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ABSTRACT 

 

Personal concepts of registered nurses’ roles in England are rarely described. The 

disparity between internalised personal concepts of professional nursing and the 

actual work nurses are asked to do causes a variety of tensions. To prevent 

discontinuities, nurses rely on successful stratagems to overcome these tensions, 

especially when under operational, economic and political pressures. This thesis 

provides empirical evidence of personal concepts of nursing, related tensions as well 

as successful stratagems operating in the nursing profession.   

 

The personal concepts of nursing and related tensions are analysed within the concept 

of professionalisation, then categorised using a novel approach, a ‘Q’ methodology. 

The ‘Q’ methodology is a survey-based cluster quanta-qualitative approach that is used 

to study operant subjectivity. Stephenson (1935) was first to define subjectivity as a 

non-mental construct, a set of conjectures or viewpoints based on personal 

experiences and reason. In becoming operant, such subjectivity becomes behaviourist 

and results in certain behaviours, actions, or practice.  

 

‘Q’ methodology generated six types of personal concepts of nursing. Humanitarian 

Nurse- a proud professional, Assertive Nurse- a principled expert, Conscientious Nurse- 

an ethical partner, Vocational Nurse- a compliant employee, Collected Nurse- a 

purposeful instrument and Caring Nurse- a front-liner. Each type lives with specific 

tensions. In response to tensions, eleven stratagems were identified, for example, 

Mediation, Inconspicuous concealment or Conspicuous achievement. These results are 

regarded as a first attempt to show nursing in a way that has not been done before. 

Whilst generalisations across the entire nursing profession cannot be made, this 

empirical research has shown that such personal concepts of nursing currently operate 

within nursing, be it related to the participants in this research. This research unique 

contribution to knowledge lies in drawing out the description of personal concepts of 

nursing, tensions and the stratagems from nurses themselves. These findings show 

some disparity between nurses’ personal concepts of nursing and the concepts 

promulgated by nursing stakeholders, affecting professionalisation in nursing. 
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OUTLINE OF CONCEPTUALISED TERMS AND THEIR DEFINITIONS 
 

A nurse’s professional title is protected from illegal use, preventing anyone from 

calling themselves nurses or gaining employment in public or commercial healthcare 

organisations as a nurse. This work refers to registered nurses as there is no other type 

of nurse in the United Kingdom (UK). 

 

This thesis assumes a stratagem to be a consciously considered action engaged to 

reduce tensions experienced whilst performing a professional role. Such a stratagem is 

rooted in personal concepts of a professional role. Specifically, this research leans on 

the Royal College of Nursing (2014b, page 5.) outline of nurses’ personal concepts by 

stating that “nurses carry in their heads a personal concept of nursing – what it is, 

what it is for, and how we do it.”  

 

There are no agreed universal criteria as to what constitutes profession, although 

broad criteria are available. Chapter two elaborates this thesis’s position on 

definitions. To be understood from the outset, the following distinctions are offered: 

 

When referring to a group of nurses who already possess the profession’s knowledge 

and are regulated to perform their work, I will call them the nursing profession.  

 

For the purposes of this thesis, professionalisation is a process of supporting 

professional development and knowledge consistent with a profession (Keogh 1997, 

Lorenz 2009, Horn 2016). Professionalism is a measure of formal education and 

embedded skill (Freidson 2001) and I use this term to describe the outcome sought in 

undertaking the journey of professionalisation.  

 

Those who are on the perpetual journey of professionalisation are referred to as 

professionals. Nursing is referred to as an occupation when commenting on its work 

within society and from the sociological point of view.  
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CHAPTER 1: INTRODUCTION 
 
 

1.1. OUTLINE AND JUSTIFICATION OF THIS RESEARCH 
 
 

This thesis focuses on the nursing profession in England, within the United Kingdom 

(UK).  The current situation in the nursing profession is that there are several 

discontinuities, tensions and struggles. There are particular difficulties in recruiting and 

retaining nurses. The profession is suffering from low morale and burnout (the 

Institute of Employment 2016, RCN 2020a, RCN 2020b). The Institute of Employment 

(2016) states that nursing shortages have become a national problem. The Nursing and 

Midwifery Council (NMC), nurses’ regulator, has been reporting more nurses leaving 

the register than joining, year on year since 2013. Only in 2019 the register numbers 

increased by 8000 due to international recruitment and admission of nursing 

associates (a less qualified role), onto the nurses’ register (NMC 2019b). Expectation 

of, and the eventual, Brexit at the end of 2020 has impaired international recruitment 

(RCN 2020a). In 2020, the Covid-19 pandemic resulted in the NMC taking emergency 

action to temporarily boost nurses’ numbers. This emergency action was in direct 

response to severe nurse shortages, tensions, increased mental health needs amongst 

nurses and a general burnout within the profession due to Covid-19 (NMC 2020, 

Graham et al 2020).  The NMC reported an increase of 18,370 people on the nurses’ 

register, although this group comprised of, to a large extent, retired nurses, students 

that had yet to qualify as nurses, nursing associates, and people from other allied roles 

(NMC 2020). There appear to be many sources of tension within nursing, leading to 

nurses leaving their profession. This thesis refers to the lack of cohesion and continuity 

in nursing, as discontinuities.  

 

Freidson’s (2001) study of professions opines that a major source of tensions within a 

profession is exemplified at the point of applying professional knowledge, skills, and 

professionals’ ideological schooling to one’s work.  There are reported discontinuities in 

nursing (such as burnout, breakdown in health and consequent departure from the 

profession) as a result of misinterpreting professional nursing work and deploying it 
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incorrectly (RCN 2014b, RCN 2020a, Graham et al 2020). The Royal College of Nursing 

(RCN), the largest nursing professional union in the UK, cautioned that while some 

essential characteristics of nursing could be captured in a definition, others could not 

be as “all nurses carry in their heads a personal concept of nursing - what it is, what it is 

for and how do we do it” (RCN 2014b, p. 5). One of the values of this thesis lies in its 

attempt to bridge the gap in the knowledge of the nursing profession in terms of 

nurses’ personal concepts of their professional role created in everyday nursing 

practice. This thesis demonstrates that nurses use their own personal concepts of 

nursing in circumnavigating struggles and tensions where possible. Whilst some nurses 

appear to be finding successful stratagems to navigate and manage tensions within the 

complexities of their professional requirements, many nurses do not find a successful 

way of dealing with tensions they may experience (King’s College Report 2008, RCN 

2011, The Institute of Employment 2016). There is, therefore, value in understanding 

the stratagems employed by nurses to make such tensions tolerable. 

 

I was motivated to do this research because, as a novice nurse, I had observed senior 

nurses approaching nursing work from different perspectives, sometimes, operating 

parallel processes to satisfy their own professional goals. This has led me to reflect on 

my own approach to nursing and how I adapted my practice and behaviour within a 

variety of dynamic work environments in order to cope with workload and my 

professional responsibilities. I always felt that nurses shared a deep sense of 

responsibility and compassion; I also observed that they showed these values 

differently and that this was not detrimental to nursing. Now a nurses’ leader I am 

conscious that nurses, including myself, are responsible for making decisions in specific 

moments, negotiating with a variety of stakeholders’ expectations, including their 

own. I share the emotional burden of this. I have seen a number of nurses give in to 

those emotional pressures. I have also met many nurses who I thought found 

successful ways of coping and managing these pressures. I felt compelled to 

investigate this and shine a light on successful ways of avoiding and managing the 

pressures of nursing work. Equally I wished to show nursing stakeholders that there is 

more colour, variety, depth and agility to nursing if one is prepared to look a little 

deeper into this sometimes misunderstood profession.  
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Nursing is not the only profession to experience tensions. After Freidson’s study of 

medicine (Freidson 1970), others have used the theory of Professionalism to study 

tensions or similar phenomena within professions. Whilst Dingwall and Lewis (1983) 

undertook various studies of lawyers, Horn (2016) studied the cause of pressures and 

tensions between professional role identity and personal identity among teachers in 

Germany. Professionalism in nursing has been studied from various aspects:  In the 

division of labour within medical occupations in terms of being a subordinate 

occupation to medicine and what that meant (Freidson 1970); nursing in the hierarchy 

of occupations (Dingwall and Lewis 1983); and from the point of implications of 

healthcare reform upon the profession of nursing (Dingwall and Allen 2001). Daetwyler 

(2007) studied how pressures exerted by state policy, market forces and influential 

groups impacted on individual nurses in Switzerland between 1940 and 1980. 

However, no studies have gone beyond identifying the existence and origin of these 

tensions and pressures. Equally, no study was found to review personal concepts and 

tensions in professional work, and stratagems professionals use in response to these 

tensions. This thesis presents an original study, and its value has the potential to 

advance and develop new knowledge within the concept of professionalisation.  

 

The concept of professions is relatively recent, and, in hindsight, past 

conceptualisations have been flawed (Freidson 1994, 2001; McDonald 1995, Daetwyler 

2007, Caza and Creary 2016). The concept of professions is currently captured in social 

theory. This is a legacy of Freidson’s seminal work (2001), where he critiques various 

conceptual positions of professions. Freidson’s (2001) Professionalism theory provides 

a structure for this thesis’ enquiry into collective elements affecting nursing 

professionalisation. Freidson’s theory does not provide a structure to study individual 

elements of professionalisation, specifically, professionals’ personal concepts of a 

professional role, and associated tensions and stratagems. This thesis analyses the 

individual elements within the concepts of communities of practice learning theory by 

Wenger (1998), Lave and Wenger (1991) as well as motivation theory by Abdelal et al 

(2009). Further analysis of these individual elements is conceptualised in the area of 

multi-professional role identity (Caza and Creary 2016). Multi-professional role 
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identities are typical in professionals’ workplaces nowadays. Although the idea of 

multi-professional identities is not a new one, this thesis seeks to expand those 

present among registered nurses with greater specificity than has been attempted 

previously. 

 

 

1.2. THE RESEARCH AIMS AND OBJECTIVES 
 

 

The overarching aim of this research is to capture English registered nurses’ 

stratagems for navigating and managing tensions and complexities in their everyday 

practice. A stratagem is a considered action to reduce such tensions. Elements of 

nursing formed by individual nurses’ personal viewpoints of professionalised nursing 

born out of their everyday practice are seldom described (RCN 2014b). These need to 

be established and evaluated within the perceived professionalised nursing 

promulgated by the collective norms and structures congruent with the 

professionalism of the nursing occupation (the state and market, as in Freidson 2001).  

Synthesised viewpoints, with incorporated tensions, within professionalised nursing 

will encompass nurses’ subjective worldview of nursing and provide valuable 

knowledge for current nursing practitioners, their mentors, managers, leaders, 

employers, professional groups and associations, and the regulator. The objectives of 

this thesis are outlined below: 

 

RESEARCH OBJECTIVES AND THE RESEARCH QUESTION 

 

1. to establish: 

(a) collective aspects of professionalism in nursing whilst demonstrating the effects 

and possible tensions of time-and place-specific conditions and contingencies created 

by state, market and related institutions that are establishing or supporting nursing 

professionalism; and to identify  

(b)  individual aspects such as registered nurses’ personal concepts of nursing, 

highlighting any tensions born out of applying such nursing in their current, everyday 

practice; 
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2. to synthesise and categorise collective and individual viewpoints of nursing, 

incorporating any tensions created by nursing professionalism in current 

everyday practice; and 

3.  to evaluate the tensions within professionalised nursing, and identify 

stratagems used in response to these tensions. 

 

The novel synthesis of viewpoints of nursing, highlighting tensions and nurses’ 

responses to them, may not provide a solution to address discontinuities in the nursing 

profession nor directly affect nursing numbers or morale. However, the results of this 

research may help those who wish to understand the nursing profession from the less 

examined perspective of the registered nurses themselves. Therefore, the overarching 

research question that guides this research is: 

 

What are the personal concepts of professionalised nursing that registered 

nurses hold and how do registered nurses use these to navigate or 

circumnavigate their everyday practice? 

 
 
 

1.3. THE METHODOLOGICAL APPROACH 
 

 

The nursing profession is constructed through social interactions of people, 

government, market and institutions and, as such, it is a knowledge construct 

(Freidson 2001).  Professional identity and personal concepts of a professional role are 

constructs of professionals’ cognition, attitudes and skills developed interactively in 

organised professional groups and institutions (Ghadivian et al 2014; Caza and Creary 

2016).  The underlying philosophical position of this research therefore lies in social 

constructionism within the concept of professionalisation. 

 

The first research objective is achieved through a critical review of relevant theoretical 

positions. The collective elements of professionalisation involve evaluation of the 
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nursing profession (an organised group of professionals). The individual elements of 

professionalisation involve evaluation of applied professionalism at the individual’s 

level, specifically, nurses’ personal concepts of their professional role applied to work. 

Whilst the collective elements of professionalisation are well established within the 

literature, the individual elements of professionalisation are not. 

 

The review of the professionalisation research in Chapter 2 highlights the current gap in 

knowledge and shows that some personal concepts of the nursing role presented in an 

authoritative study by Menzies Lyth (1960) were shown to lie deeply embedded in 

nurses’ subjective world. Doctoral research by Daetwyler (2007) demonstrated 

pressures by the state’s policy, market forces, and influential groups impacting 

individual nurses in Switzerland between 1940 and 1980. Since the Swiss and English 

nursing ideology is shared, some personal concepts of professional nurses resonated 

with those defined by Menzies Lyth (1960), although neither was current.  

 

Because of the gaps found in the literature, to fully meet objective one, it was 

necessary to undertake some preliminary fieldwork using a focus group. Chapter 3 

details this part of the study.  The focus group established some of the current 

personal concepts of nurses’ professional role as well as conflicting pressures that exist 

among nurses. It was not clear from the results which personal concepts of the nursing 

role and related tensions are distinctive and which trigger stratagems or 

discontinuities. 

 

Chapter 4 engaged ‘Q’ methodology, originally founded by Stephenson in 1935, to 

synthetise and categorise viewpoints on professional nursing in England. ‘Q’ 

methodology provides a structured, five-step method in categorising subjective 

viewpoints. In this thesis, viewpoints are synonymous with personal concepts. The ‘Q’ 

methodology is a cluster analysis methodology based on survey mechanisms. In ‘Q’, 

any formulated categories are called factors. Such factors are typically thematic and 

become significant by weight of an individual or a group of dominant viewpoints, 

established through a manual or computerised survey mechanism. Ovijac (2016) 
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studied the validity of a ‘Q’ methodology application in nursing and recommended this 

approach for studying subjectivities in nursing. Ovijac (2016, p. 1) states:  

 

Nurses are a very large group of employees, often described as a “first line of defense” 
when working with patients. Their views and beliefs have a significant impact, not only 
on patients but also, on their families through a number of professional associations. 
This impacts indirectly on the wider environment and the conditions in society. All this 
makes exploring subjectivity employed in nursing of wider theoretical, as well as 

practical, significance.  
 

‘Q’   has been used within clinical nursing (Gough et al 2014, Miguel et al 2016) and to 

study nursing students’ perspectives on preserving dignity in care (Mullen 2018) it has 

not been applied within the context of clarifying the nursing profession. On evaluation, 

the ‘Q’ methodology was found able to provide full answers for this research. In 

addition, engaging the ‘Q’ methodology provided an opportunity to collect and then 

categorise original nurses’ viewpoints thus affording a new contribution to the body of 

knowledge of nursing practice.  

 

The application of ‘Q’ methodology, in this study, delivered a six- factor solution; 

meaning that six nurse-types resulted from this research. Each factor’s nurse-type 

represents a distinctive personal concept of nursing, including tensions, shared by a 

group of nurses.  Each factor’s nurse-type information was interpreted. First, each 

nurse-type was synthetised into a narrative documenting unique personal concepts of 

nursing and tensions for that type. Second, this was summarised into key distinctive 

characteristics and, third, this was compared with other types to demonstrate the 

uniqueness of each type. These findings are documented in Chapter 5. 

 

The typology of personal concepts of nursing was instrumental in fulfilling objective 

three of this research. The typology offered a starting point for interpreting and 

inferring nurses’ tensions and stratagems. Nurses or small groups of them, that 

provided the highest weight load on the configured factor in ‘Q’, (a nurse-type), were 

best positioned to share and explain abstract and hidden drivers of their stratagems in 

their everyday practice (Von Exel and Graff 2005, Mullen 2018).  Ten nurses with the 

highest weight load on configured factors participated in semi-structured interviews.  



9 
 

The interviews unveiled causality of the stratagems which were then outlined in six 

rich pictures, contextualised to each nurse-type (factor).   

 

Chapter 6 evaluated the findings from this research within professionalisation theories. 

It also considered personal concepts of nursing, tensions and related stratagems and 

contrasted them with the concepts and behaviours promulgated by the state, the 

market, and the collective profession (as in Freidson 2001). Combined results from the 

‘Q’ methodology, semi-structured interviews and rich pictures helped to directly 

answer the overarching research question. The configured factors, and stratagems, 

and their potential in redefining nursing were then considered. New knowledge 

summaries and recommendations for further research are made in Chapter 7.  

 

Because this research involved registered nurses working across National Health 

Service sites, in addition to the Solent University ethical approval, Health Regulation 

Authorisation (HRA) was required. This authorisation was granted to cover sites in 

England. Specifically, this research was conducted within NHS and non-NHS 

establishments in Hampshire, Surrey, Wessex, Harrow, London and Hertfordshire. The 

ethical authorisations are enclosed in Appendix A.  

 

 

1.4. ORIGINAL CONTRIBUTIONS TO KNOWLEDGE 
 

 

As outlined above, this thesis represents a first attempt to bridge the gap in the 

knowledge of nursing in terms of nurses’ personal concepts of professionalised 

nursing, a gap identified by the RCN (2014b). This research engages registered nurses 

in defining the personal concepts of nursing, utilising ‘Q’ methodology to contribute to 

the body of nursing knowledge in an original way.  Narrated nurse-types of personal 

concepts of nursing may be regarded as the first empirical typology of nurses’ personal 

concepts of their professional role. 

 

By outlining stratagems in nursing this research goes beyond the scope of any of the 

studies of tensions within professions. Rich pictures of nurses’ stratagems may be 
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regarded as a first attempt to employ personal concepts of nursing and to identify 

successful ways of navigating tensions within the nursing profession.  

 

The research results may be regarded as complementary to the theoretical studies of 

Menzies Lyth (1960), Freidson (2001), RCN (2014b) and Caza and Creary (2016). In 

terms of Menzies Lyth’s authoritative research, this thesis confirms, clarifies and also 

updates some of her conclusions. In terms of Freidson’s theory of Professionalism, this 

thesis demonstrates that Professionalism depends not just on collective elements but 

also individual elements of professionalism. The personal concepts of nursing were a 

gap in the knowledge base that this research has filled. This thesis offers the 

knowledge of personal concepts of nursing to the RCN (2014b) to continue their work 

in defining nursing. This research validates Caza and Creary’s theory of multi-

professional role identity. The empirical research, documented within this thesis into 

personal concepts of nursing and stratagems in nursing, advances and develops new 

knowledge about the nursing, within the concept of professionalisation.  

 

1.5. SUMMARY OF THE STRUCTURE OF THE THESIS 
 
 

The thesis contains seven chapters, including this introductory chapter. The following 

briefly summarises the substance of each of the following chapters.  

 

Chapter 2 discusses the philosophical approach and conceptualisation of this research. 

The origin of professions, professionalisation and professionalism are discussed, 

leading to an analysis of collective and individual elements of professionalisation within 

the nursing profession. Collective elements of professionalism in nursing are analysed 

using the Freidson (2001) theory of Professionalism. Personal concepts of a 

professional role and stratagems are defined as individual elements of professionalism. 

Their origin, construction, sustainability, and maintenance are explained using relevant 

theories. To date, personal concepts of nursing and stratagems have not been 

recorded within academic literature with rigour. Standalone pieces of academic 

literature and the online discourse analysis have not provided cohesive 

representations from nurses themselves.  Leading on from this analysis is a suggestion 
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to empirically obtain and record a sample of personal concepts of nursing, as narrated 

by the nurses themselves.   

 

Chapter 3 contains fieldwork that complements the professionalisation research 

review and the analysis of online discourses in chapter 2 thus completes the data 

collection. The chapter explores methods to formally record personal concepts of 

nursing.  Chapter 3 documents the focus group nurses’ viewpoints and concepts of 

professional nursing. The personal concepts of nursing are found to not always align 

with those of the regulator or professional associations; also, some new personal 

concepts are recorded. This represents a useful insight and a confirmation of diverse 

personal concepts of nursing. However, the findings were not clear as to which 

personal concepts of nursing and related tensions are distinctive, which trigger 

successful stratagems and which are likely to lead to potential discontinuities in 

nursing. 

 

Chapter 4 explores approaches and methodological applications to categorise personal 

concepts of nursing and related tensions. ’Q’ methodology is used first to create a 

compendium of all subjective viewpoints and personal concepts of nursing. The 

compendium is then reduced to a set that is ranked through a group of mathematically 

weighed surveys into a diagram that ranges between the most agreed and most 

disagreed positions, as articulated by nurses. Each position is depicted by a value 

which informs a character and personality of a specific type of personal concept of 

nursing. Each type’s specific tensions are further derived from semi-structured 

interviews with nurses and successful stratagems documented using a rich picture 

method. The results of this analysis form a foundation for identifying personal 

concepts of nursing, related tensions and stratagems empirically. 

 

Chapter 5 presents findings obtained using ‘Q’ methodology as well as results 

pertaining to the structured interviews and the application of a rich picture method. 

The ‘Q’ methodology results are shown as a six-factor typology of personal concepts of 

nursing. The six factors are described in a variety of ways to help understand each type 

identified as if it was a person. Each nurse-type’s representative/s were further 
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interviewed to clarify a list of their tensions they experience whilst practicing nursing. 

Further, the same representatives helped to finalise construction of a rich picture of 

stratagems they use in their practice. The findings in Chapter 5 represent new and 

original knowledge within nursing professionalisation.   

 

Chapter 6 evaluates the impact of the research findings on associated published 

academic literature, particularly in the field of professionalism and nursing 

professionalisation. It is shown that the individual elements of professionalisation 

impact overall professionalisation in nursing. Here a first attempt is made to suggest a 

framework to analyse individual elements of professionalisation such as personal 

concepts of a professional role. This chapter further evaluates disparity between 

nurses’ personal concepts of nursing and the concepts promulgated by the state, 

market and the collective profession. As a result of a homogeneous approach to 

nursing regulation, leadership and management it is suggested that some 

discontinuities in nursing may not be addressed. 

 

Chapter 7 concludes the thesis and answers this research objectives and consequently 

the research question. Having the personal concepts of nursing described empirically, 

for the first time, helps to explore their impact on professionalisation. This final 

chapter draws out some disparity between the personal concepts of nursing and the 

concepts promulgated by nursing stakeholders. This disparity is shown to impact 

general understandings of nursing.  

 

The homogeneous approach taken by nursing stakeholders leaves a gap in supporting 

nurses’ heterogenous concepts of the nursing role. Whilst some nurses create 

successful stratagems to navigate work tensions, some nurses face discontinuities. 

Chapter 7 concludes by listing the implications of this research for nursing stakeholders 

and providing some research recommendations.    
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Table 1: Thesis summary 

 

Research question:  
What are the personal concepts of professionalised nursing that registered nurses hold and how do 
registered nurses use these to navigate or circumnavigate their everyday practice? 

Objectives Method (chapter) Outcome 

Objective 1 
 
To establish 
elements of 
professionalisation 
in nursing 

Professionalisation 
research review and 
analysis of 
online discourses 
(Chapter 2). 

Critical review of collective and individual elements 
of nursing affecting professionalisation and de-
professionalisation, evident in the literature and in 
the analysis of online discourses. 
 

Focus Group   
(Chapter 3). 

Collection of a range of existing themes of personal 
concepts, including any tensions, held by registered 
nurses about nursing, in the context of their current 
professional work. This fieldwork complements the 
professionalisation research review, the analysis of 
online discourses and completes the data collection. 

Objective 2 
 
To synthetise and 
categorise 
viewpoints on 
nursing, including 
tensions 

‘Q’ methodology (Chapter 
4)  
 
 
 
 
 
 

Application of ‘Q’ methodology to synthesise 
collective and individual viewpoints and tensions 
within nursing (obtained in Chapter 2 and 3) 

Categorisation of viewpoints on nursing and tensions 
into factors using PQMethod software by Schmolck 
(2014).  

Interpretation of factors using Watts and Stenner 
(2012) ‘Q’ methodology technique. 

Post ‘Q’ methodology 
Semi-structured 
interviews (Chapter 4) 

Utilising semi-structured interviews to identify each 
factor tensions.  

 
Analysis and 
interpretation of results 
(Chapter 4) 

A variety of descriptions of categorised factors in 
terms of their type and character. Tables 9a-9f show 
each factors’ narratives and Figures 4a-4f show 
distinguishing aspects of factors (Chapter 5) 
 
Presentation of typology of personal concepts of 
nursing. Table 12 showing typology (Chapter 5). 
 
Categorisation of tensions related to typology of 
personal concepts of nursing in presented in Table 
13 (Chapter 5). 

Objective 3 
 
To evaluate the 
tensions within 
nursing and identify 
stratagems used in 
response to these 
tensions 

Post ‘Q’ methodology 
Semi-structured 
interviews (Chapter 4)  

Application of semi-structured interviews to identify 
stratagems used by nurses in response to tensions 
experienced in their professional work.    

Presentation of rich pictures related to typology of 
personal concepts of nursing and related tensions is 
outline in pictures 7-12 and summarised in Table 14 
(Chapter 5).   

Evaluation of knowledge 
(Chapter 6) 

I. Comparing and contrasting registered nurses’ 
personal concepts of nursing and stratagems with 
the concepts and behaviours promulgated by the 
state, market and the collective profession (state, as 
in Freidson 2001). 
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CHAPTER 2: PROFESIONALISATION RESEARCH 
 
 

This chapter provides a critical review of the existing research in the field of 

professionalisation and applies it within the nursing profession. The focus of this 

chapter is on the material relevant to professionalisation in the nursing profession and 

not a systematic review of the literature.  

 
 

2.1. CONCEPTUALISING THE NURSING PROFESSION 
 
 

Before classification of philosophical approaches, exploring a question about 

professionalisation and personal concepts of nursing profession would have involved a 

study of humans within the whole universe (cosmology) and its generic forces such as 

air and water or life and death (ontology). Personal concepts, tensions, and stratagems 

would have been studied as a general issue and would relate to all human beings 

universally. The outcome of such philosophical enquiry would be a philosophical view 

on the origin and history of human personal concepts. Mannheim (1936) discusses 

epistemology as a first significant philosophical product of the breakdown of the 

unitary world view. Mannheim described separate worldviews and sciences such as 

social theory forming from the main philosophical approach to explain the world in a 

specific way. As Mannheim put it: 

 
 “We belong to a group not because we are born into it, not because we profess to 
belong to it, nor finally because we give it a loyalty and allegiance, but primarily, 
because we see the world and certain things in the world the way it does” (p. 19.). 

  

The term ‘social theory’ encompasses ideas about societies changing and developing. 

There are many social theories, frameworks and paradigms available to explain various 

social phenomena, including professionalisation and personal concepts. 

 

This research does not propose a medical or psychological enquiry.  This research is not 

looking for explanations as to why a particular nurse believes things they do. This 
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research is looking to document how nurses see themselves and give them voice to 

describe their own personal concept of what they do in their work. The only way to do 

this is to allow nurses to explain how they construct these personal concepts in their 

heads.  Epistemologically, the nursing profession has been constructed through social 

interactions of people, government, market and institutions and, as such, it is a 

knowledge construct (Freidson 2001). This research therefore adopts the philosophical 

position of social constructionism and conceptualise it in the field of 

professionalisation. 

 

2.1.1. ORIGINS OF PROFESSIONS 
 
 

Professions emerged from organised occupations. Expansion of formal occupations, 

and associated paid work, accelerated in capitalist industrial society in the United 

Kingdom from the eighteenth century. People started to depend on expert advice and 

were able to buy professional knowledge to advance their economic power or to 

protect themselves (i.e., medicine, law, accountancy).  

 

An authoritative work by Larson (1977) explained professions as a professional project. 

Here, professions interact internally and externally to optimise opportunities of 

advancement in status. Larson emphasised that the professional project is not just 

about exploiting economic opportunities; it is also about maximising them and 

protecting them. The main rival to Larson’s conceptualisation was Abbott’s (1988) 

system of the professions. Abbott’s work (as has Larson’s) clearly contributed to the 

knowledge of professions. Both provided a number of questions to serve as theory to 

conceptualise and consider professions (McDonald 1995, Freidson 2001).  Eliot 

Freidson (Profession of Medicine, 1970; Professionalism, caring and nursing, 1990; 

Professionalism Reborn, 1994; and Professionalism, the Third Logic 2001) shows that 

professionalisation of occupational groups in the twentieth century protects 

occupations within the interdependent relationships between market and state.  

In this thesis nursing is referred to as an occupational group when commenting on its 

work in the context of the hierarchy of other occupations and from the sociological 

point of view. Section 2.2. analyses causes and effects of professionalisation in nursing.  
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2.1.2. CONCEPTS OF PROFESSIONS, PROFESSIONALISM AND PROFESSIONALISATION 
 
 

It is typical of authors steeped in the theory of the sociology of professions to struggle 

to define what constitutes a profession (Freidson 1970, 1994, 2001; Dingwall and Lewis 

1983; Macdonald 1995) with each seeking to define the term of the profession before 

they unravel the subject of their work. Horn’s (2016) review of the arguments 

concludes that conceptualisation of ‘professionalisation’ is contested for three 

reasons. 

 

First, it is not clear whether the term ‘professionalisation’ refers to an occupation 

becoming a profession. In becoming organised, some occupations start to 

‘professionalise’ because they strive to become state-recognised professions and yield 

an improved economic status (Lorenz 2009). However, it does not follow that 

recognised professions stop ‘professionalising’ (Freidson 2001, Horn 2016). A state of 

economy has a power to support professionalisation but also trigger de-

professionalisation (Freidson 2001). Certain collective qualities and criteria determine 

recognition, continuum and power of professions (Freidson 1970, 1994, 2001). These 

qualities and criteria justify nursing as a profession, and this is critically discussed in 

section 2.2.2.  

  

Second, ‘professionalisation’ occurs on individuals’ level whilst taking part in organised 

activities designed to develop individuals’ professionalism (Freidson 2001, Horn 2016). 

Professionalism is a measure of formal education and embedded skill (Freidson 2001). 

The process of developing individuals’ professionalism in the nursing profession is 

outlined in section 2.2.3. 

 

Third, those who are on the perpetual journey of professionalisation are referred to as 

professionals. Based on personal values and professional work experiences, 

professionals form a professional role identity or multi-professional identities, which 

are also a product of professionalisation (Horn 2016, Caza and Creary 2016). 
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Constructing and re-constructing professional role identity at a professional level in the 

nursing profession is critically discussed in section 2.3.  

 

Clearly, ‘professionalisation’ involves ‘collective’ elements as well as ‘individual’ 

elements. In summary, for the purposes of this thesis, professionalisation is a process, 

supporting individuals’ professional identity, development and knowledge constituent 

with a profession (Keogh 1997, Lorenz 2009, Horn 2016). 

 

2.1.3. OUTLINE OF COLLECTIVE AND INDIVIDUAL ELEMENTS IN PROFESSIONALISM 
 
 

Collective professionalisation is controlled by professional authority, professional 

groups and communities of practice and employers. Typical of professional authority, 

groups and employers, they outline the skills, required competencies, and desired 

principal characteristics and values of the profession. Such interactive social constructs 

have the power to create professional role identifications in those that come in contact 

with them (Freidson 2001). This is exemplified by Caza and Creary’s (2016) evaluation 

of professional identification theory; also, Wenger’s (1998) evaluation within the 

learning theory in communities of practice, where mechanisms at play have shown to 

have the power to create identification and change not only viewpoints and personal 

concepts, but also behaviours. These theories assume that a professional role identity 

is conceptualised as a subjective construct influenced by social interactions whilst 

performing a professional task and work. Steeped in such constructionism, the root to 

professionalism starts at each professional member’s individual level where a 

professional creates a self-concept, a subjective viewpoint, of their professional role 

identity, out of a professional ideology, knowledge and training repository, as well as 

from personal perspectives. The personal perspectives are based on personal histories, 

experiences, identifications, social experiences, culture, gender, or religious influences 

(Wenger 1998; Ghadivian et al 2014; Caza and Creary 2016). 

 

The evidence, in that the dynamics occur within professions at the point of specific 

knowledge application to work, including a typical profession such as nursing, is born 

out of Freidson’s (2001) ‘Third Logic’ theory of Professionalism. Freidson’s 
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Professionalism theory is designed to evaluate a collective occupation in terms of 

constant ideal-typical structures as well as in terms of time- and place-variable 

contingencies created by state policy, organisation of occupations and values created 

by employers. Freidson (2001) identified instances within the process of 

professionalisation where tensions affect not only individual professional but impact 

the collective – the entire profession. These tensions represent discontinuities 

experienced by professionals in their real practice when applying their specific 

professional knowledge, their skills, and their internalised ideological schooling 

(Freidson 2001). It is these tensions and these discontinuities that naturally bring 

individual professionals to evaluate their internalised self-concepts of their 

professional role identity against the work they are asked to do (Caza and Creary 

2016). The strength of the internalised self-concepts ultimately directs whether 

professionals create stratagems to remain in their professional work or whether they 

perform it in the way it is intended (Caza and Creary 2016, Horn 2016).  

 
 

2.2. COLLECTIVE ELEMENTS OF PROFESSIONALISM 
 
 

2.2.1. FREIDSON’S PROFESSIONALISM THEORY – CRITICAL REVIEW 
 
 

This research leans on conclusions from Freidson’s (2001) seminal work, detailed 

analysis of professionalisation by Daetwyler (2007), and Macdonald’s (1995) critical 

review of sociology of professions, who critically appraised ways of conceptualising the 

study of professions.  As attested to by Freidson (2001) and Daetwyler (2007), the 

scientific work of Larson (1977) in the field of professionalisation has provided 

significant foundations; her thoughts and theories considered both original and 

instrumental. Nevertheless, because Larson’s work was set in an historical narrative of 

Marxism then Weberian and, in places, Foucauldian styles, it does not lend itself to be 

used as a theoretical framework. This is because Larson’s approaches are positioned in 

the bureaucratisation of the class system at a specific time and, whilst replicable in 

some parts, in others they are not. Similarly, the work of Abbott (1988) was lost to his 
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pursuit of professional jurisdictions1 beyond the framework of professionalisation. As 

Daetwyler (2007) concludes, Abbott’s system of professions helped her research to 

identify some of the processual inter-profession structures; it did not, however, 

provide enough of the framework to address all dynamics affecting professions. 

Macdonald’s (1995) critical review analyses and describes works of both Larson and 

Abbott as most significant; nevertheless, he does show how Abbott’s processual 

framework of study professions does not stretch to address links with the market and 

the relationships with other professions that are competing for professions’ 

jurisdictions. Daetwyler (2007) follows the proposals of Larson (1977), Abbott (1988) 

and Freidson (2001) to study the professionalisation of nurses in Switzerland between 

1940 and 1980. Daetwyler (2007) concluded that Freidson’s theory provides complete 

theory against which to review a profession, even though Abbott’s (1988) work helped 

in understanding issues surrounding a profession’s jurisdictions, and Larson’s work 

(1977) who provided a comprehensive outline of the working profession and how 

professions’ monopoly is maintained2.  Freidson’s (2001) seminal work not only 

questions conceptualisation of the sociology of profession; it also considers the 

instrumental works of Larson (1977) and Abbott (1988) as well as others who have 

advanced this field.  Refusing to take a position before reviewing all approaches, 

Freidson (2001) conceptualises his theory of Professionalism in social theory of work. 

His theory, shown in Figure 1, encompasses the normative aspects of work delivered 

by regulations as well as inter-profession aspects born out of its structures and socio-

economic issues. However, as indicated in the introductory chapter, Freidson’s theory 

of Professionalism is limited to studying collective aspects of professionalism and as 

shown by Horn (2016) in his study of teachers, and Caza and Creary (2016) in their 

study of professional role identity, individual professionals’ identity and behaviour 

impacts on the state of the collective profession. Freidson’s theory of Professionalism 

(2001) does not offer a structure to study aspects affecting individual professionals nor 

                                                           
1 Jurisdiction: a social and cultural structure that links profession and work; the strength of the 
link depends on the state, aims, and claims of actual professional work (Daetwyler 2007). 
 
2 Monopoly: control over the practice of a defined body of specialised knowledge and skill 
(Freidson 2001). 
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help to explain the effects of these on the collective profession. Figure 1 was created 

to outline Freidson’s theory graphically to demonstrate this. 
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Figure 1: Freidson’s theory of ‘Professionalism’ (2001), presented graphically 
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2.2.2. CONTINGENT TIME AND PLACE VARIABLES FOR ESTABLISHING AND 
SUPPORTING PROFESSIONALISM IN NURSING 
 
 

Freidson’s theory of Professionalism outlines the contemporary economy and related 

politics as the most powerful time and place variables relating to any profession in any 

given time.  As Freidson explains, it is the political and economic variables’ powers that 

determine levels of professionalisation and de-professionalisation present within a 

society. Both processes are closely linked to society’s economy enacted by the state 

and its powers (Freidson 2001); with the state, the sovereign political authority, being 

a primary contingency of professionalism. Like Freidson, others have argued for and 

provided evidence that the state is the prime contingency in de-professionalisation 

and professionalisation. This research is not going to review this argument; rather, it 

focuses on the effect that such sovereign political authority currently has on 

professions, including nursing, in England.   

 

The author of this research accepts Freidson’s position on clarifying the state’s 

relationship with professions, where a profession’s autonomy over its work depends 

on the state’s coercive power that supports such autonomy; ‘state’ being an entity, 

distinguished from professions, that is able to take action or mediate between 

professions, customers and professions. This is contrary to the view of Foucault’s 

(1980) governmentality concepts where the state uses professions for administrative 

purposes and to create a docile population, or Johnson’s (1972) concept of the state 

being in an interactive relationship with professions and as one with the profession.  

 

Sections 2.2.2.1. and 2.2.2.2. outline the type and the effect of the state’s sovereign 

political authority over professions, including nursing, in England. As per Freidson’s 

theory of Professionalism structure, section 2.2.3. outlines further institutional 

circumstances required for successful practice of different bodies of knowledge and 

skills of nursing.  
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2.2.2.1. Organisation and position of state as a variable 
 
 

As explained in the previous section, the level of protection and support for any 

profession is dependent on state economic power enacted by the state, its principal 

authority. The political approach of a state in any given time will affect professions 

differently (Freidson 2001). As per Darlington (2018), the pluralist and liberal 

approaches of UK democracy are shown to have a direct impact on professionalisation 

and on de-professionalisation. Specifically, neo-liberalist politics and emphasised right 

to demand customer-centric public services have been influencing the ways politicians 

organise and structure public services, including professions (Lorenz 2009). The UK 

public is particularly active in evaluating whether politicians represent their views and 

what is, or not, in the public interest.  Spence et al (2017) critically review the effect of 

the UK politics on professions and conclude that the current crisis affecting all 

professions stems from under-resourced and bureaucratic working environments, 

inequalities, and immigration. It is now the professions’ burden to prove to the public 

and the politicians that the professional knowledge and expertise is of value to the 

public and that they can be trusted. IPSOS MORI, a social research institute, has the 

longest-running poll on trust in professions in the UK; in 2020 it ranked the UK’s 

professions according to the level of public trust. Picture 1 shows their 2020 poll. The 

nursing profession has done well to show the public its value. Those surveyed ranked 

nurses highly in being a trusted profession. The Covid-19 pandemic accelerated nursing 

into the public consciousness – and conscience – with news channels showing public in 

the streets clapping and celebrating the work of dedicated nurses and others working 

for the National Health System during pandemic. However, it is made clear later in this 

thesis that the current population’s liberalist tendencies are conservatively controlled, 

whether this is by the state’s bureaucracy, the state’s position on nurses’ pay, or 

immigration. This thesis outlines the current conservative’s government manoeuvres 

that result in de-professionalising some aspects, yet professionalising the profession in 

others aspects; all to manage gaps in the employment market and their own priorities.   
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Picture 1: Ipsos MORI 2020 poll on UK’s public trust in professions to tell the truth. 

 

The UK left the European Union (EU) at the end of 2020. Whilst most professionals 

working in the UK prior the end of 2020 can request settled status, EU nationals 

arriving in the UK from 2021 will require a work permit. Only the most talented and 

those in UK shortage professions are granted a UK work permit. Nursing qualifies as a 

shortage profession. Nevertheless, work permits are subject to fees as is a visa to enter 

and live in the UK. Qualification and skill recognition are no longer automatic criteria to 

enter the UK. Any respective country’s professional bodies apply their own 

professional criteria and administration fees. Clearly, new professional and 

immigration rules provide further layers of administration and inevitably slow down, if 

not restrict, movement of professionals in and out of the UK (RCN 2020a).   

 

The UK operates several professions’ sectors: these include but are not limited to 

accountancy, banking and finance; healthcare; engineering and manufacturing; 

consultancy and business management; law; public service; media; and arts, science 

and pharmaceuticals. The UK’s Health and Social Care Professionals Act 2005 outlines 

nine regulatory bodies, who jointly register all defined professions within healthcare in 
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the UK. To manage risk to patients’ lives and safety, each profession operates 

protected professions’ titles for the public to discern when it is safe to give authority to 

and trust a professional.  Each profession is enshrined in its own regulations to manage 

various issues specific to that profession.  For example, the General Medical Council 

(GMC) was initially established by an Act of Parliament in 1858. The General Dental 

Council (GDC) was established in 1956. The Health and Care Professions Council (HCPC) 

currently regulates 16 professions and was initially established in 1960, and the 

Nursing and Midwifery Council (NMC), although under a different name, started to 

operate in 1920. Furthermore, professions protect their titles. For example, the NMC, 

by NMC Order 2001, makes the use of the titles of ‘registered nurse’ and ‘midwife’ by 

anyone not on their register illegal (Council for Healthcare Regulatory Excellence 

(CHRE) 2010). The title ‘osteopath’ is protected by the Osteopaths Act 1983 (CHRE 

2010). On the other hand, the title ‘doctor’ is not protected (CHRE 2010). 

Some professions’ practice is not protected by the professions’ titles, or their 

regulator, impacting on many professionals to varying degrees. For example, a 

physiotherapist struck off from the register of physiotherapists may still sell their 

services as a sports therapist and continue to earn their living in that capacity but 

performing physiotherapy. A study by Unsafe Spaces (2016) found that one in four 

registered psychotherapists were continuing to practice after they have been struck off 

from a professional register and, even with the national media attention, struck-off 

individuals continued to practice.  Nurses’ and doctors’ regulators protect their work 

differently. Since Harold Shipman’s case, the GP who murdered at least 250 people 

between 1975 and 1998, the GMC publishes online hearings and outcomes from 

investigated doctors. The NMC on the other hand operates the investigating 

committee made up of nurses and midwives who then refer cases to the fitness to 

practice committee. The sanctions available are in the form of recorded cautions, 

conditions, time-bounded suspension and being struck off the register. However, in 

the case of nursing, one of the first significant cases occurred in 2008 resulting in 

successful prosecution by the Nursing and Midwifery Council (Council for Healthcare 

Regulatory Excellence 2010). Since, further cases have been successfully prosecuted; 

for example, in 2015 a nurse was found guilty of gross negligence manslaughter after 
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three days of deliberations at Nottingham crown court (The Guardian 2015). In 2020, 

another nurse was jailed for the despicable treatment of a patient (The Chronicle 

2020). The NMC uses their powers to pursue their registrants by an internal legal team 

or by hiring an external lawyer to deal with complex cases in Courts of Law, actively 

pursuing prosecutions, although the NMC’s legal powers are yet to be consistently 

applied.  In 2018 the NMC admitted serious failings where the Council failed to 

prosecute midwives involved in death of 11 new-born babies and one mother (NMC 

2018).   

Doctors and nurses are mandated to report any police cautions or criminal offences to 

their regulatory body. Whilst the GMC holds their own hearings on the back of criminal 

offences and charges, the NMC has powers to move to automatic suspensions from 

nurses’ and midwives’ registers. The 2017(b) NMC’s case, Lisa Doherty versus the NMC, 

demonstrated that two drink driving convictions within five years resulted in the NMC 

not renewing the registered status of the nurse concerned, resulting in Doherty losing 

her job and her livelihood. Whilst in this case there were consequent hearings, these 

were on the back of Doherty’s appeals. The Court of Appeal led by Lord Justice 

Underhill dismissed the appeal in favour of the NMC. Regulation of nurses offers one 

of the most mature processes in excluding nurses that do not meet the profession’s 

requirements of practice or behaviour. 

 

Whilst not unique to nursing, there are further severe pressures within professional 

nursing. The Institute of Employment (2016) has leading experts on labour studies who 

have reported on the labour market for nurses in the UK and its relationship to the 

demand for, and supply of, international nurses in the NHS. The report confirms a 

shortage of nurses to meet demands as well as skills to meet the population’s diverse 

needs. The reasons for shortages are shown to be that nursing does not attract enough 

new recruits that a large proportion of nurses are ageing and leaving the profession 

and that, after the Francis Report in 2013, greater numbers of nurses are required to 

provide safe staffing levels. Other factors were identified as workplace pressures, most 

commonly long hours and burnout, pay freezes, and low morale. The NMC’s report 

(2017a) shows that the numbers of UK registrants leaving the profession has increased 
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from 19,819 in 2012/2013 and peaked at 29,434 in 2016/2017. In 2018-2019, 24,069 

nurses left the register, compared to 25,400 in 2017-2018 (NMC 2019b).  The NMC 

(2017a) surveyed people who had left the register between June 2016 and May 2017. 

The top reasons for leaving were working conditions related to staffing levels or 

workload, a change in personal circumstances such as ill-health or childcare 

responsibilities, and disillusionment with the quality of care provided to patients. 

Other reasons cited for leaving the register included concerns about their ability to 

meet revalidation requirements and poor pay and benefits. The NMC’s report from 

2019 (NMC 2019b) cites retirement, too much stress at work, personal circumstances, 

staffing levels and concerns about revalidation as nurses’ top reasons for leaving the 

register. Whilst the national nurse shortage continues, the NMC 2019 report notes that 

at last, the register rose by approximately 8, 000 nurses thanks to international 

recruitment (the number of nurses from outside the EEA rose by 126.4%) and a 0.9% 

increase was reported within the UK. However, as RCN (2020a) report, threat of Brexit 

has been significantly reducing EU recruitment, where in 2018/2019 only 885 EU 

nurses joined the register, a 90% fall since 2016. In 2021, Brexit is predicted to further 

restrict EU recruitment (RCN 2020a). 

 

The work of Griffiths et al (2019) indicates that the Francis report (2013) has not been 

taken seriously. Registered nurses staffing ratios are frequently lowered. Most recently, 

registered nurses are substituted by nurse associates and assistants.  Griffiths et al 

(2019) demonstrated that reducing registered nurses staffing levels below wards’ mean 

(where admissions exceeded 125% per registered nurse) increased mortality. Whether 

the nurse associates’ and assistants’ ratios were low or high in those cases, patients’ 

mortality still increased. Griffiths et al (2019) research does not support policies to 

replace registered nurses with nurse assistants. In 2020 Covid-19 pandemic, nurses 

were observed to burn out faster than before, some working in environments with 

severely lowered staff-to-patient ratios, many referring to this situation as a crisis 

(Graham et al 2020, RCN 2020a). The RCN (2020b) reports that nurses continue to 

voice a lack of recognition for all their efforts, not being paid for doing overtime or 

staying late, where employers rely on nurses’ goodwill. 
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With the Covid -19 pandemic as a trigger, in 2019-2020, the NMC took emergency 

measures to boost nursing numbers. From 2019, the NMC allowed nursing associates 

(the role is explained later in this thesis) to join the NMC register. The Council also 

granted temporary registrations to carefully chosen groups to provide nursing, at least 

temporarily (NMC 2020). Further, the NMC allowed nursing and midwifery students in 

the last six months of their degrees to practice with the qualified workforce (NMC 

2020). In this way, the NMC boosted nurses’ numbers on the NMC register by 18,370 

nurses since March 2019 (NMC 2020). Brexit and the dwindling numbers of 

international applications have had an inevitable impact; the NMC now rely on nurses 

being substituted long term and not just temporarily (RCN 2020a), a clear sign of de-

professionalisation for economic and political reasons. 

 

 

2.2.2.2. Position and mechanism of authorities and associations as variables 
 
 

The Nursing and Midwifery Council (NMC) started its journey under a different name 

when, in 1919, through an Act of Parliament, all nurses had to be registered with its 

predecessor, the General Nursing Councils (Bendall and Raybould 1969).  In 1983 the 

United Kingdom Central Council for Nursing, Midwifery and Health Visiting (UKCC) was 

set up to achieve conformity among nurses’ delivery, and the UKCC published the first 

Code of Professional Conduct in 1992. The Code of Professional Conduct was a 

significant piece of legislation for nurses in setting a directive of standards to guide 

their practice. The UKCC regulatory structure survived (with minor modifications) up to 

April 2002 when the UKCC ceased to exist, and its functions were taken over by the 

Nursing and Midwifery Council (NMC).  

 

The NMC’s Code of Professional Conduct: standards of conduct, performance and ethics 

is a list of standards and behaviours that each registered nurse is required to meet. As a 

leadership instrument the Code gives nurses and the public a vision and direction as to 

what the NMC believes constitutes a good competent nurse. In the 2008 Code, nurses 

were made personally accountable to deliver the Code. This meant that there were two 
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main mechanisms that the NMC used to regulate nursing: The Code as an instrument; 

and the accountability aspect which is the control mechanism to ensure allegiance to 

that Code. The Code underwent several alterations over the years, cementing nurses’ 

mandate in a 2015 version. Appendix B analyses the Code in terms of its most 

liberating and restrictive aspects of nursing. This analysis shows the NMC’s 

homogeneous approach to nursing while, at the same time, leaving nurses, in many 

situations, a broad scope but little help to manoeuvre complex personal dilemmas and 

difficult ethical situations they may be facing. 

 

The Royal College of Nursing (RCN) is the world’s largest nursing union and 

professional body representing more than 435,000 members in the UK and 

internationally. The RCN set out to represent the professional interests of nurses and 

support nurses with confidential advice and support in employment matters, 

development, and welfare. The RCN investigates issues in nursing and then lobbies the 

government and other bodies to influence policy benefiting patients and nurses. The 

RCN is acutely aware of a long-standing issue in nursing and highlights some critical 

points. In particular, the RCN embraces nurses’ diversities, often being the only 

authoritative voice that challenges the government and related policy.  

 

Not all nurses are members of the RCN, and there are other smaller nursing 

associations such as WeNurses social media group and the Council of Deans of Nursing 

(membership of universities that devise and administer nursing education) who 

equally attempt to contribute to the professionalisation of nursing. They all operate in 

their specific areas and do not operate across the entire nursing field, whilst having a 

voice in nursing, particularly the RCN, is not pivotal in the nursing professionalisation 

at the level that the Nursing and Midwifery Council as regulator is. Nevertheless, the 

RCN has power, specifically when supported by the employment market economy. In 

2017 Health Education England defined four pillars of advanced practice. Whilst 

universities started to offer a master’s qualification reflecting the four pillars, for the 

existing advanced practitioners, the RCN had stepped in by credentialling of Advanced-

level Nursing Practice. Advanced Nursing Practice (ANP) is not a protected title. The 

RCN has been instrumental in working with the UK’s nursing profession stakeholders 
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as well as the International Council of Nurses to determine descriptors of the 

Advanced-level Nursing Practice. The RCN developed criteria to that effect and now 

provide a credentialling service to nurses wishing to work at this level. The RCN 

(2018b) on page 4 summarises the NMC’s position with regards to the Advanced Level 

of Nursing Practice: 

 
“Therefore, nurses wishing to practice at advanced level must remember that their 
practice will be judged as such, rather than at the standard of initial registration”, 
outlined by the NMC.  

 

 

The RCN (2018b) outlines that working at this level provides attractive renumeration 

that nurses should not forgo when dealing with less informed employers and 

organisations. Whilst warning nurses that they are not to think of themselves as 

doctors’ substitutes, the RCN (2018b) describes nurses working at this advanced level 

as being in a hybrid role between nursing, allied health-care and medicine, with 

authority over admissions, discharges, referrals, prescribing treatment and educating 

nurses and junior doctors. To support this work, RCN now offers accredited self-

employed nurses a professional indemnity insurance scheme (RCN 2018b).   

 

 

2.2.2.3. Institutional circumstances variables in successful practice of different bodies 
of knowledge and skills 
 
 
 

Epistemologically, each profession advances from the concept of a knowledge 

mandate (Freidson 1970). The knowledge mandate forms a foundation of a profession 

and it is a source of professions’ jurisdictions that represents professions’ codified 

standards of a competent performance. However, the source of such knowledge may 

be different in character and shared with other occupations. Freidson (1970) argues 

that professional knowledge is socially constructed and organised over time.  

 

Before the Florence Nightingale reforms in nursing in the nineteenth century, nursing 

had a poor reputation in terms of care, practice, and behaviour (Nutting and Dock 
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1907). The religious and military orders provided the bulk of any nursing activity 

(O’Lynn and Tranbarger 2007). The sick turned to the church even though the care 

given was of a poor standard. During the military expeditions, nurses tended to the 

injured or dying soldiers or assisted surgeons repairing battlefield injuries. Due to the 

medical advances, nursing was becoming more sophisticated and economically more 

valuable. Men were needed on the battlefield and then in industrial jobs so many 

more females undertook nursing work (O’Lynn and Tranbarger 2007). Diagram 1 

maps the history of nursing and the keys points in the professionalisation of nursing: 

 

Diagram 1: History of nursing in the UK, adapted from Thomas (2016) 
 

Professionalisation in nursing 

Nurse education 

Medical advances 

 
 

1796 Smallpox vaccine discovered by Edward Jenner 

1816 Rene Laennec invented stethoscope 

1818 British obstetrician James Blundell performs first transfusion of human blood 

1844 Dr Horace Wells, American dentist, uses nitrous oxide as an anaesthetic 

1854 Florence Nightingale received a state authorisation to go to Turkey, where the military hospital 
was, to lead a team of nurses caring for soldiers in the Crimean War 

1855 Mary Seacole established the British Hotel, a convalescent home for soldiers in the Crimean 
War. Mary does this out of her own initiative because due to her race she was refused the 
state authorisation 

1860 Nightingale Training School opens at St Thomas’s Hospital in London. One of the first 
institutions to teach nursing and midwifery as a formal profession, the training school was 
dedicated to communicating the philosophy and practice of its founder and patron, Florence 
Nightingale. For Nightingale this was a campaign to transform nursing and healthcare 

1867 Antiseptic Principles of the Practice of Surgery published by Joseph Lister 

1887 British Nurses Association created; the Association united nurses who sought national 
professional registration instead of belonging to different Hospital Associations 

1899 Felix Hoffman develops aspirin 

1900 More hospitals establishing their own training schools for nurses; in exchange for lectures and 
clinical instruction, students provided the hospital with two or three years of skilled free 
nursing care 

1908 The first meeting of the National Council of Trained Nurses of Great Britain and Ireland was 
held in London 

1914-
1918 

World War One; Queen Alexandra Imperial Military Nursing Service (QAIMNS) developed with 
10,500 nurses enrolled 

1916 Royal College of Nursing founded with 34 members 

1919 Nurses Act established the first professional register held by the General Nursing Council 

1922 Insulin first used to treat diabetes 

1928 Scottish bacteriologist Sir Alexander Fleming discovers penicillin 

1932 Lancet Commission on Nursing explores how to make nursing more attractive to young women 
in order to deal with shortage of trainees 

1937 Bernard Fantus starts the first blood bank at Cook County Hospital in Chicago 

1939-45 World War Two; many nurses enrolled in QAIMNS again gaining officer status 

http://www.infoplease.com/cgi-bin/id/A0805047
http://www.infoplease.com/cgi-bin/id/A0858847
http://www.infoplease.com/cgi-bin/id/A0815395
http://www.infoplease.com/cgi-bin/id/A0818904
http://www.infoplease.com/cgi-bin/id/A0838154
http://www.infoplease.com/cgi-bin/id/A0807935


32 
 

1940 The state enrolled nurse is formally recognised with two years of training 

1943 Microbiologist Selman A. Waksman discovers the antibiotic streptomycin, later used in the 
treatment of tuberculosis and other diseases 

1948 National Health Service offered free treatment for all at the point of care 

1951 Male nurses were allowed to join the professional register 

1952 Paul Zoll develops the first cardiac pacemaker to control irregular heartbeat 

1953 James Watson and Francis Crick at Cambridge University describe the structure of 
the DNA molecule 

1967 Salmon Report proposes the development of nursing to include the management of hospitals 

1967 South African heart surgeon Dr Christiaan Barnard performs the first human heart transplant 

1972 Briggs Committee suggests a move to degree preparation of nurses and that practice be based 
on research 

1978 First test-tube baby is born in the U.K. 

1983 Griffiths Report establishes general management in the NHS, largely taking leadership away 
from nurses and doctors 

1983 
 
 
 
 
 
 
 
1986 

United Kingdom Central Council (UKCC) for Nursing, Midwifery and Health Visiting sets up a 
new professional register with four branches (mental health, children, learning disability and 
adult) reflecting former types of training and qualifications: Registered General Nurse, Enrolled 
Nurse (General), Registered Mental Nurse, Enrolled Nurse (Mental), Registered Nurse for the 
Mentally Handicapped, Enrolled Nurse (Mental Handicap), Enrolled Nurse, Registered Sick 
Children’s Nurse, Fever Nurse, Registered Midwife and Registered Health Visitor. 
 
Project 2000 sets out the move to diploma level nurse training based in colleges/ universities 
rather than hospital based schools 

1996 Dolly the sheep becomes the first mammal cloned from an adult cell 

2000 First draft of human genome is announced; the finalized version is released three years later 

2001 UKCC is replaced with the Nursing and Midwifery Council (NMC) who have power to restrict 
nurses practice if standards are not upheld, the NMC Code of Conduct is issued 

2002 Nurses are able to prescribe medication. Increasingly large numbers of specialised master’s 
degree are available 

2004 RCN votes for degree only preparation 

2009 All nursing courses in the UK become degree level 

2017 Health Education England and NHS England and NHS Improvement worked in partnership 
to develop a national framework for advanced clinical practice, which ensures that there is 
national consistency and understanding about advanced level practice 
 
Advanced Nurse Practitioners are able to examine, assess, make diagnoses, treat, prescribe 
and make referrals for patients who present with undiagnosed/undifferentiated problems 

2017 The RCN introduced credentialing to enable advance level nurse practitioners to gain formal 
recognition of their level of expertise and their skills in clinical practice, leadership, education 
and research 

 

Daetwyler (2007) describes the birth of professional nursing during the initial stages of 

creating the healthcare system. As shown in diagram 1, the situation in nursing 

changed when the socio-political situation in the United Kingdom changed in the 

nineteenth and twentieth centuries. This put doctors at the heart of creating 

healthcare systems. Initially doctors have been given National Health System hospitals, 

clinic and practices from which to operate healthcare. Due to progress in science 

doctors had to attend to medical assessments and classification of diseases and 

http://www.infoplease.com/cgi-bin/id/A0932280
http://www.infoplease.com/cgi-bin/id/A0846951
http://www.infoplease.com/cgi-bin/id/A0574890
http://www.infoplease.com/cgi-bin/id/A0851637
http://www.infoplease.com/cgi-bin/id/A0814036
http://www.infoplease.com/cgi-bin/id/A0860072
http://www.infoplease.com/cgi-bin/id/A0900570
http://www.infoplease.com/cgi-bin/id/A0825396
http://www.infoplease.com/cgi-bin/id/A0906940
http://www.infoplease.com/encyclopedia/science/human-genome-project.html
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treatments, among others, and such development of knowledge had started to 

concentrate in healthcare institutions. In light of this, with support from the state in 

the form of a recognised licence to practice based on their credentials, doctors claimed 

a jurisdiction over activities such as healing work, diagnosing work, cutting work, and 

prescribing medicines. The National Health System was given to administrators and 

managers to run so the doctors could concentrate on medicine.  However, doctors had 

also lacked the time to attend to all the details and requirements of healthcare and, 

from then on, doctors became dependent on nurses (Daetwyler 2007). The Doctor’s 

Hippocratic Corpus encouraged doctors to appoint the physician apprentice, someone 

who could be relied on to carry out the doctor’s orders in caring, whilst the doctor was 

not present (Freidson 1970). Nurses have since filled this role, a position that defines 

nurses’ social and professional status, as well as the relationship between a nurse and 

a doctor to the present day.  

 

Whilst nursing increased its social standing by association with the respectable medical 

profession, because of the political situation and due to the now-outlawed 

Nightingales’ reforms, the nursing profession to this day remains largely female 

(Nightingale 1860; Bally 1987; O’Lynn and Tranbarger 2007). Daetwyler (2007) argues 

that this is compounded by nursing being formed on female values that men may 

struggle to identify with without losing sight of their maleness. Given that only around 

10% (RCN 2020b) of nurses in the UK are men, potentially, being male in nursing may 

generate specific tensions. In 2020, the RCN reported a phenomenon, where male 

nurses are often elevated to positions attracting higher pay yet are less satisfied with 

their status doing nursing work then their female counterparts are (RCN 2020b). 

