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The use of qualitative research has long been of interest to me. I suppose I
must put this down to the failed experiments in British education in the
teaching of arithmetic and mathematics in the ’60s and ’70s. In plain terms
I was put off numbers and statistical analysis by the new radical teaching
methods now long abandoned. Well, that’s my excuse anyway. The plain
fact is that I like to read about how patients react to health care treatments
and how nurses and nursing affect them to the good or sometimes not so
good. I like to understand what it means to be part of an experience or phe-
nomenon; I believe that many nurses and health care workers feel that way
too. That is not to say, however, that I don’t understand the value and effec-
tiveness that quantitative research can have, it’s just that I find it mostly a
bit boring and confusing to read. It is my experience that when proposing
qualitative research to supervisors or funders of research they have some-
times stated that I should do research that is quantitative so that it can be
relied upon and used to benefit patients better than the ‘wishy washy’ qual-
itative type of research. I have really had almost to beg that I be allowed to
use it and have, up to now at least, found it to provide a level of real insight
into health far greater than that of quantitative research. The truth is, of
course, that the method used in any research should be commensurate
with the question. Be it qualitative or quantitative it must match the ques-
tion! 

I decided that a book on the use of qualitative research was needed:
there are already many books looking at the theories of research but very
few that show how various research methods have been used in real-life sit-
uations. That is where this book comes in. It uses the real cases of experts
in the health care research field and in my view shows what fantastic things
can be found out by using qualitative research in health care. I hope you
enjoy it.

Preface
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CHAPTER ONE

Qualitative research

Introduction

Current, valid and reliable research is becoming more and more important
in modern health care practice. Patients’ and their families’ expectations
are increasing, and they, quite rightly, expect their medical and nursing care
to be the very best available. There is sometimes a bewildering number of
research methods and approaches available to the health care researcher.
This book has been written to explore the key issues related to the use of
qualitative research in practice. There are many books written that system-
atically investigate differing types of research methodology, both qualitative
and quantitative; very few, however, spend any real time considering the
specific difficulties of carrying out valid qualitative research in the clinical
health care setting. This book is specifically designed to help the very busy
health care researcher in practice become aware of and understand the
issues in undertaking qualitative research in modern health care practice
and education. Real nurses who are all highly experienced in undertaking
qualitative research in practice have contributed to this book. This provides
a focus of practicality and, it is hoped, accessibility. Throughout the text a
real attempt has been made to use clear and understandable language that
is as jargon free as possible, even though this is sometimes difficult to
achieve. A practical approach is used to illustrate the research, and invalu-
able practical advice is offered throughout each of the chapters.

The nurse and research

Nursing research has certainly come a very long way. The role of nurses has
changed hugely; they now nurse in a wide variety of environments, sometimes
isolated from other colleagues, for instance when working in the community
setting or as a nurse specialist, caring for patients, prescribing care and med-
ication with a large measure of autonomy (indeed, specialization has become
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an integral part of modern nursing). With this trend has come the absolute
requirement that nursing evidence must be the best and most current avail-
able. The responsibilities of the nurse are now clear; they have changed and
increased in conjunction with the expansion of the nurse’s role. The patients
and their families expect the nurses to have the answers and to practise in an
efficient, safe and effective way. With this expectation, there is the risk that, if
the nurses do not provide evidence-based care, they are increasingly likely to
be called to account, either through the hospital or community trust’s com-
plaints mechanism, via the Nursing and Midwifery Council’s (NMC)
professional conduct committee or even through the legal system and courts.

In line with these changes, education of nurses has begun to change quite
drastically. Nurse education is now fully university based and is becoming very
much more rigorous in its approach to the teaching of research. A major part
of the nurse’s role now includes the use of evidence-based practice to under-
pin the care and treatment that the nurse dispenses. Over the past 30 years or
so in the UK, there has been a growing effort made in nursing towards
research-based practice. This has helped at least in part towards establishing
nursing as a true profession. Growing professional concern with the best qual-
ity care has matched increasing governmental directives for evidence-based
practice to become the norm. Research is seen by all to have become essential
in improving and developing nursing care, also aiding in the evaluation of care
and providing clearer guidelines for practice. This is clearly beneficial to the
NHS and, of course, to the patient. The creation of up-to-date information and
research can be used to change practice, enhance clinical care and assist in the
essential requirement for the reorganization of care in this rapidly changing
world of health care. Qualitative research and quantitative research are
approaches to the understanding and enhancement of modern health care.

The next thing to help the nurse understand research application better
must be an appreciation of the differences between quantitative research
and qualitative research. These two similar-sounding terms describe the
two overarching approaches to research. They are designed to explore two
very different aspects of health care.

Quantitative research

Quantitative research, if carried out with care and in a rigorous way, can
carry with it a great deal of power. By power one really means influence.
Until quite recently it has been the most dominant kind of research in
health care. It is used to test out very important theories, such as the effects
of new drugs and treatments on patients, often using randomized con-
trolled trials (RCTs). Quantitative research can provide vital information
relating to side effects and the effectiveness of new drugs on huge sample
populations in many centres, often throughout the world:
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• it features a high level of reliability (you can feel sure that its findings are
dependable)

• it can be used to gather very large amounts of information into under-
standable forms that can then be used to enhance treatment and practice

• its findings can be tested using statistical means, helping one be sure of
its reliability

The strengths of quantitative research

The main strength of this research approach is related to its strong and rig-
orous scientific nature. It can sometimes provide a cogent argument for the
release of large amounts of funding, often millions of pounds in the case of
certain new drugs or new medical approaches. This is made possible by the
rigorous nature of how the research is done. It can prove or disprove theo-
ries and is sometimes known as deductive research. This kind of research is
generally considered best for those groups, such as hospital managers or the
Government, who may wish to implement wide-ranging and expensive poli-
cy changes. Finally, quantitative research can be a comparatively inexpensive
way of gauging mass opinion using questionnaires and market surveys.

Qualitative research 3

Quantitative research paradigm Qualitative research paradigm

cause and effect intuitive
generalizable subjective

masculine interviews
measurement inductive

statistics observable phenomena generating theory

deduction surveys participant observation

systematic soft heuristic 

mechanistic deterministic hermeneutics pluralism

causal relationships hard particular

operational definitions diaries phenomenology

hypothesis testing interpretive      naturalistic

experiment         universal laws grounded theory journals

numerical testing humanistic narratives
theory

social sciences
positivism reductionist critical theory

ethnography
scientific natural sciences critical social theory

feminine
randomized control trial (RCT)

Figure 1.1 Quantitative and qualitative research paradigms.



The weaknesses of quantitative research

The weaknesses of this research approach relate in many ways to the way
that it attempts to measure and quantify information. It uses a very rigid
and systematic approach and attempts to control all of the variable factors
that might influence its findings. This approach arguably makes it inap-
propriate to measure complex human emotions and attitudes as:

• human behaviour is wholly unpredictable
• nursing care does not lend itself to RCTs, as it is humanistic and 

individualized
• quantitative research tends to present its findings in ways that have little

meaning for nurses

Qualitative research

Qualitative research in a way is the opposite of quantitative research. It is
very different from RCT for instance; the research is much more orientat-
ed to understanding human nature, and as such the researchers get close
to the research subjects. This is its main strength: by using this kind of
research you can understand how nursing or health care really can affect
the patient. It can provide vital information on attitudes and satisfaction,
and this kind of information can then be used to improve care. Research
methods that use this approach include action research, grounded theory,
focus groups and phenomenology. These and other types of research
approach findings from qualitative research can sometimes be taken on
and used to base quantitative research studies on later.

The weaknesses of qualitative research

The main criticisms that are often levelled at qualitative research are those
that relate to its perceived non-scientific approach. This usually comes
from those who are used to using only quantitative research. However, in
order to produce good qualitative research a clear and rigorous research
method is also needed. Other weaknesses include:

• it can be comparatively expensive to carry out as it often relies on one-
to-one interviews

• the sample sizes are much smaller than the other types of research,
sometimes only five or six participants

Conclusion

Generally speaking, the two types of research approach do not work
together well; however, some of the more recent studies carried out into
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health care have successfully adopted the two approaches to look at certain
problems from two view points. This is increasingly the case. This can be
particularly useful when one considers the ways that nurses need to change
care. The qualitative research will explore the patient’s views on a particu-
lar approach to treatment, whereas the quantitative research will provide
managers with vital and dependable information that might enable them
to put real money into a project. In reality, of course, in order that nurses
can make the innovations in practice so necessary, they need to be aware
of and use both approaches to enhance the care that they provide.

Qualitative approaches to research

Qualitative approaches to research have their origins in the field of social
anthropology and sociology and are associated with the social sciences.

• Qualitative research is usually adopted when little is known on a given
topic and is associated with inductive forms of reasoning in an attempt
to generate theory.

• This type of research stresses the socially constructed nature of reality,
the intimate relationship between the researcher and what is studied,
and the situational constraints that shape inquiry.

• This research is usually undertaken in a naturalistic setting where events
are normally allowed to take their course unaffected by the research.

The context of the research is recognized as an integral part of the phe-
nomenon or topic under investigation and described in considerable
detail. Qualitative research centres on the study of individuals and/or
groups of individuals in an attempt to capture their perspective and mean-
ings. Accordingly, all types of sampling in qualitative research are
purposive. The researcher aims to make explicit the knowledge, meanings
and perspectives known implicitly by those within a particular society.
Thus, qualitative researchers seek answers to questions that stress how
experience is created and given meaning.

Several research designs or strategies fall under the heading ‘qualitative
research’, and the most commonly used of these approaches are discussed
in the following chapters. I hope you find them interesting and lead you to
a better understanding of their uses, and – who knows? – may even lead you
to use them to find out more about patient care.
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CHAPTER TWO

Focus groups

Introduction

Much has been written about focus groups in recent times. They are wide-
ly used for market research and political decision-making and, as a result,
have gained a negative reputation within academic circles. They are, how-
ever, a potent means for collecting qualitative data on health-related
subjects, which are concerned with perceptions, values and beliefs as
opposed to numerical evaluation.

In this chapter I will demonstrate the effectiveness of focus groups
through reference to studies I have undertaken or supported at masters
level. I will begin by giving an overview of a study I undertook. Further to
this I aim to explore my reasons for using focus groups and reflect upon
the principles that influenced my management of the research process and
data analysis. In addition, I will consider the difficulties, real and potential,
that I encountered.

Background to study

I managed and delivered a six-month, clinically based course for post-
registration students. The students attended on a part-time basis, and the
course consisted of 30 taught days at the university and 30 days of super-
vised practice within the clinical environment. The taught aspect of the
course had a rigorous evaluation strategy, which enabled the effective
development of the course to meet the students’ differing needs and devel-
opments in specialist fields of practice. By contrast the clinical placement
evaluation was based upon verbal feedback sessions and the placement
educational audit. Through these discussions it became apparent that
there were wide variations in the quality and nature of supervision.
However, the audits did not clarify the situation. They provided me with
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some information, for example the number of supervisors, their specialist
qualifications and learning resources, but they did not tell me what actual-
ly happened during supervised practice.

It could be argued that the multiple variables – for example different
placements, the past experiences of the student, differing supervisors’ abil-
ities – prohibit a holistic and definitive opinion regarding supervised
practice. However, there is a statutory obligation for all students to be
supervised by an appropriately qualified nurse. This nurse should hold
other professional and academic qualifications and have relevant experi-
ence in that field of nursing practice. The role of the supervisor is to
oversee the activities of the student, assess the student’s competence to
practise and sign the appropriate documentation to verify competence.
Clearly the role of the supervisor is integral to any course. While reflecting
upon the feedback sessions, I became increasingly aware that I made
assumptions about supervisory practice based upon my experience of
being a supervisor. In reality I had very little knowledge about how super-
visors and supervisees interpreted this situation.

Defining the question

Although I had identified a problem, defining the question took much
longer. Getting the question right is an important consideration. It is the
question that drives the research! The adage ‘garbage in, garbage out’ in
computer usage can be transferred to the research process. If you do not
know what you are asking, how do you know whether you have got an
appropriate answer? Having a hunch is not the same as having the essence
of your idea written as a research question. While ineffective research may
be an academic setback for you, it should be remembered that participants
in your research take part in good faith, often assisting you in addition to
their own work. They expect the research to be conducted thoroughly and
professionally and for their efforts to be relevant and valued.

It took me many frustrating meetings with long-suffering colleagues and
my supervisor before I decided upon ‘Supervised practice – what does it
mean to supervisors and supervisees?’ The emphasis was very much upon
the individual’s beliefs and their values regarding supervision. However,
even at this stage I was unsure as to whether I would need to undertake a
study or merely apply existing research to my situation.

In order to inform myself, I conducted a literature review. I used multi-
ple sources of information, which included local and national libraries,
organizations and relevant computerized information services. In addition,
I had the opportunity to discuss my research with several colleagues who
had conducted similar or related studies. Through my efforts I concluded
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that most of the writings were anecdotal as opposed to research based.
This in itself was very interesting! Supervision is generally accepted as good
practice, and yet there is a dearth of empirical evidence to support this
activity.

The literature review

I found the literature review interesting, frustrating and also comforting
because I realized I was not alone with this difficulty. It also helped me to
clarify my thoughts and clearly focus upon the topic. I was able to develop
a conceptual framework through which I could define the key concepts
and also their inter-relationships. It was also addictive because I was always
looking for that last piece of research that would give me the answer.
Eventually, I realized that the research was not there! I needed to discover
the answer to my question.

Research design

The problem, the question and the lack of empirical evidence all com-
pounded my belief that I needed to conduct a qualitative piece of research.
This was completely at variance to my original plan, which was to under-
take a quantitative approach using a structured questionnaire. This change
evolved through the process of reasoning, arguing and investigation. The
lesson I learnt from this was that you have to have an open mind, consider
different aspects, challenge your ideas and be prepared to make major
changes if you are going to answer the question you posed.

The strengths of qualitative research are that it allowed me to gain an
inside view of other people’s unique experiences and recognize the multi-
ple realities that exist for the individual group members. However, I also
had to consider the impact of the weaknesses upon the study. A criticism
of qualitative research is the lack of validity and reliability. I recognize this
criticism; however, I agree with Lincoln and Guba, cited in Marshall and
Rossman (1999), that validity is inappropriate to qualitative research. The
central issue is that of trustworthiness. The study should be credible, trans-
ferable, consistent and confirmable. My aim was for procedural objectivity,
which required me to declare any bias and prevent it from contaminating
the evidence and faithfully represent the participants’ views. My concerns
were that this study was procedurally sound and I provided an identifiable
path of investigation.

There are several approaches to qualitative research; the one that
appeared most appropriate to my research question was that of ethnography.
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Definitions of ethnography focus upon the importance of the culture. The
phenomena to be explored need to be within the natural setting because
human activity is based upon social beliefs, values and understanding.
Cultures are dynamic, flexible and evolving; therefore, ethnographic stud-
ies are not concerned with making generalizations but with understanding
a specific situation. In my study, I felt I could not view supervision within
the context in which people were supervised. The literature review clearly
showed the demands of the clinical environment impacted upon the type
and quality of supervision.

Ethical implications

I was acutely aware that using a qualitative approach had ethical implica-
tions for the participants of the study. Asking people to expose their
feelings and beliefs may leave them in a vulnerable position. It is important
to consider the ethics of any study and balance protecting rights, privacy
and confidentiality while obtaining data. The way I chose to address the
issue was to use informed consent. I appreciated that giving the informa-
tion about the study may have the potential to influence the participants’
responses. However, I considered an open and honest approach to be eth-
ically and morally appropriate.

To promote informed consent I gave all the participants a detailed infor-
mation sheet (see Appendix 1 at the end of this chapter), which identified
the boundaries of the study and the role of the researcher, prior to attend-
ing the focus group. I requested that they read and complete a consent
form (see Appendix 2 at the end of this chapter) before the study com-
menced, and during the study I had an independent researcher monitor
my activities. All participants were also given the opportunity to read and
request changes to the transcript before analysis. In addition to addressing
any ethical implications, this had the effect of emphasizing the formal
nature of the study.

This was an important consideration for me because there was the
inherent risk of researcher bias. I was undertaking research in an area
where I work and where I am well known by supervisees and supervisors.
Morse (1989) advocates the use of consent forms in this situation to pre-
vent situations arising where the participants treat the researcher as a
consultant/colleague or friend and to create boundaries to work within.
This is an ongoing consideration for many nurse researchers who are con-
ducting studies within their own clinical environment. The advantages are
that the nurse has a good understanding of the environment.
Furthermore, people are motivated to volunteer for studies, conducted by
a colleague, where the question arises from practice. The disadvantages are
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that this relationship may affect the validity of the results. Ensuring the
study is rigorous and objective is an important aspect of the researcher’s
role. The findings should present the reality as opposed to providing pre-
ferred answers. A further consideration was that of confidentiality.
Outside of the group, access was restricted to my supervisor, the inde-
pendent researcher and myself. I was concerned that no harm should arise
from this study. Consequently, I prevented the identification of areas and
individuals and destroyed the data after the conclusion of the study.

In the account so far I have endeavoured to give some insight into the
decisions I took when planning this study. That is not to say that this is the
best or only approach. I chose to undertake the study in this way because I
felt that it would give me the information I needed, my methods could be
audited and it was ethically and morally appropriate. When conducting a
study, it is easy to become absorbed in the subject and the quest for data.
What you need to keep in mind is ‘what data and at what cost to the indi-
vidual’. While the goal may be an in-depth understanding, it should not be
‘at all costs’. Consequently, you need to consider how you will collect the
data in a way that is appropriate to the question, and in an effective and
efficient manner. I chose to use focus groups, and the rest of this chapter
will concentrate upon this aspect of the study.

What are focus groups?

Focus groups are a means of gaining a large amount of data within a short
time span through the spontaneous exchange of ideas between group
members (Morgan 1997, Sloan 1998). Indeed, the focus group is reliant
upon the verbalizing and sharing of ideas. It is this exchanging of views
that stimulates deeper thinking around the subject. A focus group,
although an informal technique for gaining data, is well planned and
organized. Ideas about assembling a group of people for a ‘chat’ are total-
ly erroneous.

Focus groups can be used in a variety of ways. Morgan (1997) identifies
that they can be used in combination with other methods, for instance
observation or interviews. Here the purpose is to generate ideas for further
investigation (Greenbaum 1998) or explain data obtained through anoth-
er methodology. There is a general belief that focus groups need to be used
in association with other methods; however, Morgan (1997) comments that
they can produce sufficient data when used as a single methodology. For
the purpose of this study I chose to use focus groups as a single methodol-
ogy, mainly due to time and financial constraints. I am aware that there are
arguments against the use of a single-method study, and I appreciate that
a combination of methods may have provided a more holistic picture.
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Morse (1989) proffers the notion that pragmatic validity is increased by
the use of multiple sources of data collection. This is supported by the
work of Proctor (1998), who comments that validity is increased if a trian-
gulation of methods is used. However, there are disadvantages to the use
of triangulation. Proctor (1998) is of the opinion that the study time is
lengthened and that the researcher must be equally skilled in qualitative
and quantitative research techniques. There are also the dangers of the
focus of the study being lost and the fact that different methods may not
produce corroborative data.

The main advantage of using focus groups is the richness of the data
expressed by the participants. The group promotes interaction and also
inhibits individuals from giving misleading information (Sloan 1998).
Participants are able to qualify their statements and the researcher can
explore the responses (Stewart and Shamdasani 1990). In addition, Stewart
and Shamdasani (1990) and Morgan (1997) comment that it is quick, flex-
ible, cost-effective and relatively easy to arrange.

The criticisms of this method are concerned with the effect of group
dynamics. Stewart and Shamdasani (1990) identify difficulties arising from
dominant members who may lead to the exclusion or intimidation of qui-
eter group members. Morgan (1997) comments that there is a risk of the
participants polarizing the group. Either effect may result in individuals
proffering views that do not reflect their true opinion. In addition, partici-
pants may be reluctant to divulge issues that are sensitive for them or may
give edited versions of events.

I chose to use focus groups after consideration of other possible meth-
ods, namely observation and interviews. In comparison with individual
interviews it is recognized by Morgan (1997) that focus groups give a broad-
er view as opposed to an in-depth interview. However, he also recognizes
that the depth of the information is dependent upon the subject’s willing-
ness and ability to talk about the topic on an individual basis. While it is
recognized that focus groups may be a quick and efficient means of col-
lecting data, Morgan is aware that there may be difficulties in assembling
six to eight individuals for each session. In contrast, it may be easier to
arrange individual interviews; however, the time involved in the process of
interviewing and analysing the data per interview may be far greater than
that needed for a focus group (Morgan 1997).

Observation, as a research methodology, offers the advantage of gaining
data in the natural setting. Conducting focus groups is recognized as being
divorced from practice (Morgan 1997); consequently, the emotional con-
text of the environment may be lost. Observation also allows for the
recording of a diverse range of interactions, whereas focus groups rely pre-
dominately upon verbal explanations of behaviour (Morgan 1997).
However, I was concerned regarding the practical difficulties of observing
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practice in a variety of clinical areas and Trust hospitals. As a part-time
researcher working on my own, this would have been too time-consuming
and expensive. In addition, I was aware of the risk of behaviour change as
a result of being observed.

Reviewing these advantages and disadvantages of using a focus group
influenced me in my preparations. The old adage ‘forewarned is fore-
armed’ was certainly applicable to me. I endeavoured to try and address
each and every issue beforehand and made contingences for all foreseeable
events. On reflection, I would not repeat this: it was extremely time-
consuming and stressful for myself. Furthermore, most of my efforts were
not needed!

As a researcher, you need to consider how to manage the focus group to
best effect. This includes clearly identifying the sample group and consid-
ering how you are going to approach them and recruit them to your study.

Sampling strategy

The key principles that underpinned my recruitment strategy were appro-
priateness and adequacy (Morse and Field 1996). Appropriateness is
concerned with choosing participants who have the relevant knowledge
and experience to inform the study. Morgan (1998b) refers to this practice
as purposeful sampling, in that the participant is able to answer the
research question and that the appropriate composition of the focus group
will result in good discussion. This was important for me. I needed people
with relevant current experience to give me their views. Initially, I consid-
ered a mixed group of supervisors and supervisees; however, I later
thought that this mixture of people of different grades, power and position
could inhibit the discussion. Consequently, I organized separate groups of
supervisors and supervisees in an effort to make the participants feel com-
fortable with each other. Greenbaum (1998) supports this notion by stating
that the participants should share similar backgrounds, experiences or sta-
tus to enable a good exchange of ideas. Morgan (1998b) stresses the need
for the group to feel comfortable. When they are comfortable, they spend
less time exploring personal background and gaining trust and are more
willing to self-disclose, and consequently more time is devoted to dis-
cussing the research topic. The supervisees’ group consisted of six students
who worked at a variety of hospitals and had attended the course, togeth-
er, for three months. The group of seven supervisors all worked in the
same Trust and knew each other. I found this division of groups to be effec-
tive. The groups interacted well and produced a large amount of relevant
data.
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I recognize the disadvantages of recruiting acquaintances, for example
the unspoken agreements not to discuss certain topics or assumptions of
knowledge, which may exist. Morgan and Krueger (1993) are of the opin-
ion that, while it is generally accepted that strangers should be recruited,
in reality this is not often the case. Indeed, they state that in many instances
this is unavoidable if one considers the logistics and cost of assembling
strangers with similar backgrounds. Certainly this was my experience. In
the time I had available and with limited funds, I was unable to recruit from
other areas of the country. I think the key issue is to realize that this may
influence how people respond and try to minimize the impact by fully
informing the participants of the aim of the study at the time of recruit-
ment. In addition, it should be remembered that, when collecting data,
non-verbal communications and their impact are recorded as data.

The second principle, put forward by Morse and Field (1996), is that of
adequacy. Their interpretation of adequacy is that sufficient, relevant data
should be generated through the participants. Consequently, the number
of participants is important. Hague and Jackson (1987) suggest that, if
focus groups are to be used as a single methodology, the minimum num-
ber of participants should be four, with a preferred number of eight to ten
members. The aim is to generate discussion while at the same time allow-
ing everybody to participate.

The number of focus groups is dependent upon the data received.
Morse and Field (1996) state that there should be sufficient to give a good
depth of vision of the phenomenon until saturation point. Morgan (1998a)
recognizes that, if only one group is used, the information may be unique
to that group and not give a clear view of the phenomenon. A greater
understanding is gained through using a multigroup approach, which
enables the researcher to compare and contrast the findings. Greenbaum
(1998) comments that the factors which determine the number of the
focus groups are, in reality, the budget and time available. In the small stud-
ies that I have conducted and supported, we have gained sufficient
information with two different groups of six to nine participants, per study,
to answer our research questions.

The recruitment of a suitable sample for my study was heavily influenced
by the work of Morgan (1998b). He emphasizes the need for careful plan-
ning if the objectives of the focus group and ultimately the study are to be
achieved. This supports the work of Morse and Field (1996), who comment
that recruitment is a crucial aspect in the preparation because the partici-
pants are central to the study. Initially, I was advised to place a poster, giving
details of the study, in several prominent sites in the clinical area. The aim
was to inform people of the study without directly asking them to partici-
pate, which removes any threat of coercion. While I appreciate this
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sentiment, I was reluctant to use this method. My main concern was that,
like many other posters, it would be ignored. In addition, although I had
access to a ‘desk-top publishing package’, for a really effective poster I felt I
would have needed professional assistance. Unfortunately, I did not have an
advertising budget! Consequently, I informed potential participants verbally
and asked those who were interested to contact me. Those that did received
an informative letter and a consent form. All participants were sent
reminder letters clearly stating the venue, date and time one week prior to
the focus group. Again, this needs to be planned and you need to keep
records of all this documentation.

Morgan (1998b) provides a checklist for successful recruitment. First of
all, the researcher should demonstrate the value of the study to the partici-
pant. I discussed, with the participants, the altruistic nature of this study,
namely that future supervisors and supervisees will benefit from their
input. Unlike market research groups, I was unable to provide monetary
incentives. In addition, I would be concerned regarding this influence
upon this research. Secondly, the researcher should make personal contact
with the individuals and build upon existing relationships. I personally dis-
cussed the study with all the proposed participants, and I was well known
to them. In this way I was able to build upon existing relationships.
Personal contact is an important aspect of recruitment. Recognizing that
people have volunteered and then providing them with frequent relevant
information involves them in the research process. From a researcher’s
point of view, this can be a time-consuming exercise, particularly when you
are trying to meet with people in the clinical area. Often workload
demands dominate and any meetings you arranged are marginalized,
shortened and often cancelled.

Selection criteria

Identifying appropriate criteria for selection was another issue to consider
in the preparation period. Morgan (1998a) comments that a screening
process should be employed. This was a relatively easy process in that I
defined two groups, one group consisted of qualified nurses who had
supervised students within the last three years. The second group was lim-
ited to students who were currently undertaking one post-registration
course. Originally, it was planned to recruit from a larger group of past and
present students, working within a variety of Trust hospitals. Owing to dif-
ficulties gaining the agreement of several different Ethical Committees in
different Trust hospitals, this approach was not possible within the allocat-
ed timeframe. Although my study was somewhat curtailed by this, I did
learn an enormous amount from discussing my study with a representative
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of the Ethics Committee, and I would advise anyone interested in con-
ducting research to make contact with this department at an early stage in
their planning. As a part-time researcher, the practical realities of accessing
participants and meeting the requirements of the different organizations
can and do limit the study.

Initial problems encountered with focus groups

Hague and Jackson (1987) stress the need to make the timing and venue
convenient for the participants. This was negotiated with both groups; con-
sequently, the supervisees met in the education centre, while the
supervisors chose to meet in the hospital setting. Originally, they wanted to
meet in the ward area. However, it was felt that there could be too many
distractions, that it would be difficult to maintain confidentiality and that
the open area may impair the recording. In the end, we met in a teaching
room within the hospital. On reflection, this was not a good area, because
the participants were unable to divorce themselves from the demands of
the clinical area. Although we were not interrupted, a feeling of tension
prevailed and I was concerned that I was interrupting a busy day and
adding to their workload.

We met at lunchtime, and, while this was generally accepted as a con-
venient time when participants can refresh themselves, it did present some
problems. I had allocated one hour for the focus group, but it actually took
two hours. This was because only one person arrived punctually – the 
others had to remain in the clinical area for a variety of credible reasons –
while the rest of the group actually gathered over a period of three-
quarters of an hour. This left some of the early arrivals feeling guilty at 
taking an extended lunch break and the late arrivals feeling apologetic and
anxious about meeting their afternoon commitments. I was concerned
that if the session was cancelled I would have difficulties rescheduling the
group and I might face a similar or worse situation. The group preferred
to stay, and the discussion eventually started an hour late.

A further problem was that the discussion was being taped and people
were trying to contribute while at the same time competing with the
sounds of eating. As a consequence, I felt very agitated during this session.
I was concerned that the issues would not be fully explored and was aware
that the dialogue was not as fluent as with the student group. My response
was to move from being a low moderator to a high moderator to make the
most effective use of the time.

By contrast, the students’ session was undertaken in a university class-
room. They all arrived on time and fully participated in the discussion.
This was seen as part of their school day, they were untroubled by the
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demands of work and I provided hot drinks and biscuits to produce a con-
vivial atmosphere.

Preparation of the moderator

The group has to have a well-defined purpose and the researcher provides
the agenda and guides the group to ensure that the objectives are achieved
(Stewart and Shamdasani 1990, Morgan 1998a). Some authors (Stewart
and Shamdasani 1990, Morgan 1998b) comment upon the importance of
the researcher’s balancing the need to achieve the objectives with the need
of the group to express what is important to them. Krueger (1998),
Greenbaum (1998) and Morgan (1998a) stress the importance of the
researcher being well prepared. This involves creating an environment con-
ducive to discussion, developing an appropriate agenda and organizing an
efficient and effective means of data collection. The researcher needs to lis-
ten keenly to the discussion and act to explore and clarify issues at the same
time as being aware of the personal and emotional context.

When preparing the written guide (see Appendix 4 at the end of this
chapter) for the participants, the researcher needs to consider whether
they wish to assume a low- or high-moderator role when managing the
focus group (Morgan 1997). A low-moderator role involves introducing
two or three broadly stated topics and providing neutral questions to gen-
erate ideas to gain an appreciation of what the experience meant for the
individual. This is the approach that I adopted for this study, and it worked
very well for the students’ focus group. However, I had to change this
approach to effectively moderate the group of supervisors who needed
more structure to the session. With this group I assumed the high-
moderator role, which is more directive, the questions are more structured
and a larger number of specific topics are discussed. Stewart and
Shamdasani (1990) comment that the latter approach is more likely to be
influenced by the moderator’s beliefs or values. This is because the partici-
pants respond to specific questions as opposed to spontaneously
introducing relevant information. Instead of asking questions, I repeated
their phrases, used non-verbal prompting and asked them to explain
aspects more fully. The difference in the two groups was stark: the students
were very verbal by comparison and appeared to have a more open
response to the group, while the supervisors were more reticent, but this
may have reflected their response to the workload demands that impinged
upon their group. From a researcher’s point of view, I found the high-
moderator role quite stressful and was very sensitive to the fact that my
interference may have directed the group’s responses.
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The moderator aims to gain good group interaction, which involves all
the participants (Morgan 1997). To do this they must employ good inter-
viewing techniques (Stewart and Shamdasani 1990) and also prepare a
non-threatening environment, conducive to the discussion (Krueger 1998).
Morgan (1997) and Stewart and Shamdasani (1990) recommend a circular
seating arrangement. I have used this in all the focus groups I have man-
aged and have found it to have always been effective. This allows for good
eye contact, gives sufficient personal space and facilitates the audio record-
ing. To prevent distractions during the discussion all audio equipment
must have been assessed as fully functional prior to the session. This was
particularly pertinent to a study when I acted as an independent
researcher. The machine was fully operational before the focus group
commenced; however, at the end of the session, the researcher discovered
that it had not worked and none of the discussion had been recorded. This
was a huge personal setback for the researcher who had to repeat the activ-
ity, with a different group, which caused a lengthy extension to the study.
In addition, she felt that it was a huge loss to her study because the discus-
sion had been so productive and yet she had no hard evidence for analysis.

After the focus group, the tape needs to be transcribed and several
copies made of the transcript to enable analysis. Depending upon your
computer skills and the clarity of the tape, this can be an extremely time-
consuming activity. Always keep an original for reference because the other
copies may be dissected during analysis and in doing so you may divorce
the statements from the context, which could result in a misrepresentation
of the data. Any copy of the tape or transcript must be locked away in a
secure place to ensure confidentiality, and upon the conclusion of the
study the tapes and transcripts must be destroyed.

Managing the focus group

It is essential to prepare the room before the participants arrive. You
should know the number of people involved and ensure that the room is
of an appropriate size and furnished with sufficient chairs, a table and any
recording equipment you will need. Where possible, the room should be
in a quiet area and signs positioned to inform others that the focus group
will be taking place and that they should not interrupt.

The chairs should be positioned around the table. This will enable the
participants to face each other. It is anticipated that this will promote inclu-
sion and discussion and allow for all comments to be recorded. The audio
recorder should be placed in the centre of the table where it is visible to the
participants and where the researcher can easily check that it is working. 
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I also found that, initially, the participants were a little nervous of being
taped and on occasions had to be reminded to lean forward when they
were speaking.

Behind my seat I had placed four flip charts, each with a topic for dis-
cussion clearly stated. I did this to focus their attention on the subject, but
also I tried not to ask direct questions so I was able to point to the word and
open the discussion by stating ‘I would like you to discuss supervision’, and
at preset times I was able to direct their attention to other issues in the
same way. I also used the flip charts as a means of summarizing what had
been said.

When the participants arrived, I greeted them by name and offered
refreshments. My aim was to create an environment conducive to discus-
sion. For the students, I wanted to make the distinction between the focus
group activity and their usual classroom setting. For the supervisors, I was
recognizing that they were forfeiting their lunch break and also attempting
to accelerate the proceedings.

Where possible, start on time; of course, this is dependent upon the par-
ticipants’ punctuality; however, if you do allocate time for refreshments at
the beginning, it does allow late arrivals to cause minimal disruption to
your session. Again, you have to consider that the participants may be
doing this in addition to their usual work and they have other demands on
their time. While this may be all-encompassing and important to you, they
may see it as another task to be got through.

Begin the session by reiterating the reason for the focus group. You may
refer to the letters you have sent out, but it is also useful to have a list of key
points you wish to state before the start of the session (see Appendices 3
and 4 at the end of this chapter). These are essentially the ground rules and
should include the aim of the focus group, the need for and maintenance
of confidentiality, how the data are to be collected, access to the data, use
of the tape recorder and why there is an independent researcher. You
should clearly state that if any participant does not agree with any of these
aspects they are free to leave and that their withdrawal will in no way influ-
ence your relationship with them as a colleague or teacher.

At this point, it is worth asking all the participants to speak into the
microphone to ensure that the equipment is working properly and to
remove any concerns regarding being recorded. Once the discussion has
started, the researcher’s main roles are to maintain the momentum of the
discussion and to ensure that the issues are addressed. At the same time
you need to resist the temptation to ask directive questions but instead let
the discussion evolve. It can be a little disheartening when the speech is
sporadic and when there appears to be an endless silence. In reality, the
silence is usually quite short and the group will recommence discussion
without any intervention. However, you need to listen intently and be 
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prepared to rephrase or repeat a previous comment to promote further
discussion.

During the focus group I used Post-its to jot down ideas as the partici-
pants said them. I used different coloured ones for the different aspects we
discussed. For example when discussing perceptions of supervision the key
areas identified on the flip charts were: ‘supervision’, ‘preparation’, ‘influ-
encing factors’ and ‘anything I have missed’. At the end of the discussion
while the participants were having refreshments, I quickly stuck the Post-its
to the relevant flip chart. I was then able to summarize the discussion by
referring to their comments and was also able to group certain elements
together. This enabled me to undertake some intuitive analysis and also
supported the taped dialogue and acted as an additional reference during
the analysis.

At the end of the session, I thanked all of the participants and also
informed them that I would make the transcripts available to them for
comment and possibly amendment before I started my analysis. I did this
within a very short period of time while the experience was still fresh in
their minds. However, I noted that nobody questioned the content or
asked me to make any changes. Possibly the 40 pages of single-spaced text
deterred them (it is better to be concise).

After the focus group, it is important to collate and identify the data as
soon as possible. It is important that any labelling you used is in code form
and that the data are stored in a secure area. After this, relax! You will find
that while the process has been exhilarating, challenging and even fulfill-
ing the intensity of it can be exhausting.

Analysis

Analysis, like all other aspects of the research process is dependent upon
the question you originally posed, did you intend to describe or interpret
what was happening? This serious issue is supported by Burnard (1998),
who clearly makes the distinction between ‘seeking information’ and ‘seek-
ing to understand’. The aim of my work was to describe what happens
during supervised practice and compare the findings with the existing lit-
erature. The importance of this distinction is that, in describing it, the
researcher is voicing the participant’s perspective. In explaining, the
researcher is aiming to interpret that viewpoint, to make sense of the data.

Krueger (1998) uses the analogy of the detective story when describing
the process of analysis. I would agree with this: you are examining the tran-
scripts for clues and links to commonly expressed viewpoints. Just like in
the best detective stories, you may follow false leads or in other instances
you will suddenly realize the intention behind what somebody has said.
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This challenges your previous assumptions and causes you to reflect on the
context and associated non-verbal communication. Your emotions range
from boredom and the ‘getting through it feeling’ through to the excite-
ment of sudden insight.

The immersion and editing styles of analysis interested me. Immersion
analysis refers to the ‘intuitive crystallisation of the data’ (Polit and
Hungler 1997). Owing to my inexperience as a researcher, I lacked the con-
fidence to use this style. However, it did appeal to me, and, while I was
managing the focus groups and during the early stages of analysis, several
issues were obvious, which I was able to identify and confirm during my
summary of the sessions. The editing style involves reviewing the tran-
scripts and identifying themes, categories and concepts, trends and
patterns (Morse and Field 1996). I chose this approach because it gave
structure to my analysis, which came from the data as opposed to precon-
ceived ideas (see Appendix 5).

There are several difficulties inherent in the analysis of narrative data.
The volume of work can be excessive (Polit and Hungler 1997), particularly
when the responses are long or unfocused. In addition, there is the com-
plexity of the text. Unfortunately, people do not talk of one aspect at one
time but instead draw on past experiences or introduce new and other pos-
sibly related issues into their conversation. You also need to consider the
language that is used and how it is used. Cavanagh (1998) remarks upon
the danger, when categorizing text, in assuming that similar words and
phrases hold the same meaning – very often they do not. During analysis,
you realize that certain words or phrases are used repeatedly but in differ-
ent contexts and you wonder why you did not notice or clarify this at 
the time.

Through repeated readings of the transcripts and listening to the tape, I
became familiar with the content and was able to identify themes, similari-
ties and differences (Burnard 1991). I gained an understanding of the data
(Morse and Field 1996) and a feel for what was being said; indeed, by the
end of the analysis, I had almost a word-perfect recollection of the tran-
script. I was aware that the research question should dictate the analysis
(Stewart and Shamdasani 1990) and also that I was responsible for deciding
the relevance and, therefore, the inclusion of comments. Although I was
reluctant to label sections as ‘dross’ (Morse and Field 1996), I did remove
some of the text that strayed from the focus of the study. However, all data
that were excluded were referenced, retained and reviewed at intervals to
ensure that no issue of importance had been omitted (Burnard 1991).

The themes and categories were identified and prioritized through an
analysis of their emphasis and intensity (Krueger 1998). The issues the par-
ticipants considered to be important were repeated at different times
throughout the text. These issues were raised either by one individual 
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supported by the other members or by other members re-introducing the
topic at different times. The analysis also focused upon whether the com-
ments were spontaneous or if they were in response to a question asked by
the researcher. Those issues, which were raised by the group, were given a
higher priority.

Stewart and Shamdasani (1990), Burnard (1991), and Morse and Field
(1996) all advocate the colour coding of categories. Initially, I attempted to
do this, but I found that I had great difficulty with this process. I found it
time-consuming, inefficient and, most importantly, with regard to trust-
worthiness, I found that it isolated comments from the main text. Thus, I
abandoned this process and moved on to the next stage, which involved the
cutting out and pasting of parts of the text under the different category
headings (Burnard 1991) (see Appendix 5 at the end of this chapter).
Again, I felt that this fragmented the text and interrupted the flow of the
conversation, and I was concerned that the context of the discussion had
been altered through the editing process.

My response was to reread and recode the text. I was aware of the risk
of the ‘precision paradox’ (Burnard 1998), whereby researchers, intent
upon finding the true nature of the study, overanalyse and so distance
themselves from the reality. However, by coding, writing the relevant state-
ments under the appropriate category headings and cross-referencing, I
became immersed in the data (Morse and Field 1996) and was able to
report the findings in a more meaningful and accurate manner.

Presenting the findings of the focus group

Writing the findings can be very time-consuming and difficult. You have
been immersed in the research for many months and now you are at the
stage of trying to crystallize the essence of your findings into a readable,
credible report, and this can be a challenge. There are several issues that
affect the way you write the report. You need to consider the reader and
the reason for the research. If you have conducted this research for sub-
mission as part of an educational course, the style of writing required is
different from that needed for the publication of an article. However, irre-
spective of the reader, the presentation must be organized, logical and pull
together the emerging themes of the research in a coherent way to give a
clear appreciation of the subject.

From the outset of the study, I maintained a diary. I did this to record
my difficulties, setbacks and achievements for future reference. It also gave
me a record of my feelings and the factors that influenced my progress,
which subsequently has formed the basis of this chapter. It was also useful,
when I came to analyse the data, because I could consider any events that
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might have influenced my interpretation. This is important because, unlike
quantitative research, you are not relying upon graphs, tables, probability
scores etc. to explain the findings. You are attempting to show how you
made sense of the descriptive data through a reasonable, fair and trust-
worthy approach. Ultimately, you are aiming to show how the process you
undertook and the results you achieved answered your research question.

Many qualitative researchers write a report using a combination of
direct quotations followed by a discussion of the issues raised. Anecdotal
evidence is attractive to the reader: it breaks the text, adds interest, gives a
feel for what was said and acts to reinforce the writer’s interpretation. The
difficulty lies in how many quotations to include – too few and they appear
sporadic and unconvincing, too many and the reader is left feeling that
they are the one doing the interpretation. Furthermore, when using direct
quotations, there is always the risk that a participant or clinical area can be
identified; therefore, this calls for rigorous attention to detail. This empha-
sizes the need for the researcher to fully inform the participants before the
focus group starts of how the data will be used.

