  Therefore this is an avenue worthy of further exploration and 

understanding.  Research which examines if this is a more widespread consequence of 

insufficient staffing is warranted.   

Research which specifically explored the newly created PI role and its introduction would be 

an interesting area from which research could be built upon.  As part of the five year forward 

view (NHS, 2014), 50 English Trusts were encouraged to become vanguards in the new care 

models programme, receiving financial and administrative support from NHS England to do 

so.  Evaluation of their effectiveness is a central part of the care model programme (NHS 

England, 2016), in order to produce robust findings prior to any wide scale adoption of these 

new processes.  However, the degree to which the PI pilot is being monitored, researched or 

evaluated is unclear. There is also an opportunity for future research to be conducted outside 

of a national programme which could be challenged as bias, due to its upfront expectations 

that these vanguard sites will deliver the changes that the Five year forward (NHS, 2014) 

policy document seeks to achieve.  Therefore, a rigorous, multifaceted research project 

examining this new role would be beneficial using methodology which is not influenced by the 

achievement of short term outcomes, or a desire to generate findings which align with 

predetermined objectives. How beneficial this new role is overall therefore requires further 

exploration, not only to assess its future viability but to also ensure that any further roll-out is 

based on evidence based decision makings.  

Despite the UK nursing workforce being composed of many different nationalities, partially on 

account of the NHS’s current and historic reliance on overseas recruitment (Calenda, 2014) 

there remains to be a research gap relating to the fundamental, underlying cultural 

assumptions amongst overseas nurses, particularly how they may differ, adapt to or even 
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influence the UK nursing cultures which they are confronted with.  This is an interesting topic 

requiring further research attention, particularly if/ how these cultural professional differences 

might affect each other, and if these lead to any improvements in practice as a result.   

Explicitly exploring the effectiveness, accessibility and range of resistance strategies used by 

acute, ward level nurses in response to perceived inadequate staffing is an avenue for future 

research.  This is warranted on account of there being little understanding of how, why and 

when these strategies are used in practice, particularly from a UK perspective.  That the 

findings were contrary to other literature in respect to how effective these were requires further 

exploration, especially as resistance strategies are argued as holding the potential to effect 

positive changes in patient care.  

The findings indicated that the staff were being redistribution throughout the hospital in 

response to localised staffing pressures, yet research literature which specifically examines 

this is limited.  Due to the findings revealing perceptions that these redistribution policies may 

have potentially negative effects on patient care quality and staff wellbeing there is a need for 

further research.  This could take the form of a scoping exercise to understand the prevalence 

and the differing iterations of these policies at Trust level, the experiences of those who are 

directly or indirectly affected by these policies, or the relationship between the redistribution of 

staff and workforce and patient care and outcomes and experiences.   
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APPENDICES 

APPENDIX 1 

OBSERVATION GUIDE 

NOTABLE FIRST IMPRESSIONS 

 

 

WARD/PROFESSION BASED RITUALS 

(e.g. staff tea break)  

 

NOTABLE EVENTS/ACTIONS/RESPONSES 

 

UNUSUAL/UNFAMILIAR OCCURENCES 

 

NOTABLE SUBCULTURES? 

 

SYSTEMS AND RESOURCES 

Staffing, skill mix, pt dependencies, bed pressures, necessary and functioning equipment (e.g. 

dinamaps, dressings etc) 
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LEADERSHIP  

Presence of ward sister 

Ease of recognition of in charge 

Obvious informal leaders?  HCAs, patients? 

How are tasks allocated?  

 

INDIVIDUAL FACTORS 

Strong characters/informal leaders 

Non-conformists to dominant culture (if present)  

Work pressures on individuals 

 

TEAMWORK  

Fragmented or cohesive culture (if noticeable) 

Support amongst team members  

Team breaks etc 

Communication 

ALIGNMENT OF GOALS/PRIORITIES 

Competing interests in goals and priorities present? Task/patient centred etc 

Clear allocation of task/responsibilities at handover, between staff etc 
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EMPOWERMENT/COLLECTIVE LEADERSHIP 

Control and influence of the formal leader over systems/resources  

Decision making and influence of individuals over their workload  

 

OPEN/HONEST  

Is practice challenged? 

Concerns raised by staff/patients etc? (and how are they dealt with) 

Incidents reported 

 

PATIENT CENTREDNESS 

Timeliness of care e.g. buzzers, washes etc 

Relational behaviours in interactions (acting with compassion etc.) 

Staff/patient power relations 

 

 

 

 

 

 



 

283 
 

APPENDIX 2 

Topic guide Staff/Student 

(Prompts will be used throughout, where necessary, in order to gain further understanding of 

responses given) 

Demographics  

Length of experience on the ward will first questioned (in order to assess whether they are 

established staff or relatively new to the area). Obtaining permission to ask participants’ age 

and gender will also be asked (in case subcultures relating to age or gender become 

apparent during data collection) however participants are free to leave these undisclosed. 