Nursing continues to be politically devalued by being linked to feminine characteristics 

and care instead of being acknowledged as professional complex work requiring high 

levels of intelligence, knowledge, and skill. The RCN argues that these links are being 

reinforced by nurses describing their work as caring and compassionate, instead of 

articulating requirements of their professional work. Nurses’ pay follows this 

trajectory; it is one of the lowest compared with other professions requiring a degree 

(RCN 2020b). The RCN (2020b) states that nursing needs to broaden its thinking in 

deciding what it wants to be. 
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The UK has historically helped the nursing profession and supported nursing students 

in achieving the qualifications to obtain registered status by offering bursaries; 

however, the RCN (2018a) reports that nursing applications have dropped by 12% 

compared with last year.  A total decline of 16,580 was recorded since March 2016, 

when the bursary for nursing was scrapped. This resulted in a change of policy, where 

from September 2020 nursing students receive £5000 a year maintenance grant, and 

those in mental health a further £3000 (RCN 2020b).   In 2017, the government 

launched the Apprenticeship Levy. Since then, all private and public sector employers 

in the UK with annual wage bills of more than £3 million are mandated to create and 

pay into a Digital Apprenticeship Service (DAS) account. The employers can use the 

money to fund work-based qualifications; alternatively, any unused funds will 

ultimately be apportioned to other organisations to fund apprenticeships. The 

apprenticeship route is being promoted as an alternative option to the university-

based education. Since 2014 some training organisations have been developing 

healthcare apprenticeships. Specifically, the senior healthcare support worker level 3 

qualification or the assistant practitioner level 4 qualification enables a clinical 

apprentice to work under the direct or indirect supervision of a registered nurse. These 

roles are clearly designed to substitute registered nurses in many healthcare 

establishments ahead of predicted registered nurses’ shortages. As from January 2019 

the NMC includes nurse associates (level 5 apprenticeship) on their register. This 

instance of de-professionalisation in nursing has been delivered by the state and the 

training institutions, despite evidence that replacing registered nurses’ numbers with 

nurse assistants increases patient mortality (Griffiths et al 2019).  Nevertheless, 

economic dynamism works the other way and training institutions continue to 

reclassify nursing knowledge and practice. Currently, universities are giving out £5000 

bursaries to recruit physician associates on to their courses, to assist and fill the 

shortage of doctors.  Current registered nurses are some of the people recruited on to 

these courses, alongside biologists or pharmacists. As mentioned previously, 

universities have developed the Advanced Level of Nursing Practice Master’s degree to 

assist nurses into a nursing advanced-level hybrid role that encompasses allied 

healthcare and medical knowledge and skills (RCN 2018b). The RCN (2018b) provides 
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credentialling (see section 2.2.2.) to accredit prior learning and experience of the 

nurses working at the advanced level prior to creation of Advanced-level Master’s 

degrees. Such educated or credentialled advanced-level nurses are currently working 

in the GP surgeries alongside GPs or on doctors’ rotas in the hospitals. The RCN 

responded to an increasing trend in nurses working as self-employed or in the private 

healthcare and provides professional indemnity insurance for all their members, 

including those working outside public service. This professionalisation may create 

issues for some of the nurses; questioning whether they are still nurses, or whether 

they have become lower-grade physicians or doctors. The NMC, the regulator, is on 

the back foot with its regulatory instrument over new practices, trying to maintain its 

control over nursing knowledge and skills while working reactively; a clear example of 

maintaining its market monopoly over nursing work, as in Freidson (2001). Nursing 

profession’s strong ideological voice has achieved such a monopoly with state support. 

The state further helps nursing to create what is known as ‘market shelters’ (Freidson 

1970); that is, the state makes the competition within nursing profession illegal. 

 

 

 

2.2.3. CONSTANT IDEAL-TYPICAL STRUCTURES IN THE COLLECTIVE NURSING 
PROFESSION 

 

 

2.2.3.1. A body of knowledge and skills 
 
 

While derived from the medical profession, English nursing knowledge is specialised. 

Some of the nursing profession’s every day and practical knowledge is shared by the 

general population; for example, the ability to write, read, clean, or measure an 

amount of fluid. Such knowledge underpins the development of formal knowledge 

where, for example, a nurse is then able to apply principles of infection control, 

measure an hourly collection of urine by using appropriate clinical equipment and 

engaging a specialist procedure, test such urine’s specific gravity, and determine and 

record whether the result is normal or abnormal.  In England, such formal knowledge 

and skills are taught at the universities and occupationally controlled placements, 

where already qualified nursing mentors help student nurses apply abstract theories 
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and concepts of knowledge into their nursing practice (NMC 2010). Since each 

workplace and each patient is individual, nursing students are coached to apply clinical 

judgement and discretion when starting to practice (NMC 2010). For example, a nurse 

will be trained to recognise environmental or biological factors by which a clinical 

measurement becomes incorrect and learn to exercise the discretion to repeat a 

clinical test without doctor’s orders. Experienced nurses will use their specialised 

knowledge of pharmacology and knowledge of individual patients’ needs and exercise 

their discretion in titrating a dose of an opiate to manage patients’ pain, even though 

they are not prescribers (NMC 2014). The English nursing profession body of 

knowledge and skill is based on such abstract concepts and theories, requiring the 

exercise of considerable discretion. 

 

 

2.2.3.2. Exclusive jurisdiction in a division of labour 
 
 

Freidson (2001) shows that the division of labour is a social construct by an occupation 

with power to organise its specialisations. Negotiations over specialisations are typical 

between the professions, affecting functional and hierarchical relationships amongst 

professions in co-production of a service.  Daetwyler (2007) concludes that when the 

medical profession chose a nurse to become the reliable medical apprentice, the 

medical profession gave away some of their jurisdiction over healing activity with the 

creation of that role. Whilst in many instances patients are independent in following 

doctors’ advice and therapy, the most vulnerable and poorly patients have become 

dependent on the nursing profession. Nurses have an instrumental presence in 

people’s lives; whether it is to complete patients’ healing journey, help to manage 

patients’ lives whilst living with some chronic conditions or minor ailments, or help 

them to die peacefully (Griffiths et al 2019). It needs to be noted that, nowadays, some 

of the nursing work in England entails coordinating delivery of care, where care 

workers deliver aspects of personal care or nurse assistants to assist with some nursing 

tasks. Nevertheless, it is still the nursing profession that remains in control and at the 

bedside of the patients in their most vulnerable situations, when there is a need for 

clinical judgement and a holistic person-centred approach requiring coordination of 
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healthcare delivery (Griffiths et al 2019). The NMC’s public protection policies, nursing 

humanitarian ideology and stringent mechanisms of accountability protect this 

jurisdiction (NMC 2015), with the result that nursing is one of the most trusted 

professions in England and the UK (Ipsos MORI 2020). 

 
Daetwyler’s (2007) analysis of Swiss nursing ‘bundle of tasks’, concurring with Abbott 

(1980) and Freidson (1990) that nurses’ ‘bundle of tasks’ represent the structural 

mould of nursing and are enough of a basis on which to develop professionalism. 

Daetwyler (2007) shows an example of the nursing task of giving injections increasing 

to giving the injection into a vein, where doctors gave up a jurisdiction over 

intravenous administration because it was inconvenient for them to do so at night. 

Daetwyler (2007) interviewed nurses who had undergone such transition, noting how 

confusing their roles’ boundaries had become when clearly the nurses were told not to 

give medication into the vein, only to be encouraged to do so later. Nowadays, in 

England, it is a part of the nurses’ bundle of tasks to give medication intravenously 

(once the nurse has been registered with the NMC and has undertaken competency 

assessment with their employer). On attaining credentials, some nurses gain a licence 

to conduct medical assessments, provide diagnosis, prescribe treatment, and refer 

patients to other professions. This draws nurses further into medical knowledge, 

gaining them a jurisdiction to cure as well as provide therapy. The education is 

changing and nursing is changing its ‘bundle of tasks’ by reacting to labour market 

requirements and to changes within the medical profession.  

 

Daetwyler (2007) observes that the nursing profession in the UK is not different from 

the medical profession.  The lower-classed tasks called ‘dirty work’ are delegated to 

nurse assistants and care workers, whilst the nurses continue redefining the content of 

their ‘bundle of tasks’ on the back of work delegated to them by the superior medical 

profession.  

 
 

2.2.3.3. Qualifying credentials for entry and career mobility 
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The English nursing labour market is occupationally controlled.  On successful 

completion of nursing training at the university, credentials are given to a person and 

an application is made to be recorded on the NMC register (NMC 2019a). Applicants 

trained in the EU/EEA must meet different NMC criteria. Specifically, applicants must 

prove their language abilities as well as defend their nursing course as being at the 

level of a UK course (NMC 2019a).  Once the NMC has evaluated an application, a 

Personal Identification Number (PIN) is attributed to a newly registered nurse. Once 

the registered nurse receives their PIN, they can gain employment as a registered 

nurse in any healthcare establishment that chooses to employ them; without the PIN, 

it is not possible to practice legally as a registered nurse in the UK (NMC 2019a). In 

occupationally controlled markets, patients as consumers have little choice except to 

(rightly or wrongly) argue that people of certain gender, age, ethnic background or 

religion are not up to the job; nevertheless, they are left with nursing that the 

occupation provides (Freidson 2001). The employer may discharge a nurse from their 

employ but not from the nursing labour market, and the later responsibility for the 

nurse lies with the NMC.  The UK’s nursing profession has created a secure ‘market 

shelter’ (Freidson 2001), where the profession is explicitly protected by the state from 

competition and the consumer. In England, self-employed nurses also receive such 

protection by the state mandate and the backing of their occupational group. 

 

A registered nurse with a PIN can grow their speciality and become a senior or a 

specialist clinician, for example as a palliative nurse, or grow their career through the 

management or academic route. This is done by becoming a mentor or a manager of 

other less experienced healthcare workers, or by managing her own clinic or 

department.  

 

 

The qualifying credentials must be maintained whether by the return to nursing 

training or through re-validation of skills (NMC 2014). Such re-entry gateways serve as 

points at which each nurse is required to show knowledge and adherence to the new 

developments in nursing, including when the developments in nursing are newly 

enforced by the NMC in order to protect the public.  
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2.2.3.4. Occupationally controlled training programme 
 
 

Freidson describes a profession’s training programme as prerequisite of occupational 

control and as to who will and will not enter the occupational labour market.  Typically, 

and English nursing is no exception, all professional entrants must have completed 

primary and secondary education. The tertiary education became specialised and 

legitimised by the elite occupational members. In the case of English nursing, the elite 

comprises of nursing mentors, tutors and professors aligned with universities and 

teaching hospitals. These elite members then focus on growing the commitment to 

developing professional identity, a feeling of a community and solidarity to those who 

hope to pass the occupational standards of knowledge and skills. The professional 

ideology is carefully engaged to make discretionary judgement in a unique situation 

that routines or mechanical technologies normally fail to deliver.  

 
Nurses’ pre-registration requirements are outlined in the NMC document called 

Standards for pre-registration nursing programme published in 2018, however, 2010 

standards are still acceptable. The document prescribes in detail the content of the 

student nurse programme and, jointly with the NMC Code 2015 (updated in 2018 to 

include nursing associates), the NMC demands that at the end of their training any 

student nurse will be able to protect the public. The NMC register nurses in four fields: 

adult, mental health, learning disability and children nursing.  Each nurse will therefore 

undergo a university programme of no less than three years consisting of 4,600 hours, 

where a minimum qualification awarded is a Bachelor’s degree.  

Maintaining competencies is mandated by the NMC’s Code 2015 (updated in 2018) 

where nurses are required to revalidate and prove their competencies every three 

years. The revalidation process requires nurses to provide evidence of them practicing 

nursing, receiving and acting on feedback, developing through training, and evidencing 

their learning via reflective practice.   
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Two separate studies carried out by the Royal College of Nursing (RCN) in 2011 and 

King’s College, London in 2008 concluded that the nurse training does not prepare 

nurses for practice in real environments and that nurses need more support to be able 

to meet the demands of the workplace. The King’s College 2008 Report showed that a 

student nurse’s transition to a working nurse is troublesome in that many new nurses 

experienced a shock from the demanding workload placed on them. The House of 

Commons Report (2019) 2017-2019 continues reporting that 20% of newly qualified 

nurses leave their work within the first year, citing the workplace conditions, 

inadequate support and training as the main reasons for doing so.  

 

2.2.3.5. Ideology 
 
 

Ideology in Freidson’s (2001) theory of Professionalism includes the claim that 

professionals gain more satisfaction in performing their work well than they do from 

earning their wage. Professionals are those that are committed to work because the 

work itself is virtuous, interesting and challenging, and requires exercise of discretion. 

Whilst the pay gives nurses their economic standing, professionals’ credentialled 

ideological training determines their cultural and social standing. The ideology in 

nursing – working for a greater good of individuals and the public (NMC 2015) – leads 

to some issues in nursing. 

 

Nursing ideology encompasses meeting people’s physical as well as emotional needs 

(NMC 2015). People have a variety of emotional needs, including spiritual needs. There 

are various examples in the press of nurses talking to patients about religion where it is 

seen as a breach within their practice. Mrs. Kuteh, a senior nurse with 15 years of 

practice, was dismissed from her job in 2015 because she offered to pray for some 

patients prior to their surgery. This was despite the fact that her employer required her 

to ask patients about their religion and talk about it (Finnigan 2016). In her interview 

with The Telegraph's journalist, Mrs. Kuteh said that she sought nothing less than to 

comfort and care for her patients. However, her employer has judged her behaviours as 

inappropriate because she was imposing her personal beliefs onto patients and did not 

stay true to her professional principles. A survey of 4000 nurses identified meeting 
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patients’ spiritual needs as extremely important, yet only 5% said that they achieve this 

goal (Funning 2010). Another survey of 230 patients from diverse ethnic backgrounds 

with advanced cancer, by Balboni et al (2007), found that 72% people of those asked 

felt their spiritual needs were not met or only minimally met. Spiritual practices such as 

prayer, yoga, music, nature and meditation are most common presentations within 

religious and spiritual practice. Nurses are not encouraged to practice or promote 

these; in the eyes of the nursing community, such practice is not prioritised or seen as 

scientific nursing (Funning 2010).  

 

The NMC’s Code puts patients’ individuality at the centre of the service they receive; a 

nurse must be accommodating, compassionate and open to the most liberal as well as 

most restrictive patients' lifestyles. The fact that a diverse population requires culturally 

sensitive nursing is seldom disputed, yet nurses from diverse backgrounds receive 

minimal encouragement to provide it (West et al 2017).  The RCN has recognised 

nurses as diverse groups in this regard and studies showed how nurses’ ethnicity 

impacts nursing, and vice versa (RCN 2007). West et al (2017) report on the NMC 

fitness to practice referrals, showing that nurses from black and minority ethnic (BAME) 

groups are more often referred to the NMC for fitness to practice review than their 

‘white’ counterparts.  The 2007 RCN survey compares the years 2002 and 2005 to show 

that nurses do have diverse origins, and many come from white background, mixed 

black minorities or have another variable ethnicity (Chinese and Asian). If anything, the 

RCN survey shows that nurses start nursing in the UK and have different motivations 

and values; it also shows that there appear to be several points of view and reactions 

by nurses to their working environment. Some view their job as a call to serve another. 

Other nurses’ views of their role are factual; they are in it to earn salaries to support 

their families. Many react with dismay at unequal opportunities to enhance their 

career or salary and believe that this is down to their origin and/or race. In 2017, a 

further employment survey by RCN shows that 54% of UK educated nurses express a 

view that there are a limited number of opportunities to progress in their current job. 

Nurses educated outside of the UK are almost twice as likely as UK educated nurses to 

report that there are no opportunities for them. BAME nurses form the largest 

proportion of nurses and are known to earn a 10% lower hourly rate compared with 



42 
 

white nurses; for them, working overtime is essential in covering the cost of living (RCN 

2020b). 

 

Namibiar-Greenwood (2015) outlines the NMC’s guidelines emphasising individualised 

and person-centered care that should result in greater levels of culturally sensitive 

care. Namibiar-Greenwood explains that culturally appropriate care is not about 

political correctness but about partnership between a professional and the patient; the 

partnership that delivers on the patient’s personal preferences without discrimination; 

partnership strengthened by the professionals’ knowledge and skills to connect 

practice, regulation as well as variety of cultural constructs people may have.   

Discourses in inequality and cultural sensitivity have long affected the entire socio-

political scene in the western world in the twentieth and twenty-first centuries. A 

paper by van Dijk (1994) shows the presence of widespread inequality discourse that 

affects people from diverse minorities. Tendency to stereotype ends in inability to 

actually address the real needs of the less dominant group(s) and inequality is 

perpetuated and filters into all aspects of life. Williamson (2008) researched cultural 

sensitivities applicable within midwifery in Australia. Williamson based her research in 

the context of midwives caring amongst others for indigenous women who were 

culturally and linguistically different. The author confirmed that the indigenous 

population had been oppressed and discriminated against and that their inequality was 

demonstrated in their haphazard healthcare provision.  Williamson identified that for 

the midwives to give culturally sensitive care they had to allow their perception of 

cultural norms – drilled into them during training – to lapse.  Where midwives were 

unable to do this in a busy hospital and expected indigenous women to operate within 

the cultural norms known by nurses, this became a barrier to offering good healthcare.  

 

In conclusion, whilst the nursing ideology promotes prioritising and putting people 

first, the socio-political context of nursing work does not always support this. This 

causes barriers to nursing being practiced as intended.  
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2.3. INDIVIDUAL ELEMENTS OF PROFESSIONALISM 
 

2.3.1. CONCEPTUALISATION 
 
 

Within section 2.1. social constructionism was adopted as a philosophical approach to 

explore professionalisation within the nursing profession. Section 2.1.3. outlined that 

in addition to the collective elements of professionalisation, individuals construct their 

own individual personal concepts of their professional role. Professionalism starts at 

each professional member’s individual level where a professional creates a concept of 

their professional role, out of a professional ideology, knowledge and training 

repository, as well as from personal perspectives. Tensions arise from disparities of 

internalised concepts of a professional role against the realities of work (Caza and 

Creary 2016, Freidson 2001).  

 

As an alternative to the social approach in exploring such tensions, McDermott in 

Abdelal et al (2009) offers a psychological approach. McDermott explains that Neo-

Freudian thinkers use psychological approaches concerning ego and creation of a 

stable sense of self to study identity and personal concepts of self. However, in clinical 

psychology, the standard identity assessments focus on internal personal 

characteristics such as witty, smart or perceptive (Abdelal et al 2009). In the context of 

this research a psychological approach would focus on a person’s struggles rather than 

on the tensions born from a disparity of concepts of a professional role and the actual 

professional work.  

 

A social approach propagates that any human being experiencing social rules, and 

participating in a variety of social activities, constructs their identity (Berger and 

Luckman 1971). Human beings, including professional nurses, will have their own 

sense of self (identity) based on their social world.  Jenkins (2014) outlines various 

social discourses and associations with specific social movements or work as triggers of 

reconstructed identifications. Each being unique, many may construct (or not), or 

reconstruct, collective similarities if brought into a group performing a social activity; 

for example, a professional role (Turner 1978a, Turner 1978b in Tajfel 1978). Abdelal et 
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al (2009) explain that motivation remains a key component in the urge of an individual 

to continue to act on their personal concepts and identifications. A personal concept of 

a professional role is clearly a social construct, embraced, or not, by individuals’ values 

and motivations. This research is not aiming to explore how these personal concepts 

come into being; rather, this research aims to find examples of those personal 

concepts and show how these manifest in nurses’ professional roles. Therefore, the 

enquiry into the individual elements of professionalism will remain conceptualised in 

social constructionism and social theories concerned with developing and maintaining 

personal concepts of a professional role. 

 

 

2.3.2. DEVELOPING PERSONAL CONCEPTS OF A PROFESSIONAL ROLE 
 

Wenger’s (1998) early work within social theory of learning describes mechanisms of 

creating professional identifications within communities of practice. By listening to 

stories and observing practice and behaviours, a new member’s identifications are 

shaped through legitimate peripheral participation3 (Lave and Wenger 1991), 

negotiation of meaning4, and participation and reification5 (Wenger 1998). The 

reification is a complex cognitive process to aid the concept of the internalisation, 

whether this concerns knowledge, skill or ideology. As Lave and Wenger (1991) explain, 

the communities of practice are constant interactive worlds and platforms – they do 

not suggest harmony as opposed to the individual member being a source of 

fragmentation nor the community cohesion are the means to constrain individuals’ 

freedoms. In conclusion, communities of practice theory of learning demonstrates a 

                                                           

3         Legitimate peripheral participation – process of internalising observed or experienced behaviours 

and practice whilst experiencing practice. 
 

4         Negotiation of meaning refers to the process by which we experience the world and how our 

engagement in it is meaningful. 
 

5          Participation and reification are key concepts of interplay during which knowledge is deeply 

embedded. Participation refers to taking part in and reflecting the activities of others, where reification 

refers to projecting a meaning on to a thing through a complex of activities. 
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mechanism adopted in nursing to increase individuals’ Professionalism and professional 

role identity; achieved by observing, doing, acting and interacting (Caza and Creary 

2016). Wenger’s mechanism of learning theory delivers the outcomes of Freidson’s 

(2001) controlled training programme. Wenger’s theories do not help to identify types 

of personal concepts of a professional role or tensions that professionals may be 

experiencing in case of a disparity between what they believe their role ought to be 

and the actual work they are asked to do.  

 

Abdelal et al (2009) analyse three levels of motivation required to sustain an 

identification: (a) own temperament, (b) social group and (c) institution. 

 

(a)The temperamental link to the motivational aspect of identifications is based on 

what people like and dislike, and what they choose to do, the choice depending on 

whether they can cope with their emotional reaction to that identification (Rothbart 

2007, Rothbart and Hwang 2005).  The authors explain that it is extraversion, 

introversion, positive affectivity, and negative affectivity that are directly linked to 

motivation. As described by Rothbart and Hwang (2005) and Elliasz (2001), emotionally 

more reactive – i.e., introverted workers were more controlling and less able to adjust 

their motives and goals to changing situations. Extroverted workers were able to face 

new challenges, although they soon sought new thrills.  Rothbart and Hwang (2005) 

define motivation as energisation, active focus, and instigation of a certain direction. 

Pinder (2008) describes negative affectivity as a negative outlook on the world with a 

caveat that this does not mean that the person with negative affectivity view 

everything negatively; most people are able to project positive and negative affectivity. 

A fear system is highly active in negative affectivity and is related to avoidance, and 

inhibition of actions that are novel (Evans and Rothbart 2007). More fearful individuals 

show greater empathy, guilt, or shame. Positive affectivity on the other hand plays a 

key role in competence development and is an effective motivational technique on a 

personal level (curiosity, pleasure of discovery) and in social settings (achievement, 

recognition, praise) (Erez and Insen 2002). Generally, positive affectivity refers to 

encouragement, support, praise, hope, forgiveness or happiness (Evans and Rothbart 

2007). It can be theorised that, like other workers, registered nurses’ responses to the 
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complexities of their practice will vary. Extroverted nurses may face challenges more 

readily because they can cope with their own emotional reactions. Those with positive 

affectivity will approach challenges with curiosity and hope in order to learn and 

discover something new, enjoyable or praiseworthy. Introverted nurses may take some 

time to work though their emotional reactions in accepting challenges and change. 

Those with negative affectivity will play safe and fearfully avoid the ‘new’, while 

engaging in feelings such as guilt or shame. 

 

(b) Abdelal et al (2009) in their extensive review of sustaining identifications also 

describe group dynamics mechanisms. People are known to derive self-esteem and 

gratification from group membership and will naturally promote the in-group and 

derogate the out-group members by discrimination, favouritism, or elitism. As per 

Abdelal et al (2009) in-group motivational mechanisms promote the group being better 

than others – i.e., through favouritism or competence people strive to belong to an 

elite. Out-group provides a benchmark for exclusion and reinforces superiority of the 

in-group membership. What is apparent here is that social group powers and support 

given to the group members are instrumental in providing building blocks for personal 

and innate motivation such as pride, feeling of competence, confidence or courage as 

positive incentives to support identifications. When individuals define themselves by 

their work, they get an increased sense of oneness; when individuals do not define 

themselves by work, their sense of alignment with work will vary (Ghadivian et al 2014, 

Caza and Creary 2016). Nurses participate in group dynamics in their everyday practice. 

The review of the collective elements of professionalisation in nursing, section 2.2., 

demonstrated that nurses fear exclusion from the NMC register.  

 

(c) Generic institutional incentives are well described in the literature within the area of 

organisational behaviour and particularly motivation and performance. Pinder (2008) 

documents extensive research in this area and concludes that incentives or rewards are 

proven to speed up attainment of desired identifications and behaviours. In the nursing 

profession, it does not follow that these are monetary. Nevertheless, Chapter 2.2. 

discussed that nurses’ pay or career opportunities fail to deliver the incentives that 
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many nurses desire, resulting in less uptake of nursing and attrition of experienced and 

highly qualified nurses.  

 

 

Caza and Creary (2016) add to the existing professional identity and identification 

theories by arguing new complexity and plurality of work roles, evident in current 

workplaces. Professionals manage their multi-professional role identities to increase 

their self-esteem and work satisfaction.  As a result, the authors theorise five different 

professional roles’ identity constructs. The authors show that individuals’ identity 

structure will reflect the degree to which engagement in multiple roles is voluntarily 

initiated by themselves and how this relates to the organisational professional roles of 

work. Caza and Creary (2016) outline five types of professional roles’ identity (italicised 

and underlined in the below paragraphs) at professionals’ disposal (see Appendix C for 

a full description):  

 

In adding another work role identity to a pre-existing one, individuals may identify as 

something else, seeing both their professional roles’ identities as prerequisite to the 

one created, as in the mechanism of intercession. In those situations, the individual 

creates a new concept of their professional role’s identity, replacing the old ones. 

 

In the dominance and compartmentalisation mechanisms, an individual continues to 

identify with their professional role identity and simultaneously creates additional 

professional role identity. The individual is then capable of switching from one to 

another as and when required and thinks or acts as only one role identity at one 

particular time. In dominance, one identity dominates or rejects the other. In 

compartmentalisation, the identities are equal but kept separate. 

 

More complex identities constructed by holism and augmentation are self-initiated. 

Where professionalisation forces one professional identity, it may create tensions and 

constraints for a professional. Specifically, a tension is created in holism if the 

professional’s umbrella role identity is not the one being enforced by a 
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professionalisation or, on the other hand, in augmentation, if one professional role 

identity stops coactivating and supporting the other professional role identities.  

Summatively, all five types of professional role identities represent potential 

differenciated nurses’ personal concepts of professional role.  To avoid tensions, Caza 

and Creary (2016) recommend that a successful professionalisation process in 

organisations, where multiple roles are created, need to cater for hybrid professionals 

and provide them with professional communities of practice reflecting their hybrid 

work roles, not just for those that are the building block of intersections. Creating 

hybrid professional role titles can force professionals to disengage from more complex 

professional role identities, pushing them towards one narrowly defined professional 

work.  

 

Coactivated identities (augmentation) may result in tensions because professionals 

may be drained physically and psychologically and, in overwhelming situations, create 

a stratagem to gravitate towards the hybrid role or allow one role identity to dominate 

and reject the other. For some, it is not easy to return to coactivated identities, even 

though coactivation is reported to bring a positive effect when the professional needs 

to deal with distinct and diverse situations. Caza and Creary (2016) argue that the 

more identities the individual holds, the greater the role accumulation, sense of 

meaning, behavioural guidance and social support at the professional’s disposal. 

Whilst coactivated role identities may be thematically connected (a teacher and a 

counsellor), counterbalancing role identities (one role activity mentally challenging; 

another physically challenging) are of benefit and a good stratagem. Caza and Creary 

(2016) recommend that the greater the complexity, creativity, and co-activation of 

professional identities by design, the greater the synergies or richer perspectives of 

professionals about their profession and about themselves are. This makes it more 

likely for the professionals to be able to adapt to different work situations.  Reflecting 

on Caza and Creary’s (2016) recommendations, it is apparent that professional role 

identities do not remain constant. Where employers or professional bodies do not 

provide support for multi-professional role identities by design, there are two 

outcomes. One possible outcome is a disengaged or overwhelmed group of 

professionals experiencing tensions or conflicts; a second outcome is that 
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professionals will create their own stratagems to keep up with professionalisation and 

maintain their self- esteem and work satisfaction.  It is for this reason that this 

research assumes a stratagem to be a consciously considered action engaged to 

reduce or revert professional role tensions and conflicts. Such a stratagem is rooted in 

a personal concept – a professional’s own perspective – of their professional role 

identity and themselves.  

 

2.3.3. EXAMPLES OF PERSONAL CONCEPTS OF NURSING ROLE 
 
 

In their 2014 document defining nursing The Royal College of Nursing (RCN) highlighted 

a nursing paradox in which nurses’ responses to a need for nursing in the rapidly 

changing environment depend on their own definition of nursing. The RCN claims that 

without a definition, patients, organisations, and nurses themselves will struggle to 

operate nursing effectively.  There is a general belief that parts of nursing can be 

broken into a set of tasks and activities that can be, for example, carried out by 

healthcare assistants. The RCN explains that the public is not benefiting from such 

substitutions, showing examples of how delivery of health needs for people with 

learning disabilities and in the care of older adults are now based on social care 

models. The RCN further distinguishes professional nursing from the nursing 

undertaken by others: 

“…does not lie in the type of task performed, nor the level of skill that is required.”  

Differences lie in: 

 The clinical judgement inherent to the process of assessment, diagnosis, 

prescription and evaluation. 

 The knowledge that is the basis of the assessment of need and determination 

of action to meet the need. 

 The personal accountability for all decisions and actions, including the decision 

to delegate to others. 

 The structured relationship between the nurse and the patient which 
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incorporates professional regulation and the code of ethics within a statutory 

framework. 

In summary, the RCN has presented the six characteristics of nursing (see Appendix D 

for the outline) conjoined, united and supported around a core definition of nursing. 

Nursing is 

 “The use of clinical judgment in the provision of care to enable people to improve, 
maintain, or recover health, to cope with health problems, and to achieve the best 
possible quality of life, whatever their disease or disability, until death.” 

  

After its attempts to define nursing, the RCN retrospectively cautioned that whilst 

some essential characteristics of nursing could be captured in a definition, others could 

not be since “all nurses carry in their heads a personal concept of nursing - what it is, 

what it is for and how do we do it” (RCN 2014b). The RCN decided to back the 

International Council of Nurses (ICN) nursing definition: 

 

“Nursing encompasses autonomous and collaborative care of individuals of all ages, 
families, groups and communities, sick or well and in all settings. Nursing includes the 
promotion of health, prevention of illness, and the care of ill, disabled and dying people. 
Advocacy, promotion of a safe environment, research, participation in shaping health 
policy and in patient and health systems management, and education are also key 
nursing roles” (ICN 2002). 

    

 

In their extensive research the RCN concluded that they must back the above definition 

in solidarity with the nursing community and until the nurses’ personal concepts, at 

least those in the UK, are put into words and so we know whether these are shared 

amongst nurses. In 2020, the RCN cautioned that nurses need to decide who they are, 

as their economic and social status depend on how nurses define themselves (RCN 

2020b). 

 

Some of the concepts of nursing are presented in an authoritative study by Menzies 

Lyth (1960) and were shown to be deeply embedded in nurses’ subjective worlds. 

Menzies Lyth (1960) used the case study methodology where, in a series of interviews, 

observations and diagnostic approaches, the author identified 10 defense mechanisms 
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operant in nursing as a way of dealing with anxiety related to doing the nursing role. 

For brief descriptors see Table 2. Whilst some of these concepts may be operant in 

nursing nowadays, others will not be. It also does not follow that stratagems are 

unanimously defensive. 

 

Professional role identities change over time, reflecting socio-political changes within 

society and work; this has been shown by Goodrick and Raye (2010). Goodrick and 

Raye’s research refers to academic text rather than a study of the individual nurse’s 

work; however, it does show how, over time some aspects – for example, a 

subservience theme – disappeared from descriptions of nursing professional role. 

 

Table 2: Ten mechanisms of defense in nursing based on Menzies Lyth (1960) 
 
Menzies Lyth’s protective concepts of nursing 

A nurse identifies themselves with performing a 

bundle of activities and tasks as a way of 

minimising prolonged contact with a distressed 

and needy patient. 

A nurse checks and counterchecks to reduce the 

weight of the responsibility.  

Nursing uniform and standardised professional 

communication and behaviours denies 

individuals, including patients, significance and 

frees the professional from exposure to high 

levels of stress. 

A nurse colludes in redistribution of responsibility 

and irresponsibility, suggesting that constant 

supervision and discipline is needed within nursing.  

Professional behaviours dictate that a nurse 

controls feelings and thoughts and this is the 

internalised practice of detachment from patient. 

A nurse gravitates to sharing tasks and allocations to 

purposefully obscure formal distribution of 

responsibility.   

A nurse will engage in a routine if not able to 

navigate in many alternative courses of action. 

A higher-ranking nurse typically accepts nursing task 

or activity from a less competent nurse.  

A nurse will resist change in their work to avoid 

stress.  

A high-performing nurse will not support lower 

ranking nurses to maturity, knowing that the bulk of 

nursing required requires less skilled nursing. 

 

 

Daetwyler (2007) interviewed 11 Swiss nurses about their experiences of nursing from 

1940-1980, where in 30 interviews, the aim was to identify their personal professional 
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goals within Swiss nursing professionalisation. Daetwyler outlines Swiss nursing 

ideology based on the Anglo-American ideology of nursing, where Florence 

Nightingale, the official founder of British nursing, provided archetypes for 

developments in Swiss nursing. There are a few similarities with Lyth’s suggestions 

regarding tensions experienced by the Swiss nurses: 

 

 Constant contact with illness and injury created high levels of personal stress. 

 Changes in deploying nurses and being on call all the time meant that nurses 

created obstacles to slow this down in order to cope. 

 Requirement to overcome natural reactions to intimate physical contact with 

patients or body fluids and smells. 

 Constant stress from mixed feelings such as compassion or guilt or pity when 

patients who died were not even identified or died alone. 

 Being ‘forced’ by the health system to perform lower-skilled nursing or ancillary 

jobs as this was required despite nurses’ aspirations and goals.  

 Open to criticism due to patients feeling defensive, or their families blaming an 

imperfect health system on nurses, just because the nurses were the face of 

healthcare. 

 Feeling burden of responsibility when given a big task to cope with or when 

facing staff shortages. 

 Taking responsibility for more specialised nursing tasks constantly due to large 

numbers of students or ‘young’ nurses. 

 

However, the concept of uniform for the Swiss nurses was linked to their status 

(elegant, good-quality clothes worn in or out of work) and not to depersonalise people 

that performed nursing role. Tasks and activities were not used to reduce exposure to 

patients. Rather, these were necessary functional activities to assist delivery of 

nursing; for example, sterilisation, stocking up, disinfecting, and waste disposal. If 

anything, Daetwyler’s nurses expressed anger when doctors provided impersonal 

treatment to critically ill patients or care assistants neglected patients. Nurses felt it 

their innate duty to report mistakes of interns to the medical consultants. The nurses 
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developed valued relationships with some of their patients and maintained these 

outside their work. In one of the concluding remarks, Daetwyler (2007) concludes a 

tension between a nurse’s aspiration to take great care of patients yet being unable to 

consistently deliver humane or timely therapy, or the relief that the medicine 

promised. 

 

Caza and Creary’s (2016) study into multi-professional identities shows examples of 

four nurses developing personal concepts of their professional nursing by using their 

own values, chosen group associations, and the profession itself to affirm those 

concepts.  

 

The researcher concurs with the RCN (2014b) that there are no current studies that 

cohesively describe nurses’ personal concepts of professionalised nursing in England. 

Nevertheless, for completeness, an online search offered a platform to further explore 

what is known about personal concepts of nursing and stratagems nurses may 

operate, albeit in a fragmented way.  

 

The method of the online discourses search focused on specifying search terms as to 

what word and image searches should be included, limited to, or excluded.  The search 

excluded some items and was limited to individual elements of professionalisation 

covered by this study, see Table 3. Themes and categories of included concepts in the 

search encompass those discussed within the report theoretically; however, any 

included theme or category had to refer to individual and/or personal experiences or 

concepts expressed by nurses. 

  



54 
 

 

Table 3:  Online method search  
Individual elements 
search  

Included categories about 
nursing 

Search limited to Search exclusion 

Search terms used in 
context of nursing:  
 
My nursing identity 
My concept of nursing 
My nursing values 
I am a diverse nurse 
My nursing experiences 
Influence on me as a nurse 
Angry nurse 
Tensions in my nursing 
practice 
How I cope when nursing 
I am a proud nurse 
Turning point in my 
nursing career 
My nursing image 

o Expressing personal 
viewpoints 

o Personal concepts, 
values and 
principles 

o Personally 
experienced 
tensions 

o Personal strategies 
and ways of coping. 

Nursing profession. 
 
Personal experience 
and viewpoints. 
 
Specific to an 
individual nurse. 
 
Limited to English 
registered nurses. 
 
 
 

Exclude anything that 
has been covered in the 
report already.  
 
Exclude offensive 
statements and images. 
 
Exclude generalisation 
applicable to all people. 
 
Sale pitches. 
 
 

Total themes uncovered 14 

Number of disregarded 6 themes disregarded: 
o American nurse’s viewpoints 
o New Zealand nurse’s viewpoints 
o Sexually narrated viewpoints 
o Student nurses’ essays published online 
o Variety repeating themes already covered within this report 
o Sale pitches from malpractice lawyers dramatising nurses’ 

testimonials 

Taken forward 8 themes taken forward 

 

Current nursing journals and online resources offer standalone or thematical phrases 

describing nurses’ understanding of nursing or their stratagems: 

 

1. Anon (2019) shows nurses utilising sarcasm and humour to manage patients’ 

poor behaviour or to take charge in situations where they feel undermined. 

2. Scrubs (2017) published an account of a nurse suggesting that being in a “nurse 

mode” means that right now other people’s needs are a priority over theirs and 

those of their own family. 

3. Pinterest (2017) implies that nursing and servitude in various forms are 

synonymous or that despite personal sacrifices and struggles, long hours and 

threats, nurses still say it is it rewarding to be counted on and saving the day. 

4. Cole (2018) reports tension by a male Asian nurse being accepted by the 

nursing community and his own family. Turning this to everyone’s advantage, 
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in entrepreneurial mode, he went to grow a better healthcare service in the 

Sikh population in England. 

5. Mat B’s blog (2017) observes nurses to take a leap of faith, saying that nurses 

are scared and overwhelmed but express strong belief in the power of their 

peers to get them through tough times.  

6. Anon (2017a) describes a nurse taking on communities’ inequalities, where she 

creatively used interpreters, and remote communities were taught about end-

of-life planning. 

7. Pictures 2 and 3 provide further personal concepts of the professional nursing 

personal images operant in nursing: 

 

 

 

Picture 2: Accessed on Google images 09/02/ 2019 

(Free image) 
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Picture 3: Accessed on Google images 09/02/2019 

(Free image) 

 

 
 

Picture 4: Accessed on Bing imaged 19/02/2021 

(Free images) 

 

Picture 2 suggests that nurses prioritise their presence when people are at their most 

vulnerable or in their most challenging moments of life. 

 

Picture 3 and 4 suggest that nursing dress code represents different types of nursing roles. 

Nurses embrace their dress code and it forms a part of their professional work. 
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2.4. CONCLUDING REMARKS 
 
 

This chapter attempted to answer this research objective one. The collective aspects of 

professionalism, demonstrating the tensions and their effect on nursing have been 

identified in section 2.2.  Section 2.3. identified tensions pertinent to the development 

of the individual aspects of professionalism, specifically personal concepts of nursing. 

The existence of such concepts has been critically discussed as well as their value in 

shaping the nursing profession. However, it has been shown that current literature 

with regards to personal concepts and viewpoints of professionalised nursing is 

limited. The personal concepts of nursing have not been rigorously or formally 

described. Most instrumental examples come from an older but authoritative study by 

Menzies Lyth (1960) focusing purely on nurses’ defence mechanisms. In the case of 

Daetwyler (2007), her study originates in another country and may not reflect the 

current situation of nursing in England. Goodrick and Raye’s (2010) research is limited 

to academic text trends pre-1980, demonstrating that concepts of nursing change over 

time. The online nursing discourses analysis provided some additional but limited 

insight. To complete the theoretical review of nursing professionalisation, preliminary 

fieldwork was needed that to formally investigate the current nurses’ personal concept 

of nursing in England. This fieldwork is described in the following chapter. 
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CHAPTER 3: FIELDWORK – FOCUS GROUP 
 
 

The previous chapter established collective elements of professionalism in nursing and 

some individual elements of professionalised nursing from the literature and the 

analysis if online discourses. Because of the gap in knowledge, to meet objective 1 

fully, fieldwork is required to confirm current nurses’ viewpoints on nursing in a 

rigorous and controlled manner. Such fieldwork needs to collect a range of existing 

themes of personal concepts and viewpoints, including any tensions, held by individual 

registered nurses about nursing in the context of their current professional work. This 

exercise will complement the theoretical review and close such gaps. This will enable 

more formal fieldwork to follow in later chapters. 

 
 

3.1. FIELDWORK METHODOLOGY 
 
 

The Likert survey (Likert 1932) can confirm views and measure research participants' 

preferences for a particular positive view or negative view. Open-ended surveys are 

open to participants to offer additional views. Open-ended questionnaires could 

equally collect a wide range of views. In their research involving views and opinions, 

von Exel and du Graaf (2005), Adams et al. (2006), Abdelal et al (2009) and Jefferes and 

Skelcher (2011) adopted qualitative methodologies, at least in the initial stages of their 

studies. Interviews are known to produce a high response rate because the data are 

collected instantly and face-to-face. When compared with surveys and questionnaires, 

interviews can provide a deeper explanation of views; however, compared with what 

could be achieved from a focus group, an interview could limit opportunities to explore 

the subject being studied in greater depth (Nagle and Williams 2013). Group 

interaction and non-verbal communication are primary benefits of focus groups and 

thus, would enable the researcher to collect diverse viewpoints from nurses efficiently 

and effectively. Nominal group technique has been found to be effective in seeking 

consensual categories of answers to a specific question or a problem when consulting 

with a group of people (Mullen 2018). Whilst the nominal group technique requires 
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participant preparation and quantitative coding to define categories, a focus group 

allows polarised views and does not seek consensual categories (Mullen 2018). 

3.2. REGISTERED NURSES’ VIEWPOINTS ON PROFESSIONAL NURSING 
 
 

Twelve nurses, working at a large NHS hospital, a community hospital or within the 

care home industry, attending a short update training session, were approached by a 

trainer (the chair of the focus group) and invited to participate in a focus group 

discussion regarding nursing. The choice of this group followed a purposive sampling 

strategy (Nagle and Williams 2013). The aim was to obtain diverse views on nursing, 

not necessarily linked to a specific nursing speciality, subject or field. The chair had 

been given one weeks’ notice to prepare to chair the focus group and was given a 

script of questions. The chair has run similar focus groups before. An experienced 

mentor, a coach and a mental health nurse, the chair was instructed to use the 

coaching style to interview the nurses. The chair was briefed to not communicate 

agreements or disagreements between the interacting nurses, but rather ask the 

participants to explain themselves further or ask them to give examples of what they 

mean so that more specific views were collected. The chair was asked to direct prompt 

questions to the shyer participants and to give them more time and encouragement to 

respond. The chair’s role was also to set the focus group boundaries, including advising 

nurses not to discuss confidential information related to their patients.  

 

The invitation to participate in the focus group, outlined by the chair to the attending 

nurses, consisted of five questions to be discussed. The chair advised participating 

nurses how their answers will be used. The focus group was hosted in a care home and 

the chair was external to the care home that provided the facility. Out of 12 nurses, 

eight nurses agreed to participate in discussion on seeing the questions prepared for 

the focus group. One nurse was from the learning disability field of nursing, two were 

mental health nurses and five were adult nurses. Children’s nurses were not 

represented. There were two male nurses and six female nurses. The nurses’ 

experience ranged from 35 years to 1.5 years of nursing practice, and they came from 

diverse backgrounds such as Nepal, England, Ireland, Romania and Poland, although all 

were registered with the NMC and actively practising in England. Altogether, five open-
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ended questions and related prompt and probing questions were prepared to ensure 

flow of discussion, and each question was allotted 20 minutes. The prompts served a 

specific purpose to deepen the discussion if the responses were not forthcoming. The 

open questions chosen were related to nursing. However, it was not important if the 

nurses’ discussions went off the question as they were encouraged to share any of 

their views on nursing. All eight nurses’ responses were coded by one of the letters A, 

B, C, D, E, F, G and H. Initially, the focus group was to be audio recorded; however, the 

majority participating nurses did not consent to the recording and so their responses 

were hand-written instead. The note taker (the author of this study) did not participate 

in the discussion. She had a spreadsheet organised around the participants’ codes, 

questions and prompts to record individual responses as well as group reactions to 

those responses if any occurred. This enabled the note taker to collect views of each 

participating nurse efficiently. None of the participating nurses was in the direct 

employment of or a personal relationship with the chair or the note taker. However, 

the note taker worked for the care home company hosting the event for another 

provider, although worked at different locations.  

 

Each answer summary of views and discussion (not verbatim) can be seen in Appendix 

F. The ideas and viewpoints were interpreted and inferred into the anonymised and 

generalised statements by the author of this study.  

 

There are a variety of techniques to analyse focus group information, although there 

are no particular frameworks (Onwuegbuzie et.al. 2009). Keywords-in-context analysis 

is heavily reliant on language used within the recorded text whereas discourse analysis 

homes in on selecting unique components that require detailed analysis (Onwuegbuzie 

et.al. 2009). Classical or ‘constant comparison’ analysis provides a three stage coding 

approach that is data reducing. The three stage coding assists with ‘constant 

comparison’ of collected data and theme refining. This research utilised ‘constant 

comparison’ analysis by Strauss and Corbin (1998) to produce a sample of refined 

themes of nurses’ viewpoints on nursing. Following this analysis, a further discourse 
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analysis assisted in comparing the nurses’ viewpoints with viewpoints promulgated by 

the nurses’ regulator and their professional group.  

 

The first stage of ‘constant comparison’ analysis enabled the main ideas collected 

during the focus group to be split into chunks and generalised into descriptive themes 

by the researcher (this technique is known in Strauss and Corbin 1998 as open coding). 

Appendix F provides the initial depersonalised themes’ descriptions until a saturation 

point, meaning, until all themes discussed by the nurses within the focus group were 

added.  

 

During the second stage of ‘constant comparison’ analysis (known as axial coding in 

Strauss and Corbin 1998), out of the theme descriptions in appendix F, the key points 

were categorised, inferring those categories from the themes. Figure 2 shows a focus 

group concept map detailing the categorised themes of viewpoints on nursing.  

 

 In the third stage of the ‘constant comparison’ analysis the categories were further 

refined into discourse themes (known as selective coding in Strauss and Corbin 1998). 

For example, the information describing nurses’ values and motivations was further 

categorised into a discourse theme ‘values and personal principles’, see section 3.3, 

which could then be directly compared with the values and principles required of 

nurses by the regulator. New discourses were also identified, such as ‘going the extra 

mile’, a viewpoint of nursing the nurses’ regulator does not hold. Such refined 

discourse categories assisted in concluding the theoretical review required by this 

study.  Section 3.3 provides a discourse analysis, comparing nurses’ individual 

viewpoints on nursing with the collective elements of nursing professionalisation to 

draw out similarities and differences. This enabled objective one of this study (see 

section 1.2.), to theoretically establish collective and individual aspects of 

professionalism to be actioned. 
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Figure 2: Focus group concept map 

External pressures on 
nursing from the public 
domain:  
Incidents 
News 
Celebrity 

Key viewpoints on nursing from nurses: 
 Nurses’ main concept of nursing is interaction with patients and those in need of their nursing.  
 Nurses’ values and motivations may be more personal and based on their past experience; they have 

amalgamated most values introduced by the regulator. 
 Key objective is patients’ safety and to return them to health or comfort. Nurses unable to deliver 

this are rejected but this rejection is avoided at every level; nurses empathise with nurses in such 
positions. 

 Nurses are fearful of losing their registration status with the NMC (Personal Identification Number). 
 Nurses’ face-to-face interactions enable good nursing judgements. 
 Nurses are judgemental and may not give everyone equal amounts of nursing; however sometimes 

they go the extra mile. 
 Nurses will vary their person-centred approach if put under pressure by stakeholders. 
 Nurses feel proud members of nursing profession but reject that nursing is a public role (particularly 

when duty of care/candour applies).  
 Nurses find social aspects of the role rewarding and believe in more lenient regulated nursing. 
 Nurses’ public face is shaped by their regulator, but nurses do not wish to own this face or practice 

publicly. Nurses believe that nursing is about personal and local relationships with patients. 
 Nurses’ boundaries are unstable and more fluid, oscillating to and from regulation; direction 

depends on nurses’ organisational deployment (what they are asked to do), patient-specific 
requirements, and their own understanding and judgement of cultural and social sensitivities 
surrounding their patients. 

 Nursing is a different shape to the organisations that employ them, and their decisions are not 
always in line with the directives of organisations; some nurses feel oppressed, some feel 
misunderstood by organisations. 

 Nurses have distinctive ways of making nursing judgements and decisions while nursing, always 
weighing things up in their heads, prioritising patients and fitting those priorities within available 
resources. 

 Nursing entails personal struggles to cope with emotional and physical aspects of the work as well as 
frustrations born from operating within organisations. 

 Nurses reject that nursing encompasses being change agents within organisations; the organisations 
do not support such nurses and nurses do not feel their role is to challenge organisations.  

 Some nurses believe that the nature of nursing lies in duty to their patients and beyond their shifts. 
 Nurses accept minor breaches in confidentiality when debriefing on intensive experiences at work. 

Nurses debrief outside work and feel this helps them emotionally in order to be able to continue 
providing nursing. 
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3.3. CONFORMANCE AND DIFFERENCES OF NURSES’ PERSONAL VIEWS 
ON NURSING WITH PROFESSIONAL AND REGULATORY BODIES 
 
 
 

A sample of nurses’ personal viewpoints collected during the focus group 

demonstrated some similarities and differences with collective elements of nursing 

professionalisation. The following sections demonstrate that while agreeing central 

themes of nursing in line with NMC and RCN views on nursing, the FGNs demonstrated 

some varied and different personal responses to questions about nursing.  The below 

themes of the personal concepts were drawn from the group discussion and were 

inferred by the author of this research from the most polarised and salient points 

raised by the FGNs.  For example, where the FGNs spoke passionately about going the 

extra mile, what it is, what it is not and how they do it, their quotations were used to 

define a theme.  

 

Values and personal principles 

 

By way of designing educational programmes for nurses, the NMC deselects people 

from the programme if they cannot adjust to and demonstrate the NMC values. The 

focus group nurses (FGNs) confirmed that if their values differed prior to entering 

nursing, they adjusted their values during training and the initial practice; however, 

they did retain their personal values and principles. The main concept of nursing for 

the FNGs was in focusing their interactions on patients and those in need of nursing, 

and their need to be safe and comforted.  This is evident in the following examples:  

 
Nurse A said: “I do not think I am as charitable as I used to be. I have not got time or money to give more 
to nursing but will always get involved if someone needs care.” 
 
Nurse B said: “I am a professional and I do not judge them (patients) openly but inside me I find myself 
shocked sometimes. This has not changed.” 
 
Nurse G said: “All I ever wanted to do was to help people to stay well, safe and comfortable. I cannot 
support some of their (patients) lifestyle choices. They (patients) still come and want treatment on the 
NHS and continue to be demanding. I think a line must be drawn somewhere.” 
 
Nurse E said: “I was naturally looking for a work where I could be of service, for a positive contribution. I 
first though that teaching would suit me better but I had no patience with children. I do not think my 
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values changed. My work takes me to people with broken emotions but I like searching for the good 
experiences people have and I encourage them to focus on positive aspects and opportunities in any life 
situation. I think I picked the right type of nursing for myself, one I have no issues identifying with.”  
 

 

Going the extra mile 

 

The NMC or RCN views of nursing do not involve the concept of going the extra mile. 

However, FGNs claim that going the extra mile is part of nursing culture and goes on in 

their practice. A few FGNs said that they are happy to go the extra mile and that it is 

their personal choice to show such care. At the same time, some FGNs reported feeling 

exploited when the expectation is that ‘going the extra mile’ is part of their role (i.e., 

giving care after the shift has finished or when off duty). For example: 

 

Nurse A said: “Sometimes I do extra things for people that really appreciate what I do for them or if I see 
people struggling … I like going the extra mile but do not get time to do this a lot. It upsets me that 
people expect it all the time.” 
 
Nurse B said: “I just stay on until the job is done. I know that I should not allow this to become a habit. 
There are good days when I know I am doing something that matters. I feel good because sometimes I 
can do something nice for a patient.” 
 
Nurse D said: “When I go an extra mile, I feel closer and better connected with the people I look after, it 
feels like I am off duty with a special person. When working with patients face-to-face I feel I cannot go 
wrong, whatever I do is good nursing.  But then, yeah, people start take you for granted.” 
 
Nurse G said: “I keep a professional distance so I can cope. In that way people do not ask me for extra 
that I either have no time for or often would not want to do. It is not just people though, it is everything 
else at work, everyone wants more and more. I find it physically and emotionally exhausting.” 

 

Person-centred approach in nursing 

 

The NMC and RCN promote patient-centred care and provision of equal services to all 

in need of nursing and at all times. The most passionate viewpoints heard within the 

focus group discussion were regarding nurses’ allegiance to patients. This allegiance is 

more valued than allegiance to the organisation, and even more than to some 

essential principles of nursing – i.e., prioritising patients’ wellbeing and pleasure over 

their safety. However, not all patients get this level of nurses’ support. Patients whose 

lifestyle or behaviour appear not in line with nurses’ expectations may not always get 
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nurses’ “special” support; a FGN said that she would avoid such patients or get 

involved as little as possible. Not all FGNs shared this view.  

 

Nurse B said: “If I need to give my time to patients than I must do this as a priority. The other day I got 
crisps and coca cola for an obese patient from the shop. He just could not face the food in front of him. It 
was not healthy what I gave him but it was what he desperately wanted. It cheered him up and then, he 
was ready to endure more ‘plain’ diet.” 
 
Nurse C said “Some patients’ lifestyles are not okay and yet we have to nurse them whilst they make 
minimal effort to get well or stay well.” 
 
Nurse D said: “I feel that working closely with patients keeps me focused on nursing well… I am always 
extremely proud when we support severely disabled people well so they are able to experience a good 
life. I have many examples of my patients traveling, clubbing and doing normal things young people do, 
despite receiving a huge amount of support with their health needs. It takes a lot of courage on their 
part and on the part of the team that are prepared to help them.” 
 
Nurse E said: “I build a relationship with my patient to have a connection. Then, I will make a big 
difference. If I do not have a connection, the patients will not get the best out of me.” 
 
Nurse G said: “I have been stopped giving care to older people, the care they wanted, because their 
relatives had different ideas….  I had to give in as the pressure was relentless. I apologised to the person 
but they gave in the same as I did. They wanted to make their family happy. This was very emotional, I 
was outraged, but there was no other way...” 

 

Attractiveness of nursing 

 

Both the NMC and RCN promote the nursing profession in that they wish nurses to feel 

proud of their work. Two FGNs were most inspired by the positive impact that nursing 

and medicine have on people in terms of enabling people to continue to live well after 

a major trauma or illness. Collectively, FGNs were said to be inspired by their 

colleagues’ abilities and they indicated that they draw on other nurses as a source of 

energy, support and ideas on how to advocate for patients better. For example: 

 
Nurse A said: “If mums are cured from cancer or someone who has been ’written off’ gets well is beyond 
inspiring. This happens all the time and gives you confidence to advocate for poorly patients.” 
 
Nurse B said: “I get inspired by fellow nurses when we talk during work or training sessions. (What 
specifically inspires you the chair asked?) How they solved a problem. Smart things they did or said to 
someone that made difference. I get inspired by patients’ stories that ended well. I get upset when they 
were hurt or something that could have been done was not and that no one seems to mind this.” 

 

FGNs, in many ways, expressed that they are proud to belong to a nurses’ group. Some 

FGNs said that the actual job is difficult, and they may have not chosen it if they knew 
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what it involved. A few FGNs said that the job pays the bills and that the pay is better 

than it was, but were not particularly excited about their role: 

 

Nurse H said: “I like being a nurse. I get respected in my community for being a nurse. It is better than 
working in a shop or being a teacher… My family are happy that I am nurse. My daughter wants to be a 
nurse. I keep saying to her go and do something else, be a lawyer. I think she will be a nurse.” 
 
Nurse G said: “Being a nurse is a job. I am not sure that if I had known what it involved; I would choose 
nursing again. The shift work is not great for family life. I and my family mind this. It is sad that nurses 
have so little choice and need to work long shifts and on rotation.” 
 

Whilst the nurses’ pay is a significant issue in nursing (RCN 2017), career development, 

though, is not always taken up even though it means more pay; a few FGNs said they 

are happy with the way they are and do not feel they wish or need to develop their 

career or become leaders. 

 

Nurse A said: I am proud about what nurses achieve. I think I have done well for myself becoming a 
nurse… I could have gone to into further training but did not. My children came along. Now, being older I 
really do not want to do more or take more on. I am exhausted…. A successful nurse? One that gets paid 
well. Recently I met a nurse that was a Continuing Clinical Group assessor. Good with words, knew a lot 
and I am sure was paid better than I. When she finished with a patient his nursing allowance was taken 
away from him. The family were furious. I do not think I could do her job even if it is for better money.” 
 
Nurse E said: I am glad I joined nursing. It is a good profession. The salary had gone up but is not 
increasing in line with other jobs that require a degree. My role feels inadequately rewarded and I have a 
degree. I should change the job to get a better salary or start masters.” 
 

FNGs spoke of their shift work, extra shifts and long hours, and going an extra mile for 

patients in need even if they were not at work and often to the detriment to 

themselves or their family. A FGN explained that even when she leaves work, she 

continues to think about her work, and worry whether she has completed her tasks. 

The NMC guides that nursing is about being able to engage with and disengage from 

therapeutic relationships at the appropriate time, and this is in line with some of the 

FGNs’ views.  

 
 
Nurse A said: “I sometimes need to take time off, look at my family and I realise what matters. Then I can 
stay in better control.. I just go to work and go home…. Weekend work, really, my family never got used 
to it. Extra shifts to cover absence, a nightmare. I am still pressured to do it.  I miss them, they miss me. 
We cannot go to the church together or shop and I miss being a mum at weekends.” 
 
Nurse G said: “The shift work is not great for family life. I and my family mind this. It is sad that nurses 
have so little choice and need to work long shifts and on rotation……I mind working with nurses that 
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cannot do the job. Oh, and students! Learning is good but I am concerned that I just cannot carry so 
much workload whilst others are learning or not performing.” 
 
Nurse F said: “I sometime go to work dreading what it will be like. The most difficult day is when we work 
short of staff or if we have someone who I cannot rely on. It then feels like everything is on my shoulders 
and it is physically and emotionally draining. I end up staying on shift and simply cannot leave work. 
Work is difficult at best and when you work with good team we pull through. When people do not turn 
up or are lacking the standards the experience it is horrendous.” 
 
Nurse C said: “It is better than it was. Fairer. More opportunities to improve skills, although pay is not to 
be mentioned. More technology available. This is very good for patients.” 
 
Nurse B said: “I think the profession as a whole is sophisticated, able and dynamic. …. Personally, I 
struggle with workload. There are days when I just feel like not wanting to return to work. So far I have 
always come back.” 

 

Nursing in organisations 

 

The NMC is prescriptive in what a nurse must do when practicing in an organisation 

and that includes assuming the role of a change agent, a whistle-blower and a 

coordinator. The RCN’s view of nursing is similar, promoting nurses’ leadership as a 

way of protecting patients and asserting their role. However, the RCN would prefer to 

see a boundary to nurses’ accountability for delivering patients’ choices and 

preferences, because nurses do not have the resources to meet all patients’ needs 

(RCN 2014b). FGNs objected to taking on distracting work activities because, in the 

absence of seeing the patient, speaking with the patient, and analysing the 

information about the patient, nurses may not have all the information they need to 

be able to keep the patient safe and well. Some FNGs viewed organisations as the 

source of those distractions. Some FGNs do not believe that individually they can be 

change agents and coordinators for organisations. Instead, they believe that the power 

to change situations comes from the nurses’ group/team.  A few FGNs explained that 

they suppress their need to challenge organisations individually and go with the flow 

instead; this is because they fear repercussions, believe it will bring further disruption 

to their work, or that it will not matter. This is exemplified in the following: 

 

Nurse F said: “I am nervous and not happy to be dealing with people that continually complain … I think 
nurses carry on nowadays, despite this chaos in nursing and healthcare and only because, whilst we stick 
together in the workplace, we know we will be okay. In isolation no one can last long … you cannot go 
against the current alone.” 
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Nurse C said: “There are too many threats that if I do not do something, it will affect your PIN. (Why do 
you think so asked the chair?)- It gets said a lot around us. My lead nurse recently confronted me 
because I have not attended some training. She said she will not sign off my revalidation paperwork.” 
 