Conclusion

I hoped to show that my focus groups had in some way enhanced the body
of knowledge regarding supervision in practice. I had learned a lot about
qualitative research, focus groups and supervision in practice. However,
when I compared it to the existing literature, I found that much of my work
only reconfirmed what had previously been written. This was somewhat
disappointing. On the other hand, what it did allow me to do was consider
how I could apply these findings to practice and improve the supervision
for the student group that I managed. It also gave me the confidence to
make these changes based on the evidence, as opposed to hunches, which
is so important in health care.
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Appendix 1

A study of supervised practice for registered nurses from the 
perspective of the supervisor and supervisee

What is the purpose of the study?

Supervised practice is an important component of the post-registered
course. During supervised practice, it is anticipated that the students apply
the theory of ophthalmology to their clinical practice. However, there is
very little research to show what actually happens. The aim of this small
study is to explore the issue of supervised practice from the viewpoint of
the supervisor and supervisee. It is anticipated that the findings from this
study will enable me to make any relevant amendments to the documenta-
tion issued for use by the supervisors. It will also guide me in preparing
future supervisors and supervisees.

What will be involved if we agree to take part in the study?

The study is concerned with the staff who have either supervised a course
member or who have been supervised during the course, each attending
one group discussion session. It is anticipated that the group discussion
session will last between one and one-and-a-half hours. Participation in this
group discussion is voluntary.

Can I withdraw from the study at any time?

Yes, you are free to refuse to join the study and you may withdraw at any
time or choose not to discuss certain issues.

When and where will the interviews take place?

It is anticipated that the interviews will take place between June and early
September.

What other information will be collected in the study?

None.

Will this influence my opportunities to supervise post-registration students in the

future?

No.
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Will the information obtained in this study be confidential?

Anything you say will be treated in confidence, no names will be men-
tioned in any reports of the study and care will be taken so that individuals
cannot be identified from details in reports of the results of the study.

Can I complain about the way the study has been conducted?

If you have any cause to complain about any aspect of the way in which you
have been approached or treated during the course of this study, please
contact the project co-ordinator, Elaine Stringer. Otherwise you can use
the normal university complaints procedure.
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Appendix 2

Research Consent Form

Title of Project: A study of supervised practice, for post-registration nurses, from the

perspective of the supervisor and supervisee.

The supervisors/supervisees should each complete the whole of this
sheet themselves.

Have you read the Information Sheet? Yes/No

Have you had the opportunity to ask 
questions and discuss this study? Yes/No

Have you received a satisfactory answer to your questions? Yes/No

Have you received enough information about the study? Yes/No

Who have you spoken to?

________________________________________________________________

________________________________________________________________

________________________________________________________________

Do you understand that you are free to withdraw from this study

at any time Yes/No
without giving any reason Yes/No
without affecting your future education Yes/No

Do you agree to take part in this study? Yes/No

Signed __________________________________________________________

Date: __________________________________________________________

Name in Block Letters ____________________________________________
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Appendix 3

Welcome Talk

Hello, and thank you for coming to this focus group session. For the pur-
pose of this session, I am a researcher and, therefore, while I will guide the
session, I will not participate in the conversation. My colleague will make
notes during the session to ensure the accuracy and objectivity of my
reporting. She will not join in the conversation.

The purpose of the session is to gain information about the supervised-
practice component of this course. You have experience of being
supervised/a supervisor, and we would like to know your point of view,
your experience, both positive and negative. There are no right or wrong
answers. Please do not worry about what I, my colleague or the other mem-
bers of the group think. We want to hear from you all: your view is as
valuable as anybody else’s.

Please note that this discussion is being taped. This is for accuracy, objec-
tivity, to ensure that I get all the points noted and to aid analysis. The tapes
will only be used for analysis, after which they will be destroyed. Any names
on the tape will automatically be deleted to ensure that nobody can be
identified. You will be given the opportunity to review the transcripts of
this discussion. You may withdraw from this study now if you do not wish
to be taped.

Please speak up, feel free to give examples or stories to explain a point.
Please say what you think. All data will be treated as confidential. I have
identified four areas for discussion: ‘supervision’, ‘activities’, ‘preparation’
and a category I call ‘anything I have missed’. As you discuss these areas, I
will be noting down the key points on Post-its, which I will place on the flip
charts at the end to summarize the discussion.

Any questions?
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Appendix 4

Focus Group Guide

Focus Group

Date

Time allocated: 90 minutes

Welcome

Refreshments

1) Check all participants have read the information sheet and have signed
the consent form

2) Read to all the participants (a) the information sheet and (b) the wel-
come talk information sheet

3) Inform them that their participation is voluntary and they can withdraw
at any time. Emphasize the need to maintain confidentiality within the
group

4) Test the recording equipment
5) Start the recording and the discussion
6) Summarize the key points and ask the group to confirm or amend
7) Thank all the participants
8) Give information regarding gaining access to the transcripts
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Appendix 5

Analysis sheet

Category

Qualitative Research in Health Care28

Key:

+ve – positive statement, 
-ve – negative statement, 
N – neutral statement (describing a situation),
Rec – a recommendation made by the student, 
Rpt – was the idea repeated? 
Who – made this statement?
I – intuitive, 
R – requested by me, 
Pg – page of the manuscript

Statement +ve -ve N Rec Rpt Who I/R Pg
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CHAPTER THREE

Action research

Introduction

The difficulty in teaching health professionals the basic principles of good
infection-control practice, the lack of knowledge about infection control
and the ongoing problem of health professionals’ non-compliance with
basic hygiene in hospitals cause grave concern. Individual clinicians, who
may be aware of potential infection-control problems in their speciality,
have no reliable means to judge their own practice against standard rates
or acceptable thresholds for hospital-acquired infection. Some hospital-
acquired infection is unavoidable, owing to patient and environmental risk
factors, but there is evidence of effective hospital-infection-control pro-
grammes with reductions of hospital-acquired infections being reported of
around 30%. Despite advances in medicine, technology, treatment tech-
niques, control of infection methods and a scientific understanding of the
aetiology and epidemiology of infection, control of hospital-acquired infec-
tion continues to cause concern. To date, there are no comparative data
about the effectiveness of infection control in the UK. The full extent of
the impact of hospital-acquired infection on a patient’s short- and long-
term experiences is not measured in the UK. The problem of hospital
infection is recognized by all involved in health care today. All the evidence
suggests that effective infection control would improve quality of care,
reduce costs and prevent deaths in the NHS.

Evidence exists for the effective prevention of hospital-acquired infec-
tion, yet this evidence is not being applied in practice. The barriers to
delivering effective hospital infection control are increasing: technology is
expanding, risks to patients are greater and resources are constrained. This
chapter recounts the experiences of a clinical researcher who was deter-
mined to explore the real world of infection control in nursing practice.
This research explored a novel, practical and resource-effective approach
to applying empirical evidence in practice by developing and evaluating a
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comprehensive prospective method for a bedside audit of hospital-
acquired infection in patients requiring intensive care. The research sought
to stimulate and develop nursing practice of effective infection control
with particular emphasis being placed on the role of nurses. In essence, the
research tested the potential for nurses to adopt a central co-ordinating
role for infection control within nursing care.

While the methodology to determine the impact of the interventions on
patient outcome was quantitative in nature – based upon robust epidemio-
logical principles – the research focused on behavioural change and was
underpinned by the exploratory use of action research and the application
of Lewin’s Theory of Change. This meant that, while no precise outcome
was expected or guaranteed, the researcher set out with a specific purpose,
that of developing, implementing and testing a method for a bedside audit
of infection acquired by patients requiring intensive care. The research was
initiated as a methodological evaluative pragmatic study that adopted a
time series intervention drawing on both quantitative and qualitative
research methodologies. The focus was on monitoring outcomes rather
than explaining factors that may or may not have been changed by the
interventions: information gathering, responsive education and an audit of
infection with a feedback of results.

Action research

Action research provides a clinically focused approach to change manage-
ment utilizing Lewin’s Theory of Change. This method closely matched the
researcher’s personal philosophy about the change process. The emphasis
was to be on professional and practice development. The end product for
effective infection-control programmes must always be the behavioural
components of practice, for instance improved hand hygiene and evidence-
based care of invasive therapies and devices. Therefore, use of action
research using a naturalistic, intuitive approach was considered a valid
approach to a clinical problem that requires practice development through
use of psychosocial influencing tactics provided within an educational
framework. The emphasis in this study was on testing theory derived from
evidence of large-scale research conducted outside the UK and exploring
the potential for improvements in quality of care and impact on patient out-
come in the ICU before recommending future strategies for infection
control. Local objectives were to promote the ownership and control of
audit information, improve documentation of clinical information related
to acquired infection, improve the clinical information base, support the
identification of local infection-control problems, inform and educate staff,
aid decision-making and influence changes in clinical practice.
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The total research programme spans over ten years. Originally, the
researcher began to study the problem of infection within a large general
intensive care unit (Inglis et al. 1992a, 1992b, 1993). Although the propor-
tion of patients requiring intensive care is small, these patients account for
the largest proportion of hospital-acquired infection, have the highest mor-
bidity and mortality, and represent the highest cost to the health service. A
national survey of infection-control policies and practices in intensive care
units (ICUs) in the UK was undertaken (Inglis et al. 1992a) and a modular
infection-control education programme was developed, incorporating a
systematic approach to preventing ICU-acquired infection (Sproat and
Inglis 1992). A number of infection-control-practice developments in the
ICU were facilitated, but initiatives did not include routine audit of patient
outcome for infection.

Research parameters

Within the Trust where this research was being undertaken, there was an
increased awareness of the quality and cost implications of hospital-
acquired infections. The researcher was asked to present a paper that
analysed the infection-control services in the Trust. This was developed into
a successful research proposal submitted to Yorkshire Region Research and
Development Directorate that allowed the research to be extended for a full
two years and built upon previous knowledge and experience gained
through working on the intensive care unit. The objective of the study was
to determine the benefits of targeted surveillance of a group of high-risk
general surgical patients, using routine clinical data with feedback of results
going to nursing and managerial staff. The programme was complemented
by using structured questionnaires to research issues relating nursing edu-
cation, nurses’ knowledge and practice of infection control and their
attitudes towards infection control in the Trust. As a result of the infection
audit and the questionnaire responses, a research-based modular education
programme was introduced for clinical nurses in two of four surgical wards.

Research interventions included an audit of the four site-specific infec-
tions, pilot ward questionnaire distribution and analysis, feedback of
results to staff on pilot wards, feedback of results to managers and the
introduction of an infection-control educational programme on the pilot
wards. The researcher also worked as a staff nurse on the two pilot wards
during the first post-intervention period. Primary data, obtained from the
computerized patient administration system (PAS), identified all 
discharged patients from the four general surgical wards during the three
data collection periods. This included collection of demographic data, risk
factors, significant health care interventions and any documented 
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indications of clinical infection. Clinical indicators for each site-specific
infection were recorded in four parameters (clinical signs and symptoms of
infection, positive bacteriology culture result, new or changed antibiotic
prescription and written medical diagnosis of infection) and were com-
bined to determine patient outcome. Infections occurring more than 48
hours after admission were defined as hospital-acquired.

Results were aggregated for each three-month data collection period,
providing baseline pre-intervention measurements of hospital-acquired
infection and two subsequent post-intervention measurements for com-
parison purposes. Infection rates were calculated for the study group of
high-risk surgical patients discharged from the four surgical wards and
expressed as a percentage of patients affected by one or more hospital-
acquired infections, the overall percentage of all four hospital-acquired
infections and the incidence of each site-specific hospital-acquired infec-
tion. Average percentage reduction in the incidence of all four site-specific
hospital-acquired infections from baseline to the second post-intervention
measurement across the four wards was 59% (from 30.58% to 12.64%) and
from baseline to the first post-intervention measurement was 49% (from
30.58% to 15.69%).

Pilot and control wards

An interesting pattern of results occurred in two of the wards. One was 
a pilot ward and one a control ward. These two wards remained more 
closely matched than the other two. During the first post-intervention peri-
od, nurses on the control ward conducted their own ward-based audit of
surgical-wound infection on behalf of the team of surgeons. This audit
occurred outside the research study and lasted for one month and was
then discontinued. During the first post-intervention period, nurses on the
control ward conducted their own ward-based audit of surgical-wound
infection on behalf of the team of surgeons. Results indicate that the ward-
based audit of surgical-wound infection on the control ward had an
immediate impact on reducing rates of all four hospital-acquired infections
in that ward. Findings suggest that the internally managed ward-based data
collection on the control ward had a stronger impact on patient outcome
of infection, in the short term, as opposed to external data collection con-
ducted by the nurse researcher on the pilot ward. The control ward had the
greatest reduction in the percentage of infected patients and the incidence
of the four site-specific hospital-acquired infections during the first pre-
intervention period (when audit activities had taken place).

Questionnaire responses emphasized the difficulties nurses have in inte-
grating infection-control knowledge in their routine clinical practice.
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Findings suggested that nurses have a poor knowledge and understanding
of how the principles of microbiology or infection control could be applied
in practice. The study revealed nurses’ lack of awareness of their potential
role in infection control and confusion over recommended infection-
control policies and procedures. Nurses generally accepted that they needed
to improve both knowledge and infection-control practice, but there was a
lack of time and resources for study on the wards. Nurses on the pilot wards
freely discussed their lack of knowledge and their own and others’ variable
practices in infection control. Nurses generally wanted more practical infor-
mation on effective infection control. The results identified specific
problems and provided a basis for improvements in infection control.

The method provided a framework for case-mix identification, case def-
inition, data collection and identification of indicators for measurement of
hospital-acquired infection. This study was well supported by hospital man-
agers, who responded to the results by incorporating them within a
successful business case increasing the infection-control team by employ-
ing an additional four senior infection-control nurses. Using a
retrospective approach to an audit of hospital-acquired infection revealed
a number of problems; yet, despite the difficulties experienced, the
research programme was well accepted by the staff.

Influencing nurses to use valid research

Building on the available research evidence and local experience, it
became obvious that nurses could make a greater contribution to effective
infection control but that multiple strategies would be required to influ-
ence their compliance with infection-control recommendations. Ideal
strategies would incorporate an audit of infection with feedback of rates to
nursing staff with appropriate, responsive infection-control education.
Sustained change would require the transfer of the problems, issues and
potential solutions to nurses. The focus would need to be on the nurse’s
role and nursing infection-control clinical practices. The knowledge and
skills gained from the research programme led to the development of a
research proposal to develop and test a prospective method of auditing
infections acquired by patients requiring intensive care. The confidential
nature of infection data collected nationally means that not all clinical staff
who are involved in studies are aware of the local results.

The observations made within previous studies and further reviews of
the literature influenced the development of the action research pro-
gramme, which aimed to adopt a practical, clinically useful approach to
the problem of hospital-acquired infection and infection control. The
researcher wanted to develop a system to routinely audit hospital-acquired
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infection that supported an increase in knowledge and facilitated infection-
control practice development without relying on expert infection control
input or major additional resources. The proposed bedside audit of hos-
pital-acquired infections would incorporate modified definitions for
hospital-acquired infections and provide the means of prospectively audit-
ing risk factors, process measures and outcome for infection within
routine documentation. The research programme aimed to develop an
acceptable, reliable method to audit the incidence of four categories of
site-specific infection acquired by patients in intensive care units. These
infections are lower-respiratory-tract infection (LRTI), blood-stream infec-
tion (BSI), surgical-wound infection (SWI) and catheter-related
urinary-tract infection (UTI).

In order to achieve this three key goals need to be achieved:

1. identification and agreement of a clinical data set to audit four cate-
gories of site-specific ICU-acquired infection

2. development of a protocol for clinical audit of the four ICU-acquired
infections, using routinely collected clinical data and to develop this
protocol within an effective audit tool

3. evaluation of the staff response to the audit

The system of audit developed for this research was applied to all
patients admitted to two research sites from two different health regions,
involving a total study population of over 2,000 patients. General approval
for the study was gained from ICU nurses and doctors, the infection con-
trol team (ICT) and members of relevant hospital management teams.
Arranging formal clinical access and ethical approval involved gaining
access and permission to use hospital data, clinical ICU data and micro-
biology data in both paper-based and computerized format. Approval was
given for plans for data protection, data security and data-management
plans, including the proposed data analysis, presentation and research dis-
semination. Feedback of infection incidence was continuous during the
period of research. Incidence of hospital-acquired infections was measured
using nurses to collect and co-ordinate data collection. All research inter-
ventions and infection-control educational activities introduced within this
study were supported and facilitated by the researcher. Data collection for
each patient included risk assessment with the collation of routine clinical
and microbiological data and objective measurement of patient outcome
combining clinical and microbiological data variables. The research sought
to test the integration of the data items into a practical audit tool for meas-
uring the incidence of hospital-acquired infection in a rigorous, scientific
way and was directed at implementing evidence-based infection-control
practice. The research study sought to answer the research questions posed
before design of the study. Data analysis aimed to describe and summarize
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the results and test the hypothesis that the audit would affect behaviour,
resulting in reduced infection rates.

The two research areas

This section describes the activities in the two ICUs that adopted and test-
ed the full infection-control care planning and audit system. The pilot site
was a six-bed paediatric intensive care unit (PICU), and the other site was
an eight-bed general adult intensive therapy unit (GITU). The researcher
collated additional background information that explored the available
ICU information sources that might be used for the research data collec-
tion. Before any research interventions or educational sessions, a
questionnaire was distributed to all ICU staff. It used semi-structured ques-
tions to investigate nurses’ infection-control education and knowledge and
their attitudes towards infection control and microbiology. It questioned
staff on their use of infection control within patient assessment and care
planning. It also allowed staff to give their suggestions for improving infec-
tion control in three key areas: infection control in their ICU,
communication of infection-control policies and infection-control educa-
tion, and allowed suggestions for topics to be incorporated within an
education programme for the ICU.

All research interventions and infection-control educational activities
introduced within this study were introduced, supported and facilitated by
the researcher. During the research, sufficient time was allowed for a group
of nurses to volunteer to support this research programme. After a period
of educational and audit training seminars, nurses were asked to collect
data on the incidence of four site-specific ICU-acquired infections, utilizing
secondary sources of routinely collected clinical and microbiological data
recorded in the computerized clinical and pathology information systems
and within patients’ case notes.

This complete system for infection-control care planning and audit did
not require special expertise or knowledge for determining patient out-
come for ICU-acquired infection. For both ICUs, there was an introductory
period involving communication with staff agreeing the infection-control
care plans that were modified to local specifications. Data were collected
by nursing staff at the bedside, while clinical and microbiological data from
primary ICU sources, that is from nursing and medical records and associ-
ated computerized clinical information systems for each patient admitted
to the unit, were also used. Prospective data collection used ICU nursing
staff to manage data collection, collation and communication within the
ICU. Significant intensive care interventions and patient outcome events
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were documented and variations in these processes identified. The com-
plete coded audit and care planning system included the following stages:

• patient risk assessment for ICU-acquired infection
• following or adapting a standard ICU-specific infection-control care plan
• daily evaluation of patient infection status
• recording positive outcome indicators for each infection in four parameters
• recording patient outcome for each of the four ICU-acquired infections

Defining an ICU-acquired infection

An ICU-acquired infection was identified as an infection that was not pres-
ent or incubating at the time of admission. ICU-acquired infections occur
48 to 72 hours after admission to the ICU.

Staging site-specific infection

Development of an ICU-acquired infection needed to be made explicit
within the documentation and during data collection. Generally, the stages
followed the infection processes that nurses would, or should, readily
know. The research documentation included guidance for staff on the
associated clinical signs and symptoms that may occur for each site-specific
ICU-acquired infection.

Stage General infection status

0 Patient at risk – no positive indication of infection
1 Possible pre-infectious indicators of infection
2 Probable indications of infection
3 Actual infection

Objective measurement of patient outcome

For each site-specific infection being measured, coding combined the stages
of infection with four parameters. The parameters to be measured were:

1. clinical signs and symptoms of infection
2. positive bacteriology results
3. change of antibiotic
4. written medical diagnosis of infection
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Experiences from the PICU

Theoretical framework for change

The PICU nurse manager decided that one senior nurse would have the
role of PICU research co-ordinator, internally managing the project as part
of her individual performance review. The PICU research co-ordinator was
visited frequently, and a satisfactory initial working relationship was estab-
lished. It is reasonable to say the PICU research co-ordinator was a
reluctant ‘volunteer’. Both researcher and the PICU research co-ordinator
agreed to continue with the project. The role of the researcher was to facil-
itate the PICU research co-ordinator in familiarizing herself with the
research literature, and a resource file was provided by the researcher that
covered relevant infection-control literature with specific emphasis on the
prevention of infection in the ICU. A series of PICU nursing staff seminars
contributed to the change process by incorporating the background to the
research (the problem) and the results of previous research (identifying
potential for change) with education and awareness-raising information
(providing the means for change). The research problem was presented
within the context of the PICU, and the need for change was discussed.
Desired changes were suggested and negotiated with staff. The seminars
gave staff who attended feedback on the results of the staff questionnaires
on infection-control education, knowledge and practice. Release of nursing
staff from the PICU was problematic, so the research seminars were given
in the central area of the PICU during a normal shift. A period of careful
planning and negotiation continued to take place through regular meet-
ings, and the research co-ordinator established an internal team of nurse
associates who became the PICU infection-control quality-improvement
team. Independent of the researcher, but assisted by the infection-control
research resources, this internal team established priorities for the PICU.
The PICU initially developed an information booklet for parents on infec-
tion control on the PICU and proceeded to develop an educational
programme for staff.

Disseminating the documentation

The next stage of the research process was to disseminate the proposed
research documentation and to develop a PICU-specific infection-control
core care plan. The documentation was designed and developed to sup-
port the collection and collation of infection-control risk factors for four
ICU-acquired infections. The PICU research co-ordinator organized all
nursing and medical staff to review this documentation, and modifications
were made accordingly. Achieving consensus for the PICU research 
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documentation and the PICU infection-control care plan required an
intense period of consultation with members of the PICU team and health
professionals working outside the PICU who had responsibility for infec-
tion control.

Developing consensus

Consensus was achieved for the research documentation, which included
the PICU infection-control care plan and the PICU infection control risk-
assessment tool. The PICU infection control summary chart was
incorporated after requests from medical staff made during the pilot
phase. Research documentation was supported by an introduction to the
research, which was written to promote staff and parental understanding
of the research. A referenced background to the research was presented as
an appendix to the PICU research documentation.

Developing the documentation

Nursing, medical and microbiology staff agreed the infection definitions
and research documentation. The PICU research documentation was
developed to support daily monitoring of each child’s infection status, rel-
evant interventions and outcome. Infections measured were LRTIs, BSIs,
SWIs and UTIs. A clinical outcome summary sheet was provided for all
four site-specific infections being measured. Definitions for all four site-
specific infections were adapted from previously published, nationally
acceptable definitions that had been used for previous research studies. All
research interventions and infection-control educational activities intro-
duced within this study were supported and facilitated by the researcher.

Managing bedside data collection

Each folder had the contact name, address and telephone number of the
researcher, research supervisors and external advisors to the action
research. One box file contained new research documentation and one
box file was used to store completed research documentation. The
research co-ordinator took full responsibility for managing documentation
collection and collation. Staff were asked to implement the following pro-
cedures for all children admitted to the PICU:

1. complete infection risk assessment on admission
2. complete processes
3. stages outcomes documentation once daily at midnight
4. complete a discharge summary at the end of a child’s PICU stay
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Piloting the bedside infection-control care planning and audit

The researcher visited the PICU frequently but in reality was not required
to manage the research. The methodology for data collection was not
changed, but the research documentation was modified slightly as a result
of evaluation by nursing staff.

Research development

With the encouragement of the PICU’s medical director, the research co-
ordinator prepared and presented interim results of the research at an
international medical conference. When the planned research period was
complete, the system was adapted in response to previous results and the
increasing demands on PICU nursing staff. In 1998, the research co-
ordinator was successful in gaining the position of research nurse, manag-
ing and co-ordinating a national UK drugs trial relating to meningococcal
infection. The PICU-acquired infection study is now completely owned and
managed by the PICU. The researcher’s previous experiences suggested
that data collection by nurses at the bedside, in collaboration with medical
staff, proved successful. Therefore, increased potential for change might
be achieved when action research, practice development and change man-
agement were combined using a quantitative approach to using clinical
information to audit infections.

Experiences from the GITU

Initial access to the GITU was obtained by inviting the infection control
doctor and the infection control nurse from the Trust to a University of
Sheffield post-graduate seminar given by the researcher in September
1995. At this point, the ICT agreed to give their support to the action
research programme. The introductory stage of the research in the GITU
lasted six months, from December 1995 to May 1996. Initial contact with
the GITU was through the senior nurse manager, who arranged for a small
group of senior sisters to attend a research seminar and to consider
whether to proceed with the research programme in the GITU. After this
seminar, it was decided to present the research to the rest of the senior
team for a collective decision to be made about progressing with the
research in their unit. While the researcher thought that full agreement
and clinical access had been arranged with all members of the clinical man-
agement team, one consultant was overlooked. This posed problems later
in the study when authorization for access to medical records required this
individual’s permission. This problem was quickly resolved by writing to
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the consultant in question and making a follow-up telephone call. This
resulted in full permission for access being given. Ethical approval was
given as a result of a full submission to the Ethical Committee of the Trust.

Theoretical framework for change

The management of the research programme in the GITU was different
from that in the PICU, but the researcher continued to use the theoretical
framework of action research and Lewin’s Theory of Change adapted to
facilitate changes in the PICU. In contrast to the PICU, the researcher had
no previous contact with the GITU, but there was a strong management
team with proactive support and encouragement of staff development,
education and practice developments.

Unfreezing: coming to terms with the need for change

There was a system for routine bacteriology sampling of patients three
times per week, and there was an infection control link nurse established
on the GITU. This nurse had already undertaken an infection-control
course, and it was usual for nurses to be sent on this course as part of their
professional development. Although the infection control link nurses left
the GITU during this study, there was a replacement infection control link
nurse, ensuring continuity throughout the research programme. In addi-
tion, a charge nurse from GITU had been seconded to the ICT and there
was a positive attitude to infection control from most members of the
GITU team. It was accepted that the ICT was overworked and that an addi-
tional resource in the GITU was welcomed. As a result of information
gathering on the GITU, the researcher decided, primarily because of the
differing nature of work in the GITU from that in the PICU, that rather
than having a GITU research co-ordinator who was responsible for the
research the researcher would maintain a high profile in the GITU. The
researcher was well supported by the infection control link nurse, the sen-
ior sisters, nursing team and the nurse manager on the GITU. The ICT and
staff from the pathology department were encouraging towards the
research and were willing to review the research protocol and provide the
computerized pathology data. Five introductory research seminars were
presented from January 1996 to March 1996 giving background to the
research and presenting the results of the questionnaires.

Introducing new values

The GITU was a much larger unit than the PICU. Early discussions about
the potential of the action research programme being introduced in the
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GITU included demonstrating the PICU research documentation. Despite
the positive attitude of GITU nurses to infection control and an apparent
recognition of its importance to nursing practice, there was concern from
senior nurses about GITU nurses at the bedside having to complete more
paperwork. Nurses already recorded bacteriology results on a single com-
munication sheet in the patient’s case notes, but there was no information
about infection rates in the GITU. This one factor, the opportunity to
measure GITU-acquired infection, seemed to be the convincing element to
developing acceptance of the research programme. Nurses were to give
their time to test and evaluate the research documentation. The research
was promoted as an opportunity to explore whether the research evidence,
derived from outside the UK, could be implemented and shown to be
effective in this country. Again, with many nurses involved in their own fur-
ther education, there were many opportunities to promote the action
research programme as an educational opportunity for nurses, regardless
of the final outcome.

Acceptance of new values

An internal ICT was set up to support the research and to aid research
communication. The researcher maintained responsibility for the adminis-
tration of the research and was given valuable assistance by the GITU team
in organizing the educational seminars, in encouraging staff to attend sem-
inars and in actively promoting the completion of the bedside research
documentation. An important difference in the GITU compared with the
PICU was that the series of educational seminars gave the researcher
greater exposure to larger numbers of GITU staff. The seminars also
ensured that all nurses were made aware not only of the research pro-
gramme but also of the role and responsibility of nurses in preventing
infection.

Developing consensus

Because of the concerns expressed about GITU workloads and the poten-
tial additional paperwork involved in the PICU-style research
documentation, the development of the documentation differed from that
on the PICU. In the GITU it was acknowledged that nurses would not be
motivated to go through a series of documentation, so a modified version
was redesigned and developed within a limited number of pages. This con-
tained all the essential stages and elements recognized in the research
protocol. Again, an intense period of work was needed by the researcher
to develop a GITU-specific infection-control care plan and infection con-
trol risk-assessment tool. The documentation was supported by written
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research information, and documentation was developed to support the
collection and collation of infection risk factors, process measures of care
on a summary chart and clinical outcome for four GITU-acquired infec-
tions. An infection control communication sheet was provided for
additional comments by nursing staff. A copy of the documentation was
displayed on the staff notice board and everyone was asked to consider this
and make comments. Consensus for the system was achieved, which inc-
luded the infection control doctor reviewing the full documentation and
agreeing to its use in practice. There was general consensus that the data
covered all items required for effective infection control.

Developing the documentation

Infections measured in GITU were LRTIs, BSIs, UTIs and SWIs.

Managing bedside data collection

A system was agreed for GITU data collection and collation of results and
followed the steps taken in the PICU (see above).

Piloting the bedside infection-control care planning and audit

Bedside collection of data commenced in June 1996. The methodology for
data collection was not changed from original plans, but the research doc-
umentation was modified slightly as a result of pilot evaluation by nursing
staff. Changes were made to the risk-assessment process chart, and the
communication page was added after the pilot.

Establishing staff satisfaction and ownership

The general response to the audit was positive; staff made comments such
as ‘we feel involved’ and that the researcher was ‘not just a voice on the end
of the telephone’. There was some resistance to increasing the amount of
documentation, which was difficult to quantify, but the researcher endeav-
oured to be available to nurses who were having difficulty in completing
the forms. Completion of the audit documentation revealed a problem
with communication in the GITU: nurses did not know the results of cul-
tures until they were filing the paper records, but a microbiologist visited
the GITU every morning to report the results verbally. Nurses realized they
were being missed from this aspect of communication. They were not nor-
mally included in this process, which was usually between the medical
microbiologist and the GITU doctor. Some nurses acted to make sure they
were included in the feedback of results, but this remained problematic.
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The researcher asked for the daily print-outs from the microbiology labo-
ratory to be left and filed on the GITU, but this did not become routine
practice.

Evaluation of the education programme

Each of nine educational infection control seminars were presented twice.
A Likert scale was used to evaluate the impact of each session. Each mem-
ber of staff attending was asked to identify if they agreed or disagreed with
statements that evaluated the seminar. A total of 80 staff attended the nine
seminars, and 63 evaluations were completed for eight of the nine sessions.

Evaluation of the bedside audit

In October 1996, after three months of a bedside audit, 18 staff returned
interim audit evaluation questionnaires and 17 listed both positive and neg-
ative points about the documentation for infection-control care planning
and audit. One nurse did not list any positive points. Seventeen nurses
wanted to continue the audit as a research project, 15 thought there was
sufficient time to complete the documentation, six wanted more informa-
tion or help to assist in completing the forms, but 11 did not. Nine staff
wanted to keep the system as it was, without changes, five did not. Nine
would keep the current system but change it in some way. Thirteen nurses
felt that the infection control audit should become a permanent part of the
patient’s record.

GITU research development

Data feedback was given to staff at an interim stage and at a series of sem-
inars to present and discuss final results. Graphs, charts and explanatory
comments were displayed on the notice board in the coffee room. As in a
previous study, nurses did not at first grasp the graphical representations
and welcomed the interpretation of the results. One health care assistant
announced that, after seeing the graphical displays, she did not want to
join the results seminar as she would not be able to understand but after
being coaxed into the seminar was pleased to announce that she did now
understand. A project team was created to determine how best to use the
results of the research. A team was set up to look at documentation, edu-
cation and audit. Because there were no major changes in infection rates
as a result of the bedside audit, it was agreed not to pursue this route but
to develop a care planning document for all patients that would form part
of their routine documentation for care planning, communication and
with a prompt sheet for risk factors and definitions for acquired infection.
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The GITU also used a computerized care planning system, and a prob-
lem and evaluation sheet was written into this system for routine use in
daily care planning. Infection control planning and evaluation started at
completion of the study (June 1997). Bacteriology data were analysed in
date order, for individual patients and by bacteria cultured. Both paper
and electronic versions of the data were provided. It was thought that it
would be useful to include these data with the main GITU database and
include patterns of antibiotic usage with patterns of antibiotic resistance.

GITU research dissemination

The researcher presented results of the research at a multidisciplinary
study day organized by the GITU. This included presentations by the GITU
medical consultants, the researcher and two GITU sisters who presented
results of qualitative studies in the GITU.

Future research and development plans

The discussion at the study day became a catalyst for a collaborative
research project undertaken for the clinical management team (CMT)
within the GITU. This programme of research focused on two aspects of
critical care; one was to explore the potential for nurses to discharge
patients from the HDU and the other was an audit of at-risk patients in the
general wards. Both projects were led by nurses on behalf of the CMT and
were facilitated by the researcher during 1998 and 1999. From 1997,
research results have been disseminated by the researcher at five national
nursing conferences, two regional conferences and two further confer-
ences in 1999, one being a symposium.

Conclusion

The most efficient infection surveillance methods developed for the UK are
too time-consuming for practical use. This means there is no convincing evi-
dence on which to support recommendations for change in education,
clinical practice or research. Reduction of hospital-acquired infection relies
on improvements in infection control – such as handwashing or improved
care of invasive medical devices – but health professionals have difficulty
learning and integrating this knowledge in practice. Clinical practice of
infection control, particularly handwashing, is sub-optimal, and health 
professionals appear to be resistant to changing their infection-
control practice. The problem of hospital infection and the difficulties in its
effective control are well recognized, and research-based recommendations
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have been made for changing clinical practice. Infection surveillance com-
bined with responsive infection control methods have been shown to be
the most effective way to reduce rates of infection. However, implementa-
tion of these changes is proving difficult to achieve in the UK. Workloads
in the NHS are rising, resources are limited, there is a lack of useful clini-
cal information and limited use of information technology to provide
knowledge-based systems that can guide practice, education and manage-
ment for infection control.

McCormack (1999a) discusses a model for implementing research into
practice, describes factors for success and proposes that service improve-
ment is a function of the strength of the evidence base, the context or
prevailing culture and appropriate facilitation. He describes the factors
within an interactive, dynamic matrix that can be used to identify and
analyse practice development projects. Using McCormack’s framework for
analysis, the strength of the evidence in this study was high, but not of the
highest order of randomized controlled trials.

The context and prevailing culture of each ICU was clear. It was patient-
focused and multidisciplinary with prevailing medical dominance. The
educational culture had a strong image of professionalism. In presenting
the evidence to clinical staff, success was achieved in agreement with
McCormack’s (1999b) ‘enabling factors’ for practice development. The
researcher was sensitive to and aware of the specialist nature of intensive
care nursing, and saw the evident need for nursing involvement in the proj-
ect. There was a growing awareness to both clinical- and cost-effectiveness
issues and a commitment to individual- and team-nursing development.
The overall aim was one of practitioner ownership with management sup-
port. Changes were approached systematically and were in support of an
established professional vision of practice development and evidence-
based nursing practice. There were political overtones to the facilitation of
the changes with promotion of the role of ICU nurses as highly specialized,
intelligent and unique. The issue of ICU nurses’ potential replacement by
technical staff and NVQ-level trained assistants was recognized by ICU
staff. With this in mind, involvement in the research was promoted as a
means of demonstrating the implicit actions of qualified nurses. Nursing
actions emphasized were risk assessment, risk management and those
aimed at the prevention of infection. This highlighted the case for retain-
ing highly skilled qualified nurses within the ICU.

Continuing in the use of McCormack’s model for identifying successful
implementation of research into practice (McCormack 1999b), develop-
ment achieved in this study was predominantly an attitudinal change to
ICU-acquired infection, ICU infection control and the role of ICU nurses
in infection control. There was evidence of an increasing confidence in the
nurses’ competence and understanding, with nurses gaining a deeper
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understanding of the significance of bacteriology results for care. There
was a clear focus on nursing care processes with development of clinical
leadership in practice development. In common with Hope (1998), the
researcher had been active in practice development long before her aware-
ness of the appropriateness of the theoretical framework of action
research.

Again in common with Hope (1998), the researcher had been initially
frustrated with being unable to proceed with a particular form of research
(the controlled trial) and gained ‘energy’ from the paradigm of action
research, which Hope describes as ‘characterised by decisions trails and
logistics which are context bound, complex and open to confusion’. In con-
sidering this description, he expresses concern that the existing literature
on action research generally understates its complexity. He argues that
actions are not ‘neat and linear’, which generates a problem when trying to
describe the process of action research using an accepted academic
approach. He uses the analogy of action research as a journey involving
change, and which is a ‘serendipitous’ process involving areas of language
and discourse, activities and practices and social relationships and organi-
zation. Hope (1998) cites Waterman (1994), who argues that the problems
of defining action research can be seen as a symbol for ‘artistry and flexi-
bility in the practice of nursing and action research’. In analysing the
facilitation skills used in this research, the action taken took similar but
slightly different approaches in each ICU. The role was one of external
facilitator to an internal ICU facilitator which sought to be flexible and col-
laborative, while at times needing to be directive and persuasive. Strong
emphasis was placed on the importance and relevance of the educative and
developmental processes for nurses and nursing.

Researcher’s experiences

The researcher’s experiences in this study were in agreement with Titchen
(1999), who, in discussing her role as external facilitator in a long-term
action research project, describes her relationship with clinical staff as one
of a ‘critical companion’, being sensitive to needs and responsive to differ-
ing individuals and groups. Using the accepted theoretical framework of
critical social science, she described practice development as a process of
integrating ‘professional nursing craft knowledge’ with a research base.
Titchen describes the relationship between a practice development facili-
tator and that of a nurse being facilitated; this requires respect, mutuality,
reciprocity with demonstration of ‘living out shared values and beliefs’
within a process of ‘learning from practice’. While facilitation in this study
took both directive and flexible approaches, there were elements of the
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four components that were highly influential in the personal qualities of an
individual change agent: personal, interpersonal, intellectual and educa-
tional. In this study, all these qualities were utilized and the relationships
built with the internal ICU change agents were and are sustained on both
personal and professional levels. Hope (1998) holds the opinion that most
nurses are equipped with the skills necessary for action research: ‘having
well developed interpersonal skills, flexibility to respond to new situations,
a degree of social entrepreneurialism, a willingness to listen to alternative
views and the ability to be reflective and reflexive’.

Action research: some conclusions

Action research provided a flexible approach that suited the adaptation of
the researcher’s views on infection control in intensive care units and trans-
lated what is regarded as an academic and scientific subject into practical
clinical terms. Put another way, knowledge gained about the prevention
and management of infection within this research was derived from clini-
cal practice with changes occurring at the interface of patients and their
carers.

Action research was used to determine the potential for change, to intro-
duce change and to understand the nature of that change. It used an
intuitive approach favoured by nurses, who see the value of education,
practice development and who generally focus on the nursing processes of
care. Nurses find difficulty in defining outcomes of care and identifying or
demonstrating the relationships between processes of care and patient out-
comes. This was borne out by the results of the GITU audit evaluation
when nurses were asked about potential positive benefits of the audit. Most
comments related to improving care and raising awareness of infection and
infection control. Few nurses responded that knowing rates of infection
was a positive benefit to them. The highest anxiety that nurses felt when
considering involvement in the research and evaluating its impact was the
time taken for completion of the audit, problems of missing data items and
concerns over having to complete more paperwork. Using action research
and Lewin’s Theory of Change enabled the researcher to validate previous
approaches to change interventions and support her personal view as sus-
tainable change being part of a slow incremental process. The research was
promoted as an act of faith without any preconceived end points. Being
open with staff and promoting the use of action research, or real clinical
research, contained an educational element for the staff. It introduced a
partnership, or bond, between researcher and motivated staff. Action
research was seen as a process rather than a means to an end and certain-
ly gave focus to the research and drew considerable attention to the
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processes involved. In both ICUs, there was an emphasis on infection-
control education and its intrinsic value. Even if the research proved incon-
clusive, there would be a benefit in that nurses would have clinical
information about local problems that could be used to promote practice
development.

Many nurses were involved in education programmes and the research
was able to bring alive some of the theories introduced in the classroom.
The researcher had considerable experience in this field of study but was
conscious that imposed change without negotiation is not welcome by cur-
rent NHS staff. Within this study, in contrast to many new projects
introduced into the NHS, at all points of this research, ICU staff were given
control. While senior nurses actively promoted data collection, the
approach was to promote the involvement in the research as voluntary.
There was little change in plans, but ample opportunity was offered to all
grades and groups of staff to allow changes to be made. Conducting
research in the NHS has many challenges, and researchers need powers of
persuasion while at the same time they have to uphold the rights of
patients and clinical staff. At any stage, one member of the wider team in
a hospital could withhold consent to proceed. In contrast to the open,
unstructured approach to change taken using the action research, the fact
that the researcher had personal funding for the doctoral study from the
Nursing Directorate of the Department of Health meant that the research
process needed to be structured. Fortunately, the research problem lent
itself well to a structured approach to evaluative research. The research
design followed a classic approach in its development. There was problem
identification and the development of a research question, with aims,
objectives and hypothesis with statistical considerations being made. This
was a considerable asset when seeking and gaining support from the med-
ical clinicians, the ICT and particularly when applying for ethical approval
for the study. The predominant concern of the medical team on the PICU
was the use of non-published, non-validated definitions. But they were per-
suaded that the research was exploratory in nature and that gold-standards
do not exist in the UK for defining hospital-acquired infection. It was
emphasized that the focus of the research was on the clinical utility of the
audit balanced by clinical validity and reliability. The immediate need was
to address clinical problems, to develop user-friendly methods of data col-
lection and to develop further research programmes to test and validate
the methods. Full analysis of the data was not completed but will eventual-
ly be used within the development of the research programme. Immediate
action will be to disseminate the research methods and results. The gener-
al lessons learnt from this innovation in practice will be considered.
Further research is planned to test the approach in other units and to
determine the cost and potential benefits. Research data are computerized
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and maintained in such a way that further validation of the accuracy of the
measurement can be made. The contribution of risk factors to the devel-
opment of infection will be explored. Data will be analysed to provide an
audit trail of events that will indicate the time from first signs and symp-
toms of infection (and possibly pre-infectious indicators) to the first sample
taking, first bacteriology result and first therapeutic intervention.