Interpretation of current culture 

Staff and students will be asked if they believe the ward has a certain culture and what their 

interpretation of this is.  

(Prompts may be given to further explore this concept if participants find culture hard to 

articulate). 

What staff/students interpretation and understanding of what a culture of care looks like, and 

what are important necessary factors which should be present in order for such to be 

established. 

Their perspective on the quality of patient care provision on the ward will also be sought. 

Questions will also be asked regarding: 

If the ward’s culture appears different to their experience in other areas (and why). 

If there are noticeable subcultures in existence on the ward. 

Leadership 

Who participants feel are the drivers of culture will be explored, as well as their interpretation 

of the leadership (and its strength) present on the ward/in the trust. 

Support/teamwork 

Participants will be asked if they feel cared about and if their personal and professional 

requirements are met/ taken seriously by their colleagues/leaders/trust/NHS. 

Team cohesion will be explored, and the level of support and encouragement they feel they 

receive to sustain and progress in their role will be raised. 

Alignment of priorities 

Staff and students will be asked what they perceive their priorities to be and what they feel 

the wards/trusts/NHS’s/patients’ are, and explore the alignment, or difference between them. 

Influence/communication/innovation/open and honest culture 
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Power, influence, communication and open/honest cultures will be explored,  with an initial 

question of: 

“Do you feel you are listened to by colleagues/leaders/trust/NHS?” 

 

How open the participants feel their culture is will be questioned, through exploration of how 

raised concerns are dealt with (at all levels), and the extent to which they feel they can raise 

these concerns. 

The extent to which empowerment/control over working life and decision making is 

experienced at individual, professional and team level will be discussed  - in addition to the 

question: 

“Do you feel you are enabled/empowered to make positive changes in your role? “ 

Any other questions: 

The following will also be asked at the end of the interview: 

“Are there any other points you would like to mention regarding your experiences of  working 

on  XXX ward that haven’t been discussed but you would like to mention?” 
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APPENDIX 3 

Topic guide Patient/Relative  

(Prompts will be used throughout, where necessary,  in order to gain further understanding 

of responses given) 

Demographics  

Length (and confirmation) of an inpatient stay on the ward in question will first be 

established, either regarding themselves or their relative.  Obtaining permission to ask 

participants’ age and gender will also be asked (in case subcultures relating to age or 

gender become apparent during data collection) however participants are free to leave these 

undisclosed. 

Culture of Caring  

The concept of a caring culture’s existence on the ward will be explored, from the 

patient’s/relative’s perspective. 

Questions will be asked regarding: 

What their interpretation of the care that was provided to them/their relative was, and why. 

How they interpreted the ward culture, did they feel the ward had a certain atmosphere, or 

character – and did this relate to the care that was provided? 

Did the care provided on the ward differ to any prior experiences or areas in healthcare – 

and why? 

Alignment of priorities 

What was their interpretation of the priorities in existence on the ward/the trust/themselves, 

and how these aligned or were different. 

Leadership 

Were they aware of who was in charge on the ward, their interpretation of them/and the level 

of contact and interaction they had with them. 

Influence/communication/innovation/open and honest 

Patient/relative’s perceptions of the communication they received from the ward staff/trust 

will be explored, and the extent to which they were satisfied with this will be sought. 

The extent to which patients/relatives felt involved and able to participate in decision making 

regarding their care will also be questioned, in addition to asking if concerns were raised and 

how these were dealt with. 

Empowerment of patients and relatives will also be questioned, asking if they felt they were 

able to make their opinions known and if they were how they felt these would be dealt with 

i.e. 

“Did you feel listened to by staff/leaders/trust/NHS?” 
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Any other questions: 

The following will also be asked at the end of the interview: 

“Are there any other points you would like to mention regarding your experiences of care on 

XXX ward that haven’t been discussed but you would like to mention?” 

Topic guide – Patient/Relative 19.11.14 Version 1.0
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APPENDIX 4 

LETTERS OF ACCESS

 

Initial ethics approval    



 

288 
 



 

289 
 



 

290 
 

 

 



 

291 
 

Local Trust Approval   
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Notice of substantial amendment 

approval  
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Poster. Version 1.0. 05/01/15. 
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APPENDIX 6 

INFORMATION SHEET   

Potential participant: Staff/Student 

 The Culture of Healthcare Research Project 

Dear Sir/Madam, 

You are invited to take part in a research study looking at the current culture which exists in 

your workplace. Before you decide to take part in the study you may want to know more 

about the research, which is explained further in this information sheet.  Should you wish to 

discuss further, or have any questions, please feel free to contact me on the details provided 

below. 

What is the purpose of the study? 

The study will aim to understand the current culture which exists in acute hospital wards, as 

part of a PhD project undertaken at Anglia Ruskin University.  Culture will be examined from 

the viewpoint of both established staff and those new to the area i.e. students, bank/new 

staff, patients and relatives,  in order to gain an ‘outside’ and ‘inside’ perspective of culture 

occurring within the ward in which you work.  A multidisciplinary sample will be taken of staff 

and students, as well as a sample of patients and relatives. 