 
Nurse A said: “They keep bringing these improvements in as if this will sort things out for good. (Asked 
who is they, the chair asked?)- The hospital management. (The chair asked so what do you do?) – I just 
nod, there is no point to go into a discussion about it, and I just say I will try my best. We all try our best 
but really, we all know that eventually they will change this anyway so we put up with this until a new 
thing comes in….” 
 
 

Duty of Candour in nursing 

 

The NMC offers guidance that, in order to protect the public, a nurse must operate a 

Duty of Candour when errors or near misses occur (NMC Code of Conduct 2015). The 

RCN challenges this saying that a near miss may be a learning situation (RCN 2014b) 

and warns the NMC about the impact of this on nurses. A few FGNs were suggesting 

that, given the workplace pressures, they would empathise if their ‘weaker’ or less 

experienced colleagues cut corners and that they would say nothing for the sake of 

harmony, and also because of fear that their nursing status would be affected. On the 

other hand, nurses draw the line when others harm patients. Harm is not acceptable. 

 

Nurse C said: “I changed jobs when it got too much for me. I hoped it would get better in a different 
setting and with different people. It does for a while. I do not always cope, heavy workload makes you 
prioritise, take short cuts and so I feel for the colleagues that struggle with performance. They are 
allowed a bad day, although no one should get harmed. That would be unacceptable.” 
 
Nurse H said: “I have once resigned from a job because I was blamed for a patient falling and breaking 
their hip. It was cleared up, okay, and I did not do anything wrong… I was taken off duty and given carers 
work to do for a while. I was given letters saying that they will report me to the NMC. When it was all 
cleared up, within an hour I was back on the nurses’ rota. I found another job quickly. My husband would 
not let me work in such a terrible place.” 
  
Nurse G said: “The new ones, you carry them. Some for longer than others. They will make mistakes and 
will learn. Sometimes I manage to fix things for them, sometimes it is just not possible. Experienced 
nurses do not fall from sky. We cannot fuss over everything… I agree, a nurse that put patients in harm’s 
way, I just would not cope with that... Not acceptable.” 
 
Nurse D said: “I love my work. It irritates me that others do not always feel like me. Many nurses are 
unreliable and do not think like nurses. When we work short of staff it can get really hard. This is not 
good for patients… One of my colleagues was pregnant and we had a patient with D&V because he 
overate and drank too much alcohol. She just walked off the shift saying she is not going to put her baby 
in danger. What danger, I asked? She just walked off. How appalling. Her action made no sense. Was 
such a hard shift afterward.” 
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Faces of organisational nursing 

 

Some FGNs said that people expect them to know a great deal about medical 

conditions and decisions and feel this is not part of nursing.  They said that the 

relatives of some patients see nurses as part of a customer care team, there to resolve 

laundry and other hospitality- and accommodation-related issues. Being the central 

point for all enquiries, FGNs felt it is not part of their role as this takes their time away 

from patients (“why are doctors not asked for cups of tea or to resolve issues with 

laundry?”– was the rhetorical question of one of the FGN).   

 

Nurse D said: “ If a garment is lost, families blame nurses. I got shouted at because a family member was 
disgusted that his mother’s clothes were not washed. I felt awful that my workplace cannot deliver some 
services but why this is to do with me and is this my role? Why are doctors not asked for cups of tea or to 
resolve issues with laundry? (So, what do you do? - asked the chair). I help most of the time but 
sometimes I am really not happy.” 
 
Nurse C said: “People do not see that often; a nurse is a messenger. The messenger gets often blamed for 
systematic problems. The hardest thing for me to cope with is the level of confrontation… I just avoid 
conflict. I do not think I cope well if confronted. I had a situation when relatives were forbidding us to 
help their father to go to the hospital, yet he was able to decide and wanted to go. He did not feel well. 
He went, relatives made a complaint and I found it very difficult to face them, even after the situation 
settled.”  
 
Nurse F said: “. I really would like to spend more time with patients but on early I never do. Later in the 
day I get to drink my tea with them and talk. But even when I am talking, I keep thinking about all the 
notes I am meant to be writing.” 

 

The FGNs offered examples of how they distance themselves from the organisation, 

activities and relatives in order to cope and stay successfully focused on patient care 

and nursing tasks that they consider important. However, this is sometimes a reason 

for discourse because organisations actually pay their salaries and define their roles. As 

the RCN (2014) explains in the absence of a nursing definition, nurses themselves are 

unable to account for the scope of nursing. 

 

Nurse B said: “When I do not fully understand a medical diagnosis, patients and families look 
disappointed and frustrated, as if I am not a proper nurse. Often families are upset with me when 
doctors or hospitals have not done something, they consider fundamental – as if I can change it.” 
 
 
Nurse G said: “The pain of nursing is that as a nurse I get stuck between two different demands or too 
many demands. It is then stressful and I end up anxious. Sometime this happens constantly, sometimes 
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less. Sometimes I feel how long for can I cope with this?! Sometimes I end up doing things that have 
nothing to do with nursing; it’s part of overall care I suppose, but not nursing… and so I understand that 
my line manager is not happy with me spending my time like this. But this is what people need and 
demand.” 
  

 

Nursing as a science 

 

A combination of assessment, knowledge and relationship and accountability for these 

activities are the four key points where the RCN (2014) outlined differences between 

nursing and other roles that may be substituting parts of a traditional nursing role. The 

NMC’s Code of Conduct 2015 promotes evidence-based care where nurses are asked 

to constantly evaluate their actions to meet patients’ care. A few FGNs explained how 

they listen, assess, communicate, organise, prioritise and constantly juggle work 

situations and face-to-face meetings with patients, trying not to miss anything 

important. From what the FGNs describe, nursing appears to be a series of tasks and 

activities while patients’ safety and wellbeing are constantly evaluated in nurses’ 

heads.  

 

Nurse B said: “I keep watching out, listening intently so that opportunities are not missed. I can at least 
prevent things from going wrong. I am in continuous surveillance mode looking into people’s faces, the 
way they sit or lay …whilst all that people probably see is me going from bed to bed, dropping and 
setting up equipment, typing and calling etc.” 
 
Nurse C said: “My team are always asked to monitor this and monitor that. Write down this and write 
down that – because something happened somewhere and we do not want to fail. The thing is we 
cannot fail if we work closely with our patients and provide them with sound evidence-based service. For 
example, why turn people in beds two hourly when they are clearly not marking and developing pressure 
ulcers?”  

 

 

Change in nursing 

 

Neither the NMC nor the RCN provides guidance on how nurses should respond to 

change initiatives: A multidisciplinary approach is promoted as well as taking on 

leadership roles to influence changes within organisations. Some FGNs said that they 

comply with changing expectations as best as they can but, sometimes, they resist 

some initiatives that were put in place to safeguard patients, either because they do 

not believe they will make a difference or because they think that those initiatives are 
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not permanent. FGNs also discussed how initiatives emerge in response to incidents 

within healthcare, or when a sudden surge of initiatives appears in response to news. 

Some FGNs expressed their best moments in nursing as working in a team and jointly 

designing and operating the service(s) they were part of.  

 

Nurse F said: … “We have this policy to prevent falls in dementia. It is to do with vitamin D. Problem is 
they just apply it to everyone regardless, just take a 100-year-old; the tablet is far too big and it is to be 
chewed. This puts anyone off their food! …. He saw we did not sign for the drugs and so he kept 
reporting nurses to the Matron. We tried to say that older folk cannot swallow large tablets. He asked 
the tablets to be crushed. We (nurses), just looked at each other. How can you crush we though, we not 
supposed to crush anything, there’s a protocol for this. So, each time he threatened to report us we just 
look at each other and said we would try to get old folks to take them, but had no real intention to put 
people under pressure where it did not matter as much.  (When it did not matter too much, the chair 
asked?) … Older people with arthritis just cannot chew hard tables, they stop eating. It is not that not 
taking vitamin D will immediately reduce their quality of life. Pain and lack of food does.” 
 
Nurse A said: “The most exciting experience was when we refurbished the entire ward. Everyone, nurses, 
cleaners, porters scrubbed the place down and organised the ward so it worked for us. There was a lot of 
banter, I made loads of like-minded friends – excellent nurses. We were so proud about what we created. 
When we got patients in, we were the best performing ward in terms of early discharge and infection 
control. I find it easier to accept change if we do it our way, nurses and care workers together, at our 
pace, working things out. It is unfortunate to feel under pressure. It is people’s lives; you do not get 
another chance to get it right, so caution is a good thing.” 

 

Social groups roles in nursing 

 

One FGN views nursing as a science and does not see that the social aspect of nursing 

is relevant. The FGNs said that they value friendships and camaraderie among their 

nurses’ group, and also with other healthcare workers. Social aspects of the role are 

intrinsically rewarding and give space for humour, speaking out, and empowerment. In 

their closest groups, nurses said that they are being understood without repercussions 

(not in nurses’ groups where they do not know each other). The RCN embraces 

interactivity in nursing and provides professional forums for nurses to interact with 

and offer personal support to each other. The RCN publishes several journals where 

nurses have an opportunity to share their views. The RCN provides more social 

opportunities for nurses’ interactions than the NMC does. However, it appears that 

FGNs felt that they require private, safe spaces to share their views.  

 

Nurse G said: “My most enjoyable moments of nursing were spent on friendly practical jokes. Sometimes 
this is the only respite and fun I get at work.” 
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Nurse A said: “I do not trust people at work with all my thoughts. When things go wrong there is a lot of 
blame.  I discuss my concerns privately, maybe I should not, but I need to talk things over with people I 
trust. (Who do you trust asked the chair?) That’s my call. It depends, maybe nurses but you cannot speak 
to any odd nurse that comes your way. Only closest friends will understand without causing problems.” 
 
Nurse B said: “We watch out for each other and help one another. I value help from my colleagues.” 
 
Nurse C said: “I speak with my husband about work. I know I maybe should not. I do not give him 
personal details but he helps me to get over things and move on. I am not worried to ask for help, I will 
make sure I will talk to my line manager so I get support and guidance. But if I know that I may be in 
trouble, I need independent advice.” 
 
Nurse F said: “I am inspired by my colleagues; they are nurses but more importantly they are great 
people. We have this understanding; we do not have to say anything but we know what everyone is 
thinking, we have a great laugh about things… I work closely with my colleagues, constantly checking 
and discussing what we are doing.”  
 

 

3.4. FOCUS GROUP SUMMARY 
 

 

The focus group nurses (FGN) have provided current viewpoints about nursing. Figure 

2 shows the focus group concept map. The discourse analysis showed that the FGNs’ 

viewpoints were not always aligned with those of the regulator or nurses’ professional 

groups. Some new personal concepts as well as tensions within nursing were recorded 

within the discussion. 

 

In conjunction with the collective and individual elements of the professionalism 

review and the online discourse analysis in chapter 2 the focus group information 

completed the collection of theoretical data in the field of nursing professionalisation. 

Jointly, chapters 2 and 3 have established the collective and individual aspects of 

nursing professionalisation sought by objective one of this research. The next chapter 

introduces a methodology to synthetise and categorise the viewpoints of nursing.  
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CHAPTER 4: ‘Q’ Methodology 
 

 

Chapter 2 focused on analysing the nursing profession within professionalisation 

theory, elements of learning and motivational theory as well as within multi-

professional role identity theory. This analysis identified collective and some individual 

elements or professionalisation operating within the current nursing profession. 

Chapter 3 engaged a focus group to further construct knowledge about individual 

elements, focusing on confirming personal concepts of nursing and tensions. This was 

because the personal concepts of nursing have not been formally and rigorously 

documented and, to date, only assumed to exist (RCN 2014b). Yet it was theorised 

within Chapter 2 that the personal concepts of nursing and related tensions play an 

instrumental role in nursing professionalisation.   An example, pertinent to the focus 

group nurses, of the personal concepts of nursing is discussed within Chapter 3. 

However, the collected sample did not provide confirmation or distinctions as to which 

personal concepts of nursing are at the threshold to affect nursing professionalisation 

and which do not. A further methodology was required to formally discern as well as 

establish breadth and depth of the personal concepts of nursing, especially the distinct 

and polarised aspects, that are operating and affecting professionalisation within the 

nursing profession in England.  

 

A number of social constructionist approaches were possible. Grounded theory, 

interpretative phenomenological analysis and categorisation procedures were 

considered.  Grounded theory offered qualitative methodologies used widely within 

the social sciences. This methodology offered procedures for creating theories 

grounded in data and systematic analysis. Interpretative phenomenological analysis 

represented psychological and qualitative approaches and has the ability to offer 

graphic insight into how people create their own meaningful worlds. Categorisation 

procedures offered to group patterns and data into meaningful units.  

 



74 
 

The interpretative phenomenological analysis was not used in this research because, 

on closer enquiry, its procedures involved ontological enquiries into nurses’ inner 

worlds. The phenomenological analysis would lead to answers explaining why nurses 

believe what they do instead what this research aims to explain. This research aims to 

explain what is it that nurses believe and how these beliefs manifest themselves in the 

tensions of their professional work. Both, grounded theory and categorisation 

procedures, are suitable to use in this research. Categorisation procedures offer a 

quantitative approach to qualify key categories, patterns and themes from qualitative 

information, whereas using grounded theory requires the researcher to interpret such 

key categories (Silverman 2011).  

 

 

4.1. CATEGORISATION METHODOLOGIES 
 
 

Categorisation is a data-reducing procedure. Through manual or electronic coding, the 

procedure captures significant points and ideas without losing meaning from the data 

(Adu 2013). Cluster analysis is commonly referred to as ‘R’ analysis. ‘R’ analysis 

calculates groups’ similarities and differences by averaging data (Revelle 2016). This 

averaging appears to attract criticism because creating a mean from the qualitative 

data may disguise the ambiguities of the data analysed (Ridston et al 2003, Watts and 

Stenner 2005, Exel and du Graaf 2005). Adams et al (2006) used R analysis in their 

research into students’ professional identity.  This meant that the strongest and the 

weakest professional identity items were diluted to mean data, something that other 

authors, such as Ridston et al (2003) and Watts and Stenner (2005), view with concern. 

 

Exel and du Graaf (2005) advocate a ‘Q’ methodology, originally founded by 

Stephenson in 1935; a cluster analysis but based on an inverted factor analysis 

(inverted means that it is done by a person rather than conventionally by an item).  ‘Q’ 

methodology operates survey mechanisms, where viewpoints are ranked according to 

their positive and negative dominance levels. The authors provide a simple comparison 

of ‘R’ analysis with ‘Q’ methodology.  In their words ‘Q’ methodology provides a 

foundation for the systemic study of subjectivity (viewpoints and personal concepts) 
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where the results of a ‘Q’ methodological study can be used to describe a population of 

viewpoints and not (as in ‘R’) a population of people.  Where the results in ‘R’   are 

traits across populations, ‘Q’ produces synthesised viewpoints within a population 

(Brown 1997).  

 

‘Q’ methodology was designed in 1935 by William Stephenson, a psychologist and 

physicist.  Stephenson published his comprehensive work on ‘Q’ methodology in 1953; 

however, this work is now out of print and the existing copies are difficult to obtain. 

Nevertheless, his pioneering work is well preserved particularly in the work of Steven 

R. Brown, his student. In the foreword provided by Brown (1980) Stephenson says: 

 

“To conjoin science and subjectivity must seem, to most, a misnomer. The fundamental 
difference between objective and subjective, however, is merely a matter of self-
reference: modern science has prospered by eliminating whims and arbitrary 
subjectivities from its fact-finding missions into the world “outside”. Q methodology 
follows the same prescription for what we consider “inside” us, matters of mind, 
consciousness, wishes and emotions, and it does so in terms of theories, universals, and 
laws precisely as for modern physics. The basic problem of “mind” has been solved by 
way of communication theory, which is for subjective science what information theory 
is for physics.” 

 

Brown (1980) provides a simple analogy to explain ‘Q’ methodology as a system that 

enables people to vote; replacing unstructured speech by offering a framework of 

subjective science to express a meaningful personal view. Stephenson was the first to 

define subjectivity as a non-mental construct, a set of conjectures, or a viewpoint 

based on own personal experience and reason. In becoming operant, such subjectivity 

becomes behaviourist – i.e., results in certain behaviours, actions or practice (Brown 

1980). In subjective science, conjectures are not proven by known laws, rules or 

existing observations. They exist and influence what people do as a result of them, 

sometimes competing or incompatible with proved observations and reasons (Brown 

1980). Stephenson, quoted by Wolf et al (2011), proposed that what is subjective 

comes from everyday experience that is absorbed implicitly and without effort.  It has 

been theorised in Chapter 2 that personal concepts of nursing are formed in nurses’ 

heads (RCN 2014b) and derived from experiencing the application of a specific 
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professional knowledge and skill to work (Freidson 2001). On reflection, conceptually, 

‘Q’ methodology offers a mechanism to study personal concepts of nursing and provide 

this thesis with optimum answer. The process of applying ‘Q’ methodology is based on 

five steps: 

1. Establishing a concourse (depth and breadth of debates on a discussed subject). 

2. Arriving at a set of statements representative of the concourse known as a ‘Q’ 

sample or a ‘Q’ set. 

3. Selecting a ‘P’ set (research participant sample). 

4. Completing manual or electronic ‘Q’ sort. 

5. Analysing and interpreting of results in a structured way. 

 

The mechanics of ‘Q’ methodology rely on a research participant’ sample (‘P’ sample) 

sorting statements included in a ‘Q’ sample (statements include viewpoints; the 

breadth and depth of debate on the issue). The statements are sorted by preference of 

the research participants into a ‘Q’ sort, from which statistically significant factors are 

identified and then interpreted.  Factors then describe their distinct uncorrelated 

attitudes and perceptions. All operant possibilities within the factor are explored as 

one would attempt to describe the views of one person.  Brown emphasises that the 

best interpretation analysis describes cause and effect relationships and examines 

perspectives (Wolf et al 2014). Two factors placed side by side can equally be described 

as two people with a differing outlook (a personal concept) within a posed research 

question (Brown 1980). 

 

‘Q’ methodology has been successfully applied in studies of identity as an attitudinal 

dimension within post-communist democracy changes in 13 nations by Dryzek and 

Holmes 2002 (see Appendix G). Jeffares and Skelcher (2011) applied ‘Q’ methodology 

to study subjective relationships and inter-relationships that public managers have. 

Davis (1997) applied ‘Q’ methodology to discover two different types of Basque 

identity reflected in Basques’ subjective views and opinions (see Appendix G). As part 

of the research presented in this thesis, a review of the ways of administering ‘Q’ 
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methodology suggested a variety of options to personalise the ‘Q’ method (see 

Appendix G). 

 

Ovijac (2016) studied the validity of a ‘Q’ methodology application in nursing and 

recommended the ‘Q’ methodology for studying subjectivities in nursing. Ovijac (p.1) 

states: 

“Nurses are a very large group of employees, often described as a “first line of defense” 
when working with patients. Their views and beliefs have a significant impact, not only 
on patients but also, on their families through a number of professional associations. 
This impacts indirectly on the wider environment and the conditions in society. All this 
makes exploring subjectivity employed in nursing of wider theoretical, as well as 

practical, significance”.  
 

‘Q’ methodology has been applied within healthcare for example to show 

understanding of patients’ mental health needs during an assessment (Gough at al 

2014) or in the study of attitudes towards respite care (van Exel et al 2007). Mullen 

(2018) applied ‘Q’ methodology to explore nursing students’ perspectives on dignity in 

care, discovering four distinct perspectives. Miguel el al (2016) applied ‘Q’ 

methodology within clinical nursing and concluded that the ‘Q’ methodology proved to 

be effective and innovative method for the clinical validation of nursing diagnoses. 

Although ‘Q’ has been used within nursing practice, it has not been applied within the 

context of the nursing profession.  

 

Jeffares (2011) advises that ‘Q’ methodological results are always related to pertinent 

issues within people’s environment and are time-specific. When variables change, the 

dominance of the resulting viewpoints may also change. Reflecting Brown (1980), 

Jeffares (2011) insists that careful interpretations of the understanding and general 

principles behind the results, and the essence of these, are representative of a specific 

population. Over time, those resulting representations remain but perhaps in either a 

reduced or more dominant way. Jeffares (2011) claims that if given unlimited time to 

rank their viewpoints, a sample of people engaged in ‘Q’ methodology will produce 

results that are 86% consistent with their previous ranking. 
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4.2. BENEFITS AND LIMITATIONS OF ‘Q’ METHODOLOGY 
 
 

Wolf et al (2011) explain that the frame of the ‘Q’ methodology – the ‘Q’ sorter – 

completes the sort according to the respondents’ viewpoints and so communicates 

something of themselves; Wolf and colleagues call it a special human capacity to 

exercise the faculty of everyday judgement or, in a non-pejorative sense, a common 

sense. The results in ‘Q’ methodology are presented as operant factors with certain 

eigenvalue loadings. Those with loading 1 and above (generally 2-4) are the strong 

operant factors requiring further interpretation. These interpretations in ‘Q’ 

methodology are not as ambiguous as they may first appear.  Von Exel and du Graaf 

(2005) explain that a ‘Q’methodology statement-ranking record invites each research 

participant to explain their most positive and their most negative preferences. Because 

‘Q’ sorting does not average any of the statements but identifies factors (dominant 

viewpoint) with greatest positive or negative polarities (these are the ones with highest 

eigenvalue loading), a researcher interpreting these factors can identify the strongest 

loading statement and seek further clarification from the research participants as to 

the motive for that statement. Before the introduction of ‘Q’ methodology, people’s 

synthesised views were not studied in quite this way. In the fields of psychology and 

politics, the individuals’ synthesised views were more of a personal value than traits of 

a generalised population (Brown 1980, 1997). In the context of this research, engaging 

‘Q’ methodology presents an original opportunity to merge and then categorise nurses’ 

viewpoints. The ‘Q’ methodology offers synthesis of subjective data and results in 

thematic categorisations of these views. 

 

 ‘Q’ methodology highlights subjective viewpoints, understanding and general 

principles. These are based on people, and contemporary information related to a 

particular time and situation within the studied environment. Should those change, 

the viewpoints, their relative positive and negative dominance may also change. The 

viewpoints change in a way that they become less or more dominant. Nevertheless, 
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this is true of other qualitative techniques such as interviews and case studies where, 

when participants change their views, the outcome is also changed.  

 

A specific limitation of ‘Q’ methodology lies in creation of concourse, discussed in the 

below section, the key issue being that the concourse must provide all possible and all 

representative answers to the question asked; otherwise, the research in its entirety 

will be limited (Watts and Stenner 2005). 

 

4.3. ‘Q’ METHODOLOGY AND APPLICATION 
 
 

Appendix G shows a variety of contexts where the ‘Q’ methodology was used. In each 

context shown in Appendix G, ‘Q’ methodology’s five-stage method follows a general 

structure, but is, however, adapted to each individual research situation. The specific 

design relates to specific research contexts where the ‘Q’ method offers flexibility on 

how it is administered. Here the objective is to find the best way of collating and 

categorising viewpoints about a specific context. As shown in Appendix G, the 

researchers that have used ‘Q’ methodology chose to complete a prior research 

comprising of historical reviews, literature reviews, conducted an empirical study, or 

adopted an a priori position. This clearly helped in setting contextual boundaries. Some 

researchers devised theoretical frameworks or selected dimensions that in turn helped 

them to demonstrate all platforms of their specific contexts. To organise the viewpoints 

obtained from all defined platforms in a specific context, the researchers used further 

options in organising their data. Some chose grids, some chose cells, and some 

continued to follow their initial positions or specified dimensions in arriving at their 

final representative set of viewpoints. Appendix G shows that research participants 

were specifically chosen around research questions; some research questions required 

research participants with certain abilities or characteristics. Appendix G also shows 

that designs of the actual ‘Q’ sorts differed on the final number of viewpoints collated 

as well as whether the ‘Q’ sort was completed by post, using an electronic or a manual 

version of ‘Q’ sort. The interpretative stage of ‘Q’ methodology has options. The 

categorised and ranked factors may be subjected to various rotations to offer a 

specifically focused interpretation of results and can be used to either formulate 



80 
 

thematic descriptors or distinct discourses; or alternatively synthesise them. The 

following sections describe stages of ‘Q’ method, also in relation to the study. 

 
 

4.3.1. CONCOURSE 
 
 

In the ‘Q’ method, a concourse is a compendium of all viewpoints or concepts 

encompassing a variety of sources and reflecting breadth and depth of discussion on 

the subject. It is down to a researcher to consult as widely as possible. This is usually 

undertaken by collecting the subject information from literature and the media, and 

holding focus groups or interviews (von Excel and du Graaf 2005; Jeffares and Skelcher 

2011).  The ‘Q’ method ranks polarised views, and it is these polarised views that will 

drive the direction of the results. In Brown’s words, the level of discourse dictates the 

sophistication of the concourse; the key issue is that the concourse must provide all 

possible and all representative answers to the question asked otherwise it will severely 

limit the research outcome (Watts and Stenner 2005). Whilst this opens this research 

to risk of including biased and prejudiced views, by ensuring that all views are 

represented without particular emphasis, the concourse, as a compendium of all views, 

is not expected to be compromised; it is meant to include all views (Brown 1980). As is 

outlined in the next sections, the ‘Q’ method includes several stages of reducing the 

compendium of views to fewer statements that will capture only the essence of the 

most polarised views. These will then be further sorted by number of research 

participants and a computer program into factors, thus reducing a possibility that 

biased ideas are carried through into the results.  In short, it is acceptable to define a 

factor whose viewpoint consists of biased opinions, but not acceptable for a researcher 

to bring about this result through an incomplete concourse. 

 

Brewer et al (2000) share a technique in creating a concourse which is to organise 

viewpoints so they cover all dimensions and points. Jeffares and Skelcher (2011) 

adopted an a priori position and organised their concourse around four conjectures of 

democratic networking as a frame. Kenward (2019) warns that lack of strategy related 

to concourse development will undermine the robustness of the concourse and allow 
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mistakes. This thesis has collected a broad variety of personal and academic viewpoints 

within concepts of collective and individual elements of professionalisation in nursing, 

in Chapters 1, 2 and 3 and across the appendices. These viewpoints were organised 

thematically into a concourse. This was done in the form of a table in order to 

reference, summarise tensions, note interesting points and objectify, and to select 

candidate topics to assist in the next stage of the ‘Q’ method, which is developing a ‘Q’ 

set. Objectives do not only demonstrate that each viewpoint/statement has a purpose; 

they also stipulate the dimension from which they came. To achieve the sophisticated 

concourse (as guided by Brown 1980), viewpoints and tensions of professionalism – 

whether collective or individual – were being added until saturation and new additional 

statements were presenting as reworded repetitions of previous statements. The 

author of this research invited other practicing nurses to review the list and offer 

suggestions of further statements until no more were forthcoming. The completed 

concourse and its structures are presented in Appendix E, comprising of 354 viewpoints 

on nursing. Such saturated concourse represents a synthesised compendium of 

collective and individual viewpoints, including tensions of nursing professionalism. 

 

4.3.2. ‘Q’ SET 
 
 

Watts and Stenner (2005) as well as Brown (1980) advocate that great care must be 

taken to arrive at the final ‘Q’ set. A ‘Q’set is chosen from the concourse and often 

consists of 40-80 statements. Whatever the starting point, the ‘Q’ set needs to 

represent a wide and diverse range of opinions and views on the subject. A ‘Q’ set is 

constructed from the concourse using various interpretative structures to depict 

emergent themes from the concourse statements. Each ‘Q’ set statement needs to be 

justified and must represent polarised viewpoints. Authors such as Dryzek and 

Berejikian (1993), Brewer et al (2000) and Jeffares and Skelcher (2011) ensured their 

‘Q’sets were organised.  Brewer et al (2000) organised their ‘Q’ set around six 

emergent dimensions. Dryzek and Berejikian (1993) organised theirs around a table, 

where the Y axis presented a type of view (designative, definitive) and the X axis 

represented a discourse element (ontology, motivation or agency). Jeffares and 

Skelcher (2011) produced a 3x3 grid across two dimensions, where one dimension 
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shows definitions and claims, and the second dimension shows relationships. The 

numbers of ‘Q’ set statements were guided by those structures; in Jeffares and 

Skelcher (2011), only 36 statements were included without detriment to the results 

according to the authors. Brown (1980) summarises available approaches to the ‘Q’ set 

in that an author of the study may choose any relevant categories to deliver the ‘Q’ 

set.  The categories may be irrelevant but should assist the author/s in narrowing 

down the concourse into a viable ‘Q’ set, whilst removing any repetitions and 

capturing the essence of a statement. Bearing this in mind – and following the example 

of other successful ‘Q’ methodologists – this study’s concourse statements regarding 

nursing have been initially categorised into socio-political theme, nursing method 

theme, nursing values theme, and others. Once themed, repeated viewpoints were 

removed whilst the essence of the viewpoint and tension was amalgamated with 

similar viewpoints, or a new one was created out of a cluster of similar viewpoints. 

Although laborious, each viewpoint was then compared against others in different 

themes to further reduce repetitions, remove generalisations, and create further 

amalgamations of viewpoints without losing the essence of the message, tensions and 

polarisation in the viewpoints. The quality of this exercise was down to the informed 

interpretation and reliability was limited by the author of this study, who is an 

experienced nurse and a researcher with ethical considerations. In its fourth phase, all 

the thematic categories became irrelevant in redacting concourse viewpoints into a ‘Q’ 

set.  Amalgamated viewpoints and tensions in everyday nursing practice were 

redacted into an essential ‘Q’ set of statements, ensuring that each statement is 

unique, that it bears an essence, and that it can be tracked to various viewpoints that 

formed it.  Each statement has also been re-worded to suit survey-like questions, 

required by ‘Q’ methodology. Each statement had to present one clear closed question 

so the future research participants could agree or disagree with the statement 

spontaneously. Appendix H a, b, c, d shows formative ‘Q’ sets. The final ‘Q’ set 

presented in Appendix Hd has been further re-phrased to achieve better clarity and 

polarity of the ‘Q’ set. Statements were particularly reviewed in light of the original 

viewpoints and tensions to show justification for the statements’ inclusion within the 

‘Q’ set.  ‘Q’ set statements capture an essence of nursing everyday practice and 

tensions and set based on the following criteria:  
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 They are in the first person, a closed question, requiring an answer ‘agree’ or 

‘disagree’ to assist the polling technique the ‘Q’ method requires.  

 They include no general views about nursing, each statement must present as a 

personal viewpoint of an individual nurse. 

 They are polarised, tension-loaded statements because, in ‘Q’, neutral 

statements generate little response. 

 
See Table 4 for the final ‘Q’ set.  
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Table 4: Final ‘Q’ set 
Statements 
 

Examples of tensions and reasons to include chosen statements 
(not an exhaustive list) 

1. I will offend some 

people if I assist 

patients with their 

individual religious 

and spiritual 

practices. 

As shown by Balboni et al (2007), Funning (2010), spiritual care is 
required, yet nurses are held back from providing it due to 
sensitivities surrounding religious practice. A documented case of 
Mrs Kuteh (Finnigan 2016) has highlighted a nurse losing her job for 
offering prayers for patients, because she caused offence. 

2. In my line of work, 

meeting cultural 

needs is a lower 

priority than physical 

needs. 

 

In the eyes of the nursing community, cultural practice is a deviation 
from mainstream scientific nursing (Funning 2010). On the other 
hand, Williamson (2008) shows that not delivering culturally 
sensitive care stands in the way of delivering therapeutic nursing.  

3. While nursing I 

demonstrate values 

and personal beliefs 

inherent to my 

background and 

ethnicity.  

A focus group of nurses said that they have suppressed their views 
and opinions or their verbal and non-verbal responses when they 
were experiencing cultural misalignment with patients. The RCN 
(2007) communicates that not all nurses’ backgrounds in nursing are 
equally accepted; some feel discriminated against. 

4. I identify with nurses 

who demonstrate 

values of this 

country, including 

valuing diversity. 

RNC (2007) claims that many nurses are made to feel like misfits by 
having unequal opportunities to enhance their career or salary and 
believe that this is down to being stereotyped by their background 
or ethnicity. 

5. An obese nurse is 

failing to lead 

patients by example. 

 

The code of conduct says that nurses must lead by example so 
people aspire to be like them. Stephenson (2017) questioned the 
role of obese nurses responsible for health advice, where in the case 
of obesity, they are not suitable role models. 

6. If I were constantly 

asked to perform 

nursing activity in 

disharmony with my 

personal beliefs, I 

would rethink 

remaining a nurse. 

 

The NMC Code allows a nurse to raise issues when safety is 
compromised or when they want to raise a conscientious objection 
and refuse to engage in abortions or artificial reproduction. English 
nursing is provided in the context of the current neo-liberalists and 
pluralist tendencies seen in British politics (Darlington 2018). Given 
nursing professionals diversity, not all nurses may share those 
values.  Daetwyler (2007) describes the ‘dirty work’ of professions 
and how professionals delegate this down or move on when unable 
to carry on. 

7. Patients from some 

ethnic minorities 

need to expect that 

they will receive 

nursing from me 

that reflects 

mainstream 

healthcare culture.   

As in Williamson (2008), the culture of healthcare and nursing, the 
way it is taught and organised in the workplace, does not always 
accommodate all ethnic minority people’s cultural sensitivities. 
Whilst some nurses maybe concerned about inadequate care to 
patients as a result, some nurses are not. This is despite nurses 
communicating patient-centred care being their utmost priority. 

8. I can meet patients’ 

cultural needs as far 

as I choose to. 

The NMC Code of Conduct 2015 gives nurses discretion to act or not 
act, in order to remain in a therapeutic relationship with patients. It 
be will down to a specific nurse’s choice to act, given their 
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Statements 
 

Examples of tensions and reasons to include chosen statements 
(not an exhaustive list) 

 understanding of the cultural communities they have encountered. 
However, some nurses are not choosing to act, resulting in serious 
child and domestic abuse and injuries (NSPCC 2014). 

9. I cannot nurse a 

patient effectively if I 

react to something 

about the patient 

that offends me. 

Daetwyler (2007) discussed tensions where nurses overcome natural 
reactions to intimate physical contact with patients or body fluids 
and smells. Should nurses react, they would appear judgemental of 
patients. This would affect the creation of a therapeutic relationship. 
Menzies Lyth (1960) says that professional behaviours dictate that a 
nurse controls feelings and thoughts and this is the internalised 
practice of detachment, a protective mechanism from anxiety and 
stress. 

10. I find myself 

deviating from my 

role when trying to 

meet people’s non- 

clinical needs. 

This study’s focus group members spoke about going an extra mile 
and how much this practice features in nursing. Going an extra mile 
is not always relevant to clinical nursing; often it represents a social 
or a personal favour. Yet, nurses object to carrying out non-nursing 
tasks in their work, the workload and organisation of work causing a 
burnout (Institute of Employment Studies 2016).  

11. I do not wholly rely on 
my employer or the 
NMC guidelines as to 
what constitutes 
person-centred care.  

 

Nurses can determine what constitutes person-centred care, 
therefore they have an input in creating their own workload. Yet, 
they rarely have authority over resources (Lewis and Soule 2006). 
Often, doctors determine deployment of nursing to patients. It is not 
clear how nurses navigate this.  

12. I struggle to give highest 
levels of care to people 
whose lifestyles I 
personally do not 
support. 

 

This statement was obtained in this study’s focus group discussion. 
Yet, the NMC is clear that nurses are required to treat people 
equally, so nurses are to be non-judgemental. 

13. My duty does not 
include addressing my 
patients’ spirituality and 
religion.  

As shown by Balboni et al (2007) and Funning (2010), spiritual care is 
required, yet nurses feel held back from providing it. Meeting 
emotional/psychological needs of patients is part of nursing domains 
(RCN 2014b). 

14. My personal sense 

of worth comes from 

helping those at 

their most 

vulnerable. 

 

Deatwyler (2007) showed examples of tension when nurses took 
care of vulnerable patients yet were unable to deliver care or 
treatment humanely or in a timely way; nurses felt demoralised to 
be part of such healthcare.  However, it is clear from Francis report 
(2013), some nurses show little reaction to inhumane treatment and 
resign themselves to the system that treats patients less humanely. 
Some nurses have failed to act to improve patients’ care.  

15. My standing in the 

community comes 

from helping those 

at their most 

vulnerable. 

Freidson’s (2001) theory of Professionalism depicts true professions 
having an ideology serving transcendent value and asserting greater 
devotion to doing good works than to economic reward. In this way 
nurses earn public trust. Yet RCN (2007), The Institute of 
Employment (2016), as well as other anecdotal viewpoints show that 
nurses’ economic reward is instrumental in sustaining nurses in 
nursing. The inadequate economic reward is resulting in low number 
of nurses training and operating. Nursing is thought of by some as 
socially and economically unattractive. 

16. It’s in the patients’ 

interest for me to be 

accommodating. 

A significant number of viewpoints on social media still describe 
nurses as subservient, not assertive or astute, and pliable. The RCN 
(2014) discusses nurses’ primary concern to be a patient, and despite 
personal tensions this brings, nurses carry on, accepting changes 
within profession, public criticism of their practice and because it is 
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Statements 
 

Examples of tensions and reasons to include chosen statements 
(not an exhaustive list) 

in the patients’ interest. 

17. It is my view that 

nursing within social 

care is less 

recognised. 

The RCN (2014) believes that healthcare policies within the NHS 
make a better fit for quality nursing than the social policies. The 
prestige, pay and career progression in some nursing specialities has 
reduced. Nurses in social care, learning disability, and health visiting 
may feel they are providing a lower grade of nursing.  

18. I put my own needs 
aside at work. 

 

NMC propagates selfless nursing, and duty of care to patients. 
Evidence from social media (Daetwyler 2007) suggests that nurses 
suffer physically and emotionally to deliver their patients’ needs and 
to keep up with the workload given to them by their managers and 
employers. 

19. Compassion is not 

fundamental in 

providing patients 

with optimum health 

outcomes. 

 

Nutting and Dock (1907) claim that, historically, nursing was about 
technical and practical expertise rather than built on compassion. 
Castledine (2005) argues that nursing is based on a long-standing 
tradition of caring, which is more about ethical conduct to respond 
to human beings in need. 

20. When prescribing 

medicines, I behave 

like a doctor. 

 

The RCN (2014) suggests that nurses taking on prescribing duties 
may alter how they identify with their nursing professional role. As in 
Caza and Creary (2016), nurses’ personal concept of their work may 
create multiple identities. 
 
 

21. It is fine to benefit 

personally from 

recommending 

excellent products 

and services. 

The trend in private healthcare, i.e., cosmetic surgery and treatment, 
private travel clinics, and GP practice is based on recommending 
products that were introduced to them. Fewer nurses than doctors 
run private businesses. The nurses that own or operate in private 
business may experience tensions as the regulator, the NMC, may 
see them personally benefitting from recommending products and 
services.  In aiming to increase public trust in nursing, the NMC’s 
Code strongly discourages nurses receiving personal benefit from 
recommending products and services. 

22. My role is to manage 

specific health 

problems.  

 

Standards for competence for registered nurses NMC (2014); 
promulgates holistic approach. However, the focus group discussion 
raised a point that nurses focus their work around specific illness 
that brought the patient into their care and not on patients’ holistic 
needs. Nurses work towards discharging patients once the patients 
are safe.  

23. I constantly evaluate 

information about 

my patients. 

Florence Nightingale (1860) propagated that nurses must detach 
‘their self’ and give undivided attention to their patients. Menzies 
Lyth (1960) observed such detachment in nurses as a means of 
coping and to providing distance from patients for nurses to weigh 
patients’ situations, however, finding this stressful. Whilst it is 
difficult to suppress own needs (Daetwyler 2007), some nurses find 
ways to achieve this, engaging in constant evaluation of patients’ 
needs, in their heads. Focus group nurses brought this up also. 
 

24. I would be 

comfortable with 

accountability for 

delivering nursing to 

those assigned to 

Menzies Lyth (1960) observed that nurses deliberately avoid 
responsibility, able to delegate it upwards and share it with others. 
Daetwyler (2007) notes that nurses feel burdened with the amount 
of responsibility and attempt various ways to cope with it. Lewis and 
Soule (2006) discusses multi-disciplinary work as the opportunity to 
share accountability. Yet, NMC propagates holding nurses 
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Examples of tensions and reasons to include chosen statements 
(not an exhaustive list) 

me. accountable for all their actions.  

25. I need to be 

resourceful and 

creative to find 

better solutions for 

patients. 

The NMC propagates risk minimisation and protection of patients. 
Nurses are guided to operate within national and local guidelines 
and in an evidence-based way. In this research focus group, nurses 
discussed how patients are unique and require creative ways of 
being cared for. Also, how nurses need to improvise to improve 
patients’ access to healthcare. There are examples of innovative 
practices in nursing evidenced by Cole (2018) to meet healthcare in 
the Sikh population and by Anon (2017a), where a nurse resourced a 
new method to improve end of life care in the Asian population. 

26. I will limit my 

nursing to a basic 

safe level when a 

patient behaves 

poorly or wastes 

nursing resources. 

In this research focus group, nurses’ discussion highlighted that one 
of the ways of coping with poorly behaving patients or those who 
waste nursing resource is to for nurses to stick to basic levels of care 
as opposed to high standard of care. The RCN (2014) definition of 
nursing or NMC Code of practice do not distinguish levels in care 
service, yet nurses might distinguish such levels. 
 

27. It is my duty that I 

check the safety of 

my colleagues’ work. 

 

Menzies Lyth (1960) suggests that nurses check and double check 
their work and work of others to reduce the weight of responsibility 
on themselves. Fear of failure, or patient being harmed, runs high in 
nursing. The NMC guides nurses to monitor standards of practice in 
order to protect patients. As Menzies Lyth (1960) states, anxiety and 
fear are typical in nursing. 
 
 

28. I am not prepared to 

tolerate an 

underperforming 

nurse on my team. 

Focus group nurses indicated high levels of collegiality and support 
coming from their nursing colleagues. However, at the same time, 
the nurses expressed that they would not tolerate or support 
inadequately performing nurses on their team. 
 
 
 

29. More face-to-face 

time with patients 

delivers better 

nursing.  

Daetwyler (2007) suggests that a nurse identifies themselves with 
performing a bundle of activities and tasks as a way of minimising 
prolonged contact with a distressed and needy patient. Nurses suffer 
stress as a result of prolonged exposure to suffering (Menzies Lyth 
1960). However, Anon (2017b) claims that a quality holistic patient 
care can be delivered without a nurse having frequent face-to-face 
contact with their patient and without having frequent oversight of 
patients’ nutrition, mobility, continence and hygiene. 

30. I sometimes do not 
work in the best interest 
of my own employer 
when helping patients. 

The institutional practices and systems do not cooperate effectively 
or efficiently to deliver timely care to patients. Helping a patient puts 
a nurse in a position of identifying the shortfalls in an institution’s 
systems, i.e., whistle-blowing on their own employer. 
 

31. I do not react to 

patients’ 

stereotypical 

expectations of a 

nurse. 

Nurses demonstrate nursing rather than object to the stereotypes. 
This study’s focus group nurses objected to their time being used on 
trivial matters; however, little is known how they combat or deal 
with this. 

32. The way I make 

clinical judgement is 

The RCN (2014b) believes that the use of clinical judgement in 
nursing is unique, combining science, nursing knowledge and 
required therapy as well as patients’ unique social requirements. 
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unique to nursing. However, those promoting nursing healthcare medical model 
standardise clinical judgement as a set of procedures to eliminate a 
specific problem. 

33. Not understanding 

patients’ culture 

fully can impede me 

from developing 

therapeutic 

relationships with 

patients.  

As in Freidson (2001), in nursing has employment market monopoly 
over nursing work, this means that patients cannot choose which 
nurses end up nursing them. As in Williamson (2008) standardised 
nursing does not encompass all cultural practices, nor the healthcare 
organisation provide resources for exploring those fully. Nurses are 
therefore left to improvise. 

34. I manage patients’ 

misconceptions of 

nurses with humour. 

Evidence from social media suggests than nurses engage humour 
and sarcasm to make subtle points when confronted with upsetting 
nurse stereotypes.  

35. When I am wearing a 

uniform, patients 

respect me outright. 

Nurses’ uniform appears to be worn for different reasons. Florence 
Nightingale’s nurses worn it as a form of de-humanisation/to 
demonstrate detached professional status. Daetwyler’s (2007) 
nurses wore uniforms to show professional prestige by appearing 
smartly turned out. In England, nurses’ uniform is generally known 
as Protective Personal Equipment (PPE) required by the infection 
control practice, being practical to wear and clean.  

36. Rationing nursing 

time for patients has 

reduced my ability to 

deliver holistic care 

in nursing practice. 

The regulator and professional bodies propagate holism in nursing, 
however, the organisations and those funding nursing limit nurses’ 
time with patients to deliver to specific tasks.  

37. I often find myself 

fulfilling patients’ 

needs that have not 

got much to do with 

nursing. 

Whilst those that fund nursing prescribe nurses activities, patients, 
public and the organisations require nurses to address some of the 
patients’ personal needs. As seen from the focus group discussions, 
the nurses object to it but continue doing so to avoid criticism.  

38. It should not be a 

norm that I go an 

extra mile in meeting 

patients’ needs. 

This study’s focus group nurses said that going the extra mile is 
typical in nursing. However, they felt that some organisations take 
this for granted and use nurses to deliver care for free. 

39. Working long hours 

impacts the quality 

of my life. 

Typical in nursing are long day or night shifts. This is often quoted as 
a reason why nurses suffer burnout and leave their profession (The 
Institute of Employment 2016). 
 
 
 

40. My employer allows 

me paid time to 

research and 

evaluate the nursing 

care I give. 

The Institute of Employment (2016) state that nurses’ workload and 
organisation cause stress. Researching and coordinating care, and 
record keeping are fundamental accountability requirements in 
nursing. 

41. I trust nurse 

associates to deliver 

care that is as safe as 

The RCN (2014b) considers nurse associates providing a fragmented 
nursing. To maintain monopoly over nursing work in the 
employment market, the NMC has expanded the nursing register to 
accommodate lower-skilled nurse associates, who will now stand in 
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I would deliver it. to cover nursing shortages. Registered Nurses will become mentors, 
and overall, responsible for standards of nursing. It may be that 
registered nurses will gain further responsibility to oversee nursing 
associates. 

42. I prioritise my time 

to focus on poorly 

patients and ration 

my time with those 

in better health. 

 

Prioritisation of those whose life is in danger the most, is typical 
within English healthcare. This does suggest that patients in better 
health will receive less attention, at least until their health 
deteriorates. This goes against the principles of preventative 
healthcare promulgated by the regulator and nursing professional 
bodies. 

43. I appreciate that the 

best practice in 

nursing is not always 

affordable. 

The NHS requirement is to provide value for money. Nursing is 
constrained by the funding and resources, yet the regulator 
demands high standards of nursing in every aspect.  

44. I negotiate with 

patients as to which 

of their health needs 

can be met by my 

employer’s 

resources.  

Nurses are the ‘face’ of healthcare establishment. It is typical that 
nurses signpost patients to obtain care and services outside of 
formally provided nursing care. Nurses require to face patients’ 
disappointment and criticism, justifying the decisions of the 
organisation for which they work. 

45. My face-to-face 

presence on 

patients’ journeys 

positively affects 

patients’ outcomes. 

As in Daetwyler (2007) nurses have fulfilled a role of doctor’s 
apprentice to monitor, act and fulfil medical orders reliably. This 
study’s focus group nurses said that reliability of nurses’ fulfilling this 
role decreases if nurses have not got sustained face-to-face presence 
with patients.   

46. It seems that 

whatever my 

employer puts in my 

job description 

counts as nursing. 

The Institute of Employment (2016) suggests that nursing work is not 
organised well, causing stress, low morale and burnout. 

47. I am effective at 

delivering ‘hands-on’ 

nursing as well as 

teaching or 

managing others. 

This study’s focus group nurses expressed difficulties with being able 
to provide direct nursing and at the same time teach and support 
others. Whilst willing to help, the nurses said they were stretched 
and overwhelmed by the volume of the workload and responsibility. 

48. I feel guilty when I 

don’t finish nursing 

patients once my 

shift ended. 

The NMC Code of Conduct explains that a nurse is responsible for 
delegated care. This study’s focus group nurses interpret this with 
unease believing that they need to oversee patient’s safety beyond 
their allotted time. They have done it so many times. Stopping 
nursing a patient at the point of their shift ending, was said to result 
in guilt. 

49. I am ineffective 
when distracted by 
organisations, 
managers and 
people from nursing 
patients.  

This study’s focus group nurses expressed frustration with their 
managers, organisation and people taking up their time away from 
providing direct nursing. Their time was taken to provide customer 
care or management and administrative tasks. 

50. Being underpaid 

affects my 

The Institute of Employment (2016) stresses that low pay causes 
many tensions and discontinuities in nursing.  
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commitment to 

nursing. 

51. I can work safely if 

surrounded by 

underperforming 

colleagues. 

Nurses are motivated by their team’s success. Conversely, nurses do 
not cope well in poorly performing teams and fear losing their PIN. 

52. Getting counsel from 

a fellow nurse makes 

a difference to 

whether I cope or 

not with my work. 

As per Menzies Lyth (1960), nurses suffer anxiety and stress in their 
profession. They require assistance to debrief from their work. 
Confidentiality prevents them from sharing their experiences fully. 
Sharing some experiences may be incriminating. Some nurses that 
attended the focus group in relation to this research rely on their 
chosen colleagues to successfully debrief, some do not. 
 

53. I believe my PIN with 

the NMC is safe as 

long as I follow my 

employer’s accepted 

nursing practices. 

 

Some nurses rely on safety in numbers, however the Francis Report 
(2013) demonstrated that nurses were expected to speak out against 
practices in their organisations and should not join others turning a 
blind eye. 
 
 

54. I need the support of 

fellow nurses when 

questioning existing 

practice. 

Nurses fear/avoid going alone against the organisation or a system 
despite being required to whistle-blow and challenge poor practice. 
As the Francis report (2013) suggested, nurses failed to raise 
concerns. The nurses in this study’s focus group suggested that they 
were happier to raise concerns as a group not individually. 

55. I embrace change in 

practice when my 

colleagues embrace 

it too. 

 

As Menzies Lyth (1960) suggests, nurses resist change. It is not clear 
why. It maybe to do with slowing down increase in the workload (as 
in Daetwyler 2007), it may be when other nurses do it, a nurse feels 
a need to conform. 

56. Without stamina I 

would not be able to 

nurse. 

As per Skills for Care (2015) guidance, people working in care require 
stamina otherwise they suffer with stress. Skills for Care report that 
40% absences in healthcare relate to the workforce lacking stamina 
and resilience.  

57. Going the extra mile in 
nursing is at my own 
personal discretion. 

 

This study’s focus group discussion highlighted that nurses, at their 
discretion, commit themselves to providing extra care, thus 
increasing their workload. On the other hand, some nurses are not 
coping with their workload as it is. It is not clear how nurses 
reconcile these two positions. 

58. I find myself burned out 
periodically by the 
nature of nursing work.  

 

As in Menzies Lyth (1960), burnout is often caused by witnessing too 
much trauma and loss of life and not being able to move on. 

59. I believe that male 
nurses’ self-esteem is 
not helped by some 
nurses’ role 
stereotypes.  

 

As in Caza and Creary (2016), identifying with one’s professional role 
delivers high levels of self-esteem and work satisfaction.  Out of all 
nurses registered with the NMC, only 11% are men. Daetwyler 
(2007) discussed Florence Nightingale modelling nursing on female 
values and characteristics, where nowadays, male nurses may find 
themselves less able to identify with and consequently may be less 
satisfied in the role of a nurse. 

60. Given an opportunity, I 
will be happy in a non-

As in Freidson (2001), clinical nursing professional work has a pay 
ceiling whatever seniority of a nurse. It is typical that professionals 
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clinical job that pays 
more. 

 

feel guilt when selling out on their profession for more lucrative 
managerial roles. 

61. Having choice of more 
than one professional 
role helps me to grow in 
directions I want. 

As in Caza and Creary (2016), multiple identities enhance a 
professional’s self-esteem and work satisfaction when different 
identities get support from the organisations.  However, having 
multiple professional identities may result in professionals being 
overwhelmed or losing touch with their professional role if they are 
left to cope with them without organised support.  

 

 

4.3.3. ‘P’ SET 
 
 

As discussed, a ‘Q’ methodological study normally requires a limited number of 

research participants. Brown (1980) and Watts and Stenner (2005) argue that the’Q’ 

methodology is best applied on a small scale because large samples distort key patterns 

and relationships by creating manifestations of the same. The authors explain that the 

most significant results often stem from one participant or a few participants and larger 

sample sets do not strengthen findings; rather, this provides a distraction. While some 

researchers suggest that 40-60 people need to participate, Watts and Stenner (2005) 

argue that highly effective studies were completed with far fewer people. Appendix G 

shows that researchers conducted successful studies with a ‘P’ set consisting of 30 

participants. Brown’s (1980) authoritative ‘Q’ method statistical study suggests that 

two people are required to share a viewpoint in order to load a factor. Whilst there is a 

maximum 8-factor solution (Schmolck 2014), Brown (1980) suggests aiming for a 

maximum of 7 unrotated factors. In parallel, Exel and Graaf (2005) insist that a ‘P’ set 

should comprise of diverse people expected to have a distinct viewpoint. In terms of 

numbers, a ‘P’ set is to be smaller than the ‘Q’ set with the aim of giving opportunity 

for two to four people defining each viewpoint, the key point being that choosing a ‘P’ 

set is not about stratification or seeking a representative ‘P’ set. 

 

The ‘P’ set for this research was exclusive to actively practicing and NMC registered 

nurses. Nurses are diverse in gender, practice in several fields of nursing, operate at 

different grades and in different locations, come from a variety of cultures and training 

institutions and are influenced by their employers’ policies. This research approached 
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NHS and private healthcare nurses, from several fields of nursing, a variety of grades, 

differing employers and in different locations, of varying origin of training and cultures 

were approached to form this study’s ‘P’ set. Seeking nurses from NHS hospital 

locations required Solent University Research ethical approval as well as the permission 

of the Health Regulation Agency to advertise for the research participants at a variety 

of NHS hospital locations employing nurses in a variety of nursing fields and at different 

pay bands/grades. In addition, the Royal College of Nursing and their branches allowed 

their social media platforms to advertise this research to their practicing nurses. 

Further, this study’s author engaged two gatekeepers to recruit further research 

participants into the study. Gatekeepers were designated workplace representatives 

able to display the posters for this research and provide information about the study. 

(Please see the outline of the research invitation poster in Appendix I). Research 

participants were accepted only if they did not have an interdependent relationship 

with the author of this study. Whilst it was safe to accept their anonymous ‘Q’ sort (the 

author is not present to influence their personal preferences at the point of the ‘Q’ 

sort) the risk of influence was minimised by excluding such participants from the 

consequent interviews (explained later in this study). This was done to prevent any 

questions of biased results.  Since the ‘Q’ set comprised of 61 statements, the plan was 

to ensure a ‘P’ set of around 30 but keep it well under 60 to prevent any distortion of 

results. The ‘P’ set demographics and consent were collected at the point of the ‘Q’ 

sort to demonstrate diversity and to satisfy ethical requirements. Further, the ‘P’ set 

were asked a set of contextual questions which assisted in determining eligibility to 

participate in the research as well as to encapsulate the diversity and characteristics of 

the ‘P’ set. The contextual questions are listed in Appendix J.  Table 5 provides 

summary characteristics of this study’s ‘P’ set. 
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Table 5: Diversity components of the ‘P’ set 
 Cod

e 

Practice 
in years 

Grade Organisation Nursing field Ethnic 
origin 

Country of 
training 

Gender 

1 BM 38 9 Private Healthcare Adult White England F 

2 BZ 40 6 Private Healthcare Adult African Seychelles F 

3 BK 20 7 Private Healthcare Adult White Slovakia F 

4 BO 11 7 Private Healthcare, 
NHS hospital 

Adult Asian India M 

5 BN 32 8 NHS GP practice Adult and 
Child 

White England F 

6 CA 40 7 NHS GP practice Adult White England F 

7 BL 20 6 Private Health Clinic Adult White  Romania F 

8 BJ 24 6 NHS hospital Mental 
Health 

Asian Philippines F 

9 BY 9 6 Private Health Clinic Adult White Australia F 

10 BI 32 7 Private Healthcare Adult Asian Philippines F 

11 BD 29 7 NHS hospital Learning 
disability 
and Mental 
Health 

Mixed Portugal F 

12 BA 28 7 Private Healthcare Adult Mixed England F 

13 AZ 25 6 Private Healthcare Adult Asian India F 

14 AY 4 6 NHS hospital  Adult White  Romania F 

15 AX 15 6 NHS hospital  Adult White England  F 

16 BX 14 8 Private Healthcare, 
NHS hospital 

Mental 
Health 

White  England F 

17 BS 7 7 Private Healthcare Adult Mixed Portugal M 

18 BB 32 7 NHS GP practice Adult White  England F 

19 AR 12 5 NHS hospital Adult White Romania F 

20 BV 3 
months 

5 NHS hospital Adult White Romania F 

21 CE 5 5 NHS GP practice Adult White Poland F 

22 AA 5 5 NHS community 
care 

Adult White England F 

23 AC 22 7 Private Healthcare Adult Asian Nepal F 

24 CD 20 8 NHS GP practice Adult White Slovakia F 

25 AV 22 8 NHS hospital Adult Black England F 

26 AS 30 6 NHS hospital  Adult White Romania F 

27 AQ 30 8 NHS hospital Adult Black South 
Africa 

F 

28 AU 2 6 NHS hospital Learning 
disability 

White England F 

29 BG 6 6 Private Healthcare Adult White Romania F 

30 AD 19 7 Private Healthcare Adult Asian India F 

31 BE 23 7 Private Healthcare Adult Asian Philippines F 

32 AB 15 6 Private Healthcare Adult Asian Philippines F 

33 CC 10 6 NHS hospital Adult White England F 

34 AM 11 6 Private Healthcare Adult White  Romania F 
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4.3.4. ‘Q’ SORT 
 

Von Excel and Graff (2005) discuss ‘Q’ sorts being done primarily face-to-face using an 

inverted pyramid and a set of statement cards (see Figure 3). Jeffares and Skelcher’s 

(2011) are ‘Q’-sorted on a dedicated website called Flash ‘Q’. Nevertheless Flash ‘Q’ is 

reliant on the ‘P’ set being well versed in online research techniques. For the ‘P’ set in 

this study, this was an issue, since this was something that deterred some registered 

nurses from research participation.  For this reason, this research offered both a 

manual card technique as well as a free online ‘Q’ sortware (the intellectual property 

of the University of York 2017) to complete the ‘Q’ sort. Whereas the online version is 

freely available at http://www.Qsortware.net/home.html, the manual version was 

made available to be administered face-to-face with the research participants. [See 

Appendix K for the ‘P’ set information with regards to taking part in this study].  

 

 

Figure 3: ‘Q’ sort: Typical inverted pyramid 

 

In both, the online and the manual ‘Q’ sort, the ‘Q’ set formed of 61 statements 

required the inverted pyramid with positions from -6 to 6. The degree of agreement 

was graduated by positive positions Agree+++++(position 6), Agree ++++(position 5) or 

Disagree +++++(position -6), Disagree++++(position -5). Graduating degree was 

described using symbol ‘+’, because this is typically used in nursing and widely 

understood by nurses. When initially testing the ‘Q’ sort with nurses, instead of the 

symbol ‘+’ words were used to describe degree of agreement and disagreement. It has 

been observed that the testing nurse group spent more time debating the descriptors 

http://www.york.ac.uk/
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of a degree of agreement and disagreement and were seen to lose focus from sorting 

statements spontaneously. Using the symbol ‘+’ to graduate level of agreement and 

disagreement had resolved these issues. This was most evident during the manual ‘Q’ 

sort, in which none of the nurses struggled with understanding the degree of 

agreement and disagreement. [See Picture 5 for an example of a manual ‘Q’ sort used 

in this study]. 

 

 

Picture 5 ‘Q’ sort example 

 

Whether in the manual or the online ‘Q’ sort, contextual questions describing 

characteristics of the research participants were answered and recorded with each ‘Q’ 

sort. The manual ‘Q’ sort had them recorded on the coded card placed next to each ‘Q’ 

sort on the right-hand side. Th electronic ‘Q’ sort included the same contextual 

questions as the manual version and in the form of a short questionnaire (Picture 6).  
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Picture 6 Contextual questions: Qsortware screenshot 

 

All ‘P’ set (the research participants) were required to record their consent to 

participate in the ‘Q’ sort and give the author of the research permission to use their 

‘Q’ sorts. The information sent to each participant outlined (see Appendix K) that this 

research upheld GDPR 2018 regulations and guaranteed all research participants 

personal data protection as well as anonymity. To achieve this, all research participants 

‘Q’ sorts were coded, where personal and sensitive information related to each code 

were recorded confidentially and securely on a designated research computer and a 

password-protected spreadsheet, which will be destroyed once this research is 

completed and examined. All participating nurses gave consent for the author of this 

research to use and publish their coded ‘Q’ sorts. Three nurses declared a professional 

relationship with the author of the research and will not be invited to continue in this 

research beyond the ‘Q’ sort. Nine nurses declined to participate in the potential 

consequent interviews, and this was respected.   