Measurement of ICU-acquired infection provided useful information
for future local comparison purposes, and the data showed trends of
infection over time, identifying problems in each ICU, and provided a
basis for quality improvement initiatives in ICUs. The documentation was
designed to collect and collate only routine items of clinical information
that the nurse at the bedside on an ICU would already know or be able to
gather in a very short time. The actual recording of data should in reality
pose a negligible burden on nurses who are constantly by the bedside in
the ICU. While the results do not indicate general improvement in patient
outcome occurring over time, the method of data collection was applied
systematically and rigorously. Regardless of the difficulties in applying the
protocol and controlling the study, measurement of hospital-acquired
infection rates provided useful information for future local comparison
purposes. However, the reliability and validity of the results should be
weighed against their potential clinical utility. Accepting the limitations of
this study, the approach taken has potential application for surveillance of
endemic hospital-acquired infections in a wide range of clinical speciali-
ties. The system provided a framework for case-mix identification, case
definitions, data collection and the identification of indicators for the
measurement of ICU-acquired infection that can be adapted to meet spe-
cific requirements of different clinical situations and which is directly
related to improving patient outcome. It was shown to be feasible to incor-
porate the audit tool within routine documentation of clinical care in a
systematic way and with apparent cost-efficiency. Cost-effectiveness was
not formally tested. There was, of course, input from the researcher who
was supported full-time on a studentship and provided time and resources
to initiate the study, develop documentation and educational resources.
There was also, for the purpose of the research, ICU staff time needed for
development and management. No additional test or interventions were
required; the impact was the adherence to routine systematic risk assess-
ment, with more responsive care planning, which should have contributed
to improving the prevention and management of infection control in the
ICU.
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The practical applications of successful action
research

The nature of the work on the intensive care ward means that shared con-
tact occurs between health professionals and patients; this inevitably
means that transmission of resident and transient organisms from the
hands of staff are more likely to occur unless strict attention is paid to effec-
tive infection control. Lack of appropriate education in applied
microbiology appears to be hindering the provision of a safe environment
in the intensive care unit.

The nurses’ perception of the problem of hospital-acquired infection
and the importance of microbiology will be influenced by knowledge of
the scale of the problem within their own wards and units. This knowledge
is vital in order to motivate an individual’s application of appropriate
knowledge to effective nursing practice. Nurses should be conscious of
their present ability and responsibility to influence changes in attitudes of
the health care team towards effective research-based infection-control
practices. As technology advances and threatens to dominate the intensive
care unit, nurses should seek clear definitions of their nursing role. The
conclusions reached by the research project in question point towards the
responsibility for infection control being placed within the nurses’ remit.
Other issues that fall directly in the realm and responsibility of nursing
care and for which there are current difficulties in the provision of core
standards are patient nutrition, pressure area care, wound care, patient
safety and communication. The question that might be posed is: ‘What is a
nurse and what is nursing if we are failing to deliver the most basic stan-
dards of care?’ Motivation is the result of internal and external factors.
Internal motivators can be influenced, but not controlled, while external
motivators can be created and controlled by others. In order to under-
stand, predict and influence the motivation of individuals and groups,
knowledge of theories of motivation provide an insight into the motivating
process.

Nurses could have a much greater role to play in preventing hospital-
acquired infection. The nurse is in constant contact with the patient and is
normally the co-ordinator of care and of clinical information. The critically
ill patient is temporarily placed in a vulnerable condition, unable to meet
his or her own health needs. The intensive care nurse, in close proximity to
the patient and providing individualized continuous care, is well placed to
act as advocate to the patient. To adopt this role nurses must be educated,
motivated and allowed to assist patients in transcending any barrier to hav-
ing their needs met while they are undergoing health care (Witts 1992). By
defining the health needs of the patient, and researching the contributions
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of nursing, nurses will move forward, stating effectively what it is they do
and why it makes a difference in the care of the critically ill patient.

Hygiene compliance

The current low levels of compliance with recommended infection control
in the intensive care unit are alarming. At the very least, acquired infec-
tions complicate a patient’s recovery, increase discomfort and prolong
hospital stay. At worst, they are a major contributory factor causing death
in critically ill patients. In all cases, hospital-acquired infection reduces
quality of care, quality of recovery and has possible consequences for the
patient’s present and future quality of life. Infection control is too often
regarded as an optional extra of care. There was a need to effect change in
clinical-infection-control practice while at the same time developing a 
quality-assurance system that embraced current research and sought to
link infection-control behaviour to patient outcome and resource usage.

An evaluation of the effectiveness of infection-control care needs to be
explicit within care processes. The rising need for clinical governance,
demands quality in the NHS, global issues of antibiotic resistance, the
increasing costs of health care, the theory-practice gap, the involvement of
consumers and their rights, demonstration of high quality care and the
economics of quality care. Researchers have highlighted this issue. Media
attention on hospital infection rises and falls. The question posed is why we
cannot use current information to support practice developments. A sys-
tem that is focused on outcomes, where there is risk-factor assessment and
process and one that is incorporated within a practical, cost-effective 
system, which enjoyed a high impact on behaviour, would seem to be
favoured in the short-term and could be integrated within hospital infor-
mation systems.

Clinical governance in infection control

Risk management, clinical audit and demonstrating evidence of best prac-
tice in relation to infection control would seem to be essential components
of raising the quality of caring for patients, which would, if managed effec-
tively, improve information systems and potentially reduce the cost of
health care. It will become increasingly important to examine the provision
of health services and include some indication of patient outcome in rela-
tion to hospital-acquired infection as a necessary component of clinical
audit.
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Prioritization of resources and infection control activity

Patients requiring intensive therapy are at a high risk of infection, and
many of these infections are caused by poor techniques and are preventa-
ble. Work in an intensive care unit places high emotional, physical and
professional demands on nurses. There is a multiplicity of intrinsic and
extrinsic factors affecting the nurse working in the intensive care unit.
These, in turn, influence perception of the problem of hospital-acquired
infection. Because attitudes and values are learnt, they have the potential
to be influenced, often in an automatic, unconscious fashion. As a result,
strategies for improving clinical practice can be directed towards cognitive
and behavioural components of individuals working in the intensive care
unit. Problems of infection control in the intensive care unit should be
analysed using a pragmatic approach, having first gained some under-
standing of the theories of individual and organizational behaviour. The
social sciences can provide a framework to allow an understanding of
human behaviour and these theories can be applied to the present arrange-
ments for the fight against infection in the intensive care unit.

Clarity of roles, responsibility and accountability for effective infection
control

The nurse, in close proximity to the patient, is ideally placed to adopt a pri-
mary role in preventing infection. If nurses do not possess an adequate
knowledge of the principles of microbiology or infection control, or do not
apply this knowledge in clinical practice, and the culture of the organization
is such that it inhibits creativity or enquiry, the knowledge for effective pre-
vention of infection remains in the hands of a minority of specialists. If
nurses can accept that hospital-acquired infection in British hospitals can be
reduced by improving clinical practice, this means accepting the care we give
is less than optimal. It then becomes the nurse’s responsibility to become a
guardian of the patient’s microbial environment. In the light of current
research indicating the risks of hospital-acquired infection to patients, there
is a need for every patient admitted to have their infection status assessed
and appropriate action taken. The control of infection is a responsibility
shared by all disciplines working in the NHS, although, as a result of their
regular hands-on contact with patients, nurses stand in the front line. In
order to identify the need to advance personal knowledge of effective infec-
tion control, when social pressures to maintain the present status quo are
high, the nurse must be aware of the importance of acquiring a sound knowl-
edge of patient needs and applying the principles of microbiology in nursing
practice to all stages of the nursing process documentation.
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Infection control is generally taught as microbiology and not infection
control as applied to practice. Nursing lecturers find infection control dif-
ficult to teach, and nursing students find it difficult to learn. It would
appear that the teaching and learning styles being used are not conducive
to the effective uptake of information and transfer of knowledge. There are
barriers to implementing effective infection-control practice, and
researchers have effectively shown that key elements of motivation are
intrinsic to effective infection control but that health care professionals
show resistance to educational programmes. There is a need for the bio-
logical sciences to be taught as core subjects in the education of nurses in
order that they practise nursing care efficiently and effectively. The most
powerful change that could affect standards of infection control is that of
nursing-practice development in infection control. This requires changes
in health professionals, services and organizations. Considering the
increasing pressures on nurses – high workloads, reduced staffing and low
morale – further practice developments need to be facilitated and moni-
tored through a central process involving experts from clinical practice,
audit, infection control, education, research and change management.

The ultimate challenge is to develop an empirical basis for choosing inter-
ventions in the face of specific barriers to evidence-based practice, requiring
both quantitative and qualitative methods to judge . . . not just the effective-
ness of interventions, but gain an understanding of the process of profes-
sional behaviour change, and greater insight is needed into the personal
skills and attributes that influence the effectiveness of individuals involved in
changing behaviour (NHS Centre for Reviews and Dissemination 1999).
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CHAPTER FOUR

Grounded theory

Introduction

Trying to grasp an understanding of the practical application of qualitative
research procedures can be daunting for academics, health care profes-
sionals and students. The philosophical underpinnings and complex
procedures used can often serve to baffle and confuse those undertaking
such studies in the early stages of their research careers.

This chapter has been written to identify the issues related to the use of
grounded theory in practice. The work describes the processes undertak-
en while investigating the experiences of adult individuals undergoing
limb-reconstruction procedures in a large inner-city teaching hospital.

Prior to the study

One of the most important things to note about any research project is that
it needs contextualizing. This can be done in two ways. The first is by pro-
viding a background and setting for the research, thus giving the reader an
insight into the origins of the work and some idea of its generalizability or
use to them within their own field of practice. The second is by providing
a review of the literature that identifies the state of knowledge relating to
the subject matter at the beginning of the research; this can later be used
to consider how the research undertaken has added to the body of litera-
ture available to health care practitioners.

The introduction, background and literature review are therefore con-
sidered very important parts of the research process. They serve to set the
scene for the research and identify/justify the need for the study. In fact,
with reference to the literature, some authors believe that reviewing and
evaluating such is central to the research process. Its purpose, according to
Cormack and Benton (1996), is to produce a summary of previous work
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that should clearly describe the extent of the current knowledge base. Gaps
in the knowledge base or inconsistencies both in terms of the research
results and in the theoretical frameworks should be restated succinctly,
thus forming the rationale for conducting further research.

However, the author intended that the research to be undertaken would
be fundamentally qualitative in nature and various other authors note
problems in reviewing the literature prior to such a study taking place.
Benton (1996) states that at the early stages of such a study an in-depth cri-
tique of the literature might provide a framework that includes categories
that are inappropriate or incomplete. In addition, Morse (1994) feels that
knowledge is a possible contaminant, a possible source of bias and a threat
to validity. However, the author believes that such views do not account for
literature that may have been previously read by himself, or prior experi-
ence obtained; it would be impossible to remove this from memory. Strauss
and Corbin (1990) would describe such as ‘theoretical sensitivity’, which
they define as ‘a personal quality of the researcher. It indicates an aware-
ness of the subtleties of the meaning of data’. They point out that it can
come from a variety of sources, mainly: literature, professional experience
and personal experience. They also point out that it can be a stimulus for
the research question as it points to relatively unexplored areas, suggests
need for further development or highlights contradictions or ambiguities.
DePoy and Gitlin (1993) further point out that researchers undertaking
qualitative research may review the literature before conducting the
research to confirm the need for such an approach to be taken. As such,
there is an argument that it is not an absolute requirement that a literature
review should not be undertaken prior to a qualitative study. What is per-
haps more important is that the researcher makes explicit to the reader the
theoretical sensitivity being brought into the study. They can then decide
whether or not the study has been biased as a result of this. The first task,
therefore, was to make this explicit, and this was done using the elements
of theoretical sensitivity as identified by Strauss and Corbin (1990). For
these writers, theoretical sensitivity is categorized into three broad areas
(and the researcher made initial notes on such in order to give the reader
insight into the knowledge and experience being carried into the study):

1. Personal experience: With reference to the concepts of external fixa-
tion and limb reconstruction, the author had no personal experience to
write about.

2. Professional experience: The researcher had a good deal of experience
here. Summarizing this was very useful as it provided a thorough
description of involvement in care and practice to date. Reflection on
professional experience and patient-care episodes was undertaken, and
the author was able to reach the conclusion that many psychosocial
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issues were being experienced by patients but there was little done in
practice to help the individuals come to terms with their changing
appearance and roles. It was useful to make this explicit, as it gave the
reader an insight into what can be fundamentally regarded as the back-
ground to the study.

3. The Literature: This can be divided into the following two areas:
Technical literature: journal articles and books, and to summarize

these the author wrote a literature review of all such reading up to the
point of the study. Having done this, it was concluded that there was
very little research exploring the psychosocial issues relating to limb
reconstruction and that most of the published research was quantitative
in nature and had a medical direction or focus. This therefore justified
the need for a study, and writing and reporting the results of the litera-
ture review would give any potential reader an insight into the potential
influences this may have had on the research outcomes.

Non-technical literature: newspaper reports and television pro-
grammes. Again, a review of any such material read and seen by the
researcher was made in order to set before the reader any insights that
could potentially bias or influence the study.

In order to make the potential bias of the theoretical sensitivity more
evident, the author then constructed a preliminary conceptual framework.
Having said that the research intended to use grounded theory as the pri-
mary research method, there is a good deal of argument within the
literature to suggest that a framework is not required in order to conduct
the study; in fact, it could be regarded as detrimental. Benton (1996) points
out that the researcher should approach data collection without a precon-
ceived framework. Without the open-minded approach, he feels there is a
danger that significant material may be ignored since data that are not seen
as fitting the existing model may be disregarded. However, Miles and
Huberman (1994) feel that something is already known about the phe-
nomenon but not enough to house a theory. They also point out that the
researcher has an idea of the parts of the phenomenon that are not well
understood but knows:

a) where to look for these things
b) in which settings
c) among which actors
d) how to gather information

Bearing these things in mind, they argue that at the outset one usually
has at least a rudimentary conceptual framework, a set of general research
questions, some notions about sampling and some initial ideas about data-
gathering devices. The advice of Stratton (1996) is that the researcher
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should make the theoretical base explicit and then interview and code
based on this. In doing this, the researcher also acknowledges the view of
Marshall and Rossman (1995), who feel that in examining a specific setting
or set of individuals the researcher should show how the case of a larger
phenomenon is being studied. By linking the specific research questions to
larger theoretical constructs, the writer shows that the particulars of the
study serve to illuminate larger issues and, therefore, are of significance.
The advice is to develop a conceptual framework for the study that is thor-
ough, concise and elegant.

For the purpose of this study, the conceptual framework presented in
Figure 4.1 below was developed to reflect the theoretical sensitivity that the
researcher was bringing to the study.
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Figure 4.1 The preliminary conceptual framework.

Figure 4.1 explained

Definition of terms

Definitions are based upon the professional and theoretical sensitivity of
the researcher.

The client’s self is the participants’ view of how they see themselves since
having had an external fixation device in situ. This view of the self has
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to be regarded as being both descriptive and evaluative. It is acknowl-
edged that the ‘self’ aspect of the participant is influenced by a
number of other factors out of their control. These factors exist with-
in the environment. This is defined, for the purpose of this research,
as any context in which the participants may find themselves. Within
this environment, the participants will come into contact with a wide
variety of individuals. For the purpose of this research, these were sep-
arated into groups as the author intends to examine if these different
groups affect, or are perceived to affect, the self-concept in different
ways.

Health professionals are often the first to come into contact with the
clients. Post-operatively, these can be nurses, doctors, physiotherapists
and occupational therapists.

Family and significant others are often the next to have close contact with
the clients. They may be less familiar with such devices, and reactions
may be different. For the purpose of this research, partners, parents, sib-
lings and the participants’ own children would fall into this category.

The peer group is seen as being made up of individuals who may come
into regular close contact with the participants such as friends, work col-
leagues, fellow students etc.

The wider community is regarded as the individuals with whom the par-
ticipants may come into contact in a variety of situations; however, there
would have been no previous contact, or any intended further contact,
with such.

The researcher also intends to explore how these interactions between the
participants and other individuals affect the participants’ behaviour,
such is regarded as any response to the actual or perceived attitudes/
actions towards the participants.

The study aims

Like quantitative studies, qualitative studies also need aims; though, as
Holloway and Wheeler (1996) point out, these should be less directional
than those of a quantitative nature. The following aims were identified
from the above framework:

• to examine the experience of the clients once discharged from hospital
• to identify how they feel the surgery has affected their sense of self
• to examine how others in the environment are perceived to act/react

towards the clients
• to examine how the clients deal with their feelings regarding these 

perceptions
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• to provide health care professionals with an evidence base for practice
that can help enhance the experience of the client.

Methodology

The methodology of grounded theory was first described by Glaser and
Strauss (1967). Its theoretical framework is derived from the symbolic
interactionist school of social-psychology (Mead 1934, Blumer 1969), which
Holloway and Wheeler (1996) point out focuses on the process of inter-
action, exploring human behaviour and social rules. Chenitz and Swanson
(1986) feel that the reality or meaning of the situation is created by people
and leads to action and the consequences of action. Implicit and explicit in
these descriptions is the notion that people are reacting to particular cir-
cumstances. However, the reactivity to situations in itself could be regarded
as simplistic. There is much more to interaction than reaction. Morse
(1994) points out that individuals order their world by engaging in a
process of negotiation and re-negotiation by making reflexive use of sym-
bols and by interpreting and eliciting meaning in situations rather than by
simply reacting. In accepting the symbolic interactionist perspective, the
researcher accepted the model of the person as active and creative rather
than passive, and as existing in a reality that is fluid and constantly created
and modified. This seemed to reflect well the desire of the author to exam-
ine the self in relation to others within the environment and to try and
elucidate the thought processes of individuals when faced with the cir-
cumstances set before them as they come into contact with any variety of
given individuals and contexts.

Morse further adds that the methodology is process-orientated and
therefore not just a description of values and beliefs. It allows for changes
over time and identifies stages and phases that the individual undergoes
and therefore seemed congruent with the research aims of exploring the
changes in self-concept over time. The particular goal is to explore the
social processes that occur in human interaction and to discover theoreti-
cally complete explanations about particular phenomena.

However, the researcher had to acknowledge that life is a complex situ-
ation for these individuals that undergo limb reconstruction as they enter
and exit a number of different environmental situations in the treatment
history. This results in multiple changes in appearance as a number of tech-
niques are put to use on their affected limbs. However, Chenitz and
Swanson (1986) feel that grounded theory is particularly useful for describ-
ing behaviour in such complex situations. In addition, Morse (1994) feels
that it is useful for eliciting and describing the psychological and social
processes that have been developed by people to make sense of their world.
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If described, these processes can then be used to enable others in similar
situations to make sense of their actions and reasoning used in everyday
coping after surgery.

Sampling

Sandelowski (1986) points out that representativeness in qualitative research
concerns the data and not the sampling units. In effect, it is not bound by
positivistic parameters and uses non-probability sampling procedures.
Weiner and Wysmans (1990) feel that this is not done in terms of individuals
or units of time but in terms of concepts, dimensions and variations. What
seems to be of particular importance here is the experience of the clients and
their ability to be able to provide information relating to concept develop-
ment. Therefore, individuals need to be selected based upon their ability to
provide information not via random selection; such positivist procedures
may eliminate those with necessary experience from the sample resulting in
data that are weak and limited in terms of analytic potential. Miles and
Huberman (1994) further support this in documenting that it is not repre-
sentativeness that is a concern; in fact, what is required are informants,
episodes and interactions that are being driven by a conceptual question. As
Morse and Field (1996) point out, the purpose of qualitative research is to
discover meaning not measure the distribution of attributes within a popu-
lation. Any client with sufficient time post-operatively will have developed
coping strategies that would be of interest to the researcher, and it was there-
fore decided to select any clients able to give informed consent with at least
three months post-discharge time to discuss their experiences.

With specific reference to numbers to be included, one of the problems
was how many this should be, and the literature regarding this seemed to
be somewhat confusing to the researcher. Swanson (1986) identifies the
number as between 20 and 50, which the researcher felt too large, particu-
larly as there were only approximately 60 participants at any one time from
which selection could be made. However, Stern (1993) points out that
nurse researchers with little experience between the years of 1967 and
1987 frequently invented rigid rules that broke the true canons of creativi-
ty inherent within the original philosophy of grounded theory, one of
these being that to include fewer than 12 participants is unacceptable.

Other researchers have tried to ascertain the numbers by analysing the
characteristics of the population. Kuzel (1992) feels that the following types
of population need the stated numbers:

Homogeneous 6–8
Heterogeneous 12–20
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In essence, the researcher felt that this particular population was fairly
homogeneous in that the group were all undergoing similar treatment
processes; though one does have to acknowledge that this would be for a
variety of reasons. However, the researcher felt justified in defining this as
a homogeneous group in terms of limb reconstruction, as opposed, for
example, to examining the self-concept of a group consisting of persons
undergoing a variety of treatment interventions (that is reconstructive
facial surgery, enterostomal surgery and reconstructive breast surgery).
Such would be regarded as more heterogeneous and requiring larger sam-
ples in order to be able to accommodate the variety of experiences
inherent within such a population.

One of the most important aspects of sampling in grounded theory is
the notion that this should be done theoretically. Morse and Field (1996)
define theoretical sampling as sampling on the basis of what has been
learned from previous data sources. In effect, individuals were chosen as
needed and not before the study began.

The sample

The researcher attended the outpatient clinic on a weekly basis over a peri-
od of one year. Following discussion with the consultant and the clinical
nurse specialist, potential patients were identified for inclusion in the
study. If the participants were still willing to be involved, they were intro-
duced to the researcher who gave them a further overview of the project
and its aims and objectives. In this discussion the consent form and infor-
mation sheet were discussed in order that any potential problems and/or
misunderstandings could be clarified.

Each participant had a very specific history; some had been undergoing
treatment in other institutions for many years prior to their present thera-
py, and the limb-reconstruction unit is a relatively close-knit environment
where many of the clients discuss their histories and compare and contrast
their lifestyles. These factors were the cause of a great deal of anxiety for
the researcher for, while each individual had a wealth of personal charac-
teristics and attributes which the researcher would like to use to describe
the population, there was the possibility that if this were to be done the
participants would be very easily identifiable. So it was decided for the pur-
pose of this study that sample details would be presented in two ways:

1. specific biographical data about individuals from which those persons
could not be identified, for example age, gender and type of frame

2. general data about the whole of the sample
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This gives the reader an insight into the experience that the research
participants were bringing to the situation and gives an awareness of such
things as the reasons the individuals were having limb reconstruction, pre-
vious medical interventions and their family and social support networks.
Over the one-year time period that the study took place, seven participants
were selected for inclusion.

Constant comparison and saturation

While the stages of data collection and analysis in the following section are
described separately, it is important that the reader understands that these
occur simultaneously. Constant comparison is one of the most important
and fundamental canons of grounded theory that should not be compro-
mised. It is insufficient to collect all the data from all of the participants
then analyse them. What one finds in the first interview drives data collec-
tion from the second. The findings from both the first and second drive
what is collected from the third and so on. Holloway and Wheeler (1996)
feel that this helps increase the amount of data available and helps develop
the categories and concepts identified from the interview transcripts that
can be included in the developing theory.

This leads on to the notion of saturation. Saturation of the codes is an
important issue in this particular methodology. Benton (1996) states that a
category can be said to be saturated when examination of the data reveals
no new properties and the categories are completely developed. If this is
not achieved, it leads to premature closure, which Wilson and Hutchinson
(1996) feel occurs as the researcher fails to move beyond the face content
in the narrative thus making categories be based purely on participants’
descriptive phrases instead of concepts. Morse (1994) does, though, refer
to the myth of saturation as she feels that if the researcher were to select
another sample of people new ideas would be formed and the researcher
may be faced with a dilemma. However, in this instance, the researcher
chose to select only individuals from one particular group and did not feel
that the issue would arise in this instance.

Data collection

The best way of finding out how people think, feel or behave is simply to
ask them about it (Cormack 1984), and Stern et al. (1982) feel that the
dynamic psychosocial and social processes that are the focus of grounded
theory may be observed from social interaction and listening to what
informants say about themselves. It is therefore clear that the interview is
an important form of data collection in grounded theory.
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It was decided that unstructured interviews would be the most appro-
priate way to collect data for the purpose of this study. Unstructured
interviews are interviews that carry no predetermined format. Grbich
(1999) refers to them as guided, and Porter (1996) as in-depth. Importantly,
Porter refers to the notion of power within this type of interview. While the
semi- and unstructured interview formats carry a degree of researcher con-
trol, this particular type carries less influence on the part of the interviewer
and more influence on the part of the interviewee. Burns and Grove (1987)
feel that these interviews are important in discovering what problems exist
in a social scene and how the people involved handle them, this notion
being highly congruent with the philosophy of grounded theory and the
aims of the research.

Polit and Hungler (1995) feel that an unstructured interview is one in
which the researcher proceeds with no preconceived view of the content or
the flow of the information to be gathered. Burns and Grove (1987) further
add that the researcher is to remain open-minded about what will be found.
However, May (1991) feels that it is misleading to say there are no precon-
ceived ideas. She feels it would be difficult to approach any interviews as a
neutral element. Holloway and Wheeler (1996) further add that researchers
have their own agenda, that they have some idea of interest in mind at the
outset and the goal is to discover and understand the informant’s perspec-
tive. As such, Swanson (1986) advises the use of a guide containing a brief
set of questions, a topical outline or a major theme to discuss. Holloway and
Wheeler (1996) refer to this as an aide-memoire; however, they do stipulate
that there should be no predetermined questions, as suggested by Swanson
(1986), as this would add unnecessary structure to the interview and limit
the potential range of responses that may be obtained from, for example, a
topical or thematic approach to the interview.

Initial interviews took place using themes from the preliminary con-
ceptual framework as a guide. Time was taken to allow the participants to
talk about their experiences when coming into contact with given indi-
viduals/groups in the contexts in which the participant interacted.
Participants were interviewed for approximately one hour in their own
homes. This served two purposes: first of all, it put them in the position
of power: they were in their own environment and this would give them a
greater sense of control. The researcher was the visitor in this instance, as
opposed to the outpatient scenario whereby the participants are sub-
sumed under the health care system. Secondly, as a result of this, the
participants would be more at ease and feel able to comfortably express
themselves as individuals and not as patients. This would mean that the
interviews would more likely be about personal issues as opposed to phys-
iological and biomechanical issues, which are often the focus of the
outpatient interaction.
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Initially, the interviews took place relating to the original conceptual
framework as identified previously. However, as the study progressed, the
interviews became more structured and related to the clarification of ideas
developed from the interviews with previous participants. Finally, all inter-
views were tape recorded and then transcribed by the researcher.

Data analysis and coding

Open coding

The first stage in data analysis, as identified by Strauss and Corbin (1990),
is referred to as open coding. This has been further divided by some
authors into level one and level two coding (Streubert and Carpenter 1995,
Silverman 1993), the aims as identified by the latter are to develop cate-
gories that illuminate the data and then saturate them with many
appropriate cases.

Level one coding is the first stage. This is sometimes referred to as sub-
stantive coding because the researcher attempts to codify the substance of
the data. Strauss and Corbin (1990) identify that this can be done in three
ways:

1. code the entire document
2. code sentences or paragraphs
3. code the data line by line

Benton (1996) and Glaser and Strauss (1967) advise that each
sentence/incident should be coded into as many substantive codes as possi-
ble. However, this could prove confusing and time-consuming, and Miles and
Huberman (1994) feel that it is much more appropriate to assign the single
most appropriate (more encompassing) code amongst those related to the
given research question. They further feel that the researcher should be clear
about what constitutes a unit of analysis and feel that a sentence or multi-
sentence chunk is better. This would seem sensible bearing in mind that the
researcher is trying to identify the context in which events occur (Strauss and
Corbin 1990), in which case this would be more identifiable from multi-
sentence chunks than discrete actions selected from the transcript.

Streubert and Carpenter (1995) feel that in substantive coding the labels
applied to the data should either be words used by the participant or con-
structed by the researcher. Hutchinson (1986), on the other hand, feels that
they should be relatively simple words as used by the participant. Whichever
the researcher chooses, though, they are referred to by Strauss (1987) as in
vivo codes and as such should reflect the reality of the participant. There is
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here the potential for conflicts in emphasis of thinking as the researcher
may try to force labels onto the data. Glaser and Strauss (1967) advise that
in such cases the researcher should stop, write a memo that provides an
illustration of the idea and then assign a relevant code.

To clarify this issue, one can refer to the work of Clarke (1992), who
points out problems with coding. He feels that the same word may have dif-
ferent connotations in different circumstances. Here he is obviously
referring to the everyday vernacular that is evident in discourse. However,
we should not see this as a difficulty. Schutz (1962) sees this as a treasure
house of ready-made preconstituted types and characteristics all socially
derived and carrying an open horizon of unexplored content. While simi-
lar words may have different meanings, it is not acceptable to reject their
use based purely upon this factor. Cicourel (1973) feels that the everyday
vernacular requires a context to determine the meaning of a person’s dis-
course. Therefore, to locate its meaning, simply supply the context. So,
while the same word may have different meanings in different circum-
stances, the researcher simply has to supply the context of the
circumstances in order to be able to fully appreciate its meaning. While in
the process of open coding, this may be difficult; when axial (level three)
coding is undertaken, the context becomes much more important.

After undertaking and transcribing three initial interviews, the job of the
researcher was to begin the process of open coding. Attempts were first
made to code the entire document, and, having read through the transcript
of interview 1, the author decided that this could be labelled as follows:
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Covering up: based on the idea that the participant seemed to be taking
steps to hide the frame and their apparent disability.

However, the researcher felt that this needed breaking down further and
decided to take the paragraph-by-paragraph approach and then came up
with the following labels:

Shock: based on the client’s surprise at the initial appearance of the
frame.

‘I think it distressed me seeing my leg in such a bad way, I don’t know ... 
it was horrible.’ 

Recuperating: based on the client’s desire to get physically well.

‘I didn’t go out for the first few months . . . partly because I was trying to 
recuperate.’ 



These broad labels were then used to start gathering data from subse-
quent interviewees, and, after open coding of each one of these on a
paragraph-by-paragraph basis, the labels identified in Table 4.1 were
applied to the experiences of the participants.
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Covering up the fixator: based on the client’s desire to prevent others
from seeing the frame.

‘I quite enjoy wearing skirts; it’s more feminine. But . . . it’s the only way to
cover up the frame.’ 

Covering up the disability: based on the client’s desire not to be seen as
physically disabled.

‘I never went out in the wheelchair . . . because it attracted more attention I
suppose . . . I like people to know that I can get about.’ 

Table 4.1 Open coding using the paragraph-by-paragraph approach

Number 1 Number 2 Number 3

shock shock shock 
recuperating recovering relying on others
covering fixator covering fixator covering fixator
covering disability covering disability rejecting disability 

objectification rejecting objectification
protecting the limb

The author, at this point, began to reflect on these two approaches to
coding and felt that to code whole documents and/or paragraphs may be
self-limiting. Consideration was given to the notion that one may be only
looking for what one could see, or only seeing things that one knew were
there (for instance as a result of inherent theoretical sensitivity). The
author therefore decided to recode the whole of the three transcripts using
the sentence-by-sentence approach and came up with the labels identified
in Table 4.2.

This exercise gave a much richer list of labels and identified a much
wider range of phenomena. It seems that analysis was moving from a
description of how things appeared to reflect more adequately what was
happening. The sentence-by-sentence approach provided a great deal more
insight than the paragraph, multisentence chunk or whole-document
approach. The totality of the experience was much more visible as the
researcher could not ignore any aspects of the interview transcript.



A further four interviews were carried out. Again, these were done bear-
ing in mind the notion of theoretical sampling, interviews built upon what
had already been gathered and were used to develop appropriate cate-
gories. Table 4.3 shows the list of labels applied to the phenomena
identified within the transcripts:
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Table 4.2 Open coding using the sentence-by-sentence approach

Number 1 Number 2 Number 3

shock previous experience surprise
being like others misinformed change in dress code
focusing on limb being like others comparing with others
staying in changing clothing comfort zones
being accepted recovering getting used to it
covering frame being different helplessness
perceptions of others perceptions of others loss of control
reactions of others being like others being a burden
changing presentation hitting back losing it
rationalizing avoiding the public in the public eye
ignoring advice being known interfering others
object of curiosity objectification does he take sugar?
recuperating understanding others coping
lacking confidence normality rejecting disability
maintaining control shrugging off rationalizing
seeking assurance dressing differently avoiding the gaze
fitting in keeping occupied being normal
avoiding others relying on others objectification

interrogation nosy parkers
perceptions of others
avoiding the public gaze
drawing attention
treading carefully 

Table 4.3 Open coding of interviews 4 to 7

Number 4 Number 5 Number 6 Number 7

shock regret shock becoming aware
protecting the limb covering up avoiding the public avoiding the gaze
recuperating objectification objectification recuperating
nosy parkers nosy parkers covering up keeping out of the

way
being mothered being different rejecting disability objectification
covering up covering up relying on others covering up
protecting the limb avoiding the gaze helplessness becoming aware



As one can see from the number of labels applied to the transcripts, the
interviews were becoming more focused, and the information asked of par-
ticipants related to the issues brought up in previous interviews. A process
of data collection was taking place in order that relevant information was
obtained for the purpose of analysis.

In addition, the process of data reduction was also occurring. If one
compares the number of labels applied to the transcripts, the following will
be observed.

In interviews 1 to 3 (Table 4.2), the number of labels applied gradually
increases as the researcher attempts to gain as many data as possible for the
purpose of analysis. However, as the focus of the study is identified, the
number of labels gradually decreases as clarity of purpose is achieved (see
interviews 4 to 7: Table 4.3).

Having developed individual codes, the researcher then had to compare
these and start to assign them to clusters and categories; this is sometimes
referred to as level two coding (Streubert and Carpenter 1995). Grbich
(1999) points out that this is not simply fracturing the data and grouping
conceptually but focusing on the constant comparison of incidents. This
prevents inappropriate labelling and conceptual forcing. This is important
at this stage as Hutchinson (1986) points out that the categories are now
being formulated by the researcher and may become more abstract. Clarke
(1992) is further critical of this type of coding; she feels this may be used
by propagandists to increase influence. However, in response to such an
argument, to have true meaning a category must be capable of being
uniquely defined. In theory, this has to come from the informants’ descrip-
tions of their experiences and the descriptions given must adequately fit
into the categories as labelled. This is achieved through constant compari-
son and ensuring that as concepts emerge incident is compared with
incident to ensure that they are appropriately labelled (Grbich 1999).
Strauss and Corbin (1990) also advocate that the labels be checked with the
participant to ensure that interpretation is appropriate; as such this does
go some way to ensuring the theory reflects the reality of the participant
and not the expectations of the researcher. In addition, during the process
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Table 4.3 Open coding of interviews 4 to 7 (contd)

Number 4 Number 5 Number 6 Number 7

helplessness being different comfort zones relying on others
drawing attention avoiding stereotypes accepting disability
questioning rejecting disability ignoring others
rejecting disability attracting attention
accepting disability



of theoretical sampling, one is highlighting and selecting concepts that are
of relevance because of the discussion generated around them. However,
in support of Corbin’s notion, one does have to reiterate the problems
associated with the suspending of personal values and beliefs and account
for the fact that this may influence the theory as it develops. In fact, Wilson
and Hutchinson (1996) feel that the importing of concepts will prevent the
development of theoretical and conceptual codes and lead to under-
analysis of the textual narrative data.

The following are lists of the categories that were used in the final theory
with the relevant labels underneath, also included are notes made on my
views of the relevance of the categories.

Grounded theory 71

Shock
was made up of the labels: 
shock, surprise, previous experience, misinformed, getting used to it,
focusing on the limb, being like others, regret, becoming aware and
comparing with others.

Note: this category seemed to relate to the first perceptions of the
sight of the frame on recovery from the anaesthetic. The perceptions
were based on and related to previous experience and the information
provided by the consenting medical officer. Despite both there was
often a sense of shock. Shock does not appear to be the prime phe-
nomenon as this is a static label. While shock was experienced, the main
focus was on becoming aware of the presence of the frame, and the con-
text in which there were others with frames was important here.
Therefore, the label for this category was changed accordingly.

Getting over it
was made up of the labels: 
recuperating, recovering, helplessness, coping and staying in.

Note: this seems to be about getting physically fit post-operatively,
and, during this phase, while the client is unwell there is no real concern
over appearance.

Keeping out of the way
was made up of the labels: 
avoiding questions, avoiding public situations, avoiding others and
avoiding the gaze.

Note: this seems to be about clients not getting into situations in which
they may feel objectified. This seems to occur when members of the pub-
lic stare and ask questions about the fixator and their treatment history.



As a result of constant comparison and data reduction, the following
categories seemed to hold most theoretical relevance:

• becoming aware
• getting over it
• avoiding stares
• avoiding questions
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Hiding it
was made up of the labels: 
covering up the frame, fitting in, dressing differently, change in dress
code, changes in presentation, being different, changing clothing, being
like others and being accepted.

Note: this seems to be about dressing in such a way that the frame is
less conspicuous but allowing, where possible, an expression of the self.

Stepping out
was made up of the labels: 
ignoring advice, rejecting disability, does he take sugar?, interfering oth-
ers, perceptions of others, being a burden, rejecting/accepting the
disability, avoiding stereotypes, ignoring advice, hitting back, losing it
and maintaining self-control.

Note: this seems to relate to the clients’ perceptions of how they feel
others perceive them based upon their appearance. In response to their
perceptions, they appear to reject certain symbols of disability. In addi-
tion, it also seems to be about responses to the way the clients are
treated as mentally disabled by others.

Objectification
was made up of the labels: 
object of curiosity, shrugging off, objectification, being different, 
comfort zones, being known, in the public eye, rejection of objectification,
interrogation, nosy parkers, drawing attention, lacking confidence, under-
standing others, perceptions of others, drawing/attracting attention,
questioning, being accepted and being normal.

Note: this seems to be a very broad category about how the clients feel
when other people stare at them and make them feel like freak shows. It
seems to fit into a number of other categories, and this was clarified in
further interviews. Many of the data could actually be recoded to fit
other categories, especially ‘covering up’ and ‘keeping out of the way’.
This appeared to be the basis of an interlinking (core) category.



• hiding it
• stepping out

Expanding categorical properties and dimensions

At the same time as the above levels of analysis were taking place, the
researcher was also trying to elicit data that served to expand the proper-
ties and dimensions of the categories (Strauss and Corbin 1990)
(properties are the characteristics/attributes and dimensions are the loca-
tion of that property along a continuum). Table 4.4 shows extracts from
field notes that relate to the category ‘hiding it’:

Grounded theory 73

Table 4.4 Properties and dimensions of the category ‘hiding it’

Properties Dimensions

Not letting family see it 4 to 5 days
Extended family Covered at first – gradually exposed
Going outside with frame visible Wouldn’t do it
Use of bag to cover frame When outside
Curiosity vs. shock Achieving balance

After the process of expanding categorical properties and dimensions,
the researcher’s awareness of subtleties in data began to increase, and it
was at this stage that the developed categories really started to become sig-
nificant in terms of their meanings. However, the researcher still felt that
he was still only coding what could be seen in the data and felt that greater
analytic depth was required in order that relevant and in-depth theory
could be generated. In order that theoretical sensitivity can be developed
further, Strauss and Corbin (1990) advocate the use of the following basic
questions to be asked of the phenomena in each category:

• Who?
• When?
• Where?
• What?
• How?
• How much?
• Why?

Table 4.5 highlights a selection of field notes. Again, examples from the
category ‘hiding it’ are cited. The ideas presented here reflect a situation
where a participant was made to feel abnormal by the inconsiderate stares
of people walking past as he was resting during a walk.
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Table 4.5 Properties and dimensions of the category ‘hiding it’

Who? onlookers
When? at first
Where? outside
What? showing them
How? used to allow them to see it
How much? freely at first but not any more
Why? they think ‘He’s not a normal person’

Table 4.6 Summary of ideas brought together for the category ‘hiding it’

Why hide it? prevent staring
prevent cold
general reactions of others
what people might say/think
prevent offence to others

From whom? pedestrians
shoppers
customers
people walking
patients and relatives

Where? on the street
in shops
in pubs
in restaurants
at college
in hospital

When? out shopping
out walking
out for a meal
outpatient visit

Feelings experienced? hatred of leggings
it’s ugly
unfeminine
ugly
don’t have words
not bothered

A summary of ideas identified in the whole of the transcripts relating to
this category is presented in Table 4.6 below. The wide range of informa-
tion comes from conducting interviews with the questions to enhance
theoretical sensitivity identified above and applying the important princi-
ple of constant comparison at all times.
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Table 4.6 Summary of ideas brought together for the category ‘hiding it’ (contd)

What did they do? cover with bandage
plan what to wear
wear long skirts
don’t show anyone
dress from waist up
use bag/blanket
don’t cover it at all

Consequences of what they did feels more feminine
fit in more
people not shocked
prevents stereotypes
prevents offence
prevents family distress
feel part of family

The above exercise was undertaken with all categories on each interview.
One can see from the above that a great deal of good-quality data can be
generated by bearing in mind the questions advised for increasing 
theoretical sensitivity.

Axial coding

Originally, open coding had helped the researcher to break the data down
into discrete parts; these were labelled using the words of the participants
and words that the researcher felt appropriate. The additional questions
asked to increase theoretical sensitivity further helped the researcher to
clarify that the labels were appropriate and that the categorization of these
labels was relevant.

The next stage of data analysis is referred to by Strauss and Corbin
(1990) as ‘axial coding’. Streubert and Carpenter (1995) refer to this as
‘level three coding’. They suggest that the researcher now asks the follow-
ing questions:

• What is going on in the data?
• What is the focus of the study and the relationship of the data to the

study?
• What is the problem being dealt with?
• What process is helping the participant cope with the problem?

Effectively, what the researcher is trying to ascertain here are the basic
sociopsychological processes as they continue over time regardless of varying



conditions (Glaser 1978). Strauss and Corbin (1990) suggest that the ques-
tions as identified in Figure 4.2 are asked which help to identify relationships
amongst the categories. These are presented in the form of the paradigm.

Qualitative Research in Health Care76

The conditions that give rise to the phenomena.

The context in which it is embedded.

The actional/interactional strategies by which it is managed.

The consequences of those strategies.

The intervening conditions that influence the situation.

Figure 4.2 The paradigm.

Hutchinson (1986) points out that this begins to link the data together
in a new form, the number of categories is further reduced and major new
categories are generated. These are based on the analyst’s knowledge of
nursing and academic experience and are referred to as theoretical/con-
ceptual codes as opposed to the in vivo or substantive codes that the analyst
developed early on (Wilson and Hutchinson 1996).