Observations of the ward will first take place (for which you do not need to do anything), and 

will be followed by interviews with staff, students, patients and relatives, for which consent to 

take part is required.  The interview you are invited to take part in will ask questions about 

your perceptions of your workplace, with the aim of exploring, and hence understanding the 

current culture which exists. 

Why have I been invited? 

Due to your first-hand experience of XXX ward, you have been selected as suitable for the 

research study. Other staff, students, relatives and patients will also be invited to take part in 

the research.  

Do I have to take part? 

Participation is entirely voluntary, however should you wish to take part, a consent form will 

be given for you to sign.  You may wish to withdraw your participation at any time before, 

and during the interview. 

What will happen if I take part? 

Observation periods of the ward will be conducted by myself, as well as interviews of staff, 

patients and relatives.  Nothing is required from you during the observation period, however 

if you chose to participate, an interview lasting approximately 30 minutes, with myself, will 

occur.  This interview will only happen on one occasion, in a location outside of the clinical 

area.  This can take place in your home, or an area outside the ward if you wish. 
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What are the possible disadvantages of taking part? 

There is no risk of harm to you in participating in this study.  During the observation period 

my presence on the ward may be noticeable however this shouldn’t affect your normal work 

routine.  Involvement from yourself is not required during this period as I will be observing 

the workplace environment with as little interaction as possible. No personal patient care will 

be observed. 

Undertaking the interview will require 30 minutes of your time, however arranging a time and 

location which best suits you and your work schedule is priority so as to limit any 

interference with your daily life. 

Although confidentially will be respected throughout and is considered paramount during the 

research period, in order to adhere to professional and ethical codes of conduct, certain 

disclosures/occurrences may need to be discussed further outside of a research capacity. In 

the event that you raise an issue which I deem to be a safety concern to a participant, this 

information may need to be passed on to the relevant professional in order for this to be 

dealt with appropriately. 

What are the possible benefits of taking part? 

Taking part in the study provides you with the opportunity of sharing your experiences of 

your work and workplace, whilst also making a contribution to a topic in healthcare which 

requires further research.  

What happens after the research study? 

Your responses will be anonymous and will contribute to a PhD thesis on culture in 

healthcare.  Academic papers may be published with the thesis content, however any 

information that could identify you or your responses will not be published.   

Will my taking part in the study be kept confidential? 

The interview will take place on a one-to-one basis in a private location, and a recording of 

the interview (so the interview can be written up afterwards) will be taken using an electronic 

recording device. The audio recording will be stored on a password protected, university 

owned laptop until a transcript of the interview has been written, after which the audio file will 

be deleted.  In cases where the recording may not be clear, you may be contacted after the 

interview to confirm your responses.  The transcript of the audio recording will be 

anonymised, i.e. no information which could identify you to your responses will be 

kept.  These anonymised transcripts will be kept for up to 5 years, to ensure the original data 

is available at the time of the submission of the PhD in 2017, and then for a period of up to 

two years in case there are any queries relating to the original data contained in the thesis 

post-submission.  Paper copies of anonymised transcripts will be shredded and destroyed 

once the contents have been culminated and included in the final thesis.  All recordings and 

written transcripts will be kept in a confidential location, and your personal details i.e. name 

and contact details, will be kept in an encrypted file all of which only I will have access to.   

Your personal details will be stored until the PhD has been successfully awarded.  This is in 

case you need to be contacted after the interview to clarify/confirm any of the responses you 
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have given.  After the PhD has been awarded, any record I have of your personal details will 

be destroyed. 

Who is organising and funding the research? 

The research is being organised by myself, a PhD researcher and registered nurse, and is 

funded by Anglia Ruskin University.  

Who has reviewed the study? 

The study has been approved by the Faculty of Health, Social Care and Education research 

degrees sub-committee at Anglia Ruskin University.  It has also received approval from 

XXXX ethics and XXX trust’s R&D department.   

Further information and contact details 

Please contact myself should you require any further information on the study. 

Many thanks,  

Nicola Gillin - PhD Researcher (RN BSc, PGCert) 

Email: 

Telephone: 

Information Sheet. Potential participant: Staff/Student. Version 3.0. 10.03.15 

mailto:nicola.gillin@student.anglia.ac.uk
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INFORMATION SHEET   

Potential participant: Patient/Relative 

 The Culture of Healthcare Research Project 

Dear Sir/Madam, 

You are invited to take part in a research study looking at the culture of healthcare and how 

it relates to your care.   Before you decide to take part in the study you may want to know 

more about the research, which is explained further in this information sheet.  Should you 

wish to discuss further, or have any questions, please feel free to contact me on the details 

provided below. 

What is the purpose of the study? 