 

In total, 84 registered nurses volunteered and registered to participate in the ‘Q’ sort. 

Of this sample, 34 ‘Q’ sorts were completed sufficiently to be included in the study, 

achieving a 40% uptake. 
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Out of 34 completed, 22 ‘Q’ sorts were completed manually using an inverted pyramid 

and cards as in Picture 5. All manual ‘Q’ sorts were completed if started. Nurses were 

asked to sort 61 numbered statement cards into three piles of ‘agree’, ‘disagree’ and 

‘undecided’. Then, from the pile of ‘agree’, they were asked to further decide which 

statements they agree with most and place those into the most positive position on 

the inverted pyramid. They were then asked to do the same with the pile of ‘disagree’, 

followed with the pile ‘undecided’ and place those into remaining positions. Nurses 

were encouraged to change and swap the statements into positions until they were 

happy with their ‘Q’ sort. Once finished, the author of this study coded each ‘Q’ sort 

and took a photograph of the final ‘Q’ sort, as in Picture 5.  

 

The online ‘Q’ sort had a high attrition rate. Out of 49 online ‘Q’ sorts attempted, four 

nurses gave up completing the ‘Q’ sort because the procedure did not work on the 

touch screen mobile phones (Qsortware limitation). Three nurses were not prepared to 

complete the ‘Q’ sort because they ran out of the ‘agree’ positions and were not 

prepared to deprioritise some of the statements they agreed with; 30 nurses started 

the ‘Q’ sort but did not complete it, without stating any reason. For ethical reasons, 

they were not pursued. The online ‘Q’ sort resulted in 12 viable online ‘Q’ sorts.  

 

To run Qsortware, an account is created on the Qsortware website. Once logged into 

the account, the research requires a set up. To set up the procedure, all statements had 

to be inputted in the right order. By providing the number of positive and negative 

positions to place all of the statements, Qsortware creates the inverted grid upon 

completion. There is an opportunity to add contextual questions. Once the research is 

set up, a link to complete the ‘Q’ sort procedure is emailed to a research participant. 

Upon clicking this link, the research participants are taken directly into the research and 

similarly to the manual ‘Q’ sort, are asked to sort statements into three piles of ‘agree’, 

‘disagree’ and ‘undecided’ by dragging the statements that appear on top of the page 

into three labelled boxes. On completion, the second stage involves dragging the 

statements into the grid positions from -6 to +6, presented at the bottom of the screen 

and as in the manual grid version. On placing all statements, the participants submit 

the ‘Q’ sort.  
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The Qsortware account holder can view all submissions within the Qsortware platform 

and, by pressing the button, view submissions. On selecting each submission, each ‘Q’ 

sort is then exported into an Excel spreadsheet. The Excel spreadsheet shows grid 

positions of statements as numbered within the Qsortware procedure.  

 

All 34 completed ‘Q’ sorts were inputted into PQMethod, a statistical ‘Q’ methodology 

program (Schmolck 2014) to produce a report. This program is free to download and 

offers the procedure for setting up and navigating the program. Running PQMethod 

involved several stages before a report with unrotated factors was produced. Firstly, as 

in Qsortware, all statements are entered in the correct order within a stage called 

‘STATES’. This is followed by the stage ‘QENTER’ where each grid position is attributed 

with a specific value – e.g., -6 has one position, -5 has two positions, -4 has four 

positions. Once completed, ‘QENTER’ invites ‘Q’ sorts to be individually inputted. To 

provide adequate tracking, each ‘Q’ sort code was recorded at the start of each entry, 

and statement numbers were entered against each position on the grid. For example: 

AY sort 

-6 position: 53 

-5 position: 54, 30 

-4 position: 31, 5, 40, 46 

-3 position: 33,3, 59, 36, 44 

-2 position: 19,42,1,7,13,26 

-1 position: 57, 9, 41, 51, 8, 22, 35, 4 

0 position: 2, 6, 12, 56, 45, 48, 24, 11, 17 

1 position: 60, 20, 32, 61, 50, 43, 34, 10 

2 position: 37, 15, 3, 21, 52, 16 

3 position: 55,23, 58, 14, 47 

4 position: 25, 27, 39, 18 

5 position: 49, 29 

6 position: 28 
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After entering all ‘Q’ sorts, PQMethod offered the choice to run QCENT (Centroid 

analysis) or QPCA (PCA, Principal Components analysis) to extract unrotated factors. 

This thesis opted for Centroid analysis as advocated by Stephenson (1935) and Brown 

(1980), with the exception of setting the procedure to produce a maximum of 8 

unrotated factors that PQMethod is designed to achieve. This was because the 

evidence to limit the procedure to 7 factors is unclear. Brown (1980) claims that 

number 7 is magical and provides a sufficient number of factors for extraction.  

 

See Appendix L, table L.2 for unrotated factors report.  For completeness, the QPCA 

method is a mathematical analysis and, as argued by Ramlo (2016), not as true to the 

interpretative nature of ‘Q’ methodology and its use in subjective science. QPCA is not 

a factor analysis (factor analysis results in several variables) but a linear statistical 

analysis reducing variables into components (Watts and Stenner 2012). Only the 

centroid factor analysis provides intermediacy quality, where there are an infinite 

number of solutions made available for examination and interpretation (Ramlo 2016). 

 

On producing unrotated factors, PQMethod offered a next stage called ‘QROTATE’. 

There were two options to rotate the extracted factor. In the purist interpretative 

approach, ‘Q’ methodologists tend to employ hand rotation (Schmolck 2014, Ramlo 

2016), particularly when wishing to reduce the number of influences on the results or 

test specific hypotheses hidden beneath the surface (Watts and Stenner 2012). 

Varimax provides a mathematical and statistical solution. Varimax is best employed in 

inductive research where it is specifically effective in revealing subject matter from a 

pool of viewpoints where the hypothesis or key influences are not known (Watts and 

Stenner 2012). This research has no hypothesis and is participant-led by design. A 

judgemental rotation therefore does not fit this study’s aim. Being inductive in nature, 

this research has adapted Varimax rotation to produce rotated factors. In addition, 

PQROT was run to flag the ‘Q’ sorts that provided the highest variance loading on each 

factor to capture emerging dominant viewpoints. [See Appendix L, Table L.3a for the 

rotated factors report after application of Varimax and PQROT.]  
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The PQMethod stage ‘QANALYSE’ produced a variety of tabled reports and the 

‘VIEWLIST’ within the PQMethod allowed for viewing and printing the report. The next 

section explains the results from the ‘Q’ sort administered using the PQMethod 

report’s tables (Appendix L tables L.1.-L.10).  

 

 

4.3.5. ANALYSIS AND INTERPRETATION OF RESULTS 
 
 

Objective two of this research (see Chapter 1) was met by interpreting the results 

obtained using PQMethod.  Before the interpretation, the results, in the form of 

unrotated and rotated factors, required analysis to establish this study’s factor solution 

(Webler et al 2009, Watts and Stenner 2012). Arriving at a factor solution required a 

structured analytical approach. The first phase of arriving at a factor solution involved 

analysis of the PQMethod report using numerous objective markers, whereas the 

second phase utilised the logic of abduction; the term is explained later in this thesis 

(Watts and Stenner 2012, Ramlo 2016). A structured and logical abduction assisted in 

defining emerging thematic factors in the context of the collective and individual 

elements of professionalisation discussed in the literature review chapters. In the third 

phase, the emerged factors were compared with each other to describe cause and 

effect relationships, differing outlooks, and different perspectives (Wolf et al 2014). 

 

 

4.3.5.1. Application of objective markers to identify a factor solution 
 
 

Appendix L, Table L.1 provides a correlation matrix between the ‘Q’ sorts. Briefly, it 

highlights the extent of relationships and measures of similarity or difference between 

two ‘Q’ sorts. The report highlights in percentiles the similarity between the ‘Q’ sorts: 

AU and AX (57) 
CC and BK (52) 
CC and BM (52) 
BD and BJ (54) 
BY and CC (54) 
BM & BV (52) 
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Most of the difference is seen between sorts: 

BX and AU (-32) 
AX and BB (-31) 
AU and BG (-30) 
AQ and AU (-30) 
BM and AU (-29) 
AU and BE (-25) 
 

Appendix L, Table L.1 demonstrates that the ‘Q’ sort has delivered polarised 

viewpoints, and these are evidenced by the presence of a significant degree of 

variance as well as consensus. Such polarisation helps interpretation (Watts and 

Stenner 2012). The PQMethod’s centroid factor analysis extracted 8 unrotated factors 

(8 is the capacity of PQMethod). Appendix L, Table L.2 outlines the end product of the 

unrotated factor matrix, showing each ‘Q’ sort’s loading on each factor extracted. In 

PQMethod, it follows that the extraction of Factor 1 immediately reduces relationships 

between the ‘Q’ sorts and so the observed similarities and differences observed in 

Appendix L, Table L.1 are reduced from their original correlations into residual 

correlations (Watts and Stenner 2012): see Appendix L, Table L.2. 

 

Table L.2 in Appendix L outlines the unrotated factors that now require further 

objective analysis to eliminate non-dominant data. The Keiser-Guttman criterion uses 

eigenvalues, where an eigenvalue is the sum of the square loading of all ‘Q’ sorts on a 

particular factor (Watts and Stenner 2012). The sum over 1 provides sufficient variance 

and those below 1, according to Watts and Stenner (2012), account for less variance 

than one single ‘Q’ sort and are not significant, or suitable, for further analysis. Table 

L.2 shows that only factors 1,2,3,4 and 6 have eigenvalues greater than 1 and, 

therefore, factors 5, 7 and 8 did not appear significant for further analysis from this 

perspective. 

 

In addition, or instead of eigenvalue consideration, Brown (1980) and Watts and 

Stenner (2012) propagate engagement of Humphrey’s rule to review the unrotated 

factors. Humphrey’s rule 1st parameter is to establish that viable factors have two or 

more significant factor loadings following extraction. The following is the calculation of 
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the significant factor loading index for this research as per the equation used in Brown 

(1980, pp.222-223): 

 
2.58x(1: √number of items in ‘Q’ set) 
2.58x (1: √61) 
2.58x(1:7.81) 
2.58x0.1280= 0.33 
 

In this thesis, two or more significant factor loadings in excess of -0.33 or + 0.33 are 

required to qualify the viability of a factor for further analysis. Appendix L, Table L.2 

shows that the unrotated factors 1,2,3, and 6 satisfy this parameter. Factors 4, 5, 7 and 

8 only have one significant factor loading over 0.33.  Humphrey’s rule 2nd parameter 

lies in the application of a standard error formula value (Brown 1980, pp. 279-288): 

 

1: √number of items in ‘Q’ set 

1: √61 

1: 7.81= 0.1280 (rounded to 0.13) 
  

The value of the standard error for this research is 0.13; however, Humphrey’s rule 

specifies that each factor requires double this amount per factor, this being 0.26. The 

following are the standard error calculations for this study’s factors as per Watts and 

Stenner’s (2012) example, where multiplying the two highest loadings within the factor 

forms the standard error formula for the specific factor (the loadings used are as in 

Appendix L, table L.2 and are rounded to two decimal places): 

 

Factor 1: 0.70 x 0.70= 0.49> 0.26 
Factor 2: 0.64 x 0.69=0.44>0.26 
Factor 3: 0.44 x 0.33=0.15> 0.13 
Factor 4: 0.44 x 0.31= 0.14> 0.13 
Factor 5: 0.26 x 0.23=0.06<0.13 
Factor 6: 0.33 x 0.35=0.12<0.13 
Factor 7: -0.34 x-0.26= -0.09<0.13 
Factor 8: -0.34 x 0.32= -0.11<0.13 
 

Brown (1980) and Watts and Stenner (2012) do not advocate the stringent application 

of objective criteria; on the contrary, they suggest being more inclusive in capturing 

important dominant viewpoints.  Watts and Stenner (2012) stress that whilst 
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Humphrey’s rule states that multiplication of the two highest loadings within a factor 

should achieve over the double of standard error value, for the sake of inclusivity, in 

their study, Watts and Stenner (2012) have accepted factors in excess of a single 

standard error value (in this research this is 0.13). The above calculations show that 

factors 5,6, 7 and 8 are well below, even under the less stringent criterion for standard 

error value application. To be inclusive, Watts and Stenner (2012) advocate applying 

objective criteria following the factor rotation.  

 

Appendix L, Table L.3a outlines the rotated factor matrix with an X indicating a defining 

sort. Factors’ loadings have now changed from those in Table L.2 and because Table 

L.3 loadings are expressed as correlations, taking on a special geometric function 

(Watts and Stenner 2012). Factors’ eigenvalues and variances also change; this is 

because a view on the subject matter is more focused and specific to the actual 

viewpoints of the ‘P’ set. Whilst Varimax flagged all statistically significant ‘Q’ sort 

loadings with an X, all loadings over the significant factor loading index (in this research 

-0.33 and +0.33) are significant (Watts and Stenner 2012) and have been marked by 

hand.  

 

Preparation of factor weight estimates and factor arrays provided further focus on 

individual ‘Q’sorts microscopically in order to identify the ‘Q’sorts that define each 

factor. This started by examining the factor loadings. Whilst confounded factors (those 

that are above the significant loading index but load on more than one study factor) 

were excluded, a weighted average of each individual ‘Q’ sort provided indication of a 

significant ‘Q’ sort (Watts and Stenner 2012). Following the factor rotation by Varimax, 

this study’s factor 8 was dropped with no significant loadings and factor 7, on rotation 

showed three significant loadings where two of the loading sorts had to be excluded 

due to being classed as confounded. Factor 7, with only one unique significant loading, 

was not suitable for further analysis and therefore excluded. This suggested that from 

this point a 6-factor solution was to be considered. 
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Table 6a: Defining ‘Q’ sort factors in support of a 6-factor solution 
Factor number ‘Q’ sort codes in excess 

of 0.33; those defining 
and over 0.60 are in 
bold 

Total Cumulative 

1 BA, BX, BO 3 3 

2 AU, AV, CD, AX 4 7 

3 AB, AZ 2 9 

4 BL, BE, AQ 3 12 

5  AC, AA, BZ 3 15 

6 AS, AY, BS, BY, AD, BG 6 21 

The above 21 ‘Q’ sorts load significantly on one or other factors, explaining 44% of the research 
variance. 

Confounded CC, AM, BD, BI, BJ, BM, 
CA, BB, BK, BV 

10 31 

Not significant CE, BN 2 33 

Unused factor 7’s one 
‘Q’ sort 

AR 1 34 

Factor 8 No loading ‘Q’ sorts 0 34 

 

The above Table 6a shows the rotating factors to be more focused by Varimax, 

Humphrey’s rule 1st parameter in having a minimum of two sorts with significant factor 

loading for each factor was not satisfied in factors 7 and 8, resulting in their exclusion. 

Humphrey’s rule 2nd parameter is strongly met in six rotated factors (including the 

previously excluded factor 5), although less stringently applies in factor 4: 

 

Factor 1: 0.67 x 0.58= 0.39> 0.26 
Factor 2: 0.77 x 0.77=0.59>0.26 
Factor 3: 0.66 x 0.53=0.35>0.26 
Factor 4: 0.48 x 0.35= 0.17< 0.26>0.13 
Factor 5: 0.57 x 0.60 =0.34>0.26 
Factor 6: 0.72 x 0.60=0.43>0.26 
 

Watts and Stenner (2012) advocate that a factor solution needs to represent 35-40% 

of the study variance. A 6-factor solution provides 44% of the study variance (see Table 

L.2 in Appendix L as expl. Var).  Theoretically, dropping factor 4 due to its low standard 

error index would reduce the total variance for this research to 40% which would still 

be acceptable. However, to be inclusive, factor 4 is not dropped at this stage. 

 

Theoretically, and to provide a comparison, should factors 4, 7 and 8 be excluded due 

to having only one significant factor loading at the unrotated stage, and should factors 
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5, 7 and 8 be excluded due to their eigenvalue being below 1 in the unrotated stage, 

the defining 4-factor solution would look as follows (based on rotating 4 factors as in 

Appendix L, Table L.3b): 

 

Table 6b: Defining ‘Q’ sort factors in support of a 4- factor solution 
Factor number ‘Q’ sort codes in excess 

of 0.33; those defining 
and over 0.60 are in 
bold 

Total Cumulative 

1 AS, AY, CC, BS, BY, BB, 
CA 

7 7 

2 AU, AV, CD, AX 4 11 

3 CE, AB, AZ, BZ 4 15 

4 BE, AQ, BJ, BX, BO, BA 6 21 

The above 21 ‘Q’ sorts load significantly on one or other factors, explaining 37% of the research 
variance. 

Confounded AA, AM, BD AD, BG, BI, 
BM, BK, BV 

9 30 

Not significant AR, AC, BL, BN 4 34 

 

The above Table 6b shows that on the rotating factors to be more focused by Varimax, 

Humphrey’s rule 1st parameter in having a minimum of two sorts with significant factor 

loading each factor is satisfied. Humphrey’s rule 2nd parameter is strongly met in three 

factors, although applies less stringently in factor 3: 

 
Factor 1: 0.69 x 0.66= 0.46> 0.26 
Factor 2: 0.72 x 0.73=0.53>0.26 
Factor 3: 0.47 x 0.53=0.25<0.26>0.13 
Factor 4: 0.57 x 0.63=0.36>0.26  
 

The above calculations show that the same number of ‘Q’ sorts, although different, 

load a 4-factor solution in Table 6b and a 6-factor solution in Table 6a. Where a 4-

factor solution results in lesser number of confounded ‘Q’ sorts, more sorts become 

insignificant in a 4-factor solution. Nevertheless, both a 4-factor and a 6-factor 

solution, for one reason or another, reject the same number of ‘Q’ sorts.  The notable 

observations are that 

 

Factor 1 in the 6-factor solution resembles factor 4 in the 4-factor solution, sharing BA, 

BX and BO ‘Q’ sorts, suggesting a stable ‘Q’ sorts group.  However, factor 4 in the 4-

factor solution has further ‘Q’ sorts BE, AQ and BJ to add to the factor 4 character. 
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Interestingly, the BE and AQ ‘Q’ sorts load on factor 4 in the 6-factor solution, forming 

a unique viewpoint in the 6-factor solution. This means that there may be two 

synthesised viewpoints in the 4-factor solution’s factor 4, where in the 6-factor 

solution, these two different viewpoints, as factors 1 and 4, may be a manifestation of 

one viewpoint. Nevertheless, this can become clear only if approached through the 6-

factor solution. 

 

Factor 2’s group of ‘Q’ sorts in both the 4 and 6 factor solutions remain the same. This 

means that this factor is stable. 

 

Factor 3 in the 4 and 6 factor solutions share ‘Q’ sorts AB and AZ, where the 4-factor 

solution’s factor 3 has the CE and BZ ‘Q’ sorts to add to the factor 3 character. Whilst 

the CE ‘Q’ sort does not load on the 6-factor solution, the BZ ‘Q’ sort loads on the 6-

factor’s solution in factor 5. It follows that both ‘Q’ sorts AB and AZ are stable 

viewpoints.  

 

Factor 5 in the 6-factor solution is unique and does not appear in the 4-factor solution, 

except for the mentioned ‘Q’ sort BZ that, in the 4-factor solution, loads on factor 3. 

 

Factor 6 in the 6-factor solution shares ‘Q’ sorts AS, AY, BS and BY with factor 1 in the 

4-factor solution, where each solution has other unique ‘Q’ sorts adding to the factors’ 

personality. Both solutions would therefore represent this stable group of ‘Q’ sorts 

well. 

 

Appendix L, Table L.4a shows correlations between the factors’ scores matrix in the 6-

factor solution. This report is significant in further determining how many factor 

solutions this research needs to focus on. Low correlations are expected to lead to 

differentiated viewpoints. Factor 2 represents the lowest correlations with other 

factors, followed by factors 5 and 3. In further applying a significant factor loading 

index of 0.33 pertinent to this study, the correlation between factors 1 and 4 runs at 

0.6368 and the correlation between factors 1 and 6 runs at 0.6663. Watts and Stenner 

(2012) advise that correlations higher than the significant factor loading are in fact 



107 
 

possible manifestations of a single viewpoint and that the variance between the 

factors may not be significant. In this case, Watts and Stenner (2012) advise further 

review of a factor solution by comparing each factor’s story before the factor solution 

is finalised. 

 

Appendix L, Table L.4b shows correlations between the factors’ scores matrix in 4-

factor solution. Factor 2 represents the lowest correlation with all other factors. The 

correlation between factors 1 and 3 runs at 0.6985 and correlation between factors 1 

and 4 runs at 0.7330. The correlation coefficient between factors 4 and 3 is 0.6058. In 

conclusion, the 4-factor solution runs higher factors’ correlations than the 6-factor 

solution. 

 

In the concluding evaluation, this research looked at Webler et al (2009) who provide 

guidance for deciding the final set of factors for interpretation: 

 

a) Simplicity: Fewer factors are better as these make viewpoints more distinctive 

and easier to understand. Nevertheless, the 4-factor solution appears to be 

combining viewpoints that are uniquely separated out in the 6-factor solution. 

Only after interpreting the 6-factor solution can it be concluded confidently 

whether two different viewpoints present are in fact a manifestation of one 

viewpoint.  

b) Clarity:  The best factor solution is one in which each sort loads highly on one 

and only one factor (confounders as in Watts and Stenner 2012). As shown in 

both, Tables 6a and 6b, all confounded ‘Q’ sorts have been eliminated as they 

may hold hybrid viewpoints and so only ‘Q’ sorts with high loading on a specific 

factor were used. This further confirms that the viewpoints within the 6-factor 

solution and the 4-factor solution provide a clear level of variance. 

c) Distinctness: Lower correlations between factors are better. High correlations 

are admissible as long as there is evident distinctiveness in the factor’s 

viewpoint story. This study’s 4-factor solution appears to run higher 

correlations between factors than the 6-factor solution runs. The correlations 

in the 6-factor solution still run higher than the significant loading index of 0.33. 
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The interpretation of higher numbered factor solutions, although at risk of 

identifying a factor manifestation, is more inclusive than allowing a possible 

distinctive viewpoint to be unheard. 

d) Stability:  On comparing results using different numbers of factors, certain 

groups of people will continue to cluster together. This is an indication of 

similar views. It is evident that clear groups are identified and represented in 

both the 6-factor solution and 4-factor solutions. 

 

Because of the inductive nature of the research and the aim to structure a gap of 

missing viewpoints on nursing, including the maximum number of viewpoints possible 

to structure that gap would cover more of the unknown space. As shown above, the 6-

factor solution provided more defined ‘Q’ sort groups through which unique 

viewpoints can emerge.  The 6-factor solution provided a lower degree of correlation 

between factors. In order to remain inclusive, creating the 6-factor solution 

stories/narratives and comparing factor viewpoints and/or agency in those narratives 

further assisted in affirming the final factor solution without prematurely losing any 

dominant viewpoint (Webler et al 2009, Watts and Stenner 2012).  

 

 

6-factor solution factor weights and arrays outline: 

 

Each ‘Q’ sort with higher loading contributes in larger proportions to the final factor. It 

uses a one-step formula where the initial factor weight = the significant factor loading 

(1- the factor loading2) as in Watts and Stenner (2012, p 132), and reports on the factor 

weight distribution demonstrating which ‘Q’ sort represents which factor to a greater 

degree (Watts and Stenner 2012). Further, using a formula to calculate the reciprocal 

value of the largest factor weight (1: Initial factor weight in step one) helped to 

calculate final factor weights (all initial weights are multiplied by the reciprocal weight) 

(Watts and Stenner 2012). Table 7 demonstrates this for the study: 
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Table 7: Individual ‘Q’ sort weights on factors 
 
Factor 
number 
with 
total % of 
variance. 

Individual ‘Q’ 
sort significant 
loading on 
factor 

Individual ‘Q’ 
sort initial weight 
on factor – step 
1, largest in bold 

Reciprocal of 
largest weight 
from step 1. 

Final factor ‘Q’ sort weights 

1 (8%) BA 0.6702 
BX 0.5819 
BO 0.5639 

BA: 1.2167 
BX: 0.8798 
BO: 0.8268 

 

BA: 0.8219 

BA 1.2167 x 0.8219= 100.0% 
BX 0.8798 x 0.8219= 72.31% 
BO 0.8268 x 0.8219= 67.95% 

2 (7%) AU 0.7735 
AV 0.4464 
CD 0.4922 
AX 0.7685 

AU: 1.9256 
AV: 0.5575 
CD: 0.6496 
AX: 1.8771 

AU: 0.5193 AU 1.9256 x 0.5193= 99.99% 
AV 0.5575 x 0.5193= 28.95% 
CD 0.6496 x 0.5193= 33.73% 
AX 1.8771 x 0.5193= 97.47% 

3 (6%) AZ 0.5329 
AB 0.6578 

AZ: 0.7443 
AB: 1.1595 

 
AB: 0.8624 

AZ 0.7443 x 0.8624= 64.42% 
AB 1.1595 x 0.8624= 99.99% 
 

4 (4%) BL 0.3464 
BE 0.3306 
AQ 0.4784 

BL: 0.3936 
BE:  0.3712 
AQ: 0.6204 

AQ: 1.6119 BL 0.3936 x 1.6119= 63.44% 
BE 0.3712 x 1.6119= 59.83% 
AQ 0.6204 x 1.6119= 100.0% 

5 (7%) AC 0.5033 
AA 0.6044 
BZ 0.5726 

AC: 0.6740 
AA: 0.9523 
BZ: 0.8519 

AA:  1.0501 AC 0.6740 x 1.0501= 70.78% 
AA 0.9523 x 1.0501 = 100.0% 
BZ 0.8519 x 1.0501 = 89.46% 

6 (12%) AS 0.5124 
AY 0.3862 
BS 0.5416 
BY 0.7199 
BG 0.3607 
AD 0.6029 

AS:  0.6948 
AY: 0.4539 
BS: 0.7664 
BY: 1.4944 
BG: 0.4146 
AD: 0.9472 

 

BY: 0.6692 

AS 0.6948 x 0.6692= 46.50% 
AY 0.4539 x 0.6692= 30.37% 
BS 0.7664 x 0.6692= 51.29% 
BY 1.4944 x 0.6692= 100.0% 
BG 0.4146 x 0.6692= 27.75% 
AD 0.9472 x 0.6692= 63.39% 

 

Table 7 tells us that in this research ‘Q’ sorts higher significant factor loadings that 

correlate with final factor weight loadings. Watts and Stenner (2012) demonstrate the 

calculation of final factors’ scores to show which ‘Q’ sort items in a specific factor 

solution define each factor best and which do least. However, this calculation does not 

allow factor comparison.  To facilitate factor comparison, PQMethod calculates a z 

score for each statement within each factor.  Appendix L, Table L.5 shows each 

statement z score with its corresponding rank for each factor and side by side. It tells 

us for example that: 
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Statement 23: ‘I constantly evaluate information about my patients’ has a z score of 

2.11 and ranks as 1st for factor 5. With a z score of 1.50, the same statement ranks 5th 

for factor 1 and 10th for factor 4 with a z score of 1.05.  

 

Statement 29: ‘More face-to-face time with my patients delivers better nursing’ has a 

positive z score of 1.63 ranking 3rd for factor 1. Equally, it has a relatively important z 

score of 1.73 and ranks 3rd in factor 5, where with z score 1.35 ranks 7th for factor 4. 

 

Statement 2: ‘In my line of work, meeting cultural needs is a lower priority’ has a z 

score of -2.07, raking 61st (lowest negative) in factor 1. The same statement’s z score of 

-1.47 has a rank of 59th with factor 5 and therefore both factors 1 and 5 have a 

disagreement with this statement in common. However, with regards to the same 

statement, a z score of 0.53 ranks 20th positive with factor 2. In the interpretation 

stage the above z scores will clearly show commonalities and differences between the 

factors. 

 

The following are seven graphic factor arrays exemplifying ‘Q’ sort for each factor, 

based on PQMethod z scores. For factor z scores see Appendix L, Table L.6: 

 

 

a/ Factor 1 

-6 -5 -4 -3 -2 -1 0 1 2 3 4 5 6 

2 51 49 58 39 56 28 25 16 24 42 45 47 

 

13 19 60 30 43 61 41 15 35 23 29 

 

  

9 26 20 44 37 32 38 54 34 

  

  

1 8 5 46 27 52 48 31 4 

  

   

12 57 6 55 3 14 18 

   

    

50 10 7 11 22 

    

     

59 21 53 

     

     

17 33 36 

     

      

40 
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b/ Factor 2 

-6 -5 -4 -3 -2 -1 0 1 2 3 4 5 6 

51 27 34 14 58 18 48 52 59 36 10 6 42 

 

46 20 35 22 54 61 2 23 37 9 12 

 

  

31 16 8 17 4 28 60 29 26 

  

  

53 40 15 44 3 43 50 33 49 

  

   

41 32 57 56 13 38 19 

   

    

47 55 45 25 5 

    

     

30 1 21 

     

     

11 24 7 

     

      

39 

      c/Factor 3 

-6 -5 -4 -3 -2 -1 0 1 2 3 4 5 6 

38 21 51 22 55 58 31 7 16 34 35 48 25 

 

26 2 46 50 28 54 52 44 42 4 41 

 

  

20 6 59 18 30 24 32 33 53 

  

  

19 10 9 8 49 47 3 39 45 

  

   

13 40 17 1 43 37 29 

   

    

11 57 60 15 23 

    

     

14 5 27 

     

     

12 61 56 

     

      

36 

      d/ Factor 4 

-6 -5 -4 -3 -2 -1 0 1 2 3 4 5 6 

26 6 51 57 58 38 43 34 14 18 25 31 3 

 30 19 60 52 36 45 16 4 48 24 27 

   49 2 21 17 8 61 22 23 9 

    50 44 1 40 7 54 42 47 29 

  

   

12 32 20 53 41 56 15 

   

   

 59 5 28 11 39  

   

   

  46 13 37 

     

   

  33 35 10 

     

   

   55  

     e/ Factor 5 

-6 -5 -4 -3 -2 -1 0 1 2 3 4 5 6 

19 2 59 21 60 3 31 39 42 16 57 47 23 

 51 35 30 26 15 22 17 27 52 24 29  

  11 46 53 1 32 45 55 58 56   

  38 49 13 40 41 36 8 54 25   

   44 20 6 4 33 37 14    

    12 50 10 43 48     

     28 34 18 

          5 9 61 

           7  
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f/ Factor 6 

-6 -5 -4 -3 -2 -1 0 1 2 3 4 5 6 

13 12 9 5 2 38 4 34 24 18 45 29 14 

 19 40 8 30 28 17 61 11 15 25 39  

  26 20 7 46 57 52 3 48 47   

  21 1 35 44 43 56 36 58 23   

   51 41 60 32 33 27 42    

    50 10 31 16 37     

     59 49 55      

     22 53 54      

      6       

 

 

According to Watts and Stenner (2012) the factor arrays will contain some errors; 

however, they are the best possible estimates for each of the factor’s holistic 

viewpoints. Appendix L, Table L.7 outlines the factor arrays with numbered statements 

scored within each factor presented next to each other. These tables are used in 

section 5.2.5.3 when comparing the factors’ characteristics.  

 

 

4.3.5.2. Interpretation of factors 
 
 

Von Exel and Graff (2005) recommend that the process of interpretation starts by 

obtaining factor scores and factor loadings as these assist the researcher with 

interpreting the main structure of the results objectively. Factors can be treated as 

separate ‘Q’ sorts to describe their distinct uncorrelated attitudes and perceptions. All 

operant possibilities within the factor are explored as if described by a single person.  

Brown (1980) emphasises that the best interpretation analysis describes cause and 

effect relationships and examines various perspectives (Wolf et al 2011). Two factors 

placed side by side can equally be described as two people with a differing outlook 

within the posed research question. Some researchers design their ‘Q’ sort with the 

ability to invite each participant to elaborate on their motives and reasoning behind 

their most polarised choices of statements, because this explores the participants’ 

underlying values and principles (Von Exel and Graff 2005, Mullen 2018). On the other 

hand, Ramlo (2016) propagates the idea of inductive or deductive abduction, where 
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during interpretation, the researcher highlights any perspectives, relationships or 

dynamics behind the factor results (also known as logical guessing).  

 

In the absence of consistent interpretation strategies, Webler et al (2009) as well as 

Watts and Stenner (2012) propose factor arrays to further govern preliminary rationale 

for factor interpretation and a final factor solution.   Watts and Stenner (2012) in 

particular propagate the holistic assessment of each factor; Stephenson intended for 

all views, including those less significant, to matter; and Watts and Stenner (2012) 

explain that holism accounts for the entire item configuration, which in essence should 

come from logical and structured abduction. Watts and Stenner (2012) outline a 

systematic and methodical approach to factor interpretation using a crib sheet. The 

advantage of using a crib sheet eliminates statistical score assumptions per factor 

because each score is compared against scores in other factors (Watts and Stenner 

2012). The result is that a score of 0, in a theoretical factor ‘X’, may suggest neutrality 

towards a certain viewpoint; however, a score of 0 compared with other factors which 

scored the same viewpoint as -4 or -3 means that this viewpoint is not offensive to 

factor ‘X’. Table 8a represents a crib sheet as per Watts and Stenner’s (2012) guidance, 

distinguishing key variances for factor 1 (scores as in appendix L, table L.7). Such a 

factor table was created in a four-stage process of adding relevant information into a 

factor crib sheet:  

 

1a/ Denoting only the unique variance statement items that loaded a particular factor 

to outline the first draft of a factor character, and 1b/listing and highlighting the 

statements that scored equally on other factors. 

2a/ Briefly outlining the initial thoughts on the themes which the unique variance 

statements suggest, then, 2b/ adding additional statements with z scores that further 

explain the unique characteristics of each factor.  

3/ Adding demographic information to each factor (Table 5).  

4/ Reviewing statements from 1b and using logical abduction to include or exclude it in 

a specific factor.  
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A crib sheet was created for all six factors in this research and these can be seen in 

Appendix M. Statements marked with * represent statistically significant statements 

with p< 0.05 and those with ** have p<0.01, meaning that those specific statements 

are distinguished from other factors and indicate that the null hypothesis can be 

rejected with a 95% and 99% level of confidence, respectively (Brown 1980). 

Statistically significant statements are identified by the PQMethod and can be seen in 

Appendix L, Table L8.  

 

Table 8a Factor 1 crib sheet 
 
Coloured areas depict this factor’s statements that share z scores with other factors’ statements. 
[Highlighted statements have been retained or excluded using logical abduction because the highest or 
lowest z scores have loaded equally on other factors. To preserve variance, those statements were 
allocated to match the various factors’ characteristics].                  
___________________________________________________________________ 
Items ranking +6 and +5: 
47. I am effective at delivering ‘hands-on’ nursing as well as teaching or managing others (+6) 
45. My face-to-face presence on patients’ journeys positively affects patients’ outcomes (+5) 
29. More face-to-face time with patients delivers better nursing (+5) shares z score with factors 5 and 6. 
Upon comparing the characteristics and agency of the factors, this statement will be used in factor 1 
only. 
 
Initial notes on theme: A hands-on nurse; believes that face-to-face contact with patients and colleagues 
results in better outcomes for patients and in effective nursing. Nursing is about seeing, communicating, 
interacting, and responding. Being effective matters. 
 
Items ranked equal or higher in the Factor 1 array than in any other Factor array: 
4.I identify with nurses who demonstrate the values of their country, including valuing diversity (+4) 
shares a z score with factor 3. On comparing the characteristics and agency of the factors, this 
statement will be used in factor 1 only. 
18. I put my own needs aside at work (+3) shares a z score with factors 4 and 6. Upon comparing the 
characteristics and agency of the factors, this statement will be used in factor 6 only. 
 
22. My role is to manage specific health problems (+2) shares a z score with factor 4. On comparing the 
characteristics and agency of the factors, this statement will be used in factor 1 only. 
34. I manage patients’ misconceptions of nurses with humour (+4). 
38. It should not be a norm that I go an extra mile in meeting patients’ needs (+2) shares a z score with 
factor 2. On comparing the characteristics and agency of the factors, this statement will be used in 
factor 1 only. 
40. My employer allows me paid time to research and evaluate the nursing care I give (0) 
46. It seems that whatever my employer puts in my job description counts as nursing (-1) shares a z 
score with factors 4 and 6. Upon comparing the characteristics and agency of the factors, this statement 
will be used in factor 6 only. 
54. I need the support of fellow nurses when questioning existing practice (+3) shares a z score with 
factor 5. On comparing the characteristics and agency of the factors, this statement will be used in 
factor 1 only. 
 
Initial notes on themes: This nurse evaluates information in their head whilst spending face-to-face time 
with people. They are indifferent to having more employer’s time for further research, they do this on 
the move. They feel best in their role when having support and direction of their colleagues and is aware 
that their employer may have a different view of what they role may entail. This nurse focuses on 
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patients’ physical health and will not challenge patients directly if they misunderstand his role; they will 
humour them along. They dislike conflict and is temperate. This nurse feels that going the extra mile 
should not be taken for granted by the patients and employers because nursing is not a free resource. 
This nurse has a liberal and an accommodating approach and values diversity. 
 
 
Items ranked equal or lower in the Factor 1 array than in any other Factor array: 
1.I will offend some people if I assist patients with their individual religious and spiritual practices (-4) * 
8. I can meet patients’ cultural needs as far as I choose to (-3) shares a z score with factor 6. On 
comparing the characteristics and agency of the factors, this statement will be used in factor 1 only. 
9. I cannot nurse a patient effectively if I react to something about the patient that offends me (-4) 
shares a z score with factor 6. On comparing the characteristics and agency of the factors, this 
statement will be used in factor 1 only. 
25. I need to be resourceful and creative to find better solutions for patients (+1) shares a z score with 
factor 2. On comparing the characteristics and agency of the factors, this statement will be used in 
factor 1 only. 
37. I often find myself fulfilling patients’ needs that have not got much to do with nursing (0). 
39. Working long hours impacts the quality of my life (-2). 
41. I appreciate that the best practice in nursing is not always affordable (-1). 
49. I am ineffective when distracted by organisations, managers and people from nursing patients (-4) 
shares a z score with factor 4. On comparing the characteristics and agency of the factors, this 
statement will be used in factor 4 only. 
17. It is my view that nursing within social care is less recognised (-1) shares a z score with factors 2, 3, 4. 
On comparing the characteristics and agency of the factors, this statement will be used in factor 4 only. 
56. Without stamina I would not be able to nurse (-1). 
60. Given an opportunity, I will be happy in a non-clinical job that pays more (-3) shares a z score with 
factor 4. On comparing the characteristics and agency of the factors, this statement will be used in 
factor 1 only. 
61. Having choice of more than one professional role helps me to grow in directions I want (0) shares a z 
score with factors 2 and 3. On comparing the characteristics and agency of the factors, this statement 
will be used in factor 2 only. 
 
Initial notes on themes: This nurse believes that people need to be tolerant of other’s religious and 
spiritual practice and that it is not an option for them as a nurse to avoid meeting such needs. This nurse 
does not judge people and believes that everyone needs to be attended to regardless of their personal 
beliefs. This nurse will attempt to be creative in resourcing patient care but prefers to stick to the 
standard nursing process, believing that this is enough to nurse people sufficiently. The nurse is 
measured and structured. 
 
This nurse does not believe that they need to work long hours.  
They see social care as a recognised area of nursing.  
This nurse is accommodating of the employer’s requirements.  
 
Items ranked – 5 and -6. 
2. In my line of work, meeting cultural needs is of a lower priority than physical needs (-6) *. 
13. My duty does not include addressing my patients’ spirituality and religion (-5) – factor 6 has a z score 
of -6. On comparing the characteristics and agency of the factors, this statement will be used in factor 6 
only. 
51. I can work safely if surrounded by underperforming colleagues (-5) shares a z score with factor 5 but 
factor 2 has a z score of -6. On comparing the characteristics and agency of the factors, this statement 
will be used in factor 2 – its purpose is to achieve the correct performance and factor 1 aims to achieve 
patient safety. 
 
Initial notes on themes: This nurse will not tolerate underperforming colleagues as they would affect the 
safety of his practice. Cultural needs are of equal importance to this, as are people’s spiritual and 
religious needs.  
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Additional statement items from the factor 1 arrays that contribute to the factor 1 character and 
personality: 
12. I struggle to provide the highest levels of care to people whose lifestyles I personally do not support 
(-3): this statement infers that this type of nurse differentiates between his personal and professional 
roles. Seeing to people’s diverse needs is not a struggle for them. He navigates such practices 
successfully. 
16. It’s in the patients’ interest for me to be accommodating (+2): this statement corroborates that this 
type of nurse is accommodating when it comes to patients. 
26. I will limit my nursing to a basic safe level when a patient behaves poorly or wastes nursing 
resources (-3): this statement elaborates that this nurse does not draw the line when patient care may 
be more challenging to deliver. This nurse will successfully overcome challenges as he believes everyone 
has a right to care and to have their needs met.  
31. I do not react to any patient’s stereotypical expectations of a nurse (+3): this statement refers to the 
challenging of patients’ misconceptions of nursing with humour.  
35. When I am wearing a uniform, patients respect me outright (+3) *: this distinguished statement 
(p<0.05) corroborates the point that this nurse’s self-esteem is improved by displaying a symbol of the 
organised nursing profession. Factor 3 has a z score of +4 for this statement; it is also distinguished. 
50. Being underpaid affects my commitment to nursing (+2): this statement implies that this nurse is 
committed to the profession but is less so if underpaid.  
58. I find myself burned out periodically due to the nature of nursing work (-3): this statement infers 
that this nurse does not find the nature of nursing exhausting. He enjoys a variety of people-focused 
activities. 
 
Initial notes on themes: Being part of the nursing profession makes them a better person and more 
selfless. Will keep some professional distance to ensure he remains selfless and non-judgemental.  
 
Demographic information for factor 1 (sorts in order of weight: BA, BX and BO): 
 

 All nurses who loaded this factor have been trained in different countries (England, New 

Zealand, India) and, therefore, it is their practice and not their diverse background that leads 

them to hold similar viewpoints.  

 One male and two female nurses loaded on this factor and so gender may not impact the 

divergence of their viewpoints on nursing. 

 All three nurses are working in the adult nursing field, one in mental health and two in adult 

nursing, their viewpoints on nursing are similar regardless of their field of practice. 

 All nurses work at a senior level, where two are working at level 7 and one at level 8. In relation 

to the overall nursing profession, these nurses are paid better than most. 

 The highest weighted loading on the factor is from the ‘Q’ sort completed by the BA. BA works 

at level 7 and has originally trained in New Zealand.  

 The nurses that loaded on this factor have been in nursing for 11-28 years, with the median 

being 17.66 years. The nurses have learned how to navigate their practice successfully and also 

have been able to progress their career and hold senior positions within NHS as well as in the 

private healthcare system. 
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Created using the crib sheet from Table 8a, Table 9a outlines the final interpretation of 

Factor 1’s viewpoints and concepts.The interpretation is presented as a narrative and 

styled as in Watts and Stenner (2012), depicting the statements and their z scores. The 

narrative is structured to show the viewpoints born out of the collective elements of 

nursing (as is outlined in the literature review using Freidson’s (2001) theory) as well as 

any viewpoints that are associated with the individual elements of nursing (as in Caza 

and Creary’s (2016) theory, discussed in the literature review). The narratives of the 

factors could be described more richly in this work. Moreover, by using all the 

statements that shared the highest or lowest z scores with the other factors, and also 

through the use of additional statements; on reflection, this would obscure the 

variance of the factors. This is particularly important in this research because some 

factors in this research are highly correlated. Further review is provided in section 

4.3.5.4. to determine whether all six of the factors analysed offer unique and stand-

alone viewpoints, and to ensure that some of them are not manifestations of another 

factor (Watts and Stenner 2012). 

 

The crib sheets for each of the factors and the associated narratives have undergone a 

brief review by a ‘Q’ sorter who provided the highest loading weight. Where this was 

not possible, another ‘Q’ sorter from the loading group was selected to complete the 

review. In collaboration, the narratives of the factors were clarified or slightly 

expanded upon. Where this occurred, the ‘Q’ sorter’s code was added for reference. 

When a male nurse added his view, the narratives were written to be gender-inclusive, 

even though at this stage of the analysis it is clear that gender does not impact the 

distinct viewpoints on nursing. Discussions with those ‘Q’ sorters were not specifically 

transcribed or documented in this chapter; however, the discussions were recorded as 

part of the interview process supporting identification of stratagems (described in 

section 4.4.). A full description of each factor follows in the findings (Chapter 5). 
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4.3.5.3. Comparing and contrasting emerged nurse-types 
 
 

Table L.8 in Appendix L lists statements distinguishing each factor from another. In 

order to compare and contrast key distinguishing elements between the factors, and 

to affirm the final factor solution, each narrative (Tables 9a- 9f in Chapter 5) has been 

reduced to a key distinguishing elements diagram. Figures 4a -4f (see Chapter 5) show 

the factors’ ‘key distinguishing characteristics and feelings’ diagrams.  

 

To compare and contrast the factors, the summary diagrams in Figure 4a-4f have been 

used in conjunction with Appendix L, Table L10. Table L10 provides statistical 

interpretation of the descending array of the differences between factors.  Comparing 

and contrasting has been limited to using key distinguishing statements at the central 

circle of the diagrams shown in Figures 4a-4f and relating these to statistical scores in 

Appendix L, Table L10. Statistical scores were not used to compare and contrast lesser 

distinguished information in the peripheral circles of the diagrams presented in Figures 

4a-4f. The key consensus and disagreements between each pair of factors are 

described on the back of each factor’s narrative statements (only variance items), 

where the most distinguished variance is supported with the statistical range of 

disagreement between two factors as recorded in Appendix L, Table L.10.  

 

In terms of statistical significance, except statements 61 and 43 (see Table L.9 in 

Appendix L), all other statements have provided polarity and so it follows that, 

statistically, all the statements will show a statistical difference, some more than 

others.  For example, Table L.10 in Appendix L shows a descending array of the 

differences between factors 1 and 2. There, statement 38’s z score in factor 1 is 0.762 

and the z score for statement 38 in factor 2 is 0.701. The two numbers have a 

differential value of 0.061. Information related to statement 38 features as a key 

distinguishing statement in both factors 1 and 2 summary diagrams in Figure 4a and 

4b, hence, statement 38 is listed as a main consensual statement between factors 1 

and 2. In further comparing factors 1 and 2, statements 44 and 38 have even a smaller 

differential value of 0.055. However, because statement 44 was never a distinguishing 

statement, it does not feature on the factor summary diagram in 4a or 4b. It then 
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follows that even though both factors 1 and 2 are in agreement with statement 44, it 

does not define their personality, character, or feelings. For this reason, statement 44 

does not feature in those factors' narratives. 

 

The same approach is taken with most differentiated viewpoints between the factors. 

For example, information contained within statement 35 appears on the Factor 1 

summary diagram in Figure 4a. Table L.10 in Appendix L shows that the Factor 1 z-

score for statement 35 is 0.983 and the factor 2 z-score for statement 35 is -0.948.  The 

degree of disagreement is significant at 1.931. This difference is then supported with a 

short explanation derived from both factors’ summary diagrams in Figures 4a and 4b 

as well as the factor narratives in Tables 9a and 9b. Table 10a demonstrates the 

similarities and contrasts between factor 1 and factor 2. The reminder of factors 

comparison and contrast analysis can be found in Appendix N, Tables 10b- 10o. 

 

There is no clarity of note in the literature as to what magnitude of difference between 

z-scores defines consensus or disagreement. This study’s approach was to support the 

consensus or disagreement with statistical difference between two factors’ z-scores. 

For example, Appendix L, Table L.10 for comparing factors 1 and 2 shows that the 

maximum differential between the factors’ z scores is 3.057, related to statement 47. 

The smallest difference between z-scores is shown in statement 44 and is 0.055, the 

closest to 0. Therefore, interpreting the variance in z-scores in this research was done 

by considering a difference greater than 1 as a strong and those close to 0.1 as 

consensual. Nevertheless, Table 8a, and Tables 8b-8f in Appendix M, show that not all 

of the highest and lowest differences in z-sores recorded in Appendix L, Table L 10 

have been used in interpreting the consensus and differences between factors. This is 

because interpretation was limited to factors distinguished characteristics in order to 

preserve clarity: In layman’s terms, avoiding losing the sight of the forest for the trees. 
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Table 10a: Consensus and differences between factors 1 and 2 
 

Key agreements between factors 1 
and 2 backed by statistical 
information 

Key differences between factors 1 and 2 
backed by statistical information 

 Both factor 1 and factor 2 nurses agree 
that their nursing job is not founded in 
servitude or charity and that they should 
not be expected to go the extra mile to 
meet patients’ needs (38); both factors’ 
nurses manage their work life balance 
well and without emotional stress to 
them. [38: 0.061] 
 
Both factors’ nurses value collaborations 
and consultations with colleagues and this 
helps them to cope with tensions they 
experience in their roles (52). [52: 0.076] 
 
Both the factor’s nurses do not tolerate 
colleagues’ underperformance (28) and 
are concerned about patient safety. [28: 
0.088] 
 
 

Factor 1’s self-esteem depends on belonging to the 
nursing profession and their commitment is not pay-
related (35). Factor 2’s self-esteem comes from the 
recognition of clinical expertise (49, 46, 10, 2) and 
commitment to the profession is pay-related (50, 60). 
 
Factor 1 is a holistic, inclusive, accommodating and 
people-focused practitioner (1, 2), whereas Factor 2 
focuses on clinical needs (16, 19), practices strict 
prioritisation based on value (42, 12) and is assertive (31, 
34, 6). 
 
Factor 2 believes in leading by example, including in terms 
of presentation (5) whereas Factor 1 is liberal and does 
not hold judgements on how people should present 
themselves.  
 
Factor 2 will analyse and question regulations and 
employment procedures and has reservations about 
being accountable in meeting standards she does not 
approve of (53, 24). Factor 1 relies on following 
regulations and procedures; she will clarify them with 
colleagues, practice discretion but follow them.  
 
The factor 2 nurse sets boundaries on what she will take 
on as part of their role and she does not wish to take 
responsibility for colleague’s failings or performance (27). 
Factor 1 is concerned about patient safety and will 
monitor colleagues’ performance and willingly teach and 
mentor them.  
 
[35: 1.931; 50: 1.849; 60: 1.888; 49: 2.408; 46: 1.705; 10: 
1.985; 2: 2.602; 27: 2.064;1: 1.456; 16: 1.813; 19: 2.176; 
42:  1.112; 12: 2.727; 31: 2.211; 34: 2.532; 6: 2.439; 53: 
2.340; 24: 1.167; 5: 1.649] 

Further main agreements 
between factors 1 and 2  

Further main differences between factors 1 
and 2  

Agency:  
Both factors’ nurses evaluate information 
constantly (both value safety and people’s 
lives) 
Personal elements: 
Both factors’ nurses provide a measured 
response whilst enacting their role (for 
different reasons) 
 
Both factors’ nurses work towards an 
abstract goal, even though these are 
different (Factor 1 is humanitarian, Factor 
2 is an expert) 

Agency:  
Factor 1 evaluates on their feet and face-to-face, Factor 2 
needs distance/space and time to evaluate [47: 3.057] 
Factor 1 is not judgemental; Factor 2 makes judgements 
to discern what activity is of value and has impact [2: 
2.602] 
Factor 1 uses humour to lighten difficult situations, Factor 
2 is focused on being right and will be assertive. [34: 
2.532] 
Personal elements: 
Factor 1 has an altruistic and wide focus; Factor 2 has a 
specialist narrow focus. [19: 2.176] 
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State and employer relationship: 
Safety delivered by the nursing work is 
important (they go about it differently) 
 
Communities of practice: 
Both factors’ nurses engage with 
colleagues and communities of practice to 
ensure that their practice is safe and to 
advance and improve it. [52: 0.076] 

Factor 1 is of a liberal and accommodating nature, 
whereas Factor 2 deliberately manages tension when 
balancing their own emotional response with professional 
expectations. [16: 1.813] 
 
State and employer relationship: 
Factor 1 follows procedure, believing it provides safety, 
Factor 2 analyses and evaluates processes to ensure they 
provide safety. [27: 2.064] 
Communities of practice: 
Factor 1 engages with the team and is instrumental in 
ensuring that the whole profession does good work, 
Factor 2 engages with the team to share responsibility for 
decisions made as well as ensuring that their decisions are 
correct/approved by their community of practice. 
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4.3.5.4. Confirming the final factor solution 
 
 

Table L.9 in Appendix L shows statements 43 and 61 as consensus statements not 

distinguishing any pair of factors. It follows that the 59 statements used in this 

research provided polarised viewpoints of nursing to a high enough degree, necessary 

to demonstrate variance in this study. Of the statements, 36 out of 59 provided 

distinguishing variance with p<0.05 and 18 with significance p<0.01. From a statistical 

perspective, and as per Brown (1980), distinguishing statements of p<0.05 indicate a 

strong possibility of the alternate hypothesis (rejecting the null hypothesis). As 

mentioned previously, a 6-factor solution in this research provides 44% of the 

variance, which is over the 35-40% stipulated requirement by Watts and Stenner 

(2012). Nevertheless, as concluded in section 4.3.5.1., only by comparing and 

contrasting the factor’s character, feelings and agency can a final decision be made in 

terms of a final factor solution. Section 4.3.5.1. regarding the factor solution raised two 

dilemmas. First, a suggestion had been made that factor 1 and factor 4 may be 

manifestations of one viewpoint. Appendix N, Table 10c shows that: 

 
“Both factor’s nurses social standing comes from helping vulnerable people (15). However, factor 1’s 
standing comes from belonging to an altruistic profession and factor 4’s social standing comes from a 
personal calling. The primary motivation for being in nursing is not money [50: 0.568]; rather, both 
factors’ nurse’s self-esteem improves through identifying with and being involved with nursing work. 
 
 In contrast, factor 1’s self-esteem depends on belonging to a nursing profession, therefore helping and 
supporting people; factor 1 wants to demonstrate this using external symbols to gain respect, as well as 
communicating his humanitarian actions and skills (35, 1, 2). Factor 1 holds back on demonstrating their 
own personal beliefs and cultural background. Factor 4’s self-esteem comes from fulfilling their personal 
calling, which is to care for people in harmony with thier own personal beliefs and culture; they will not 
hold back on demonstrating these whilst nursing (3). The factor 4 nurse uses the employer as a vehicle to 
fulfil their personal calling to nurse others and will not work against the interests of their employer. 
Factor 1 equally respects the employer but the care is prioritised around and led by patients; he will put 
patients first (30). The factor 4 nurse will not react to patients’ stereotypical expectations of a nurse. 
Factor 1 is not reactive either; however, he will attempt to use humour and actions to make a point (31). 
For the factor 4 nurse, having counsel and support from their colleagues is not an instrumental coping 
mechanism, they are focused on complying with standards. They checks their colleagues’ work to ensure 
they meet the standards and regulations set by the state or the employer. The factor 1 nurse will also 
monitor and manage colleagues’ work; however, he is motivated by improving patient safety rather than 
achieving compliance standards (52,27)”. 
 
“[35: 1.202; 1: 0.783; 2: 0.979; 3: 1.617;15: 0.091; 30:1.070; 31: 1.028; 52: 1.126; 27: 1.517]”. 
 

The above shows that there is a significant variance in the personal concepts of nursing 

between a factor 1 nurse and a factor 4 nurse and that the two viewpoints on nursing 
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are not mere manifestations of the same viewpoint, despite their high statistical 

correlation. 

 

The second dilemma was regarding the high level of statistical correlation between 

factor 1 and factor 6. Table 10e in Appendix N compares the two factors for variance 

and consensus:  

“Both factors’ nurses are holistic and patient-led practitioners (30). Both factors’ nurses lead by 
demonstrating compassion and care [19: 0.323; 5: 0.016]. Both factors’ nurses may opt for different 
roles to continue to cope or grow and develop, although the factor 6 nurse uses this as a stratagem when 
burnt out (61). Both factors’ nurses will ‘weave’ around the requirements of their role and will be 
creative in personalising patients’ care (10). Both factors’ nurses appreciate the counsel of their 
colleagues for coping with, and together improving nursing practice (52).  Both factors’ nurses check 
their colleagues’ work [27: 0.526] and fill gaps to ensure safety. 
 
In contrast, factor 1’s self-esteem depends on belonging to the nursing profession, and through helping 
and supporting people. Factor 1 wants to demonstrate this by using external symbols to gain respect (35) 
as well as to communicate their humanitarian actions and skills. Factor 6’s sense of worth comes from 
helping the most vulnerable people or those at high risk and in danger (14). They do not draw their self-
esteem from demonstrating their belonging to the nursing profession using external symbols nor do they 
engage in promoting nursing in any specific way. Factor 1 and factor 6 both recognise the need for 
culturally sensitive care; however, the factor 6 nurse chooses to focus on the people that are most 
vulnerable, at high risk or in danger. They will be adventurous and approach care practically to avoid 
danger, not prioritising cultural care equally.  In contrast, the factor 1 nurse is an expert in meeting 
patients’ cultural needs sensitively and will not compromise this (2). The factor 6 nurse is exceptionally 
aware that their actions save lives. They are unable to reconcile and feel guilty if they leave people with 
serious unmet needs. For this reason, they work long hours and often burns out (39) In contrast the 
factor 1 nurse will not work in a way that would significantly affect their quality of life. The factor 6 nurse 
is motivated by saving lives and protecting people. Their self-esteem depends on feeling in control of the 
risks and dangers facing their patients. To do this, they need space to analyse and evaluate the 
complexities of their patients care and upskill themselves in areas their patients require. If their employer 
does not provide this, the factor 6 nurse will not cope (40). In contrast, the factor 1 nurse evaluates 
matters on their feet and is able to move on without emotionally burdening their person”. 
 
“[30: 0.047; 10: 0.044; 61: 0.193; 52: 0.028; 35: 1.675; 14: 1.635; 2: 1.410; 39: 2.183; 40: 1.384]”. 
 

The above demonstrates that there is a significant variance between factor 1 and 

factor 6 and that the two factors are not manifestations of the same viewpoint. 

Specifically, the two vary in the way they operate socially, the way they conceptualise 

their nursing, and the way they emotionally cope with their responsibilities.  

 

There was a value in exploring the interpretation through the 6-factor solution and this 

has resulted in better inclusivity of the existing viewpoints within professionalised 

nursing. The next methodological concern is identification of stratagems for each 

factor. 
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4.4. REGISTERED NURSES’ STRATAGEMS IN EVERYDAY PRACTICE 
 
 

The introductory Chapter 1 outlined the value of understanding nurses’ successful 

stratagems, especially as these sustain nurses in their work despite tensions within the 

nursing profession. The professionalisation and nursing research review in Chapter 2, 

along with the information collected using the focus group method in Chapter 3, 

outlined a variety of tensions associated with the nursing profession. The ‘Q’ 

methodology chapter concluded six factors (nurse-types) and described how their 

personal concepts of nursing encompass specific tensions. Table 7 shows the codes of 

individual nurses that provided the highest weight loadings on individual nurse-type 

(factor). These nurses are the prime ‘owners’ of the typical tensions per factor as well 

as specific successful stratagems operant in their own everyday practice.  

 

There are a variety of ways available to outline and describe stratagems. In considering 

constructionist methods, a Likert survey (Likert 1932) was considered to confirm 

tensions and measure each research participant’s preferences for a particular positive 

response before interpreting it. Open-ended surveys would enable research 

participants to elaborate on their views in an unstructured way and these could then 

be described. When compared with surveys and questionnaires, interviews could have 

provided a deeper and unconstrained method for explaining views with regard to a 

specific question. Specifically, semi-structured interviews with inductive open-ended 

questions are well placed to obtain a description of the stratagems related to specific 

tensions experienced by a particular nurse (a nurse that had the highest weight loading 

on the factor).  

 

There are a variety of ways of presenting the constructed information. Narratives, 

tables and diagrams are some of the examples. Leaning on the RCN’s (2014b) 

statement that nurses carry their personal concepts of nursing in their heads inspired 

the engagement of a ‘rich picture’ method. A rich picture is a ‘soft systems’ method 

that has the ability to construct and structure stratagems (the ways of navigating and 

circumnavigating) for dealing with tensions, as a thought in someone’s mind (Grant 

2019). Creating a rich picture often involves a small group of people drawing free-hand 
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diagrams of a specific situation on paper, a flip chart or screen; the information is 

described using symbols or pictures and this often surpasses verbal and written 

descriptions (Bell, Berg and Morse 2016, Booton 2018).  The rich picture method gives 

a space to record reflective and evaluative thinking, perspectives, mood, symbolic 

meaning or emotions, and is effective when adapted to individuals (Grant 2019).  

 

The following sections aim to present rich pictures of stratagems by the nurses who 

have significantly loaded on each nurse-type (factor). Continuing the constructionist 

and inductive approaches adopted in this study’s design, the rich picture of nurse-

types’ stratagems capture nurses’ successful, consciously considered actions that are 

used to reduce professional role tensions.   