The model in Figure 4.2 presented above is written in a fairly simplistic
style. However, in reality, it was often quite difficult to apply it to the cate-
gories. This tended to be more so where the data lacked depth or quality.
However, subsequent interviews were used to gather data to enable more
thorough application.

In addition, it was often quite confusing as to which part of the para-
digm a category fitted. For example ‘avoiding stares’ could, out of context,
be regarded as an action to prevent the participant seeing people stare:
they look at the floor so that they do not see others looking at them.
However, it could also be seen as a consequence of people staring. Such
problems were overcome by sampling the data to establish their exact posi-
tion in the model. The following example highlights avoiding the gaze
explicitly as an intentional action; however, some questioning revealed all
was not as it seemed. One particular participant had originally said that he
looked at the floor to be able to see where he was going; on probing
further, a different reason for his action emerges.

A: You know people are looking at you, but you don’t have to look back. If
they’re not staring, they can’t ask you questions.

Q: So part of looking at the floor is not only about looking where you’re
going, it’s also about not seeing other people’s reactions?

A: Yes.



The problems regarding the position of categories within the paradigm
were overcome by careful sampling of the data to determine the most rel-
evant location. Again, where the data lacked depth, the researcher was able
to focus subsequent interviews on appropriate issues so that theoretically
relevant data could be obtained thus enabling the development of a theo-
ry that is grounded in the data. Figure 4.3 gives an example of the
paradigm as applied to the category of ‘hiding it’.
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Causal conditions Phenomena

People staring Don’t like public places

People looking

Properties Dimensions

Inspect it That’s what they do

Give advice They try to

Looking They shouldn’t be

Fixator They’ve never seen them before

Fixator Too big to cover

Context

In places where the participant feels that he is becoming an object of curiosity to others

Actional/interactional strategies

Bandage my leg over

Intervening conditions

Frame too large to cover with conventional bag or expanded trousers

Consequences

If it’s covered, it doesn’t look that bad really

Figure 4.3 The paradigm as used in the category ‘hiding it’.

The exercise of axial coding was very useful in restructuring the data
the researcher had obtained. It also started to spark ideas about how the
categories could be related to each other. While the category ‘objectifica-
tion’, where the onlooker treated the participant almost as an object, had
been re-allocated to a number of other categories, it now became more evi-
dent that this could be the interlinking category and potentially the core
category: many of the phenomena related to this sense of objectification.
Further analysis even demonstrated that the clients were suffering a sense



of deviance and felt stigmatized as a result of the appearance. Investigation
into the concepts of stigma and deviance demonstrated that this sense of
self is suffered by many who have mutilating surgery and have dramatic
changes in physical appearance. The analysis had therefore led the
researcher to thinking about the types of literature that needed considera-
tion in order to be able to examine the concepts that had been identified
and develop them further. An example of one particular work that the
researcher stared to read was Goffman (1963), his work on stigma helped
to give consideration as to how appearance and disability may lead to
judgements by others and feelings of inadequacy on the part of the judged.

Core category

The development of a core category should follow axial coding (Strauss and
Corbin 1990). The core category is defined by Benton (1996) as the category
at the centre of the theory and should be capable of explaining much of the
variation in behaviour discovered in the data. Most of the other categories
and their properties should relate to the core category. Holloway and
Wheeler (1996) point out that this is done by the process of selective coding
whereby categories that do not fit within the theory are excluded from the
overall explanation given for the particular phenomenon identified.

Strauss (1987) identifies six characteristics of the core category as:

• it recurs frequently
• it links the data together
• because it is central, it explains variation
• it has implications for formal/general theory
• as it becomes more detailed, theory moves forwards
• it permits maximum variation and analysis

On sampling the data for the paradigm such phenomena, or related
phenomena, seemed to occur frequently. The core category seemed, there-
fore, to be about deviance and coming to terms with it and its effect on the
participants’ lifestyle. Coping with deviance seemed to be the essence of
the study. The core category is presented in Figure 4.4 in terms of the
requirements of the paradigm.

Redefinition of the categorical labels

After further review of the categories and their content, the researcher
looked again at the notion of abstraction of the categories. The labels in
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themselves were still at a fairly simplistic level and did not appear to reflect
the content of the categories any longer. Theoretical codes, as identified by
Wilson and Hutchinson (1996), were then developed and applied. The con-
siderations made in revising the labels is presented below.
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Phenomenon:

sense of deviance

Causal conditions:

appearance

disability

people staring

people asking questions

Properties: Dimensions:

familiarity with others familiar unfamiliar

personal feelings bothered not bothered

mad understanding

perceptions of normal unscarred disfigured

stereotypes of self of others

disabled I am I am not

situation comfortable uncomfortable

feelings about self ugly, inferior, thick, stupid

situation hospital home

previous fixator yes no

Context:

in situations where others treat participants as different (actual vs. perceived)

Strategies for managing:

covering up

avoiding

rejecting

Intervening conditions:

past experience

knowing others

sensitivity to the experience of others

Consequences:

reduced sense of deviance

Figure 4.4 The core category.
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Becoming aware:
This was originally labelled ‘shock’; however, this label was seen as too
static and did not reflect the process that patients seemed to work
through. This was therefore relabelled ‘becoming aware’. Further con-
sideration given to this category made the researcher feel that becoming
aware also implies some form of passivity. In fact, what clients appeared
to be doing is more actively going out to work out the implications of the
presence of the frame. The label ‘synthesizing’ seemed to reflect more
the process that they passed through.

Getting over it:
This seemed to be about the need to get over a low-level physical period
during which the need to be well overrode the need to look well. Again,
the label was considered to be too passive. Most people get over periods
of illness, and some people try harder than others. Again, the individu-
als in this study seemed to work towards the goal of physical wellness. To
imply more directedness in their activities the category was relabelled
‘energizing’.

Avoiding stares, avoiding questions, hiding it and stepping out:
Originally, these were four separate categories and related to the notion
that people were objectified by others. This was then related to the
notion of deviance. However, further consideration of the data showed
that each of these categories had two parts. First of all, there was the
notion that they were aware that people applied stereotypes to both
appearance and disability. At first there seemed to be passivity in the
awareness that this was occurring to themselves. This notion was
labelled ‘passive receiving’ and seemed to be about their perception of
these stereotypes. However, an active reaction to these stereotypes, as
applied by others, was their response. This was labelled ‘restoration of
self’. This represents the reactivity in their responses as purposeful in
reducing the sense of deviance they experience as a result of the per-
ceived and actual application of stereotypes by others.

Process development

As Morse (1994) points out, grounded theory should be process-orientated,
allowing for changes over time and identifying stages and phases that indi-
viduals go through. Using the process model (Strauss and Corbin 1990),



the author began to look at how systematically the data so far could be
applied to a process. The diagram in Figure 4.5 represents how the model
appeared. Note that the model has concepts that are related to each other
and are time and context bound. At this stage, the reader can now compare
this to the preliminary conceptual framework to see how the ideas have
moved on.
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SYNTHESIZING
First few weeks

Up to six months

Hospital

Home

Society

ENERGIZING

PASSIVE RECEIVING
(PERCEPTION)

RESTORATION OF SELF
(REACTION)

REDUCED SENSE
OF DEVIANCE

Figure 4.5 Model of adjustment.

Time Process Context
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Explicating the storyline

The researcher had, by now, developed a sense of how the story would
appear. He therefore took the advice of Strauss and Corbin (1990) and
began to write the essence of what had been discovered through many
hours of data analysis. The story seems to be about seven very different
individuals who had undergone limb-reconstruction procedures for a vari-
ety of reasons. In essence, they tend to be treated as deviant by a public
willing to apply stereotypes because of their appearance and apparent 
disability.

Initial feelings regarding the presence of the fixator seem to be emo-
tional rather than physical and relate to their perception of the appearance
of the fixator. In the hospital environment, there seems to be no sense of
deviance experienced. During this early phase, they tend to be synthesiz-
ing their feelings towards the fixator and coming to terms with its
presence. Their sense of deviance is not experienced to a great extent at
this point, because there are others around them in a similar condition.
Also at this early stage and once the clients are in their own home envi-
ronment the emphasis seems to be about regaining physical strength
(energizing), which takes priority over their appearance.

However, once the participants appeared in public, there is a very dif-
ferent experience. The clients enter passive receiving mode. This is where
they become aware of the actual or perceived actions of onlookers towards
their appearance. They become aware that they appear different and are
treated differently – society tending to treat the physically disabled as men-
tally disabled as well. In addition, they feel as though people stare at them
and there is a tendency to be questioned about the limb, which makes par-
ticipants feel as though others miss the person inside.

As a result of the actions of the onlookers the participants react in ways
by which they attempt to reduce the sense of deviance they experience and
thus make some attempt to restore the self. People often react adversely to
the appearance of the limb. For some participants, particularly those with
past experience, this is not a great issue. However, for others it has a nega-
tive effect on their self-image. They feel it necessary to cover their limb
using a variety of techniques in order to prevent onlookers seeing it.

Because of their appearance, participants may be subject to a staring and
questioning public, which again affects their self-image. Past experience also
helps individuals cope with this, but for others it may lead to a reduc-
tion/change in social activity to prevent themselves becoming an object of
curiosity.

The clients are often required to use a wheelchair and register as dis-
abled. These symbols of disability are seen as creating a negative image as
a result of the actual/perceived responses of others; consequently, they



begin to refuse to use these symbols associated with stereotypical views.
Participants felt comfortable in situations where there were others sensitive
to their needs/experience.

The literature

The literature was used in a number of ways throughout this study. This
has been undertaken in line with the work of Chenitz and Swanson (1986).

• The literature was first reviewed in order to justify the need for the
study.

• It was then utilized during theoretical sampling to assist the researcher
to develop and refine the emergent concepts.

• The final stage was to compare it with the developed theory in order to
be able to recognize and identify its differences and similarities.

Hutchinson and Webb (1991) specifically identify the difference of the
final phase from the others. In the writing-up phase, the literature is inte-
grated into the findings, and occasionally findings are compatible (or
contradictory) with existing theories. They feel that presenting this corres-
pondence is essential to a good study. To justify this action further the
author also refers to the notion of the generalizability of the study.
Eisenhardt (1989) feels that, overall, tying the emergent theory to the exist-
ing literature actually enhances its generalizability, particularly as the
findings often rest upon a limited number of cases. In doing this, the
researcher takes the findings of the study and examines them in the nature
of other contexts, therefore allowing some degree of generalizability
(Morse 1999).

For each of the concepts identified within the theory, and the theory 
as a whole, literature was considered in terms of its differences and simil-
arities.

Assessment of credibility

Miles and Huberman (1994) feel that part of the assessment of the credi-
bility of the research is to identify whether negative cases and alternative
explanations have been considered. In reality, the author had given 
consideration to other cases that may have provided alternative avenues for
inquiry, and also cases that could have provided contrary evidence to 
the findings. The following is a discussion of the processes undertaken
when considering the possibility of alternative explanations and negative
cases.
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Alternative explanations

Patton (1980) points out that once the evaluator/analyst has described pat-
terns, linkages and accompanying explanations that have emerged from
the analysis it is important to look for rival or competing themes or expla-
nations. As he suggests, the search for alternatives was done both
inductively and logically. First of all, the researcher looked at organizing
the data in such a way that they might lead to different findings; secondly,
the researcher examined the data for instances that might support hunch-
es. During both these processes, the author was not seeking to disprove
alternatives but to look for data that provided the best fit.

The first alternative explanation focused on the concept of the physical
aspects of the process. Here were a group of previously able-bodied indi-
viduals who had elected to undergo surgical treatment to correct some
physical anomaly that resulted in either functional and/or aesthetic prob-
lems. As a result of the treatment, they had become physically dependent
(see below) to varying degrees, an example of a category that was devel-
oped during the early part of analysis.

Being dependent:
Participant 2: The hardest thing was I was the sort of person that
couldn’t sit down for ten minutes, always up and about. I can’t just
jump up and do things, I have to wait. That’s the hardest thing. I just
miss being able to get up and go out in the car. That’s all it is with me,
I just miss my physical well-being.

In a sense the author felt initially that the disability might have some
bearing upon the sense of physical self and their subsequent dependence.
To pursue this line of investigation further would have possibly uncovered
data relating to such; however, in order to overcome this problem, the
researcher referred to the notion of best fit. Patton (1980) feels this is when
the researcher considers the weight of the evidence for best fit between the
data and the analysis. In this instance, while the researcher admits that
there is evidence to suggest that this is a relevant phenomenon, there was
insufficient evidence in early and subsequent interviews to suggest that it
is relevant when compared with the amount of data related to the other
categories identified as pertinent to the study.

The second alternative explanation that was given some consideration
in the early stages was the idea of the effect of the treatment on the sexu-
ality of the client. Obviously, the frame had substantial presence in the
persona of the individual and affected the way clients acted, dressed and
appeared. An example of a very early category is as follows.
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Dressing differently
Participant 1: I quite enjoy wearing skirts. It’s more feminine. It’s the
only way to cover up the frame.

Participant three also felt that his masculinity was affected as a result of
his experience. He was previously an outgoing young man who was ‘left
alone’ as a result of his appearance and activities, then:

Participant 3: As soon as I had this accident, lost all this weight, and ...
my partner’s pushing me around. I mean, I was like an old man. I was
very frail. Like she said we went out together and we got broke into .
easy pickings sort of.

The notion of the concept of sexuality having some bearing on the
process was also given consideration in view of Patton’s notion of best fit.
Again, while the researcher saw this as relevant to the developing theory,
the idea that it may be a core category was refuted early on. Using Miles and
Huberman’s (1994) ‘wait and see what happens’ policy, the researcher
found that the participants did not highlight sexuality as a problem in their
own expression of their experience. Therefore, the category was not used as
a rival explanation but to complement the categories of passive receiving
and restoring the self as clients perceived and reacted to the stereotypes
applied to them.

Negative case analysis

Patton (1980) feels that negative case analysis is closely related to the test-
ing of alternative explanations. He feels that considering instances and
cases that do not fit increases the understanding of patterns and trends.
Judd et al. (1991) further feel that it is not standardization that makes qual-
itative research systematic but negative case analysis. In practice, the
researcher had a great deal of concern with the selection of a negative case.
To identify one he felt meant potentially making and listening to value
judgements. To ask the clinic staff for someone who might not fit in with
the greater picture of things could result in the identification of a ‘problem
patient’, that is one that did not fit into their picture of what the ‘ideal’
patient should be. Obviously, this would be selected through a completely
different theoretical lens from that of the study.

However, one patient in particular interested the researcher, being iden-
tified as a potential participant by the limb-reconstruction nurse specialist.
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When the participant was given an overview of the intentions of the study
and some of the findings to date, he said it was perhaps no use interview-
ing him, as he did not have any of the experiences and problems identified
by others. In saying this, he had identified himself as a potentially good
negative case for analysis. The researcher informed him that the important
issue in this study was to look at the variety of experiences which people
were having, after which he agreed to participate. The following data
extracts demonstrate how the evidence collected from this particular par-
ticipant started to make the researcher question the findings at this point
in the study.

Synthesizing:
When asked about his initial perceptions of the frame the participant
replied:
Participant 6: There was no problem really. I’d had a video of it
before; so I knew what it would be, basically what it would be like.

Also when asked about the people seeing his frame in the first few
days he replied:
Participant 6: I’d had pins before in a previous hospital . . . so . . .
mainly the visitors that came to see me were those that had already
seen the video.

The researcher here refers back to the category perceiving stereotypes
of appearance and asks the reader to note that response of the participant.
In this case he saw no problem in people looking at his limb. Nor did he
mind the onlookers seeing the frame. In fact, he saw no reason why the
frame should be covered to prevent others from seeing it.

Participant 6: I’d wear shorts or anything; so ... I don’t bother covering
it up.

Reading through the transcript of this particular participant’s interview
made me start to question the credibility of the theory. It seemed that this
particular client’s experience did not fit well with that of the others inter-
viewed so far. It seemed that he was coping fairly well with the limitations of
the frame and the effect it had on his self-concept. Yet, the author didn’t fully
understand why this must be so. This meant a return to the transcript and a
more thorough reading and further analysis. After undertaking this exercise,
the researcher began to realize that a frequently occurring statement/notion
was the fact that he had previous experience of a fixator and seemed well



adapted to the fact that people would stare and asked questions. In fact, this
was identified in the theory as an ‘intervening condition’; it seemed from this
interview, and one other client who had previous experience of the process,
that they had already gone through an adaptive process and were able to
come to terms with their present situation much easier.

On reflection, the author is also unsure as to whether or not this consti-
tutes a negative case. In reality, all the data did fit under the categorical labels
identified. What it did do was add depth to the properties and dimensions of
these as identified. However, what it did not appear to do was provide a true
exception. On reflection, this may actually be more representative of the
‘extreme case’ (Miles and Huberman 1994); nevertheless, they identify this as
equally important for analysis if the theory is to have depth and credibility.

Member checks

Streubert and Carpenter (1995) also identify that another way of confirm-
ing the credibility of the findings is to perform member checks. They
identify that the purpose of this exercise is to have those people who have
lived the described experiences validate that the reported findings repre-
sent their experiences. In order to do this, the researcher met with the
individuals on an informal basis at the outpatient department. All partici-
pants agreed that in some way they could see their experiences being
represented by what was being discussed, and the researcher then felt com-
fortable in reporting the findings to the wider health care community. To
some extent this was more constructive than having another colleague
check the analysis as this often led to conflict in approaches and perspec-
tives. The participant has to be the greatest assessor of credibility.

Conclusion

Grounded theory is a very complex qualitative methodology involving
many phases of data collection and analysis that occur simultaneously over
extensive periods of time. However, the methodology proved very useful in
eliciting the experiences of a group of adult individuals undergoing limb-
reconstruction procedures.

It is important to develop a good interview technique as rich and in-depth
data need to be collected. Constant comparison of the materials collected is
important in developing the concepts that are relevant and need to be inte-
grated into a logical and orderly theory that describes a process over time. An
in-depth knowledge of the literature and its relevance to the theory is essen-
tial. In essence, it is a time-consuming, though rewarding, methodology.
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CHAPTER FIVE

Illuminative case studies

Introduction

The study (Ellis 2001) this chapter comprises arose out of a long-standing
personal and professional interest in Continuing Professional Education
(CPE), further fuelled while I was a novice researcher involved in a funded
research project. As a lecturer in nursing, I was afforded the opportunity
to work on a project funded by the then English National Board (ENB): An
Evaluation of Pre- and Post-registration Education to Promote Autonomy
and Independence of Older People (Davies et al. 1997). One phase of the
project centred on evaluating the effects of a number of ENB 941 courses
(n = 6) using a quasi-experimental pre- and post-test design. Originally, it
was intended to use a randomized controlled trial (RCT) design, but
methodological and practical constraints such as the lack of a standard
intervention (that is ENB 941) and difficulties in generating a sufficient
sample size meant adopting a quasi-experimental approach instead (Ellis et
al. 2000). The failure of the proposed RCT caused me to reflect on the
appropriateness of an experimental approach to evaluating CPE, more
recently referred to as Continuing Professional Development (CPD). In
familiarizing myself with the methodological underpinning of the experi-
ment, I became increasingly aware of the tensions between the central
tenets of positivism and the multifaceted nature of most CPD. Central to
the experimental method is control, randomization and manipulation,
concepts I found difficult to square with the complexities of learning in
diverse environments. I began to question how the experimental method
could take account of, or seek to control, such complexity. This question-
ing led me to search for an alternative approach that might provide a more
complete and comprehensive account.

As a neophyte researcher, I was drawn to the body of literature on inter-
pretive methods concerned with the study of social phenomena in their
natural settings. Such methods seemed to hold promise for the study of CPD
as they paid greater attention to the processes and broader context within
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which CPD operates. Compared with the experiment, they offered a differ-
ing set of lenses through which to view the world. In respect of the present
study, as will be discussed more fully as the chapter unfolds, both pragmatic
and intellectual considerations pointed towards using a case study approach
realized within a modified illuminative evaluation. This chapter therefore
provides an account of a journey of discovery and learning that led to a PhD.

This chapter is organized under a number of headings that reflect the
stages of the research process and unfolds chronologically. Stages of the
research process include the literature review, research strategy and meth-
ods and the findings. Each section opens with a series of questions and
issues that arose as the study proceeded.

The literature review

• What is the purpose of the review?
• What is the best way to undertake the review: searching and 

organizing the literature?
• What are the key findings of the review and what is the best way to

present them?
• What are the emerging research questions?

Purpose of the review

The role of a literature review and the influence of existing knowledge
more generally is a highly contested and widely debated topic within qual-
itative research. While some contend that the literature should not be
consulted prior to data collection and analysis for fear of bias (Glaser and
Strauss 1967), several writers present a case for getting to know everything
there is about the setting, the culture and the study topic prior to entering
the field in order to avoid ‘reinventing the wheel’ (Morse 1994, Guba and
Lincoln 1994). As I had already been involved in the delivery of CPD for
several years and had recently been a participant in a major research study,
it seemed naive to assume that I would enter the field without prior knowl-
edge. It was therefore considered important that this knowledge was as
comprehensive as possible both for me to be able to recognize any poten-
tial for bias and also to locate the study relative to the existing body of
knowledge. The intention was not to identify and follow a priori themes or
hypotheses but rather, as Morse (1994) asserts, to recognize leads without
being led. Put differently, my aim in consulting the literature was to
become a wise and smart researcher but not a directed researcher.
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Searching the literature – the process

Searching the literature involved a systematic process using a variety of
techniques to ensure a comprehensive and, wherever possible, complete
identification of the body of literature on CPD in nursing. The literature
search covered the 50-year period from 1945 to the beginning of 1996. An
update of the literature from 1996 to 2001 (study completed) was present-
ed as part of the discussion and conclusion. The review process involved
reading the classic and the lesser-known texts, the theoretical as well as the
empirical literature, and published and unpublished works. A comprehen-
sive list of relevant sources was developed through a combination of
computer and manual searches. The databases that were used to identify
and locate the literature on CPD were CINAHL (Cumulative Index of
Nursing and Allied Health Literature), ENB (English National Board for
Nursing, Midwifery and Health Visiting Health Care), INI (International
Nursing Index), ERIC (Educational Resources Information Centre), RCN
Nurse ROM and Dissertation Abstracts International (DAI). The keywords
used to search the literature included continuing professional education,
post-registration nurse education, continuing education, nurse education,
benefits of continuing education, higher education and education and
training. Electronic searching was complemented with a hand search using
an incremental approach that allowed for the cross-checking of sources.
Meta analyses of studies evaluating the effectiveness of CPD were also
used.

Organizing the literature

There is a diverse range of literature on CPD that presented a challenge as
how best to distil this information in a coherent and meaningful way. To
aid this process a thematic approach was adopted with the potential rela-
tionships within and across the themes being summarized
diagrammatically. These themes emerged through a process of sifting and
organizing the literature systematically as though analysing a set of data. In
so doing the review process provided a detailed account of those aspects of
CPD that were relatively well rehearsed, while also identifying apparent
tensions and areas that received limited attention.

Findings of the literature review

Four broadly related themes emerged, each consisting of a number of sub-
themes: the policy and legislative context of CPD, the benefits of
continuing education, barriers that inhibit the uptake of CPD and barriers
to subsequent change to practice following CPD. Together these themes



capture important characteristics of CPD, highlighting those factors poten-
tially contributing to an effective system. A full and detailed account of the
literature review is reported elsewhere (Ellis 2001).

As noted at the start of this chapter, my initial interest in the evaluation
of CPD arose out of a long-standing professional involvement, further
fuelled by my involvement in an ENB-funded study. This was originally
designed as an RCT and later changed to a quasi-experimental method.
Even then, however, limitations were apparent, and I was left with the feel-
ing that experimental methods generally are too deterministic to capture
adequately the complex environment in which CPD operates. Such per-
ceptions were reinforced following the review of the literature that
revealed deficits in a number of areas, particularly in the consideration of
the context of CPE, the need to reflect differing view points and in chart-
ing the impact, whether positive or negative, over time. Two sets of
perspectives emerged as being of particular interest, those of practitioners
nominated for courses and their managers.

What are the emerging research questions?

At this stage in the research process a number of broad research questions
or issues were identified including:

• What are the perceptions, expectations and experiences of nominees
and managers pre-programme?

• How do these factors influence the way that nominees experience the
programme?

• What is the nature of the educational experience itself and how does
this affect their perceptions?

• What do nominees and their managers see as the outcomes of the
course immediately following the programme?

• Do these perceived outcomes change over time?
• What factors influence perceptions of programme outcomes over time?
• What factors influence whether practitioners are able to stimulate

change following the programme?

In addition to the above, I also felt it important that the views of educa-
tors be obtained and that their perceptions of the programme as written
(in the curriculum), and delivered (in the classroom), be compared with
those of nominees and their managers.

With the above research questions in mind, a search of the method-
ological literature was undertaken in order to identify an appropriate
research design. This next section contains a brief consideration of the par-
adigms for evaluating CPD, providing an explanation and justification for
the approach that was adopted.
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Research strategy and methods: choosing the right
approach

• What strategies are available to study CPD?
• Which strategy is best suited to answer the research questions?
• Which strategy is best suited in this context?
• The possible contenders: case study and illuminative evaluation
• Illuminative case study: an emerging design

This next section provides an account of the overall strategy and methods
used to evaluate a short focused programme, the ENB 941 (Nursing Older
People). The background and context of the study are outlined together
with a consideration of evaluation paradigms providing the rationale for
the research strategy that formed the basis of this PhD study. Subsequently,
attention is turned to the more specific methods that were adopted.

My interest in CPD and my involvement in a funded research project
served to highlight the limitations of the classical experimental approach to
the evaluation of educational programmes, and initiated a search for more
holistic and context-focused methodologies. The original study had been
designed as an RCT but the methodological and practical constraints result-
ed in a change to a quasi-experimental design. Several of the methodological
constraints and limitations of traditional experimental evaluation raised by
this funded research feature in the literature (Ellis et al. 2000). It is perhaps
worth noting, however, that these issues are especially pronounced when the
study involves human subjects in an educational context where the
researcher is dealing with the complexities of learning and attempting to
measure its effects in an equally complex clinical environment (Ellis 1996).

Few studies evaluating CPD fully acknowledge the complex multidimen-
sional nature and processes of continuing education but instead follow the
outcome-focused tradition of positivism. Interest tends to centre on the
product of nurse education, on whether the curriculum works and if the
behavioural objectives have been met not on how the curriculum is inter-
preted, applied and received. Guba and Lincoln (1994) assert that traditional
models of evaluation suffer from similar deficits, namely that they:

• fail to acknowledge the fact that different groups may not value the
same outcomes or objectives, therefore definitions of success will vary

• rely too much on a positivist view of the world based on an objective and
value-free reality

• strip programmes of their context and therefore fail to provide impor-
tant explanations as to how and why programmes work or not



It was just such concerns that provided the impetus for the present
study. In seeking an alternative approach, it would have been comforting
to be able to write that decisions had been driven primarily or exclusively
by methodological concerns, that I was free to select whichever approach
provided the most cogent set of philosophical arguments. However, few
researchers are afforded such luxury, and decisions are influenced by
practical, as much as by theoretical, issues with the exigencies of life often
being the determining factor. In the present instance, I was already
engaged in a study and was committed to finishing it. It therefore seemed
prudent that, as far as possible, and without compromising my desire for
an alternative approach, the study build upon existing work. Moreover,
upon completion of the study, I was required to return to work as a full-
time educator with there being little prospect of pursuing a project
full-time. Registering for a part-time PhD would allow me a day a week for
research (or the equivalent in blocks of time), with the possibility of more
time being available when teaching loads were lighter. Any study would
therefore need to be broadly achievable within such parameters. Given my
existing familiarity with the ENB 941 and the interest this had generated,
common sense dictated that a study which sought to evaluate this pro-
gramme was the best approach to follow.

In some respects, therefore, this major methodological decision, while
not quite a fait accompli, nevertheless afforded an opportunity not to be
passed over lightly. A review of the interpretive approaches suggested that a
case study design, focusing on one of the ENB courses may be appropriate.

Case study: a brief consideration

Case study has many proponents within educational research (Parlett and
Hamilton 1987, Stake 1995), but until recently it has tended to be viewed as
the poor relation of educational evaluation. Yin (1994) argues that there is
a need for a new interpretation of case study that raises its status from that
of a weak sibling to a method of first choice. Similar arguments were made
a decade earlier when, during the early 1960s, the case study was still
viewed with caution by many, lacking the credibility of more established
experimental approaches.

While this reticence was in large measure due to the traditional domi-
nance of experimental methods, there was also a relative lack of clarity as
to what a case study constituted. In seeking greater consensus, authors
agreed that case study was not a method per se but rather a family or palette
of methods (Stake 1995), with case study being neither intrinsically quali-
tative or quantitative. Indeed, Stake (1995) suggests that case study is not a
methodological choice at all but rather a choice as to what to study, that is,
it focuses on a particular instance or case. The research case study differs
from its use in teaching, medical or legal situations, but case studies are
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nevertheless characterized by their concentration on particular instances
or, as will be highlighted below, occasionally on a small number of particu-
lar instances. On this basis my decision to study the ENB 941 strongly
suggested the wisdom of using a case study approach.

In his most recent (at the time the study commenced) publications on
case study, Stake (1995) suggest that there are three broad types of case
study that can be adopted. He does not see these as being hard-and-fast
variants that compartmentalize a study but rather as fluid with there
inevitably being some overlap in any given study. He describes these three
types as:

• intrinsic case study
• instrumental case study
• collective case study

In an intrinsic case study, the researcher is primarily interested in the case
itself, not what it might say about similar cases but because the case is
intrinsically interesting. There is no intention or desire to generalize
beyond the single case considered. In contrast an instrumental case study,
although still the study of a single instance, is interested primarily in what
that instance might say about a wider class of related instances. Stake
(1995) contends that in such a situation it is the phenomenon or issue(s)
that drives the study rather than the case itself. The ability to make some
inferences beyond the single case is therefore important. This is not viewed
as generalization in the statistical sense but rather the desire for a modified
(and presumably enhanced) understanding by providing new insights. 
A collective case study is a variant on the instrumental model which involves
the use of multiple related cases to enhance the degree of generalization
possible.

For the present study my interests lay not in the ENB 941 per se but
rather what a study of the ENB 941 might have to say about CPE more gen-
erally. This clearly suggested the use of an instrumental case study with the
issues identified at the end of the last chapter providing the main focus.
However, as the study unfolded and the informants were followed to their
clinical environments, the project moved towards a collective case study,
with informants’ perspectives serving to provide insights into a range of
practice issues.

The case study seemed to provide a good way forward, allowing me to
pursue my interest in qualitatively orientated approaches to evaluation.
However, this decision still left other important considerations open. As
Stake (1995) points out, the case study is not a choice of method but of
what to study. Therefore, it was necessary to select a particular approach
from the palette of methods available. This led to a search for a method-
ological approach within which to explore the case study.



Illuminative evaluation – a way forward?

In my reading of the case study literature, the work of Parlett and Hamilton
(1987) on illuminative evaluation surfaced a number of times. Stake (1995)
makes explicit reference to Parlett and Hamilton, particularly their notion
of a ‘progressive focus’. Indeed, Stake’s own suggestion, that as a study
unfolds it moves from very generic questions to more clearly focused
issues, was clearly heavily influenced by the idea of a progressive focus.
Although I was vaguely familiar with the term ‘illuminative evaluation’, I
was less clear as to exactly what it meant, and this prompted a detailed
reading of Parlett and Hamilton’s (1987) original description. What follows
is a brief account of the central elements of illuminative evaluation.

Illuminative evaluation was developed in response to the perceived limi-
tations of traditional evaluation (Parlett and Hamilton 1987) and
emphasized interpretation rather than measurement and prediction. Unlike
traditional evaluation models illuminative research is designed to take
account of the wider context in which educational programmes function.
Accordingly, illuminative research stands firmly and unambiguously within
the alternative socio-anthropological or naturalistic paradigm (Parlett and
Hamilton 1987) that is primarily inductive in nature. Illuminative evaluation
was developed for general mainstream education and focuses on two main
areas, the instructional system and the learning milieu.

The instructional system

The instructional system, or curriculum intention, is a central component
of illuminative evaluation and concerns the formal and ‘idealized specifi-
cation’ of the programme (Parlett and Hamilton 1987). However, Parlett
and Hamilton assert that the curriculum undergoes modification in the
process of being implemented in a complex and naturally existing context.
Elements of the curriculum are, according to Parlett and Hamilton (1987):

emphasised or de-emphasised, expanded or truncated, as teachers, adminis-
trators and students interpret and reinterpret the instructional system for
their particular setting.

Thus, the programme objectives may be reordered, redefined, aban-
doned or forgotten. The notion that the curriculum is transformed
through the process of interpretation further compromises the assump-
tions of traditional evaluations, where the curriculum is used as a blueprint
against which the outcomes of the programme are measured. Indeed,
research that takes the programme in its original form as a self-contained
and independent system is problematic, for in practice it manifestly is not.
Parlett and Hamilton (1987), mindful of curriculum modifications through
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interpretation, suggest the need to catalogue details of the programme,
including the programme’s aims and objectives, its pedagogic assumptions
and teaching styles, the course content and overall philosophy. Features of
the educational effort that appear to have had desirable results are impor-
tant in helping to explain events and outcomes. Notably, illuminative
evaluation focuses on the study of ‘innovatory programmes’, the evalua-
tion forming an integral part of the innovation to aid decision-making. Of
an even greater importance, however, is the context in which the curricu-
lum unfolds. This is termed the ‘learning milieu’.

The learning milieu

The learning milieu comprises the sociopsychological and material envi-
ronment in which students and teachers work together. Essentially, this
milieu represents a complex network of cultural, social, institutional and
psychological influences acting within the classroom context. Unlike tradi-
tional evaluation, an illuminative model attempts to take account of these
variables considering the interplay of numerous factors, including:

• organizational imperatives and constraints such as administrative and
financial considerations

• teaching methods, subjects and the assessment of students
• individual teacher characteristics, such as professional orientation, expe-

rience and private goals
• student perspectives and preoccupations

Following a detailed consideration of the instructional system and the
learning milieu, an illuminative evaluation does not produce neat and tidy
results, nor is it explicitly intended to isolate causal inferences. Rather, as
Parlett and Hamilton (1987) assert, its purpose is to illuminate issues such
as what is it like to be participating and what are the scheme’s significant
features, recurring concomitants and critical processes? In addressing such
issues, the intention is to aid understanding in a number of ways by:

• shaping discussion
• disentangling complexities
• isolating significant influences
• raising the level and focus of debate

Parlett and Hamilton (1987) point out that illuminative evaluation is a
generic approach rather than a method, and that within any given study it
is up to the researcher to document and justify the particular methods
adopted. Nevertheless, as with the advocates of case study research (Stake
1995), they suggest that the primary methods will be a combination of



observation, interview and documentary analysis. Moreover, in using an
illuminative evaluation, they promote the idea of a progressive focus (mov-
ing from broad general issues to more tightly circumscribed but not
prescriptive questions) following an iterative sequence comprising:

• getting a general feel for and becoming knowledgeable about the
scheme or programme under study

• selecting a number of phenomena, groups or opinions for more
detailed study

• trying to establish some general principles or ‘recurring concomitants’
that might help to provide potential explanations

The conceptual similarities between the above sequence and Stake’s
(1995) contention that the qualitative case study moves from a ‘foreshad-
owed’ problem (a broad, generic area of concern) to the identification of
more specific issues to the formulation of potential assertions (or loose
hypotheses) are readily apparent and further reinforced the complemen-
tary nature of what I termed an ‘illuminative case study’.

In their original, and now seminal, account, Parlett and Hamilton (1987)
are at pains to point out that their description of illuminative evaluation is
not a prescription or a blueprint but rather a broad set of principles to be
adopted by the individual researcher according to particular circum-
stances. In the present context, while I was convinced of the importance of
the instructional system and the learning milieu, it seemed that the poten-
tially most significant influence on the effectiveness of CPD was omitted,
that is the impact of the clinical environment into which the practitioner
returns. The literature clearly highlighted the importance of the receptivity
or otherwise of the practice arena, and in a longitudinal study, such as the
one proposed, a consideration of this seemed absolutely essential. To
account for this, therefore, an additional major component was added to
Parlett and Hamilton’s original conceptualization and this was termed the
‘practice milieu’. As will become readily apparent in the findings present-
ed in the following sections, the influence of the practice milieu was
central to an understanding of the experience and impact of CPD.

Activating an illuminative case study
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• How best to go about an illuminative case study?
• What forms of information or data are congruent with the chosen

research strategy?
• What sources of information or data are accessible within the

study’s timeframe?
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Having made important decisions about the use of an illuminative case
study, it was necessary to decide how best (and most realistically) to collect
the data required. The texts on both case study (Stake 1995) and illumina-
tive evaluation (Parlett and Hamilton 1987) suggest three main
approaches: observation, interviews and documentary analysis. For the
present study, observation – while desirable – was not feasible. The limited
time available to the researcher, the labour-intensive nature of the obser-
vation and the need to consider the practice milieu of several participants
effectively precluded observation. The emphasis was therefore placed on
documentary analysis and interviews. The major focus of the documentary
analysis was the course curriculum and supporting documents for the ENB
941, while interview data were collected from the educators delivering the
ENB 941, the nominees to it and their managers.

Sampling and negotiating access

• Why this population and sample size?
• Generating the sample – some of the difficulties
• What information will potential participants require in order to 

consider participating in the study?

Sample selection has a considerable effect on the research process, with
qualitative researchers in particular being criticized for failing to describe
their sampling strategy in sufficient detail. Lack of detail makes interpre-
tation of the findings difficult and affects the replication of the study. As
noted earlier, owing to a series of pragmatic considerations, the sampling
strategy adopted in this research was convenience or opportunistic sam-
pling, with the informants being identified through my membership of the
ENB-funded project. In the process of generating a sample for the funded
project, I was able to identify those practitioners nominated to a forth-
coming ENB 941 offered by the school of nursing in which I worked.
Nominees and their managers were made aware that I was a nurse educa-
tor employed by the school of nursing but that I had no involvement with
the ENB 941. Educators were already aware that I was an employee of the
school. My background was considered a distinct advantage as I shared a
common culture with all the participants and therefore was more likely to
gain ‘backstage’ data and less likely to be misled.

However, despite having access to information on those nominated to
the ENB 941 and a knowledge of the system of contracting, generating the
sample was not without difficulty for several reasons. While the school held



a list of the names of the forthcoming ENB 941 nominees and their place
of work, the list proved to be incomplete and was out of date. Some of the
potential research participants, when contacted, indicated that they had
withdrawn their application or were unaware that they had been nominat-
ed. Identifying the nominating manager also proved problematic as some
nominees were unclear as to who had nominated them to the ENB 941.
Difficulties identifying the sample were exacerbated by the short time-
frame. The list of ENB 941 applicants was available just three weeks before
the ENB 941 commenced, leaving little time to fully brief and interview the
research participants. Educators to the programme were understandably
less difficult to identify since I had knowledge of those associated with the
ENB 941. The difficulties encountered in generating the sample reflected
issues about the selection process that emerged as part of the data analysis.

Notwithstanding these difficulties, a sample was identified, with each
nominee and respective manager being invited to participate in the study
and consent to being interviewed before the nominee commenced the
ENB 941. Initial contact with the participants was made over the tele-
phone, and their potential involvement in the study was detailed as follows:

• the study aimed to evaluate the nominee’s ENB 941 and from a variety
of perspectives, including nominees, managers and the course leader

• participation involved being interviewed at six-monthly intervals pre-
course, immediately post-course, and at six and 12 months post-course

• interviews would normally be tape recorded
• each interview would last approximately 30 to 60 minutes
• total confidentiality was guaranteed

Ethical considerations
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• What ethical principles guided the research?
• How were these principles applied in this context?
• What features of the research design and methodology served to 

protect the interests of the participants?

Ethical considerations form an important and fundamental aspect of
research involving human beings as care must be taken to avoid doing any
harm. Each of us, whether designing and carrying out research or acting as
a critical consumer of research findings, has a responsibility to develop a
knowledge and understanding of ethical issues. Much has been written on
research ethics, and numerous guidelines for conducting research are avail-
able. Such guidelines were developed and formulated following grave
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concern over the research carried out on inmates of the concentration
camps during World War II as exposed during the Nuremberg Trials.

In designing and conducting this longitudinal study, I made a conscious
effort to adhere to ethically sound principles to ensure that the research
was acceptable to the research participants. In so doing, I attempted to
adhere to four ethical principles concerning the protection of participants:
beneficence, non-maleficence, respect for autonomy and justice.

Beneficence holds that we should try to do good. It could be argued that
the intention of research to add to knowledge is implicitly beneficial. In the
context of this longitudinal study this of course was more likely to be
gauged in the longer term. Closely linked to beneficence is the second
principle of non-maleficence, in other words that if one cannot do good
one can certainly try to avoid doing harm. Protection from harm may be
enhanced where the researcher concerns themselves with issues of
informed consent and the right to privacy. The principle of non-
maleficence was especially pertinent in the context of this research as I was
both a researcher and educator working in the same institution that
offered the ENB 941. Interviewees gave of their time and energy and
allowed access to their private thoughts and experiences in the course of
this study. I also had unlimited access to the curriculum documentation
that was owned principally by those educators who delivered the pro-
gramme. In these terms, the research participants may incur costs.

In the context of this study, therefore, adherence to the principle of
non-maleficence is about ensuring issues of anonymity and confidentiality
and that participants are made aware of the research findings and possible
implications for their practice and also that, if the occasion arises, they
have the opportunity to withdraw from the study at any time without detri-
ment in any way.

One of the characteristics of personhood is the ability to make free 
choices about oneself and one’s life – to be self-governing. The principle of
autonomy is said to be at the heart of informed consent and was an impor-
tant consideration in this study. Acting in accordance with the principles of
respect for autonomy the researcher is required to ensure that participants
give free and informed consent. Informed consent means that those who
participate in research give their consent while in possession of all the rele-
vant information necessary for them to make a proper choice. A closely
linked concept is confidentiality, and this concerns the rights of individuals
to control information about themselves. Here it is necessary that the
researcher ensures that the participants are not only offered anonymity and
confidentiality but also protected throughout the study and subsequently.
Free and informed consent is, according to some writers, difficult if not
impossible to obtain as there will always be an imbalance of power and
knowledge between researcher and participants. For example, the partici-



pants may be unfamiliar with the methodological intricacies of a particular
design of study. This longitudinal study meant interviewing the participants
on several occasions thereby increasing their familiarity with the study and
possibly countering the imbalance of power in this context. The way in which
consent was obtained and anonymity ensured is described briefly below.