The study will aim to understand the current culture which exists in acute hospital wards, as 

part of a PhD project undertaken at Anglia Ruskin University.  Culture will be examined from 

the viewpoint of both established staff and those new to the area i.e. students, bank/new 

staff, patients and relatives,  in order to gain an ‘outside’ and ‘inside’ perspective of culture 

occurring within the ward you were a patient or relative.  A multidisciplinary sample will be 

taken of staff and students, as well as a sample of patients and relatives. 

Observations of the ward will first take place (for which you do not need to do anything), and 

will be followed by interviews with staff, patients and relatives, for which consent to take part 

is required.  The interview you are invited to take part in will ask questions about how you 

experienced your time in the ward and the care that you received.   

Why have I been invited? 

Due to your first-hand experience of XXX ward, you have been selected as suitable for the 

research study. Other patients, relatives, staff and students will also be invited to take part in 

the research.  

Do I have to take part? 

Participation is entirely voluntary and your decision on whether to take part will not affect the 

care and treatment you receive.  Should you wish to take part, a consent form will be given 

for you to sign.  You may wish to withdraw your participation at any time before, and during 

the interview. 

What will happen if I take part? 

Observation periods of the ward will be conducted by myself, as well as interviews of staff, 

patients and relatives.  Nothing is required from you during the observation period, however 

if you chose to participate, an interview lasting approximately 30 minutes, with myself, will 

occur.  This interview will only happen on one occasion, in a location outside of the clinical 

area.  This can take place in your home, or an area outside the ward if you wish.   
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What are the possible disadvantages of taking part? 

There is no risk of harm to you in participating in this study.  During the observation period 

my presence on the ward may be noticeable however this won’t influence the care or 

treatment that you receive.  Involvement from yourself is not required during this period as I 

will be observing the workplace environment with as little interaction as possible. No 

personal patient care will be observed. 

Undertaking the interview will require 30 minutes of your time, however arranging a time and 

location which best suits you is priority so as to limit any interference with your daily 

activities/lifestyle.  

Although confidentially will be respected throughout and is considered paramount during the 

research period, in order to adhere to professional and ethical codes of conduct, certain 

disclosures/occurrences may need to be discussed further outside of a research capacity. In 

the event that you raise an issue which I deem to be a safety concern to you or others, this 

information may need to be passed on to the relevant professional in order for this to be 

dealt with appropriately. 

What are the possible benefits of taking part? 

Taking part in the study provides you with the opportunity of sharing your experiences of 

your care, whilst also making a contribution to a topic in healthcare which requires further 

research.  

What happens after the research study? 

Your responses will be anonymous and will contribute to a PhD thesis on culture in 

healthcare.  Academic papers may be published with the thesis content, however any 

information that could identify you or your responses will not be published.   

Will my taking part in the study be kept confidential? 

The interview will take place on a one-to-one basis in a private location, and a recording of 

the interview (so the interview can be written up afterwards) will be taken using an electronic 

recording device. The audio recording will be stored on a password protected, university 

owned laptop until a transcript of the interview has been written, after which the audio file will 

be deleted.  In cases where the recording may not be clear, you may be contacted after the 

interview to confirm your responses.  The transcript of the audio recording will be 

anonymised, i.e. no information which could identify you to your responses will be 

kept.  These anonymised transcripts will be kept for up to 5 years, to ensure the original data 

is available at the time of the submission of the PhD in 2017, and then for a period of up to 

two years in case there are any queries relating to the original data contained in the thesis 

post-submission.  Paper copies of anonymised transcripts will be shredded and destroyed 

once the contents have been culminated and included in the final thesis.  All recordings and 

written transcripts will be kept in a confidential location, and your personal details i.e. name 

and contact details, will be kept in an encrypted file all of which only I will have access to.   

Your personal details will be stored until the PhD has been successfully awarded  This is in 

case you need to be contacted after the interview to clarify/confirm any of the responses you 
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have given.  After the PhD has been awarded, any record I have of your personal details will 

be destroyed. 

Who is organising and funding the research? 

The research is being organised by myself, a PhD researcher and registered nurse, and is 

funded by Anglia Ruskin University.  

Who has reviewed the study? 

The study has been approved by the Faculty of Health, Social Care and Education research 

degrees sub-committee at Anglia Ruskin University.  It has also received approval from 

XXXX ethics and XXX trust’s R&D department.   

Further information and contact details 

Please contact myself should you require any further information on the study. 

Many thanks,  

Nicola Gillin - PhD Researcher (RN BSc, PGCert) 

Email: 

Telephone: 

Information Sheet. Potential participant: Patient/Relative. Version 2.0. 05.01.15 

mailto:nicola.gillin@student.anglia.ac.uk
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APPENDIX 7 

CONSENT FORM – Staff/student 

Title of Project:  The culture of healthcare 

Name of Researcher: Nicola Gillin 

Please initial boxes: 

1. I confirm that I have read and understand the information sheet (Information Sheet.

Potential participant: Staff. Version 1.0. 10.10.14) for the above study. I have had the

opportunity to consider the information, ask questions and have had these answered

satisfactorily.