 
 

4.4.1. NURSE TYPOLOGY AND STRATAGEMS 
 
 

At the start of a ‘Q’ sort each participating nurse was asked to indicate their consent to 

volunteer for an additional interview should their ‘Q’ sort become significant. Three 

nurses out of 34 participants declared a professional relationship with the author and 

could not be considered to attend the semi-structured interviews. Nine nurses declined 

to participate in the consequent interviews; and this was respected. Table 7 identifies 

the codes of nurses that provided the highest weight loading on each nurse-type 

(factor). Those with the highest load that could be included were approached, and 

written consent to participate in the interview was sought. Where it was not possible 

to interview the nurse with the highest factor weight, the next available nurse was 

approached.  

 

The aim was to interview as many nurses per factor as it took to complete a rich picture 

of the stratagems associated with the various tensions. The following table outlines the 

codes of the nurses in descending order of factor weight loading that participated in 

the recorded semi-structured interviews and provided written consent to participate: 
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Table 11: Semi-structured interview participants 
 

Factors Nurse codes 

1:  Humanitarian Nurse – a 

proud professional 

BA, BO 

2: Assertive Nurse – a 

principled expert 

AU, AV  

3: Conscientious Nurse – an 

ethical partner 

AB 

4: Vocational Nurse – 

compliant employee 

BL, BE 

5: Collected Nurse – 

purposeful instrument 

AA 

6: Caring Nurse – the front 

liner 

BY, BS 

 

 
 

4.4.2. DEFINING TYPOLOGICAL TENSIONS EXPERIENCED BY REGISTERED NURSES IN 
EVERYDAY PRACTICE 
 
 

The beginning of the lockdown during the Covid-19 pandemic in March 2020 altered 

the original plan to complete interviews and record rich pictures face-to-face with the 

interviewed nurses, using a flip chart. Two nurses were interviewed face-to-face prior 

to the lockdown; however, as the lockdown started, it was not safe to continue to do 

this and eight nurses were interviewed using a telephone.   

 

The following methodology was engaged with two initial nurses: 

 

 Written consent was obtained (see Appendix O to view a template approved by 

Health Regulation Authority (HRA)) and all interviewed nurses were assured of 

their anonymity, confidentiality, and that the information given will be 

destroyed once the assessment of this research is completed. All interviewed 

nurses received those assurances in writing at the point of the ‘Q’ sort (see 

Appendix K). 
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 The ‘Easy voice recorder’ application was used to record interviews, observing 

the GDPR (2018) legislation with regard to personal and sensitive data and in 

line with the HRA approved methodology. 

  The interview started with the nurse reading the narrative of the nurse-type 

(factor) they represented, clarifying and expanding the interpretation (Watts 

and Stenner 2012).  See Tables 9a-9f; any clarifications and expansions are 

referenced by the code associated with the nurse that provided it.  This activity 

took about 10 minutes. 

 The outlines of personal concepts of nursing shown in Table 12 were used as a 

starting point to clarify and evaluate the final list of tensions included within a 

rich picture for each type of nurse (factor).  The final list of confirmed tensions 

is in Table 13.  The interviews lasted around one hour where, in total, five 

supportive questions were asked with regards to each tension: 

 Can the nurse confirm a tension, its breadth and depth, and contextualise such 

tension in a specific example? 

 Could they describe feelings and reasons that lead to this tension? 

 How do they usually respond to such tension? 

 What do nurses do to cope or reconcile with such tension? 

 At what point would this tension change the way this nurse thinks and feels 

about nursing? 

The interviews were recorded but not transcribed because the rich pictures presented 

in section 5, pictures 7-12 capture the key messages recorded during the interviews. 

The data obtained in the interviews are further exemplified in section 5 and Table 14. 

Each rich picture was shared by email with the interviewed nurses who were given the 

opportunity to reflect, evaluate and comment on those. Nurses were invited to 

provide or agree with any images used within the rich pictures. The nurses could 

choose from the copyright free images on https://www.bing.com/images. The bing 

images contain a filter to select images and are free to use and share. The images used 

within this research were all in a ‘free to use and share’ category. 

 

 

https://www.bing.com/images
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Eight nurses were interviewed by appointment using a telephone, where the interview 

was recorded using a ‘Call recorder’ application. The telephone interview methodology 

differed in the following ways: 

 

 The relevant nurse-type narrative and the written consent form were emailed 

to the nurse prior to the interview and at the point of making the telephone 

interview appointment. 

 A different application was used to record the interview. 

From the author’s perspective, the telephone interviews felt more intimate, and some 

went on for longer than the planned one hour. The unprecedented nature of the 

Covid-19 pandemic has notably moved some nurses to express their values, 

motivations and show their character and personality with greater clarity. For this 

reason, each rich picture includes a Covid-19 context. However, the Covid-19 has not 

defined this work. The statements and tensions included in this study are pre-Covid-19 

pandemic and Covid-19 pandemic has not fundamentally changed them. 

 

4.4.3. RICH PICTURES OF TENSIONS’ STRATAGEMS FOR EACH NURSE-TYPE 
 
 

Each rich picture represents a nurse-type derived from the factor analysis in Chapter 5. 

The specific tensions were evaluated and recorded in Table 13 in collaboration with 

nurses that significantly loaded on each nurse-type. The information obtained in the 

individual nurse’s interview was recorded in response to each tension. Individual 

nurses were asked to visit https://www.bing.com/images and find images that enrich a 

message they wish to convey. Some nurses provided more and some less. The images 

provided were added.  

 

Nurses have reported a variety of feelings and reasons behind the tensions they 

experience. The tensions appeared to have triggered a variety of responses. A naming 

convention was engaged to provide a short summary name for any emerged 

stratagem. This enabled the researcher to distinguish stratagems as well as show 

https://www.bing.com/images
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instances of the same stratagems being used by different types of nurses in response 

to different tensions. See Pictures 7-12 in the findings (Chapter 5). 

 

The Introductory Chapter 1 outlined the objectives of this research. To meet objective 

3, the tensions within professionalised nursing were evaluated and stratagems used in 

response to these tensions identified in the previous section. To analyse the identified 

stratagems, the recorded interviews with nurses were further used to generalise 

situations where identified stratagems become operant. The stratagems and 

corresponding situations are summarised in the findings’ Table 14 (Chapter 5).  
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CHAPTER 5: FINDINGS 
 

The application of the ‘Q’ methodology resulted in composing the factors’ narratives, 

outlined in Tables 9a -9f. Each factor comprises of a group of nurses that loaded it; the 

group of nurses’ demographics summaries are provided. Documented in a narrative, 

each factor is described as if it was a person. The narrative describes each factor’s 

personal concept of nursing and relevant tensions. The statements’ scores dictate the 

direction of each factor’s story as well as the intensity of agreement or disagreement 

with an item described by a statement. For a factor’s story narrative to flow, a 

sentence in the narrative may be expressed as a positive opposite to a significant 

disagreement expressed by a negative score. Statement scores marked with * or ** 

represents a key distinguishing statement that define a factor. Statements noted with 

initials, for example BO, are factor’s personality clarifications, added by a nurse that 

provided highest weight loading on a factor during the ‘Q’ sort. Each factor’s name 

represents an agreed essence of the factor’s personality and character. The impact of 

the personal concepts of nursing, on nursing professionalisation, born by the six nurse-

types outlined in Tables 9a-9f, is evaluated within Chapter 6.  
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Table 9a: Factor 1: Humanitarian Nurse - proud professional. 

Factor 1 (unrotated) has an eigenvalue of 7.6 which means that the second highest number of ‘Q’ sorts 
were loaded on this factor. Factor 1 (rotated) explains 8% (out of a total of 44%) of the variance in this 
study, and therefore has the second largest impact. One male and two female nurses are closely 
associated with this factor and so it follows that the factor 1 viewpoint is not gender-specific.  All three 
nurses work in adult nursing; one also works in the field of mental health. All three nurses currently work 
in various locations of the private health sector, but all have worked (or still occasionally work) for the 
National Health Service. Each nurse is from a different cultural background and all of them were trained 
in different countries. The nurses hold similar viewpoints and concepts of nursing because of their own 
experiences of nursing practice as well as their own personal journey in nursing. The nurses are 
experienced and have been involved in nursing between a range of 11 and 28 years, averaging 17.66 
years of total nursing experience.  Factor 1 is highly represented by nurses who were able to progress 
their career to levels 7 and 8 pay bands despite moving to the UK after they had completed their training 
and/or early practice; moreover, some changed roles a few times in their professional career (BA, BO). 
This means that the factor 1 nurses have learned to navigate their practice successfully and grow their 
careers as well as salaries.   
 
Personal concepts of nursing based on individual elements such as values, identity, self-perception, and 
personal aspirations. 
 
A Humanitarian Nurse identifies with nurses who demonstrate values of this country (England), 
including valuing diversity (4: +4). Their self-esteem is bolstered by a feeling of belonging to the 
profession, and due to wearing a uniform he feels that patients respect and recognise his role outright 
(35: +3) *. It follows that the Humanitarian Nurse would not have the same level of self-esteem through 
working in a non-clinical job which pays more (60: -3, BO). Being in nursing, their beliefs encourage them 
to grow into to a better person and to be less judgemental and more liberal; they are able to assist 
people who are experiencing the most dramatic and vulnerable situations of their lives (9: -4, BA). To be 
more liberal and accommodating of people’s diversity and lifestyle (4: +4), the Humanitarian Nurse 
believes that it is in the patient’s interest for them to be accommodating (16: +2) as this supports 
diverse people better (BA).  
 
Personal concepts of nursing based on collective elements of nursing professionalisation. 
 
The Humanitarian Nurse believe that their face-to-face presence is instrumental in terms of the patient 
journey and that it positively affects patient outcomes (45: +5). They believe that being hands-on, seeing 
face-to-face, interacting and responding to patients delivers better nursing (29: +5, BO). This nurse 
evaluates information in their head whilst spending time face-to-face with people. They are indifferent 
to having more paid time for further research (40: 0); they do this on their feet (BO). For the 
Humanitarian Nurse, meeting the cultural needs of patients is not a matter of choice (8: -3) and meeting 
cultural needs is never a lower priority than meeting physical needs (2: -6) *. The Humanitarian Nurse 
has an open mind and their nursing priorities are led by the patient’s needs, however diverse they may 
be (37: 0, BO); the Humanitarian Nurse will engage with effective strategies in order to nurse people 
that, on a more personal level, they would react to (9: -4). A Humanitarian Nurse does not struggle to 
give the highest levels of care to people whose lifestyles they may personally not support (12: -3). They 
are skilled enough to sensitively accommodate patient needs.  They will not wish to compromise care or 
limit their nursing to a basic safe level when a patient behaves poorly or wastes nursing resources (26: -
3). The Humanitarian Nurse focuses on the overall goal and will manage a patient’s misconceptions of 
the nurses and their roles with humour (34: +4) or not react much to a patient’s stereotypical 
expectations of a nurse (31: +3). The Humanitarian Nurse is altruistic, inclusive and aims to help patients 
to achieve wellbeing and happiness. Once they have assessed a patient’s requirements, they will be 
focusing on managing their specific health problems (22: +2) as generously as possible, without allowing 
themselves being drawn into conflict with the patient in question (BO).  It comes to them naturally that 
patients come first; they do not require a great deal of stamina to demonstrate this in their work, they 
are focused and temperate (56: -1, BA). 
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A Humanitarian Nurse knows when to stop and does not believe that it should be the norm to go an 
extra mile in order to meet patient needs (38: +2); professional nursing is their job role and they are not 
a free resource for their employer (BA). The Humanitarian Nurse does not allow working hours to 
impact on the quality of their life (39: -2) nor do they find themselves burned out periodically by the 
nature of nursing work (58: -3). Their structured and measured approach considers people’s wellbeing, 
including their own. They are committed to their role in the long run and is aware of their role’s pitfalls. 
This nurse will attempt to be creative in resourcing in regard to patient care (25: +1) but prefers to 
adhere to the standard nursing process and regulations, believing that this is a proven and a safe way of 
nursing people well (41: -1, BA). An unconfrontational, Humanitarian Nurse will avoid challenge unless 
supported by their colleagues ((54: +3, BA). The Humanitarian Nurse weaves around regulations in an 
informed, competent, and sometimes creative manner to meet patient needs, most importantly, they 
respect regulations, will not jeopardise their registered status and are proud of it. 
 
The Humanitarian Nurse is proud of belonging to a collective nursing profession (35: +3*). The 
Humanitarian Nurse believes that they cannot work safely with patients if surrounded by 
underperforming colleagues (51: -5). Whilst effective at delivering ‘hands-on’ nursing, they will mitigate 
risks to patients (BO) by teaching or managing others (47: +6). The Humanitarian Nurse is highly 
committed to the nursing profession and adheres to the safe standard processes. They need the support 
of fellow nurses when questioning existing practices (54: +3). Commitment to nursing is high and being 
underpaid does not affect their commitment to nursing to any great degree (50: +2). Clearly, being part 
of the profession is personally rewarding.  
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Table 9b: Factor 2: Assertive Nurse – a principled expert. 
 
The unrotated factor 2 has an eigenvalue of 2.45 and is the second highest (after factor 1) in the number 
of ‘Q’ sorts that loaded it. The rotated, Factor 2 takes the third position among the factors and explains 
7% (out of total of 44%) of the study variance.  Four female nurses are closely associated with this factor. 
Three nurses work in adult nursing and one in a learning disability setting.  There are two sorts with 57% 
similarity that loaded factor 2. Both work in the same NHS hospital and at the level 6 pay band. One 
works in a learning disability assessment unit and one within the adult nursing field. The rest of the 
sorting nurses work in different locations, one within another NHS location and one in general practice. 
One of the nurses is of black origin, others are white and so it follows that race is unlikely to represent 
any variance for factor 2. Three of the nurses are educated in England and one initially in Europe 
(Slovakia). The nurses are experienced and have been in nursing for between two and 22 years, 
averaging 10.2 years. The highest weight loading on factor 2 is offered by a nurse with only two years’ 
experience, working at pay band 6. Two out of the four nurses that loaded on factor 2 work at band 6 
and the other two nurses are working at band 8. 
 
Personal concepts of nursing based on Individual elements such as values, identity, self-perception, and 
personal aspirations. 
 
The Assertive Nurse’s personal sense of worth does not necessarily come from helping those at their 
most vulnerable (14: -3), nor does their standing in the community come from helping those at their 
most vulnerable (15: -2). The Assertive Nurse has particular personal beliefs and concepts as to what 
nursing entails and what it does not. They operate in their head (AU). Their self-esteem is bolstered by 
their clinical expertise and excellence offered to people with complex needs (42: +6) *, AU). They want 
to lead by example and to some degree feels that, for example, an obese nurse cannot do so well (5: +2) 
*.  If they were constantly asked to perform nursing activity in disharmony with their beliefs, they would 
strongly rethink remaining as a nurse (6: +5) **. They believe that the male nurses’ self-esteem is not 
helped by some nurse-related role stereotypes (59: +2) and female nurses would not hold back from 
expressing disagreement with a patient’s stereotypical expectations of a nurse (31: -4) **. They take 
their work seriously and will not brush off a patient’s misconceptions of nurses lightly or humorously 
(34: -4) **. The Assertive Nurse does not feel guilt when their job is not finished at the end of the shift 
(48: 0). This is because they believe nursing is never finished and they expect new challenges all the time 
and must look after their own needs at the same time (18: -1, AU). The Assertive Nurse remains 
emotionally detached as they find it difficult not to react when nursing a patient if there is something 
about the patient that offends them personally (9: +4). They practice this detachment because they 
admire nursing ethics and care for people whilst aiming for their professional person to deliberately 
focus on specialised issues without needing to engage with patients on an emotional level (AU). Their 
care is demonstrated by a deliberate and decisive weighing up and consideration of priorities, doing 
what they believes is right, allocating resources to their disposal, and supressing the stresses and 
tensions they may be personally experiencing (AU).  
 
 
Personal concepts of nursing based on collective elements of nursing professionalisation. 
 
The Assertive Nurse will do what they think is right. They believe that compassion is not entirely 
fundamental in providing patients with the optimum health outcomes (19: +3) ** and they balance their 
caring approach with a rational approach so they can evaluate information about their patients with 
some objectivity (23: +2, AU). The Assertive Nurse does not believe that it is in the patient’s interest for 
them to be accommodating (16: -3) *. The Assertive Nurse does not approve of some people’s lifestyles 
and feels that some aspects of nursing maybe wasted on them (12: +5) **. The Assertive Nurse may limit 
nursing to a basic safe level when a patient behaves poorly or wastes nursing resources (26: +4). As a 
way of coping, they consider keeping a distance and engaging logical ways of arranging the patient’s 
care without requiring a face-to-face presence (45:0, AU). In the Assertive Nurse’s line of work, meeting 
cultural needs is sometimes a lower priority than physical needs (2: +1) **. They believe that, to some 
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extent, their duty does not include addressing a patient’s spirituality and religion (13: +1) and this is why 
they do not even consider providing it (1:0). Their focus is on what they can objectively measure. Setting 
limits has its place because the Assertive Nurse finds the nursing environment challenging and they are 
rationing their nursing time to patients as a result of this (36: +3). The Assertive Nurse gets on with the 
work in a standardised way, believing that patients from some ethnic minorities need to expect that, to 
some extent, they will receive nursing from them that reflects the mainstream healthcare culture (7: 
+1). An Assertive Nurse will limit their care and nursing to the available resources and sees some 
elements of care as unaffordable (43: +1). The Assertive Nurse is aware that not understanding patients’ 
culture fully can impede them from developing therapeutic relationships with patients (33: +3). 
However, the Assertive Nurse has no personal resources to challenge this; they find that detachment 
from relationships with patients helps them cope at work better (AU). This is why they are prioritising 
physical needs and are less able to deliver holistic care (36: +3). Their highest priority is to focus on 
poorly patients, and they ration their time with those in better health (42: +6) *. Where they believe 
their personal presence do not deliver positive outcomes, they will not provide it (45:0).  
 
The Assertive Nurse do not believe that their PIN with the NMC is safe as long as they follow their 
employer’s accepted nursing practices (53: -4) **. They believe in examining evidence and they will 
evaluate standards and regulations to form their own views as to what represents clinical excellence. 
They are effective at meeting regulations and standards.  They spend their time on activities that bring 
value to patients (12: +5**, AU). Striving for excellence and clinical prestige, the Assertive Nurse may be 
demoralised by nursing work that does not produce excellent results. They will make their views known 
and will underpin them. Particularly when they are distracted from nursing people by their organisation 
or managers, they will blame those that organised their work (49: +4) **. Clearly, the Assertive Nurse is 
cautious and will not allow their role to be inappropriately deployed (AU). They will reject non-nursing-
related activities the employer may put in their job description (46: -5) **; they are most likely to 
prioritise patient clinical care. The Assertive Nurse find themselves on occasion fulfilling patients’ needs 
that have not got much to do with nursing (37: +3) and they consider this deviating from their role (10: 
+4) **. If it was their choice, their role would have a greater clinical and nursing focus (AU). The 
Assertive Nurse needs paid time to research and evaluate the nursing care they gives and may feel thier 
practice is unsafe if the employer does not allow them opportunity to do this (40: -3). If the Assertive 
Nurse feels financially undervalued their commitment to nursing is further affected (50: +2) **. They 
may consider a non-clinical job that pays more (60: +2) * and feels that, if they established evidence 
about products and services, they should be able to benefit in some way from recommending and 
referring patients to them (21: +1). Especially, if this nurse had to go an extra mile in doing so (AU). If 
they feels that they are in disharmony with the practice, the Assertive Nurse may leave the profession.  
 
The Assertive Nurse does not believe in personal accountability (24: 0) *. They do not dismiss it; they 
deliver nursing in conjunction with others on their team and want to share responsibilities (AU).  The 
Assertive Nurse does not believe that their role is to manage specific health problems (22: -2) by 
themselves or to make clinical judgements in a unique way (32: -2). They certainly do not identify with a 
doctors’ curative approach (20: -4) but support from their colleagues helps. The colleagues are their 
resource and getting some counsel from a fellow nurse makes a difference whether this nurse copes or 
not with their work (52: +2). Nevertheless, they can ask questions of their own and do not need the 
support of fellow nurses to question existing practice (54: -1). For example, the Assertive Nurse feels 
reasonably strongly that nurse associates are not as safe as nurses when delivering nursing (41: -3). The 
Assertive Nurse seeks clarity and guidance rather than giving guidance (AU). They do not feel that it is 
their duty to check the safety of their colleagues’ work (27: -5) **. They do not want to juggle ‘hands-on’ 
nursing as well as teaching or managing others and they do not believe that they do this well (47: -2). 
They believe that they will not be supported well if surrounded by underperforming colleagues (51: -6, 
AU) and so it is unlikely that they would tolerate it (28: -1) or choose to work in environments with 
significant underperformance (AU). The Assertive Nurse is not seeking alternate roles (61: 0) and it 
follows that their role is providing enough for the growth and development they want. They particularly 
takes pride in being associated with a well-performing and expert community.  
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Table 9c: Factor 3: Conscientious Nurse – an ethical partner. 
 

The unrotated factor 3 has an eigenvalue of 1.3045 and this shows statistical significance. Rotated by 
Varimax, factor 3 explains 6% (out of a total of 44%) of the study variance. Two female nurses are closely 
associated with this factor.  Both nurses work in adult nursing, in different locations, and within a 
different private healthcare setting. Both are of Asian descent but from different cultural background 
and a different country of training. The nurses hold similar viewpoints and concepts of nursing because 
of their experience in nursing practice as well as their personal journey in nursing. The nurses are 
experienced, one has worked in nursing for 15 years and the other 19 years. Both work at pay band 6.  
 

 
Personal concepts of nursing based on Individual elements such as values, identity, self-perception, and 
personal aspirations. 
 
A Conscientious Nurse define themselves as by being a ‘doer’ and feel they are effective at delivering 
‘hands-on’ nursing as well as teaching or managing others (47: +1) *. This nurse strongly identifies with 
ethical responsibilities by being both conscientious when nursing people and impartial (21: -5) when 
assisting the employer with commercial matters. Concerned about ethics, a Conscientious Nurse will not 
seek extra personal monetary rewards on the back of their work. This nurse feels strongly obliged to go 
an extra mile to meet people’s needs (38: -6) ** and believes that this is a characteristic of wholesome 
nursing work (AB).  
 
Personal concepts of nursing based on collective elements of nursing professionalisation. 
 
 
A Conscientious Nurse is aware of their complex workload and looks for efficient ways of managing this. 
More face-to-face time with patients delivers better nursing (29: +3) and they feel they need to be 
resourceful and creative to find better solutions for patients (25: +6). For this reason, the Conscientious 
Nurse is happy to have a lesser trained nurse associate to share the workload with (41: +5). If the 
employer provides a nurse associate to work with them, they trust that the nurse associate will perform. 
Particularly, because the Conscientious Nurse sees that this nurse associate helps them to deliver 
nursing work on time, where in turn this also helps the Conscientious Nurse with their own self-esteem 
(AB).  A Conscientious Nurse feels significantly guilty if they do not finish nursing their patients once their 
shift has ended (48: +5) *; they do not want to leave people with unmet needs. They will put themselves 
under pressure to address patients’ needs as soon as possible, even if this means staying behind at work 
(AB). The Conscientious Nurse believe that their role is much wider than managing specific health needs 
(22: -3), and certainly not limited to people’s clinical needs (10: -3) *. 
 
A Conscientious Nurse’s role is sometimes to negotiate what health needs can and cannot be met by the 
employer (44: +2) *. This gives them unique dilemmas to manage when making nursing decisions (32: 
+2, AB), particularly because they believe strongly that, as a nurse, they need to remain impartial (21: -
5). A Conscientious Nurse works to structured procedures and believes in a respectful relationship with 
the regulator and the employer when it comes to safe nursing practice (53: +4) *. A Conscientious Nurse 
is a partner with a patient on and ethical level and with the employer on a commercial level (30: 0) and 
this is how they identify socially (AB). They represent their profession and the employer by wearing a 
uniform and this symbolises a professional and conscientious approach (35: +4) *.  This nurse is 
conscious of working within regulations, being accountable and an ethical practitioner. 
 
 
A Conscientious Nurse does not worry about the accountability for their allocated work (24: +1). They 
follow employers’ processes and will not succumb easily to the influence of colleagues or anyone else 
(AB). A Conscientious Nurse will double check their work and will follow the employer’s process 
regardless of what their colleagues will or will not do (55: -2, AB). When mentoring and teaching others, 
their focus will be on following regulations and standards.  
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Table 9d: Factor 4: Vocational Nurse – compliant employee. 
 

The unrotated factor 4 has an eigenvalue of 1.2656. Rotated, the factor explains 4% (out of a total of 
44%) of the study variance, being the smallest out of the factors. Three female nurses are closely 
associated with this factor.  Two nurses work in adult nursing, one within the NHS. All work in different 
locations and have extremely varied roles, one at pay band 8A, one at pay band 7 and one at pay band 6.  
Each from a different cultural background and a different country of training, the nurses hold similar 
viewpoints and concepts of nursing because of their experiences of nursing practice but most importantly 
due to their personal journey into nursing. They emphasise their cultural background in their practice. 
The nurses are experienced and have been in nursing for 20-30 years, with a median of 24.3 years.  
 
Personal concepts of nursing based on individual elements such as values, identity, self-perception, and 
personal aspirations. 
 
A Vocational Nurse demonstrates values and personal beliefs inherent to their background and ethnicity 
(3: +6) **.  They have a natural affinity and calling for their role within society and to help the vulnerable 
(15: +3); this forms the foundations of their societal standing and self-esteem. They feel that they are a 
natural nurse; their life and work are about caring.  They values social care, and this is reflected in their 
approach (17: -1). However difficult to care for someone is, they will put themselves out there and 
deliver care to patients generously and spontaneously even if this does not bring positive outcomes (26: 
-6). They will do their best, drawing on all their personal resources and skills (BL). What is important for 
this nurse, is that they perform the required activity with dedication and pride, and a worthy 
professional standing for caring for those that are vulnerable (15: +3). Their job and nursing role are 
paramount, a vocation and a lifestyle of caring for others is important, pay is also important but 
secondary (50: -4, BL) *.  
 
Personal concepts of nursing based on collective elements of nursing professionalisation. 
 
 
A Vocational Nurse aims to prioritise care for poorly patients and will reluctantly ration their time with 
those in better health (42: +2). They will not get easily drawn into resourcing people’s healthcare (44: -
3), this they believe is not their role (BL). They do not measure themselves through the achievement of 
high-level holistic care delivery; (36: -1, 33: -1) nor do they even consider their personal contribution to 
overall patient care outcomes (45: 0). Rather, they will measure themselves in terms of being proactive 
in supporting people with their immediate needs when they present themselves (BL).  
 
They will not react to patients’ stereotypical expectations of a nurse (31: +5) * and prefer to be seen as 
‘an agent, serving a great cause’ (BL). They are not too principled and when it comes to offering spiritual 
or religious support that may offend others (1: -2) or meeting people’s cultural needs (2: -3) they will 
work to people’s expectations. A Vocational Nurse is compliant and surrenders matters that are beyond 
their control.  If a patient needs a non-standard social activity, this nurse will accommodate them by 
being resourceful and creative (25: +4, BL). The Vocational Nurse is indifferent when it comes to meeting 
patients’ cultural needs (8: 0) or working to a specific mainstream nursing culture (7: 0); this nurse will 
fulfil any immediate patient needs as required of them, signposting, and moving on (BL). 
 
The Vocational Nurse will not work against the interests of their employer (30: -5**). They would find a 
way of nursing even if personally in disharmony with what they were asked to do (6: -5). The Vocational 
Nurse is confident in their work and happy to be accountable for what they are asked to deliver (24: +4); 
it is just that they prefer to approach care from a social perspective and work more spontaneously (BL).  
They are keen to provide safe service and fulfil activities that organisations require of them (49: -4). 
They are not keen to go an extra mile or use their discretion (57: -3); they want to be compliant and 
work in harmony with their social ideals of nursing. Tension may arise as this nurse settles for 
compliance, yet desires a more social approach to nursing, therefore leaving a degree of unfulfillment. 
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The Vocational Nurse is concerned about compliance. They ensure that all colleagues are compliant with 
the employer’s standards and will be checking colleagues’ work (27: +5**). Having a counsel of fellow 
nurses is not an instrumental coping mechanism (52: -2**). When working on curative and clinical 
aspects of nursing or making clinical decisions, this nurse will draw on universal structures and consult 
with other colleagues (20: -1) because they do not like to use discretion (57: -3) and want to be 
compliant with standards and regulations. 
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Table 9e: Factor 5: Collected Nurse – purposeful instrument. 
 
The unrotated factor 5 has an eigenvalue of 0.26 which means that at the unrotated phase, this factor 
was statistically insignificant. Rotated, this factor was bolstered by ‘Q’ sorts that shifted their statistical 
position by Varimax and into factor 5; now Factor 5 explains 7% (out of a total of 44%) of the study 
variance. Three female nurses are closely associated with this factor.  All three nurses work in adult 
nursing. All three nurses currently work in different locations either in the NHS or the private health 
sector. Each from a different cultural background and different country of training, the nurses hold 
similar viewpoints and concepts of nursing because of their experiences of nursing practice as well as 
their personal journey in nursing. The nurses are experienced and average 22.3 years in practice. The 
nurse providing the highest ‘Q’ sort weight was trained in England, works at pay band 5 within the NHS 
community services and has been in her role for 5 years (the lowest of the group). The other nurse from 
the Seychelles works for private health at pay band level 6 and the nurse from Nepal works for both the 
NHS hospital and in private health at pay band level 7. 
 

 
Personal concepts of nursing based on individual elements such as values, identity, self-perception and 
personal aspirations. 
 
The Collected Nurse’s principles lie in working purposefully and seeking the best results for patients. The 
Collected Nurse drives focus away from their person and whilst nursing, they are reluctant to 
demonstrate values and personal beliefs inherent in their background and ethnicity (3: -1). They 
consider themselves a living instrument in meeting people’s needs. Professional distance allows them to 
evaluate patient care constantly (23: +6) *. They will depersonalise themselves to best support patients 
and do not wish to be judged or pigeonholed by where they works (17: -1), their personality or what 
they wear (35: -4); they believe that male nurses are still nurses and gender should have minimal 
influence on their nursing (59: -4). A Collected Nurse has a determination, born out of altruism, to 
persevere (56: +4, AA) *. Their pillars of nursing are compassion (19: -6) and holistic care (2: -5). For 
those reasons, this Collected Nurse acknowledges that it is in the patients’ interest for them to be 
accommodating (16: +3) and not constantly seeking technical perfection. They are principled and 
determined to provide wholesome nursing and so all the analysis and evaluation they do is intended to 
benefit the patients (AA). The Collected Nurse’s self-esteem comes from achieving the best results for 
patients and being purposeful in using their technical abilities in an optimal way, they consider this 
smart (AA).  
 
Personal concepts of nursing based on collective elements of nursing professionalisation. 
 
Meeting people’s cultural needs are certainly not of a lower priority (2: -5). They will not try to limit their 
nursing to a basic safe level when a patient behaves poorly or wastes nursing resources (26: -2) * and 
will remain focused on the care people need. Be it, that they appear professionally distant without even 
thinking to manage patients’ misconceptions of nurses with humour (34: 0) *. A multitasker, this nurse 
can provide direct care as well as teaching and managing others (47: +5). Confident about their decision 
making they will confidently choose what care they will or not provide depending on the circumstances 
(8: +2, AA). A Collected Nurse do not insist that their personal face-to-face presence in patient journeys 
is essential to have a positive effect on patient outcomes (45: +1). This is because they thought about 
this and know that positive outcomes for patients depend on others as well (AA). 
 
This nurse takes a lead from the NMC and the employer’s guidance on how to approach patients in 
personalising their care, always making sure they can account for their practice (11: -4) *. However, they 
question and weigh up the pros and cons of their practice. They do not believe that their PIN with the 
NMC is safe as long as they follow their employer’s accepted nursing practices and will use regulations 
to question the employer (53: -2) *.  The Collected Nurse positively acknowledges the role of their 
employer in allowing them to evaluate their own nursing (40: -1), although if they do not get enough 
time to do this, they may burnout from using their own time to complete this work. They enjoys being 
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purposeful, resolving complex nursing problems and issues, and achieving their aims (58: +3, AA). A 
Collected Nurse will go the extra mile when they decide to do so (57: +4) ** as a form of a personal gift 
to the patient. (AA). They will go the extra mile in meeting patients’ needs on behalf of the employer if 
they believe they have a choice in doing so (38: -4, AA) **.  
 
 
The Collected Nurse values consulting colleagues (52: +3) because this helps them to evaluate, decide 
and cope with their work as well as aligning their aims well. They will find it easier to embrace change in 
practice when their colleagues embrace it too (55: +2); however, in the background they will always 
evaluate the matters for themselves to establish whether these serve their purpose.  
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Table 9f: Factor 6: Caring Nurse – the front liner. 
 
The unrotated factor 6 has an eigenvalue of 1.1461. Rotated by Varimax, Factor 6 explains 12% (out of a 
total of 44%) of the study variance, having the largest number of unconfounded ‘Q’ sorts loading on this 
factor. Five female and one male nurse are closely associated with this factor and so it follows that the 
factor 1 shared viewpoint is not gender-specific.  All nurses providing ‘Q’ sorts work in the adult nursing 
field although in different NHS hospitals or private health sector locations. All are immigrant nurses and 
on average have 10.9 years nursing experience. Three nurses have Romanian training and all work at 
level 6 pay band. One of those Romanian nurses has 30 years of experience in nursing. One nurse was 
originally trained in India and works at the level 7 pay band within the NHS hospital; in India she also 
used to be a midwife. The male nurse is Portuguese and works at the level 7 pay band in private health. 
The highest loading on the factor is caused by BY, originally from Australia, working at the level 6 pay 
band in the private health sector. Coming from a different cultural background and different country of 
training, the nurses hold similar viewpoints and concepts of nursing because of their experiences of 
nursing practice as well as their personal journey in nursing. Factor 6 nurses are successfully working 
through the nursing ranks and gradually progressing their careers. Despite their experience in nursing, 
immigrating to the UK has caused them to start at lower-grade nursing roles than ones they would have 
performed in the country of their origin. 
 
Personal concepts of nursing based on individual elements such as values, identity, self-perception, and 
personal aspirations. 
 
A Caring Nurse’s personal identity and self-esteem are founded in them choosing to work in nursing and 
helping those in need.  This is because the Caring Nurse’s personal sense of worth comes from helping 
those at their most vulnerable and those most at risk or in danger (14: +6) ** and this defines their 
actions as protective (BS). They believe that compassion is fundamental in providing patients with 
optimal health outcomes (19: -5) as it is their duty to respond to the vulnerable people and afford them 
a change, be it somewhat adventurous (BS, BY). This nurse does not feel that nurses need to set 
personal examples to be respected; for example, a nurse may be obese but still be a good and 
dependable nurse (5: -3, BY).  This nurse focuses on matters from the bottom up, making themselves 
count at the front lines, leaving others to lead and communicate professional values on behalf of the 
nursing profession (4:0, BS). For this nurse it is more typical to self- sacrifice then to benefit 
economically from recommending products and services for material reward (21: -4, BS).  
 
Personal concepts of nursing based on collective elements of nursing professionalisation. 
 
The Caring Nurse will work on satisfying ethnic minorities’ requirements and needs but appreciates that 
organisational culture may limit their efforts (7: -2, BY). The Caring Nurse does not struggle to give the 
highest levels of care to people whose lifestyles they personally do not support (12: -5) and certainly 
believe in offering holistic care, including addressing their patients’ spirituality and religion (13: -6). The 
Caring Nurse is a confident and open-minded holistic practitioner able to skilfully navigate sensitive care 
when assisting individuals with religious and spiritual practices (1: -3). Stretched too thinly, a Caring 
Nurse may occasionally resort to rationing nursing time for patients (36: +2, BY). The Caring Nurse feels 
a duty and a need to oversee and control risk to make people safe. If the workload becomes too high, a 
Caring Nurse does not feel in control of risks and find themselves in distress, and sometimes personal 
crises (BY, BS). 
 
This Caring Nurse will feel guilty when they do not finish nursing patients once their shift has ended (48: 
+3, BY, BS). This guilt forces this nurse to work long hours to the point of affecting their quality of life 
(39: +5) *. This exceptionally Caring Nurse find themselves burned out periodically by the nature of 
nursing work (58: +3). The Caring Nurse clearly put their own needs aside at work (18: +3); however, 
they know this is not sustainable; when losing control, they lose the ability to take care of details and 
start to feel worthless (BY, BS). Expecting a burnout, they look for the ways to ease the pressure and re-
built their self-esteem. For this reason, the Caring Nurse may keep more than one professional role and 
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this helps them to grow in directions they want (61: +1, BS, BY). The Caring Nurse considers their 
employer’s views on the nursing role (46: -1); however, they are patient-led and this approach propels 
their direction of nursing. They will be adventurous and daring yet avoid conflict with the employer and 
others (BS). The Caring Nurse does not wholly rely on the NMC or the employer to discern what 
constitutes person-centred care (11: +2), therefore weaving around the required standards and 
practices. This nurse confidently direct their own work whilst focusing on vulnerable people’s imminent 
needs, sometimes engaging in novel practices that they know they may need to answer for (BS). The 
Caring Nurse feels a great need to evaluate information about their patients (23: +4) but they do not get 
enough of time to do this from the employer (40: -4) *. Not winding down and a lack of time to evaluate 
adds to the stress and leads to working long hours to regain control over complex details (BY). They will 
train a lot, are multi-skilled, and try new methods so they can control patients’ outcomes on the front 
lines, or in order to have the option of taking another role when they burn out (61: 1+, BY, BS). The 
Caring Nurse accepts regulations as a way of selecting suitable people to become nurses and is not 
overly concerned with political and regulatory compliance, usually leaving this to others. 
 
A skilful practitioner, the Caring Nurse does not approve of underperforming colleagues (51: -3) and 
feels there is no excuse not to practice well (BS).  However, they will compassionately support 
colleagues that are not performing because they want to help and care for others (28: -1, BS). In the 
meantime, this Caring Nurse considers it their duty, to certain extent, to check the safety of their 
colleagues’ work and fill the gaps (27: +2, BS) for everyone to remain safe (BS).  The Caring Nurse’s 
personal aspiration to care for others on the front lines is a priority and this explains why this nurse is 
not interested in wider professional issues within nursing as much (17:0). 
 
 
 

 

It is typical for ‘Q’ methodology factors’ to be presented as narratives. The narratives 

presented in this chapter show that each factor has its own personal concept of what 

nursing is, what it should do, and how it is done. The following Figures 4a-4f provide a 

more succinct description of each factor, centred around the key distinguishing 

elements for each factor (marked as * or ** within the narratives). The figures were 

used to compare and confirm the factors as each individual type, not manifestations of 

each other. The key distinguishing elements of each factor are documented in the 

central circle in each figure and represent statistically distinguished statements with p< 

0.05 and p<0.01. 
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Figure 4a: Factor 1: Humanitarian Nurse – key distinguishing characteristics and feelings. 
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Figure 4b: Factor 2: Assertive Nurse – key distinguishing characteristics and feelings. 
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Figure 4c: Factor 3: Conscientious Nurse – key distinguishing characteristics and feelings. 
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Figure 4d: Factor 4: Vocational Nurse – key distinguishing characteristics and feelings. 
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Figure 4e: Factor 5: Collected Nurse – key distinguishing characteristics and feelings. 
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Figure 4f: Factor 6: Caring Nurse – key distinguishing characteristics and feelings. 
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Figures 4a-4f were instrumental in comparing and contrasting factors. This analysis led 

to confirming that the application of ‘Q’ methodology in this research is best delivered 

in a six-factor solution. Table 12 summarises six factors, six types of personal concepts 

of nursing. Table 12 demonstrates that each factor represents a different concept. It 

can be gleaned that each factor nurse-type has its defining character and motivations, 

impacting relationships with patients, employers and own profession differently. 

Descriptions show that each factor has its own idea of what nursing is, what it is for, 

and how it is done. 

 

The factor narratives presented in Tables 9a-9f describe each factor’s personal 

concepts of nursing and related tensions. The tensions, born out of everyday practice 

represent instances where nurses are unable to apply (fully or partially) their concepts 

of professional nursing to work as much as they believe is required. The identified 

tensions were evaluated with nurses that provided highest weight load on each factor 

and clarified (the method of this is described in the methodology chapter). Table 13 

lists the final set of theoretical tensions pertinent to each factor nurse-type.   
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Table 12: Personal concepts of nursing operant in everyday practice in the professionalised nursing 
 

 Sample 
% 

Defining personality and 
character 

Agency based on 
motivation, beliefs 
and self-esteem 

Relationship with 
Patient 

Relationship with the 
employer 

Relationship with 
the regulator 

Role adopted in the 
professional 
community of 
practice 

Humanitarian 
Nurse – a proud 
professional 

8 Structured in approach, 
measured in response, 
liberal in outlook. 
 
Interactive, hands-on 
and face-to-face; aims to 
respond effectively. 
 
Sees the bigger picture, 
non-judgemental, avoids 
conflicts and is 
temperate. 
 
Spontaneous, adaptable 
and evaluates on their 
feet. 
 
To some extent, keep 
their personal identity 
separate from 
social/professional 
identity to help 
themselves to be selfless 
in their work.   

Altruism - wellbeing 
and happiness of 
people. 
 
Proud to belong to an 
altruistic profession 
and wants to 
demonstrate this 
externally. 
 
Values safety. 
 
 

Patient led.  
 
Skilled enough to 
sensitively 
accommodate 
physical, cultural and 
spiritual 
requirements. 
 
Thrives on inclusivity 
and interacting and 
helping people. 

Will ‘weave’ around 
standards and 
procedures, prioritising 
the patient’s interests.  
 
Will manage their own 
time and feelings to 
prevent burnout. 
 
Will hold back or use 
humour to avoid 
confrontation with 
patients or employers. 
 
  

‘Weaves’ around 
regulations in an 
informed, competent 
and sometimes 
creative way to meet 
patient needs. 
 
Respects regulations. 
 
Will not jeopardise 
their registered 
status and are proud 
of it. 
 
 

Cares for the 
‘collective’ profession 
and its reputation. 
 
Will teach and 
mentor others as this 
is in patients’ 
interest. 
 
Will engage with the 
‘collective’ before 
questioning a 
practice.  
 
 

Assertive Nurse – 
a principled 
expert 

7 Has a narrow focus, 
deliberately specialised 
to suit the person who 

Assertive in order to 
maintain one’s own 
self-esteem. 

Cares for patients 
and has a 
determination to 

Will evaluate 
procedures and 
standards and have 

Will evaluate 
regulations and form 
views as to their 

Treats the 
professional 
community as a 
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 Sample 
% 

Defining personality and 
character 

Agency based on 
motivation, beliefs 
and self-esteem 

Relationship with 
Patient 

Relationship with the 
employer 

Relationship with 
the regulator 

Role adopted in the 
professional 
community of 
practice 

can therefore cope with 
the emotional nature of 
nursing. 
 
Is on a personal level 
generally reactive when 
experiencing tensions 
and so keeps personal 
identity strictly separate 
from the professional 
one. 
 
Aware and manage their 
own prejudices and 
feelings towards others 
so they feel able to be 
rational and to lead by 
example. 
 
Cognizant, operating in 
their heads, developing 
expertise. 
 

 
The caring nature of 
nursing and 
professional ethics 
lead this nurse to 
manage their own 
personal views. 
 
Scientific or clinical 
expertise provides 
recognition and pride. 
 
Resolving complexity 
validates an expert’s 
position.  
 
All their efforts are 
aimed at providing 
expert solutions for 
patients. 

achieve the best 
possible outcomes 
for them.  
 
Will question the 
value of some 
nursing activities. 
 
Will prioritise their 
time toward activities 
that provide optimal 
value/outcome. 
 
Focuses on physical 
care or care that can 
be objectively 
measured. 

personal views as to 
what represents 
clinical excellence. This 
nurse will make their 
views known and will 
underpin them. 
 
Requires the employer 
to deploy them in a 
role that allows for 
research and 
evaluation of the care 
they give in order to 
avoid tensions. 
 
If unrecognised for 
their expertise and 
perceive themselves to 
be underpaid, they 
may leave their nursing 
role.  
 
 

weaknesses and 
strength. Will 
navigate those 
effectively. Will make 
their views known. 
 
If in disharmony with 
regulations or 
practice, will consider 
leaving the nursing 
profession. 
 
 

resource, has a group 
of valued colleagues 
that help them to 
form ideas, evaluate 
nursing matters and 
share responsibility 
and accountability 
for the care given.  
 
Not tolerant of 
colleagues’ 
underperformance or 
communities of 
practice that are 
substandard. 
 
This nurse values 
being part of a well- 
performing, expert 
community with a 
good reputation. 

Conscientious 
Nurse – an ethical 
partner 

6 Conscious of nursing’s 
political and economic 
position.  
 
Strongly identifies with 
ethical responsibilities as 
a nurse, being impartial 

Ethics; delivers 
wholesome nursing. 
 
Wholesome and 
efficient nursing is of 
good value to patients 
and employers. 

As far as regulations 
and standards allow, 
this nurse will go an 
extra mile, be 
resourceful and 
creative to find 
acceptable solutions 

Works in partnership 
with the employer. 
 
Will engage on a 
commercial level to 
negotiate with patients 
on behalf of the 

Conscientious about 
working within 
regulations, being 
accountable and an 
ethical practitioner.  

Is not easily 
influenced by 
communities of 
practice. Works to 
regulations and 
standards set by the 
regulator or the 
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 Sample 
% 

Defining personality and 
character 

Agency based on 
motivation, beliefs 
and self-esteem 

Relationship with 
Patient 

Relationship with the 
employer 

Relationship with 
the regulator 

Role adopted in the 
professional 
community of 
practice 

and conscientious is the 
way they operate. 
 
Consider themselves a 
doer of nursing work, a 
multitasker that delivers. 
 
Likes to show external 
symbols of being a nurse 
as a way of 
demonstrating their 
ethical approach.   

 
Conscientious enough 
to meet expectations 
and prove their value 
as a capable and 
ethical partner. Wants 
to bring value and be 
valued. 

for patients. 
 
May experience 
difficulties from an 
ethical point of view 
in reconciling 
obstacles for meeting 
patients’ needs if an 
employer has other 
priorities. 

employer. 
 
Will signpost to paid 
for care. 
 
 

employer and will 
teach or mentor 
others to do the 
same. 

Vocational Nurse 
– a compliant 
employee 

4 Draws on all their 
personal resources and 
skills when nursing. 
 
Lifelong commitment to 
caring for people and 
those who are 
vulnerable. 
 
Have a natural affinity 
for nursing and wants 
their personal and 
professional life to 
coexist in harmony.  
 
Dedicated to responding 
and helping people in 
need.  

Values harmony and 
authenticity. 
 
 
 
Compliance and 
acceptance of matters 
beyond their control. 
 
Feels pride in being 
part of the profession.  

Aims to have a 
comforting presence. 
Will focus on 
wellbeing, social and 
the cultural needs of 
other people.   
 
 
 

Consider their 
employers a platform 
for fulfilling life’s 
calling.  
 
Will comply with the 
employer’s standards 
because of a personal 
desire to be compliant. 
 
Dislikes not following 
the agreed pathways. 
 
 
 

Feels at ease to be 
accountable for 
meeting regulations. 
 
 

Will oversee that 
their communities of 
practice are 
compliant with 
standards and 
regulations.  
 
Will consult and work 
with colleagues on 
clinical and curative 
matters because they 
dislike discretion and 
desires compliance 
with the set 
standards.  
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 Sample 
% 

Defining personality and 
character 

Agency based on 
motivation, beliefs 
and self-esteem 

Relationship with 
Patient 

Relationship with the 
employer 

Relationship with 
the regulator 

Role adopted in the 
professional 
community of 
practice 

 
 

Collected Nurse – 
a purposeful 
instrument 

7 Will depersonalise 
themselves because they 
consider themselves and 
others in their field to 
perform a function. 
 
Continuously analyses, 
evaluates and improves, 
seeking the best result 
for patients.  
 
Performed work is highly 
skilled, thought through 
and purposeful.  
 
Will go an extra mile to 
find the optimal way 
forward.  

Results driven. 
 
Compassionate. 
 
Possesses the personal 
drive and stamina to 
see matters through, 
will persevere. 
 
 

Approaches patients 
holistically, with an 
open mind and will 
be accommodating 
and compassionate.  
 
This nurse will 
consider how they 
spend their time. 
  
Care given will 
depend on resources 
and circumstances, 
this nurse will not 
have their time 
wasted.  
 

Will question and 
evaluate standards to 
make sure these serve 
the nursing of people.  
 
Values time for 
analysis and 
evaluation. 
 
Any extra mile work 
should not be a norm 
unless they made this 
decision.  
 
Can burnout if the 
nurse has a need to 
put long hours into 
analysing, evaluating 
or resolving nursing 
problems.  

This nurse will 
adhere to 
regulations, always 
making sure they can 
account for their 
practice.  
 
This nurse uses 
regulations to 
question the 
employers. 

Likes collaborating 
and evaluating 
nursing matters with 
colleagues and this 
helps them to arrive 
at the best way of 
approaching and 
doing their work.  
 
Will teach and 
mentor others to 
demonstrate 
expertise.  
 
 

Caring Nurse – a 
front liner 

12 Considers caring to be 
their duty.  
 
Caring defines them. 
 
Caring means to make 
themselves available, to 
have control of 

 
Compassion. 
 
An inner drive to 
respond to people’s 
needs (cannot help it).  

Patient-led and 
protective. 
Caring. 
 
Evaluates risk 
constantly. 
 
Will intervene 

Weaves around work 
practices and 
standards, taking 
personal calculated 
risks when caring for 
others.  
 
May wish to hold 

Accepts regulations 
as a way of selecting 
in suitable people to 
become nurses. 
 
Is not overly 
concerned with 
political and 

Is concerned about 
colleagues that 
underperform and 
put people’s lives in 
danger. Finds this 
inexcusable and so 
tensions arise 
because on the other 
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 Sample 
% 

Defining personality and 
character 

Agency based on 
motivation, beliefs 
and self-esteem 

Relationship with 
Patient 

Relationship with the 
employer 

Relationship with 
the regulator 

Role adopted in the 
professional 
community of 
practice 

situations, and manage a 
degree of risk and 
danger.  
 
Is attentive with the aim 
of protecting people. 
 
Wants to lead through 
their actions skilfully and 
feel at their best on the 
front lines. 

immediately if they 
see a risk. 
 
Has initiative, will 
step up to the front 
line. 
  
 
 

several roles as a way 
of coping with the 
intensity of work.  
 
Dislikes confrontation 
and conflict. The 
presence of these 
results in tensions or 
burnout. 
 
Needs to wind down 
after intensive 
experiences to remain 
resilient.  
 

regulatory 
compliance, leaves 
this to others. 

hand they care for 
people. 
 
To cope, they will 
upskill themselves to 
plug the gaps, will 
undertake the work 
of others and teach 
and mentor them to 
monitor and 
maintain safety. 
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Table 13: Factors’ tensions 
 
Factor: Set of tensions per factor 

 1: 
Humanitarian 
Nurse – a 
proud 
professional 

 My commitment to nursing and patients is greater than to the employer 
who pays my wages; I keep this quiet at work. 

 I wanted to but “Could not stay at Home during pandemic, I’m a Nurse”.   

 I fear for my NMC PIN when not working within rules. 

 I get frustrated with underperforming colleagues on my team. 

 I feel devalued when taken advantage of. 

 I am frustrated that my pay is low despite my commitment and 
contribution to nursing. 

2:  
Assertive 
Nurse – a 
principled 
expert 

 Managing my own judgements and emotions is tiresome and distracts me 
from being an expert I wish to be. 

 Cutting corners and others’ underperformance make me feel demoralised 
and fearful of consequences. 

 Lack of reward and recognition for my clinical and commercial work 
affects my self-esteem and lowers my commitment to nursing. 

 I am frustrated when uninspired by work I am given, or asked to work 
outside the scope of my role. 

 It concerns me if the nursing work I am required to do is in disharmony 
with my own values. 

3: 
Conscientious 
Nurse – an 
ethical 
partner 

 I feel demoralised when the nursing reputation is affected by 
underperforming colleagues. 

 I feel guilty if I do not deliver to patients’ expectations. 

 I feel I am failing people if I do not protect patients from unscrupulous 
managers.  

 I feel overwhelmed by the nursing workload and feel a failure if I do not 
deliver it. 

4:  
Vocational 
Nurse – a 
compliant 
employee 

 I resent the trends of the nursing profession becoming a set of tasks and 
clinical interventions.  

 I am not prepared to compromise nursing profession reputation by 
accepting inadequate nursing care.  

 I feel awful when my employer’s and patients’ requirements vary. 

 I dislike making discretionary decisions, yet I am asked by my employer 
and colleagues to make them. 

5:  
Collected 
Nurse –a 
purposeful 
instrument 

 If I were to make a clinical error, I would feel that I am letting my 
profession down. 

 I cannot commit to patients or employers that do not respect boundaries 
of my role. 

 I lose self-esteem if my work is not valued and purposeful. 

 I get exhausted meeting professional standards.  

 I do not cope well without evaluating my nursing work. I feel professional 
‘blindness’ otherwise. 

6:  
Caring Nurse 
– a front liner 

 It is important to me who I am and who I become; I do not compromise. 

 I overcommit myself and burn out easily. 

 I do not always follow policies and procedures when nursing.  

 I burn out when faced with too much confrontation and conflict. 

 The way I make decisions put my professional job at risk. 

 I stop caring when I lose control of patients’ risks. 
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The factors’ tensions presented in Table 13 provided the basis of the enquiry into the 

factors’ stratagems. The Methodology chapter described how each tension was 

explored in terms of related personal concepts (underlying principles, feelings and 

actions nurses take). These are documented within each stratagem bubble in the rich 

Pictures 7-12. Summarily, the rich Pictures 7-12 encompass six nurse-types resulting 

from the ‘Q’ methodology application, their related tensions and stratagems. The rich 

pictures enhance understanding of the factors’ personal concepts of nursing and 

demonstrate that nurses operate successful stratagems. 
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I wanted but “Could 
not stay at Home 
during pandemic, 
I’m a Nurse”.   

 

 
 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 

 
 

 

 
 

Humanitarian     
nurse

 

 

 
                                                       
 
 
 
 
 
 
 

 

Stratagem: Conspicuous achievement. 

I am frustrated 
that my pay is 
low despite my 
commitment 
and 
contribution to 
nursing. 

 

I openly share my disappointments that  : 
I cannot afford a good living. 
I cannot take a break from work when I need. 
I have to go off sick just to recuperate 
sometimes. 

Stratagem: Inconspicuous concealment. 

Stratagem: Safety-netting. 

Stratagem: Elite championing. 

No stratagem: Takes one day at a time and accepts 
tensions when operating during pandemic.  

Stratagem: Assertive coordination. 

I feel 
devalued 
when taken 
advantage of. 

 

Everyday frustrations: 
I have a duty of care to patients that goes 
beyond my work finishing time. 
I have a responsibility to practice safely 
even when I am worn out. 
 I need to be paid for the work I do. 

 
 
 

 

I work hard to be recognised. 
I train to get promoted and paid 
more. When I feel well, I work 
extra shifts.  
I join colleagues and RCN to lobby 
for better pay. 
I work overtime when I can. 
 

I structure my 
work. 

I focus on 
priorities. 

I communicate 
and delegate. 

I finish on time. 
I make myself 

speak up when I 
feel used.  

My commitment to nursing and 
patients is greater than to the 
employer who pays my wages; I 
keep this quiet at work. 

 

I am proud of my role and prioritising 

people sits well with me.  I do feel 
obliged to do my best for my employer. 
 

I insist on seeing patients face-
to-face to prioritise them. 
I do what is necessary for 
patients and I work the system 
so no one is unhappy. 
 

I fear for my 
NMC PIN when 
not working 
within rules. 

 

It is fundamental that no one is 
harmed. 

I cannot put my PIN at risk; my PIN 
represents my livelihood. I cannot 
imagine doing anything else but 

nursing. 

I stick to 
policies. 
I stick to scope 
of my practice. 
I decline work I 
have not 
trained for. 
I refer to 
evidence-based 
practice. 

 These decisions are painful. 
I accept I cannot live up to my 
own professional standards 
sometimes. 
 
I keep my fear away from my 
loved ones.  

Duty as a nurse comes first and I want to 
honour it as best I can. 
 
My family safety is important and I will do 
everything possible not to compromise 
them during the pandemic.  

I get frustrated 
with 
underperforming 
colleagues on my 
team. 

 
I monitor and intervene 
to make patients’ safe. 
I work harder to cover 
everything. 
I teach and mentor those 
not keeping up. 
I object 
underperformance 
openly; it has no place in 
nursing.  
 

 I dislike managing risk of 
less committed colleagues. 
I do not want take part in harming 
patients. 
Underperformance is an 
embarrassment to my profession.  

Picture 7 
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Assertive 
Nurse

 

 

 
                                                       
 
 
 
 
 
 
 

 

Stratagem: Conspicuous achievement. Lack of reward and 
recognition for my clinical 
and commercial work 
affects my self-esteem 
and lowers my 
commitment to nursing. 

 

I want to be recognised and rewarded as an expert. 
 
I pride myself on being associated with best experts and professionals. 
 
I feel proud to be able to contribute to the wealth of my organisation. 

Stratagem: Inconspicuous concealment. 

Stratagem: Safety-netting.  

Stratagem: Self-preservation versus 
discontinuity. 

Stratagem: Assertive coordination. 

I am 
frustrated 
when 
uninspired by 
work I am 
given, or 
asked to work 
outside scope 
of my role. 

I will not stand for my time being 
wasted and my skills not utilised. 
 
I do not come to work to be 
manipulated or being asked to 
perform menial works. 
 
I generally offer to outline what I am 
able to cover and what I am not. 
 

 
I feel fulfilled to provide expert health solution for 
people, specifically when they are in very difficult 
and complex situations.  
 
I value and respect colleagues that develop my 
abilities. 

I do not appreciate when 
my role is used to 
informally plug gaps in 
health service. I expect my 
role to be formally 
outlined and rewarded. 

Managing my own judgments and 
emotions is tiresome and distracts me 
from being an expert I wish to be.  

I avoid emotionally charged situations. 
  
I limit as to how much I get involved in 
patients’ social and emotional lives. 

I choose roles that focus on 
physical needs where I can use 
objective evidence. 
I attend patients that desire 
my attention. 

Cutting corners 
and others’ 
underperformance 
make me feel 
demoralised and 
fearful of 
consequences. 
 

Quality processes must be 
followed and patients’ care 
must not be compromised. 
I will not stand for poor 
standards nor will I participate 
in dubious activities. I have PIN 
and patients to worry about. 

 

My work must be 
resourced well, I 
cannot do my work 
without tools. 
 
I need to evaluate 
my work to feel 
confident about 
what I do. 

It concerns me if the nursing 
work I am required to do is in 
disharmony with my own 
values. 

 I will leave the profession if I am 
personally affected. I came close, 
I was not prepared to work 
during the pandemic until it was 
safe for me to attend work.  
 
I am constantly working on my 
transferable skills. 

I feel my ethical beliefs are often tested 
when working.  
 
Political climate is not helping nursing, 
on the contrary there is more 
exploitation.  

Picture 8 
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Conscientious 
Nurse

 

 

 
                                                       
 
 
 
 
 
 
 

 

 Stratagem: Elite championing. I feel demoralised when 
the nursing reputation is 
affected by 
underperforming 
colleagues. 

I object to poor performance; people suffer and die and I will not take part in it. No nurse should. 
 
I demand that my colleagues perform, I am quite happy to explain my concerns outright, be it to their 
face or to my manager.  
 
 

Stratagem: Normalising emotions. 

Stratagem: Resilient coordination and 
elite championing. 

Stratagem: Mediation. 

I feel I am failing 
people if I do not 
protect patients 
from unscrupulous 
managers.  

I manage patients’ expectations.  
I am honest about what nurses 
can deliver and I explain to them 
outright what they need to get 
elsewhere.  
 
I have built a good network of 
services and products I can 
signpost people to.  

I learned to pick up cues and patterns when 
something is not right. 
I act on my gut feelings and often find I am able to 
save a situation. 
I am quite happy to teach and show colleagues and 
I leave them in no doubt that I want work done 
well.  
 
 

My employer pays 
my wages, I feel I 
want to serve 
them well, 
although without 
neglecting 
anyone. 

I feel guilty if I do not deliver to 
patients’ expectations. 

I will work extra hours and this resolves my guilt to a large extent. People’s lives matter 
to me. 
Working extra hours is expected in nursing and so I just get on with it.  
I feel valued when people need me and trust me to do right by them.  
 

I feel overwhelmed 
by the nursing 
workload and feel 
a failure if I do not 
deliver it. 

I will use anything and anyone 
to get work done. 
I have high expectations of 
others. 
I will teach and mentor other so 
they can get on with their work. 

I feel responsible 
for my own and my 
profession’s 
reputation.  
 
I feel compelled by 
my duty to people. 
 