Despite informed consent being the right of every individual, it is diffi-
cult to know when one can claim that it has genuinely been given and
achieved. In the present study, potential participants were given informa-
tion about the project and written, informed consent was obtained.
Information about the longitudinal study included the purpose of the
study, my role in the study and the nature of their commitment, including
the number, frequency and approximate length of the interviews. This was
an important consideration since their involvement would extend beyond
the funded project. Potential participants may be unwilling or unable to
commit to this level of participation due to work obligations. Prolonged
participation in this study increased the amount of time spent away from
the practice setting. In acknowledgement of this, consent to participate in
this study was sought at the outset and reaffirmed throughout, thereby
providing informants with the opportunity to withdraw from the study at
any point. To support participants in their decision, they were also
informed that withdrawing from the study would not jeopardize their nom-
ination to the ENB 941 or create prejudice as a colleague. Consent was also
obtained to tape record the interviews, and participants were made aware
that on completion of the study the tapes and transcripts would be
destroyed or returned to the informants. Accordingly, a conscious and con-
certed attempt was made to keep the participants fully informed from the
outset and on an ongoing basis throughout this longitudinal case study rec-
ognizing my responsibilities to the informants.

Justice as a principle of research ethics is about fairness and that
research participants are treated alike when the situation demands. The
type of research undertaken is explicitly about ensuring that the knowledge
gained empowers individuals to action.

Participants’ privacy was protected in various ways. Data were collected,
stored and reported in a manner that ensured that, wherever possible, no
one but the individual concerned was aware of their source. Participants’
identities were protected by assigning a code to the transcripts.

Integrity of the researcher

Ethical approval was obtained from the Local Research Ethics Committee.
However, the protection of the research participants goes beyond seeking
ethical approval and is about the integrity of the researcher in carrying out
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the study. It was important to possess the relevant knowledge and skills to
carry out this study and, as a novice researcher, to recognize the limitations
of research competence. This is a minimum requirement to safeguard the
well-being of research participants and to maintain professional credibility.
I was also able to confirm the appropriateness of the arrangements for data
management, storage, retrieval and ownership to protect participants’ con-
fidentiality and avoid introducing bias into the data sets. Prolonged contact
in the field of study aided the integrity of this study providing the opportu-
nity to develop and hone my research skills throughout the research. It is
also important that the researcher recognizes and makes known any rele-
vant conflict of interests that may influence the investigation. In the present
context, I was not only a researcher but a nurse and educator, and therefore
when seeking consent to participant in this study all the informants were
made aware of this, and this was reiterated throughout the series of inter-
views. Participants were also made aware that, while I had no involvement
with the ENB 941 programme, I was an employee of the school of nursing
and therefore there was the potential for a conflict of interest.

The researcher must also be satisfied that the knowledge that is being
sought is not already available so that they are not wasting the time of the
research participants and resources. Prior to the study, a review of the lit-
erature was undertaken and omissions in the body of knowledge indicated.
Having described how ethical considerations were addressed, attention is
now turned to the interviews themselves.

Interviews with nominees and managers

• What factors influenced the number and frequency of interviews?
• How much notice were interviewees given prior to each interview

and why?
• Where were the interviews conducted and why?
• What were the benefits of repeated interviews over time?
• What factors influenced changes in the sample size over time?

Nominees to the ENB 941 and their service managers were interviewed
four times over an 18-month period, once before the course commenced,
immediately post-course and at six and 12 months post-course. Repeated
and regular contact with the same sample was integral to the project design
and its attempts to capture both unique and typical patterns of develop-
ment that had usually gone unexplored in previous studies. In all but 



Participants Pre- Immediately 6 12 Total
ENB post-ENB months months no. of
941 941 interviews

Nominee 15 13 12 11 51+1*
Manager 21 15 17 15 69

Total sample size over the study 36 28 29 26 121

one instance the participants were interviewed separately, with 
each interview being face to face. The exception was during one interview
where the nominee and manager were interviewed together due to time
constraints.

All the interviews were by prior arrangement with at least one week’s
notice so that the interview would not interfere with the participants’ prac-
tice. Most practitioners requested that they be interviewed in the
afternoon, as there were additional staff on duty at this time. Recognizing
the additional demands that an interview may have placed on the inform-
ants, most interviews lasted between 45 and 60 minutes, and generally this
proved sufficient. The exceptions were in instances where the respondent
clearly wished the interview to continue further.

For the most part the interviews were held at the participant’s place of
work and during work time. The exceptions were three nominees who
were interviewed in their own home because they were either no longer
practising or had moved to another setting. Informants were usually inter-
viewed in a quiet room that was some distance from the main practice area
and free of a telephone. These measures went some way to help safeguard
against interruptions and other distractions. Interestingly, the further into
the study the fewer the interruptions and the more at ease the participants
became. While a matter for conjecture, this was possibly because the
informants had become familiar with the routine of the interview and were
therefore likely to anticipate and take measures to prevent interruptions.
Similarly, repeated contact meant that the informants were more at ease
with the interviewer.

Although the intention had been to keep the same sample throughout
the study, some variation proved inevitable due to changes in the working
arrangements of informants. In order to give an indication of how the
interviews progressed over the course of the study, this information is
summarized in Table 5.1.
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Table 5.1 Changes in sample size over the stages of the study*

* one of the nominees withdrew from the ENB 941 one week into the course and was therefore interviewed
at this point also, making the total number of nominee interviews 52
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Interviews with educators

Educators to the ENB 941 were also interviewed in order to complement
the curriculum analysis and to gain a more complete picture of the ENB
941. Educators were interviewed separately and face to face. Their contri-
bution to the nominees’ ENB 941 varied from acting as the course leader to
being responsible for a specific module. Educators were interviewed to gain
insight into their interpretation and implementation of the written curricu-
lum. One-to-one interviews afforded the opportunity to elucidate potential
differences and shared understandings. Interviews with educators were by
prior arrangement with a minimum of a week’s notice so as not to interfere
with work commitments. These interviews were carried out in the school of
nursing in a quiet room determined by the educators themselves.

Data-analysis strategy

• How were the data analysed?
• Why were the interviews analysed following each interview?
• What process undertaken earlier in the research guided the analysis?
• Why was it important to keep a record of the process of analysis?

The curriculum and the interview data were analysed through a process of
‘content analysis’, a term loosely applied to a variety of approaches rather than
a single conceptually distinct technique. Latent analysis was used to analyse the
curriculum document, although some descriptive frequencies were included
as they offered valuable insights about certain aspects. Analysing the curricu-
lum involved reviewing passages and paragraphs to identify the major thrust
or content of the section. These were then assigned to themes. Relevant data
were therefore colour coded and organized under broad headings or cate-
gories, with an indication of whether they constituted either explicit or implicit
outcomes noted in the margins. Regularities and recurring issues were identi-
fied through this process, with searches made for patterns and connections
within and between identified categories. Where there were shared meanings,
categories were combined. These themes and their meanings were subse-
quently cross-checked and referenced with respect to both the perspectives of
the educators and also the experiences of the nominees.

All of the interviews were tape recorded, transcribed verbatim and
analysed following each interview. These early results were then used to
inform subsequent interviews. There were 121 interviews with nominees
and their managers, producing extensive volumes of data on which it was
necessary to impose some conceptual order. Analysis was guided, but not
directed, by the issues identified in the literature review, the purpose being



to highlight any potential areas of interest. However, consistent with the
canons of case study, the main goal was to provide an account that cap-
tured as fully as possible the informants’ meanings. Familiarity with the
data is a crucial first step in qualitative research and was achieved through
detailed readings and by the process of constant comparison aided by
latent content analysis (Glaser and Strauss 1967).

The following description provides an account of the data analysis in
order to give a sense of how this process was applied in the context of a lon-
gitudinal study. The analysis involved a detailed reading and re-reading of
the transcripts so that I became very familiar with the data. This continued
throughout the 18 months of data collection with responses being visited
and revisited, looping backwards and forwards looking both for similarities
and unique aspects. Immersion in the data in this way meant that gaps in
my understanding were highlighted in order that they could be explored
further in subsequent interviews. Therefore, each interview was informed
by the analysis of data previously collected. The responses of each nominee
and respective manager were also analysed comparatively, then located with
respect to the responses of other nominees and their managers across the
entire sample. This process of analysis helped to retain each individual’s
story or account over time. This was necessary for comprehension but also
facilitated the merging of accounts essential for synthesis and theorizing.

In terms of the more mechanical process of data analysis, several 
writers offer practical guidance on how to handle data. In the present study,
initial categories and codes were identified following the first detailed read-
ing of individual transcripts in order to gain a sense for any emerging
themes before the focus shifted to a line-by-line analysis. Data were high-
lighted and preliminary categories and codes freely generated in an attempt
to take account of all the data. Paragraphs, sentences or even individual
words were assigned a category, a process that was repeated throughout the
series of interviews. Revisiting the data was essential to a full understanding
of both the individual and collective story, particularly as the volume of data
increased as the study progressed. As analysis continued, indices of satura-
tion were sought, such as repetition of themes, until no new data were
emerging at a given point. Categories and their potential associations were
mapped onto a large sheet of paper together with the emerging themes, as
these were confirmed or refuted through the process of constant compari-
son. Mapping was especially useful for considering the data at each stage of
the study and across the study as a whole. It provided the main mechanism
whereby synthesis and theorizing were achieved.

Keeping a record of this process was an integral part of the analysis and
helped retain familiarity, so that during interviews it was possible to men-
tally locate participants’ responses in the context of their previous data. At
the end of each interview, I also recorded any new themes or insights that
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appeared to be emerging and any contextual information that might be
useful in the subsequent analysis.

Issues of quality in qualitative research

Despite the robust process of analysis, confidence in the resultant findings
and therefore their contribution to the body of knowledge ultimately rests
upon the trustworthiness of the data and the research process. Several
authors have criticized qualitative research for failing to clearly address
issues of validity and reliability. Presenting a credible account enhances con-
fidence in the findings and means that it is imperative to report upon issues
such as validity and reliability if the research is to be seen as meaningful.
However, this is no simple matter, as the whole issue of what ‘counts’ as
appropriate criteria is a vexed one. An essential first step is to recognize the
different concepts and terminology used in addressing issues of quality/
trustworthiness in qualitative work.

Writers in the field of naturalistic inquiry draw parallels between the con-
cepts of validity and reliability as used in quantitative research and their
qualitative equivalents. One of the earliest and most widely cited attempts to
address the issue of rigour in naturalistic inquiry was made by Lincoln and
Guba (1985), who in their now seminal text outlined a model for considering
the integrity of qualitative research. A full and detailed account and applica-
tion of this model in the context of this research can be found in Ellis (2001).

Summary of findings

This next section presents a summary of the curriculum as written and
interpreted by educators followed by the interviews with students and their
managers.

• What were the central findings of the content analysis of the 
curriculum?

• How did these findings differ from the interviews with educators?
• What is the best way to present these data?

The curriculum as written

Analysis of the curriculum revealed a number of emergent themes: the aim
and purpose of the ENB 941, the structure and management of the course,
the content taught and teaching methods, assessment and evaluation. 
A synthesis of these findings indicated that the curriculum consisted of an
intentional message together with a series of underlying assumptions.



For example, on the one hand the overall aim of the programme is to
improve the care of older people, yet the document tended to stress the
development of generic knowledge and skills. Emphasis was also placed on
the application of theory to practice, although rarely in connection with
the care of older people despite this being the stated aim of the pro-
gramme. Similarly, while the title of each module referred to the older
person, the indicative content tended to be generic in its orientation.
Neither did the curriculum explicitly state that the ‘older person’ is to be
the focus for the development of the students’ written work. While the cur-
riculum identified the clinical environment as a barrier to change, there
was no mention of how the student might overcome such barriers.

The curriculum as interpreted – educators’ views

The findings of the interviews with educators (n = 3) reflected the tensions
and contradictions revealed in the curriculum analysis. For example, consis-
tent with the findings of the curriculum analysis, research and reflection were
said to be important features of the ENB 941, although educators were
unclear about how these aspects related to the stated aim of the programme.
The educators also questioned the inclusion of a range of topics that were
taught on the ENB 941 and considered these to be unrelated to the care of
older people, for example topics such as study skills and sociology.

These views concurred with the analysis of the curriculum where generic
knowledge and skills were emphasized over the care of older people.
Educators also stated that the course assessment aimed to promote develop-
ments in the nominees’ practice. Nonetheless, they also indicated that the
students often chose topics for their portfolio entries that bore no relevance
to the care of older people. Moreover, these inconsistencies appear to mirror
the contradictions that were evident in the curriculum between the docu-
ment’s stated aim to improve the care of older people and its generic
emphasis and the evaluation of the ENB 941 being centred on the nominees’
experience of the course. The tendency of the informants to evaluate the
educational processes over outcomes may have been reinforced due to the
educators being responsible for only one module. Evaluation that is process-
orientated without reference to the outcomes of the whole programme is
likely to produce an incomplete picture of the educational experience.

In summary, therefore, the analysis of the curriculum for the ENB 941,
together with the views of educators, provided information about the stat-
ed intentions of the curriculum and its underlying assumptions, while also
revealing a number of contradictions. Educators’ interpretation and 
perspectives on the course also served to highlight the congruence
between the curriculum and educators’ perceptions and interpretation of
the ENB 941. Together these findings provided some insight into how the
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programme was likely to be received and experienced by the nominees.
The next section presents a brief summary of the findings of the inter-

views with nominees and managers presented longitudinally: pre-course,
immediately post-ENB 941 and six and 12 months post-course respectively.
First, attention is given to how I arrived at the decision to present these
data chronologically.

Interviews with students and their managers

The decision about how best to present the respondent’s story was a vexed
one: there were so many data on which to report. Thus, I experimented and
rehearsed different approaches until eventually settling for one that seemed
to do full justice to the respondent’s story reporting the participant’s story as
it unfolded chronologically. In distilling the essence of the results, it proved
helpful to think of these in a number of broad areas relating sequentially to
each stage of the longitudinal study in terms of those factors influencing the
nominees and managers at various points in time, namely:

‘Going in’ – factors pre-course
‘Coming out’ – immediate post-course perceptions
‘Reaping the benefits’ – perceptions at six months post-course
‘Carrying it on’ – perceptions at 12 months post-course

Nominees’ accounts were presented first as this reflected the sequence
in which most of the interviews took place and therefore helped to contex-
tualize these data and locate them contemporaneously as they emerged. 

Going in: pre-course perceptions

‘Going in’ presented the nominees’ and managers’ perceptions and expec-
tations before the ENB 941 commenced. If the processes described by the
nominees and their managers are compared with those promoted within
the literature as part of this study, it became apparent that almost none of
the criteria suggested are met. Rather than the planned and systematic
approach that is advocated, the experience of the nominees paints a 
picture of an ad hoc and arbitrary system of selection, often based on
chance. This relates to both nominees and their managers.

Few of the nominees voiced any real desire to attend the ENB 941 per se,
rather it was a matter of ‘taking what’s going’. Even those nominees who
could give explicit reasons for their attendance rarely related these direct-
ly to working with older people; it was simply their intention to ‘keep ahead
of the game’. These apart, other motivations related to getting time out
from a hectic work environment in order to ‘recharge their batteries’.
Despite the lack of clear aspirations, all nominees accepted their place



enthusiastically yet had concerns mainly relating to the academic compo-
nent (‘Can I hack it?’) and the difficulties of balancing competing demands
(‘juggling too many balls’). Few had engaged in discussion with their man-
agers, and so it was a case of ‘second guessing’ their expectations.

Conversely, managers often provided quite different, and sometimes
contradictory and inconsistent, accounts. Responsibility for the selection
of candidates varied, although all the managers said they were clear on
their selection criteria. Paradoxically, however, often none of the criteria
were applied to the ENB 941 candidates. Even where there were some
explicit expectations and a purposeful and planned process was adopted,
decisions were still usually based on generic criteria rather than those spe-
cific to the care of older people. Generally, there was no assessment of
candidates’ needs and no discussion about their respective expectations.
Thus, the extent of pre-course planning and support for nominees in mak-
ing the right educational choice was severely limited in most instances.

Ironically, the reasons candidates asked for CPD were often those that
their managers considered inappropriate. For example, time out was seen
as a legitimate reason by most nominees, while their managers thought
otherwise. There was also evidence of, largely unintended, bias and dis-
crimination, particularly relating to nominees with family responsibilities,
those working on nights and/or occupying junior positions.

Despite the random selection process, most managers had expectations
of the nominees post-course, although these were not communicated to
the nominee (n = 16). Managers also had very limited knowledge of the 
current ENB 941 despite many of them having completed the course 
previously. They were largely unaware of nominees’ concerns, especially
relating to the academic components of the course.

Coming out: perceptions immediately post-course

‘Coming out’ presented the views of the nominees and their managers
immediately post-course. These data provided useful insight into nomi-
nees’ experience of the curriculum and importantly the receptivity of the
practice milieu post-course. The support nominees received from man-
agers varied with some being aware of the nominees’ experiences and
outcomes while others had very limited or no knowledge. Nonetheless,
even when managers were aware of nominees’ plans for change, support
was rarely planned. For the most part, managers remained unaware of the
quality of the nominees’ educational experience, tending instead to report
how they themselves had benefited from CPD.

Interestingly, these interviews highlight the potentially negative effects
of CPD for managers and nominees alike, findings not previously reported
in the literature. For nominees, these difficulties related to their personal
circumstances, while for managers the tension between supporting CPD

Illuminative case studies 111



Qualitative Research in Health Care112

and maintaining practice was problematic. Nominees also perceived the
practice environment to be compromised, demonstrating levels of insight
that the managers rarely displayed with respect to nominees’ personal cir-
cumstances. These differing perspectives highlight the lack of discussion
and planned follow-up, creating frustration in some nominees who were
keen to share the benefits they had gained. Indeed, while motivation was
considered an important factor, a supportive practice milieu figured
prominently as a potential barrier to improvements in care.

Reaping the benefits: perceptions six months post-course

This chapter has presented nominees’ and managers’ accounts of the
effects of the ENB 941 six months post-course, providing further insights
into its outcomes and the receptivity of the practice milieu. Managerial
support remained limited and unplanned, with most managers displaying
scant knowledge of the benefits of the nominees’ course. This was reflect-
ed in their tendency to speak in general terms about themselves rather
than focusing on the nominee. The ENB 941 continued to positively affect
four of the six nominees, who identified benefits immediately post-course.
These practitioners all worked in areas where the practice milieu was more
receptive and initiatives were encouraged. Consistent with the literature,
the benefits of CPD appear more likely to be realized in a climate that
encourages and facilitates autonomy. While the range of benefits often
went unnoticed by managers, some noted benefits that were not men-
tioned by the nominees, such as an interest in furthering their education.
These findings highlight the value of interviewing both managers and
nominees. Consistent with the nominees’ accounts, managers also
observed a more individualized approach to care, although this was the
only benefit on which both parties were agreed. Interestingly, it was not
until six months post-course that managers noticed a more positive atti-
tude towards the older person, whereas nominees indicated that their
attitudes had altered immediately post-course.

The importance of a receptive practice milieu was now mentioned by
both managers and the nominees, who interestingly emphasized differing
aspects. Understandably perhaps, managers highlighted organizational
change, while nominees centred on the lack of managerial support and
limited resources. Managers also reflected the difficulties of introducing
technology as part of care in a climate where the traditional view of nurses
at the bedside prevailed. Interestingly, those managers who were more cir-
cumspect about the benefits of the ENB 941 also tended to emphasize the
deficits of the curriculum. Nominees’ enthusiasm for change was difficult
to sustain, particularly where the practice milieu was less receptive.
Certainly, motivation appeared to be a key factor in whether the benefits
of CPE were fully realized, as noted in the literature.



Both groups of informants again reported the negative outcomes of the
ENB 941 and CPD. CPD was thought to raise aspirations causing nominees
to seek work in other areas and diminish resources further, or to create dis-
appointment and frustration if change was not realized. While a matter of
conjecture, staff may have been denied continuing education to prevent
them from seeking opportunities elsewhere. Another significant finding is
that education had, for some, made their role less rewarding, with their
efforts to introduce change creating tensions and distress. Understandably,
owing to the negative effects of their experiences, these practitioners were
now disillusioned.

What is of interest here is that the data obtained immediately post-course
and that six months later varied to some extent, with both nominees and
managers reporting differing emphases. This highlights the potential value
of ongoing evaluation. However, once again, there was little evidence of a
systematic structure to evaluation in any of the practice settings. Even in
supportive environments, well planned and rigorous procedures for
appraisal were not in evidence, with most of the canons of good practice
identified in the literature review being conspicuous by their absence.

Carrying it on: perceptions 12 months post-course

Nominees continued to benefit from the ENB 941, though fewer men-
tioned the benefits at this interview than previously. However, one
participant described benefiting from the course for the first time. This
suggests that reflection plays an important role in realizing the benefits of
CPD for some participants. Positive outcomes continued to be evident
including holistic assessment and challenging stereotypes, as well as a fur-
ther interest in education and increased confidence and maturity. This was
particularly the case amongst more mature nominees who had previously
doubted their academic abilities.

The practice milieu as a barrier to change continued to feature and was
more prevalent than at any other time post-course. The emphasis now firm-
ly centred on the lack of managerial support, their random nomination and
the managers’ inability to advise on the suitability of the ENB 941.
Paradoxically, even when nominees were managers themselves, they
remained indifferent to the support needs of other ENB 941 candidates,
possibly suggesting a cycle of indifference.

Conclusions

This chapter has presented an account of a journey of discovery and 
learning that led to a PhD. In relaying this journey, every attempt has been
made to retrace the research steps with accuracy to produce a detailed and,
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wherever possible, unsanitized account. The background to the develop-
ment of this study clearly suggests that a multitude of factors influenced the
choice of design and methodology – personal, practical and philosophical.
These factors had a bearing on the available choices and the decision-
making process, and are measures of the multiple and often competing
demands in which real-world research is often conducted for, while under-
taken as part of a formal programme of study and scholarly driven and
resolute, this research did not occur within an academic vacuum divorced
from the complex reality of practice. Indeed, as has been illustrated, the con-
verse was true.

Integral to the PhD thesis was a reflexive account of the research process
(Ellis 2001). This reflexive account not only served in recounting the story
of events here but, of significance, was instrumental in maintaining the
integrity of the research. Science would have us believe that reality may be
subject to control, as in the RCT (Ellis et al. 2000). Real-world research, and
particularly qualitative research, is inherently messy, which requires cre-
ativity and imagination on the part of the researcher, particularly in
upholding the integrity or validity of their research. Illuminative case-study
research represents such an attempt.
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CHAPTER SIX

Ethnography

Introduction

The aim of this chapter is to give the reader an introduction to ethnogra-
phy. In doing so, the chapter will consider the key elements of ethnography
and, through an example research study, how it can be applied in attempt-
ing to answer a research question. The chapter will also consider some of
the difficulties I experienced while undertaking an ethnographic study.

Ethnography is concerned with culture and cultural knowledge. In an
attempt to understand a particular culture, we must strive to understand
people from a cultural perspective. It is not true that culture can only be
studied from a qualitative perspective. Frequently in the media we are
presented with the latest findings about what percentage of a given
group in society behaves in a certain way. This is the application of sta-
tistics and a mathematical approach to the study of culture. It can give
great breadth to our understanding. However, this book and this chapter
are concerned with gaining a deeper understanding through qualitative
research.

Qualitative study of culture requires that we understand what people do
and say, how they relate to one another, what they believe, what their cus-
toms and rituals are as well as how they interpret their experiences.
Attempting to gain such a deep understanding may often require that
breadth of understanding be sacrificed. The beginnings of contemporary
ethnography were marked by studies of far-off civilisations by western
anthropologists who produced their descriptions, or ‘ethnographies’, of
those cultures. These pioneering ethnographers had a focus to their study,
and it was a focus on one cultural group that allowed such depth in their
findings.

The ethnographic approach, its focus and outcomes have a great deal to
offer nursing and health care. Patients and nurses are members of cultures
and as such a great deal of how they think, behave and interact may be
determined by culture and can be revealed and explained through ethnog-
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raphy. Thus, ethnography is a highly useful method that has been applied
to such groups in order to understand what has traditionally been very dif-
ficult to articulate – the special and often invisible art of nursing. One
particular example is Savage’s (1995) study of interactions between nurses
and patients; however, many more exist across health care specialities and
patient groups and can be found listed at the end of this chapter.

It is through applying ethnographic methods in new and challenging
contexts that the approach has undergone expansion and refinement, and
so it continues to evolve. This dynamic communicates the real world of
research, its challenges and complexities, its paradoxes and compromises.
Some of these will be addressed in this chapter.

Overview of my focused ethnographic case study

As part of my postgraduate studies, I was required to undertake a research
study. I chose to investigate the cultural context in which learning from
critical care education programmes might be applied. I hoped that this
might help to inform the educational programme content of such courses.
Below is an overview of the study and its background.

Recent literature considering critical care in the NHS has acknowledged
that the critically ill are not just to be found within the walls of intensive
care units (ICUs) but in increasing numbers across acute clinical areas,
such as the medical and surgical ward. Clearly, the increasing severity of ill-
ness in the acute-ward area demands a great deal of the nursing staff in
these busy areas. Comprehensive Critical Care (DoH 2000), which is the near-
est thing critical care has to a national service framework, laid down many
mandates in relation to the changing face of critical care. Amongst these
were educational mandates for nursing staff in acute-ward areas, namely
that they should receive training to deal with the increasing numbers of
critically ill in their care. My study took place in the context of these 
and many other changes in nursing, health care, critical care and nurse
education.

Within the literature, there is an unequivocal assertion that continuing
professional education should, ideally, influence practice and improve
patient care. However, the relationship between education and practice, or
theory and practice, is an energetically debated one. The theory-practice
gap, as it has come to be known, carries with it the ideas that just because
theory exists this does not mean that practitioners know about it, under-
stand it, that it is applicable and helpful to practitioners or that it is refined
and informed by the changing practice of nursing.

It was my contention at the beginning of the study, and, for some time pre-
viously, that developing and facilitating successful educational experiences
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for practitioners requires that the educationalist understands the context
in which the practitioner will go forward and try to apply what they have
learned. Building on the work of Rogers and Shoemaker (1971), three
main concepts have been distilled and found to be associated with success-
ful adoption of innovation and learning in practice. The concepts can be
defined as follows:

• Compatibility is the degree to which the programme content is compati-
ble with the needs of the nurse and the organization.

• Relative advantage is the degree to which the learned material is per-
ceived as better than that which it supersedes.

• Practical applicability is the extent to which learned material can be
applied, trialled and experimented with in the real-life practice of 
nursing.

Without understanding the real-life experience of working in the cul-
ture of acute-ward care, I would argue that it is difficult, if not impossible,
to design new educational innovations that meet the perceived learning
needs of acute-care nurses and, more specifically, to offer content that is
compatible and offers relative advantage and practical applicability.

These concepts were used to form a tentative framework that guided the
formulation and conduct of the study (see Figure 6.1). These three concepts
were used within this study to inform a series of informal, open-ended inter-
views that probed the real-life experiences of nurses caring for critically ill
patients in one acute surgical ward chosen as a case-study area. It was hoped
that the study could reveal part of the culture of ward-based critical care
nursing and use this information to expand our understanding of how edu-
cation needs to fit with such culture and practice.
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practice

Figure 6.1 The relationship of educational content to care and professional practice:
the proposed conceptual framework that guided the study

The findings informed a more sophisticated view of these three con-
cepts and their possible relationship with nursing practice in a ward
culture. They also allowed a novel view of the issues and paradoxes ward
nurses faced when caring for critically ill patients. These have direct impli-
cations for the course content of educational programmes that might aim



to address the knowledge and skill deficits described in recent Government
reports on critical care. A more extensive discussion of the findings is
included later in the chapter.

Features of ethnographic research

Opinions about ethnography, its essential elements and what make good
ethnographies, are probably as numerous as ethnographers. It is not the
purpose of this section to give a full discussion of the literature pertaining
to ethnography, for this the reader is directed to the references in this
chapter. The aim here is to give a succinct description of what is seen to be
at the core of a study that makes it an ‘ethnography’ or leads one to
describe the approach as ‘ethnographic’.

Several key themes link ethnographic studies. These include:

1. a focus on culture
2. the researcher’s role in the study
3. the product of the study

A focus on culture

Culture is about the things that individuals have in common because they
share group membership. This membership does not exist in the formal
sense, through a written contract for example, but comes through shared
presence, knowledge, understandings, language, values and behaviour to a
greater or lesser extent.

It may be quite daunting to consider entering a culture alien to our own
and undertaking a formal study of it. Where does one begin? How much
does one probe, describe or try to understand? In reality, nurse ethnogra-
phers rarely enter a field with a very broad remit and a blank slate wishing
to undertake very holistic ethnographies. There is often a burning ques-
tion or specific personal interest. The researcher may ask, ‘How is stress
perceived and dealt with within a team of nurses?’ Nursing ethnographies
also often focus on a relatively well-defined group, or a large group that can
be justifiably reduced to a smaller case study for the practicalities of a
research study.

The researcher’s role in the study

The researcher is the one who is curious enough to ask questions, to be
interested and, in the final analysis, the one to possess the resourcefulness
and tenacity to make a study happen. However, the specifics of the 
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ethnographic researcher’s role are the concern of this section. The goal of
the ethnographer is to describe and understand the chosen culture. It is
not uncommon in anthropology to see solitary researchers entering the
chosen culture and staying there for some time. The reality for many con-
temporary nurse researchers is that time and resources set natural limits
on the study and the researcher’s stay in the culture.

During the stay, many types of data will be gathered to enhance under-
standing. In describing the data-gathering function of the researcher, the
reference to ‘researcher as instrument’ is often seen in ethnographic liter-
ature. This phrase is intended to convey that the nature of the data to be
collected is so enmeshed in the culture that it can only be gathered by one
who has some intimacy with the group being studied and with the infor-
mation shared within that group. Thus, the researcher is using individual
skills and qualities to achieve the necessary proximity or acceptance within
the group. Once this is achieved, the researcher becomes the conduit
through which data can be channelled.

While the terms ‘conduit’ and ‘researcher as instrument’ have been used
here, this does not mean that the researcher is cold, procedural and
detached from the data, or that there is a lack of any analysis in the field.
There is often an ongoing cyclical process of data collection and analysis.
Critical thought about the data as they are gathered challenges the
researcher to probe in different directions – asking previously unconsid-
ered questions as likely means of deepening and broadening
understanding. This critical thought may also involve reflection on how the
data challenge the researcher’s prior knowledge or assumptions about the
culture. The ability of the researcher to engage in such cognitive processes
is often described as ‘reflexivity’. This process involves comparing the
insider’s (‘emic’) perspective with the researcher’s own perspective as an
outsider (‘etic’). The terms ‘emic’ and ‘etic’, often used in ethnographic lit-
erature, also refer to what people are observed to do by the researcher as
outsider versus what they say that they do. The ‘reflexivity’ that results
from the dynamic between the two perspectives is thought to be synergis-
tic and helps in the creation of a third dimension, or a new perspective.

The ‘field’ and ‘fieldwork’ are said to be some of the hallmarks of
ethnography. The field is a physical setting, the boundaries of which are
defined by the researcher in terms of institutions and people, as well as
their associated interest. Fieldwork is a set of actual research tasks carried
out in a chosen setting or location. It is the role of the researcher to decide
on the nature of the field and fieldwork. Having done this, it is the
researcher’s job to gain access. Gaining access does not simply mean enter-
ing the building. It is the human contents of the building that the
ethnographer is really interested in. In my study, for example, gaining
access did not merely relate to obtaining legitimate ethical and managerial
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permission to undertake the study. In a very informal and tacit way, true
access to the field was gained by attempting to build a rapport with the
staff that might be part of the case study. This is characteristic of ethnog-
raphy since the extent to which the researcher is accepted within the group
may affect how individuals portray and share their knowledge, language
and behaviour, for example to someone who is an outsider.

‘Participant observation’ is often seen as the cornerstone of fieldwork in
ethnography. For nurse ethnographers undertaking research in clinical set-
tings such participant observation may present some challenges. I had
particular ethical and professional difficulties with this element, as will be
discussed below. An in-depth understanding can often only be gained
through asking questions of those in the culture under study. This may be
done informally as part of ad hoc interactions or in a more formal and struc-
tured setting, such as a tape-recorded interview that allows one to probe
individuals’ beliefs, knowledge, assumptions and the meaning of the lan-
guage and terms they use with each other. While questions may be
predetermined, as one explores the culture more questions may be gener-
ated as understanding is deepened and initial assumptions are exposed as
inaccurate ways of viewing the culture.

The product of the study

The product of research using this approach is referred to as an ‘ethnog-
raphy’. The ethnography may be descriptive or interpretive depending on
the aims of the study and what is already known about the culture. For
example, a researcher may attempt to describe a culture about which very
little is known. It might be acceptable to seek description before one tries
to understand some of the more complex or hidden issues about a culture.
However, if a relatively well-described culture is under investigation, the
researcher may seek more interpretive findings that explain complex phe-
nomena and give more depth to what is understood.

Another thing that will determine the nature of the ethnography produced
is its intended audience. For example, it may be published as a book for the
general population or, by contrast it may be very esoteric and written for a par-
ticular academic or professional community. The style, content, depth of
description and interpretation will all need to suit the receiving audience.

It is often customary in ethnographies to gather and present data that
give a pictorial, geographical or structural dimension to the findings. For
example, in my study I attempted to communicate the context of care by
describing the number of beds, nurses and consultants on the ward, the
complexity of the case mix and the recent changes in the nursing establish-
ment that had occurred because of long-term sickness and the retirement
or promotion of staff. Although some may present photographs, a picture
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of a floor plan or other diagrams, I omitted these since I tried at all costs to
preserve the anonymity of the ward I studied and such diagrams would have
made it more identifiable.

The description and interpretation of the culture can take several forms.
For example, a narrative informed by field notes may structure the text or, as
in the case of my study, the data were analysed and presented as a number
of themes that were salient within the culture and which related to the focus
of the study. To gain an insight into the way ethnographies are written, the
reader is advised to read some of the studies listed at the end of this chapter.

Summary

One could be forgiven for thinking that the concepts and elements pre-
sented above can be used to structure and guide a study one is planning to
undertake. However, such features do not merely come from rigidly draw-
ing up and following a plan – rather, one could argue that often they are
features that emerge within an excellent ethnography. They come through
genuine interest in a culture, the enthusiasm to learn about the ethno-
graphic approach and the tenacity to carry out an investigation, often in
challenging circumstances. The concepts do not link neatly to one anoth-
er. It is the author’s experience that, in attempting to study culture in
relation to the real world of nursing practice, these key elements present
major challenges, contradictions and dilemmas. These will be discussed to
some extent later in the chapter.

How I prepared for the study

The successful execution of many excursions, projects and innovations is to
a great extent reliant on careful planning. This section aims to provide an
explanation of the planning and conduct of the study. It includes some of
the philosophical and practical considerations that are integral to any
research. Such information is a vital part of any research report for the
reader who wishes to understand what was done and why.

The first step in planning the study was to decide on a research question
to give the study a focus. A series of aims was also developed to inform the
methods and directions of the investigation.

The research question

What should educational programmes aimed at preparing nurses in gen-
eral ward areas to care for the critically ill contain, and in what cultural
context might learning be applied?
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Aims of the study

1. To explore the real-life experiences of nurses caring for the critically ill
in an acute-ward area.

2. To explore the impediments to, and support for, the practical applica-
tion of compatible educational programme content in the everyday
clinical context.

3. To explore the nature of nursing the critically ill in the ward environment
and to identify what educational content might be compatible with this
nursing.

4. To explore what actions were employed, or might usefully be employed,
to make a positive difference in the experiences discussed (what relative
advantage is perceived).

5. To explore the extent to which the conceptual framework proposed in
Figure 6.1 can be informed, refined or reformulated following an inter-
pretation of the findings.

6. To discuss the findings of the study in the light of recent educational
mandates regarding education for critical care and broader substantive
literature.

The planning and conduct of the study is schematically represented in
Figure 6.2 below.

Articulating my frame of reference

To give a fully contextual view of the methodology it is important to discuss
the ‘frame of reference’ since it affected how the study was planned and
conducted.

A frame of reference is a structure at an abstract level. It is about the
logic and meaning that guides the development of a study and enables the
researcher to relate the findings to existing knowledge. A major compo-
nent of the frame of reference for this study is embodied in the conceptual
framework (presented in Figure 6.1 above) since this was derived from
existing knowledge found in the literature. The conceptual framework
served to provide a description and clarification of concepts.

However, a further important component of the frame of reference is
the researcher’s own ‘paradigm’, or belief system about the world. This rep-
resents: ‘How the researcher perceives a group of concepts relate together’
(Ellis and Crookes 1998). This aspect of the frame of reference is important
to document since it can help the reader understand the researcher’s
thoughts, reasoning and conclusions.

Because paradigms reflect beliefs about the world that cannot be proven
true or false, they are quite contentious and often highly personal. It
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Figure 6.2 Schematic representation of the planning and conduct of the study.

should be made clear that the beliefs expressed here are accepted as ten-
tative and conjectural and are part of a continuing philosophical debate.

Nolan and Lundh (1998) assert that paradigms are used to propose
answers to at least three sets of questions. The questions relate to beliefs
about reality (ontology), knowledge (epistemology) and research methods
(methodology). My view of knowledge and reality about this area of nurs-
ing was made up of several key beliefs and concerns:

• Formulation of conceptual framework
• Formulation of research question and aims

Return to literature reviewed,
additional literature and 
conceptual framework

Data analysis

Practical considerations
and limitations

Theory/conclusions

Data collection

Researcher’s paradigm Research question and aims

• Initial interest in the topic through its personal relevance and salience
• Informal, ad hoc observation and interactions with ward nurses
• Literature review

Findings

Methodology

Fieldwork/Process



• I was a lecturer-practitioner and had been charged with developing and
supporting education for nursing staff caring for seriously ill ward
patients. I believed that it was very important to provide education that
would help nurses improve the care of these patients.

• I believed that, because I was a practitioner, my understanding of the
complexities and difficulties was more up-to-date than some teachers
who worked as full-time teachers in higher education.

• I believed that education had to recognize and fit with the complexities
and difficulties that exist in the clinical area.

• I believed that there was much more to know about the everyday reality
of this area of nursing than I knew at the beginning of the study.

• I believed that understanding the clinical context of learners’ practice
allowed me to develop more congruent, relevant and applicable educa-
tional programmes, and I wanted to understand more. I also wanted to
help others within education, practice and possibly a wider circle devel-
op their understanding – which I felt was lacking in some areas.

• I believed that the reality of ward-based critical care was very complex,
contextual and dynamic. Such beliefs resonate with what LeCompte 
and Schensul (1999) have called an ‘interpretive’ or ‘constructivist’ 
paradigm:

interpretivists believe that what people know and believe to be true about the
world is constructed – or made up – as people interact with one another over
time in specific social settings (LeCompte and Schensul 1999).

Therefore, to truly know about this reality (my epistemology) would be a
difficult, if not impossible, goal; this was an uncomfortable realization. The
implication was that, through this research, I would only be able to construct

a view of real-life nursing. This was because the reality did not exist as a
fixed external situation. To view reality as fixed, external and therefore
measurable, it has been argued, is a belief from a very different paradigm –
that of positivism (LeCompte and Schensul 1999). Unlike positivism, the
findings of research influenced by constructivist, or interpretivist, beliefs
are not true in a probabilistic sense. Rather, they are more or less informed
and/or sophisticated. The constructs discussed in such research are not
fixed but can be altered through dialogue and over time leading to new con-
structions or views of reality. This also helped me become more aware of the
implications of my beliefs and what the results of research might lead to.

I believed that the process of seeking to increase understanding in this
area of clinical practice required that I got close to the staff and study their
beliefs, values and practices without attempting to control or manipulate
the setting or the subjects. Such closeness would have inevitably had a bear-
ing on the data collected, its interpretation and the findings of the study.
Thus, it was acknowledged that the research process would be affected by
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interactions and biases between myself, as the researcher, the subjects
under study and the data.

The interactions between subjects and the researcher are seen as impor-
tant within a constructivist paradigm. This is because:

the constructs or meaning systems of researchers, participants, and research
partners all carry equal weight, because negotiated meaning cannot occur
unless the researcher is a full participant in the process (LeCompte and
Schensul 1999).

Positivists who seek to be more objective and distant from the data-
controlling relationships and their effects would oppose such beliefs.

As discussed above, a feature of ethnographic research is reflexivity – or
critical thinking about different perspectives of the same issue. It is not
uncommon for researchers to dedicate sections of their ethnography to
reflexivity. (See, for example Savage 1995.) In this way, reflexivity is per-
haps made explicit. However, in my report, reflexivity was not set aside and
commented on in some discrete section as though a discrete act. Rather,
reflexive thoughts and my responses to them in formulating and conduct-
ing the study are to be found throughout the study integrated within the
discussion. This is because I perceived that such an integrated approach
allowed a more spontaneous uninhibited flow of reflexive thoughts to be
documented in amongst the discussion to which they pertained.

The conceptual framework for the study (Figure 6.1), interpretation of
how the components of the frameworks interact and finally my own 
paradigm (beliefs regarding ontology, epistemology and methodology)
contributed to the frame of reference for this study. This informed the 
formulation, conduct and, inevitably, the findings of the study. However,
the focus of this section is also to discuss the decisions made and methods
used in the study. It is important for the purposes of clarity to describe how
multiple factors came to influence the study methodology, and how this
was put into action.

As can be seen in Figure 6.2, there was a relationship between my beliefs
(paradigm) and the research question and study aims. However, this process
was at a fairly abstract level and these abstractions had to be converted into
a pragmatic plan for investigating the topic area chosen. What follows is an
account of the decision-making process around abstract issues as well as the
procedural actions of the sampling, data collection and analysis.

Why I chose a qualitative method

The literature review revealed that there was a limited understanding of
the reality of caring for the seriously ill in a ward environment and of the
necessary skills and knowledge.
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A decision was made that a qualitative approach was most suitable. This
was because of the limited understanding, and because there was no intent
to test theory, hypotheses or offer predictions, as might be the case in an
experimental design. Rather, the aim was to add to the existing body of
knowledge through exploration.

The term ‘qualitative’ has been used in many ways and can be confusing.
It therefore deserves clarification here. By ‘qualitative’ what is meant is that
the data collected were not of a mathematical or statistical type and were
analysed in a nonmathematical way. There is no standard approach
amongst qualitative researchers; however, they all share a commitment to
naturally occurring data. Furthermore, they occupy a paradigm with simi-
lar beliefs on reality, knowledge and naturalistic methods.