2. I agree to the researcher storing my personal details (in a confidential/encrypted file)

until successful completion of the PhD.   I also understand that there is potential for

the researcher to contact me afterwards should there be any clarification needed

regarding my responses.

3. I understand that my participation is voluntary and that I am free to withdraw at any

time without giving any reason, without my work or legal rights being affected.

4. I agree to have my interview audio recorded for the purposes of transcription and

give my permission to be re-contacted after the interview, should there be a need to

clarify my responses.

5. I agree to take part in the above study.

  Name of participant Signature Date 

Name of person taking consent Signature Date 

CONSENT FORM (patient/relative) 

Staff/student Consent Form. Version 2.0 05.01.15 
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Title of Project:  The culture of healthcare 

Name of Researcher: Nicola Gillin 

Please initial boxes: 

1. I confirm that I have read and understand the information sheet (Information Sheet. Potential

participant: Patient/Relative. Version 1.0. 10.10.14) for the above study. I have had the

opportunity to consider the information, ask questions and have had these answered

satisfactorily.

2. I agree to the researcher storing my personal details (in a confidential/encrypted file) until

successful completion of the PhD.   I also understand that there is potential for the researcher

to contact me afterwards should there be any clarification needed regarding my responses.

3. I understand that my participation is voluntary and that I am free to withdraw at any time without

giving any reason, without my medical care or legal rights being affected.

4. I agree to have my interview audio recorded for the purposes of transcription and give my

permission to be re-contacted after the interview, should there be a need to clarify my

responses.

5. I agree to take part in the above study.

  Name of participant Signature Date 

Name of person taking consent Signature Date 

Patient/Relative Consent Form. Version 2.0. 05.01.15 
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APPENDIX 8 

1st List of Codes 

Management 

 Listening to staff

 Acting on concerns

 Powerless/emasculated ward manager

 Professionalism of ward manager

 Inconsistent ward manager behaviour

 Individual ward manager behaviour

 Ward-to-board communication

 Authoritarian vs flexible managers

 Frontline vs management powers

 Restricting staff progression

 Respect & earning respect (vs expecting deference) – ((dominance vs prestige))

 Approachable management

 Whose responsibility? Unclear accountability

 Perception/reputation of higher management

 Conflicts between management opinions/ expectations and reality/staff perceptions

 Management of serious issues

 Supportiveness/appreciation of staff

 Inadequate justification of decisions made

 In touch management

 Performance management / quality control ability

 Differences between wards (re: their ward managers)

 Conflict with management

 Confidence in management

 Management expectations

 Management support (and relationship with openness)

 Rigid status/hierarchy
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 Efficiency of ward manager 

 Valuing/appreciating staff 

 Consequences of manager – turnover 

 Authority vs approachability balance (and respect) 

 Dismissive vs serious about staff concerns 

 Competing priorities with front-line staff 

 Willingness to make changes vs staffs persistence 

Leadership 

 

 Informal leadership 

 Mentorship/preceptorship 

 

Staff autonomy/empowerment 

 

 Being held back (deliberately or not) 

 Freedom to speak up/ openess 

 Rules trump common sense 

 UK vs Italian approach to autonomy 

 Feeling restricted 

 Micro-managed vs staff autonomy 

 Skills needed for autonomy 

 Balance of power – pts vs staff (& transactional/equal partnership, infantilisation, 

vulnerability) 

 Status and power – drs vs nurses 

 Frontline vs management power 

 Ability of management to listen/act on concerns 

 Influenced by staff individual personality  

 Unquestioning deference to consultants/rules 

 Enhanced roles (APs, etc) 
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 Emasculated – autonomy actively removed 

 Fear of pt power 

 Use of documentation as self-protection 

 Nurse identity/role of nurse 

 Conflict management, strategies and support 

 Emotional labour – Suppression of human emotions 

 Increasing nurse responsibility 

 Authoritarian vs flexible management  

 Infantilised staff 

 Task orientated work 

 Powerless ward management  

 Whose responsibility? Unclear accountability 

 Too much responsibility (vs competence) 

 Ill-informed of board level ops 

 Ward to board communication and relations (disconnect) 

 Influence over decision making 

Pt empowerment 

 Speaking up, vulnerability, infantilisation 

 Being informed and involved 

 Directing pace/direction of care 

 Too much pt power 

Systems 

 

 EU/agency nurse orientation/recruitment (and outcomes) 

 Discontent with systems 

 Movement of pts. /poaching staff 

 Hospital policies 

 Systems and safety 

 Systems and privacy 
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 Systems and pt outcomes 

 Flexible/rigidity of systems 

 Technology & staff autonomy 

 Paperwork & unnecessary burden  

 Incident reporting and follow up 

 Training/maintaining the workforce 

 Bed pressures/weekend care 

 

Staffing  

 

 Demand vs Supply (and fragility of it) 

 Weekend demand vs supply 

 Impact of demand > supply =  rushed, rationed care 

 Pt demand vs pt demands! 