Nurses do not give 
up, we keep trying. 

 

Picture 9 
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     Vocational 
Nurse 
 

 

 

 
                                                       
 
 
 
 
 
 
 

 

Stratagem: Validating important. 
I resent the trends of 
the nursing profession 
becoming a set of tasks 
and clinical 
interventions.  

I focus on promoting 
patients’ wellbeing and 
comfort.  
 
I make myself available 
to patients and help 
them to access variety of 
social, spiritual and 
emotional support.  

Stratagem: Resisting autonomy/Safety-netting. 
 
 

Stratagem: Safety-netting. 
Stratagem: Elite championing. 

 

Stratagem: Mediation. 
 

I feel awful 
when my 
employer and 
patients’ 
requirements 
vary. 

 

I will speak with the employer and 
appeal to them on behalf of patients.   

 

I will not perform clinical 
tasks unless I have been 
directed, shown and 
trained to perform them. 

 

I manage patients’ 
expectations as 
politely as I can. 

 
I will give them 

more of my time to 
restore their trust.  

 

I dislike making discretionary decisions, 
yet I am asked by my employer and 
colleagues to make them. 

 

I avoid making decisions on my own. I 
reach out to others and look for 
encouragement and reassurance that I 
am not breaking rules or working 
beyond my scope of practice. 

 

I check and double check and get 
others to check if I have to set a syringe 
driver pump. Making an error is not an 
option. 

 

I am not prepared to 
compromise nursing profession 
reputation by accepting 
inadequate nursing care.   

I aim to lead by 
example at work and 
in my personal life. In 
this way I feel true to 
myself and to nursing 
profession.  

 I carefully monitor standards of nursing work. I will work 
with my employer to address issues so we all have 
confidence in providing good care for patients. 
 
People can count on me to volunteer myself if there is a 
need. That’s what nursing is about.  

 

Picture 10 
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    Collected Nurse 

 

Stratagem: Elite championing. 
 

Stratagem: Validating important. 

Stratagem: Self-preservation. 

Stratagem: Assertive coordination. 
 

I lose self-esteem 
if my work is not 
valued and 
purposeful. 

If I were to make a 
clinical error, I would 
feel that I am letting 
my profession down. 

I take pride in belonging to a 
profession that is resilient, steady 
and capable.  I will study, train, 

research, read regulations and 
guidance to grow my 
confidence in providing safe 
and good care. That’s what we, 
nurses, do. 

I do not cope well without 
evaluating my nursing work. 
I feel professional ‘blindness’ 
otherwise. 

I will ask, ‘kick and scream’ for 
supernumerary time so I can review 
and evaluate my work.  

On checking, 
evaluating and 
planning my work I 
feel ‘cleansed’ and 
confident in my 
work. I need to 
know what I am 
doing and where I 
am heading. 

I cannot commit to 
patients or 
employers that do 
not respect 
boundaries of my 
role. 

 I object, on my and my fellow nurses’ behalf, if 
we are asked to nurse half-heartedly. It just ain’t 
proper nursing otherwise.  
 
Sometime what we, nurse’s, allow, we become. I 
take pride in what I am. I am worth it and 
demand to be safe.  
 

I am not easily humoured, or take 
lightly, distractions from my clinical 
work. I make my position clear, 
gently. There is not another way 
for me. There must be a good 
reason, a purpose to anything I 
take on. 

I get exhausted 
meeting 
professional 
standards.  
 

I have two jobs. I learn double. I 
also do not feel a need to join in 
with work politics and I can offer a 
variety of perspectives. 

I have a variety of roles, professional and 
personal ones. I find that having a break 
from each makes my work less intensive.  

Picture 11 
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     Caring 
Nurse 

 

 

 
                                                       
 
 
 
 
 
 
 

 

Stratagem: Self-preservation versus 
discontinuity. 

 

It is important to 
me who I am 
and who I 
become; I do not 
compromise.  

I make sure I have other 
skills and can consider 
different jobs. Nursing can 
be very intensive.  

  
 

Stratagem: Inconspicuous concealment. 

Stratagems: Self-preservation and 
Safety-netting. 

 

Stratagem: Conspicuous achievement. 
 

No stratagem: Takes one day at a time 
and accepts tensions. 

Stratagem: Inconspicuous concealment. 
 

I do not 
always follow 
policies and 
procedures 
when 
nursing.  

I try to use all my previous life 
experience and all my knowledge to 
nurse people effectively and 
efficiently.  

 

If I do not succeed as a nurse, I 
will take a front-line, people- 
focused job in a different 
profession. 
  

I do not engage in all 
well-meant 
processes. If I have a 
better way of doing 
things, I stick to it.  

The way I make 
decisions puts 
my professional 
job at risk. 

 

I do not advertise it but I take 
calculated risks, sometime 
unconventional actions, to keep 
people safe and out of danger. 

  

I excuse myself from a need to 
explain everything I do. I am 
content with the fact that 
people in my care are safe and I 
make a positive difference in 
their life.  

I stop caring 
when I lose 
control of 
patients’ risks. 

I deliberately and constantly train to be 
effective at seeing and managing clinical 

risk. I am conscious that my role is to 
care about every detail. If I cannot do 

this, I have to get out as I will put people 
in danger.  

I will share and teach 
others to make sure 
that people in my 
care are safe. I put 
myself out to do this 
so others can hold 
the fort when I am 
not on duty. 

  

I burn out when 
faced with too 
much confrontation 
and conflict. 

I know how to be 
accommodating, there’s no point 
in me trying to be defensive. 

I am not able to respond well to 
confrontation and conflict. Just goes over 
my head. 

  

I overcommit 
myself and 
burn out 
easily. 

 I make sure that I bring value to 
people I care for.  I do this by being 
competent in performing a variety of 
skills and manage complex situations 
without fuss.  
 
What I do not know, I Google and 
research and make myself to know. I 
never ask for a pay rise, I am given it. 

I make sure my 
employer knows how 
productive I am. I use 
this position to 
negotiate discretionary 
time off or change my 
role when I overdone 
it. 
 

Picture 12 
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Table 14 provides the summary of all identified stratagems, linking them to factors’ 

nurse-types, whilst listing why or when these are applied.  However, there are 

instances when the stratagems are not created. The evaluation chapter, Chapter 6, 

discusses these discontinuities and their impact on nursing.  The evaluation chapter 

uses the identified personal concepts of nursing, tensions and stratagems to document 

new knowledge, and develop current knowledge, within the field of 

professionalisation. The following provides a few examples from the interviews to 

exemplify the origin of some of the listed situations in table 14.   

 

Inconspicuous concealment 

BY said:  

“I check and fix the stock of medicines at the same time. If you do it the way the system 

was designed, each step needs documenting and following up separately. Then you 

need to formally follow up with staff and sometimes this is not necessary. It is time 

consuming, especially when stock errors are often system synchronisation errors. Been 

there, not doing this again. I was invited to the training to do it their way but I did not 

go. They stop insisting and I quietly carried on. I have too much on and it was easy to 

just work the system out for myself when using it. I have been using the system for 

months like this and I am doing it well.” 

 6 

BO said: 

I do what is right for people. I think not everyone would approve of my actions. Some 

may see it as if I am wasting time….. Best to get on without drawing attention to some 

of these situations and everyone is happy.   

                                                           
6 In order to comply with the ethical agreements (Appendix A) surrounding this research, 

another statement to support the stratagem of Inconspicuous Concealment will be provided to 

this thesis’ examiners but this is not for publication.  Whilst the statement is not detrimental to 

anyone in the past or future, the decision not to publish it is taken to avoid any potential 

professional repercussions to the person who provided it. The thesis examiners can access this 

information in Appendix P. 
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Assertive coordination 

AU said: 

“I said, I will not see mental health, pregnant, complex palliative and new-borns. They 

[my employer] are better off if I see what I am good at.” 

“They need to pay me a going rate otherwise I am out.” 

 

Mediation 

AB said: 

“They [my employer] didn’t mean it. They just didn’t see the situation the way I or the 

patient saw it. My managers cannot imagine what it is like not to hear; us, nurses, do 

know. In the end doctors referred the patient to the ENT which was over the top. But as 

a non-urgent case, the patient would wait for a good six months just to be seen. I made 

an appointment for the patient to have ears syringed at a high street audiologist. The 

patient went home happy. I am not sure though if my suggestion worked, I have not 

heard from them.” 

 

Safety-netting 

BO said: 

“People in our care expect and have a right to be safe. We have our PIN to keep them 

safe and if we don’t, we have to accept the consequences. I worry about my PIN. It is 

hard to live with such responsibility for others. If I lose my PIN I can’t work as a 

registered nurse and can’t take care of my family. I would find this extremely 

embarrassing. I follow protocols whenever I can.”  

 

Conspicuous achievement 

AV said: 

“There is no better feeling when I do something well and people give me credit for it.” 

 

“Being at the Edexel show and presenting our way of managing diabetes made me feel 

that our work really is of value.” 
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Elite championing and Resilient coordination 

AB said: 

“It got easier once we knew how to protect ourselves and how to help those with Covid-

19. Until then, we just did our best, never giving up on anybody. Not one patient went 

without care and not one nurse went without help. We used our own phones so 

patients could talk to their family. We slept at work and showered several times a day 

to keep ourselves free from the virus. It is because we all understand what it takes to 

see things through, there is no other profession so big and so committed. I am very 

privileged to be a nurse.” 

 

BE said: 

“My line manager died. I went off sick before she did. I was in shock on my return to 

hear this but I had to keep going. When we are needed it is our duty to be there. That’s 

what nurses do. We take care of people and we do everything we can to stay safe.” 

 

Self-preservation 

BS said: 

“I cannot sleep or rest when I have not finished my work well. I am impossible to live 

with. I will call from my home just to make sure my colleague checks on something. I 

would rather do that then feel unsettled. But then, when I know I have done a good job, 

I just feel on top of the world, confident and satisfied.” 

 

AU said: 

“I was shocked; with my medical condition, to be expected to work without a risk 

assessment and without adequate PPE or information during the pandemic. Both my 

children have chronic conditions and I would not put my job before my family. There is 

no way that I can accept that as a nurse I matter less than a shopkeeper.” 

 

Normalising emotions 

AB said: 

“I enjoy nursing and I don’t like feeling guilty when I do not manage everything I need 

to do. Some work can wait, some, is just too important. Especially if a patient expects 
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something and I know it is down to me to do. It is like not finishing a conversation and 

leaving patients worrying or disappointed. A few days ago, I stayed on until 10pm to 

finish my documentation for the next day’s review. I enjoyed completing the notes well. 

If I didn’t, I would have this voice in my head telling me off and I don’t need this.”  

 

Validating important 

AA said: 

“I am a good nurse and I work hard. A few things really matter to me, like getting my 

head round things that happened or making sense of what is happening. I just need 

some protected time to get myself in control and ready for the next procedure or the 

next patient. When I say I need it, I think my work would be unsafe without it. I think I 

would soon start panicking if I were asked to go with a flow.  My manager knows by 

now that this is how I work and I keep thanking them for the support. They do 

appreciate me.” 

 

AB said: 

“All the magic in nursing happens when nurse and patients work together on resolving 

patients’ worries and accessing healthcare. I work closely with the clinical lead and she 

values my efforts in health promotion. I see better results when asking patients to get 

up, get dressed and walk, drink and eat well rather than to reach for prescription drugs 

to relieve constipation or a low mood. I find medication a short cut, often superficial 

and quite short-termist.”  

 

Resisting autonomy 

AB said: 

“It is because I want the best for patients and it may be beyond my own person to 

decide what best is. Yesterday I asked another nurse to put a canula in because I could 

not feel a good vein. I can’t just stab a patient in case I find a vein. Why would I do this 

to anyone? The other nurse tried and failed so we asked phlebotomist, a care assistant. 

She did it on the first go. It shows we need to work together.” 
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Table 14: Stratagems to successfully navigate or circumnavigate registered nurses’ everyday 
practice 

Stratagems When operated Used by  

Inconspicuous 
concealment 

 Prioritising quality over efficiency 

 Making workload manageable 

 Consciously disengaging from an 
unwanted process 

 Weaving around policies and 
procedures 

 Taking risks 

 Maintaining autonomy 

 Maintaining job satisfaction 

 Factor 1: Humanitarian 
Nurse 

 Factor 2: Assertive Nurse 

 Factor 6: Caring Nurse 

Assertive 
coordination 

 Voicing issues and concerns 

 Reminding others of nursing value 

 Demanding respect for nurses’ role 

 Achieving fair pay or reward 

 Avoiding burnout 

 Prioritising safety 

 Demonstrating pride and quality of 
nursing profession 

 Negotiating deployment 

 Maintaining autonomy 

 Maintaining self-esteem 

 Factor 1: Humanitarian 
Nurse 

 Factor 2: Assertive Nurse 

 Factor 5: Collected Nurse 

Mediation  Pacifying patients 

 Managing expectations 

 Defending employer 

 Finding equitable solutions for 
patients 

 Upholding professional values 

 Factor 3: Conscientious 
Nurse 

 Factor 4: Vocational Nurse 

Safety-netting  Keeping PIN to practice nursing 

 Defending professional principles 
and values 

 Maintaining self-esteem 

 Avoiding risk 

 Preventing harm 

 Resourcing nursing work 

 Assisting employer to manage 
standards 

 Building own and others’ 
competencies 

 Factor 1: Humanitarian 
Nurse 

 Factor 2: Assertive Nurse 

 Factor 4: Vocational Nurse 

 Factor 6: Caring Nurse 

Conspicuous 
achievement 

 Demonstrating productivity 

 Negotiating pay 

 Negotiating additional employment 
benefits 

 Increasing self-esteem 

 Increasing job satisfaction 

 Increasing value to organisation 

 Increasing reputation 

 Growing pride 

 Becoming too valuable to ignore 

 Factor 1: Humanitarian 
Nurse 

 Factor 2: Assertive Nurse 

 Factor 6: Caring Nurse 

Elite  Communicating shared values  Factor 1: Humanitarian 
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Stratagems When operated Used by  

championing  Justifying own inclusion in the 
nursing profession 

 Justifying when others should be 
excluded from nursing profession 

 Whistle-blowing 

 Growing pride in nursing profession 

 Motivating and supporting nursing 
colleagues 

 Challenging poor performance 

 Improving own and others’ 
performance 

Nurse 

 Factor 3: Conscientious 
Nurse 

 Factor 4: Vocational Nurse 

 Factor 5: Collected Nurse 

Self-
preservation 

 Maintaining personal identity 

 Valuing self 

 Maintaining self-esteem 

 Maintaining principles 

 Reducing intensity of nursing work 

 Carving own way in nursing 

 Factor 2: Assertive Nurse 

 Factor 5: Collected Nurse 

 Factor 6: Caring Nurse 

Validating 
important 

 Communicating critical 
requirements for own performance 

 Communicating coping strategies 

 Setting limits on own practice  

 Factor 4: Vocational Nurse 

Resisting 
autonomy 

 Avoiding error 

 Seeking approval 

 Avoiding risks to patients 

 Avoiding professional risks 

 Avoiding autonomy 

 Communicating shared 
responsibility 

 Protecting own PIN and professional 
status 

 Factor 4: Vocational Nurse 

 Factor 5: Collected Nurse 

Resilient 
coordination 

 Motivating and supporting others 

 Leading by example 

 Demonstrating duty of care 

 Sustaining productivity in difficult 
situations 

 Communicating values 

 Maintaining self-esteem 

 Factor 3: Conscientious 
Nurse 

Normalising 
emotions 

 Demonstrating own value 

 Maintaining self-esteem 

 Maintaining job satisfaction 

 Managing negative thoughts and 
emotions 

 Factor 3: Conscientious 
Nurse 
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CHAPTER 6:  EVALUATING KNOWLEDGE CONTRIBUTION 
 

This section discusses this research finding and how new knowledge of the nursing 

profession obtained in this thesis contributes to professionalisation research.  

 
 

6.1. DISCUSSION OF FINDINGS WITHIN  

PROFESSIONALISATION RESEARCH AND NURSING 
 
 

 This thesis has pragmatically assumed, with the rest of the economic and the 

regulatory community, that nursing is a profession. This thesis analysed the nursing 

profession as a collective using Freidson’s (2001) theory of Professionalism, a theory 

encompassing structured qualities and dynamism typically occurring in mature, well- 

known professions. This thesis deducts that nursing is affected by political and 

economic dynamics and has the typical qualities of an established profession.  

 

Freidson’s theory was limited to analysing the collective elements of Professionalism 

within nursing.  Freidson (2001), Horn (2016) and Caza and Creary (2016) describe a 

few specific perspectives where, during professionalisation, individuals’ personal 

concepts of their professional role develop in a different direction, potentially in 

parallel from the thinking of the organised collective profession. The RCN (2014b) 

theorised that this is the case in nursing, claiming that defining nursing is difficult 

because nurses carry their personal concepts of nursing in their heads. Academic work 

in the area of professionalisation has yet to offer a framework or theory to analyse the 

impact of the individual elements of professionalisation such as personal concepts of a 

professional role. In this thesis the individual elements of professionalisation were 

studied in a unique way, through Wenger’s learning theory within communities of 

practice (1998), Abdelal et al (2009) motivation theory in sustaining personal concepts 

and Caza and Creary’s (2016) theory of multi-professional role identities. This approach 

has enabled understanding of individual elements of professionalisation through the 

nursing example presented in this thesis. Ultimately, it was not the theory but a novel 
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application of ‘Q’ methodology that confirmed the existence of, and described, 

personal concepts of nursing. 

 
 

6.1.1. EVALUATING IMPACT OF THIS THESIS ON COLLECTIVE ELEMENTS OF 
PROFESSIONALISATION IN NURSING 
 

Rapid professionalisation of nursing began in 1983 with the establishment of the 

United Kingdom Central Council (UKCC) for Nursing, Midwifery and Health Visiting 

which set up a new professional register of nurses.  The UKCC established ‘Project 

2000’ to drive nursing education into the higher education sector at diploma level. In 

2009 nursing education was further professionalised through bachelor’s and 

master’s degrees. Nowadays, any UK-registered nurses must be educated to a 

minimum of a bachelor’s degree.  The application of ‘Q’ methodology has shown that 

registered nurses in England can be stylistically arranged into a typology. This thesis 

defined six different ways that such nurses demonstrate their personal concept of 

nursing.   This thesis also described the evidence of state-delivered nursing de-

professionalisation in 2020 in England. Nursing is shown as under-resourced, 

fragmented, burdened by inequalities, and restricted by bureaucracy and immigration. 

This is despite the fact that the English public have demonstrated high regard for 

nursing during the Covid-19 pandemic and consider nursing as most trusted profession 

(IPSOS MORI 2020). This thesis has demonstrated an application of ‘Q’ methodology 

and highlighted that nurses’ professional ideology indeed rates commitment to the 

nursing profession higher than to their economic reward. However, some nurses 

clearly experience tension in their everyday practice because they cannot afford a 

lifestyle they require. Nurses believe that they are underpaid, taken advantage of, and 

not always deployed within their professional role. Whilst for some nurses this 

presents a discontinuity and leads them to leave the profession, those that took part in 

the research, described operating several stratagems to cope with the situation. 

 

This thesis presents examples from the nursing profession that support Freidson’s 

(2001) theory that professionalism increases and decreases in corelation with the 

dynamics created by the relationship between state and market as well as influential 
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associations. Freidson’s theory of Professionalism accepts state’s top-down approach 

as the ultimate source of power and assigns little power, if any, to individual 

professionals to impact the profession’s direction. The nursing example described in 

this thesis has shown that individual nurses have found ways to seize economic 

advantages born out of employment market and work to professionalise the 

profession in a bottom-up approach. Especially when backed by organised influential 

association like RCN, protecting the economic and social status of the profession.  This 

thesis has presented nurses’ stratagems as successful ways of navigating and 

circumnavigating tensions in the everyday nursing practice. Clearly, such stratagems 

provide a road map for professional nurses to take part in professionalising their 

profession whilst preserving concepts of their professional role.  

 

Nursing ideology and value 

 

Nurses’ personal concept of their profession involve altruism internalised in their 

professional role. This role’s values reflect a moral responsibility for safety and welfare 

of others. This leads nurses to critically appraise nursing practice in light of these 

values. For example, the Humanitarian Nurse-type professes to ensure the welfare of 

patients as does the Conscientious Nurse-type. Both nurse-types engage a different 

methodology in response to having to prioritise tasks and patients’ non-health-related 

needs. These nurse-types use the Inconspicuous concealment stratagem, the Assertive 

coordination or the Mediation stratagem to prioritise quality over efficiency or to 

protect patients. Using the Safety-netting and the Elite championing stratagems, 

nurses, for example, the Vocational Nurse-type and the Caring Nurse-type take pride in 

their ability to think critically and take professional risks whilst protecting patients. In 

contrast to subservience, nurses found a successful way of confronting the situation 

and engaging the Elite championing stratagem to promote the ideology of the nursing 

profession, and to whistle-blow, or challenge poor practice. The Assertive coordination 

stratagem enables nurses to voice issues and remind others of nursing value and 

nursing role’s boundaries.  
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The application of ‘Q’ methodology in this thesis confirmed that nurses’ personal 

concepts of nursing insist on care being safe and that patients are protected. Most 

nurse-types are exceptionally proud of the high standards of their professional work. 

As a consequence, working with less qualified counterparts, or underperforming 

colleagues, is a source of tensions in nursing. Nurses’ work satisfaction and self-esteem 

correlate with their views on safety of their own practice.  Nurses engage the 

stratagem of Safety-netting and the stratagem of Elite championing to ensure that less 

well-performing colleagues are continually checked, supervised, uptrained or excluded 

from nursing. Some nurses use the stratagem of Validating important where they 

demand provision of resources as prerequisites for safety. The stratagem of Resisting 

autonomy is also used to demand shared decision making to strengthen safety of 

patients’ outcomes.  

 

Clearly nurses value the profession’s ideology and use a variety of stratagems to 

implement it within their work. 

 

Credentialling 

 

The Humanitarian Nurse-type, the Assertive Nurse-type and the Collected Nurse-type 

believe that their social status and level of pay should reflect the public’s dependence 

on their services. Nurses use assertiveness to negotiate a fairer pay directly with 

employers. Using the Conspicuous achievement stratagem, nurses negotiate pay by 

demonstrating that they are indispensable and productive. As shown in Pictures 7, 8 

and 12, the Humanitarian Nurse-type, the Assertive Nurse-type and the Caring Nurse-

type gain additional skills to provide highly skilled interventions for which they accept 

additional reward. Using the Conspicuous achievement stratagem nurses become more 

valuable to their employers, especially if they substitute a more expensive activity. 

Medical, management or commercial tasks are more expensive for the employers 

when completed by doctors. Nurses who substitute those enjoy better career mobility 

and higher economic reward.  
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The access to medical, management or commercial knowledge and skills widens 

nurses’ scope of practice to the point that some nurses become unclear what their 

roles ought to encompass, each guarding their own concept of nursing.  The stratagem 

of Self-preservation is engaged to set limits and negotiate the content of nurses’ roles. 

This stratagem is used to communicate sets of principles and values beyond which 

nurses will not operate. The Validating important stratagem clarifies critical resources 

that nurses require in order to continue nursing safely.  This stratagem represents 

nurses’ methodology in reviewing their ‘bundle of tasks’ (as in Daetwyler 2007), 

leaving ‘lower classed’ tasks to healthcare workers and nursing associates. Nurses have 

found successful ways of increasing their pay through gaining further credentials, be it 

at the expense of their professional role’s boundary being blurred and having to set 

limits to what they can or cannot take on. 

 

Occupational control and role of RCN 

 

The NMC as a government instrument has protected the nursing profession from 

employment market competition. It sets out nurses’ training and professions’ 

credentials for the entry and exclusion from the official nurses’ register. The NMC has 

protected nursing monopoly in the employment market by admitting nurse associates, 

and others, to the nurses’ register. This may have de-professionalised the profession to 

some extent and reduced nursing social status. Since registered nurses are paid more 

than associates, the registered nurses’ economic status has been maintained.  

 

The RCN, a nurses’ union and the strongest nurses’ institution in England, has worked 

against de-professionalisation currents, supporting the nursing profession’s market. 

This thesis reported on a number of professionalisation initiatives. In identifying a gap 

in the market, the RCN offers credentials for advanced nursing practice on the back of 

which nurses now share some jurisdictions with the medical profession to diagnose, 

treat and heal patients’ illnesses. The RCN goes on insuring and supporting nurses’ 

practice in private health and research, encouraging career mobility and a safe degree 

of commercialism. The RCN appears to focus heavily on increasing the nursing 

profession’s social and economic status, their activities sometimes halted by the 



173 
 

English government (for example increased pay initiatives). Nevertheless, the RCN has 

led by example in assertively demanding government’s attention to address issues in 

nursing. With nurses becoming better informed and expectant to be treated with 

respect, this thesis documented the stratagem of Assertive coordination that helps 

nurses to overcome stereotypical treatment of nurses. Other nurses use the stratagem 

of Inconspicuous concealment to remain autonomous and circumnavigate bureaucratic 

processes within workplaces. The stratagem of Conspicuous achievement is used to 

prove nursing’s economic and commercial value in negotiating further job 

renumeration and benefits. As RCN (2020b) highlighted, some nurses still need to 

decide who they are when articulating the value and contribution of their work.  

 

 

6.1.2. EVALUATING THE IMPACT OF THIS THESIS ON INDIVIDUAL ELEMENTS OF 
PROFESSIONALISATION IN NURISNG 
 

This thesis analysed individual elements of professionalisation in nursing using a 

variety of theories. In the context of the theory of learning, Wenger (1998) named 

social mechanisms within communities of practice as means to internalising 

identifications that transform people’s personal concepts and behaviours. Freidson 

(2001) describes professionalisation of new entrants into a profession in similar terms, 

as do Ghadivian et al (2014). This thesis has shown that nurses continue to clarify their 

personal concepts of their professional role after they have entered the profession and 

within their communities of practice and within associated institutions. Using ‘Q’ 

methodology in this thesis, nurses were obligated (not always successfully) to choose a 

preferred option from other two or three other acceptable options. What became 

clear was that nurses’ personal and professional values filtered the options as those 

more acceptable and those less acceptable, even though all options were acceptable. 

Indeed, nurses used reflection, negotiation of meaning and critical thinking in clarifying 

their own concepts of nursing, already reified, as in Lave and Wenger (1991). The same 

mechanism was engaged to clarify unacceptable options. The nurses ended up 

defining options that were outright unacceptable and those that, out of those 

unacceptable, were acceptable to some extent, even though these are causing 
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tensions in their everyday practice. For example, in assessing viewpoint 51 that states 

‘I can work safely if surrounded by underperforming colleagues’, all nurses’ types 

applied a degree of disagreement. However, for example, a Caring-type nurses will 

cope with such underperformance to some extent and by working harder to 

compensate for such underperformance, mentoring and teaching those that are 

underperforming. Caring Nurse  caring values filter is clearly applied to dealing with 

the underperforming colleagues and Safety-netting stratagem to cope with the 

professional responsibility to protect patients. This research found that personal and 

professional values are instrumental in clarifying personal concepts of nurses’ 

professional role. 

 

Learning theory and construction of personal concepts 

 

Lave and Wenger (1991) defined legitimate peripheral participation as internalised 

behaviours and practice within communities of practice. This thesis described, for 

example, the Elite championing stratagem and the Safety-netting stratagem, engaged 

by individual nurses. These stratagems demonstrated ‘reified’ behaviours and practice 

within nursing. The stratagems communicate individual nurses’ practice criteria that 

are then used to derogate, or convert, those that are not demonstrating required 

practice. In summary, Lave and Wenger’s (1991) and Wenger’s (1998) mechanisms of 

learning theory apply in clarifying people’s personal concepts of their professional role. 

There is no formal consequence for failing to internalise a community of practice and 

its ideology other than becoming a misfit; the communities of practice offer 

opportunities for legitimate peripheral participation, negotiation of meaning, and 

reification (as in Wenger). Professions require formal memberships. In 

professionalisation, an exclusion from the process, or the profession, is more likely if 

the internalisation of ideology, practice or behaviour is not demonstrated. Collectively, 

the NMC’s Code of Conduct makes nurses accountable for demonstrating the required 

ideology, practice and behaviours in their work. Appendix B analyses the NMC’s Code 

and due to a number of ambiguities within it, highlights liberating and restrictive 

aspects of the Code.  The defined typology of nurses in this thesis demonstrated that 

the same ambiguities cause tensions at the individual level. For example, the 
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Humanitarian Nurse type or the Collected Nurse type will prioritise people at all times, 

however, both types experience tensions when being accountable for delivering 

necessary nursing work beyond their paid time at work. Both types have a different 

stratagem to manage these tensions. The Humanitarian Nurse type proactively and 

deliberately manages her time and develops comprehensive communication with 

colleagues to minimise incidents of unpaid overtime. Nevertheless, the Humanitarian 

Nurse naturally prioritises people and will sacrifice her own time to care for others if 

needed. The Collected Nurse type formally objects to working unpaid overtime, 

however, in certain circumstances volunteers their time to go the extra mile. On the 

other hand, the Caring Nurse type will regularly nurse people beyond their paid time 

and this may lead to burnout. 

 

Motivation theories and sustaining personal concepts 

 

As discussed, Abdelal et al (2009) explain that motivation remains a key component in 

the urge of an individual to act on a given identification or internalise certain practice 

or behaviour. This research has confirmed that negative or positive emotional 

temperament motivated nurses towards certain behaviours.  For example, this thesis 

described the Conscientious-type nurses’ personal concept of nursing is in meeting 

patients’ needs and expectations. This type of a nurse will negotiate with the employer 

and engage on a commercial level to ensure that required patient care is adequately 

resourced. The Conscientious Nurses feel guilty if patients’ expectations are not being 

met. To cope with the tensions, this type of a nurse engages the stratagem of 

Normalising emotion as means of managing negative emotions such as guilt and fear. 

On the other hand, the stratagems of Resilient coordination and Elite championing 

engage positive emotions such as demonstrating pride, maintaining self-esteem or 

sustaining productivity in difficult situations.  

 

As professed by Abdelal et al (2009) the group dynamic has an extensive impact on 

internalising personal concepts. This is also clear from the communities of practice 

perspective discussed earlier. This research has shown that nurses hold nursing 

profession in high esteem, foregoing some of their own personal preferences just to 
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deliver professional nursing.  For example, the Humanitarian Nurse-type, the 

Vocational Nurse-type and the Conscientious Nurse-type identify themselves by their 

profession, despite consequent tensions. The tensions may be as profound as putting 

their own and their family’s safety at risk because of motivation to undertake their 

professional role. The stratagems of Elite championing, Safety-netting, Resisting 

autonomy and Mediation characterise how nurses derive self-esteem and gratification 

from belonging to an ethical and altruistic profession. The Mediation and Resisting 

autonomy stratagems further show nurses who are motivated by the group dynamics 

in promoting their employers’ interests and goals. In doing so these types of nurses 

created distinctive personal concepts of nursing.     

 
 
Personal concepts of nursing and professional role identity constructs 
 
 

Caza and Creary (2016) argue a new complexity and plurality of professional role 

identity, correlating with complexities and plurality of work roles. In pursuit of a 

meaningful job, job satisfaction and self-esteem, Caza and Creary’s research 

participants developed multi-professional identities, synonymous with the professional 

roles they had. Whilst some of the hybrid roles blur occupational roles boundaries, the 

absence of hybrid roles resulted in a disengaged or overwhelmed group of 

professionals experiencing tensions or conflicts (Caza and Creary 2016). This research 

has identified a typology of six nurse-types, each having a different personal concept of 

nursing impacted by their work role and each dealing with different tensions borne out 

by their work.  Caza and Creary’s five professional identity constructs are reflected in 

some of the nurse-types’ identified in this thesis. For example: 

 

 The Humanitarian Nurse-type prides themselves for promoting people’s 

wellbeing and happiness. They are leaders and mentors in equal measure, 

performing under an umbrella term of a nurse. They ‘weave’ around work 

practices to achieve this. The Humanitarian approach is highly integrated in this 

nurse-type’s personal concept of nursing, reflecting Caza and Creary’s holism 

identity construct. Equally, the Conscientious Nurse-type engages in a variety of 
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political and commercial activities under an umbrella term of a nurse, in order 

to meet patients’ holistic needs.  

 The Collected Nurse-type uses a stratagem of Self-preservation to cope with 

intensity of their professional role. They claim to keep a variety of roles, each 

providing a break from the others, keeping each separate, as in Caza and 

Creary’s compartmentalisation identity construct. 

 The Caring Nurse-type augments identities of front-line workers such as a 

paramedic, a rescue, a nurse, a leader, a teacher. Caza and Creary describe this 

as augmentation identity construct.  

 The Vocational Nurse-type draw all their personal and professional resources 

into a synthesised professional role. In Caza and Creary’s this represents 

intercession identity construct. 

 The Assertive Nurse-type is drawn to science, making a distinct choice to 

support certain personal concept of nursing. This is observed in Caza and 

Creary’s dominance identity construct.  

 

In this research, nurse-types were observed to construct their personal concepts 

nursing in variety of ways. Caza and Creary’s (2016) research helps to clarify that 

typology of nurses’ personal concepts of nursing are in nature multi-professional 

identity constructs. The strength of the personal concept, degree of self-esteem, job-

satisfaction, and guilt or fear direct each nurse-type to create stratagems (Abdelal et al 

2009). The success of the stratagems determined whether nurses remain in their 

professional work or whether they perform it in the way it is intended.  

 
 

Contrasting Menzies Lyth’s theory against this thesis personal concepts of nursing 

 

The ‘Q’-methodology has been instrumental in bridging the gap in knowledge about 

personal concepts of nursing (RCN 2014b). Up to now, Menzies Lyth’s (1960) study was 

the most recent study in nurses’ subjective world defining 10 defensive mechanisms in 

response to tensions (in Menzies Lyth, these were called anxieties) related to 

undertaking nursing work. The following evaluation updates Menzies Lyth’s findings: 
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1. Nurse-types in this thesis did not identify with performing a bundle of tasks as a 

way of de-escalating intensity of nursing. Skilled tasks are performed to aid 

assessment or treatment and to manage disease or disability. Less skilled tasks 

are delegated. Instead, the Self-preservation stratagem has been seen to 

reduce emotional intensity and tensions in nursing. For example, the Assertive 

Nurse-type deliberately defined their nursing by a specific dominant function, 

in order to cope with the emotional intensity of nursing. The Collected Nurse 

holds two different professional roles to compartmentalise the intensity of 

their nursing work. 

 

2. Nurses consider the uniform an external symbol of their profession. To a small 

degree, it is used to deny the individual, as in Menzies Lyth (1960). However, in 

this thesis the Humanitarian Nurse, the Conscientious Nurse and the Collected 

Nurse provided examples of denying self in favour of positively promoting and 

showing pride in professional ethics and practice.  

 

3. In terms of controlling feelings and thoughts as the way of detachment from 

the patient (Menzies Lyth 1960), this thesis has shown that the Assertive Nurse-

type controls their feelings and thoughts in order to reduce the impact of their 

emotional reaction whilst nursing others. The Humanitarian and the Collected 

Nurse-types do this to ensure that their own thoughts or demonstrated feelings 

do not interfere with patients’ autonomy and freedom when they are 

vulnerable. 

4. In terms of engaging in a routine if unable to navigate an alternative action 

(Menzies Lyth 1960), this thesis has shown that all nurse-types, to a varying 

degree, will do so. However, the nurse-types’ narratives show that these are 

not mindless routines. Contrary to mindless, nurses will deliberately follow 

regulations, procedures and evidence-based practice to ensure safety of 

everything they do. Where an alternative to a routine is needed, the 

Humanitarian Nurse, the Assertive Nurse or the Collected Nurse-type will 

research, consult and seek support before engaging in alternative routines. The 
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Caring and the Conscientious Nurse-types feel confident to research and try 

alternative routines themselves, as their motive is to respond to patients’ 

needs efficiently.  

 

5. Menzies Lyth (1960) observed that nurses resist change to avoid stress. This 

thesis has shown that some nurse-types are more likely to do so. For example, 

the Vocational Nurse does not embrace autonomy and believes that nursing 

should practice shared decision making. Activities that require this nurse-type 

to work autonomously. Taking professional responsibility for their action cause 

tensions in the Vocational Nurse-type’s practice. In this research all nurse-

types, to a varying degree, engage in critical thinking and evaluation. If the 

nurse-types do not believe that a change provides for patients’ safety or is of 

benefit, they will resist it. The case of the Caring Nurse-type being an example. 

 

6. Menzies Lyth (1960) observed nurses checking and counterchecking to reduce 

the weight of responsibility. The research presented in this thesis has shown 

that the Vocational Nurse-type and the Humanitarian Nurse-type avoid 

responsibility by checking and counterchecking. Other nurse-types, for 

example, the Caring Nurse-type or the Collected Nurse-type also take part in 

checking their own and others’ practice. However, they do so to maintain their 

patients’ safety and not to avoid responsibility. The Conscientious Nurse- type 

checks practice to ensure patients’ requirements are met. It seams that nurses 

recognise nursing work to be dynamic, intensive and prone to error.   

 

7. Menzies Lyth (1960) suggested that nurses collude in redistribution of 

responsibility and irresponsibility, suggesting that constant supervision and 

discipline is needed within nursing. This research presented in this thesis does 

not demonstrate a collusion. However, all nurse-types experienced work 

tensions as a result of having underperforming colleagues on their team, 

especially in dynamic and fast-pacing environments. In response to those 

tensions, the nurses participating in this research used the stratagems of 

Safety-netting, Elite championing and Validating important to lead and 
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supervise their own and others’ professional practice standards and minimise 

impact on patient care. 

 
 

8. In terms of nurses gravitating to sharing tasks and allocations to obscure formal 

distribution of responsibility (Menzies Lyth 1960), the research presented in 

this thesis has identified that this is a case in the Vocational type-nurse. 

However, rather than obscure their responsibility, the Vocational Nurse-type 

believes that shared decision making is safer and of better quality. 

 

9. Menzies Lyth (1960) observed that higher-ranking nurses typically accepted 

tasks from less competent nurses. The research presented in this thesis has 

shown that all nurse-types volunteer to take over, or perform nursing activities 

if there is a safety concern. They do not do it with pleasure and many, for 

example the Humanitarian Nurse-type, Conscientious Nurse-type and the 

Caring Nurse-type, will mentor and teach less competent nurses to practice 

safely, get on with the work and to promote nursing professional standards.  

 
10. Menzies Lyth (1960) observed that a highly performing nurse would not 

support lower-ranking nurses to maturity, knowing that the bulk of nursing 

requires less skilled nursing. This thesis did not look at the dynamics within 

nurses’ ranks. However, the research presented in this thesis has shown that 

most nurse-types engaged in professionalising themselves, those less 

competent, demanding high standards of performance. The career mobility of 

lower-ranking nurses is dependent on qualifications and credentialling provided 

by universities and nursing associations and not on work-based, highly 

performing nurses. 

 

In summary, Menzies Lyth’s (1960) research has provided insight reflective of nursing 

in the 1960s. Deatwyler’s (2007) research has successfully updated some of Menzies 

Lyth’s findings within her study of Swiss nursing. Deatwyler’s findings were more 

aligned to findings in this thesis.  Clearly, the professionalisation in nursing delivered 
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further evolution of nurses’ personal concepts of nursing and related tensions as well 

as stratagems to successfully navigate workplace tension.  

 

Reviewing RCN (2014) definition of nursing 

 

This thesis documents some personal concepts of nursing sought by the RCN (2014b) 

as these were considered essential in defining professional nursing. The RCN (2014b) 

concluded that the personal concepts of nursing should explain “what it is, what it is 

for and how do we do it”. Contextualised in Freidson’s theory of Professionalism and in 

the review of the individual elements of such professionalism using a specific group of 

registered nurses, in this thesis, nursing is distinguished as: 

 a profession in symbiosis with the medical profession; highlighting that the 

nursing profession focuses on a person rather than disease 

  a profession that is constantly developing and critically applying its own 

ideology and its own professional knowledge 

 a state-sheltered, specifically licenced profession with jurisdiction to assess, 

diagnose, prescribe, evaluate and protect health and care outcomes in a 

person-centred way 

 a profession able to gain further credentials to support jurisdiction over 

providing and resourcing diagnosis and treatment, using specialised medical 

professions’ knowledge  

 a profession with a mandate to deliver safe, effective, patient-centred and 

professional care. The mandate includes providing, supervising, delegating or 

requesting assistance with the provision of this professional care from other 

professionals or occupations. 

 

Whilst the above indicates what nursing is, what it is for is defined by the nursing 

jurisdiction and the mandate. The purpose of nursing is to evaluate person-centred 

health and care outcomes, professionally, safely, effectively and where needed, with 

assistance of others.  The RCN (2020b) correctly assesses that some nurses are 

mistaken when defining their work. Instead of articulating requirements of their 
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professional work, the RCN states that nurses describe their work as caring and 

compassionate. A sympathetic display of kindness and concern of others forms part of 

professional nursing ideology relating to nursing delivery in partnership, affording 

those we care for respect, autonomy and freedom (NMC 2015). However, nursing is 

not just an ideology. Nursing delivers patient-centred health outcomes which 

combines ideology but is executed by critical application of nursing knowledge and 

judgement. This entails engaging executive and organisational skills as well as applying 

positive regard for people. The research presented in this thesis has described the 

Caring Nurse-type. Defined as having control of situations, manging risks to people, the 

Caring Nurse-type is attentive and always ready to apply specialist skills and knowledge 

to protect people. In summary, the research presented in this thesis has concluded 

that nursing is not an affection, care is demonstrated in strength of relationship with 

patients, whilst executing specialist nursing knowledge and skills.  

 

Nursing, as other health professions, is practiced in variety of health fields and 

specialities. Nurses are able to choose from a variety of roles and specialties, with each 

role defining their scope of practice. The personal concepts of nursing obtained in this 

thesis demonstrated nurses’ ability to apply wide or narrow focus to their nursing. For 

example, the Humanitarian Nurse-type has a holistic approach to nursing whereas the 

Assertive Nurse-types focus on specific aspects of clinical or medical care. The nurses 

appear to be able to take on nursing roles that reflect their personal concept of nursing 

whilst negotiating with the employers in order to overcome tensions born by their 

practice. Without exception, all stratagems documented in this thesis represent 

nurses’ successful ways of overcoming tensions born out of nursing work that has 

become too vast and intense for nurses to cope with. The typology of nurses in this 

thesis has demonstrated six ways of nurses doing the nursing.  

 

Each nurse-type framed their ‘doing’ within the regulatory and professional 

framework, working with their employers in variety of ways and roles. In the context of 

the theory of ‘Professionalism’ the individual nurses, in interaction with the market (as 

in Freidson), keep re-defining nurses’ bundle of tasks to be economically valued, yet 
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maintained the nursing professions’ ideology and mandate. This is cooperative work of 

collective and individual elements of professionalisation.   

 

In general terms, this research has accepted professionalisation as a process facilitated 

by an organised group of professionals as well as professionals themselves supporting 

professional development and knowledge consistent with a profession (Keogh 1997, 

Lorenz 2009, Horn 2016). The research presented here has shown that, in terms of 

nursing example, individual elements of professionalisation have an instrumental role 

in continuing to professionalise their profession.  

 
 

6.2. CONTRASTING REGISTERED NURSES’ TENSIONS AND STRATAGEMS 
AGAINST CONCEPTS AND BEHAVIOURS PROMULGATED BY STATE, 
MARKET AND PROFESSION 
 
 

This section explores disparity between nurses’ tension and stratagems against concepts 

promulgated by the nursing stakeholders. Table 12 outlines nurses’ personal concepts 

of nursing and their impact on relationship with patients, employers, the regulator and 

the collective profession. The previous sections confirmed that these relationships are 

not without tensions.  

 

All six nurse-types demonstrate different motivations and values, yet all put patients at 

the centre of their work and as a main beneficiary of their work. Some nurse-types 

identified in this thesis use all their personal resources to cope with the intensity of 

prioritising patients, to the point of their burn out. It was shown that the Humanitarian 

Nurse and the Caring Nurse may face discontinuity and burn out, or leave their 

profession, as a result of their work becoming too intensive. This is because they have 

not developed a successful stratagem to manage or overcome intensity of their work 

or the working conditions.   

 

Some nurse-types identified in this thesis have been able to draw a line. Those that do 

use the stratagem of Assertive coordination, the stratagem of Self-preservation, and 

the stratagems of Resilience coordination or Mediation. The NMC, the nurses’ 
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regulator, direct that nurses must prioritise people, including personalising their care 

and negotiating resources to deliver it (NMC 2015). Where unable, the NMC made 

nurses personally accountable to protect and safeguard patients against a variety of 

abuses (NMC 2015). The RCN, the nurses’ professional union, encourages nurses’ 

regulatory compliance; however, in support of nurses, it warns about nurses’ working 

conditions and personal interests not being protected whilst delivering patient 

prioritisation (RCN 2014b). With nurses’ shortages and nurses’ substitution discussed 

at length in this thesis, the employers are having to prioritise whilst managing risks as 

well as available resources. This has become more than clear during the Covid-19 

pandemic and continues to impact patients as well as the mental health of the entire 

nursing profession (Graham et al 2020).  Table 15 provides a brief summary of 

contrasting registered nurses’ tensions and stratagems against concepts and 

behaviours promulgated by state (including the regulator), market (employers and 

patients) and their professional association. Some stratagems are more consistent 

than others with the expectations. For example, the stratagem of Inconspicuous 

concealment contrasts with the employers’ expectations, and to some degree with the 

regulator, both requiring transparency and accountability. The stratagem of Assertive 

coordination contrasts with the expectations of the patients and employers, in that 

nurses’ role should be utilised to deliver lower class or non-nursing activities. The 

stratagem of Mediation too contrasts with the employers’ expectation to deliver 

personalised health and care within standardised resource allocation. Whilst the 

safety-netting stratagem meets the expectation in general, the regulator shows little 

sympathy for the nurses left to oversee and take responsibility for the work of less 

competent colleagues. In contrast to the Conspicuous achievement stratagem, the 

regulator cautions nurses about the levels of accountability and responsibility that 

their new hybrid roles now require. The stratagem of Elite championing shows 

consensual expectations of nursing to be a high-quality-oriented profession. The 

stratagems of Self-preservation and Validating important do not provide a concept 

that the regulator or the employer accept. The NMC (the regulator) treats the nursing 

profession homogenously, yet the RCN (profession’s association) recognises nursing as 

heterogenous, where each nurse is to be respected as an individual. Clearly, nurses 

operating the Self-preservation and Validating important stratagems set limits to the 
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employers, and indirectly to their patients, as to what they can and cannot accept, be 

it at the expense of being excluded from the nursing profession. The stratagems 

Resilient coordination and Normalising emotions are both linked to intensity of nursing 

where the employers are not able to or will not resource nursing adequately. It may be 

linked to patients’ stereotypical expectations of nursing, where nurses are less 

assertive than their professional association would desire. The stratagem of Resisting 

autonomy is in contrast promoted by the nursing professional association. 

Autonomous decision making implies responsibility that employers give to nurses in 

abundance, less the authority over resources, a concept that employers often leave to 

their managers and administrators. It is evident that for some work situations, nurses 

have no successful stratagems to remain in their professional work or complete their 

nursing work as intended. For some nurses, this is where discontinuity lies; burnt out, 

taking a break from the professional work, absence due to ill health, or leaving the 

profession. It is clear from Table 15 that the general consensus of the state and the 

market is that nurses’ health and safety require consideration but patients requiring 

nursing come first. 
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Table 15:  Nurses’ stratagems versus views of state, employer and their professions 
 

Nurses’ tensions leading to stratagems Nurses’ views on Employer and 
Patient expectations 

State/regulatory view 
on tensions 

Profession’s view on tensions Nurses’ 
stratagems 

My commitment to nursing and patients is greater than to the 
employer who pays my wages; I keep this quiet at work. 
Managing my own judgements and emotions is tiresome and distracts 
me from being an expert I wish to be.  
I do not always follow policies and procedures when nursing.  
The way I make decisions put my professional job at risk. 
 

Employers aim to minimise risk 
and maximise efficiency, nurses 
must follow protocols.  
 
Employers demand 
transparency. 
 
Discretion is allowed as long as 
it does not impact resource 
allocation. 
 
Patients want to receive safe 
and effective care, free at the 
point of need. 

Nurses must provide 
professional, safe and 
effective care whilst 
prioritising people. 
 
Nurses can operate 
discretion within scope 
of their practice.  
 
Nurse is accountable 
for their actions and 
omissions. 

Nurses must provide 
professional, safe and effective 
care whilst prioritising people. 
 
Nurses must promote their 
profession, not de-value it and 
assertively look after themselves. 
 
Nursing work is acknowledged as 
complex and intensive.  
 
Nurses are encouraged to be 
autonomous.  

Inconspicuous 
concealment 

I feel devalued when taken advantage of. 
I am frustrated when uninspired by work I am given or asked to work 
outside the scope of my role. 
I cannot commit to patients or employers that do not respect 
boundaries of my role. 
I lose self-esteem if my work is not valued and purposeful. 

Employers aim to achieve 
efficiency and optimal 
utilisation. 
 
Patients desire service that 
meets their expectations. 

Nurses must provide 
professional, safe and 
effective care whilst 
prioritising people. 
 

Nurses must provide 
professional, safe and effective 
care whilst prioritising people. 
 
Nurses must promote their 
profession, not de-value it and 
assertively look after themselves. 

Assertive 
coordination 

I feel I am failing people if I do not protect patients from unscrupulous 
managers.  
I feel awful when my employer’s and patients’ requirements vary. 
 

Employers aim to achieve 
efficiency and optimal 
utilisation. 
 
Patients want service that 
meets their expectations. 

Nurses must provide 
professional, safe and 
effective care whilst 
prioritising people. 
 

Patients are to be prioritised. Mediation 

I fear for my NMC PIN when not working within rules. Employers aim to manage risks, Nurses must provide Nurses must promote their Safety-netting 
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Nurses’ tensions leading to stratagems Nurses’ views on Employer and 
Patient expectations 

State/regulatory view 
on tensions 

Profession’s view on tensions Nurses’ 
stratagems 

Cutting corners and others’ underperformance make me feel 
demoralised and fearful of consequences. 
I dislike making discretionary decisions, yet I am asked by my 
employer and colleagues to make them. 
I stop caring when I lose control of patients’ risks. 

achieve efficiency and optimal 
utilisation. 
 
Patients want service that 
meets their expectations. 
 
Nurses must report and help to 
manage risk in cases of 
underperformance and oversee 
work of students. 
 
Nurses are required to blow the 
whistle on poor practice. 
 

professional, safe and 
effective care whilst 
prioritising people. 
 
Nurses are required to 
blow the whistle on 
poor practice. 
 
Nurses must report 
and help to manage 
risk in cases of 
underperformance and 
oversee work of 
students. 

profession, not de-value it and 
assertively look after themselves. 
 
Maintaining the NMC Code of 
Conduct is a requirement.  
 
The RCN will support nurses in 
difficult situations. 
 
The RCN provides representation 
during conduct and practice 
disputes. 
 
The RCN provides indemnity 
insurance. 

 
 

 

I am frustrated that my pay is low despite my commitment and 
contribution to nursing. 
Lack of reward and recognition for my clinical and commercial work 
affects my self-esteem and lowers my commitment to nursing. 
 I overcommit myself and burn out easily. 
 

Employers want to keep nursing 
costs low.  
 
Employers will reward nurses 
when they provide specialised 
work or if they substitute more 
expensive activities. 
 
Patients trust nurses and would 
like nurses paid better, 
however, increasing taxes to 
fund higher public spending is 
not popular. 

Nurses’ pay and 
rewards are not within 
the regulator’s domain. 
 
Nurses are accountable 
for any actions and 
omissions, including in 
the events of operating 
in medical field. 
 
State caps the cost of 
public spending, 
including spending on 
the public nursing. 
 

The RCN encourages 
professionalisation and promotes 
the profession to become more 
valuable. 

Conspicuous 
achievement 



188 
 

Nurses’ tensions leading to stratagems Nurses’ views on Employer and 
Patient expectations 

State/regulatory view 
on tensions 

Profession’s view on tensions Nurses’ 
stratagems 

I get frustrated with underperforming colleagues on my team. 
I feel overwhelmed by the nursing workload and feel a failure if I do 
not deliver it 
I feel demoralised when the nursing reputation is affected by 
underperforming colleagues. 
If I were to make a clinical error, I would feel that I am letting my 
profession down. 

Employers and patients require 
nurses to be competent.  
 
 

NMC requires nurses 
to be competent if 
they wish to remain on 
the register. 

RCN assist with nurses’ 
competencies and wish to see the 
profession offering high quality of 
care. 

Elite 
championing 

It concerns me if the nursing work I am required to do is in 
disharmony with my own values. 
I get exhausted meeting professional standards.  
It is important to me who I am and who I become; I do not 
compromise. 
I stop caring when I lose control of patients’ risks. 

Nurses’ shortage is not helping 
with delivering quality of 
nursing care. Employers are 
having to deploy nurses to 
assist with medical care as well 
as social care. 

NMC requires nurses 
to be competent, if 
they were to remain 
on the register. 
 
Treat nursing as a 
homogeneous 
profession, one size 
should fit all. 

Encourage professionalisation 
and promote profession to 
become more valuable. 
 
Nurses have a right to be safe 
and respected at work. 
 
Nurses are heterogeneous and 
their diversities need to be 
supported. Nurses need to be 
given equal opportunities.  
 
Nurses must speak up about risks 
pertinent to nursing staffing and 
pay. 

Self-
preservation 

I resent the trends of the nursing profession becoming a set of tasks 
and clinical interventions.  
I do not cope well without evaluating my nursing work. I feel 
professional ‘blindness’ otherwise. 

Employers aim to achieve 
efficiency and optimal 
utilisation. 
 

NMC requires nurses 
to be competent, if 
they were to remain 
on the register. 

Encourage professionalisation 
and promote profession to 
become more valuable. 
 
To speak up about the risks 
pertinent to nursing staffing and 
pay. 

Validating 
important 

I dislike making discretionary decisions, yet I am asked by my 
employer and colleagues to make them. 

Employers aim to achieve 
efficiency and optimal 

Nurses are accountable 
for their actions and 

Encourage professionalisation 
and promote profession to 

Resisting 
autonomy 
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Nurses’ tensions leading to stratagems Nurses’ views on Employer and 
Patient expectations 

State/regulatory view 
on tensions 

Profession’s view on tensions Nurses’ 
stratagems 

utilisation. 
 
Discretion applies as long as 
there is a safe outcome within 
allocated resources. 

omissions.  The care 
provided must be 
professional, safe and 
effective.  

become more valuable. 
 
The RCN believes that nurses 
work should be autonomous but 
safe. 

I feel overwhelmed by the nursing workload and feel a failure if I do 
not deliver it. 

 

Employers and patients require 
that work is delivered. 
 
Employers and patients rely on 
nurses to resource nursing care 
by coordinating it efficiently. 

Nurses are accountable 
for their actions and 
omissions.  The care 
provided must be 
professional, safe and 
effective. 

Encourage professionalisation 
and promote profession to 
become more valuable. 
 
To speak up about the risks 
pertinent to nursing staffing and 
pay. 

Resilient 
coordination 

I feel guilty if I do not deliver to patients’ expectations. 
 

Patients’ expectations should 
be met. 

Patients’ needs must 
be prioritised, met 
safely and effectively.  

To speak up about the risks 
pertinent to nursing staffing and 
pay. 

Normalising 
emotions 

I wanted to but “Could not stay at Home during pandemic, I’m a 
Nurse”.   
It concerns me if the nursing work I am required to do is in 
disharmony with my own values. 
I burn out when faced with too much confrontation and conflict. 
It is important to me who I am and who I become; I do not 
compromise. 
 
 

The work and patients’ need 
come first.  
 
Sustainable workforce is 
required and nurses will be 
protected where economically 
possible. 

NMC requires nurses 
to prioritise people. 

Nurses have a right to be safe 
and respected at work. 
 
Nurses are heterogeneous and 
their diversities need to be 
supported. Nurses need to be 
given equal opportunities.  
 
Nurses must speak up about risks 
pertinent to nursing staffing and 
pay. 

No stratagems 
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CHAPTER 7. CONCLUSIONS 
 

7.1. REVIEW OF THE RESEARCH OBJECTIVES AND THE RESEARCH 
QUESTION  
 

 

Nursing was not always a profession. Originally organised within military and religious 

groups, nursing was an unregulated occupation in the 19th century. ‘Project 2000’, 

originated by the nurses’ regulator, accelerating nursing into higher education. Since 

2009 nursing has become an all graduate profession. This thesis have shown that 

nursing has been subjected to professionalisation as well as de-professionalisation, 

through the interplay of state, market and profession (Freidson 2001). Both trends 

have been shown to create tensions within the nursing profession, resulting in a 

variety of discontinuities. Professionalisation, for example, resulted in a more specific 

entry requirements into the nursing profession and with some nurses deciding to retire 

when unable to meet revalidation requirements. De-professionalisation, for example, 

resulted in nursing being substituted by less qualified healthcare staff and keeping 

nurses’ pay low. Using ‘Q’ methodology, this thesis defined six different nurse-types. 

Each nurse-type was shown to have their own personal concept of nursing as well as 

specific tensions that would have led, if left unresolved, to discontinuities in their 

nursing. This confirmed that professionalisation and de-professionalisation affects 

nurse-types differently. In helping to understand and help prevent at least some of 

such discontinuities, this thesis set out to provide the first description of successful 

stratagems in nursing practice, engaged by nurse-types themselves, to overcome the 

tensions that may lead to discontinuities in nursing.  

 

This research has shown that each type of nurses’ experience a variety of tensions and 

these are related to their personal concepts of nursing. Some of the personal concepts 

of nursing were shown to relate to collective elements of professionalism and some of 

them were shown to relate to individual elements of professionalism. Tensions were 

defined as conflicts caused by application of a personal concept of a professional role 

into a work role.  
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In this thesis objective one (see Chapter 1) established collective elements of 

professionalism as well as individual elements of professionalism. The collective aspect 

of nursing professionalisation and related tensions were analysed and evaluated within 

the theory of Professionalism by Freidson (2001).  In the absence of a single theory, 

individual elements of professionalism were analysed and evaluated using learning 

theory, motivational theory, and multi-professional role identity theory. Individual 

elements of professionalism in nursing were concluded to be represented by nurses’ 

subjective knowledge constructs, described in this research as personal concepts of 

nursing. The personal concepts of nursing were linked to nurses’ temperament and 

personal values, identifications that nurses made within their communities of practice 

as well as within their specific, often hybrid, work roles. The existing literature was 

limited in describing current personal concepts of nursing or their associated tensions. 

The RCN (2014b) stated that nurses carry personal concepts of nursing in their heads 

and these too have not been rigorously described. Fieldwork consisting of a focus 

group helped to confirm the existence of, and to describe some of nurses’ personal 

concepts of nursing and related tensions. Jointly, the nursing professionalisation 

literature, online search and the information obtained from nurses using the focus 

group method confirmed that not all nurses engage successful stratagems to 

implement their personal concepts of nursing in their everyday practice and this leads 

to tension. Experiencing tensions in everyday practice without successful stratagems 

then leads nurses to consider leaving their current job or leaving their profession. 

Nevertheless, at this point it was not clear which personal concepts of nursing were 

distinctive and which triggered stratagems or discontinuities of nursing. 

Objective two (see Chapter 1) set out to synthetise and categories viewpoints of 

nursing. This research gathered the information from reviewing nursing 

professionalisation literature, an online search and focus groups, into a compendium 

of viewpoints, personal concepts of nursing, related tensions and stratagems.  The ‘Q’ 

methodology designed by Stephenson (1935) provided a novel approach to categorise 

this information in order to discern distinctive patterns that affect nursing 

professionalisation. Through a set of mathematically weighed survey mechanisms, the 

‘Q’ methodology categorised statistically significant factors, clustering similar nurses’ 

viewpoints into a specific factor.  Each factor was then interpreted and narrated to 
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describe the personal concepts of nursing. Six specific factors have been narrated to 

outline nurse-types and related tensions, these are presented in Chapter 5.  Each 

factor’s nurse-type has been named to capture the essence of its personality and 

character. These are: 

Humanitarian Nurse - a proud professional 

Assertive Nurse - a principled expert 

Conscientious Nurse – an ethical partner 

Vocational Nurse - a compliant employee 

Collected Nurse - a purposeful instrument 

Caring Nurse - a front-liner 

 

Engaging the ‘Q’ methodology has successfully synthetised and categorised nurses’ 

personal concepts of their professional role within the concept of professionalisation 

in an original way, empirically. The six specific nurse-types represent six distinct 

personal concepts of nursing, each approaching, facing or coping with nursing 

professionalisation and de-professionalisation in their own distinctive way.  