Qualitative methods are primarily concerned with in-depth study of human
phenomena in order to understand their nature and the meanings they have
for the individuals involved (Hunt 1991).

Within the qualitative paradigm there is great diversity and debate over
methods. Some argue that researchers should stick rigidly to particular
approaches, for example grounded theory or phenomenology, while oth-
ers argue in favour of mixed methods, or in the evolution or adaptation of
methods.

I have no problem with researchers tinkering with a given method or invent-
ing a new one. What I cannot abide is the author who claims to have used
grounded theory but whose end product is some kind of hybrid (Stern 1994).

She continues that the whole point is ‘within the parameters of science:
I really don’t care what you did, just tell me about it. I might learn some-
thing’.

The approach used within this study is described as qualitative, but it
was not rigidly adherent to any specific methodologic doctrine. Rather, it
was informed by case-study research and ethnography and as such was an
eclectic qualitative approach.

Most importantly, its employment was not aimed at measuring the cul-
ture of ward critical care, manipulating the environment or subjects, or
testing a hypothesis. Rather, the aim was to study the naturally existing cul-
ture in the ward and draw conclusions about what implications this had for
education.

Why ethnography?

The aim of producing holistic and contextual studies of naturally occurring
phenomena is what characterizes qualitative research. However, the
desired end product is what determines the type of qualitative method
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used. One of the goals of ethnography is to make that which is implicit
within a culture explicit (Streubert 1995).

Such descriptions of ethnography as a method to study culture drew me
to this approach. The idea of making visible what is hidden was appealing,
and the way in which an ethnographic approach is said to enable this made
good sense after I had grappled with thoughts of how best to understand
a foreign culture with all its secrets.

It was my conclusion that the assumptions, or cultural unawareness, of
those working outside ward areas may lead to erroneous conclusions about
the capabilities necessary or lacking in ward nurses. Furthermore, simply
asking ward nurses about necessary or lacking knowledge, skills or atti-
tudes may not be fruitful, since they may not be aware of what they do not
know. Put differently, they may be unaware of different ways of working
since they are immersed in one culture with its own ideology, traditions,
values and beliefs. However, to attempt to educate these individuals with-
out some understanding of the culture within which they work and from
which they will interpret the messages of the educator, one may argue, is at
best folly and at worst arrogant. This is perhaps further complicated by the
way I, as a researcher and practitioner, was immersed in different cultures
from those I intended to study.

The terms ‘emic’ and ‘etic’ are common terms in ethnographic litera-
ture and they are related to the ‘reflexive’ nature of this approach. The
emic perspective is the insider’s, or informant’s, view of reality. This view
of what is happening and why is important in understanding and accu-
rately describing situations and behaviours. The etic view is the outsider’s
framework, the researcher’s abstractions or the scientific explanation of
reality. The combination of these two views side by side produce a ‘third
dimension’ (Boyle 1994) rounding out the ethnographic picture. The two
disparate systems of knowledge mean that the ethnographic researcher has
not to take data at face value but instead consider them as a set of infer-
ences in which hypothetical patterns can be identified to provide
theoretical explanations.

Not just ethnography but an eclectic approach

Up to this point, the position taken and methodological decisions dis-
cussed have mainly centred on philosophical assumptions and abstract
concepts. However, putting such assumptions into a pragmatic plan for
action required consideration of what was possible within the time and
field available.

It was neither possible nor desirable to produce an ethnography of a
large number of acute wards. Furthermore, a study of the entire culture of
a ward would exceed the aims of the research since the aims were centred
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on nurses only and, in particular, the care of critically ill individuals. From
the conduct of such small-scale focused studies, various terms have
emerged to describe the kind of study undertaken. Thorne (1991) suggests
that nurse ethnographers rarely conduct whole ethnographies. Leininger
(1985) uses the term ‘mini ethnography’ to describe a narrow area of
enquiry. Morse (1991) argues that the term ‘focused ethnographies’ be
used to describe topic-orientated, small-group ethnographies. Examples of
such studies include Germain’s (1979) The Cancer Unit and more recently
Savage’s (1995) Nursing Intimacy.

Boyle (1994) relates that these ‘particularistic’ ethnographies focus on a
social unit or processes within a small group. They generally identify and
help us to understand the cultural rules, norms and values and how they
are related to health and illness behaviour. The term ‘focused ethnography’
has been used to describe this study, denoting that it had a specific focus
within the study of a culture.

The term ‘case study’ has also been used within the literature to describe
ethnographies. A case study is conducted in natural settings and is an in-
depth study of the singular. Such a study of focus and of the singular, in
terms of a small social group, may be criticized for failing to generate the
kinds of findings that contribute to evidence-based teaching. However,
Bassey (1999) cites Hargreaves (1996) when the former makes several
points in defence of educational case-study research.

First of all, the notion of evidence-based teaching may be simplistic.
Hargreaves, in a lecture to the Teacher Training Agency, talked of 
‘evidence-based teaching’. This, basically, translated into a very reductionist
and simplistic view of teaching and learning. He called for research which:

demonstrates conclusively that if teachers change their practice from x to y
then there will be a significant and enduring improvement in teaching and
learning (Hargreaves 1996).

Bassey’s response to this statement is that teaching situations are so var-
ied and complex that such statements can never be made with certainty.
Furthermore, that to say ‘do x instead of y and your students may learn
more’ is no minor change. However, we first need to understand the com-
plexities that prevent generalizations of certainty about teaching and
learning. Case-study research is advocated as one way to conduct an in-
depth study of complex natural phenomena. The findings of such studies
may feed professional discourse on these issues and may lead to theoreti-
cal assertions and what Bassey (1999) has called ‘fuzzy generalisations’.
This phrase acknowledges that exceptions to these generalizations must be
recognized. Understanding human complexity is paramount.

Pictured below (Figure 6.3) is a representation of the eclectic approach
utilized in this study.
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How I approached the ethical considerations

In general, health care research is viewed as an overall good (Mathews and
Venables 1998). However, there have been numerous studies in which
unethical conduct by the researchers has been discovered (Burns and
Grove 1993). When considering the ethical issues related to a study, it is
useful for researchers to employ some kind of framework. It is not my
intention here to discuss all the issues I considered; however, the frame-
work I used is worthy of presentation together with a practical example of
how its principles were carried through into the conduct of the study.

MacLeod Clark and Hockey (1989) suggest that the ethical considera-
tions of nursing research can be clustered under five headings:

• aims and purpose of the research
• unnecessary risks or inconveniences to patients or staff
• respect for confidentiality and anonymity
• competence of the researcher
• intended use of the research findings
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My major concern was to protect and reassure those who agreed to par-
ticipate in the study. The way I ensured informed consent was by using a
standard form with each participant interviewed. This is presented in
Figure 6.4.

Further ethical challenges emerged during the fieldwork, which are dis-
cussed below.
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Research consent form

Who is conducting the study and why?
My name is Lee Cutler. I am currently undertaking a masters degree in education at the
University of Sheffield. I am required to write a dissertation based on research I have 
conducted around the subject of education.

What is the study about?
The study aims to explore the real-life experiences of nurses working in acute-ward 
settings. It is hoped that this will lead to an understanding of what facts and items of
knowledge and skill might be beneficial for students if included in future critical-care 
education programmes aimed at ward nurses.

What will happen if you agree to be involved?
If you agree to be involved in the study, I would like to interview you about your experiences
of caring for critically ill patients in an acute-care-ward area. The interview may last up to an
hour and, with your consent, would be tape-recorded for future analysis.

I have read the above information about the study and:

• I agree to be involved.
• I understand that my participation is entirely voluntary.
• I consent to being interviewed (tape-recorded).
• I understand that I may withdraw from the study at any time without providing a reason

or without fear of bias in any way because of withdrawal.
• I agree to give consent for data from my interview to be used in the research report

and any subsequent publications that may come as a result of it, provided that the
data are anonymous.

• I am entitled to privacy and that I may refuse to answer any questions I am asked with-
out prejudice.

• I understand that the information disclosed in interview will be strictly confidential.
• I understand that the tape-recordings of the interview will be kept in a locked cupboard

and that only the researcher will hear them or read the transcripts.
• I understand that the tape will be erased at the conclusion of the study.
• I understand that if, for any reason, I feel that the conduct of the research is becoming

detrimental to anyone involved, I can contact those who have given the researcher 
permission to conduct the study

Signed:______________________________ Signed:_____________________________
Lee Cutler (participant)

Figure 6.4 Consent form used in my study.



Some challenges faced during the fieldwork

Many challenges face the researcher while planning, conducting and
reporting a study. In this section, I have attempted to share just a few of the
challenges I faced while conducting my ethnography. These challenges
were selected because they were particularly relevant to this methodology
and to those undertaking research as non-expert practitioner-researchers.

After planning the study and gaining permission to access the field, I
began my initial data collection. I had planned to observe the care of seri-
ously ill patients and then interview the nurses involved at the next
opportunity. Participant observation is seen by many as the cornerstone of
fieldwork in ethnography and has been employed in nursing ethnogra-
phies of acute and critical care previously (see, for example, Savage 1995
and Seymour 2001). It is central to identifying and building relationships
important for the future of the research. It is also an opportunity to attend
and witness events that outsiders would not be invited to attend and as a
way of seeing what people actually do.

I had come to believe that doing ethnographic research meant that it
was imperative to make participant observation a major part of my data col-
lection. However, attempting to turn this ideal into a reality was a learning
experience that highlighted an ethical dilemma.

I had contemplated the issues that I may face in my role as an observer
of nursing. I was concerned that I might be drawn into helping with care
or even leading care of seriously ill patients. This seemed possible since the
nurses knew me as a critical care nurse and a teacher of critical-care nurs-
ing. Therefore, they may perceive me as a source of help, advice and
expertise. I was also aware that nurses on this ward had called on col-
leagues in intensive care previously to help when they felt unable to cope
with the acuity of illness and level of care needed. I anticipated that it
might cause some conflict for me as a researcher and as a nurse. To stand
back and refuse to intervene or share knowledge in a situation could be
seen as a failure to act in the best interests of the patient and as a breach of
my code of professional conduct. However, to intervene might have signif-
icantly affected the nurses’ actions under observation. This would break
from the idea of naturally occurring data sought by qualitative researchers,
and I feared that the findings of my study might be affected by my inter-
vention with patients.

No amount of clear communication of ‘why you are there’ can ever hope
to prevent dilemmas of this nature. The responsibility one has to the
patient and to fellow nurses with whom one interacts cannot be simply put
to one side by stating ‘today I am here only as a researcher’. This is because,
when things go awry, you are in the situation as a participant observer. In
my research, the whole focus of the study was about when things go awry.
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My initial attempts at observation confirmed my fears: that being around
when patients became seriously ill made it difficult not to participate in a
way which significantly directed the actions of the nurses and the way the
situation progressed. I was asked to help and for my opinion about
patients.

As a result, my data-collection strategy was revised. Extensive participant
observation was abandoned in favour of less extensive ad hoc observation
of the ward followed by in-depth open-ended interviews with nurses.

A further issue relates to the challenge of observing nursing as a nurse
in the role of ‘etic’ researcher, that is as the ‘outsider’. On initial attempts
at observation, it became apparent that I was not a total outsider. I had
worked in acute care before, albeit a number of years earlier. Because of
this, much of what might have needed explanation to some researchers I
already understood to some degree. For example, the nurses used the
phrase ‘going off’. By this I knew that they meant deteriorating severely.
This made me question whether I was to some extent an insider looking at
situations from an ‘emic’ perspective.

During the study, I repeatedly returned to the texts I had read about
ethnography and in particular the concepts of ‘etic’ and ‘emic’. At the out-
set, it was my idealistic belief that it was possible for me to fully understand
the approach I was adopting and to employ it in quite a rule-governed way.
Experience of attempting this type of study is an invaluable way of learning
about the research approach. With experience, I concluded that a research
approach is more like a set of ideas and principles that need adaptation,
refinement and an open-minded stance by the researcher in order that
they can be applied in a range of situations.

Undertaking research is about learning. Not just learning about your
subject but also about the approach you are employing and, most chal-
lengingly, learning about yourself. My reflection, experience and further
reading helped me to understand and apply more usefully the notions of
emic and etic in my study. This was achieved by refining my view of these
perspectives and why they are important for the researcher to adopt. The
whole point of adopting an outsider’s perspective is to observe what peo-
ple actually do. This can then be compared with what people say that they
do. Thus, even if I am a nurse studying nursing, by observing what people
do rather than relying completely on what they say I can still bring an etic
perspective to the study. This is not to say that people attempt to inten-
tionally deceive researchers in their descriptions of what they do. However,
the way they describe what they do, the meaning they derive from it and
the emphasis they place on some occurrences may lead the researcher to
have a different understanding from that which one can arrive at through
a blend of observation and participants’ accounts. The right balance of
observation and interview will probably be different in each study.
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However, in finding the right balance, the aim is to explore both emic and
etic perspectives and in doing so compare each with the other in order that
any complexities, contradictions and paradoxes are exposed and made
more understandable.

A final challenge was managing the study within the time constraints. In
the fieldwork period of three months, I managed to perform seven inter-
views. If I had gone along with my original strategy of observation followed
by interviews of those observed, I would not have managed anywhere near
as many. This would have severely limited the data collected and the per-
spective gained. Savage (1995), who performed a larger-scale ethnographic
study of acute-care wards, used participant observation but also experi-
enced only limited success. Again, the constraint was time. He writes: ‘I was
unable to undertake the kind of prolonged fieldwork that characterises
orthodox anthropology.’

This also limited the scope of data collection and perspectives gained.
The main fieldwork was in the form of in-depth open-ended interviews,
which are the ethnographer’s most important data-gathering technique.

How I chose the study sample

Because the study was part of a master’s degree dissertation, resources,
researcher experience and time were more limited than they might have
been in larger-scale funded research. These impositions were key factors in
the decision to undertake a study of one ward as a case study rather than
several wards as a more wide-scale ethnography.

Initially, I had a naive belief that an ideal ward for study should be iden-
tified. The attributes of the ideal ward included such characteristics as
being relatively stable. By this I mean not in the midst of some structural,
managerial or staffing upheaval. A further criterion was that the ward reg-
ularly had patients who were critically ill, either pre-transfer to intensive
care, post-transfer from intensive care or who were critically ill and being
nursed on the ward on an ongoing basis.

I approached the senior nurse of a local intensive care unit (selected for
convenience) and asked for data on the ward that received most patients
from and referred most patients to the intensive care unit. I then
approached the director of nursing services and the nurse manager for the
surgical unit where this ward was situated in order to gain permission for
the study and to discuss the suitability of the ward for study. While Ethical
Committee approval was not sought, written permission from the director
of nursing for the hospital was given.

Perhaps because of my etic perspective and naivety about the state of
acute-ward services, I was unaware that my initial criterion of stability was
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rather idealistic and that the ward caring for the most critically ill patients
was also the ward with the least stability in many ways. This was the begin-
ning of my reflexivity in realizing my assumptions as an outsider.

Because of my intent to study the case in a naturalistic environment
rather than an outsider’s ideal environment, I decided to study the busy
surgical ward that I initially thought was in a state of upheaval. Further
details about the nature of the ward are given later in the chapter. For the
purposes of the study, the pseudonym of ‘Davy Ward’ was used.

As is customary in ethnography, I did not have a preset idea of the sam-
ple to interview, which eventually totalled seven qualified nurses from Davy
Ward. As is also typical, I began selecting participants to interview using a
fairly informal and pragmatic strategy. As I introduced myself to the ward
staff (many of whom already knew me to some extent), I explained my
study and gave written information and asked about the willingness of staff
to be interviewed and the practical possibilities of interviewing staff on
days that I had set aside for fieldwork.

Decisions regarding whom to interview were made using a judgemental

sampling technique, as well as simply who was willing and available for
interview on the allocated fieldwork days. Fetterman (1998) describes
judgemental sampling as ethnographers relying on their judgement about
the most appropriate members of the culture based on the research ques-
tion. An attempt was made to gain a range of perspectives from staff of
different clinical grades, educational levels, levels of experience and from
day and night duty in the hope that this would give a richer and more
holistic view. Many details were recorded about each nurse participating –
for example, age, clinical grade, years of experience, education level and
years working on Davy Ward. However, it was not an aim of the study to
compare and contrast the information given by the different nurses or to
draw conclusions based on assumptions about their grade, age or any
other factor. The details were merely used to inform future judgements
about sampling in order to avoid a predominantly junior or senior per-
spective, for example.

The seven interviews were performed over a three-month period, and
even this small number proved difficult because of the staffing levels and
workload. It was often unsafe to take staff away from the ward on busy
shifts, of which there were very many. Thus, to impose a rigid list of who to
interview would not have allowed the flexibility in interview scheduling
that took place. As it was, many of the interviews were not performed on
allocated fieldwork days but on my days off, ad hoc annual leave days and
in the middle of the night prior to a full working day.
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How I analysed the data

The interviews generated 101 A4 pages of typed, single-spaced transcript. I
undertook the majority of the transcribing, with transcription of excerpts
from each interview also being undertaken by a colleague in an attempt 
to ensure accurate representations of the spoken word in the text of the
transcript.

The reason I undertook the majority of the transcribing was that I expe-
rienced great difficulty in finding someone willing to transcribe for what I
considered a reasonable fee. One distinct disadvantage of performing the
transcribing was that it was very time-consuming. Each interview, which
averaged an hour, took around eight to ten hours to transcribe. However,
in doing the transcribing myself, the only limitation was my own time, and
the project was not held up through waiting for others. If I had undertaken
the whole process myself, I could have made erroneous assumptions about
what was meant in the spoken word and misrepresented this in the tran-
script. However, I asked a colleague to listen to what I considered to be the
more ambiguous or difficult-to-hear aspects of the tapes and give an opin-
ion of what the nurses were trying to communicate. A further method
employed to facilitate accurate representation was to give copies of the
transcripts back to the originating nurses and ask whether it was a true rep-
resentation of what they had said. The most positive outcome of
performing the transcribing myself was that during the process I began to
be immersed in the data, as part of the analysis process.

Moore (2000) outlines some general principles for analysing qualitative
textual data. These include the principle that analysis should be systematic
but not rigid. The literature on such strategies and methods is vast and, as
suggested by Moore, the importance of a system is paramount.

You should adopt an organised approach, pursuing lines of enquiry and
documenting your work as you go on (Moore 2000).

The systematic approach adopted in this study was an eclectic approach
adapted from several published guides on the topic (Moore 2000, Benner
et al. 1996, Burnard 1991). After much reading and reflection, I developed
this eclectic approach out of pragmatic necessity. As one relatively inexpe-
rienced at analysing data of this type I needed an approach that was
straightforward and simple to execute but that allowed for an exploration
of ideas as well as an ability to retrace my steps in the process.

The stages in the data analysis process are as follows:

Stage 1
Notes were made throughout the process of performing sequential inter-
views. Thus thoughts about the data were cultivated from the outset of
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fieldwork (Moore 2000). These served as a way of noting impressions of the
interview and ideas and theories to be explored in more depth later in the
process.

Stage 2
Transcripts of the interviews were made using a word-processor package
(Microsoft Word for Windows 2000), and a general feel for the data was
gained. Again, notes were made regarding salient themes or ideas and the
process of becoming immersed in the data began (Moore 2000). The tran-
scripts were aligned serially in a single document file and the pages
numbered. Copies of individual interview transcripts were sent to each
individual nurse interviewed. This was done in order that they could vali-
date that what they had said or meant by their comments had been
maintained during the transcription process.

Stage 3
The text was read through and notes were made in the margins of the text.
Rather than coding the text (Burnard 1991), it was named. Descriptive
names were developed and broadly defined for aspects of the text seen as
salient to the study focus (Benner et al. 1996). The process of naming and
the changing of names was undertaken in order to get closer to the mean-
ing in the text rather than focusing on marking the text using codes in a
more distant way (Benner et al. 1996).

Stage 4
A list of names was made, and the text was read again and again with the
location of the named text being entered in brackets next to corresponding
names. Thus, each name and brief description had bracketed locations of
all the text given that specific name. As the names were given, broad head-
ings were developed under which seemingly related portions of text were
grouped together. At this stage, these were tentative groupings.

Stage 5
When all text had been named, the names were worked through and repe-
titious or similar names were collapsed in order to reduce the number of
descriptive names.

Stage 6
Using the word-processor package, all the text was cut and pasted into cat-
egories according to its name. The page number from where it was cut was
entered in brackets next to the text in order that its original source was
identifiable. This was done so that if further exploration or clarification of
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the portion of text were needed its original context and the nurse who said
this could be referred to (Burnard 1991, Benner et al. 1996). This was pos-
sible because during Stage 1 all the interviews had been typed together in
a single document. Thus pages 1 to 12 were from interview one, pages 13
to 24 were from interview two, and so on.

Stage 7
Selected respondents were asked to check the appropriateness of the nam-
ing system. They were asked whether comments they made during their
interview had been appropriately named. This allowed for a validity check
(Burnard 1991) to ensure that the meaning of their comments had been
maintained and represented.

Stage 8
The writing-up process began, and the results of the analysis were related to
and compared with the literature in order to further validate, challenge and
compare the findings with the existing body of knowledge (Burnard 1991).

The data-analysis process initially resulted in five categories with various
related themes arranged under each category. These were reworked and
reflected upon and, although the five initial categories were retained, their
names were changed as their content was analysed in relation to the con-
ceptual framework (Figure 6.1). The findings are presented below.

What were my findings?

The three central concepts of ‘compatibility’, ‘relative advantage’ and
‘practical applicability’ from the literature were evident in the interview
data. Although these concepts were chosen as category headings, it was
often impossible to separate the three concepts within these categories.
Data from the interview transcripts are presented throughout the chapter,
in the form of verbatim quotes, to substantiate each category. The implica-
tion of the findings is discussed within each of the sections below.

Context

Conversations with the surgical manager and ward staff and attempts at par-
ticipant observation early in the study revealed background information about
the ward and the context of nursing. Some salient details are reported here.

The ward was a 34-bed acute surgical ward. It is given the pseudonym here
of Davy Ward. Eight consultants had beds on Davy Ward performing a range
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of specialist surgery. For numerous reasons, patients on Davy Ward were gen-
erally having increasingly complex and extensive surgery increasing their
dependency and morbidity and giving the ward a reputation for being one
of the busiest wards in the hospital.

At the time of the study (October to December 2000), the G grade sis-
ter was on long-term sick leave and the F grade sister had recently left. A G
grade sister from an adjacent ward was overseeing the ward but was soon
to retire. One of the E grade nurses was appointed as an F grade towards
the end of the study.

All the nurses interviewed expressed perceptions that many patients
were ‘highly dependent’ and ‘seriously ill’. The nurses’ experiences of car-
ing for these patients was the focus of the interviews.

Nurse 5: We seem to always have had, since the summer, two bays full who
are what I would say are medium dependency or high dependency patients.

The dependency of the patients seemed to be related to their care needs
and the severity of their illness.

Nurse 5: Recently, a gentleman was on the ward and he was very ill ... He was
overloaded, with fluid, grossly overloaded – about ten litres or more positive
balance; he’d got a low albumin. He was breathless. He was shutdown.

Many patients were undeniably very ill, and without a high dependency
unit within the hospital these patients had to be cared for in either the ICU
or the ward. It has been recommended that patients should be classified
according to the severity of their illness and need for support rather than
by location (DoH 2000). However, staffing to support this dependency was
inadequate.

Nurse 2: I can’t have one nurse looking after 12 patients when they are that
ill.

This has not been ignored in the reviews of critical care. However, the
issue of understaffing seems to have been eclipsed in many instances by a
focus on the need for education and training.

Ward staff cannot take on higher-dependency patients unless they are
trained and supported (Audit Commission 1999).

However, it is important to look beyond calls for training and examine
the context in which these nurses will attempt to learn and apply this in
practice. The high workload and lack of staff to undertake this work was
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evident throughout the interviews. The result of this seems to be two-fold.
First of all, there was a lack of time to care adequately for the patients – not
just those who are critically ill but also the rest of the patients on the ward.

Nurse 4: It was just the time element; having the time to give the care she
needed without compromising anyone else.

Secondly, there is the issue that even those who might have the right
knowledge and skills to care for the critically ill do not have time to use
them so they have limited ‘practical applicability’.

Nurse 5: What’s worrying is not having the time to use the knowledge and
skills. But I mean we do do it and I’m not saying that we are always in that
sort of state. But that is what it is often like on here. Bay 1 and 2 are some-
times just beyond what we can cope with.

The application of theory to practice is seen as the acid test of the suc-
cess of education (Jordan 2000). The notion of ‘practical applicability’
refers to the extent to which learning outcomes can be implemented.
However, to consider this concept as a measure of successful education or
even to judge the quality or appropriateness of the education in relation to
its impact in practice is simplistic. This is because it would appear that
there is inadequate time to apply critical-care knowledge and skills to the
situation and decide on an appropriate course of action.

The NHS Plan (DoH 2001) promises ‘more staff’ and ‘more time’.
However, meanwhile perhaps the ‘sub-optimal care’ described by
McQuillan et al. (1998) is related to the lack of time and staff on acute
wards. Nurses described letting patients down.

Nurse 5: That is what really worries me – that somebody who’s just had rou-
tine surgery will just be completely neglected because you are dealing with
high-dependency patients.

There seems little recognition in the literature of the nursing impact on
seriously ill patients, with McQuillan et al. (1998) and NCEPOD (1999)
focusing on medical practice. The nurses on Davy Ward, however, seemed
acutely aware of their contribution, potential contribution and often,
because of staffing, inability to make contributions.

Once we acknowledge the pervasive informal nursing role of frontline quali-
ty monitoring, managing breakdown, system repair and team building, we
can build in supports and sanctions for nursing performance of this role
(Benner et al. 1999).
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This role seems underplayed in the larger scheme of modernizing critical
care. One of very few comments regarding this in the literature was made
by Youngs (1998) in a letter to the editor of the British Medical Journal:

We now seem to rely on the ward nurses to call the ‘physiology police’ but
with more than eight patients per trained nurse on the medical and surgical
wards, detection of something physiologically abnormal is not reliable. I am
sure this hospital is not unique in this situation. To have any chance of
improving the quality of acute medical care on general wards there must be
either fewer patients or more medical and nursing staff.

The inadequate staffing levels did not only seem to affect the patients
but also the carers. Working on the ward was seen as stressful, even 
frightening.

Nurse 5: I mean really we should have [more staff] we are not just here to run
around. It really worries me sometimes, I mean we’ve got to live with that
[failures in care] then haven’t we?

The emphasis placed on recruitment and retention in critical care docu-
ments (DoH 2000, Audit Commission 1999) and the proposed link between
burnout and nurse attrition (Nolan et al. 1998, Williams et al. 1998, Price
Waterhouse 1988) mean that the stress of nursing on wards seems a very
important issue for managers, educators and policy makers to consider.

Being busy limits practical application of learning. However, one expe-
rienced nurse gave an interesting perspective on this issue. Her comments
support the value of educating staff who are ‘very busy’ and highlight the
way in which there can be ‘relative advantage’.

Nurse 2: I would say it’s being busy and having to cut corners that sometimes
makes using such knowledge advantageous. If you’re cutting corners, you
need to know which ones you can cut safely.

It seems that there is a paradox here. The nurses claim that there is no
time to apply knowledge and skills, yet this nurse claims that, if applied,
they might buy time for the nurse not least because of preventing patient
deterioration.

Compatibility

‘Compatibility’ has been defined as the degree to which learning is com-
patible with the needs of the nurse and the organization. ‘Needs’ might be
seen to exist because there is a lack of knowledge and skill in an aspect of

Qualitative Research in Health Care140



practice that offers ‘relative advantage’. However, for such aspects of prac-
tice to be ‘compatible’ they have to be congruent with the way nurses
perceive their role. Within this category illumination of compatible educa-
tion was achieved. However, the complexities of compatibility as a concept
in clinical practice were also highlighted.

Patient assessment and monitoring were prevalent themes. It emerged
from descriptions of experiences. Thus, knowledge and skills of assessment
were seen to offer ‘relative advantage’ and ‘practical applicability’ as well as
being ‘compatible’. In some instances, the nurses described noticing
salient abnormalities:

Nurse 2: I came on the late shift to find him semi-comatose. His respirations
were about ten and his oxygen saturations were 78%. His chest was dreadful
with fluid you could hear [without a stethoscope] ... and the drain was full of
air so he had obviously perforated [his bowel].

On other occasions assessment did not include findings the nurses
‘came across’. Rather, the assessment and monitoring were more deliber-
ate and routine.

Nurse 4: We had to do regular observations on her and especially saturations
because they kept dropping.

Assessment was a prerequisite for action. The action may have been
intervening autonomously or calling for help or review by another health
professional.

Nurse 5: I alerted the doctors to his predicament in the first place. I mean,
we were monitoring him and they wouldn’t have known anything about it if
we hadn’t told them ... we were doing his urine output regularly and his
blood pressure etc.

Potential ‘relative advantage’ was also evident where lack of assessment
led to deterioration.

Nurse 7: Well, he’d got a central line in. He’d got an infection from it – no
observations done, no temperature done, so we’d not picked up on it.

A range of published literature reports on the ‘relative advantage’ of
nursing assessment and identification of significant abnormal physiology
in ward patients. This supports the ‘compatibility’ of assessment with nurs-
ing (Cioffi 2000, Russell 2000, Benner et al. 1999, Gibson 1997, Daffurn et
al. 1994, Franklin and Mathew 1994, Benner 1984).
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Assessment was one example from a range of aspects of practice, the full
listing of which is beyond the scope of this chapter. However, a number of
other aspects of practice were less clear-cut. The perspective gained from
the study highlighted the complexities that might be experienced in
attempting to encapsulate compatible skills and knowledge in educational
interventions, as well as the conflict that nurses face in daily practice.

The complexities of including compatible educational programme content
were made real when it seemed that the nurses experienced internal conflict
over what was and what was not their role. It seemed that some of the nurses
exhibited an ideal and a contradictory real view of what caring for the criti-
cally ill necessitated in terms of their role. Nurses described thinking that in
an ideal world they should not have to advise junior doctors about what to
prescribe but the reality was they had to, and this caused internal conflict.

There was also conflict between nurses and other staff about their role.
An example of this was where pharmacists gave nurses the explicit message
that nurses should be checking doctors’ prescriptions. This was not limited
to pharmacists; medical staff also gave out similar messages; however, some
medical staff also told the nurses ‘that is my job, not yours’.

Other examples were discussed during the interviews and offer an
interesting perspective on the notion of compatibility and role perception.
If nurses are to be prepared for critical care, their role and scope of prac-
tice needs to be represented in the educational content. That is, education
needs to be compatible. However, with conflicting messages over what
nurses should and should not contribute to care, the issue of compatibility
seems complex and contradictory.

Benner (1984) discusses nurses believing that drug-prescribing errors
should not happen. They were seen as system failures. They were the ones
who often noticed such errors and advised the physicians on corrections.
But they did not talk with pride about this aspect of their role. This is per-
haps the paradox of making a difference but feeling ashamed about it, or
denying its legitimacy as part of nursing.

For the sake of economy, we need to avoid documenting the obvious and
agreed-upon issues and focus our search on the confusing and conflicting
ones (Benner 1984).

The Department of Health has related the importance of competencies
over professional boundaries in the delivery of safe, efficient and effective
critical-care services (DoH 2000). Earlier, in Clinical Governance (DoH
1999), they also argued that organizations in which quality is likely to thrive
are characterized by a determination to break down barriers between pro-
fessional groups. This is no easy task when beliefs about what nurses
should and should not do are so contradictory and so deeply entrenched
(Cutler 2000a, 2000b).
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Collaboration

The essence of this category is about the nature of collaboration in the
process of caring for the critically ill. A large part of nursing the critically
ill on Davy Ward seemed to involve working with medical staff. However,
features of this resonate with those from the last category with nurses dis-
cussing the way reality did not fit with their ideology that ‘doctors should
know’ and that nurses should not have to advise them.

Nurses talked frequently about the lack of knowledge and skill of Pre-
registration House Officers (PRHOs) and Senior House Officers (SHOs).
This was significant for them because these were often their first, or only,
line of medical support when a patient became seriously ill.

Nurse 3: So when you tell a doctor that the reading [central venous pressure]
has changed, they say ‘Oh right – what should it be?’ They don’t even know.

There was an evident perception of relative advantage here. The advan-
tage being that, even if a doctor does not, the nurses may know and the
sharing of knowledge under such circumstances may benefit the patient.

Benner et al.’s (1996) chapter discussing the nurse-physician relation-
ship, and earlier work (Benner 1984, Stein 1967) acknowledges how the
nurse provides a back-up system for deficits in medical knowledge and
practice. Despite an ideology that ‘doctors should know’, they too begin as
novices, and they can learn a great deal from experienced nurses, but only
if they collaborate (Cutler 2000b).

It was apparent on Davy Ward that nurses often made a difference in the
care of the critically ill by advising and teaching PRHOs. However, there is
an interesting paradox here. It seems that nurses on Davy Ward were aware
of the lack of knowledge amongst PRHOs. They were also aware that in
sharing their knowledge and experience with the PRHOs both the doctors
and the patients benefited. However, this was strongly at odds with their
belief that ‘doctors should know’.

It is also worth noting that the advising and teaching of PRHOs by 
nurses was part of normal practice for more senior or experienced nurses,
not novices. In the process of the study, it became apparent that the things
that made a real difference (‘relative advantage’) were evident in more
experienced nurses. Preparing nurses for practice, one could argue, is not
just about teaching aspects of practice. It is also about the awareness of the
paradoxes of reality and may involve challenging ideologies, being mindful
of experience and how role perception and the wisdom of nurses changes
with experience.

Looking at this issue from a different perspective, one could argue that
nurses should not have to teach doctors, and that from the first category
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(‘Context’) it was apparent that they had too much to do already. Another
answer might be having more senior doctors on hand to help educate the
PRHOs and review the more seriously ill patients. However, in the case of
the staff on Davy Ward, getting any doctors to perform timely reviews of
patients was often difficult. This was another feature of the collaboration,
and lack of collaboration, that took place. The doctors often failed to
review patients that the nurses thought were deteriorating.

Nurse 2 : The drain was full of air so he had obviously perforated [his bowel].
It had been relayed to the doctors in the morning about ten o’clock that he
wasn’t well, and at four o’clock we finally got him reviewed by a senior regis-
trar who then called in the relatives and said that he wasn’t for resuscitation.

The publication of McQuillan et al.’s (1998) study on sub-optimal ward
care was followed by letters to the British Medical Journal’s editor; one
noted:

nursing staff on general medical and surgical wards identify a significant
number of patients whom they feel warrant admission to a high dependency
or intensive care unit. Worryingly, most of such patients identified during
this audit were not reviewed regularly by experienced medical staff (Ringrose
and Garrard 1998).

Benner et al. (1996) identify abilities of nurses that tended to facilitate
physician review. The abilities include having a strong clinical grasp and
judgement of the situation, knowing the doctors and having developed
relationships with them and being skilled in making a case that the patient
needs review. Such abilities should perhaps be a standard part of critical-
care nurse education.

In the light of difficulties in summoning doctors to review critically ill
patients, the nurses on Davy Ward described how they often stepped out-
side the medical prescription or acted first and told the doctor later.

Nurse 1: Well, say, for example, a patient comes back from theatre and they
are hypotensive and their oxygen saturations have dropped, and we would
put some oxygen on and speed their drip up and then we get in touch with
a doctor.

The nurses described the relative advantage this brought to care and the
need to know when to step outside the medical prescription. Clauses in the
Code of Professional Conduct (UKCC 1992) centre on ensuring no harm
comes to the patient via action or omission. In the complexity of real life
on busy hospital wards this double-edged sword put the nurse in a very dif-
ficult position. Acting outside the medical prescription and making a
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positive difference in doing so is not a skill that one might expect from a
novice nurse. This again seems to support the notion that teaching this
ability is extremely difficult (Benner et al. 1999) not least because it may
well have low compatibility with the role perception of novice nurses.

Educational preparation for these abilities requires the educator to take
account of the complexities of practice and the trajectory of learning and
experience that nurses might travel. Much of the relative advantage dis-
cussed in this category challenges the ideology that ‘doctors should know’
and highlights the subtle but important nuances of clinical nursing that lie
outside what might be thought of as the traditional and legitimate role of
the nurse (Cutler 2000b).

Relative advantage

‘Relative advantage’ has been defined as the degree to which the learned
material is perceived as better than that which it supersedes. This category
focuses on perspectives on how and why knowledge is empowering in prac-
tice and, in contrast, how lack of it was perceived as disempowering for the
nurses. This category also focuses on nurses’ awareness of a lack of knowl-
edge and skill, as well as a lack of awareness since these gave an additional
perspective on relative advantage.

One nurse demonstrated how her knowledge of falling oxygen satura-
tions helped inform her clinical judgement about a seriously ill patient.

Nurse 4: We had to do regular observations on her and especially saturations
because they kept dropping, and obviously if they drop – why are they drop-
ping? Did she need suction? Has she got her humidified oxygen on proper-
ly? If a junior nurse was there and the sats dropped, they would probably
think ‘her sats have dropped – let’s get a doctor’ and, through no fault of
their own – because I’ve been there – they don’t think about what could be
wrong.

To call a doctor in the case of falling oxygen saturations might seem
appropriate action. However, in the context of Davy Ward, because of the
difficulties of getting timely responses from doctors, to act first and tell the
doctor later might be more appropriate. It was also argued by the nurses
that autonomous actions by them, for example performing endobronchial
suction, might preclude the need to have a doctor attend at all. The relative
advantage of clinical judgement is obviously in deciding what the problem
is and deciding on an appropriate course of action.

Clinical judgement is not just about knowing the facts of oxygen satura-
tion, what is normal for example; it is much more than that (Schon 1987).
It requires reasoning about open-ended clinical situations that might 
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present as unique cases (Benner et al. 1999). The literature on clinical
judgement portrays a picture of a complex interplay of cognitive processes
with the ‘messyness’ of reality (Schon 1987). It could be argued that such
abilities are very different to the behavioural competencies some might
assume are the goal of the mandates outlined in the Comprehensive Critical

Care document (DoH 2000).
In this sense, relative advantage, through clinical judgement, offers a dif-

ferent perspective on practical applicability. It might be seen not just as a
characteristic of the taught/learned material but also as a concept that is
related to the way in which the material is taught and learned. Without the
opportunity and support to utilize learned material in practice, it may have
no practical applicability. It may remain an abstract cognitive item, for
example – ‘normal oxygen saturations are above 95%’. Benner et al. (1999)
note that much of clinical learning about complex clinical situations is
acquired ‘on the job’ and is taught informally by preceptors. The challenge
in education is to bring this marginalized learning into planned educa-
tional programmes (Benner et al. 1999, Schon 1987).

The nurses discussed knowledge around a range of subjects that they
perceived offered relative advantage as well as compatibility and practical
applicability.

Nurse 2: Knowledge about fluid overload and fluid challenges. I think fluid
challenges are important to know about because there is a fine line between
a fluid challenge being beneficial and the patient becoming overloaded and
needing Frusemide, and that happens a lot on our ward.

All the nurses discussed fluid management. This has been acknowl-
edged as a serous issue in the care of seriously ill ward patients, not least
because it has been shown to cause preventable morbidity and mortality
(NCEPOD 1999). Hence, there is an obvious relative advantage. Other
areas included physiology, disease, pharmacology, family care and more
technical aspects, such as care of central venous lines.

In some cases, nurses were aware that they had a skill or knowledge
deficit:

Nurse 2: We do have patients on here that are really ill at times, and it goes
beyond our knowledge and for somebody to come along and say ‘you need
to be doing this’ or ‘watch for this’ or ‘have you checked so and so?’. That
would be lovely.

A notion underpinning the research approach as an outsider was that to
make assumptions about what nurses needed to know or be able to do
might potentially lead to a misinformed curriculum. However, to ask, and
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simply rely on, the nurses’ perceived needs might overlook skills or knowl-
edge that they were not aware of. This phenomenon has been referred to
as ‘secondary ignorance’, that is ‘They do not know what they do not know’
(Benner et al. 1996). This was evident when one nurse was discussing cen-
tral venous lines:

Nurse 3: Well, there is only the sister who flushes them [central lines]
because she’s been on the course ... I don’t know really – I’ll probably learn
it on this study day. At the minute, we just hope it is all right and just leave it
alone.

This ‘hope it is all right’ approach is an indication of secondary ignorance.
In the paradox of not knowing about one’s limitations, an outsider is

perhaps required to give additional insight. However, if all curriculum con-
tent was decided by an outsider, one might not take account of the context
in which learning has to be implemented. Or indeed acknowledge the
impediments to clinical application. Outsiders also suffer ignorance in that
they do not know about the context of insiders’ practice.

In defence of ethnography, Boyle (1994) argues that the combination of
emic and etic views side by side produce a ‘third dimension’ rounding out
the ethnographic picture. It seems that the same could be said of the com-
bination of insiders’ and outsiders’ perspectives on educational
programme content, that they produce something more rounded and
holistic than if either had chiefly informed the curriculum alone.

An ideology of learning

This category focuses on evident ideologies about learning discussed by
the nurses. Ideology here refers to ideal and abstract views (SOED 1973).
It could be argued that these ideal and abstract views are important for
educators to consider, since they allow some understanding of the per-
spective nurses may bring to teaching/learning interactions.

Very salient were the nurses’ negative views of some formal education
programmes they had undertaken. While commenting on a degree-level
surgical-nursing course, one nurse related:

Nurse 1: I didn’t get out of it [the course] what I thought I’d get out of it. I
expected too much of it I think ... I think it should focus more on physiolog-
ical problems and the things we see on the ward, the things that happen with
our patients. I think we should look at situations that arise, but we didn’t.

Not all views expressed about formal education programmes were neg-
ative. However, many views indicated that the courses were not seen to lead
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to learning that offered practical applicability, compatibility and relative
advantage. One nurse succinctly related this:

Nurse 7: I come out and think, ‘I have not learned anything from that’. You
have got to be able to bring it back and apply it to what you are doing.

Such views are supported in the broader literature. Integrating Theory

and Practice in Nursing (NHSE 1998) sought the views of all stakeholders in
education and identified some key issues that require consideration in
future educational planning. These included what was described as
‘upward academic drift’, which was similar to the perception of universities
not being practice-orientated. The ability to provide educational support
for learning in practice, the skills or practice component of education pro-
grammes diminishing and the question of whether nurse teachers should
still practise clinical nursing were also thought to be key.