 Competency/skill vs demand 

 Consequences of pressure and demand – incivility, pt care quality, care left undone 

 Skill shortages – inadequacies  

 Hospital and management response to staffing  

 Appropriateness of template 

 Staff poaching 

 Insecure/inconsistent staffing levels 

 Allocation and distribution of staff 

 Staffing/workload and safety (pt and staff) 

 

Staffing and use of Agency and non UK staff 

 Competency and quality of agency/ non UK staff 

 Burden of unprepared new and temporary workforce on regular staff (and pts) 

 Orientating and performance managing new/temporary workforce 

 Variation in agency nurse quality 

Staffing – impact on staff 

 Anxiety, stress and workload  
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 Staff turnover  

 Staff turnover – reasons, burn out, “breaking point” 

 Staff turnover – loss of talent 

 Impact on training, education, preceptorship needs 

 Insecure working conditions 

 

Staffing – impact on pts 

 Staffing and pt outcomes 

 Competency/language/comms and pt care 

 Inadequate, rushed, rationed, missed care & unmet needs 

 Time to care 

 Time to recognise/assess pt needs – i.e. knowing the pt  

 Time to report - Datix 

 Continuity of care – consistent standards (and agency standards) 

 Staff availability/visibility/responsiveness to need 

 Pt as nurse 

 

Staffing – impact on both 

 Staffing and risk taking behaviour – self-sacrifice & nurses doing physio work 

 

Resources  

 Poorly managed resources 

 More resources – more happy 

 Inadequate resources 

 Bed fill/capacity 

Environment 

 cramped working conditions & outcome  

 environment and staff satisfaction 

 environment and privacy 

 environment and pt experience  
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 environment and expectations 

 environment and competing (staff pt) expectations 

 environment = safety >comfort>luxury 

 cleanliness  

 noise 

Contradictions  

 espoused values vs reality (e.g. openness, being listened to) 

 Contradictions between espoused beliefs and held beliefs/reality 

 Contradiction between espoused management beliefs and management instructions 

 Contradiction between management and staff perceptions 

 Expectations vs reality 

 

Comparisons  

 Comparison between case wards 

 Comparisons between managers and leadership of both wards 

 Comparison between case ward and other wards and other Trusts 

 Comparison between UK and IT  

 Comparison to nursing vs army 

 Comparison between inside/outsiders 

 Comparison between staff and pts 

 Comparison between pt demographics (elective vs gen med) & demand 

Hierarchy of priorities  

 Pt priorities vs nurses priorities 

 Nurse vs management priorities 

 priorities = (recovery/safety/medical) – (fundamental care) – (emotional, mental 

health care) 

 pt behavioural priorities – polite, respect 

 pt care vs paperwork/documentation 
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External influences 

 

 Hospital reputation (and pt expectations)  

 Impact of media (believability and pt expectations) 

 Political and financial influences 

 Social  care and aging population  

 Realistic expectations/remit of NHS  

 Bed pressures/outliers 

 

Individual influence 

 Ability to suppress emotions, split human and professional, acceptability of 

humanness – emotional labour 

 Individual behaviour – ‘attitude’ ‘rudeness’ pass/aggres, rough, abrupt, avoidance, 

‘coldness’ 

 ‘laziness’ 

 Power of the individual – emotional contagion (staff and pts) 

 Individual approaches and methods (and staff autonomy) 

 Individual personality influence i.e. on speaking up 

 Commitment/affiliation to nursing role/ward 

 Pt personality  

Patient factors 

 Pt – dr conflict  

 Difficult pts 

 Pt awareness of staffing/systems issues and errors 

 Pt awareness/response to non UK nurses 

 Confidence/trust in service/staff 

 Pt preferences (privacy, friendliness, responsiveness, respect, listened to, polite, 

smiling, honesty, apologising when errors, doing their best,trust,  

 Pt choice- effect on service 
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Patient care 

 Respect  

 Privacy, confidentiality 

 Niceness, friendliness 

 Pt as individual 

 ‘sit and chat’ 

 

 

Team relations 

 Incivility 

 Rivalry (professional/individual) 

 Friendship 

 Familiarity  

 Peer performance management (and humour) 

 Support & defending each other  

 Co-operation vs segregated tasks  

 Respect/equality/taking advantage ( laziness and burden ) 

 Satisfaction with Team (not the issue) 

 Team cohesion/support  

 Relationship with other HCPs 

 

Phenomena  

 

 Self/team/professional protection 

 Self protection – outcomes  

 Emotional contagion (staff and pts) 

 Equality, fairness and organisational justice  

 Consumerism and ‘enjoyment’ (on elective)  
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 Humour (and transactional/reciprocity process)  

 Old nursing vs modern nursing (and nursing education and student expectations of 

role) 

 Acculturation of non UK nurses  

 Learned helplessness 

 Humanness  

 Happy staff- happy pts 

 Happy team – more productive 

 Innovation – suggestion 

 Fear driven behaviour  

 Pt sympathy for nurses  

 Predictability/control of workload/patient demand  

 Value of ‘smiling nurse’ and manners 

 Justification in defence of inadequate systems 

 

Subcultures 

 Fragmented cultures 

 Culture clash, compatibility, culture and behaviours 

 Generational cultures (pts) & speaking up, expectations & priorities  

 Wards, countries, professions, ethnicities, Modern UK society 

 Consultants’ behaviour 

 Pt/bay cultures  

 

Communication 

 Language barrier - non UK nurses and drs 

 Comms and outcomes/consequences 

 Being informed or in the dark? 