Objective three set out to evaluate the tensions within the professional nursing and 

identify stratagems used in response to these tensions. It has been explained that the 

stratagems will not directly solve the issues in the professional nursing, they help to 

explain and understand the issues. Stratagems represent ways nurses successfully 

navigate and circumnavigate tensions, born out of their personal concepts of nursing, 

in their everyday practice. The typology obtained by the ‘Q’ methodology, see Chapter 

5, provided foundation to describing each nurse-type related tensions as well as 

stratagems. Rich picture method has been used to outline each nurse-type’s tensions 

and stratagems. Table 14 in Chapter 5 summarises each nurse-type’s stratagems and 

lists why and when these are applied. The following eleven stratagems are successfully 

used within nursing: 

Inconspicuous concealment 

Assertive coordination 

Conspicuous achievement 

Mediation 
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Safety-netting 

Elite championing 

Self-preservation 

Validating important 

Resisting autonomy 

Resilient coordination 

Normalising emotions 

 

The research presented above has answered the overarching research question: 

What are the personal concepts of professionalised nursing that registered nurses hold 

and how do registered nurses use these to navigate or circumnavigate their everyday 

practice? 

 

As with the personal concepts of nursing, the list of the ways of navigating and 

circumnavigating the everyday nursing practice – the stratagems – may not be 

exhaustive. It has also been shown that nurses do not have stratagems to resolve all 

tensions and this may lead to discontinuities, such as leaving the profession.  

 

7.2. NEW KNOWLEDGE  
 

A number of important findings have emerged from this research in terms of Freidson’s 

(2001) theory of Professionalism. This thesis asserts that professionalism is not a sole 

output of an organised collective profession. This research has demonstrated that 

individuals’ personal concepts of nursing professional role impact on what ‘profession’ 

is, what it does, and how it performs its professional work. 

 

The nursing example in this thesis has shown that nursing ideology empowers nurses to 

think critically about their professional values as well as strategise ways around 

professions, market and state forces. Different nurse-types in this research were shown 

to engage different stratagems to protect patients or to ensure their safety when the 

employer wanted, for example, a less costly solution.  For example, the Conscientious 

Nurse-type uses the stratagem of mediation for this.  
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Credentialling represents a successful way of nurses raising nursing’s economic and 

social status. This research has demonstrated that the Humanitarian Nurse-type, the 

Assertive Nurse-type and the Caring Nurse-type rely on the Conspicuous achievement 

stratagem to sell their knowledge and skills at a higher price. Particularly, the Assertive 

Nurse-type want to realise their commercial value by being remunerated for their 

expert work. The RCN supports credentialling and provides indemnity insurance for a 

growing number of nurses in private practice or those self-employed, thus enabling 

individual nurses to change what nursing is and how it is done. 

 

The Nursing and Midwifery Council has maintained a nursing monopoly within the 

employment market by not allowing nursing associates to compete for nursing work 

outside the regulatory framework. The nursing associates are now admitted to the 

register with the Council; yet the employment market renumerates nurse associates 

work at the lower grade than registered nurses. This is yet another example of nursing 

getting ahead in terms of social and economic status and despite the nursing work 

reclassification. As any other mature profession, for example the medical profession, 

nursing is now able to pass lower-classed work to other accountable professionals 

(Daetwyler 2007).  

 

The nursing example in this thesis has shown that nursing is not, as the nursing 

regulator would have it, an homogenous collective of the same type of people, people 

with the same approach and requiring the same support. Forcing an homogeneous 

approach may serve well during nursing in the pre-registration programmes to deselect 

unsuitable candidates from nursing.  Post-registration, nurses’ personal concepts of 

their professional role is further formed through their temperament, communities of 

practice and institutions they work and interact with.  This research has demonstrated 

heterogeneity of nursing, showing that at least six types of personal concepts of 

nursing circulate, to some degree, within the nursing profession. 

 

The research presented herein has confirmed that personal and professional values in 

combination are instrumental in clarifying personal concepts of nurses’ professional 
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role. The values serve as a filter to discern what creates tensions within the 

professional role. 

 

In terms of learning theory, communities of practice offer opportunities to internalise 

a personal concept of a professional role; however, there is little consequence if this 

does not occur. In professionalisation, a person is likely to be ostracised or excluded 

from a profession if they do not internalise professions values, practice standards or 

behaviours. This research has shown that in nursing this occurs on a collective level but 

also on an individual level. For example, the Assertive Nurse-type uses the stratagem of 

Safety-netting as a way of avoiding any association with colleagues’ poor practice. 

 

The research undertaken has shown that the nurse’s temperament determines how 

they cope, or not, with their own personal concept of nursing and related tensions.  

For example, the Conscientious Nurse-type engages the stratagem of Normalising 

emotions to overcome guilt and maintain their self-esteem. Similarly, the Caring Nurse-

type engages the stratagem of Self-preservation to communicate their personal value 

and the Collected Nurse-type engages the stratagem Validating important to 

communicate their fundamental conditions of practice. Nurses esteem the quality, 

trust and safety that the nursing profession, as a group, provides. This is reflected in 

many nurse-types’ personal concepts of their professional roles. The Elite championing 

stratagem is used by a variety of nurse-types to demonstrate reasons for their own 

inclusion within the nursing profession, or to indicate why others, who do not conform 

to values and standards, should be excluded from the profession. Whilst employers’ 

creation of work roles causes the majority of sources of tensions within nurses’ post-

registration practice, this study identified that, for example, the Conscientious Nurse-

type’s and the Vocational Nurse-type’s personal concepts of nursing include 

partnerships with the employer.  

 

Caza and Creary’s (2016) research helped to clarify that nurses’ personal concepts of 

nursing are, in nature, multi-professional identity constructs. All five multi-professional 

identity constructs (intercession, dominance, compartmentalisation, holism and 

augmentation) were found operating within the nurse-types identified in this research. 

The present research study has expanded Caza and Creary’s (2016) research in that the 
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presence of successful stratagems delivers better job satisfaction and self-esteem, 

often triggering a shift towards a hybrid nursing role. For example, the Assertive Nurse-

type in this thesis is clearly negotiating with the employer about what nursing work 

they will, or not, take on. This nurse-type now operate a role with a narrow focus and 

want to be known as an expert. This is the only way they can cope and remain in 

nursing. For this reason, this research has deduced that a reduced alignment of 

personal concepts of a professional role with work increases a risk of discontinuities 

and professionals leaving their profession. Responding to nurses’ stratagems at work is 

likely to result in a greater number of multi-professional role identities, better 

alignment with their professional role and higher retention of nurses.   

 

These research findings have been compared and contrasted with the authoritative 

work of Menzies Lyth (1960). Menzies Lyth’s (1960) research provided insight reflective 

of 1960s nursing. Out of 10 defense mechanisms in nursing, research participants in 

this research have shown that the causality of those defense mechanisms has changed 

and some are no longer evident. For example, the Humanitarian and Collected Nurse-

types do not deny their individual self by wearing a nursing uniform but instead 

promote the professional values by wearing nursing uniform; not intending to hide 

behind the uniform as indicated by Menzies Lyth (1960). Menzies Lyth (1960) proposed 

that nurses engage in routines and resist change to avoid stress, yet the work 

presented in this thesis has identified that in the absence of safe procedures nurses will 

follow safe routines and evidence-based practice to keep patients safe. For the same 

reason nurses will critically appraise any management change. The research findings 

have highlighted that the Caring Nurse-type resisted a change when they thought it 

was not productive.  On the other hand, a few of Menzies Lyth’s defense mechanisms 

exposed in nursing in her original study are still evident.  The Humanitarian, the 

Collected and the Caring Nurse-types check and countercheck practice not just to avoid 

weight of responsibility but primarily to ensure patients’ safety. The Assertive Nurse-

type has internalised detachment from patients to some degree to manage reactivity of 

their emotions and thoughts, something that Menzies Lyth observed in nursing in the 

1960s. 

 

Equipped with personal concepts of nursing, this research reviewed the RCN’s (2014b) 
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approach to characterising nursing. It became evident that some of the RCN’s 

characteristics of nursing could be descriptors of any profession. Any future definition 

of nursing should be conceptualised in professionalisation theory and clearly outline 

the nursing profession’s jurisdiction and mandate. This thesis suggests that nursing’s 

purpose is to evaluate and execute person-centered health and care outcomes 

professionally, safely, effectively, and where needed with the assistance of others.  Not 

to be mistaken for a display of kindness and concern, nursing is to deliver patient-

centered health outcomes which combine nursing ideology and critically applied 

nursing knowledge and judgement. 

 

This thesis has empirically identified personal concepts of nursing and compared and 

contrasted them against expectations promulgated by the regulator and others. Some 

stratagems are more consistent than others with these expectations. For example, the 

stratagem of Inconspicuous concealment contrasts with the employers’ expectations, 

and to some degree with the regulator, both requiring transparency and accountability. 

The stratagem of Assertive coordination contrasts with the expectation of the patients 

and employers, in that nurses’ role should be utilised to deliver lower-class or non-

nursing activities. The stratagem of Mediation too contrasts with the employers’ 

expectation to deliver personalised health and care within standardised resource 

allocation. It is evident that, for some work situations, nurses have no successful 

stratagems to remain in their professional work and they are unable to complete their 

nursing work as intended. As a result, some nurses burn out, take a break from the 

professional work, develop ill health, or leave the profession. As it is clear from Table 

15, nurses view is that the general consensus of the state and market is that nurses’ 

health and safety require consideration but patients requiring nursing come first.  

 

7.3. RESEARCH STRENGTHS, LIMITATIONS AND FURTHER RESEARCH 
RECOMMENDATIONS 
 

Typically, the ‘Q’ methodology results relate directly to the research participants. They 

may not be exhaustive, nor representative and therefore, this research is limited in 

producing generalisations applicable to nursing in its entirety. However, the robust ‘Q’ 

methodology procedures used in this thesis confirmed that personal concepts of 
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professionalised nursing exist, that they are held and used by registered nurses in their 

everyday practice.  The ‘Q’ methodology was successful in bridging a gap and 

describing some of the nurses’ personal concepts of professional nursing, related 

tensions and stratagems, for the first time and in an original way.  

This research represents a first attempt to outline individual elements of 

professionalisation. The author has used the social learning theory of communities of 

practice, motivational theory and multi-professional role identity theory to analyse and 

describe personal concepts of a professional role, related tensions and stratagems, 

within the example of nursing. However, there may be shortcomings in the design or 

content of this research and further studies of this type could complement this 

foundational study. This can be done in a number of ways: 

 

1. This research utilised Freidson’s theory of Professionalism to review collective 

elements of professionalism. A similar theory could be developed to analyse 

individual elements of professionalism as a continuation to Freidson’s theory of 

Professionalism.  

 

2. The nursing profession shares some jurisdictions with the medical profession to 

diagnose, treat, heal as well as refer patients to other professionals. It may be 

of interest to study how this has altered the relationship between the nursing 

and medical professions.  

 
Further, it may be of interest to distinguish whether the change in jurisdiction 

represents nursing professionalisation or is in fact a case of nursing diversifying 

into medicine and private practice. 

 

The nursing profession utilises the medical profession’s knowledge to enact 

new jurisdictions whilst being accountable for their actions and omissions to 

the Nursing and Midwifery Council. It may be appropriate to undertake a study 

into regulation of new jurisdictions. 

 



199 
 

3. Caza and Creary’s (2016) theory of multi-professional role identity as well as 

the development of hybrid nursing roles were confirmed by this research. 

Hybrid roles require specific support from employers otherwise they will either 

overwhelm or not support professionalisation. It may be of interest to 

determine the best way of supporting hybrid roles and multi-professional role 

identities. 

 

4. The RCN has repeatedly called for the nurses needing to decide what nursing is 

and what nursing does, otherwise its progress towards achieving improved 

social and economic status is not assured. This thesis has provided data which 

may enable the RCN to review the definitions and characterisations of nursing. 

 
5. As described by Horn (2016), professional role identity of teachers has been 

observed to experience tensions similar to those in nursing. This thesis offers 

‘Q’ methodology procedures to analyse other professions’ personal concepts of 

professional role, tensions and stratagems in a similar way.    

 

A possible extension to this research is to further evaluate the causality and role of 

stratagems in advancing professionalisation.  This is suggested because this research 

has demonstrated that nurses’ stratagems operate on the boundaries of other 

professions’ knowledge or business practices. For example, the Conscientious Nurse-

type or the Assertive Nurse-type in this research have internalised a degree of, 

although different aspects of, commercialism within their professional role identity.  

The Assertive Nurse-type shows how part of their professional role identity internalises 

parts of another profession’s role identity i.e., medicine.  

 

7.3.1. RESEARCH IMPLICATIONS 
 

My motivation for doing this research was to improve our understanding of nursing 

and highlight successful ways of navigating nursing practice. The strength of this 

research lies in it being conceptualised in the field of professionalisation. The 

application of ‘Q’ methodology in this study gave nurses a voice. Nurses expressed 

distinctive views and tensions that they experience in direct response to what was 
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happening within their profession and individual roles. Further, nurses shared their 

successful ways of navigating some of the tensions they experienced, demonstrating 

the professions’ resilience and highlighting a hope for the future of nursing. There are 

implications that stem from this research, especially for nurses’ educators, employers 

and the policy makers as well as nurses in practice themselves. 

 

This research demonstrates that nurses’ educators need to formally discuss and 

prepare undergraduate student nurses for applying their personal concepts of nursing 

within the workplace and what successful stratagems there may be open to them to 

use, especially when they find themselves experiencing tensions. This will go some way 

towards preventing novice nurses burning out or experiencing disillusionment with 

nursing.  Further, nursing educators and nursing practice developers must consider 

that many nursing roles have developed beyond the boundaries of typical nursing 

roles. Therefore nurses in these roles require more guidance on how to navigate 

ethical and legal dilemmas when combining nursing with practising more tasks 

associated with medicine, working to benefit a commercial enterprise or owning a 

business. 

 

Nursing employers creating hybrid nursing roles and wishing to retain nurses in those 

roles need to signpost nurses to receive support and guidance to avoid nurses 

becoming overwhelmed and burned out. Nursing employers could achieve this by 

working directly with nursing educators and nurse practice developers, creating 

support or advisory network for nurses. 

 

Nursing policy makers must recognise that they are directing a heterogeneous 

profession and that the nursing profession will grow faster if they are allowed to 

express greater cultural and role diversity in their nursing work. This will better reflect 

patients’ and societal needs as well as the current nursing work environment. The 

nursing profession needs support and guidance to remain a trusted profession despite 

being increasingly involved in many commercial and political activities. 

 

Nursing stakeholders need to come together and adjust their understandings of 

nursing. It is time that nursing is re-defined. 
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Appendix B: NMC’s Code of Conduct analysis; liberating and 

restrictive aspects 

 

The NMC’s Code 2015 specifies that good nurses: (A) Prioritise people, (B) Practice 

effectively, (C) Preserve safety and (D) Promote Professionalism and practice. The Code 

standards elaborate on how good nurses achieve these four sections of practice and 

behaviour.  

 

A/ Prioritising People 

In prioritising people, the Code invites all nurses to make the interests of the people 

using nursing, their main concern. Working in partnership, nurses are asked to listen to 

people, and uphold people’s dignity and interests. What is in people’s interest is listed 

as care (treating people with kindness, respect and compassion), safety, privacy, 

confidentiality, rights (challenging anti discriminatory practice and recognising diversity 

and individual choice), and having their fundamental physical, social and psychological 

needs assessed and responded to effectively and without undue delay. 

 

Further, this section of the Code states that the patient is the centre of decision 

making; their individual choice, their personal view or expectation on what makes 

them well is to be explored and respected. Nurses are asked to be accommodating and 

advocating in a compassionate and polite way. 

 

In this section of the Code a nurse is therefore guided to freely engage in nursing 

people according to their choice, people’s expectations, and individualism. The 

people’s choice, a subjective world, where a patient is central to decision making, takes 

away the burden of accountability from a nurse. In the past the nurse was accountable 

to make the right decision for the patients each and every time; now it is the patient 

who is expected to choose what is right for him or her. When upholding diversities, a 

nurse is likely to adjust how she nurses people with different religious or cultural 

requirements. In this section of the Code a nurse may feel liberated to act in people’s 

interests even if the people ask for something that may not be supported or may 

appear uneconomic to the nurses’ employer or to another person trying to influence 
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the care of that individual (paragraph 3.4), i.e., child of an older person or parent to a 

child. This section of the Code in essence makes nurses accountable to patients and 

only through patients to the NMC.  The prioritising people section of the Code sets 

some boundaries and restrictions. In some places, this section introduces some 

dilemmas for the nurses. Paragraph 4 of this section is a good example, stating that, in 

acting in the best interests of people a nurse must balance the need to act in the best 

interest with a requirement to respect a person’s right to accept or refuse treatment. In 

other words, a nurse must know better than a person whether it is in their interest to 

accept or refuse treatment. Paragraph 4.2. guides further, and somewhat contradicts 

paragraph 1.4 (1.4. states that care needs to be delivered without an undue delay), that 

a nurse must first obtain and document informed consent of the person before doing 

anything. Further, in paragraph 4.3, a nurse is guided to keep to relevant laws and to 

ensure that even if people are found unable to give consent because they lack capacity, 

they remain in the centre of the decision-making process. It is clear that the Code asks 

nurses on one hand to give people a choice and help them to direct their care; on the 

other hand, the nurses are asked to check that choice and know when it is not in 

people’s interests to allow that choice to go ahead. The Codes appears to stipulate that 

the process of obtaining consent or deciding to act against a patient’s choice takes 

priority even if it causes some delay in delivering care and so one assumes that such 

delay is not classed as undue (paragraph 1.4). 

 

A further example of the Code setting restrictions to nurses’ practice and at the same 

time giving nurses freedom to interpret what is to be done is found in section 5. While 

a nurse is told that she must respect privacy and confidentiality, if a nurse thinks that 

she is acting in the name of safety and protection of the patient, she can break 

confidentiality as the protection component required by the Code overrides the 

patient’s confidentiality right. It appears that a nurse’s subjective view is acceptable in 

defining what is safe and what is not, although the NMC does not give a definition on 

this. 

 

An interesting point is made in paragraph 5.5 stating that a nurse must share the 

information about the health of patients with people and their families. The paragraph 

continues that this is to be done sensitively and in a way the people can understand. 
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The Code here gives nurses a requirement about sharing information and at the same 

time freedom to remain therapeutic rather than technically correct and factual. This 

said, later in a different section of the Code and in paragraph 14, the Code requires 

nurses to be candid, honest and factual when sharing information. It is not clear what 

applies in which situations and so this is another example where nurses' viewpoints are 

allowed. 

 

The Code appears to be silent as to how one nurse is to manage prioritising people all 

the time and ensuring that their needs are always responded to without delay. For 

example, a nurse is asked to make sure that people’s needs are responded to. Nurses 

are specifically reminded that they need to check that patients' needs were indeed 

met. However, the nurse not always has or can release the resources required to do so. 

Nursing is a paid job where nurses may be able to deliver some aspects of nursing 

activities and not all and are unlikely to cope with an ever-expanding workload. The 

nurses have set working times for which they are paid, yet in interpreting the 

responsibilities set out in the Code, some nurses may believe they remain accountable 

to respond to patients’ needs if the formal system does not stretch to cover patients’ 

needs. The Code states that the nurses must respond and act without undue delay. 

Does this apply beyond their paid time? Some nurses may believe that it does. 

 

The Code is equally silent on issues where people’s needs and desires may be very 

individual, demanding, irregular or inappropriate. While the guidance is to always 

respond compassionately and politely, is a nurse not a human being with feelings, is 

she asked to put such people’s interests first, even if by doing so, she puts herself or 

others in a vulnerable position and not just physically but emotionally and 

professionally? 

 

It appears that this section of the Code gives no room or an outlet for a nurse to 

manage her/his own thoughts and emotions and exercise own mental hygiene. The 

nurse is asked to operate as a perfectly oiled machine empowering and putting 

everyone else’s needs and choices first and definitely before her/his own. There does 

not appear to be room to object to a patient’s choice or manage expectations or 

behaviour. The focus is entirely on service to people which in many aspects leaves 
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nurses to fulfill an open book of patients’ needs, choices and requirements and this 

appears to be of unlimited scope. Have nurses such unlimited personal resources? 

Some nurses may be able to embrace this and identify with such dedication or intensity 

of knowledge and skill, some may naturally feel overwhelmed. This said, paragraph 4.4. 

gives nurses some narrow room to raise a conscientious objection to opt out of 

performing a particular procedure and to consider their own personal ethical 

requirements. This, however, is limited to two circumstances: To opt out from 

termination of pregnancies, and to opt out from participation in artificial 

conception/reproduction. 

 

 

B/ Practicing Effectively 

The Practicing Effectively section of the Code focuses on setting requirements for the 

nurses to maintain good technical abilities. The technical abilities’ standards are 

described as good only if they are in line with the evidence of best practice. The nurses 

are asked not only to perform well and safely but also to maintain a record trail to 

show that they have performed safely. The record-keeping 

requirements/accountability go beyond performance of own practice; the nurses are 

also asked to take action if someone else has not kept to recording requirements 

regarding the standards of their practice. 

 

This section of the Code gives no room for nurses to accept weakness in their abilities 

and each nurse is asked to continually reflect, take feedback, and share experiences to 

maintain safety of her/his practice. It is demanded that the nurses work transparently 

and collaboratively so everything is open to scrutiny and discussion. Paragraph 8.7. 

shows that nurses are being asked to support underperforming colleagues and yet 

never compromise patients’ and public safety. This means that, by default, the nurses 

are required to take on the workload of their underperforming colleagues and uphold 

the professions’ standards anyway. Paragraphs 9.3 and 9.4 call for a healthy debate 

among colleagues if there are issues with colleagues’ performance or a difference of 

opinion. While this gives those learning and underperforming some relief and time to 

close any gaps they have, other nurses are asked to manage those gaps in the 

meantime and remain accountable for that practice too. 
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The liberating, and in some way, challenging part of this section of the Code lies in 

nurses being asked to take active steps when they identify risks. It is not just about 

reporting the identified risks; it is also a call to action and to manage those risks. What 

remains only partially explained is how nurses go about accessing resources in 

managing those risks.  The Code tells nurses to demand resources in developing their 

own skills. The Code also says that nurses must not only assess the risks and needs but 

also follow up to check the effectiveness of any activities they have delegated; how 

nurses find time to complete all these responsibilities in their paid time or beyond 

their paid time is not explained, yet the Code is clear that the nurses are responsible 

for ensuring that safe and effective care is given. 

 

Communication requirements in terms of understanding people’s requirements and in 

being understood appear to fall on nurses’ shoulders. Yet it may be difficult for the 

nurse to respond effectively or without delay to the needs of a person from a diverse 

background if those needs are unfamiliar to the nurse. The Code does not provide 

suggestions on how the nurse is to cope with her/his own personal limitations in 

addressing people’s needs other that asking a more “qualified” colleague to help. 

 

There is a variety of nursing practice contexts and it is not possible that all nurses can 

operate expertise in all aspects of nursing or know the best practice requirements in all 

new scientific, medical and nursing discoveries. These requirements of practicing safely 

and within standards of the best practice may therefore appear overwhelming to some 

nurses. Where in the previous section, Prioritising People, nurses were invited to go 

along with patients’ subjectivity, individualities and choices and balance what is right 

for them, in Practicing Effectively, nurses are asked to apply stringent constructive and 

self-appraising/critical approaches to judge their own performance and practice so the 

patients receive safe and evidence-based nursing. This evidence-based practice may 

not always be in line what the patients choose. It may therefore not be surprising that 

some nurses may not be able to resolve a dilemma as to whether to stress what is best 

for the patient or whether to go along with what patients chose. Practically, the 

nursing environments’ resource pressures may equally impact on what one nurse can 

cope with and what decisions they make. Without spelling this out, the NMC’s Code 
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recognises the burden of responsibility that nurses must commit to and operate and, 

while the Code does not appear to accommodate any weakness in safety, it stipulates 

a requirement of indemnity insurance for all nurses. While such imposition, by 

definition, is an extreme requirement, it is at the same time a safety net for nurses to 

avoid a breakdown of their own personal securities should they find themselves asked 

to financially compensate employers or patients for their nursing practice if its 

effectiveness lapses. 

 

C/ Preserving Safety 

In this section of the Code nurses are directly asked to protect public safety. Nurses are 

asked to do so within their competencies and they are asked to exercise Duty of 

Candour in disclosing their own errors, near misses and general concerns when 

patients or public are at a safety risk. It is liberating for anyone to be able to speak up 

about concerns freely and without there being repercussions. However, there is a risk 

that some whistle-blowers are not always fully protected so it may be difficult for 

some nurses to exercise this responsibility because they may not believe that there will 

be no repercussions.  Speaking about and documenting own errors and mistakes 

where there is the possibility of being called to account for the errors and 

consequences, and in an extreme situation being on the receiving end of the law or 

financial loss, nurses as people may not feel that they naturally want to embrace this 

requirement. A near-miss situation is understood here as serious as a real incident. 

Either way, the Code makes all nurses accountable to raise concerns anyway, whether 

these are regarding their own or the colleagues’ or employer’s practices. Excellently 

performing nurses may not have an issue with this and find this liberating; some 

nurses, or those with less confident practice, or those with more accommodating 

personalities may find this difficult to operate or live with. 

 

The nurses may find it liberating, that this section of the Code at last allows them to 

think of their personal safety. Therefore, accommodation of patients’ needs and 

requirements comes secondary to nurses’ personal safety or safety of others. If nurses 

argue their point of view from a safety perspective, they can opt out from fulfilling 

patients’ irregular and inappropriate needs and expectations or object to people’s 

behaviour on the grounds of safety. 
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On one hand, it is liberating that the nurses are asked to prescribe and give treatment 

within the guidance, and the structured prescribing systems reduce nurses’ burden of 

accountability for their clinical judgements. This said, nurses as prescribers appear to 

be more restricted in their prescribing activities than other professionals, i.e., doctors, 

and some may find that the Code overly restricts their ability to tailor treatment 

through agreement with patients or perhaps good practice formalised by experience 

rather than approved clinical procedure. In the name of safety, the Code obliges nurses 

to act in a paternalistic way reducing the risk rather than exploring treatment 

opportunities and possibilities. 

 

 

D/ Promoting Professionalism and Trust 

The last section of the Code appears to define the character and behaviour of a good 

nurse and imposes these characteristics on all nurses to demonstrate and maintain. A 

nurse is asked to “live” the Code requirements at work and at home. This methodology 

is promoted in strengthening the public’s trust in the nurses as a profession. A nurse 

“should be a model of integrity and leadership for others to aspire to” the Code 

explains. For many nurses, these attributes may be inspirational and guiding/driving 

their aspirations and development. For some nurses, though, it may present yet 

another burden of responsibility and pressure to act in a way they would not naturally 

act or choose to act. This section of the Code emphasises particular ethical descriptors 

of required behaviour: Honesty, integrity, anti-discrimination, no bullying or 

harassment, knowing how nurses’ behaviour affects and influences other people, not 

cause distress or taking advantage of situations, keeping to professional boundaries, 

not expressing personal beliefs in an inappropriate way (not explaining what 

appropriate is), being a role model, staying well, refusing gifts, not endorsing 

advertising that may mislead people, and others. 

 

A nurse who is found to be dishonest, or who is charged for some unethical or criminal 

activity whether within their job or in their personal life is unlikely to stay within the 

Code requirements. It is known that not all nurses choose to become nurses because 

of their charitable and selfless or ethical motives. Some nurses enter the profession to 
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gain a job that enables them to earn money and finance their livelihoods. Perhaps a 

more pragmatic choice, those nurses go to work to be paid for the service they give 

and to collect their salaries. Those nurses may not identify with or feel motivated to 

endure such ethical obligations or wish to go the extra mile and yet they may feel the 

need be good nurses, i.e., do their job well. 

 

In paragraph 24 nurses are asked to respond to complaints made against them 

professionally and not to allow this to affect the care provided. While some nurses 

may embrace the opportunity to improve their practice as a result of complaints, 

others may struggle to cope with their personal abilities to endure public criticism or 

restrain themselves from showing their own personal emotional reaction. Nurses must 

be able to maintain practice standards whatever their emotional and internal situation 

and that may be difficult. In this section of the Code the behaviours and practice 

requirements appear to be prescribed, leaving minimal room for diverse views, 

subjectivity and personal struggles that nurses as people may hold and experience. 
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Appendix C: Five different multi-professional role identity 
constructs 
 

Caza and Creary (2016) document interviews with nurses to show, and later elaborate, 

that this is to do with professionals’ self-esteem and work role satisfaction. As a result, 

the authors describe a theory on five different professional roles’ identity constructs 

each based on a specific tension.   

 

1. Professional role identity constructed by ‘intersection’ refers to hybrid 

professions. In the context of this thesis this would refer to a situation where a 

registered adult nurse independent prescriber’s credentials are required in a 

private cosmetic surgery practice to perform minor surgery or invasive 

treatment.  However, such a nurse identifies herself/himself by her/his work as 

a minor cosmetic or surgical practitioner, rather than as an adult nurse or a 

nurse prescriber. The previous professional identities are highly integrated in 

the new professional identity. The mechanism of creating such professional 

role identity by intersection is down to a simple linear cognitive construction.  

 

2. A professional role identity constructed by ‘dominance’ is where, for example, 

a nurse can be dually registered as general nurse and a mental health nurse 

and identifies self as dominant in one of those roles. The strength of the 

identification with each role will depend on the individual’s preferences and 

values and the group such a nurse uses as the point of reference. The 

mechanism of constructing professional identity by dominance is similarly 

simple as it is in intersection, where because of a distinct choice and support of 

one role identity, without much cognitive effort, a professional nurse rejects 

one over the other.  

 

3. ‘Compartmentalisation’ as a mechanism of constructing professional role 

identity occurs where an individual switch from one professional identity to 

other depending on need or situation. Here both identities are important and 

fully internalised. For example, a nurse identify themselves as a practice nurse 
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when working in a surgery, then as a project manager overseeing a building 

project. The two identities are distinct and separate, and keeping them 

separate and active will require some cognitive effort in applying both in the 

right situations. 

 

4. ‘Holism’ as a professional role identity construction is where a person 

recognises multiple professional group membership to create a complex 

professional identity that is the sum total of all professional identities, each 

equally important. An example is being a life coach as well as a healer or a yoga 

instructor; where identities fit under one umbrella identity as a life coach but 

apply different activities in different situation or location. As such, all 

professional role identities are themes, requiring complex cognitive 

construction to become integrated into something that encompasses all the 

themes. 

 

5. Professional role identity constructed by ‘augmentation’ specifies an identity 

where a person is simultaneously ‘one’ as well as ‘other’; one activates and 

supports the other; for example, a teacher as well as a pastor as well as the 

instructor. Whilst each professional role identity is distinct, augmentation 

requires complex cognitive construction to make each distinct role identity 

complement and coactive with the other role identities.  
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Appendix D: The essence and six defining characteristics of 

nursing by the RCN (2014b) 

 

The RCN (2014b) presents the international and widely used definition of nursing, and 

the best-known part of Henderson’s definition is her description of “the unique 

function of the nurse” as: 

 

“to assist the individual, sick or well, in the performance of those activities contributing 

to health or its recovery (or to peaceful death) that he would perform unaided if he had 

the necessary strength, will, or knowledge. And to do this in such a way as to help him 

gain independence as rapidly as possible…This aspect of her work, this part of her 

function, she initiates and controls; of this she is master.” 

 

The RCN (2014b) explains as unfortunate that the reminder of Henderson’s nursing 

definition is not used because it describes both independent and interdependent 

aspects of nursing practice, and a relationship between nursing and medicine (a 

nurse’s purpose is to help the patient and not the doctor): 

 

“In addition, she helps the patient to carry out the therapeutic plan as initiated by the 

physician”, and “She also, as a member of a team, helps others as they in turn help her, 

to plan and carry out the total program whether it be for improvement of health, or 

recovery from illness, or support in death.” 

 

In addition, the RCN reviewed the practice of nursing as the means by which nursing 

achieves its purpose as well as a discipline-specific knowledge base so the traditional 

UK view of nursing as doing is reflected in its definition. The RCN concluded that as a 

national nursing organisation, it is responsible for defining nurses’ roles and nursing in 

a way consistent with accepted international definitions and those relevant to their 

nation’s healthcare needs. As such the RCN recognised its responsibility; instead of a 

new definition it accepted the definition of the International Council of Nurses (1960) 

and instead concluded the essence and six defining characteristics of nursing: 
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1/ A particular purpose: Promote health, healing, growth and development, and to 

prevent disease, injury, and disability. To minimise distress and suffering and to enable 

people to understand and cope with their disease or disability, its treatment and its 

consequences. In death, purpose of nursing is to maintain the best quality of life until 

its end. 

2/ A particular mode of intervention: Empower and help people to achieve, maintain 

or recover independence. Nursing is an intellectual, physical, emotional and moral 

process which includes identification of nursing needs; therapeutic interventions and 

personal care; information, education, advice and advocacy; and physical, emotional 

and spiritual support. In addition, patient care, nursing practice includes management, 

teaching, and policy and knowledge development. 

3/A particular domain: People’s unique responses and experiences of health, illness, 

frailty, disability and health-related life events in whatever environment or 

circumstances they find themselves. People’s responses may be physiological, 

psychological, social, cultural or spiritual, and often are a combination of all of these. 

The term ‘people’ includes individuals of all ages, families and communities, 

throughout the entire lifespan. 

4/Particular focus: The whole person and the human response rather than a particular 

aspect of the person or a particular pathological condition. 

5/Particular value base: Ethical values which respect the dignity, autonomy and 

uniqueness of human beings, the privileged nurse-patient relationship, and the 

acceptance of personal accountability for decisions and actions. These values are 

expressed in written codes of ethics and supported by a system of professional 

regulation. 

6/A commitment to partnership: This includes partnerships with patients, their 

relatives and other carers, and in collaboration with others as members of a 

multidisciplinary team. Where appropriate they will lead the team, prescribing, 

delegating and supervising the work of others; at other times, they will participate 

under the leadership of others. At all times, however, they remain personally and 

professionally accountable for their own decisions and actions. 

 

In summating, the RCN presented the six characteristics of nursing conjoined, united, 

and supported around the core definition of nursing, which is: 
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 “The use of clinical judgement in the provision of care to enable people to improve, 

maintain, or recover health, to cope with health problems, and to achieve the best 

possible quality of life, whatever their disease or disability, until death.” 

 

However, after providing this core definition, the RCN reminded us that while some 

essential characteristics of nursing could be captured in a definition other could not be 

since “all nurses carry in their heads a personal concept of nursing - what it is, what it 

is for and how do we do it” (RCN 2014b).  The problem is, at least in the UK, that these 

concepts are rarely put into words and so we do not know nurses’ personal concepts 

or whether these are shared among nurses, let alone how these resonate with the 

public and patients.
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Appendix E: Concourse 
 

Reference Link/Access Summary Interesting points to note Candidate topic for Q-sort Objective 

Polarised 
theoretical/hist
orical 
viewpoints on 
nursing (books, 
journals): 

     

Castledine 
(2005) 

This view is 
shared by the 
RCN and the 
NMC and some 
FGN (focus 
group). 

Nursing is based on long-standing 
tradition of caring. 

This position is based on parts of nursing history 
where religious orders provided compassionate 
nursing to anyone who needed it and at any 
hour. Nursing here is described as noble with 
people having saintly conduct, being caring and 
vocational and therefore highly respected. 

1. Nursing and nurses 
provide selfless focus on 
patients and their 
individual needs, even if 
this is sometimes to the 
detriment of nurses’ own 
human needs. 

To confirm 
nursing tradition 
as ultimately 
caring. Ethical and 
an altruistic 
profession. 

Nutting and 
Dock (1907) 

Some FGNs 
shared this view. 
 
Organisations 
employ nurses 
into nurses’ jobs 
and pay by 
hour/salary. This 
is time-
bounded. 
 
The RCN 
stipulates that 
employers do 
not understand 
nursing 
boundaries and 

Nurses have diverse origins and 
different values and lifestyle 
requirements. Some nurses 
embraced nurses’ conduct 
requirements and some did not. 
Many came from poor backgrounds 
and needed to earn money. Nursing 
was plagued by lack of care, 
described by nurses’ poor behaviour, 
drunkenness affecting their work, 
lack of aptitude to care and nurse, 
and shortage of nurses as attrition 
very high. 

Nursing provides jobs for diverse people who 
need money to survive in the world. Not all 
nurses have a saintly conduct or are ethically 
focused and so not all will embrace caring and 
compassionate values. Contrarily, nurses 
exchange their time to look after ill people for 
money. Caring, compassionate nature or not - 
such people still attend to people because 
nursing is given to people. In absence of care 
and/or compassion, nursing will be given but 
practice may reflect lack or care and 
compassion. 

2. Nursing provides jobs for 
diverse people who need 
money to survive in the 
world. 

3. Nursing is a job. Once the 
paid job is done, a nurse is 
free (physically and 
emotionally) from nursing 
obligations to follow 
her/his own lifestyle. 

4. Nursing is a people-
focused role; be it given in 
absence of care or 
compassion; it is still 
given. 

5. Nursing practice may be 
rushed, inappropriate, 

To show that 
nursing is a 
people-focused 
role and nurses 
take it on to earn 
their living and 
meet their own 
material and 
personal needs. 
 
To provide a link 
between values 
and practice. 
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Reference Link/Access Summary Interesting points to note Candidate topic for Q-sort Objective 

devise 
jobs/nursing 
roles in a 
contriving way. 
 
Nursing has fluid 
boundaries? 

details overlooked if the 
nurse has not considered 
the patient and their 
individual needs with care 
and compassion but cares 
about other things. 

O’Lynn and 
Tranbarger 
(2007) 

The RNC 
propagates 
methodical 
nursing as one 
of its six nursing 
characteristics 

While religious orders followed their 
religious objectives in delivering care 
and nursing, this was not a scientific 
nursing. Their nursing was based on 
saving souls from hell.  Traditional 
nursing foundations were built on 
economical need: curing injuries and 
ailments towards rehabilitation and 
returning person to productivity as 
much as possible. Nursing was a 
military-like discipline. 

Nursing is a methodical discipline that enables 
injured and ill people to get back to their lives 
as much as possible. It is not driven by care and 
compassion. It is based on mastery of 
knowledge and skill application within the 
context of orderliness, regulation, self-control 
and focus to achieve optimum health. 

6. Care and compassion may 
be helpful but 
unnecessary. Nursing 
knowledge and skill 
combining, applied 
methodically, are 
ultimately the key to 
providing patients 
optimum outcomes in 
achieving health and 
regaining their abilities. 

7. Nursing provided in a 
disciplined and orderly 
way provides the safest 
and most predictable 
outcomes for patients. 

To show that 
patients’ 
optimum 
outcomes depend 
on master 
application of 
nursing 
knowledge and 
skill, that 
subscribe to a 
strict discipline 
rather than 
values. 

Florence 
Nightingale 
(1900) 

Some FGNs are 
former carers; 
but say nursing 
is a very 
different kettle 
of fish. 
 
 
 
 

Women’s nature is better suited to 
organising, performing and 
supervising nursing; this is based on 
the stereotype that women were 
more likely to be natural caretakers 
as this was their socially expected 
role in families. However, the 
professional nurse had to detach 
herself from showing her/his human 
side and by wearing a uniform and 

Those that have cared before make better 
nurses or are more likely to decide to take up 
nursing. However, to nurse, one has to suppress 
their human nature in their heads and 
symbolically to operate solely in patients’ 
interests and altruistically. Methodical and 
therapeutic nursing is achieved more effectively 
when the nurse focuses on patients’ needs and 
removes her/his own needs from the situation.  
 

8. Nursing another is 
rewarding because people 
feel valued by those that 
they have helped. 

9. Nursing another is 
rewarding because nurses 
become empowered by 
the mastery of nursing. 

10. It is difficult to suppress 
(nurses’) own human 

To show that 
experience of 
caring/nursing 
makes people feel 
good so they 
continue caring 
and may choose 
nursing. 
 
To show that 
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Reference Link/Access Summary Interesting points to note Candidate topic for Q-sort Objective 

 
Some candidate 
points may be 
refined in light 
of views on 
nursing in 
organisations. 

by showing ethically higher levels of 
being (different position from 
religious nobleness). Such a nurse 
then can focus on patients fully and 
provide methodical and therapeutic 
nursing via:  
Care of environment 
Supporting good body temperature 
Providing food and drink 
Providing wound care and bandaging 
Ensuring good hygiene 
Giving health advice 
Supporting mobility during injuries 
and disabilities 
Providing emotional and scientific 
support during dying phase 
Providing family support. 

Nursing essentially encompasses:  

 Essential care of patient so they 
survive: food and drink, warmth, 
hygiene, sleep and safe shelter. 

 Methodical treatment of injuries or 
illness. 

 Education to stay well and healthy. 

 Demonstration how to exist with 
disability/illness. 

 Assimilation back to family. 

 Assist dying towards comfortable 
death. 

needs and wants; 
however, most efficient 
nursing is provided by 
being focused on patients’ 
needs.  

11. A uniform helps nurses to 
show patients that as a 
nurse the uniformed 
person has knowledge, 
skills and unselfish 
motives and therefore can 
be trusted. 

12. Nursing comprises people 
and material resources: to 
enable patients to survive, 
to be treated, educated to 
stay well and maintain life 
as well as social life. Even 
the dying and dead need 
such nursing. Nursing is 
tied to a place where 
there are nurses able to 
access resources to be 
able to provide effective 
nursing. 

13. In absence of nursing 
material resources, 
people/nurses cannot 
provide effective nursing. 
In absence of nurses, 
people in a resourced 
place for provision of 
nursing, will not receive 

nursing is thought 
more efficient if it 
does not contain 
the human 
element. 
 
To show nurses’ 
awareness and 
choice to actively 
suppress their 
own human 
needs and 
preferences. 
 
To specify 
elements of 
nursing. 
 
 
To show that 
nursing 
institutions 
cannot operate 
effective nursing 
without nurses, 
and vice versa. 
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Reference Link/Access Summary Interesting points to note Candidate topic for Q-sort Objective 

this nursing because other 
people can only guess and 
try to put the available 
resources to use and 
provide nursing. 

Stephenson 
(2017) Nursing 
Times. 
Exclusive: 
Nursing needs 
to confront its 
weight problem. 

Links with NMC 
Code of 
Conduct. 

“People are less likely to believe or 
act on healthy lifestyle advice from 
an overweight nursing professional, 
according to research by a former 
nurse who says it is time to be more 
honest about this taboo topic.” 

Code of conduct says that nurses must lead by 
example, so people aspire to be them. 
Otherwise, the nursing profession cannot be 
trusted. 

14. An obese nurse (self-
inflicted) is failing in 
her/his conduct to lead 
people by giving them an 
appropriate example. 

To show that 
nurses’ personal 
life choices 
impact the 
professional life 
and ability to lead 
by example. 

Williamson 
(2008) 

 Williamson identified that for the 
midwives to give culturally-sensitive 
care they had to allow their 
perception of cultural norms, drilled 
into them during training, lapse.  
Where midwives were unable to do 
this in a busy hospital and expected 
indigenous women to operate within 
the cultural norms known by nurses, 
this became a barrier to offering 
good healthcare. Nursing people 
from minorities requires nurses to 
operate within those cultural 
sensitivities. 

Personalising care means that nurses should be 
able to practice outside their standardised 
cultural norms. 
 
If the purpose of nursing is to optimise health 
for patients, then the means justify the ends, 
however much outside of institutions’ cultures 
these means may be.  

15. Personalising care means 
that nurses should be able 
to practice outside their 
standardised cultural 
norms. 

16. If a nurse identifies a 
creative way of meeting 
patients’ health needs, 
this should be resourced 
by organisations and 
accepted as part of 
nursing flexible cultural 
boundaries, i.e., including 
sexual and gender-specific 
needs. 

To show that 
nursing, in order 
to meet people’s 
healthcare needs, 
may be required 
to go above and 
beyond the 
standardised 
cultural norms 
within universal 
regulated nursing. 

King’s College 
(2008) 

 Nurse training does not prepare 
nurses for practice in real 
environments and that nurses need 
more support to be able to meet the 
demands of the workplace. The 
King’s College Report in 2008 

Nurses are not prepared effectively to function 
well within organisations. 

17. Organisations place an 
undue demand on nurses, 
and many cannot cope. 

To show a 
discourse in 
organisations 
engaging nurses:  
 
1. Nurses finding 
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Reference Link/Access Summary Interesting points to note Candidate topic for Q-sort Objective 

showed that a student nurse 
transition to a working nurse is 
troublesome in that many new 
nurses experienced a shock by the 
demanding workload placed on 
them. 

it difficult 
operating within 
organisations. 
 
2. Organisations’ 
expectations of 
nurses do not 
reflect regulated 
nursing 
standards.  

Institute of 
Employment 
studies (2016) 

Offers factual 
views but also 
some that are 
not in line with 
what FGNs said. 

The reason for shortages is shown to 
be that nursing does not attract new 
recruits, that a large proportion of 
nurses are ageing and leaving 
profession and that post the Francis 
Report, bigger numbers of nurses 
are required to provide safe staffing 
levels. Other factors were identified 
as workplace pressures, most 
commonly long hours and burnout, 
pay freezes and low morale. 

More nurses required to meet public needs. 
 
Workplace pressures: long hours, burnout, low 
morale. 
 
Pay freezes. 

18. Nursing is not well 
rewarded financially. 

19. Nursing should not entail 
long hours but 
organisations demand it 
because there are too few 
nurses. 

20. Nursing is physically and 
psychologically 
demanding and nurses 
cannot cope with the 
intensity of it over time.  

21. Due to low pay and a need 
to earn a wage to sustain 
lifestyle of a nurse, nurses 
accept a risk to their 
physical and emotional 
wellbeing and take on 
more nursing hours than 
they can cope with. 

22. Nurses are on the 
continual lookout for 
employment where they 

To consider latest 
official and 
national survey 
results in nursing 
and current issues 
in nursing and 
draw statements 
from them. 
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Reference Link/Access Summary Interesting points to note Candidate topic for Q-sort Objective 

can get least work 
pressure and maximum 
pay. 

23. The organisations do not 
factor the intensity and 
nurses’ physical and 
emotional resource 
limitations when planning 
safe deployment of 
nurses. 

24. The pay makes nurses 
more self-centred and 
because nurses want to be 
a good example to others 
and to look after 
themselves and their 
families. 

Skill for Care 
Council (2015) 

Links to the 
above points 
from the 
Institute of 
Employment 
studies (2016). 
 
Also, King’s 
College 
suggestion. 

Notes that 40% of healthcare staff 
absences in 2014 were down to 
work-related stress. Their solution is 
in upskilling the workforce in 
resilience skills and in remaining 
positive as opposed to the current 
situation where the workforce is 
described as unable to cope; in other 
words, fragile and weak.  
 

 25. Sick leave is a form of 
acceptable arrangement 
for nurses to recharge and 
be able to return to 
nursing. There is no other 
way, except for statutory 
annual leave, for nurse to 
take time off to recharge 
legitimately. 

26. Nurses need to be taught 
how to become more 
resilient and assertive as 
oppose to obliging, 
accommodating at any 
cost. 

Show specifically 
that 
emotionally/ment
ally nurses are 
not coping with 
workplaces/organ
isations. 

Savage and  Accountability overlaps with Accountability provides for obligation to 27. It is rare in nursing to have Specify what kind 
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Reference Link/Access Summary Interesting points to note Candidate topic for Q-sort Objective 

Moore (2004) responsibility, where accountable 
suggests being “liable to be called to 
account” but responsibility 
introduces a notion of being capable 
and credible to fulfil an obligation. In 
other words, a nurse must be 
capable and know how to be 
accountable. The burden of 
accountability is increased where the 
nurse is a key decision maker and 
practices autonomously. Where a 
nurse functions as a decision maker 
or a practitioner, it then exposes 
her/him to accept accountability 
personally for managing clinical and 
ethical risks as well as performing 
medical treatments.  
 

disclose. 
Responsibility is fulfilling the obligation 
competently. 
 
Nurses operate shared accountability 
(multidisciplinary team) but also personal when 
they are sole decision makers. When practicing 
autonomously and making their own decisions 
they are personally accountable for those 
decisions. 

sole accountability and 
responsibility for their 
decisions. 

28. Nurses have sole 
accountability for the 
standard of their own 
practice. 

of accountability 
applies to/defines 
nursing. 

Lewis and Soule 
(2006) 

 If a nurse has to consult with a 
patient or a patient’s care plan the 
nurse is not providing autonomous 
practice as she is actually making 
decisions based on the patient’s 
choice. Similarly, if a nurse needs to 
consult with a physician, this also is 
not an autonomous action. The 
authors suggest that autonomy 
represents freedom to make a 
judgement but that it is the 
authority that will give legitimate 
power to fulfil or complete an 
obligation. The authority in this 
sense in many ways rests on 

Nurse always consider evidence, patients’ 
choice, procedure, managers, other 
practitioners and so they are not self-governing 
their decision in a pure sense. Nurses are free 
though to make judgements but even then, 
most of the time, they need either authority or 
authorisation to complete obligations. In this 
sense decision making, completion of obligation 
is generally shared, and judgements may be 
autonomous. 

29. The role of a nurse is to 
consider all resources 
available and make 
judgements about people 
and situations known. 

30. The role of a nurse is to 
share her/his judgements 
with others to make 
decisions and plans of 
care. 

To explore how 
nurses act 
autonomously. 
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Reference Link/Access Summary Interesting points to note Candidate topic for Q-sort Objective 

deploying a resource which in many 
cases is apportioned by institutions, 
protocols and employers. Few nurses 
have ultimate authority over 
resources and so the majority of 
nurses’ accountability for nursing 
provision is shared by those who 
control those resources (Savage and 
Moore 2004).  
 

Savage and 
Moore (2004) 

Links with 
accountability 
and autonomy 
topic. 

Savage and Moore in 2004 predicted 
that omissions in recording practice 
will be increasingly used against 
nurses to scrutinise their practice 
and make judgements regarding 
nurses’ ability to work 
autonomously. To demonstrate 
accountability nurses are asked to 
transparently disclose and 
communicate resource 
requirements rather than provide 
and meet all requirements. Because 
nurses often do not have authority 
over resources, they take on a role 
of coordinators that are constantly 
required to communicate and 
evidence their judgements and 
recommendations (Weston 2010). 
Nurses’ autonomy is therefore 
demonstrated in its purest in a form 
of a clinical judgement and their 
response to it. On one hand, a nurse 
needs to be a competent clinical 

In continuation of the above; salient recording 
should demonstrate judgements made and how 
decisions or information were shared. 
 
 
A nurse = coordinator or care required 
Nursing = constantly thinking about and 
evaluating requirements according to risk and 
priorities 
Nursing: response and delivery of care 

 
31. The fundamental 

methodology of nursing 
lies in observation, 
engaging cognitive 
processes and constantly 
evaluation of risks. 
 

32. The fundamental 
methodology in practicing 
accountability means 
making records of 
judgements made and the 
consequent response to 
those judgements. 
 

33. The methodology of 
providing response to 
nursing judgement 
responsibly is by selecting 
team to share judgements 
made, devising plan of 
response and competently 

To provide more 
angles on 
accountability. 
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Reference Link/Access Summary Interesting points to note Candidate topic for Q-sort Objective 

thinker, on the other hand a 
competent coordinator. 

delivering nurses’ part of 
direct care. 

Finningan, L. 
(2016) 

 Mrs Kuteh, senior nurse with 15 
years of practice, being dismissed 
from her job in 2015 because she 
offered to pray for some patients 
prior to their surgery, even though 
her employer's assessment practice 
required her to ask patients about 
their religion and talk about it 
(Finnigan 2016). In the interview 
with The Telegraph's journalist, Mrs 
Kuteh said that she sought nothing 
less than to comfort and care for her 
patients. Mrs Kuteh’s employer has 
judged her behaviours as 
inappropriate because Mrs Kuteh 
was imposing her personal beliefs on 
patients and did not stay true to her 
professional principles. 

Nursing professional value is to be holistic 
(NMC). Here, holistic assessment and 
intervention was not welcome. 
 
Nursing ethic was followed: seeing to comfort 
of a patient. 
 
The NMC Code of conduct says not to impose 
personal beliefs on nurses’ practice.  
 
A nurse is observed and judged by patients. 
Patients’ judgement about a nurse will create a 
response and may affect relationships with the 
nurse. 

34. Even though ‘holistic’ in 
general terms involves 
consideration of body, 
mind and soul, in nursing 
knowledge, spirituality 
and religion is too 
personal and so it is not 
an obligation of a nurse to 
address it. 

35. Patients with spiritual and 
religious needs have no 
entitlement to have such 
ritual requirements met in 
formal nursing 
organisations (hospitals). 

36. Patients who require 
specific cultural, spiritual 
or religious rituals cannot 
be embraced by nurses as 
this may detract from 
other patients, with 
different ritual 
requirements, from 
forming therapeutic 
relationship with nurses. 

37. Nursing cannot embrace 
diversity and demonstrate 
neutrality because the 
population is intolerant of 
differences. 

38. If a nurse identifies 

To explore holistic 
nursing and how 
it includes 
meeting spiritual 
and religious 
needs. 
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Reference Link/Access Summary Interesting points to note Candidate topic for Q-sort Objective 

religious and spiritual 
needs, she must opt 
herself/himself out from 
delivering it even if she is 
able. Instead, she must 
arrange, where possible, 
for a desired spiritual or 
religious representative to 
meet such specific needs. 

Funning (2010) Links to 
previous: 
Finnigan, 2016. 

A survey of 4000 nurses identified 
meeting patients’ spiritual needs as 
extremely important, yet only 5% 
said that they achieve this goal. 

Nurses avoid or do not know how to meet 
spiritual needs.  
 
Nurses say that meeting patients’ spiritual 
needs is of extreme value to patients. 

39. Meeting patients’ spiritual 
needs is of extreme value 
to patients and so should 
form part of standard 
nursing assessment and 
plan. 
 

40. Spiritual care of patients is 
nice to have rather than a 
nursing obligation. 
 

41. Pastoral care and offering 
direct spiritual support are 
considered part of nursing 
knowledge, responsibility 
or obligation. 
 

42. Nurses should be able to 
access any resources, 
including their personal 
spiritual ones, if this helps 
to meet patients’ needs 
and support their 
recovery. 

To explore holistic 
nursing and how 
it clearly does not 
include spiritual 
and religious 
needs well. 
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Balboni et al. 
(2007) 

 Another survey by Balboni at al. 
(2007) in a study of 230 patients 
from diverse ethnic backgrounds 
with advanced cancer found that 
72% people felt their spiritual needs 
were not met or only minimally met. 
Spiritual practices such as prayer, 
yoga, music, nature, and meditation 
are the most common presentations 
within religious and spiritual 
practice. Yet nurses practicing these 
are not the norm even though 
hospitals and hospices offer 
chaplaincy services. Even if they are, 
they are not encouraged to practice 
or promote these; in the eyes of the 
nursing community, such practice is 
not prioritised or seen as scientific 
nursing (Funning 2010).  A 
contradiction in kind is that 
assessment and fulfilment of 
patients’ psychological needs 
(emotional, cultural and spiritual 
world) is firmly embedded in nursing 
models such as Activities of Living by 
Roper et al. (1980) that is widely in 
use nowadays.  
 
 

Spiritual practices such as prayer, yoga, music, 
nature, meditation are most common 
presentations within religious and spiritual 
practice. 
 
Organisations provide chaplaincy but in light of 
the above these do not cover most common 
religious and spiritual practice, so are even 
organisations out of touch? 
 
Nursing community sees spiritual practice as 
not scientific. 
 
Spiritual and religious needs are part of 
emotional/psychological needs firmly 
embedded in nursing models. 
Considering 2017 terrorist attacks by an 
extreme religion, religion is perceived as a 
threat to humanity. 
 
Should there be a private space? 

43. Organisations, not nurses, 
should provide specific 
resources in meeting 
patients’ religious and 
spiritual needs. 

44. If nurses do not tell 
organisations why to 
value and how to resource 
patients’ religious and 
spiritual needs, 
organisations will not 
provide these. 

45. Majority of nurses have 
considered evidence of 
spiritual and religious 
practice on patients 
poorly and not 
scientifically and so do not 
promote it. 

46. Nurses do not value 
spirituality and, given the 
evidence of religious 
group behaviour, see 
religion as a threat to 
humanity and to their 
core ethical values. 

47. Spiritual and religious care 
is personal and therefore 
resourced by the patients 
and practiced discreetly 
without imposition on 
other patients’ beliefs. 

48. Public and patients are 

To explore holistic 
nursing and how 
it includes 
different forms of 
meeting spiritual 
needs. 
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sometimes fearful but 
often unaccommodating 
of other people’s religious 
or spiritual practice. 

49. Spirituality and religious 
practice require to be 
exercised in private. 

NSPCC (2014). Links with 
Williamson’s 
(2008) work 
 
Links with 
meeting needs 
of diverse 
culture and 
spirituality. 

“Published case reviews highlight 
that professionals sometimes lack 
the knowledge and confidence to 
work with families from different 
cultures and religions. A lack of 
understanding of the religions and 
cultural context of families can lead 
to professionals overlooking 
situations that may put family 
members at risk; while the desire to 
be culturally-sensitive can result in 
professionals accepting lower 
standards of care. 
The learning from these reviews 
highlights that professionals need to 
take into account families’ cultural 
and religious contexts when 
undertaking assessments and 
offering support. The rights and 
needs of the child need to remain 
the focus of interventions at all 
times, regardless of this context.” 
 

Advocate:  
“Assessments should explore the impact of a 
person's culture on their life, including: spiritual 
practices, rites/blessings, beliefs and practices 
surrounding life events, dietary restrictions, 
personal care, daily rituals, communication, 
social customs and attitudes to healthcare and 
support. 
 
Services provided for families should be 
culturally sensitive. For example, it may be 
considered culturally inappropriate for a 
member of the opposite sex to discuss certain 
issues with service users, and families may feel 
more comfortable working with professionals 
from a similar cultural background. However, it 
is important that common culture or religion 
does not override other considerations, 
particularly not the child's safety.  
Professionals should always check the faith and 
marital status of pregnant women and discuss 
the impact that this may have on their 
parenting. Professionals should be aware of the 
increased risks around concealed pregnancy 
among single mothers whose faith condemns 
sex outside of marriage, and abortion. 

50. Nursing patients from 
culturally diverse 
backgrounds requires 
appreciation of the impact 
the culture has on their 
life and welfare. 

51. Culturally sensitive 
nursing may comprise a 
more socially 
accommodating approach 
rather than efficiently 
applied English regulatory 
framework. 

52. In nursing and in British 
society cultural and 
religious activities 
resulting in injury, death 
or abuse and are not in 
line with humanitarian 
principles will never be 
acceptable. 

53. Nursing knowledge on 
assessing and planning 
care that is culturally 
sensitive is not well 
developed. 

To explore holistic 
nursing and how 
it includes 
diversity and 
cultural sensitivity 
needs. 
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Where applicable, professionals should record 
the ethnicity, culture and faith of families that 
they work with. This information should be 
shared across agencies. The implications that 
ethnicity, culture and faith might have on family 
relationships should be considered.  
Professionals need the confidence to challenge 
parents who raise matters of race or religion to 
distract attention from a focus on the child. 
Professionals should work with local community 
groups to build up trust and understanding.” 

54. Nurses have no 
confidence to deliver 
culturally sensitive care. 

55. It is not within nursing gift 
to provide inclusive 
culturally sensitive care to 
people from diverse 
cultural and religious 
backgrounds. 

56. People living in England, 
should embrace English 
cultural sensitivities. 

57. People living in England, 
should expect that when 
in need of English nursing 
services, English social and 
cultural norms will be 
applied. 

58. Nursing is inclusive: 
People from diverse 
cultural background 
should have equal access 
to quality nursing service. 

Anon, nursing 
times. Nurses 
must be 
respected 
before their 
roles can be 
defined. 18 
August 2017.  

RCN (2014b) – 
definition of 
nursing. 
 
 
FGNs. 

Former Royal College of Nursing 
President Dame June Clark 
demanded that the College and 
nurses define nursing urgently. Her 
calls for action came in the wake of a 
court case in Wales, which showed 
misunderstandings between the 
local authority and the NHS about 
the tasks that should be carried out 
by a nurse. In order to save money, 

“So, what is nursing? It seems to me that no 
one can really decide whether nurses should 
diagnose, prescribe and treat, or observe, 
provide personal care and assistance to patients 
and service users.” 
 
Dame June Clark actually says that face-to-face 
provides better assessment and better clinical 
judgement in nursing. 
The Health Authorities and Councils want to pay 

59. For a nurse, having a 
protected face-to-face 
time with patients, while 
fundamental care is being 
given, is a hallmark of 
quality nursing process 
that delivers holistic 
patient care. 
 

60. A quality holistic patient 

Explore variety of 
options nurses 
may consider, to 
describe what 
encompasses 
quality holistic 
nursing. 
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the local authority was trying to pass 
some fundamental nursing and 
personal care duties to cheaper 
staff, reducing the need for 
registered nurses. Dame June’s 
belief is that it is the job of the 
profession, not health boards or 
local authorities, to define nursing. 
Concerns have been raised – and 
compounded by this court case – 
that such new nursing roles could 
remove the need for registered 
nurses to provide fundamental care, 
such as helping patients with 
washing, dressing, eating and 
drinking. These interventions give 
nurses an opportunity to observe 
their patients and assess their health 
and wellbeing. For example, when 
washing their patients, they can 
check the condition of their skin and 
ensure they are not at risk of 
pressure damage. When helping 
them to dress, they can chat and 
assess patients’ mental state. And 
experienced nurses often recognise 
subtle signs a patient is deteriorating 
before that patient’s vital signs are 
altered. The care provided by nurses 
is not a set of tasks done in isolation, 
to be ticked off and handed out to 
any pair of hands. This is a role that 
takes a holistic view of a complex 

less for direct care, so are replacing face-to-face 
direct care by a workforce unable to exercise 
assessment and clinical judgement. Without 
face-to-face, standard of nursing assessment 
and judgement will be reduced. Dame June 
Clark says the nursing profession must define 
itself. 

care can be delivered 
without a nurse having 
frequent face-to-face 
contact with their patient 
and without having 
frequent oversight of 
patients’ nutrition, 
mobility, continence and 
hygiene. 
 