Some of these themes were echoed in the transcripts, for example the
nurses expressed a belief in the value of clinical experience in learning.
Nurses were asked how they had learned to care for critically ill patients.

Nurse 4: I wouldn’t really say I got anything from my nurse training. I know
that sounds shocking coming out with that but ... I think mostly from just
being on here.

Experience was valued by nurses, and lack of experience was seen to be
a major factor related to a lack of clinical knowledge and abilities. However,
the nurses did not reject teachers but rather expressed the view that they
could be of great value in facilitating learning from practice in the clinical
area. They also complained that this was not formally supported and that
preceptorship was poor on Davy Ward. An experienced nurse said:

Nurse 1: When nurses are newly qualified, I don’t think they are well pre-
ceptored. I think they get thrown in.

It seems that there is a great potential to learn from the experience of
caring for the critically ill (Benner et al. 1999), especially if this experience
is augmented by sharing and analysing experiences with other nurses and
educators. However, the relevant educators were mainly engaged in 
classroom-based teaching activities. The novices, who required most sup-
port and had most to learn with regard to critical care on the ward, were
left to experience without adequate support.

The benefits of teachers returning to practice and supporting clinical
learning have been outlined elsewhere (NHSE 1998, Glossop et al. 1999).
However, at present there is little formal support for such endeavours. The
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paradox here, it could be argued, is that until those responsible for formu-
lating and delivering nurse-education programmes are closer to practice,
both geographically and ideologically, their approach may be at odds with
those whom they wish to educate. In their over-reliance on classroom
teaching, they may fail to deliver education that is informed by the clinical
practice from which they are so far removed. The risk is that practical appli-
cability, compatibility and relative advantage fail to feature highly enough
in the formulation of course content and the orientation of formal learn-
ing experiences. Edmond suggests a growing realization of these issues:

Education for all practice disciplines is about to undergo a paradigm shift
whereby the value of practical education and experience will be better under-
stood, more rigorously analysed and integrated with professional knowledge
in the constructions of personal professional knowledge and identity
(Edmond 2001).

The future will enable valid judgements about this prophetic assertion.

Conclusions

This study did not set out to confirm that the nurses on the ward would like
to know, for example, how to safely care for central venous catheters. It was
taken for granted that such elements of knowledge would be useful, yet it
was assumed that there is much more to know about the everyday reality of
nursing the critically ill. The aims of this study were to develop a deeper
understanding of the clinical context of learners’ practice, because of a
belief that it would enable the development of more congruent, relevant
and applicable educational content.

Despite espousing the idea that ward-based critical-care nursing is com-
plex, it is now acknowledged that some rather simplistic assumptions
informed the researcher’s previous perspective. Amongst them was the
idea that ‘practical applicability’, ‘compatibility’ and ‘relative advantage’
(Rogers and Shoemaker 1971) were simple concepts that would emerge
from the data as monoliths informing future educational practice and the
content of educational programmes. What was discovered instead was a
range of very complex issues, such as discussed above, as well as some inter-
esting paradoxes.

The paradox of ‘practical applicability’ related to an evident perception
that there was inadequate time to apply learning in practice. However,
applying learning in practice, in relation to the critically ill, might actually
buy some time through prevention of deterioration and knowing what
could safely be omitted from care at very busy times, for example.
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The paradox in relation to ‘compatibility’ centred on the contradictory
messages that came from nurses, as well as other members of the multi-
disciplinary team, about their perceived roles and responsibilities with the
critically ill. Nurses even contradicted themselves about what they believed
and understood their role to be. As a result, this made the issue of what
they needed to know and apply in practice quite complex.

A paradox in relation to ‘collaboration’ was that nurses expressed the
opinion that they should not have to advise and guide junior doctors –
‘they should know’. But at the same time they acknowledged that in reality
they often had to advise and that developing certain types of knowledge
would put them in a better position to do this. This was a paradox of the
ideal scenario versus what the real world demanded of them in order to
keep patients safe.

The paradox in relation to ‘relative advantage’ was focused on the diffi-
culty of discovering what knowledge and judgements would offer relative
advantage to the practitioners. Insiders may suffer from what has been
called ‘secondary ignorance’ (Benner et al. 1996). That is, ‘They do not
know what they do not know.’ Conversely, outsiders may not understand
the complexity and paradoxes within the local setting and may make
assumptions about what can be transferred from the ICU or high-
dependency unit (HDU) setting, for example. This highlights the lack of
depth and maturity that ward-based critical care faces. Greater study, cur-
riculum development and evaluation are required before such assumptions
and ignorance can be overcome. However, this may be made all the more
difficult because of the final paradox.

The paradox in relation to ‘an ideology of learning’ is about the differ-
ent values and beliefs that practitioners and educators, outside the hospital
culture, seem to espouse in their attempts to improve the situation. Clearly,
each may fail to see the validity of the other’s perspective, and the situation
may see little rapid improvement. This is particularly the case when clini-
cians put little faith in university-based education, accusing university
teachers of ‘upward academic drift’ and when university teachers perceive
that a lack of an application of learning is the fault of the learners (NHSE
1998). Such complexities and paradoxes present major challenges.

The world is so awash in paradox and contradiction that each of us is forced
to choose on a daily basis whether we are going to deal with the simultane-
ous validity of both sides of the same continuum or whether we are going to
deny one side or the other (Wacker and Taylor 2000).

I would argue that the first step in dealing with these paradoxes and the
issues they raise is acknowledging that the paradoxes exist. The presence
of such paradoxes, however, cannot be assumed to exist in all staff and in
all acute-ward areas. It is important that certain acknowledgements are
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made about the study findings here – primarily that this study was small
scale and, in being a case study, was a study of the singular (Bassey 1999).
One may be justified in arguing that because of this the findings cannot be
generalized. However, Bassey (1999) writes of ‘fuzzy generalisations’ that
he explains are statements with built-in uncertainty. This is not built in as
an admission that the findings of case-study research are frail. Rather, it
acknowledges that the complex realities of everyday interactions and com-
plex social phenomena cannot always be manipulated and predicted.
Understanding their complexity and contradictory nature is paramount.

Despite best efforts to describe the intricacies of the study, it is neither
desirable nor possible, because of the nature of reality, to reproduce the
study. Thus, a major limitation is that the study stands alone as a snap-shot
of Davy Ward through the researcher’s eyes and the words of the nurses at
the time of the study. Since the study, two welcome changes have been
seen: a critical-care outreach team has been established and plans for a
high-dependency unit have been accepted.
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CHAPTER SEVEN

Phenomenology

Introduction

This chapter considers the use of phenomenology as a useful research
method for understanding better some of the hidden and personal issues
that may be present in the health care relationship. The author, who is a
nurse lecturer, has an abiding interest in the use of qualitative research
methodologies in health care. This chapter describes phenomenology as a
research method and as a philosophy, and offers it as a way forward in
measuring the possible effectiveness in the counselling relationship. It is
divided into two distinct parts: first, a discourse on the elements of the
research method and, secondly, a description of a research study carried
out into the nature of the caring relationship between nurses and their
patients.

Phenomenology as a research method

This chapter describes a research method that may be of use to the heath
researchers in helping better understand the issues surrounding their work
and, indeed, the actual effectiveness of the care they give. The first part of
this section explores the methodology and the philosophical paradigm
underpinning it; the second part considers some studies that used phe-
nomenology as their method of enquiry.

Theoretical framework

As with any inquiry, it is the way exploration is undertaken that is the key
to its success or otherwise (Field and Morse 1985, Cormack 1991, Stevens
et al. 1993, Parahoo 1997). What of researching issues such as health care?
If we take the view that caring is an individual subjective interaction
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between two persons, it may be that an understanding and measurement
of that process, and any movement within that process, go beyond the lim-
its of conventional or quantitative research methods. It is arguably
impossible to use traditional quantitative research methods to understand
the complexity of human nature. People cannot be reduced to simple
numbers, as might be the aim of quantitative research methods; we need a
research method that originates from a different and person-centred para-
digm, and this paper offers phenomenology as one possible way forward.
The writer has used this methodology to increase understanding in nurs-
ing care and believes that this methodology may help researchers to
explore the attitudes, feelings and beliefs of the person undertaking the
caring process.

Phenomenology

Phenomenology uses the lived experience of the participants; in this case,
the participants of the counselling relationship. As such, it explores the
feeling and beliefs of individuals involved in that relationship. Heidegger,
in Jensen (1993), believed that experiencing the world around us is the
same as caring for it. He spoke of ‘stimmung’ or attunement; this attune-
ment when focused upon care states that care gives an existential quality
which gives meaning and rhythm to all experience. In order to understand
as fully as possible the ways that persons undertake counselling, it is impor-
tant to explore the life worlds of those persons. Drew (1989) suggests the
life world consists of the ‘social, practical, experiential: a taken-for-granted
dimension’ that can be frequently overlooked by researchers, particularly
those who come from a positivist, reductionist perspective.

In order to help understand the ways that people interpret their indi-
vidual worlds, a qualitative approach that is inductive (theory generating)
is described. This methodology uses a phenomenological approach, which
attempts to understand the human life world as the individual experiences
it (Omery 1983).

Phenomenology is both a philosophy and a research method (Ray 1994).
Imanuel Kant first described it in 1764, in a scientific context, as the study
of ‘phenomena’ and ‘noumena’ (Cohen 1987). This was then usefully sum-
marized by Roche:

We do not experience the external world purely, as it were. Our sensory expe-
rience of it is always and everywhere structured in terms of the categories of
space and time, which are not, themselves, derived from experience.
Categorical-sensory knowledge is thus limited and bounded; it is not capable
of direct access to the external world as it is itself. Man only knows the appear-
ances of things, never the things in themselves: that is to say, he can only ever
know ‘phenomena’ and never ‘noumena’ (Roche 1973).

Phenomenology 155



Phenomenology is therefore the study of phenomena or the appearance
of things. This chapter will now briefly consider the emergence of the phe-
nomenological movement. This, it is hoped, will help place the
epistemology of this methodology in context and introduce some of the
key issues in terms of validity and rigour, and help underpin its choice as a
possible method for this type of human study. The term phenomenology
was first used in 1764 relating to a variety of contexts from religion to phi-
losophy. But it was Immanuel Kant’s theory of phenomenology that truly
started the phenomenological movement. The term ‘movement’ is an accu-
rate one in that it has undergone change and development both in its
understanding and indeed usage. It is very interesting to follow its devel-
opment and to understand the influences that shaped its life. Spiegelberg
(1960) divided the movement into three distinct parts that he called: the
preparatory phase, the German phase and the French phase.

The preparatory phase

The preparatory phase was driven by Franz Brentano (1838–1916) and by
his first prominent student Carl Stumpf (1848–1936). Brentano wanted to
answer questions using philosophy that, in his view, organized religion
could no longer answer. He was also concerned with making psychology
truly scientific. Two of Brentano’s central tenets were particularly key to
the later phenomenologists. These were the concepts of inner perception
and its value. He was also the first to discuss the concept of intentionality.
Intentionality is the notion that everything that we consider to be psychical
refers to an object; for example we cannot hear without a sound or we can-
not believe without believing in something.

The German phase

Edmund Husserl (1859–1938) and latterly Martin Heidegger (1889–1976)
directed the German phase. Husserl studied under and later worked with
both Brentano and Stumpf. Husserl took his idea of phenomenology
through several important stages of development. The first phase saw him
explore equally the objective and subjective elements of experience. Later
it was subjectivity that dominated his philosophy and was considered to be
the source of all objectiveness. Husserl, like Stumpf earlier, became partic-
ularly concerned with rigour, this concern in direct opposition to the
growing pre-war German hostility towards science.

Following the First World War, Husserl redirected his work. He wanted
to create a philosophy that would restore contact with deeper human con-
cerns. He then truly rejected the positivist paradigm. A central part of his
new radicalism related to the important emergence of the concept and
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practice of phenomenological reductionism. Reductionism in this sense
relates not to positivistic oversimplification but to the desire to obtain pure
and clear phenomena that can be obtained by a naive attitude to the sub-
ject or thing.

The purpose of this reduction is to aid critical examination before our
pre-existing belief and understanding enters in. Husserl used the Greek
term epokhē (epoch) for this concept. Reduction involves two stages. The
first, eidetic reduction is reduction from facts to general essences. Husserl
used the mathematical metaphor of bracketing for this suspension of
belief. The second stage, phenomenological reduction proper, frees phe-
nomena from all trans-phenomenal elements. (The ‘epoch’ in modern
research terms now refers to the bracketing out of internal prejudices, 
prejudgements etc.)

As Husserl’s career moved towards its final stages, two further impor-
tant concepts emerged. These were as a direct influence of the growing
band of followers that were interested in phenomenology. The first was
‘intersubjectivity’. This concept declares that a so-called plurality of subjec-
tivities exist that makes up a community which shares a common world.
The second concept is that of the ‘life world’. This concept identifies that
our everyday experience is not immediately accessible to us. We take so
much for granted that we do not see what surrounds us (Omery 1983).

The Husserlian tradition is concerned with the nature of knowledge and
asks the epistemological question of ‘how we know’. It emphasizes a return
to reflective intuition to describe and clarify experience as it is lived and
constituted in the consciousness. Husserl believed that the personal, indi-
vidual reality of the researcher could be put aside when analysing the data,
by bracketing or holding it in suspension, thus making the research valid
and true from the research subject’s own personal viewpoint. Without
bracketing, the data will be contaminated with the researcher’s preconcep-
tions. Martin Heidegger was another philosopher who is associated with
the phenomenological movement. He came to Husserl first as student then
as assistant. Heidegger saw phenomenology as a new means of finding
solutions. Heidegger never considered phenomenology as truly integral to
his philosophy, which was concerned mainly with ‘being’ and ‘time’. Later,
Heidegger became involved with the Nazi movement and essentially drift-
ed, perhaps not surprisingly, away from Husserl, who was a Jew. Heidegger
suggested that everyone is a self-interpreting being, therefore existing
hermeneutically, finding significance and meaning in their everyday world
(Ray 1994). Heidegger, and later Gadamer, moved the philosophical
debate from epistemology to ontology, which asks, ‘What is it to be?’
Ontology is concerned with a way of ‘being’ in a socio-historical world
where the fundamental dimensions of human consciousness are expressed
through language (Ray 1994).
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‘Hermeneutics’ means interpretation. Gadamer (1989) developed
Heidegger’s views and suggested that ‘truth’ is not objective knowledge as
might be believed within the positivist tradition; instead, it encompasses
the experience of being human. Subjective reality is, therefore, a legitimate
way to inform the interpretation of the human phenomenon, that is things
cannot be separated from the experience of them, and interpretation can
only make explicit what is already understood.

The predominant feature of ontological hermeneutic philosophy is the
‘hermeneutic circle’. The three basic tenets of the circle are:

• That we come into the world with a background, which is given to us by
our culture from birth and presents a way of understanding what is real
for a person.

• Pre-understanding is our structure of ‘being in the world’ and means
that we come to a position with a history and a story, which cannot be
bracketed or suspended. It is always with us in the world.

• Co-constitution means that we are constructed by the world in which we
live, and at the same time construct the world from our experience and
background.

Nothing can be encountered without reference to a person’s background
understanding, from which any interpretations are made. According to
Heidegger, in Ray (1994), understanding is a way of being, not a way of know-

ing, and our capacity to understand is rooted in our own definitions of
‘being in and of the world’ or ‘Dasein’ (being already in the world).

The hermeneutic circle is essentially that understanding is made from a
given set of structures that cannot be eliminated but can only be corrected
or modified. The hermeneutic approach therefore does not just acquire
new knowledge, rather that which is already understood comes to be inter-
preted. The central and key distinction between Husserlian and
Heideggerian approaches to researcher conduct and position is that,
unlike Husserl, Heidegger believed that presuppositions are not to be elim-
inated or suspended. He believed that these helped interpretation of
meaning within the phenomenon.

The French phase

Phenomenology shifted base during the early part of the Second World
War to France and, following the war, phenomenology has become the
dominant philosophy in France. It was Gabriel Marcel (1889–1973), Jean-
Paul Sartre (1905–1980) and Maurice Merleau-Ponty (1907–1961) who
became the most prominent figures at this time. These three philosophers
developed the concept of phenomenology beyond that of previous
thinkers. For instance, Sartre, who was a novelist and playwright prior to his
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work as a philosopher, used the term ‘existentialist’ in preference to ‘phe-
nomenologist’. He stressed individuals’ responsibility for the creation of
their own world. Sartre’s goal was to use the ideals surrounding phenome-
nology to understand and was more concerned with practice than he was
with theory. Merleau-Ponty was more concerned with the rigour and
methodological issues than his friend Sartre.

The key issues remain today the same as they did for the founding
fathers of phenomenology. It is the essential search for understanding the
phenomenon that is important to the phenomenologist. Social scientists
wishing to fully understand things and events have adopted and adapted
phenomenology as a response to the realization that phenomena need to
be studied in context rather than in isolation (Omery 1983); this is partic-
ularly true in the study of personal attitudes and beliefs. The value of
phenomenology is that it is a method that aids the understanding of the
human experience – not exploring reality itself but what reality is perceived

to be (Moustakas 1994). Although there are many ways of transforming
experience into knowledge or understanding (which is what this study aims
to do), phenomenology is considered as being a particularly effective
means of doing so (Reinharz 1983). It captures the experience in a specif-
ic context and attempts to make explicit what is implicit (Oiler 1982).

This philosophy often corresponds with the practitioner’s personal 
philosophy and values. The notion of co-constitution is a predominant fea-
ture in the philosophy and can enable the research method to focus on how
the individual in counselling may interpret their ‘being’ in the context of
the counselling relationship.

The philosophy as a research method

The aim of the method underpinned by this philosophy is to uncover hid-
den phenomena and meanings, by interpreting frequently taken-for-
granted shared practices and common meanings, or what is not immedi-
ately manifest in our intuiting, analysing and describing (Omery 1983). The
researcher develops a philosophical understanding, to see what is other-
wise concealed. Understanding is not about correct procedure but is found
in the hermeneutic circle. This means that the researcher brings personal
pre-understanding to the text since this cannot be bracketed out (Ray
1994). The researcher therefore participates in the interpretation process
and making the data. This approach, as Knaack (1984) notes, is in contrast
to the scientific method, where the researcher passively receives knowledge
and is unconnected (or as unconnected as possible) with the object.

In phenomenological study, an attempt is made to understand another
person’s subjective experiences and feelings by study of their field of
expression. The field of expression is made up of speech, expression, 
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gestures and intonations (Bassett 1994). The process of understanding
occurs, according to Thibodeau (1993), when ‘simultaneity’ occurs, that is
the sensation that the streams of consciousness of both the researcher and
the researched flow along a temporarily parallel path. The ‘stream of con-
sciousness’ described by the research subjects is unique to them. Schutz
(1967) describes his concept of phenomenology of the social world as being
the study of lived experience from the unique perspective of the individual
engaged in the experience. Benner (1985) considers the phenomenological
approach as being of great use to health care research; she states, ‘No laws,
structures, or mechanisms offer higher explanatory principles’. I believe that
the use of this technique can provide a deeper understanding of how indi-
viduals in counselling perceive their role in the process and may give insights
into ways that they may change as a result of the counselling process. The
thoughts and feelings of the co-researchers (research participants) at a par-
ticular time are unique, and circumstances affecting the respondents will
never be exactly the same again. It can therefore be argued that anything said
on a specific day can only be viewed as being relevant at that time. There will,
however, be much information and material recorded that will provide
meaningful and useful research matter and enhance insight into the way the
respondents view and experience the caring process.

I believe that it is the holistic nature of this type of research that is its
strength. Chinn (1985) supports this view and points out that quantitative
research has weaknesses that are the real strengths of qualitative research.
Tatano Beck (1994) believes that, following years of logical positivism dom-
inating health care, a philosophy that is congruent with the holistic and
interactive characteristic of caring relationships is required. She offers phe-
nomenology as providing a ‘better fit’ conceptually with health care
relationships. A qualitative methodology allow people to explore each
other, takes into consideration their very humanity and acknowledges all
influences, allowing the ‘specialness’ of the individual to be revealed and
interpreted. Hermeneutic phenomenology offers a potential framework to
guide the researcher through the process of understanding the expressed
experiences of individuals. This can lead to a deeper and clearer under-
standing of the effectiveness of counselling.

Phenomenological methodology in nursing research

There is a growing tradition towards the use of phenomenology in nursing
research. Several studies will be considered as they show the power of this
approach to enquiry. All of the studies at some stage allude to the inade-
quacies of positivist research methodology when exploring the areas of
their individual studies and specific research questions. As mentioned
above, it is essential that the methodology chosen matches the question
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asked (Field and Morse 1985, Cormack 1991, Stevens et al. 1993, Parahoo
1997). Subjects for phenomenological research that support its use in this
type of study have included:

Caring for a patient: a phenomenological enquiry (Thibodeau 1993): This study
explores the lived experience of caring for a parent. Thibodeau states that
it is genuine understanding of a situation, not the categorization of that
situation that is of importance to nursing. In her study, she interviewed
family members and used a multicase, comparative, situational analysis
design. Ten family units were selected for inclusion; emic (individual per-
ceptions of the experience) descriptions were juxtaposed with etic (other
people’s perceptions of the experience) descriptions. The experiences of
caring for a parent can be extremely difficult to explore. Those family
members who had few demands on time, space and energy perceived the
experience of caring for a parent as a positive experience. However, mem-
bers of some other families described negative emotions. Her research
findings revealed important information that had implications to help
nurses and social workers to care better and to provide focused resources
for social assistance. The findings could also add to the debate surround-
ing health policy at a central level with many elderly parents being cared
for at home by their children at a much-reduced cost to the taxpayer.

Nurse-teachers’ attitudes to research (Bassett 1994): In this study, I explore the
perceptions of nurse-teachers relating to research education for student
nurses. Using phenomenology as the research methodology, I was able
to explore the controversial and often intensely difficult issues sur-
rounding the personal abilities and attitudes of the teachers towards
practice-based research education. The study revealed a great deal of
insight into the changes in nurse education and how they were dealt
with by those effected by the move from hospital-based to university-
based education.

Critical care nurses: ethical dilemmas — a phenomenological perspective (Bassett
1995): In this study, I was able to help reveal some of the extremely per-
sonal and complicated ethical dilemmas faced by nurses caring for those
patients who are critically ill. Six intensive care nurses were surveyed to
explore their beliefs relating to care of critically ill patients. They spoke
of issues relating to professional empowerment, feelings of impotence
and powerlessness, and a deep desire to care for the patients in a highly
focused way.

A hermeneutic study of the experiences of relatives of critically ill patients (Walters
1995): In this study, Walters asked 15 female family members of critical-
ly ill patients about how it was to see their relative in the intensive care
unit. The research participants revealed potent new insights into the
lived experiences of family members of critically ill patients. These
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insights help intensive care nurses to understand the issues and prob-
lems faced by visitors.

A phenomenological study of the nature of empathy (Ballie 1996): This study
explores the perceptions of empathy in nurses from surgical wards.
Themes are developed and insights relating to the empathic relationship
between patients and nurses are given. A number of interesting areas
are identified in the research, such as differences between the literature
and the nurses’ actual perceptions, the perceived value of life experi-
ence of patients and nurses in enhancing understanding. Finally, the
study suggests that, to develop empathy, nurses need a natural ability to
empathize and also require some experience in both nursing and life.

Ethical problems in nursing the terminally ill (Bassett 1996): This study con-
siders the lived experiences of nurses caring for terminally ill patients in
a hospice setting. The respondents expressed moving insights into the
difficulties of caring for patients in the final stages of life. In doing so,
the research provides valuable insights into this stressful care setting
enabling nurses and managers of care to explore ways of providing sup-
port for nurses in cancer/palliative/terminal care settings.

Clinical learning experiences and professional nurse caring: a critical phenome-

nological study of female baccalaureate nursing students (Kosowski 1995):
This phenomenological study analyses and describes how 18 nursing
students learnt professional caring during their education process.
Highly intuitive aspects of individual nursing experiences were identi-
fied by the respondents in this research that has the potential to inform
the approaches of teachers, clinical nurses and managers to organizing
and enhancing care programmes.

Using a phenomenological research technique to examine student nurses’ under-

standings of experiential teaching and learning: a critical review of

methodological issues (Green and Holloway 1997): This study examines
the respondents’ attitudes towards and understanding of the sometimes
controversial educational methods relating to experiential teaching and
learning. The students voiced clear definitions of what experiential
teaching and learning was to them. They expressed the abilities to trans-
fer experiential teaching and learning situations freely to other
experiences, both classroom and clinically based.

Experience of social support in rehabilitation: a phenomenological study

(Natterlund and Ahlstrom 1999): This study explores the experiences of
37 patients suffering from muscular dystrophy. The researchers wanted
to understand the issues relating to the social support available to the
patients when engaged on a rehabilitation programme. The findings
expose the real and personal issues experienced by muscular dystrophy
patients. Many important insights were gained that could then be incor-
porated into future rehabilitation programmes.
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This list is certainly not exhaustive, but shows the kinds of issues that
have been considered as best suited for phenomenological research
methodology.

Phenomenology does not attempt to provide an answer; indeed, there may
not be an answer. What it can do, however, is provide a greater level of under-
standing of those issues. All practitioners need to consider ways of improving
their effectiveness to their clients and also need to move towards the ability to
prove cost-effectiveness of their services. It is true that other methodologies
could be used to explore the above research situations. However, to begin to
understand the intensely personal issues surrounding complex subjective
occupation, care, and hard-to-penetrate, difficult and inaccessible areas of life,
phenomenology has no real methodological rivals. If one truly wishes to
understand the phenomenon at hand, phenomenology is a powerful way of
exploring intensely personal and hidden aspects of life.

Nurses’ perceptions of care: a phenomenological
study

Following on from the previous section, this chapter will now use a study
as an example of how this type of research may be used in real practice.
This study explores how 15 qualified nurses and six students understand
care and caring. It uses phenomenology as its method and describes the
emergent themes of the co-researchers using extracts from their inter-
views. Fifteen categories of meaning are highlighted, which are then
collapsed into five themes: ‘making a connection’, ‘encouraging auto-
nomy’, ‘giving of oneself’, ‘taking risks’ and ‘supporting care’. The findings
are compared with the literature and implications for practice are made.

Literature review

The literature review was carried out using the electronic databases
‘Cinahl’ and ‘Medline’ using the keywords ‘care’ and ‘caring’. The data-
bases were accessed for the years 1970 to 2001. The citations available in
the search were 2,231 articles that matched the search criteria. A carefully
selected sample covering nurses’ perceptions of care are offered below.

Nurses’ perceptions of care and caring

Larson (1986) uses a caring assessment instrument (CARE-Q) to measure
oncology nurses’ perceptions of what they thought would make the patients
feel cared for. The study revealed that it was the expressive humanistic
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behaviours that ranked highest, such as listening, comforting and express-
ing sensitivity.

Dyson (1996) carried out a study aimed at eliciting nurses’ conceptual-
izations of caring attitudes; to do this she utilized the repertory grid
technique. This method of inquiry examines the research participants’
own individual perceptions of incidents, events and people. The partici-
pants, nine in all, were all hospital nurses. She concludes that caring is a
combination of what the nurse does and what the nurse is. In her research,
significant themes emerged, these include ‘consideration and sensitivity’,
‘honesty and sincerity’, ‘general approach’ and ‘giving of oneself’. All of
the above characteristics underline the importance of the humanistic and
psychosocial aspects of care within the caring process. On the question
‘What is the nurse like as a person?’ strong themes emerged, including con-
sideration and sensitivity, giving of oneself, and the nurse’s general
approach. On the question ‘What does the nurse do?’ work style was con-
sidered to be a key component. Important themes emerge, such as having
time for patients, appearing unhurried and being in control.

Coulon et al. (1996) carried out research to explore the meaning of what
‘excellence in nursing’ meant to nurses themselves. They sent open-ended
questionnaires to students in their first year of study and to registered nurs-
es who had previously graduated from hospital-based nurse-education
programmes: 156 respondents in total. Responses revealed that at all times
the patient was at the centre of the nurses’ concern. This concern was
grounded in professional practice, delivered both competently and in
holistic care for the patients and their families.

Rittman et al. (1997) asked oncology nurses what skills and attributes
they used in caring for their patients. Data collection consisted of narra-
tives written by six nurses – all with at least five years of oncology nursing
experience. They were asked to write about an experience that taught them
something about what it means to care for a dying patient. Themes were
taken from the narratives and were interpreted in the following ways:

• knowing the patient and the stage of illness
• preserving hope
• providing for privacy

The cornerstone for oncology nursing was considered to be the provi-
sion of privacy while dying.

McQueen (1997) explores the verbalized experiences of 12 nurses relat-
ing to the care they provided for their patients. Following analysis of the
data, the following themes were identified as being of relevance to care:

• direct patient care
• caring for patients having a pregnancy terminated
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• caring for patients having a miscarriage and problems with fertility
• caring for terminally ill patients
• caring for patients who are emotionally upset
• caring for patients behind a façade
• caring for relatives
• caring for the nurse

In summary, the nurses, in describing their work in great detail, high-
lighted the importance to them of a high level of interpersonal and
humanistic care for the patients in their workplace.

Critical-care nurses were included in a study by Bush and Barr (1997), in
which 15 nurses were asked to describe their lived experiences of caring.
Caring in the critical-care area was revealed to be ‘a multidimensional,
complex process involving assessing and addressing patients’ and their
families’ unique needs with the goal of improving the patients’ condition,
and acknowledging nurses’ living out of caring ways in their own lives’.
Four categories were drawn from the research. These were:

• nurses’ feelings
• nurses’ knowledge and competence
• nurses’ actions
• patient and family outcomes, and nursing rewards

For the 15 nurses involved in the exploration of the caring activities in
their daily work, caring was seen as a series of processes consisting of an
affective process, a cognitive process, an action process and an outcome
process.

Methodology

As with any inquiry, it is the way that the exploration is undertaken which
is the key to its success or otherwise (Field and Morse 1985, Cormack 1991,
Stevens et al. 1993, Parahoo 1997). This study uses phenomenology, which
uses the lived and expressed experiences of the nurses themselves, and it
explores the feelings and beliefs of the individuals involved in the caring
process.

Sample

The qualified group of co-researchers comprised 15 nurses working in a
variety of posts including psychiatry, theatres, critical care, education, com-
munity and management. The group of student co-researchers comprised
six members, two from the first year, two from the second and two from
the third year of the advanced diploma in nursing studies (ADNS) course.
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Semi-structured interviews were carried out lasting between 30 and 50 min-
utes; they were tape-recorded and later transcribed. All participants gave
informed consent to the research.

Using the data

The process of interpretation used Colaizzi’s (1978) approach to phenome-
nological analysis. All of the transcriptions were read to develop a feeling for
them and to make sense of them. The taped interview was listened to, and
on the transcript a code letter and number were inserted. This code high-
lighted that there was in the transcript a word or phrase that had significant
meaning. Codes were added as necessary throughout the taped transcripts.
Statements and phrases directly relating to the caring experience were care-
fully highlighted in the margins and designated into textual units.

Significant statements that pertained to the phenomenon of care and
caring were collected. Statements were then organized into categories in
relation to perceived meanings. At this point, the transcripts had been read
numerous times and the tape recordings were reviewed to hear the co-
researchers’ tone of voice. Research field notes were compared to the other
data sources to ensure accuracy. The meaning of each statement was then
spelt out; this is known as formulating meanings. At this stage, it was
important to see beyond what was actually said to make inferences about
what was meant or implied. The formulated meanings were then arranged
into categories 15 categories of meaning.

• making contact
• encouraging autonomy
• tuning in
• using skills and knowledge
• hands on
• getting involved
• physical and emotional
• taking risks
• getting a buzz
• being there
• challenge
• giving of oneself
• caring for colleagues
• commitment and ideals
• humour

These categories were then collapsed into five themes to expedite the
process of writing up: ‘making a connection’, ‘encouraging autonomy’,
‘giving of oneself’, ‘taking risks’ and ‘supporting care’. Again, at this stage,
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the transcripts were reviewed to ensure that the new thematic cataloguing
fitted with the co-researchers’ meanings.

The themes are briefly presented in the following section, with selected
extracts of the transcripts.

Making a connection

There can be little doubt that creating a relationship between the nurse
and the patient is essential for effective nursing care to take place.

Tuning in

It may be that a sign of an effective nurse is the ability to cut to the chase,
as it were, and rapidly assess the patient and help them cope with their ill-
ness or operation.

Chris: How might you define caring?

Lynn (day surgery): To sort of tune in. What I’m trying to say is that you
might do something out of your own needs to care for somebody without
actually defining what they want. So maybe it’s a reciprocal understanding
that you are not doing things for somebody else, because you need to care
for them or it might be that you do something or care about somebody else
in a way that you want to be cared for, but in fact it’s not. It’s about knowing
what other people want and then responding to that.

Learning to make a connection

The students in the sample were all highly motivated and enthusiastic
about their training and the experiences they were gaining. The students
were, even early in their training, already picking up on the ways they
might make effective connections.

Chris: Could you name, say, the four characteristics that might make some-
one a good nurse?

Alice (second-year student nurse): Good communication skills. Being able to
listen and interpret, not just verbally but body language and, you know, using
that ... I think you need to be intuitive, because ... you do pick up on things
that people don’t say or that other people outside might see it. ... It’s like fit-
ting a jigsaw together: you might pick up on one thing and somebody else
might mention it and you think, ‘Well, yeah, that fits.’

Making a connection with the patients was seen as being important to
the nurses. They saw it as a vital factor in the effectiveness of the caring 
relationship.
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Encouraging autonomy

The notion of the ‘empowerment in patient care’ is an issue that also seems
to be important to the nurses in this study.

Anne (theatre): I’d say it’s definitely about providing the patient with some-
thing, but it’s also about empowering that patient where possible.

Anne seemed to want to ease the patients’ fear and anxiety by rendering
them more autonomous and giving them more control over their care.

Jill (theatre): To give the patients real independence and control of their own
care, which is what modern nursing is about rather than doing everything for
them, then you have to do a certain amount of teaching of patients in terms of
health promotion, health education and in some cases teaching how to actual-
ly give physical care, like for someone with diabetes how to give their injections.

Cathy, amongst other aspects of care, saw the encouragement of patient
autonomy as being important in her care:

Cathy (psychiatry): I’m quite interested in all the issues around what empa-
thy really is and actually being able to demonstrate it and how patients per-
ceive that and as part of that actually being able to empower people, because,
obviously, if you work in psychiatry, you are dealing with a fairly downtrod-
den group of people in our society; so it’s also really important to be able to
make people have control and not feel controlled and have choice and not
feel as though choices are being made for them and be able to influence what
happens to them and what happens in the service that they are part of, and
things like that.

Cathy links empathy with empowerment here. She also seems to have a
strongly developed sense of justice and sees her patients sometimes as
being very much at the powerless end of the spectrum. Like their more
experienced colleagues, students saw empowerment as an important way
to underpin the care they gave.

Learning to empower

The significance of empowerment is seen in the responses of Alice, who
had this to say:

Chris: In what ways do you care for your patients?

Alice (second-year student nurse): And being able to get alongside that . . .
and maybe try and help them through that, to be a guide and kind of be part
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of the process, to make decisions. You may not have a totally positive out-
come, but you may be able to help somebody live with the situation.

Alice, even with patients who are dying, saw empowerment as being a
very real way to care for her patients.

There are real indications that nurses do see the greater provision of
patient autonomy as a positive part of caring.

Giving of oneself

Caring, it can be argued, is the essence of giving of oneself. Nurses give to
patients, of this there can be little doubt, time, energy and effort and they
spend time learning the skills and gaining the knowledge both as students
new to nursing and also as students learning throughout their nursing
career. Jack gave a personal definition of care. He certainly seemed to see
it as giving something of himself or giving something up:

Jack (teacher): I think care is about giving something up. Care is about giv-
ing up part of yourself, whatever that might be. It could be time, energy ...
which a person either chooses to appreciate or not. So it’s giving anything of
yourself so that a person can benefit from it.

Cathy, too, described giving something of herself in the way she cared
for her patients:

Cathy (psychiatry): It’s just I find it really rewarding to work with people
where you are having to give of yourself an awful lot.

Learning to give of oneself

The students who were interviewed, in similar ways to the other themes,
again seemed to be picking up the importance of ways of caring from the
experienced nurses that they had worked with on the wards. They identi-
fied the importance of caring for the patient in both physical and
emotional ways similarly to the experienced nurses.

Carl (first-year student): Well, care I think is a whole range of things really,
but I mean if ... you want to kind of try and put it in a nutshell, I think caring
is basically identifying what ... people’s needs really are, and that’s not only
the physical need ... it’s all sorts of different other needs: I suppose psycho-
logical and emotional needs as well.

Carl seemed to be strongly influenced by more experienced nurses, he
went on to point out:

Phenomenology 169



Carl: But it’s his or her ability [the nurse’s] as people to relate to someone
with a medical or psychological need.

Role-modelling seemed to be an important aspect of the ways that stu-
dents learnt to care for patients.

Taking risks

Taking risks in nursing is not about putting patients at risk by acting in any
kind of cavalier fashion; instead, the term was associated with pushing the
boundaries of accepted care outwards.

Jack seemed to believe that nurses who truly cared sometimes took risks
in providing care.

Jack (teacher): Because, if you are really delivering care, then you are not
worried about what you do. It’s like if you go on a course and you are not
telling the truth then it’s going to trip you up. In practice if you are really car-
ing then perhaps no one is going to trip you up about it. People recognize
that you are caring, but when you actually get back to it, you know, she gives
herself, she stops afterwards, she never has a break, you know, you really
think she is a caring person, but when it comes down to it, will I get a com-
plaint or will I get anything said against me? Or this might go to court and
you think, ‘Oh she’s not caring.’ It’s a form of self-protection and she’s think-
ing about herself and not her patients.

The above account indicates that an element of courage is required to
care for one’s patient in a more radical way. The courageous nurse is the
one who, in order to care fully, in the nurses’ view, meets the patient in
what some nurses might consider to be a deeper way.

I asked Cathy to describe a caring situation from her practice.

Cathy (psychiatry): I remember being in the situation where I was in a
human sense dealing with this lady who was really high and unable to con-
centrate and all those other problems, and her communication was a bit dis-
rupted, but [she] was really saying, ‘I don’t need that injection. I don’t want
it. I just need not to drink, calm down and keep taking the lithium.’ I ended
up refusing to give the injection against the psychiatrist’s wishes and this
went on for a number of weeks, and there were some really difficult issues
around stopping the other nurses giving the injections.

Cathy took a risk in a professional sense in not obeying the doctor’s
order in giving the injection. It is hard for a nurse to refuse a medical
order; however, it is sometimes essential in order to protect the patients
from harm.
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The extracts above indicate that some nurses feel it necessary to, at
times, make a stand against their professional colleagues’ interpretations
of normal nursing procedures or protocols in the cause of caring.

Students also need to be courageous at times and sometimes to take
risks. The student co-researchers also saw the requirement to take risks as
being an essential part of caring for patients. In their cases, ‘taking risks’
meant standing up for their patients when they felt that the care they
received was less than they felt the patients deserved.

Learning to take risks

Alice had at times stood up for patients when she felt that her patient was
not being cared for in the right way:

Alice (second-year student nurse): I think the key to good care is being
strong enough to object if you don’t agree with something.

Issues relating to the theme taking risks indicate that some of the 
nurses in this study see that in order to provide a high standard of care they
must at times step out of the normal parameters of nursing care. The cul-
ture of nursing does tend to be rigid and even constricting in the ways it
makes nurses conform to its norms. I believe that nurses do need to push
out from the positions of professional safety and to begin to take risks for
their patients.

Supporting care

Here the co-researchers identify the fact that they believe there are certain
essential factors required to ensure that care can be delivered effectively.

Anne is a manager in the operating theatres, with responsibility for her
team. Anne’s priorities for care seem to incorporate a wider, more encom-
passing view. She feels that to provide good care to the patients her staff
members need caring for as well.

Chris: But you are a manager. What about your colleagues?

Anne: The first thing from a priority point of view would be the care of the
patient, but thereafter my role is definitely to make sure that the staff are
OK. That’s this old adage of ‘Who cares for the carers?’ and I don’t think a
lot of people do, and I don’t think we are very good at caring for each other.

Some nurses identify that a major part of their caring role is the creation
of a caring environment. Lynn greatly enjoyed the caring one-to-one con-
tact she had with her patients but stated that it was vital to have a system of
organization in place to support care.
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Lynn (day surgery): Dealing with patients, that’s obviously the most impor-
tant part, but what I’m learning more and more is that I love that side of it.
I love that contact and I love making patients feel welcome and that they are
being looked after properly, but increasingly there’s problems with actually
getting systems of work in place so that that occurs, and increasingly I’m
looking at these important things.

Summary of the study

This study has allowed the co-researchers to expose some personal con-
ceptualizations of their caring roles as nurses; it has also provided many
important insights into some of the ways in which they provide care for
their patients. In addition to this, the study has also provided views of the
rich contextual fabric that forms each co-researcher’s nursing life.

Limitations of this study

The expressed experiences, as recorded and interpreted in this study, of
each nurse are only applicable to them at the time of the interview, and as
such can only provide further limited, though valuable, understanding of
their views of what care might be to them. Nurses are not all the same in
the ways in which they care for their patients: they reflect the patients’
changing needs for different types and intensities of care by giving them
different types and intensities of care. These differences in care require-
ment and care provision depend upon the context.

Comparison of the findings with the literature

The emergent themes are generally represented in the literature. The find-
ings and expressed beliefs of the co-researchers do appear to underline and
reinforce the very complex nature of the phenomenon that we call care.

Aspects of making a connection

The expressed feelings, attitudes and beliefs described ways of caring that
epitomize the perceived closeness which was deemed essential by the co-
researchers when caring for their patients. The theme was strongly linked
to the nurses’ ability to listen, comfort and express their sensitivity to the
patient. Many studies found these aspects of care important to both
patients and nurses (Rieman 1986, Taylor 1993, Morse 1994, Coulon et al.
1996, Dyson 1996, Leinonen et al. 1996, Rittman et al. 1997, McQueen
1997, Halldorsottir and Hamrin 1997, Kralik et al. 1997).
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Aspects of encouraging autonomy

The section entitled ‘encouraging autonomy’ considered the notion of
‘empowerment in patient care’ as perceived by the co-researchers. It was
seen as an issue of importance to the nurses in this study. It was the only
theme that did not contain subcategories, suggesting perhaps its strength
as a value for nurses. References to empowerment appeared in the follow-
ing literature: Morse (1994), Hankela and Kiikkala (1996), Halldorsottir
and Hamrin (1997) and Barr and Bush (1998).