 Providing rationale 

 Dependent of personality/individual 
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 Barrier to comms – confidence to speak up 

 

Espoused beliefs  

 Nursing mantras  

 

High Quality Care 

 Buzzwords – professional specific  

 Difficulty in describing 

 more than bare minimum 

 receptiveness to needs/wants 

 safety  

 pt as priority 

 competency and trust  

 bespoke/tailored 

 extra mile 

 reassurance 

 being informed /comms 

 emotional care 

 pre-empting needs 

 fundamental care 

 confidentiality 

 dignity  

 maintaining normalcy/home standards 

 loving/family care 

 consistency 

 adaptability 

 respect 

 meeting expectations (or explaining why not) 



 

316 
 

 recovery 

 kindness 

 compassion 

 competency 

 cleanliness 

 ability to do job 

 working to the best of staff ability  

 variability (ward dependent) 

 satisfaction/accomplishment  

 both medical and emotional (holistic) 

 1to1 

 Time to care 

 Sit and chat 

 

Insider/outsider 

 Insiders more tolerant of poor conditions 

 Insiders more insight  

 

2nd List of Codes 
1.0 MANAGEMENT 

 

1.1 Management style  

1.2 Power share/distribution with staff 

1.3 Acknowledging concerns 

1.4 Higher management  

1.5 Conflicts/competing interests 

1.6 Competence/effectiveness 

1.7 Management/staff relationship  

1.8  Informal leadership 
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2.0 STAFF AUTONOMY/EMPOWERMENT 

 

2.1 Tasks/rules vs autonomy/flexibility  

2.2 Feeling restricted/held back 

2.3 Status/hierarchy/balance of power 

2.4 freedom and self-censorship 

2.5 Self protection/defence 

2.6 Preparedness for current/future autonomy/responsibility 

2.7 individuals approach to autonomy 

2.8 Pt empowerment  

 

3.0 SYSTEMS 

 

3.1 Hospital/Trust policy and systems 

3.2 Systems and outcomes 

3.3 Flexibility of systems 

3.4 Technology and paperwork 

 

4.0 WORKING CONDITIONS 

4.1 Staffing 

4.1.1 Demand vs supply 

4.1.2 Appropriateness of staffing systems/procedures 

4.1.3 Staffing- use of agency and non UK nurses 

4.1.4 Impact on staff and patients 

  

4.2 Resources 

4.3 Environment 

4.3.1 Environment and outcomes  

4.3.2 Environment and expectations 

4.3.3. Desirable environment 
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5. 0 CONTRADICTIONS  

 

6.0 HIERARCHY OF PRIORITIES  

 

 

 

7.0 EXTERNAL/INTERNAL INFLUENCES 

 

7.1.External Influences  

7.1.1 society/social 

7.1.2 Media 

7.1.3 Population pressures 

7.1.4 Political  

 

 

7.2 Individual influence 

7.2.1 Undesirable personal traits 

7.2.2 Effect of individual 

7.2.3 Personal ability/suitability 

7.2.4 Difference in individual approaches  

 

8.0 PATIENT CARE  

8.1 Patient factors 

8.2 Desirable patient care  

8.3 High Quality Care 

8.3.1 Buzzwords 

8.3.2 Difficulty in describing  

8.3.3 Associated/desirable traits 

 

9.0 TEAM RELATIONS/COMMUNICATIONS  

9.1 Team relations 
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9.1.1 Team incivility/rivalry 

9.1.2 Team support/cohesion 

9.1.3 Informal performance management  

9.1.4 Relations with other HCPs 

 

9.2 Communication 

9.2.1 Barriers to communication  

9.2.2 Variability of communication 

9.2.3 Effective/desirable communication 

9.2.4 Communication and outcomes  

 

10. SUBCULTURES  

10.1 fragmented culture and culture clash 

10.2 Multiple cultures 

 

Relationships/associations  

See separate chart 

Comparisons  

 Comparison between case wards 

 Comparisons between managers and leadership of both wards 

 Comparison between case ward and other wards and other Trusts 

 Comparison between UK and IT (and their approaches to autonomy) 

 Comparison to nursing vs army 

 Comparison between inside/outsiders 

 Comparison between staff and pts 

 Comparison between pt demographics (elective vs gen med) & demand 
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Phenomena  