Aspects of giving of oneself

Caring is the essence of giving of oneself. Nurses give time, energy, effort,
they spend time learning the skills and gaining the knowledge both as stu-
dents new to nursing and also as students learning throughout their
nursing career. To simply provide mechanical care may not be enough in
their eyes; providing care without genuineness was not seen as adequately
caring for their patient. Again, the literature supported the findings of this
study:  Jensen (1993), Hughes (1995), Dyson (1996), Vincent et al. (1996),
Bush and Barr (1997), Halldorsottir and Hamrin (1997), Staden (1998),
Wolf et al. (1998) and Radwin (2000).

Aspects of taking risks

Taking risks in nursing was associated with pushing back the boundaries of
accepted care. It was about moving from the defined boundaries of the
profession and developing new and innovative ways of caring for patients.
Again, the literature identified this concept as being a real one, though it
was referred to in only one paper: Vincent et al.’s (1996) study.

Congruence of findings to the literature

There are strands throughout the literature that do link strongly with the
views and attitudes as expressed by the co-researchers in the study. In terms
of the themes ‘making a connection’, ‘encouraging autonomy’ and ‘giving
of oneself’, there is a strong correlation between the expressed words of
the co-researchers and the literature. That is to say that the findings have a
close match with other recent and influential studies on the ways that nurs-
es and patients see caring. This is also true of the nurses in my study, as
their expressed views seem to mirror the previous studies in several impor-
tant ways. This would lead me to recommend that nurses need to be
cautious about implementing strategies of care which they feel will
enhance the patient’s experience. Before they implement anything, nurses
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need to be quite happy that the patients want them implemented. This
makes clear the need for more research into the relationship between 
nurses’ perceptions of what ‘good’ care is, and patients’ perceptions of
what they see as ‘good’ care. This study only considers the views of a small
section of nurses and nurse students, which do little to indicate what
patients may need or want.

Moving on to consider the other emergent themes ‘taking risks’ and ‘sup-
porting care’, their presence in the literature is much less well represented.
It is here I feel that new insights into these notions are to be found in the
present study. My own view is that nurses do need to innovate and imple-
ment change in their practice. However, there is associated with this trend
risk: the risk of stepping from the norm, the risk of challenging other more
dominant health care professional groups, the obvious one perhaps being
medicine, and also challenging managers and even academics; this needs
considerable courage and strength from nurses wishing to make changes.

Supporting care would seem to be associated with nurses who have
developed a more managerial or organizational role within the caring envi-
ronment. The issues surrounding the need for effective management
systems that streamline communication and decision-making are clearly
expressed in the views of some of the co-researchers. Leading on from this,
and in fact closely related to it, both the experienced nurses and the stu-
dents place the value on psychosocial support. Commitment and ideals are
again considered as important to nursing though are rarely mentioned by
many of the co-researchers (that is not say the other co-researchers do not
have commitment and strongly developed ideals); when referred to, how-
ever, they were seen as very important but could lead to some frustration
if other members of the team did not share them to the same degree.

Implications for practice

As stated above, this research is qualitative and is not expected or able to
provide us with absolute truths about care, caring and the ways that 
nurses understand and provide that care. It is therefore only possible to
provide greater understanding and insight into what it is to care as a nurse
or student nurse, which I feel this study has achieved. Having said that, by
transmitting the findings in various ways to the wider audience, there may
result some changes in individual practice from those who might read the
study’s findings. Nursing is an important part of the health care system in
all parts of the world. What this study has shown, albeit in a limited way, is
some of the ways that nurses feel about caring for their patients. They
speak of the ways that they strive to make connections with the patient and
of being there for them. They speak of encouraging greater independence
in their patients, enabling a deeper involvement in the caring process with
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patients and their families becoming full partners in care. They speak of
the giving of something of themselves to the patients in order that the
patients can receive the incredible benefits from the nurses’ skills and
knowledge. They describe the ways that they put themselves on the line
and take risks to improve the services which they can provide for the
patients. Finally, the students in particular describe the emotional pressure
and pain that they feel in caring for the patients. All of these factors show-
ing, I believe, the great value nurses and nursing have to the patients in
need of timely and high expert nursing care.

Implications for education

This research has implications to educators of nursing. The main issues, as
I see them, are related to the identification of care as being at the centre of
the curriculum. Care, I believe, has tended to be pushed from that position
by various forces in recent years. It is important to re-affirm care as the cen-
tral and unifying tenet of nursing. It really does need to be placed centre
stage not just by merely being constantly referred to in lectures but also by
the identification of the need for real support for practitioners of nursing
and students alike. Teachers need to remember what it was like to begin to
learn to nurse and in doing so help students to cope better with the emo-
tional assaults that can occur in nursing.

Conclusion

This study has provided insights into nurses’ conceptualizations of what
they see their own nursing care being. I feel that, if this group is represen-
tative of other British nurses and students, I have real faith that nursing
care is alive and well in Britain and has a bright future too. It is important
for policy makers at all levels to accept that nurses want to care for the
patients. In order to do this, the Government, educationalists and man-
agers and nurses themselves need to put the structures into place that will
enable this to happen. This is needed for the sake of the patients of which,
after all, any of us has the potential to become.
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CHAPTER EIGHT

Historical analysis

Introduction

During the short period that I have been preparing this chapter, the
Guardian has carried an editorial explaining that history as an academic
subject is endangered, and the International History of Nursing Journal has
ceased publication. The British Prime Minister’s prediction that history
would judge (and presumably acquit) him over the UK Government’s inter-
vention in the invasion of Iraq in the spring of 2003 led to the Guardian’s
gloomy observation, but the IHNJ’s demise is of more immediate concern
to anyone who wishes to undertake historical research in nursing. The first
is likely to turn out to be a premature obituary – the second could be an
early indicator that support for historians of nursing may be becoming
harder to obtain at a time when there is a future-orientation to the gather-
ing of the evidence base for clinical practice.

Articles published in North America during the early 1990s tell of the
lack of both practical support or serious professional regard for nurses
studying history during the previous two decades (Sarnecky 1990). Since
then, though, there has been a flourishing of interest in the history of nurs-
ing and midwifery in the USA and UK, as seen in the highly successful
triennial History of Nursing conferences held in various cities around the
UK, the establishment of the UK centre for nursing history at Queen
Margaret University College, Edinburgh, which also runs a postgraduate
diploma programme in the history of nursing, and regular seminars held
by history of nursing colloquia around the UK.

So what is the appeal of history when the IHNJ’s editor had earlier com-
mented that:

To some hostile critics, studying and writing about the history of nursing is
a harmless if dull way of filling empty hours. Health care’s equivalent of
trainspotting (Sarnecky 1990).
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To me, history is not just a grim amorphous past that is entirely separate
from what I do now and what I see when I look out of the office window
but an essential dimension to contemporary nursing practice. On the
other hand, it is not a series of entertaining tableaux to be viewed in isola-
tion from each other. Trying to find a definition of what history is can be
tricky, however. In general, books about history avoid giving a simple defi-
nition of what it is or warn the reader that the simple definition is
inadequate. As a nurse, I found that this had a familiar echo in questions
about what nursing is and what kind of research nurses should be engaged
in. To a large extent, working out what I understood ‘doing history’
involves and which perspective(s) I should take in interpreting those
aspects of the history of nursing and health care I am studying has been as
much a part of undertaking historical research as answering the research
questions I set out with. I have become aware that the way in which the past
is (re)presented by historians has led to heated debate among professional
historians.

Historical research

My experience of historical research originated in a long-term interest in
the workings of the NHS as an undergraduate student and then as a nurse.
After ten years of nursing, I completed a masters degree in Health Services
Studies, during which I wrote my dissertation on the effects of competitive
tendering in the NHS on staff in NHS laundries during the first round of
tendering during the mid-1980s. The subject occurred to me when some-
one working as a manager in a laundry claimed that one needle carelessly
left in a linen skip could potentially lead to the closure of the laundry and
the loss of all jobs for what was already the lowest-paid group of employees
in the NHS.

I was particularly interested in how policy decisions made in the centre
of government affected people working at the point in the hierarchy that is
most distant from where the policy makers were. I was also interested in
the extent to which policy makers’ intentions may be realized or frustrated
at the point of implementation. Finally, I was also interested in how far and
in what ways the NHS affected individuals’ experiences and expectations of
health care, starting from its implementation with effect from 5 July 1948,
and with reference to people in daily contact with general hospitals,
whether as patients or as people working in the new service. This gave me
the starting point from which I could begin the research process. This
chapter offers a reflection on what this has involved and in some respects
why and how I have revised my original intentions.
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Getting started – some practicalities

As a postgraduate research student, I have found that it is invaluable to
obtain expert guidance throughout the research process, which as a com-
plete novice was essential in the early stages. For me, that support came in
several guises. First, I was able to discuss my ideas with a professional his-
torian who specialized in the study of the social history of medicine.
Although I was not able to begin my research for a further two years
because of changed personal and work circumstances, the opportunity to
sound out my ideas before I made a firm commitment to undertaking post-
graduate research was very helpful. During that conversation, a potential
supervisor was recommended to me, and I was subsequently able to regis-
ter as a postgraduate research student under that person’s supervision.
Secondly, what were very general ideas were taken seriously and at the
same time I was challenged to start clarifying them. Finally, I was given a
very useful list of books and articles that would give me an introduction to
the social history of medicine and health care.

Once I had registered as a research student, I was required to attend a
two-semester module in historiography, which comprised weekly meetings
during which all members of the small student group were normally
required to participate in analysis and discussion of the work of a diverse
range of historians. This facilitated critical exploration of different
approaches to the study of history and insight into some of the controver-
sies in the discipline over the nature of history and historical research. The
opportunity to undertake a similar unit of study is one that I recommend
to anyone embarking on historical research. It should be very helpful for
any nurse who is interested in using historical methods in research, partic-
ularly if the study of history is unfamiliar.

Thirdly, while this is not something that all those undertaking research
for a higher degree can count on, the support of my employers has been
very valuable in allowing me to find some time for data-collection analysis
and writing my thesis. I have been lucky in securing time for study as part
of my professional development during the week, although even with this
I have needed to work on my thesis in the evenings and at weekends.
Therefore, the final, though not least-important, source of support has
been the willingness of my family to put up with my sneaking off to the
study instead of going to the park with them.

Getting on with the research

In any research study, whether for a higher degree or otherwise, there are
constraints on what can be done. For me, the main constraint has been
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time; because of the need to work to pay the bills, I have had to fit my study
around the demands of my job and the needs of my family, rather than
being able to concentrate on it without interruption from other demands.
I was not realistically in a position to travel far from home or spend much
time away, as I had young children. I knew that some trips would be feasi-
ble but could not build my plans around extended absences. Therefore, I
decided that the focus of my study would be the hospitals in one city local
to where I live and work. The data I would be using had therefore to be
available locally or within easy travelling distance.

While there are a variety of frameworks available, historical research
involves systematically locating, interrogating and interpreting data in
order to present a new understanding of events in the past and why and
how change has taken place in society. This goes beyond the rehearsal of a
series of dates and events, which may admittedly be intrinsically interesting
but is ultimately unsatisfactory as history because it lacks both context and
any sense of the ways in which aspects of human society both undergo
change and yet endure. The first step, therefore, was to read the general lit-
erature on the topics in which I was interested and gain an understanding
of the main events that had taken place. In addition, reading the literature,
including studies done by other researchers, helped me to understand that
the history of the NHS has controversial elements. Also, it enabled me to
refine my research questions further.

Since the late 1950s, a number of studies have been published that offer
analysis of the origins and early development of the NHS (Eckstein 1958,
Willcocks 1967, Pater 1981, Webster 1988, Powell 1997, Rivett 1998), while
Ham (1981) draws attention to the difference between national policy
intention and local implementation reality in his history of the Leeds
Regional Hospital Board. The impact of the NHS on the nursing profes-
sion at the national level has been the subject of one doctoral thesis and
subsequent publications (White 1982), while others have researched dif-
ferent aspects of the profession of nursing in England, through research
into the politics of nursing knowledge, nursing’s political leadership and
the militarization of nursing during part of the period 1948 to 1974
(Rafferty 1996, Scott 1995, Starns 2000 respectively).

Increasing the body of knowledge

I anticipated that my research would contribute to this body of knowledge by
evaluating hospital nursing in the NHS at regional level and by adding further
to a still relatively neglected aspect of the social history of the NHS – the con-
tribution of nurses at the regional level to the development of the NHS in its
early years and vice versa. I had first to establish the context for the study, and
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this led me to explore three main areas of literature concerned with the NHS,
nursing and the city whose hospitals were to provide my case study.

I first wanted to examine the extent of continuity and change in health
care before and after the establishment of the NHS in 1948. Among the
issues to consider were the reasons for the development of the NHS into a
tripartite structure, which occurred between 1948 and 1974. Controversies
in the literature on the issues of pre-NHS financial pressures in the volun-
tary hospital sector, the contribution of municipal hospitals to the overall
provision of facilities and, subsequently, the organization and resourcing
of the NHS were also issues that I needed to appreciate.

By this stage, I had decided that the central focus of my research should
be on nurses in general hospitals in one English city. I then had to explore
the general contextual framework for interpreting the development of 
hospital-based nursing services in the city, during the first phase of the
NHS’s existence, between approximately 1948 and 1974. The aim of outlin-
ing and examining the policies and statutes that affected the development
of general hospital nursing in England was again to encourage an explo-
ration of the relationship between central policy and local reality.

The third aspect of exploring the context of continuity and change in the
city’s general hospital nursing services involved analysis of the relationship
between national policy and local NHS hospital management. I considered
what changed and what did not appear immediately to do so in relation to
hospital services in the city, before and after the establishment of the NHS.

Although I had identified a general area of interest for my research, I still
had to find a clearer focus. Once again, having the opportunity to discuss
this with my supervisor at an early stage was essential, although the precise
scope of my research could not be entirely clarified at this stage. This was
because I had first to identify whether the data existed for research. My gen-
eral reading identified five themes to be addressed that dealt respectively
with nurse recruitment, nurse education, nursing work, nursing manage-
ment and the changing relationship between hospital and community in the
city between 1948 and 1974. I was advised to visit the city archives to find out
what was available locally as the next step in the research process. This was
done to ascertain whether there was sufficient material to support the
research I proposed to undertake. The lack of data is a potential stumbling
block, which in my naivety I had not considered at all.

Documentation and its collection

Identifying the archived documents that I was to use took several months,
although this was largely because my survey coincided with a period of
maternity leave when I had very few opportunities to visit the local archives
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and even fewer to use the Internet to search for more distant collections.
Perhaps the archivists would not have minded visits by a baby and a toddler,
and I have occasionally seen children in the reading room, but I decided
not to risk it as the baby was particularly prone to vomiting during the early
months of his life, and my toddler was very fond of doing ‘art’.

Undertaking research in history through analysis of archived records
involved becoming familiar with the concepts of primary and secondary
sources. The straightforward way to differentiate between the two is that
primary sources are ones which are seen in their original form. Primary
sources include minutes of meetings, letters, diaries, photographs and
other materials, including physical objects. Facsimiles of original docu-
ments may also be available, when the original document is very fragile or
otherwise difficult to make direct use of. My research involves interpreta-
tion of events that took place in the fairly recent past, and the materials I
am consulting are generally in quite good condition. Even so, sometimes
individual documents have literally been crumbling at the edges or where
they have been folded. Also, there are rust marks around staples and paper
clips. Archivists are not only skilled in helping you to locate the materials
you need to consult, they are also able to show you how to avoid causing
any further damage to the documents you do read.

By contrast, secondary sources are the works of historians who have read
the primary material and are presenting an interpretation of their con-
tents. These may quote passages from the minutes, letters and diaries or
reproduce photographs or illustrations of objects, but do so in the context
of an analysis of their significance. The general literature I had consulted
comprised secondary texts, some of which were based on original research
carried out by the author, others representing a survey of existing work.

On the other hand, as most books or articles concerning the study of
history point out, the distinction can become blurred. For example, while
Maggs’ (1983) research for The Origins of General Nursing was based partly
on nursing records as primary sources, he also read popular novels of the
period that he was researching, also as primary sources of information
about contemporary, popular views of nurses and nursing. I have myself
read nursing textbooks published between the mid-1940s and mid-1970s as
primary sources of information about what teachers of nurses at the time
recommended to their readers as best nursing practice. This last example
may appear strange. After all, the fact that something was recommended
in a textbook, even one that appeared in many editions, such as Pearce’s A
General Textbook of Nursing, which was already in its tenth edition in 1949,
is not a guarantee that it was observed in clinical practice. However, this
does point to the need for historical research to involve more than simply
reading and noting the main points in any source. What is also interesting
about the textbooks is that the owners have added notes in the margins,
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and sometimes fuller notes written on loose pieces of notepaper have been
left in them. There are several advantages to using archive material, such as
committee minutes, not least among these is the intrinsic interest in entries
such as the following:

It was agreed that a dog should not be purchased for Hallwood Hospital, but
that the possibility of further domestic assistance be investigated.

In addition, the opportunity to read a first-hand account of an event –
and even the opportunity to return repeatedly to interrogate it when a
human witness would long since have either died or withdrawn from the
process – allows the researcher to interpret and re-interpret as part of an
iterative process allowing possible connections between events to be high-
lighted and tested.

However, the fact that there is no guarantee that a particular archive
exists must be one of the greatest potential drawbacks. I had imagined that
the NHS must produce vast quantities of paper, just waiting to be tackled by
intrepid explorers such as myself. I had worked in five different NHS hos-
pitals and had helped to produce reams of paper records. Not so – the
production of the records and their retention are two entirely different mat-
ters. While those who work in the NHS are indeed obliged to produce
careful records of all aspects of its activities, from the minutes of meetings
held to the details of surgical operations, from records of tenders received
to supply specific goods and services used in the NHS to nursing care plans,
not all of those records can be retained indefinitely, because there is not suf-
ficient storage space in which to keep them. Ham’s (1981) introduction to
his study of policy making in the NHS in the Leeds region indicated that he
had enjoyed access to a wide range of committees’ minutes and papers per-
taining to administration at all levels within the region he was studying.

However, it was not like this in the region where the hospitals that I
wanted to study were located. While material existed, the continuity of
individual series of records appeared to be interrupted and the data incom-
plete, with several years’ worth of minutes from one of the major hospitals
not having been retained at all. Those records that had survived had been
stamped as received in a particular office. It seems possible that one indi-
vidual – perhaps two – had been responsible for filing them and thus
keeping them until the records were passed on to the local archives depart-
ment. A gap of several years was then followed by a similar run of several
years of retained records. Moreover, the records that had survived were
largely those of the central committees in the administrative structure,
those with policy making or executive responsibilities, and while reference
might be made to other reporting committees their records had not nec-
essarily survived. The latter not infrequently included the records of
committees that dealt directly with nursing matters.

Qualitative Research in Health Care184



The problem of not having enough to go on

This left me facing the possibility that there would not be sufficient data for
my research, but two pieces of luck rescued me. The first came in the per-
son of an archivist who was interested in NHS records and who had been
working with some material that had been deposited but was not yet listed.
This meant that it had not been identified with a unique accession (or ref-
erence) number which general readers could use to obtain documents, and
so was not listed and described in either the archives’ special lists, which
alert the researcher to collections on specific topics or in the general
indices. The archivist very kindly gave me a copy of an unfinished list of
material that included reference to boxes of unsorted material which had
been deposited by one of the local hospitals. Because of this, I was able to
identify the documents for retrieval to read and make notes on. Some of
this material seemed to yield little useable information, although it took a
considerable amount of time to survey. I wanted to make more than curso-
ry notes of what was there in case it did turn out to be of use at a later stage.
For example, the fortunes of the staff cricket club seemed far from my inter-
est in general hospital nursing but might turn out to be useful in analysing
aspects of the hospital’s role as an employer, or the relationships between
various staff groups working in the hospital during the time that the club
existed. More immediately useful was the discovery that the records for sev-
eral of the ‘missing years’ were in the unsorted files along with detailed
architects’ plans for new buildings on the same hospital site.

My second piece of luck came from a chance conversation with a col-
league who knew that a former member of staff at another local hospital
had saved large quantities of documents which had been destined for
destruction. This included a complete set of nursing staff records for one
of the hospitals in the city, along with minutes of meetings held on two hos-
pital sites. In addition, there were photographs of members of the nursing
staff, many unlabelled, sadly. This collection is now in the local city archive.
It is unlisted as yet, though I have been able to access the documents for my
research.

Historical research, as is the case with any other kind of research, must
be systematically and rigorously conducted. When I began surveying the
local archives, I therefore started to keep a detailed list of the documents I
found available in the archives, as well as material available in the local stud-
ies library and – later – one of the local universities. A published list of
archives held locally is available, but I have found this to have limitations,
not least because it does not include the unlisted material that I had access
to. My own list also had to reflect my research interests and so include more
detailed information on some of the documents, and less on others. I divid-
ed my list into sections according to where the documents were held, with

Historical analysis 185



further subdivisions according to the subject or hospital to which the docu-
ment referred. I organized the list as a table with three columns originally,
for the title, date(s) and accession numbers of the documents respectively. I
had to revise this format almost immediately as I wanted to record when I
had consulted a document and make a note of my first impressions,
whether I had made detailed notes or needed to return later for a more
detailed consultation, or include notes of links to other documents in which
information about a particular issue was included. My own list now has five
columns. The first gives the accession (or reference) number for the indi-
vidual document, the second a title, which tells me more about the contents
of the document, the third the date(s) when or between which the docu-
ment or its constituent parts were created, the fourth is where I record the
date(s) when I have consulted the material and the fifth is for comments.

I have saved the template electronically so that I can update the infor-
mation as and when new information becomes available or when I reread
material and note new links or issues to explore further. I make these notes
as I work at the archives and cross-reference these to the more detailed
notes I keep as I read each document.

In essence, the list serves two main purposes. The first is that it allows
me to plan a systematic course through the material available. The second
is to allow me to find my way back to that systematic course if and when I
go off at a tangent in pursuit of something interesting along the way. One
file of newspaper clippings relating to a local hospital contained details of
a particularly nasty murder that had taken place in a house two streets away
from where I live – which I found quite frightening until I reminded myself
that it had happened nearly 50 years before I read the item. Finally, I keep
a diary – essentially an annotated plan – that allows me to cross-reference
work in the archives with my reading of secondary literature and news-
papers and ephemera kept in the local studies library.

While the newspaper clippings had been collected in a file that was
deposited along with others containing the records of committee meetings
and working groups from one of the hospitals, they did not constitute a
confidential record. Indeed, all the information they contained and more
was also to be found on microfilm in the local studies library – along with
a huge variety of pamphlets, public notices and other items of immediate
and peripheral interest. Many of the records I wanted to use had not been
made generally available in the public domain when they were first created
and were still subject to statutory and other restrictions on their use.
Access to records such as those created by different bodies and institutions
within the NHS is governed by statute, in the form of the Public Records
Acts of 1958 and 1967. These have been supplemented with further guid-
ance in the form of policy statements on general access to public records
and specifically on the retention of NHS records.
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In essence, these documents are usually available for consultation after
30 years, although this period may be varied either to allow earlier access
or to lengthen the closure period. For example, in my own list of archived
documents I have noted restrictions on three different registers of nursing
staff in the city where I am doing my research. In one case, the files appear
to be closed for 26 years from the date of the last record in the file, where-
as, in the other two cases, the closure period is 76 years. The reason for this
discrepancy is not obvious. Patients’ records though are closed for much
longer – 100 years, assuming that they survive at all as the article by Higgs
and Melling (1997) explains.

NHS records, whether administrative or clinical, may provide only some
of the material to be consulted. Records of other bodies, such as trades
unions and professional associations, societies, clubs and personal papers
may be available, although not necessarily easily accessible. Restrictions on
access to these may be imposed by the body or individual that deposits
them in the archive, whether this is the Public Record Office, a local record
office, archive, university or other institution or learned society. Whatever
the reason for the restriction, permission has to be sought to gain access to
closed records. If this is forthcoming, it may be that the research can only
be conducted within specified limits on the use of the material.

A further limitation on access could be the geographical location of the
records. For example, although I identified locally available sources of
information for my research, I also travelled to the Public Record Office at
Kew, London, to consult the General Nursing Council for England and
Wales’ records of inspections of hospitals with nurse-training schools. I was
fortunate in having a choice of places to stay from which to visit the PRO,
but even so the cost of travel was quite high and I used holiday time to
make the visits. The Royal College of Nursing’s archive is in Edinburgh,
and other collections pertinent to the study of the history of nursing are
held in various locations including universities or research institutes
around the country. Using locally available sources of information has
made access easier for me and provides much of the data I require, but it
has not been sufficient to support my research into all aspects of my study.

Using the archives

Archive materials exist for many reasons but generally not with the
researcher in mind. So, while I needed to have a clear idea of what I want-
ed to find out, I also had an open mind about the material I would use in
order to interpret the data. In addition, it has been necessary to review and
reinterpret the data continually as I have gone along. In this sense, data col-
lection, interpretation of the data and writing have all been taking place
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simultaneously, and revision of earlier drafts has been necessary through-
out the process.

It would be impractical to keep all artefacts generated by human beings –
and the archivist is therefore trained not only to keep but also to cull mate-
rial. The decisions made are framed by legislation but in the context of the
perceived significance of specific items. Thus, records of some aspects of
the life of an organization may be referred to in the minutes of central pol-
icy committees, but the original documents themselves may no longer exist
if the subcommittee to which they refer does not meet the criteria for reten-
tion. Related to this is the fact that records of even the central committees
may be incomplete: even if there is a requirement to retain certain docu-
ments by law, the implementation of that requirement may be inconsistent
and the actual practice can appear to depend on the motivation of an indi-
vidual. The significance of specific items may not be appreciated at the time
when the process of archiving them takes place – which could in itself be a
reflection of the historical context in which archivists work and the chang-
ing status of particular occupational groups, such as nursing.

Another dimension that I have experienced is that an archive may be
‘complete’ in as much as minutes of all the meetings that took place during
the lifespan of the committee have survived. However, the depth and range
of material contained in a set of minutes can vary, and over time the rich-
ness of the account may alter and even fade. The reasons for this can be
speculated upon, though it may not be possible to verify them. Perhaps the
changes in the nature of the records kept indicate that there was a change
in the guidelines under which a record of the minutes of meetings were
kept, or a change in the person of the minutes secretary. Alternatively, per-
haps it is a reflection of the growing familiarity of members of the
committee with each other. Records of meetings held early in the life of a
committee or working party may be more detailed if they reflect the need
of the various members of that group to inform themselves and each other
of the scope and extent of their business and provide details that they
would not be able to discover by other means. Gradually, the same people
would establish a shared knowledge about their work in the committee and
the minutes would only need to mention an issue briefly in order to update
members of the committee on what was happening. Also, or alternatively,
the different people represented on the committee might establish infor-
mal networks of communication that they would make use of to discuss
business in between meetings, and these could occasionally or eventually
consistently bypass the formal meetings.

In an article published in 1996, the nurse historian Rafferty notes that
an important feature of historical research is the lack of control the histo-
rian has over the data. Some of the implications of this for the role of the
researcher in interpreting the data have been noted above. In addition, 
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specific archives have been established to collect material on certain sub-
jects, and these may be far from the researcher’s base for example, while
some material relating to a specific person, event or organization/institu-
tion may be scattered between several different places. My research
involves the use of archives, while others researching the history of nursing
have been using oral history. In either case, there may be limited opportu-
nities to seek corroboration of the data.

This leads on to a further point, concerning external and internal criti-
cism of the documentary sources. External criticism concerns the
establishment of authenticity of a document. The first aspect to consider is
that the document or artefact may not be genuine. While it is possible that,
as a result of human error, an item could be presented as something it is
not, a document, on the other hand, could be a deliberate forgery –
whether produced at the time the putative document was created and
therefore during the period that is being researched or at a later date.
There are ways in which authenticity can be checked. For example, objec-
tive laboratory tests can be carried out to establish whether the paper and
inks used in producing a particular document are ones that were in use at
the supposed time of production. Internal criticism of documents is done
in order to assess whether or not it can be accepted as providing reliable
witness to events. For example, the language used in the document and ref-
erences within it should not be anachronistic.

Even if it is not a forgery, it could be that the author has either con-
sciously or inadvertently distorted the account of events. Minutes of
meetings within a structure such as the NHS seem unlikely to be forged, and
the normal procedure of meetings in commencing business with a reading
of the previous meeting’s minutes and agreement on their authenticity
and/or corrections to be made is one approach to preventing distortion
that takes place as the record is made. However, it is conceivable that pres-
sure to be seen to be producing particular results may lead to deliberately
false records being made, as one high-profile case involving an NHS hospi-
tal in the north of England in 2003, where attainment of Government-set
objectives was allegedly considerably embellished, illustrates. Therefore,
even when there does not appear to be a high risk of documents being
forged or inaccurate, there is still a need to seek corroboration of the
records by examination of other sources to establish whether the informa-
tion in the original can be accepted as factual, probable or possible.

Reading through the literature

A reading of both the secondary sources and a detailed reading and inter-
pretation of archived material indicated that my research should analyse
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the relationship between national and local aspects of the recruitment and
retention of nurses, their initial and postgraduate (post-registration) train-
ing, the work they did, intraprofessional relationships, including the
management of nursing and nurses, and the relationship between the hos-
pital and the community it served. This would allow me to compare the
relationship between national policies and local interpretations of these in
the context of specific circumstances and facilitate an analysis of continu-
ity and change in each over the period I was studying.

The establishment of the NHS in July 1948 was a major political victory
for Aneurin Bevan. In persuading recalcitrant members of the medical
profession to participate in the provision of hospital, general practitioner
and community health services, he overcame a highly visible barrier to the
establishment and success of the new service. However, Bevan recognized
that, while winning his battles with the British Medical Association and the
medical Royal Colleges was essential to the immediate survival of the new
service, without enough nurses to provide patients with day-to-day care, the
universal hospital service could not be delivered.

Concerns over the interrelated problems of nurse recruitment and
retention predated the NHS’s establishment. Furthermore, as therapeutic
interventions became more complex, the need for a range of specialized
carers grew. During the first 26 years of the NHS’s existence, organiza-
tional change was paralleled, and even overtaken, by medico-scientific
developments. As this happened, the capacity of the NHS to provide a uni-
versal and comprehensive range of health services required the availability
of not only a numerically adequate nursing workforce but an increasingly
diversified and highly technically skilled one.

The leaders of the nursing profession may not have expressed the strong
political objections of their medical colleagues to the new services, although
some expressed reservations about the state control of hospitals. However,
the problem of recruitment and retention of sufficient nurses presented a
continuing challenge to politicians as well as to hospital administrators.

I therefore wanted to examine how national policy and local circum-
stances influenced specific strategies in the different general hospitals of
the city and analyse the factors that influenced nurse staffing levels and
approaches to the determination of nursing establishments in the hospi-
tals, from the inception of the NHS in 1948 until its reorganization in 1974.
I wanted to find out whether local hospital authorities experienced fluctu-
ations in the availability of new recruits and, if so, how they dealt with
them. At the national level, there appeared to be increasing requirements
for nurses and at the same time widening alternative opportunities for
young women seeking work. However, it was also necessary to examine
whether the general national picture applied to the local employment
opportunities for women.
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Contentious issues

The determination of ideal nursing-staff establishments was both techni-
cally and politically contentious. Hospitals were working within limited
budgets, and accounts of attempts to change the skill mix and the number
of nursing staff in the city’s hospitals provide interesting insights into the
relationship between people working at different levels within the hospital
service. Further questions arise, such as were the hospital authorities suc-
cessful in their recruitment and retention of staff on a consistent basis, and
how did their success or otherwise affect their ability to provide a service
to patients? Dilution of the nursing workforce, with non-nursing staff tak-
ing on nursing duties, was another strategy, which could be employed to
ensure that the service could continue to deliver nursing care, but another
question to ask was whether this was done, and what effect either using or
rejecting this strategy might have had.

In interpreting the data on each aspect of nursing, there have been a
number of questions to ask. For example, given the central importance of
nurse recruitment and retention to several official and semi-official reports
published in the years leading up to the establishment of the NHS, one
question that I have explored is whether and how the relationship between
nurses, at all levels, and their employers and the development of recruit-
ment and retention strategies in the NHS differed from those used before.
At what stage did those changes occur and why? What was the nature of the
process itself and the influences on that process? The Majority Report of the
Wood Committee (DoH 1947) notes that the terms and conditions under
which nurses were employed were unnecessarily restrictive and con-
tributed considerably to attrition rates of over 50% of students from many
schools of nursing. However, the quarter of a century covered by the study
encompasses a period that is popularly supposed to have witnessed the cre-
ation of the teenager, the questioning of the Establishment and the
so-called ‘second wave’ of feminism. Could nursing as an occupation that
relied on a constant influx of young women be impervious to these wider,
social changes?

The situation of nurses as workers can be traced through nursing staff
records where these exist, and, for the hospitals I am studying, these do
exist. The information available includes details of changes in terms and
conditions of service, career patterns and some insight into the reasons
people gave for leaving nursing. This is similar in scope to that which
Maggs (1983) used in his study of general nurses at the end of the nine-
teenth and beginning of the twentieth centuries. The implementation of
specific national policy directives related to nursing recruitment and reten-
tion, at a local level, can also be examined through the minutes of
hospitals’ and health authorities’ administrative committees.

Historical analysis 191



Learning the lessons

Having examined the recruitment of staff-nurse training and education,
the context of changes in the nature of health services provided by the
NHS was the next aspect of the study to be analysed in depth. This aspect
of the history of nursing is closely related to general recruitment and reten-
tion issues, since the majority of members of the nursing workforce at the
time were recruited as probationers, or students, and thus the ability to
maintain approval as a training school for nurses, and to attract students,
was of central importance.

During the period of the study, the major proportion of the nursing
workforce comprised unqualified nursing staff, without whom the work of
the hospitals would have been compromised. Between 1948 and 1974, how-
ever, the structure of this unqualified part of the nursing workforce
nationally changed. For example, problems in recruiting students pro-
duced responses that included greater use being made of unqualified staff
in non-training posts, the identification of non-nursing duties to be
devolved to other grades of hospital staff and more flexible attitudes to
conditions of service for all nursing grades. In addition, the establishment
of pre-nursing courses in collaboration with the local education authority
and interagency co-operation in the development of hospital-careers infor-
mation for schools were pursued. The records provide data that allow for
the characteristics of the nursing workforce to be explored, including
demographic trends and senior nurses’ perceptions of what constituted
acceptable and unacceptable levels of ability and behaviour in students and
their junior colleagues. Demographic data include information on stu-
dents’ previous work and educational experience, age on joining the
hospital, religion, gender and marital status. Patterns of training can be
discerned from information about the range and duration of ward and
department placements attended by students. Subjective information on
the performance of students, and non-training employees, is also available.
In addition, the inclusion of all grades of nursing staff in the records of the
Royal Hospital means that changes in the relative proportions of trained,
training and non-trained nursing grades over time can be traced.

While much of the material for this chapter relates to the pre-registration
training of nurses, the development of what were termed ‘postgraduate’
courses for nurses will also be analysed. These followed, largely, acute med-
ical and surgical specialities. Again, these courses appear to have served
more than one purpose, both enhancing the skills of nursing staff working
in these areas of the hospital and providing recruitment opportunities for
the hospital.

Having considered the training of staff, I wanted also to consider what
those staff actually did in their day-to-day nursing work. Therefore, I revisited
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my data in order to answer questions about the nature of nursing work,
and how this was affected by the new arrangements for health care delivery
in the hospital setting. This is a topic that has received relatively little atten-
tion in the literature, although Rivett’s (1998) history marking the first
half-century of the NHS does include a very useful and well-contextualized
account of the development of clinical nursing work, as opposed to nurs-
ing administration or education. It is a subject that can be approached
from different directions. First of all, the interdependence of hospital med-
ical and nursing work should be considered in relation to the development
of medical and surgical specialization between 1948 and 1974. The Hospital

Surveys, published in 1945, summarized the strengths and shortcomings of
the hospital services of the early 1940s, including inadequate accommoda-
tion, poorly situated and uncoordinated services, with duplication in some
areas and absence of essential services in others. The Surveys also noted the
unplanned and patchy development of consultant and specialist services in
English health services prior to the foundation of the NHS.

In January 1948, the Ministry of Health issued a memorandum to region-
al hospital boards, later developed for publication as a pamphlet in 1950,
which set out brief guidelines on the strategic planning of consultant servic-
es in a wide range of medical and surgical specialities. A closely related aspect
of this chapter will thus comprise a consideration of developments in thera-
peutic interventions between 1948 and 1974 and an examination of the
extent to which developing specialization in hospital care affected global and
specific requirements for nurses. It will also consider the extent to which hos-
pital authorities were able to meet these requirements.

Medical specialization and therapeutic developments brought with
them an increasing demand for more qualified and specialized nursing
staff in specific parts of the general hospital, such as the operating the-
atres, the intensive care unit and the neurosurgical unit.

Thirdly, during the period under study, attempts were being made at the
national level to define the scope of nursing practice and the differences
between ‘nursing’ and ‘non-nursing’ work. The Wood Committee (DoH
1947) had divided on precisely this issue, Cohen’s Minority Report (Cohen
1948) being premised on the argument that the NHS’s numerical require-
ments for nurses could not be determined until the nature of the nursing
work required had been defined. The Nuffield Provincial Hospital Trust
conducted a job analysis of hospital nurses, published in 1953, which was
debated by the Standing Nursing and Midwifery Advisory Committee
between 1953 and 1961. In addition, the Ministry of Health’s Standing
Nursing and Midwifery Advisory Committee produced guidance on spe-
cific nursing procedures and the organization of care between 1949 and
1971. Again, in what ways these discussions were developed at local level,
and with what impact, is an issue for consideration.
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The next theme for exploration was the relationships between nurses at
different levels in the hospitals, and between nurses and others working in
the hospital. Having addressed the recruitment and training of nurses, and
the nature of the work for which they were prepared, the next step there-
fore is to consider the management of nursing work and conditions of
work. This is an issue that has been identified clearly as of central impor-
tance in studies of the relationships between national health policy and
politics and general nursing. Changes in the managerial role of nurses have
to be seen in the context of more general changes in the status of all 
nurses. In turn, analysis of this aspect of the organization of the hospital
necessitates examination of interprofessional relationships.

Over the period under study, nurses were largely excluded from mem-
bership of the administrative committees, which ran the hospitals, although
senior nurses did attend meetings of those committees, which dealt direct-
ly with nursing matters. As Scott (1995) notes in her study of nursing at the
Ministry of Health, it was only in 1968, when the Salmon Committee’s rec-
ommendations on the senior nursing staff structure were accepted, that the
management of nursing changed and senior nurses were enabled to form
the nursing committees that would determine nursing policy.

This aspect of the research is still being undertaken and examines the
extent to which nurses were able to influence the operation of the hospi-
tals where they worked. It will also examine the extent to which senior
nurses were able to influence the conditions of work of nurses, including
the weekly hours and shift patterns that nurses worked. In addition, it will
examine the attitudes of nursing leaders in the various hospitals to auxil-
iary grades, including enrolled assistant nurses, and how these altered over
time – particularly in response to recruitment crises.

Finally, I shall return to the issue that first intrigued me, namely in what
ways and how did the advent of the NHS affect the relationships between
the hospitals and the local community. In 1948, the new NHS hospital
administration inherited much that had existed in the administrative struc-
tures which had preceded it, particularly where the former voluntary
hospitals were concerned. People who had run the hospitals before 1948
were often members of the new committees, and the freedom to deter-
mine the precise nature of the committee structures initially led to the
retention of familiar administrative structures.

However, as the NHS developed, tensions became increasingly apparent
in the tripartite structure where Ministry of Health policy limited the free-
dom of the periphery to determine its own administrative structures. In
addition, longer-serving members of committees and boards gradually
retired or died in office and were replaced by people who had not been
immersed in the culture of the voluntary or municipal hospitals. Towards
the end of the period of the study, for example, adoption of the Salmon
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Committee’s recommendations was followed by changes in the involve-
ment of senior nursing staff on the committees of the hospitals.

Additionally, hospital administration became increasingly professional-
ized, reflecting the more complex nature of the NHS. While there
continued to be a role for lay people in the NHS, this was less one of con-
trolling than of monitoring the work of the health and hospital authorities.
These developments give rise to two main questions. First, ‘In what man-
ner and degree did interprofessional relationships develop during the
period 1948 to 1974?’ and, secondly, ‘To what extent, if any, did the exis-
tence of the NHS shape health politics at the local level?’ Prior to the
establishment of the NHS, and during its early years, the membership of
the hospital committees was primarily composed of members of the local
community. The funding of the city’s hospitals before the NHS was estab-
lished reflected a strong local involvement in the voluntary hospitals, and
the municipal hospitals were also, by virtue of their funding by the rate-
payers, ‘owned’ by the local community. Funding of the hospitals in the
NHS was not only more remotely organized at the national level but con-
trol over where funds were spent, even in the case of the teaching hospitals,
was no longer in the hands of the local committees to the extent that it had
been before 1948. In what manner and to what extent did connections
between the city and its hospitals develop following the establishment of
the NHS from 1948 until 1974?

What started as a general idea and vaguely defined questions has thus
developed into much more coherent work.

Summing it all up

From very early in the research process, I have been expected to write chap-
ters for my thesis – albeit in draft. I have also to identify and discuss the
strengths and weaknesses both of my arguments and the way in which I
write and so learn to become my own critic. While this was by no means an
easy skill to develop, it has been very useful, allowing me to clarify my
thoughts and intentions as well as improving my written style. Initially, I
was met with the assessment of my first piece of work as ‘not history – but
policy’, which I found completely bewildering as I had written an account
of something that had happened in the past, using a range of appropriate
sources, and expected this to be sufficient. So the experience of under-
taking historical research has helped me to become more critical in my
thinking and as a reader of material I encounter in my working and non-
working life.

In addition, there are two other benefits that I can immediately point to.
First of all, I had become used to skim-reading information, only picking
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up the useful bits. Using historical research has helped me to speed up my
reading – but has also made me read the whole document or record so that
I can appreciate the full context of the information I am seeking. It has also
given reading whole books back to me – which I always enjoyed before
busy-ness got me out of the habit. Secondly, in order to read, I have to use
public transport as I can only find time to read on the bus. So we have given
up one of the family cars – who would have predicted that the study of his-
tory could be environmentally friendly?

Unquestionably, research is the key to a better future for nursing. The disci-
pline urgently needs more studies undertaken from a wider variety of
approaches to answer the many grave questions confronting it today ... All
methodologies, including historiography, should be accorded equal respect
and support by all members of the discipline of nursing (Sarnecky 1990).
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