 

 Self/team/professional protection 

 Self protection – outcomes  

 Emotional contagion (staff and pts) 

 Equality, fairness and organisational justice  

 Consumerism and ‘enjoyment’ (on elective)  

 Humour (and transactional/reciprocity process)  

 Old nursing vs modern nursing (and nursing education and student expecations of 

role) 

 Acculturation of non UK nurses  

 Learned helplessness 

 Humanness  

 Happy staff- happy pts 

 Happy team – more productive 

 Innovation – suggestion 

 Fear driven behaviour  

 Pt sympathy for nurses  

 Predictability/control of workload/patient demand  

 Value of ‘smiling nurse’ and manners 

 Justification in defence of inadequate systems 

 Incident reporting and follow up 

 Insider/outsider 

 Breaking point 

 

Espoused beliefs  

 Nursing mantras  

 

10 main themes - 58 codes 
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3rd List of Codes 
 

 

1. EXPECTATIONS AND EXPERIENCES 

 

 1.1 Environment expectations (and perceived reality) 

 1.2 Media, society & expectations (and perceived reality) 

 1.3 Desirable pt care (staff) (and ‘time to chat’) 

 1.4 Desirable pt care (patients) 

 1.5 Pt desired quality of the nurse (patients) 

 1.6 Expected communication standards (and perceived reality) 

 

2.  SUPPLY/DEMAND DYNAMIC 

 2.1 Appropriateness of current staff/resource provisions 

 2.2 Insufficient supply &: 

 2.2.1 Agency/overseas/new roles (PIs)  

 2.2.2 Availability of Skills/experience 

 2.2.3 Team relations/incivility 

 2.2.4 Communication 

 2.2.5 Hierarchy of priorities 

 2.2.6 Quality of care 

 2.2.7 ‘breaking point’ and turnover 

 

3. EMPOWERMENT & AUTONOMY 

 

 3.1 Degree of patient power (staff and patient views) 

 3.2  Ward manager (degree of control and effectiveness) 

 3.3 Higher management/political influence 
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 3.4 competing & conflicting interests 

 3.5 Staff autonomy & Erosion of staff autonomy (being held back) (deliberate or not) 

 3.6 Fear and self protection 

 3.7 Rigidity/flexibility of systems Autonomy vs rules/tasks 

 3.8 Self-expression/self-censorship (and emotional labour) 

 

22 codes 3 themes 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



323 

APPENDIX 9 

FINAL CODES AND THEMES 

1. EXPECTATIONS & EXPERIENCES

 MEDIA, SOCIETY & ASSOCIATED EXPECTATIONS

 EXPECTATIONS OF CARE ENVIRONMENT

 EXPECTATIONS OF PATIENT CARE

2. SUPPLY/DEMAND DYNAMIC

 APPROPRIATENESS OF STAFF AND RESOURCES

 ADDRESSING THE SUPPLY/DEMAND MISMATCH

 CONSEQUENCES OF THE MISMATCH AND THE MEASURES USED TO

ADDRESS IT

3. EMPOWERMENT & AUTONOMY

 PATIENT AUTONOMY

 STAFF AUTONOMY
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APPENDIX 10 

DOCTOR’S STRIKES – DECEMBER 2015 

Following a ballot of British Medical association (BMA) members which returned a vote of 

98% in favour of strike action (Triggle 2015), the following withdrawal of junior doctor labour 

was conducted in December 2015 on the following days: 

 Emergency care only — from 8am, Tuesday 1 December to 8am Wednesday 2

December

 Full withdrawal of junior doctors' labour — from 8am to 5pm, Tuesday 8 December

 Full withdrawal of junior doctors' labour — from 8am to 5pm, Wednesday 16 December.

(BMA 2015)

Due to the uncertainty and potential for further pressures on the workforce, data collection 

on these dates was avoided so as not to place any further burden on the staff or patients 

due to my presence.   It was also considered that choosing dates on specific strike dates 

would appear opportunistic/voyeuristic and was avoided for this reason also.    

BRITISH MEDICAL ASSOCIATION (BMA), 2015. Juniors' contract: industrial action dates set. 
BMA. [online] Available at: https://www.bma.org.uk/news/2015/november/juniors-contract-
industrial-action-dates-set [Accessed on: 28.02.18]. 

TRIGGLE,D., 2015. Junior doctors row: 98% vote in favour of strikes. BBC.  [online] Available 
at: http://www.bbc.co.uk/news/health-34859860 [Accessed on: 28.02.18]. 

https://www.bma.org.uk/news/2015/november/juniors-contract-industrial-action-dates-set
https://www.bma.org.uk/news/2015/november/juniors-contract-industrial-action-dates-set
http://www.bbc.co.uk/news/health-34859860
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APPENDIX 11 

Article PDF redacted due to copyright.

Accepted version of article freely available at https://arro.anglia.ac.uk/id/eprint/701958/