61. A quality holistic nursing 
care can be delivered by 
trained nurses’ assistants 
and care workers and they 
would no longer require 
regular supervision by a 
nurse, instead, they could 
consult one if they wish. 
 

62. A well-performing nurse 
can complete a holistic 
assessment efficiently 
though an observation of 
the patient, and weighing 
information in order to 
diagnose and treat 
patients. 
 

63. A nurse responsible for 
best interest of allocated 
patients can competently 
determine how 
individuals’ care can be 



246 
 

Reference Link/Access Summary Interesting points to note Candidate topic for Q-sort Objective 

situation, and nurses can make a 
huge contribution with every 
interaction they have with their 
patients. By trying to make nurses 
work ‘to the top of licence’, as I have 
heard many times during the nursing 
associate debate, we will put 
patients at risk by denying them 
access to a crucial set of skills and 
knowledge. But what differentiates 
the care provided by a registered 
nurse from the care they can provide 
is the clinical judgement and 
expertise that will inform decision 
making about that care. Washing a 
patient requires skill, patience, an 
ability to assess, communicate, 
evaluate and treat – it is not just 
giving someone a rub with a flannel. 

managed holistically. Such 
a nurse will as have 
needed, depending on risk 
and severity of need, 
engage and disengage 
her/himself to support 
patients’ holistic needs 
well and efficiently, be it 
in her/his absence quality 
nursing care is given 
under her/his instruction 
by those less qualified. 

Jo Stephenson, 
Nursing Times, 
9th November 
2017.: Exclusive: 
‘Our image is 
out of date’, 
says nurse 
academic. 

 Reports that the nurse image is out 
of date and nurses need to define a 
new image. It has to come from 
within the profession. 

There is a learned voice from within 
experienced nursing community that nurses’ 
image is out of date. Nurses’ stereotypes and 
definitions are subject to the same. 
 
New image of nurse must come from nurses’ 
communities. 

64. Contemporary nursing 
image and definition is to 
be reflective of 
contemporary nursing 
community. 

65. Nurses know what their 
patients require and how 
best to meet their needs; 
this is contemporary 
nursing. 

66. Nurses know what their 
patients require and what 
can be done reasonably to 
meet their needs; this is 

Broadly explore 
what the new 
face of nursing 
needs to include. 
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the face of contemporary 
nursing. 

Nicola 
Merrifield, 
Nursing Times, 
6th November 
2017.: Whistle-
blowing 
guardians 'not 
making a 
difference' 

 “Around 40% of NHS staff in new 
posts designed to encourage 
colleagues to speak out about 
concerns do not agree that their role 
is making a difference, according to 
the national office coordinating the 
work.” 

Whilst nurses/guardians are willing, the system 
within they work is not responsive and they 
have no authority and resources to make 
improvements. The guardians are hitting a wall. 

67. The patients and 
institutions will need to 
accept degree of risk of 
abuse if there are no 
resources to protect them 
from abuse fully. 

68. Ideal of research and good 
practice in nursing do not 
merry with nursing reality 
within institutions. 
Nursing reality is like life; 
there are winners and 
losers; nurses have 
enough resources to 
protect weakest, others 
will need to protect 
themselves. 

69. Nurses/guardians are not 
able to protect everyone; 
however, it is in their 
power to help patients 
and their loved ones to 
protect themselves, be it 
to the detriment to the 
institution. 

To show that 
there are no 
resources for 
nurses to protect 
everyone. People 
need to take 
responsibility for 
their families, 
nurses may be 
able to protect 
weakest. 

Steve Ford, 
Nursing Times, 
27th November 
2017.: Burnout 
has ‘adverse 
effects’ on job 

 Specific characteristics among 
nurses doing shift work directly 
contribute to nurses’ burn out. 
Heavy workloads and inadequate 
skill mix cause nurses’ burnout. 

Nurses burn out has various faces; they are 
asked to be a solution to everything and take on 
anything patients need. 

70. Nurses burnout is caused 
by being available to all 
and at all times. 

71. Nurses’ ability to step up 
and step down and take 
on work from another 

To show the 
impact of nursing 
fluid boundaries 
and that these are 
not necessarily 
sustainable or 
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performance of 
nurses 

people’s job domain is 
untenable because it is 
not resourced 
appropriately by the 
managers. 

valued by nurses. 

Nicola 
Merrifield 
Nursing Times, 
17th November 
2017.: Concern 
for learning 
disability 
nursing as some 
courses ‘less 
than half full’ 

 “Serious concerns about the future 
of learning disability nursing 
programmes in England have been 
raised, as reports have emerged of 
some universities filling less than 
half of their course places this year. 
Further concern is raised in health 
visitors dropping numbers.” 

Some nursing specialties are not popular. Those 
less popular offer less definition as to their 
purpose and are not understood widely; also 
suffer more frequent cut and offer less 
job/career prospect. 

72. The popularity of a 
nursing programme will 
depend on speciality 
prestige, however, also on 
ability to sustain own 
income. 

To show that 
some aspects of 
nursing are of 
lesser value to 
nurses. 
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Nicola 
Merrifield 
(2017) Nursing 
times, 16th 
November.: 

CPD cuts 'will 

lead to fewer 
advanced 
nurses', MPs 
warned  

 Cuts are announced at the same 
time as first national guidelines are 
published for clear and consistent 
approach to training and practice 
because nurses are not able to 
navigate their training and practice 
in advanced nursing. 

There are too many initiatives and loads going 
on in advanced nursing. More information and 
requirements distort priorities and nurses are 
given yet another leadership instrument on 
their practice and training. This comes at the 
same time when these guidelines’ 
implementation cannot be fully resourced. 

73. Nursing knowledge has 
surpassed its 
contemporary value in the 
eyes of health managers. 
The managers want the 
practice but cannot or will 
not resource it. 

74. Public requires conformist 
nursing, providing good 
value rather than 
excellence. 

75. Nursing is about 
excellence and meeting 
patients’ needs.  
 
 

 
 

To show that 
excellent nursing 
comes with a 
price tag and that 
nurses’ biggest 
employers cannot 
afford it. 

Polarised 
regulatory 
viewpoints on 
nursing (NMC): 

     

Bendall and 
Raybould 
(1969) 

 Report a view that without central 
standardisation nursing science will 
not be applied consistently, nor will 
nursing care of viable quality. 
Central regulation works because 
local hospitals were unable to deal 
with nurses’ poor practice. 

Nurses themselves and their educators have 
not been able to maintain consistent practice 
standards and so nursing was devalued and 
public had no confidence in nursing. 
 
Nurses’ employers were seen as unable to deal 
with nurses’ poor practice. Also, employers’ 
practice requirements and standards were 
varied. Some nursing became not transferable 
and some was not of value. 
 

76. People trust and value 
nursing wherever they are 
because they know nurses 
keep to consistent 
national standards and 
belong to a regulated 
profession. 
 

77. Employers are unable to 
deal with poor nursing 
practice and maintain 

To show that, for 
nursing to be 
valued, it is 
believed that 
publicly central 
standardisation is 
a best way to 
offer good 
nursing service. 

http://mail.plexusnetwork.com/dc/SNwkO5TRpKTQmvP1aNIUQoBzO59bebw3Rg5pQ5r3Vj6P6olhc7FtH4bQkKFaSi5r8iS5X41X1kn83YKHwvPvMeCIe7XjeRduJpNX9dDLyig-ku307hGggsy7H0qLWE_dPhjVDDYSU4gTF8-O-YmxYC0bQX7kH-xVN5myNJuGh-GBx3xBobiYJlAD8cqGL2bGxt8kujDVJf0VPE6V3yyciifO5RaaHM6K68kBHjraPOcrnWVoLPtnuA4qh2Qjil5F1p2hos2hgkU8adx2Pf9pvfytuE2_tV_p32mnt4wk8XMiuXwaCAwG83uHWW__rTaU/T71IK0N0C003jXU123bsIB0
http://mail.plexusnetwork.com/dc/SNwkO5TRpKTQmvP1aNIUQoBzO59bebw3Rg5pQ5r3Vj6P6olhc7FtH4bQkKFaSi5r8iS5X41X1kn83YKHwvPvMeCIe7XjeRduJpNX9dDLyig-ku307hGggsy7H0qLWE_dPhjVDDYSU4gTF8-O-YmxYC0bQX7kH-xVN5myNJuGh-GBx3xBobiYJlAD8cqGL2bGxt8kujDVJf0VPE6V3yyciifO5RaaHM6K68kBHjraPOcrnWVoLPtnuA4qh2Qjil5F1p2hos2hgkU8adx2Pf9pvfytuE2_tV_p32mnt4wk8XMiuXwaCAwG83uHWW__rTaU/T71IK0N0C003jXU123bsIB0
http://mail.plexusnetwork.com/dc/SNwkO5TRpKTQmvP1aNIUQoBzO59bebw3Rg5pQ5r3Vj6P6olhc7FtH4bQkKFaSi5r8iS5X41X1kn83YKHwvPvMeCIe7XjeRduJpNX9dDLyig-ku307hGggsy7H0qLWE_dPhjVDDYSU4gTF8-O-YmxYC0bQX7kH-xVN5myNJuGh-GBx3xBobiYJlAD8cqGL2bGxt8kujDVJf0VPE6V3yyciifO5RaaHM6K68kBHjraPOcrnWVoLPtnuA4qh2Qjil5F1p2hos2hgkU8adx2Pf9pvfytuE2_tV_p32mnt4wk8XMiuXwaCAwG83uHWW__rTaU/T71IK0N0C003jXU123bsIB0
http://mail.plexusnetwork.com/dc/SNwkO5TRpKTQmvP1aNIUQoBzO59bebw3Rg5pQ5r3Vj6P6olhc7FtH4bQkKFaSi5r8iS5X41X1kn83YKHwvPvMeCIe7XjeRduJpNX9dDLyig-ku307hGggsy7H0qLWE_dPhjVDDYSU4gTF8-O-YmxYC0bQX7kH-xVN5myNJuGh-GBx3xBobiYJlAD8cqGL2bGxt8kujDVJf0VPE6V3yyciifO5RaaHM6K68kBHjraPOcrnWVoLPtnuA4qh2Qjil5F1p2hos2hgkU8adx2Pf9pvfytuE2_tV_p32mnt4wk8XMiuXwaCAwG83uHWW__rTaU/T71IK0N0C003jXU123bsIB0
http://mail.plexusnetwork.com/dc/SNwkO5TRpKTQmvP1aNIUQoBzO59bebw3Rg5pQ5r3Vj6P6olhc7FtH4bQkKFaSi5r8iS5X41X1kn83YKHwvPvMeCIe7XjeRduJpNX9dDLyig-ku307hGggsy7H0qLWE_dPhjVDDYSU4gTF8-O-YmxYC0bQX7kH-xVN5myNJuGh-GBx3xBobiYJlAD8cqGL2bGxt8kujDVJf0VPE6V3yyciifO5RaaHM6K68kBHjraPOcrnWVoLPtnuA4qh2Qjil5F1p2hos2hgkU8adx2Pf9pvfytuE2_tV_p32mnt4wk8XMiuXwaCAwG83uHWW__rTaU/T71IK0N0C003jXU123bsIB0
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Central regulation believed to bring consistency 
to nursing science. 

nursing science standards. 
 

78. Nurses, through 
education, are unable to 
sustain a kind of nursing 
that is publicly valued. 

NMC (2004, 
2008) 

 The reason for the Code of Conduct 
update was a premise that nursing 
practice will be more effective if the 
NMC also regulates nurses’ conduct. 
 
The NMC became more accountable 
to the parliament to deliver safe 
nursing care to public. Nurses 
became accountable to the NMC for 
ethical standards. 

Parliament dictates public needs and the NMC, 
and consequently nurses have to adapt. Start of 
legally enforceable compliance. Nurses either 
comply or are excluded from their profession. 

79. Nurses have to show 
obedience to “their” Code 
of Conduct otherwise they 
will be excluded from 
practicing nursing. This 
conduct is required; this is 
a crucial element of 
nursing. 

To show that a 
particular nurse’s 
conduct was key 
to what is thought 
of as good nursing 
performance. 
 
 

NMC 2015 All previous 
NMC Codes. 
 
 

Post the Mid-Staffordshire NHS 
enquiry and other publicly exposed 
disturbing evidence of abuse, the 
NMC admits that it failed to deliver 
safe nursing to the public. New Code 
and standards are published in 2014 
and 2015. The NMC changes 
standards and all nurses have to 
adapt to and embrace new 
requirements to remain compliant. 
Requirements for Duty of Candour, 
accountability to blowing a whistle 
on abuse, maintaining competence 
and revalidation. 

Hospitals, care homes and nurses are to be 
blamed; the NMC must come to the rescue. 
 
The NMC assumes nurses’ compliance with 
changes it makes. 
 
The NMC assumes nurses embrace the new 
requirements of competencies, responsibility to 
protect people from abuse, revalidation and 
self-exposure when things go wrong. 
 
The NMC assumes that nurses will not rebel as 
it is not in their nature. 
 
The NMC must survive; the NMC has not 
suffered consequences post-Mid Staffordshire 
HNS trust; the structure and function of the 

80. The NMC is a credible 
institution; nurses need 
their Alma Matter to 
maintain standards. The 
NMC can be trusted; 
nurses cannot always be 
trusted to have public 
interests at heart. 

81. Nurses unable to accept 
changes that the NMC 
dictates have an 
inappropriate conduct. 

82. Even if nurses disagree 
with some of the NMC’s 
standards, they are 
obliged to suppress their 
feelings and follow the 

To show the NMC 
homogeneous 
group approach in 
action. 
 
To show that the 
nursing institution 
is valued/trusted 
more than 
individual nurses. 
 
To introduce 
possibility of an 
existing internal 
response in 
nurses to over-
compliance, 
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regulator remained. The NMC was expected to 
fix issues.  The cost of upgraded regulation was 
met by nurses’ fees to the NMC; the NMC calls 
it nurse self-regulation. 

NMC’s standards. 
83. There is no room for a 

nurse who is making 
errors in her/his nursing 
practice. 

84. Conduct to report own 
poor practice and repent 
of his/her own practice 
publicly must be 
demonstrated by all 
nurses. 

85. Whatever the 
circumstances and 
organisational pressures, 
nurses must find strength 
to fulfil their responsibility 
and blowing a whistle on 
poor practice, even if they 
feel they are putting their 
job in jeopardy. 

86. A nurse who does not 
embrace responsibility to 
maintain standards must 
be made known to the 
public so no one can 
employ him/her to 
continue substandard 
practice. 

87. Every nurse fully 
understands requirements 
of the latest NMC Code of 
Conduct.  

increased 
responsibility and 
to public 
exposure when 
things go wrong, 
including public 
shaming. 

Appendix B, Loads of links to See Appendix B as summary points The Code asks nurses on one hand to give 88. What patients prefer is To show 
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review of the 
NMC Code of 
Conduct 2015 
(liberating and 
restrictive 
aspects). 

nursing 
competencies so 
likely need to 
form some kinds 
of conjecture. 

are recorded there already. people a choice and help them to direct their 
care; on the other hand, the nurses are asked to 
check that choice and know when it is not in 
people’s interests to allow that choice to go 
ahead. The Code appears to stipulate that the 
process of obtaining consent or deciding to act 
against the patient’s choice takes priority even 
if it causes some delay in delivering care and so 
one assumes that such delay is not classed as 
undue. 
 
A nurse is told that she must respect privacy 
and confidentiality.  If a nurse thinks that she is 
acting in the name of safety and protection of 
the patient, she can break confidentiality as the 
protection part required by the Code overrides 
the patient’s confidentiality right. It appears 
that a nurse’s subjective view is acceptable in 
defining what is safe and what is not, as the 
NMC does not give definition on this. 
 
A nurse must share the information with people 
and their families sensitively about the health of 
patients, so they can understand. The Code 
here gives nurses a requirement about sharing 
information and at the same time freedom to 
remain therapeutic rather than factual and fully 
transparent about the situation. This said, later 
in a different section of the Code and in 
paragraph 14, the Code requires nurses to be 
candid, honest and factual when sharing 
information. It is not clear what applies in which 
situations and so this is another example where 

valuable to know during 
the assessment; however 
accountable nursing is 
about gatekeeping and 
about taking time to 
exercise a correct 
judgement over whether 
such preference is valid 
and can be 
accommodated.  

89. In accountable nursing, if 
a nurse judges a situation 
unsafe (and that is her/his 
prerogative to judge it 
from her/his personal 
point of view), as 
protecting people has 
priority over patients’ 
confidentiality right. 

90. The nurse can rely on 
her/his subjective 
personal judgement on 
whether to give factual 
and candid and honest 
account to patient and the 
families when sharing 
information, or whether 
to remain therapeutic and 
perhaps not factual and 
fully transparent. 

91. When people are told that 
nurses will respond 
without undue delay, this 

contradictory and 
confusing parts of 
the Code and ask 
nurses to decide 
what nursing 
actually means. 
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nurses' viewpoints   are allowed. 
 
The Code states that the nurses must respond 
and act without undue delay and ensure 
people’s needs are met even when meeting the 
need was delegated to someone else. Does this 
apply beyond their paid time? Some nurses may 
believe that it does. 
 
The Code is equally silent on issues where 
people’s needs and desires may be very 
individual, demanding, irregular or 
inappropriate. While the guidance is to always 
respond compassionately and politely, is a nurse 
not a human being with feelings, is she asked to 
put such people’s interests first, even if by doing 
so, she/he puts herself/himself or others in a 
vulnerable position and not just physically but 
emotionally and professionally? 
 
The record keeping 
requirements/accountability go beyond 
performance of own practice; the nurses are 
also asked to take action if someone else has 
not kept to records’ requirements regarding the 
standards of their practice. 
 
The nurses are required to take on the 
workload of their underperforming colleagues 
and uphold the professions’ standards anyway. 
Paragraphs 9.3 and 9.4 call for a healthy debate 
among colleagues if there are issues with 
colleagues’ performance or a difference of 

does not mean 
immediately. Nurses will 
respond once they 
assessed the situation 
fully and considered all 
the laws and guidelines. 
Their response may take 
some time. 

 
92. Nursing obligations do not 

end by delegation. 
93. Nursing obligations 

continue if need is 
identified and do not end 
when their paid shift 
ended. 

94. Nursing includes personal 
robustness to withstand 
and tolerate patients with 
expectations beyond 
nursing resources and 
those with poor 
behaviours. 

95. Nursing puts patients and 
people first despite their 
poor behaviours and 
despite such behaviour 
stretching beyond nurses’ 
comfortable personal and 
physical resources. 

96. If a nurse articulates 
evidence that 
compromises her/his or 
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opinion. While this gives those learning, and 
underperforming, some relief and time to close 
any gaps they have, other nurses are asked to 
manage those gaps in the meantime and 
remain accountable for that practice also. 
 
Nurses are being asked to take active steps 
when they identify risks. It is not just about 
reporting the identified risks; it is also a call to 
action and to manage those risks. What remains 
only partially explained is how nurses go about 
accessing resources in managing those risks.  
The Code tells nurses to demand resources 
from the employers in developing their own 
skills. 
 
The nurses may find it liberating that this 
section of the Code at last allows them to think 
of their personal safety. Therefore, 
accommodation of patients’ needs and 
requirements comes secondary to nurses’ 
personal safety or safety of others. If nurses 
argue their point of view from a safety 
perspective, they can opt out from fulfilling 
patients’ irregular and inappropriate needs and 
expectations or object to people’s behaviour on 
the grounds of safety. 
 
There is a variety of nursing practice contexts 
with their own local priorities, and it is not 
possible that all nurses can operate expertise in 
all aspects of nursing or know the best practice 
requirements in all new scientific, medical and 

others safety, nursing can 
be withheld until it is safe 
to deliver it. 

97. Nursing needs to be 
evident at all times within 
records. To this extent 
nurses must take action if 
their colleagues do not 
evidence nursing. 

98. Nursing standards must 
be maintained at all times 
and registered nurses 
must accept responsibility 
for poor practice by 
student nurses or other 
underperforming nurses. 

99. Nursing is about using 
nursing knowledge to 
discern needs and risks to 
people. Nursing lies in 
direct responsibility to 
manage those risks 
through acquiring the 
right resources from the 
employers. 

100. If the evidence-based 
practice is made known to 
nurses via the NMC, their 
employer or their local 
community of practice 
they will practice it. If it is 
not made known, nurses 
have no direct 
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nursing discoveries. These requirements of 
practicing safely and within standards of the 
best practice may therefore appear 
overwhelming to some nurses. Nurses cope 
better when evidence-based practice is actively 
made known to them; they are then happy to 
embrace it. 
 
Nurses are asked to exercise Duty of Candour in 
disclosing their own errors, near misses and 
general concerns when patients or public are at 
a safety risk. It is liberating for anyone to be 
able to speak up about concerns freely and 
without there being repercussions. However, 
there is a risk that some whistle-blowers are 
not always fully protected, and it may be 
difficult for some nurses to exercise this 
responsibility because they may not believe 
that there will be no repercussions.  In an 
extreme situation, being on the receiving end of 
the law or financial loss, nurses as people may 
not feel naturally wanting to embrace this 
requirement. A near-miss situation is 
understood here as being as serious as a real 
incident. Either way, the Code makes all nurses 
accountable to raise concerns anyway whether 
these are regarding their own or the colleagues’ 
or employer practices. Excellently performing 
nurses may not have an issue with this and find 
this liberating; some nurses or those with less 
confident practice or those with more 
accommodating personalities, may find this 
difficult to operate or live with. 

responsibility to embrace 
it. 

101. Indemnity insurance 
provides sufficient 
safeguards for nurses. 

102. There are repercussions 
for nurses who speak out 
about poor practice. 
Employers pretend to 
support and embrace 
nurses who speak out. 

103. It is acceptable for less 
assertive or experienced 
nurses to be given grace 
from blowing a whistle on 
poor practice in difficult 
circumstances; more 
assertive and experienced 
nurses are not afforded 
such grace.  
 

104. To avoid inconvenience 
and financial loss to 
nurses, nursing should 
extend care and 
protection to own 
members.  
 

105. Nursing is about owning 
up to any errors, 
regardless of the 
repercussions on nurses’ 
jobs. 
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The nurses are asked to prescribe and give 
treatment within the guidance and the 
structured prescribing systems to reduce 
nurses’ burden of accountability for their 
clinical judgements. This said, nurses as 
prescribers appear to be more restricted in 
their prescribing activities than other 
professionals, i.e., doctors, and some may find 
the Code overly restricting their ability to tailor 
treatment through agreement with patients or 
perhaps good practice formalised by experience 
rather than approved clinical procedure. In the 
name of safety, the Code obliges nurses to act 
in a paternalistic way reducing the risk rather 
than exploring treatment opportunities and 
possibilities. 
 
A nurse is asked to “live” the Code 
requirements at work and at home. This 
methodology is promoted in strengthening the 
public’s trust in the nurses as a profession. A 
nurse “should be a model of integrity and 
leadership for others to aspire to” the Code 
explains. To many nurses these attributes may 
be inspirational and guiding/driving their 
aspirations and development. For some nurses, 
it may present yet another burden of 
responsibility and pressure to act in a way they 
would not naturally act or choose to act. This 
section of the Code emphasises particular 
ethical descriptors of required behaviour: 
Honesty, integrity, anti-discrimination, no 

 
106. Nursing is about taking 

responsibility for own 
errors by disclosing them, 
even when the 
consequence is that 
nurse’s poor practice will 
be publicly made know 
and may affect nurses’ 
employability. 
 

107. Nursing means taking 
responsibility for own 
misconduct and by a way 
of being publicly made 
known and no longer 
employable as a nurse. 
 

108. Nurse prescribers’ 
specialisation and relevant 
training still makes nurses 
less trusted prescribers 
than doctors and so it is 
correct being scrutinised 
more. 
 

109. It is right that nurses 
maintain their nursing 
conduct and obligation at 
work and at home. 
 

110. Nursing means that no 
nurse will take advantage 



257 
 

Reference Link/Access Summary Interesting points to note Candidate topic for Q-sort Objective 

bullying or harassment, knowing how nurses’ 
behaviour affects and influences other people, 
not causing distress or taking advantage of 
situations, keeping to professional boundaries, 
not expressing personal beliefs in an 
inappropriate way (not explaining what 
appropriate is), being a role model, staying well, 
refusing gifts, not endorsing advertising that 
may mislead people and others. 
 
Some nurses enter the profession to gain a job 
that enables them to earn money and finance 
their livelihoods. Perhaps a more pragmatic 
choice, those nurses go to work to be paid for 
the service they give and to collect their 
salaries. Those nurses may not identify with or 
feel motivated to endure such ethical 
obligations or wish to go the extra mile and yet 
they may feel they are good nurses. 
 
In paragraph 24 nurses are asked to respond to 
complaints made against them professionally 
and not to allow this to affect the care 
provided. While some nurses may embrace the 
opportunity to improve their practice as a result 
of complaints, some may struggle to cope with 
their personal abilities to endure public 
criticism or restrain themselves from showing 
their own personal emotional reaction. Nurses 
must be able to maintain practice standards 
whatever their emotional and internal situation 
and that may be difficult. In this section of the 
Code the behaviours and practice requirements 

from being a nurse to gain 
commercially, by 
promoting products or 
services or receiving gifts. 
 

111. There is no scope in 
nursing for a nurse to 
share her personal beliefs 
and experiences. 
 

112. There is no scope in 
nursing for a nurse to 
embrace products or 
activities that they found 
to work for self or others. 
 

113. Nursing is a job and if 
people are attended to 
well and politely and there 
is no criminal activity, 
there is no further ethical 
obligation on the nurse. 

114. Nurses must be able to 
maintain practice 
standards whatever their 
emotional and internal 
situation. They must 
endure public criticism or 
restrain themselves from 
showing their own 
personal emotional 
reaction unless given 
formal opportunity to 
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appear to be prescribed, leaving minimal room 
for diverse views, subjectivity, and personal 
struggles that nurses as people may hold. 
 
 
 
 
 
 
 

respond. 

NMC Standards 
for pre-
registration 
nursing 
education 
published in 
2010 

Links to NMC 
Code of Conduct 
2015. 
 
 
Some links to 
King’s College 
2008. 
 
FGNs also spoke 
about difficult 
transitions from 
training to 
workplace. 

Describes essential competencies 
and conduct required by student 
nurses if they wish to continue their 
studies and become registered 
practitioners. 

Values that must be met: care compassion, 
communication. 
 
Key aspects: safety and protection of public. 
 
Key conduct: Confident manner, autonomous 
practice, continuous learning and development. 
 
Key competencies: professional values, 
communication and interpersonal skills, 
decision making and leadership, management 
and team working. 

115. Nursing is an exclusive 
profession. 

116. Nursing cannot operate 
effectively if it is to be an 
inclusive profession: an 
individual has to be able 
to transcend into being a 
nurse with prescribed and 
sustained values, certain 
conduct, essential skills 
and competencies. 

To include 
process of nurse 
conditioning as 
this leads to 
regulated nursing 
descriptors as to 
what is nursing 
and what a nurse 
must do and how 
they should act. 

Standards for 
competence for 
registered 
nurses NMC 
(2014). 

Just adding 
points that are 
not mentioned 
already in this 
regulatory 
section. 
 
 
Links to NMC 

The general reasons for nurses 
failing to revalidate are that either 
they do not wish to or are unable to 
process their nursing roles through 
an electronic revalidation process or 
they decided to retire early, this 
being one of the minor reasons for 
nursing numbers to be depleting 
(Marifield 2017). The NMC however, 

Nurses must be able to develop their nursing 
knowledge and skill but also keep up with 
technological advances affecting society. 
 
 
Professional values:  
Holistic approach is mentioned: integral of all 
person body, mind and soul (thesaurus). 
Non-judgemental of patients, however in 

117. If nurses do not embrace 
technological advances to 
make nursing services 
efficient, at some point 
they may find themselves 
unable to continue 
nursing. 

118. It is a compulsory nursing 
professional value to 

To include all 
aspects of 
mandated nursing 
practice. 
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Code of Conduct 
2015. 
 
 
 

argues against this assertion, stating 
that nurses naturally retire and 
report no significant increase in 
nurses retiring in 2017 when 
compared with previous years. 
 
Same competence requirements as 
preparatory programme but 
descriptors developed in detail. 

nursing practice and decision-making nurse 
must “take into account” and include 
socioeconomic culture, behaviour, location 
when planning or delivering care. 
Practice in a sensitive manner, consider social 
inclusion and challenge inequality in accessing 
care. 
Constantly ask for feedback to improve own 
nursing. 
 
Communication and interpersonal skills: 
Non-discriminatory. 
Therapeutic and not to increase anxiety and 
distress. 
Consider language. 
Engage and disengage but work in partnership. 
Listen with empathy. 
 
Leadership and management: 
A change agent. 
Leadership though research, evidence-based 
practice, quality assurance clinical governance, 
systematic practice. 
 
A mentor. 
 
A manager: coordinates, delegates, supervises, 
manages risks, is accountable. 
 
Works collaboratively and enables intra-agency 
working. 
 
Manages self and others in uncertain situations. 

practice holistically and to 
value/consider care that 
patients require to 
comfort their bodies, 
settle their minds and 
meet their spiritual needs. 

119. It is a sign of inadequate 
nursing if people’s 
spiritual needs are not 
fully explored and met.  

120. A nurse has to listen 
empathetically to all 
patients’ needs and 
approach patients in a 
non-judgemental way. 
Whatever their physical, 
mental or spiritual needs, 
these need to be 
considered. 

121. Nursing requires confident 
management of complex 
and uncertain situations 
and all people involved. 

122. Nursing must ensure 
social inclusion and equal 
access to care whatever 
patients’ behaviour, 
culture, and financial 
situation/resource 
availability. 

123. A nurse = mentor. 
124. A nurse = manager. 
125. A nurse = researcher. 
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Self-aware and recognises that own values, 
principles and assumptions will affect practice. 

126. A nurse = communicator 
of evidence to influence 
change and better care. 

127. A nurse = lone operator as 
well as a partner, has to 
be able to engage and 
disengage. 

128. Sharing own values, 
principles not explicitly 
promoted by the nursing 
profession is a 
demonstration of poor 
nursing practice. 

129. Patients’ social and 
cultural and religious 
diversity must be 
considered when planning 
care. A nurse cannot offer 
such diverse care even if 
she personally could 
deliver it and to patients’ 
satisfaction; the nurse is 
not at liberty to stray from 
universal standardised 
practice requirements. 

 

NMC Code of 
Conduct (2015) 

Link to 
regulation, 
preparatory 
programme as 
well as 
competencies. 
 

The NMC’s Code for nurses puts 
patients’ individuality at the centre 
of the service they receive; a nurse 
must be accommodating, 
compassionate and open to the 
most liberal as well as most 
restrictive patients' lifestyles. The 

 130. Whatever the nurse’s own 
values and personal 
beliefs, the nurse will 
attend all human being 
the same, regardless of 
their liberal or restrictive 
lifestyles. 

To drill deeper on 
issues where 
nurses are 
required to 
accommodate 
patients despite 
their own 
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FGNs- spoke of 
not 
accommodating 
patients with 
certain 
lifestyles. 

Code is silent on the issues pertinent 
to nurses' personal beliefs and 
values other than allowing the nurse 
to raise issues when safety is 
compromised or when they want to 
raise a conscientious objection and 
refuse to engage in abortions or 
artificial reproduction. 

131. A nurse will attend all 
people, regardless of their 
lifestyle and choices; 
however, they will provide 
minimum necessary when 
they cannot reconcile 
patients’ and their 
personal differences. 

132. A nurse will avoid patients 
when she cannot reconcile 
patients’ and their 
personal differences. 

133. A nurse is likely to rethink 
a choice to continue their 
nursing if they cannot 
reconcile 
patients’/nursing 
professions’ and their 
personal differences. 

 
 
 

personal beliefs. 

Polarised 
professional 
body 
viewpoints on 
nursing (RCN): 

     

RCN survey 
(2007) 

Links with 
Williamson 
2008. 
 
Links with 
NSPCC 2014. 

The RCN survey (2007) of nurses’ 
diversities shows how some of their 
diversities do not fit within current 
cultural norms in healthcare. The 
survey shows that economic 
situation, culture and even the 

Nurses from minority cultures are treated as 
misfits because the prevailing culture is being 
prioritised. This is despite the fact that the 
health of patients from minority groups would 
benefit if their nursing would meet their 
cultural sensitivities (Williamson 2008). 

134. It must be accepted that 
standardised nursing 
practice will not address 
all public needs, 
particularly the needs of 
minority groups. 

To explore 
nursing as a 
universal service 
versus 
personalised 
service for all that 
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 nurse’s origin impacts nursing, and 
because healthcare cultural norms 
are stereotypical, they are often not 
addressing needs for minority 
nurses.  

 
When patients’ human right is to receive 
healthcare when they are ill, it means that the 
service is to make them better (Human rights 
legislation) 

135. Minority nurses and 
minority patients must 
conform to universal 
standardised nursing 
service. 

136. It is acceptable, despite 
human rights, to receive a 
standard service that 
meets some needs but not 
necessarily all needs. 

require to have 
their health needs 
met. 

RCN (2014) Dame June 
Clark’s 
statement in 
Nursing times 
18 August 2017 

The RCN goes on distinguishing 
professional nursing from the 
nursing undertaken by others: 
“…does not lie in the type of 
task performed, nor the level of 
skill that is required” … 
differences lie in: 
The clinical judgement inherent 
to process of assessment, 
diagnosis, prescription and 
evaluation. 
The knowledge that is the basis 
of the assessment of need and 
determination of action to meet 
the need. 
The personal accountability for 
all decisions and actions, 
including decision to delegate to 
others. 
The structured relationship 
between nurse and the patient 
which incorporates professional 
regulation and the code of 

The RCN talks about clinical judgement but 
when considering patient choices or family 
needs; nurses’ judgement does not encompass 
clinical matters only. Assessment is holistic 
(NMC professional value) 
 
What is clinical/scientific, methodical, logical, 
objective and non-personal, accurate. 
 
People aspect? social inclusion? (NMC 
professional value). 
 
Medical science, i.e., curative and therapeutic, 
is not covered? What about medicines, 
treatments, therapy (these are essential nurses’ 
competencies [NMC [ and in nurses’ 
preparatory programmes [NMC])  
 
Structured relationship = subject to NMC Code 
of Conduct so regulated in terms of: consent, 
mental capacity consideration, confidentiality, 
human right to treatment, equality, social 
inclusion… 

137. Nursing judgement is 
distinguished from other 
forms of care like service 
by amalgamating scientific 
approach to nursing 
process, use of the 
nursing knowledge and 
related specific 
therapeutic requirements, 
as well as consideration of 
social requirements. 
Combination of these is 
unique to each patient. 

138. Nursing is distinguished 
from other caring-like 
professions by having a 
unique composition of the 
way nursing judgements 
are made.  

139. Nursing unique 
judgements are made in 
the context of regulated 
relationships between 

Offer further 
options to nursing 
definition, 
different aspects 
and 
characteristics. 



263 
 

Reference Link/Access Summary Interesting points to note Candidate topic for Q-sort Objective 

ethics within a statutory 
framework. 

 

Who makes a plan to a requirement, plans 
resource, establishes the team and specific 
activities = project manager. 
 
Difference between medical care and nursing 
care delivery: doctors do not “project manage” 
social aspects of care. 

nurses and the patient 
with nurses documenting 
what and how judgements 
were made as well as 
project managing delivery 
of the formal care agreed 
(unique to nursing). 

RCN (2014b) Dame June 
Clark’s 
statement in the 
Nursing Times, 
18 August 2017. 

The RCN warns that nurses 
themselves must rectify this 
situation otherwise managers in 
organisations will continue to accept 
unfounded assumptions and myths 
about nursing costs, caregiver mix 
and nursing productivity (RCN 
2014b).   

Organisations, in the absence of clear 
understanding of what nursing is, see nursing 
boundaries as fluid. This gives them opportunity 
to deploy nurses to patch up healthcare 
provision, even though nurses themselves may 
not understand the organisational 
requirements clearly. 
 
Organisations’ use of nurses?  Administration, 
manage teams, teaching, oversee care, deal 
with complaints, quality assurance, delivery of 
nursing process, delivering therapy,  

140. While regulated nursing is 
fundamental to 
coordinating healthcare 
delivery within 
organisations in 
partnership with other 
professionals, nursing’s 
unique judgement is not 
utilised in all 
organisational roles. 

141. Nursing in organisations 
entails responsibility for 
managing healthcare 
delivery 

Offer further 
options to nursing 
definition, 
different aspects 
and 
characteristics. 

RCN (2014b) Dame June 
Clark’s 
statement in the 
Nursing Times, 
18 August 2017 

The RCN (2014b) presents the 
international and widely used 
definition of nursing, and the best-
known part of Henderson’s work is 
her description of “the unique 
function of the nurse” as: 
“to assist the individual, sick or well, 
in the performance of those 
activities contributing to health or its 
recovery (or to peaceful death) that 
he would perform unaided if he had 
the necessary strength, will, or 

Talk about mastery, combination of unique 
aspects (health, rehabilitation to independence, 
knowledge, timing, assessment and delivery of). 
 
Asking others to help to support patients’ 
recovery. 

142. Nursing is initiation and 
delivery of a unique care 
to patients, involving 
other professionals to 
rapidly help patients to 
obtain optimum of 
wellness or peaceful 
death. 

143. Nursing is a specific form 
of project management. 
Each patient is a unique 
project. 

Offer further 
options to nursing 
definition, 
different aspects 
and 
characteristics. 
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knowledge. And to do this in such a 
way as to help him gain 
independence as rapidly as 
possible…This aspect of her work, 
this part of her function, she initiates 
and controls; of this she is master.” 
The RCN (2014) explains as 
unfortunate that the reminder of 
Henderson’s nursing definition is not 
used and because it describes both 
independent and interdependent 
aspects of nursing practice, and a 
relationship between nursing and 
medicine (a nurse’s purpose is to 
help the patient and not the doctor): 
“In addition, she helps the patient to 
carry out therapeutic plan as 
initiated by the physician”, and “She 
also, as a member of a team, helps 
others as they in turn help her, to 
plan and carry out the total program 
whether it be for improvement of 
health, or recovery from illness, or 
support in death.” 
 
 

 

RCN (2014b) Dame June 
Clark’s 
statement in 
Nursing times 
18 August 2017. 

The essence and six defining 
characteristics of nursing: 
1/ A particular purpose: Promote 
health, healing, growth and 
development, and to prevent 
disease, injury, and disability. To 
minimise distress and suffering and 

1. Purpose: The least painful delivery of 
optimum wellness, returning to 
previous level of lifestyle as closely as 
possible; or peaceful death. 

2. Methodology: Motivate, educate, 
demonstrate, and fill gaps in 
independence (assist or advocate, 

144. Delivering a timely 
restoration of optimal 
health is at the heart of 
nursing; however, the 
speed of return to family 
depends on organisations 
deployment of resources. 

Offer further 
options to nursing 
definition, 
different aspects 
and 
characteristics. 



265 
 

Reference Link/Access Summary Interesting points to note Candidate topic for Q-sort Objective 

to enable people to understand and 
cope with their disease or disability, 
its treatment and its consequences. 
In death, purpose of nursing is to 
maintain the best quality of life until 
its end. 
2/ A particular mode of intervention: 
Empower and help people to 
achieve, maintain or recover 
independence. Nursing is an 
intellectual, physical, emotional and 
moral process which includes 
identification of nursing needs; 
therapeutic interventions and 
personal care; information, 
education, advice and advocacy; and 
physical, emotional and spiritual 
support. In addition, patient care, 
nursing practice includes 
management, teaching, and policy 
and knowledge development. 
3/A particular domain: People’s 
unique responses and experiences of 
health, illness, frailty, disability and 
health related life events in 
whatever environment or 
circumstances they find themselves. 
People’s responses may be 
physiological, psychological, social, 
cultural or spiritual, and often are a 
combination of all of these. The term 
‘people’ includes individuals of all 
ages, families and communities, 

make provision), and treat.  
3. Domain: People of all ages 
4. Focus: Consider person holistically: 

body, mind and soul. 
5. Value base: Humanitarian ethics (pro-

life, life- saving, value human life, 
maintain human dignity during crises, 
promoting human welfare), exclusive 
privileged and regulated relationships 
safeguarded by accountability. 

6. Method: partnership with others. 

145. If nurses operate 
resources and deploy 
teams there will be an 
increased speed of 
patients’ recovery and 
discharge for 
organisations. 

146. Nursing scientific 
approach is more effective 
if a nurse can deploy 
resources in supporting 
patients’ health needs and 
discharge. 

147. Nurses need a constant 
connection with the 
patient, the patient being 
a focus of their 
professional world. 

148. Nursing ethics leads 
nurses to engage in saving 
people’s lives where 
possible, maintaining their 
dignity during health 
crises and ensuring their 
welfare after crises. Once 
this is done, a nurse is to 
disengage. 

149. Nursing is about selecting 
team and resources to 
support people during 
health crises. 
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throughout the entire lifespan. 
4/Particular focus: The whole person 
and the human response rather than 
a particular aspect of the person or a 
particular pathological condition. 
5/Particular value base: Ethical 
values which respect the dignity, 
autonomy and uniqueness of human 
beings, the privileged nurse-patient 
relationship, and the acceptance of 
personal accountability for decisions 
and actions. These values are 
expressed in written codes of ethics, 
and supported by a system of 
professional regulation. 
6/A commitment to partnership: 
This includes partnerships with 
patients, their relatives and other 
carers, and in collaboration with 
others as members of 
multidisciplinary team. Where 
appropriate they will lead the team, 
prescribing, delegating and 
supervising the work of others; as 
other times, they will participate 
under leadership of others. At all 
times, however, they remain 
personally and professionally 
accountable for their own decisions 
and actions. 
In summating, RCN presented the six 
characteristics of nursing conjoined, 
united and supported around core 
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definition of nursing: 
Nursing is “The use of clinical 
judgement in the provision of care 
to enable people to improve, 
maintain, or recover health, to cope 
with health problems, and to 
achieve the best possible quality of 
life, whatever their disease or 
disability, until death.” 
 

RCN (2014)  As a result of the Health and Social 
Care Act, nursing care is free of 
charge at the point of delivery, but 
personal care is means-tested. 
Councils are not responsible to offer 
nursing care, NHS is. However, in 
nursing homes, care is funded by 
Councils and Nursing by NHS, yet the 
nursing service is offered by a nurse 
coordinating care.  

Nursing has been redesigned to be offered by 
care assistants within social care models 
delivered and funded by the Councils. The 
Health model operated by the NHS runs in 
parallel, but nursing still feels like a visitor that 
does not fit workplaces that operate social 
models. 
Same happened in learning disability, where 
health and medical health models are repressed 
in favour of social models; nursing not 
recognised, constrained by inappropriate 
policies. 
The problem is since councils are supported by 
law to fund social models only, patients will 
have to go without nursing health 
management. 

150. Nursing offered within 
social care model is 
unrecognised. 

151. Nursing offered within 
social care model is poor. 

152. Nursing health and 
medical models are 
necessary to keep people 
in social care and learning 
disabilities healthy. 

153. Nursing supervision and 
nursing regular is a poor 
fit for people in social care 
and learning disability. 

 

RCN (2007) Nurses’ pay. The 2007 RCN survey compares 2002 
and 2005 to show that nurses do 
have diverse origin and many come 
from white background, mixed black 
minorities or have another variable 
ethnicity (Chinese and Asian). If 
anything, the RCN survey (2007) 

Nursing is a job that brings a salary in to 
support nurses’ lively hood.  
 
Nurses from diverse cultures feel they do not fit 
a desired image of a universal nurse and are not 
treated equally. 
 

154. Nurses want fair reward 
for their work. 

155. Some aspects of nursing 
unify nurses, some cause 
fragmentation. 

156. What unifies nurses is that 
patients are the focus of 

Offer further 
options to nursing 
definition, 
different aspects 
and 
characteristics. 
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shows that nurses start nursing in 
the UK and have different 
motivations and values. The RCN 
(2007) shows that there appear to be 
several points of view and reactions 
by nurses to their working 
environment: Some view their job as 
a call to serve another. Other nurses’ 
view of their role is factual; they are 
in it to earn salaries to support their 
families. Many react with dismay at 
unequal opportunities to enhance 
their career or salary and believe 
that this is down to their origin 
and/or race.  

Nursing a service to another person? Definition 
by Meriam Webster dictionary: Origin and 
Etymology of word service: Middle English, 
from Anglo-French servise, from Latin servitium 
condition of a slave, body of slaves, from servus 
slave.  
Service: aid, function of serving, contribution to 
welfare. 
 
 
Nursing is a scientific approach to meeting 
people’s needs: logical, objective, methodical, 
consistent and factual. 
 
Communication - key to professional nursing 
values (NMC); and so, language or a minimal 
form of communication must be established 
whatever the diversity. 

their world and that they 
should be given fair pay 
for making it happen. 

157. Nursing means that a 
primary value lies in 
serving patients.  
 

158. Nursing is a methodical 
science of holistic 
assessment, planning, 
care delivery and 
evaluation. 
 

159. Nursing is a methodical 
science of immediate 
needs assessment, 
planning, care delivery 
and evaluation. 

 
160. English nursing is defined 

by English cultural and 
social values. 

161. English cultural and social 
values have priority over 
presenting minority 
diverse cultures. 

162. It is right to promote 
English cultural and social 
values over other cultural 
and social values in 
England. 

163. It is natural that 
prominent nursing 
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positions in England are 
given to the nurses who 
can clearly embody and 
communicate English 
cultural and social values. 

164. Nurses from diverse 
origins, background and 
cultures should 
communicate in every 
way the understanding of 
English cultural and social 
values. Their own culture 
symbols should not be 
imposed on the English 
public. 

165. Patients find/assume that 
nurses from diverse 
cultures are less able to 
understand their needs. 

166. It is nurses from diverse 
cultural and social 
backgrounds who have 
extra responsibility to 
demonstrate and 
communicate clearly their 
ability to recognise 
patients’ preferred 
cultural and social values 
and in so doing, build 
therapeutic relationship. 

167. If a nurse recognises and 
assesses patients’ diverse 
cultural or social values or 



270 
 

Reference Link/Access Summary Interesting points to note Candidate topic for Q-sort Objective 

rituals that nurse can 
freely operate those if 
able. 

168. If a nurse recognises and 
assesses patients’ diverse 
cultural or social values or 
rituals that the nurse is 
unable or does not want 
to engage, the patient will 
need to tolerate English 
cultural and social values 
and norms. 

169. Patients with diverse 
cultural and social needs 
may not have their needs 
met. 

170. Nursing entails 
establishing forms of 
communication whatever 
the diversity or disability. 
 
 

Polarised Focus 
Group 
viewpoints on 
nursing: 

     

Focus group 
viewpoints 

Links with RCN 
predominantly 
 
NMC Code 
 
King’s College 
2008 

  
All in the body of thesis and 
Appendix F. 
 

Values 
 
Going the extra mile 
 
Person-centred approach in nursing 
 
Attractiveness of nursing 

171. Nursing is an oppressed 
profession because its 
own regulator, public and 
employers do not 
understand it fully. 

172. Nurses are extremely 
weary and avoid conflicts 

To provide 
statements from 
a group of nurses 
directly and their 
current views on 
nursing. 
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Nursing as a science 
 
Nursing in organisations 
 
Duty of Candour in Nursing 
 
Faces of organisational nursing 
 
Change in nursing 
 
Social and cultural concepts in nursing 
 
Ambiguity in nursing  
 
 
 

because it affects them 
and their livelihood 
personally.  

173. The managers in 
organisations who hold a 
key to nursing feel safe in 
their jobs and safe with 
their PINs. 

174. Nurses regularly rely on 
their own interpretations 
of nursing requirements 
and so do not feel 
supported by 
organisations. 

175. Organisations that 
operate a blame culture 
will have more oppressed 
and fearful nursing staff. 

176. Organisations that 
operate a blame culture 
will have more oppressed 
and fearful nursing staff, 
not willing to blow a 
whistle on poor practice. 
 

177. Nurses disagree that a 
practice error should 
result in a nurse being 
removed from receiving 
income.  

178. Nurses believe that they 
were being professional 
when they were actually 
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saying that they have 
suppressed their views 
and opinions or their 
verbal and non-verbal 
responses also when they 
were experiencing 
conflict. 

179. Nurses have no 
confidence in their 
regulator providing them 
with support. 

180. Through safeguarding the 
nurses are being labelled 
unsafe even though this 
has not been proven. This 
is extremely distressing to 
nurses and so nurses view 
safeguarding negatively.  

181. Nurses sharing 
anonymised stories from 
their nursing experience 
forms part of their mental 
hygiene. 

182. Nurses feel that sharing 
information about the 
running of their 
organisations and patients 
in general terms is 
perhaps not good but 
given the stresses of the 
role, is an acceptable form 
of relieving frustrations. 

183. Regulatory, professional 
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and organisational 
knowledge gives nurses a 
framework; however, 
their response to a 
situation is based on 
feedback understood from 
specific situations and 
from living within or 
befriending a specific 
cultural community. 

184. In nursing, drawing on 
own cultural sensitivities, 
moral values, religious or 
humanitarian practice is 
natural and acceptable. 

185. In drawing on own 
cultural sensitivities and 
moral and ethical values 
when exercising nursing 
judgement and planning 
care, the nurse always 
considers needs and 
wishes of patient and this 
technique is a reflection of 
wholesome nursing. 

186. Informal and personal 
camaraderie and 
friendships in nursing 
groups is valued as nurses 
feel best understood by 
nurses and feel they can 
share with each other the 
joys and pains of nursing. 
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187. Social aspects of nursing 
make nursing more 
effective and enjoyable as 
it provides for patients’ 
social inclusion and better 
emotional health. 

188. Scientific and objective 
approach to nursing that 
avoids social diversions is 
more efficient. 

189. Organisations poorly 
manage introduction of 
improving initiatives in 
improving nursing; if 
nurses cannot make sense 
of these using their 
nursing knowledge and 
judgement, they do not 
embrace it.  

190. Nurses value active 
engagement in research 
and nursing initiative 
developments, they enjoy 
sharing their knowledge 
and experience and 
recognise initiatives that 
will stand the test of time. 

191. Nursing is a constant 
evaluative multitask 
activity involving 
cognitive, sensory, 
intuitive and executive 
and human functions to 
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manage risk to patients. 
192. To avoid organisational 

distractions (families, 
administration, hospitality 
issues), and focus on 
nursing, nurses avoid 
management roles offered 
to them by the 
organisations. 

193. To avoid organisational 
distractions (families, 
administration, hospitality 
issues), and focus on 
nursing patients, nurses’ 
distance themselves from 
organisations and avoid 
dialogue with the 
managers. 

194. To avoid organisational 
distractions (families, 
administration, hospitality 
issues), and cope with 
work pressures, nurses 
avoid management roles 
and avoid communicating 
with organisations and 
managers. 

195. Nurses would like to 
improve their 
relationships with their 
managers and 
organisations as they pay 
their salaries; however, at 



276 
 

Reference Link/Access Summary Interesting points to note Candidate topic for Q-sort Objective 

present they feel that 
organisations do not 
understand nursing and 
exploit it. 

196. Organisations’ use of 
nurses to promote their 
service or educate public 
on the organisations’ 
behalf should not be done 
when a nurse is assigned 
to deliver nursing care or 
if there is a humanitarian 
crisis elsewhere in that 
organisation. 

197. Nurses respect their 
employers and it is not 
their place to fight 
organisations’ battles 
when delivering direct 
care. 

198. While nurses embrace 
coordination of nursing 
care delivery to their 
patients, they do not 
embrace being a port of 
call for complaints or 
hospitality and 
environmental issues. 

199. Nurses’ main concept of 
nursing is interaction with 
patients and those in need 
of their nursing.  

200. Nurses’ values and 
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motivations may be more 
personal, based on their 
past experience but 
amalgamate most values 
introduced by the 
regulator. 
 

201. Any activity that takes the 
nurse’s sight away from 
the patient reduces 
effectiveness of nursing 
because the nurse is 
unable to fully exercise 
her/his nursing 
judgement. 

202. Organisations provide a 
plethora of distractions to 
shorten nurse-patient 
contact or disconnect 
nurses from patients to 
the detriment of effective 
nursing care. 

203. A nurse in charge of 
nursing delivery should 
only engage in activities 
pertaining to the patients 
in her care. 

204. Nursing leaders and 
educators must lead by 
example and prioritise 
resources to patients’ 
care. 

205. Challenging organisations, 



278 
 

Reference Link/Access Summary Interesting points to note Candidate topic for Q-sort Objective 

educating others and 
coordinating general 
services or managing 
people has a place but not 
when direct patient care is 
being delivered. 

206. Organisations should be 
challenged via nursing 
group initiatives and not 
by individual nurses. 

207. Nurses fear repercussions 
from organisations when 
challenging, or blowing a 
whistle on organisational 
and/or poor practice. 

208. Nurses do not accept any 
nursing errors resulting in 
patients being harmed. 

209. Nurses have empathy 
when colleagues’ 
underperformance was 
born out of poorly 
operating organisations. 

210. Nurses value charity and 
continue to provide it 
sometimes in addition to 
their regulatory 
requirements. 

211. Nurses value people and 
continue to come to their 
aid informally and 
formally and in addition to 
their regulatory 
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requirements. 
212. Employers and patients 

sometime exploit nurses’ 
good will and charitability. 

213. Nurses communicate self-
satisfaction when they 
helped people in their 
personal crises, be it 
formally in their job or 
informally. 

214. Nurses value and admire 
others to come to the aid 
of vulnerable people 
formally and informally. 

215. Some nurses struggle with 
nursing complexities and 
are not enthusiastic about 
their role. 

216. Nurses would be more 
motivated to deliver 
complexities of nursing if 
it is recognised in their 
pay. 

217. In their own social 
communities, nurses feel 
nursing is valued and 
respected. 

218. The nursing role is not as 
attractive because it is too 
difficult and nurses have 
lowered their standards 
when organisations do not 
have or provide enough 
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resources. 
219. When nurses were part of 

the public, they too did 
not realise what nursing 
entails. 

220. Nurses embrace standards 
but are not able to meet 
them due to lack of 
resources and lack of 
authority to deploy 
needed resources. 

221. Paying nurses more would 
allow nurses to work 
shorter hours, and the 
role would become more 
attractive and doable. 

222. Not all nurses desire 
career and rank 
progression; however, all 
training and development 
options are really 
appreciated by nurses. 

223. Being able to engage with 
and disengage from 
relationships with patients 
keeps nurses less at risk 
from burnout and 
constant worry. 

224. Some nurses are happy 
with their pay as long it is 
fair. 

225. Nurses specifically value 
going the extra mile. 



281 
 

Reference Link/Access Summary Interesting points to note Candidate topic for Q-sort Objective 

Going the extra mile is 
nurses’ personal choice. 

226. Responding to 
emergencies outside work 
should fall under going 
the extra mile and be a 
personal choice. 

227. Patients whose lifestyle or 
behaviour appear not in 
line with nurses’ 
expectations may get 
minimum nursing. 

228. Patients’ whose lifestyle 
or behaviour appears not 
in line with nurses’ 
expectations will be 
avoided. 

229.  When nurses are 
confronted by difficult 
situations they believe 
they are not protected by 
the organisations. 

230. In confrontation nurses 
will respond to bullies just 
to calm the situation. 

231. Often families demand to 
represent their loved ones 
and force nurses to make 
care plans according to 
their views not the views 
of the patient. 

 
232. Key objective is patients’ 
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safety and aid to return to 
health or comfort. Nurses 
unable to deliver this are 
rejected but this rejection 
is avoided at every level 
and nurses empathise 
with nurses in such 
positions. 

233. Nurses are fearful of 
losing their PIN. 

234. Nurses have no 
relationship with the NMC 
and see it as a necessary 
evil. 

235. Nurses appreciate 
requirements of 
regulation and standards 
as well as definition of 
minimal standards. 

236. Nurses see nursing as a 
face-to-face with patients’ 
role, to enable good 
nursing judgements. 

237. Nurses are judgemental 
and may not give 
everyone equal amounts 
of nursing consideration; 
however, sometimes they 
go the extra mile. 

238. Believe in variation to 
person-centered approach 
if put under pressure by 
stakeholders. 
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239. Nurses feel proud 
members of the nursing 
profession but reject that 
nursing is a public role 
(particularly when duty of 
care/candour applies).  

240. Nurses find social aspects 
of the role rewarding and 
believe in more lenient 
regulated nursing. 

241. Nurses’ public face is 
shaped by their regulator, 
but nurses do not wish to 
own this face or practice 
publicly. 

242. Nurses believe that 
nursing is about personal 
and local relationships 
with patients. 

243. Nurses’ boundaries are 
unstable and more fluid, 
oscillating around 
regulation; direction 
depends on nurses’ 
organisational 
deployment (what they 
are asked to do) and their 
own understanding and 
judgement of cultural and 
social sensitivities 
surrounding their 
patients. 

244. Nurses will keep to their 
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regulations; if they do not 
fully, it is because 
organisations put them 
under pressure because of 
limited resources. 

245. Nurses will keep to their 
regulations. If they do not 
fully, it is because patients 
or their families need 
something unusual and 
very specific to get well. 

246. Nurses will keep to their 
regulations; if they do not 
fully do so, it is because 
their own judgement of 
social and cultural 
sensitivities involved is 
best placed to meet 
patients’ needs or satisfy 
the situation. 

247. In times when regulation 
is not helpful or confusing 
or misunderstood, a nurse 
self-governs and makes 
her/his  own decision in 
the best way they can. 

248. Nursing is a different 
shape to the organisations 
that employ nurses and 
their decisions are not 
always in line with 
organisations’, some 
nurses feel oppressed and 
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some feel misunderstood 
by organisations. 

249. Nurses have distinctive 
way of making nursing 
judgements and decisions 
while nursing, always 
weighing things up in their 
heads, prioritising patients 
and fitting those priorities 
within available resources. 

250. Nursing entails personal 
struggles to cope with 
emotional and physical 
aspects of the work as 
well as frustrations born in 
operating within 
organisations. 

251. Nurses reject that nursing 
encompasses being 
change agents within 
organisations; the 
organisations do not 
support such nurses and 
nurses do not feel their 
role is to challenge 
organisations.  

252. Some nurses believe the 
nursing nature lies in duty 
to their patients and even 
beyond their shifts. 

253. Nursing allows some 
breaches in confidentiality 
as this is required for 
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supporting nurses 
personally and 
emotionally to be able to 
continue providing 
nursing. 

254. Nurses reject that it is part 
of their role to manage 
demanding families and 
that this is the role of 
organisations. 
 
 
 
 
 
 
 
 
 
 
 

 

Polarised 
public/ media 
(social media, 
news, blogs, 
folklore/stereot
ypes) 
viewpoints on 
nursing: 

     

Anon 2019. Top 
10 phrases that 
nurses say 

 Shows nurses completing menial 
tasks at patients’ requests. There is a 
degree of sarcasm from nurses: they 

 255. Patients frequently 
overstep the mark of what 
is appropriate when 

To show that 
some nurse-
patient 

http://scrubsmag.com/author/journalofnursingjocularity/
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most. 
September 19, 
2016.  
 

complete the task but resent it. 
 
Sometime nurses say to patients 
that they should not expect pain 
even though some pain is present: 
emotional comfort is a priority. 
 
Patients treat a nurse as a 
messenger for doctors. 
 
Nurses responding to low priority 
call bells, sometime being abused by 
patients. Nurses’ response is a quiet 
anger, humour or sarcastic remark, 
rarely an objection. 
 

demanding nursing 
services. 

256. If patients say they need 
something, it is nurses’ 
obligation to fulfil it as 
clearly the patient is 
communicating a need. 
 

257. Nurses are best placed to 
be gatekeepers for 
doctors. 
 

258. A nurse alone has no 
power to object to patient 
demands. Using humour 
and sarcasm is an 
appropriate way to vent 
frustration and make a 
point gently. 

relationships are 
difficult.  
 
To confirm that 
patients have not 
got a clear 
understanding of 
what nursing 
entails. 
 
To show that 
nurses feel 
angered by 
patients but 
powerless to 
object to 
organisational 
pressures on how 
to respond to 
patients. 

SCRUBS. Why I 
became a nurse. 
August 2017.  
 

 An account of a daughter seeing her 
mother, who is a nurse, for the first 
time in a “nurse mode” when 
assisting a collapsed gentleman: “my 
mom shoved me out of the way to 
run and help this man and I 
remember thinking, “Gee mom, 
thanks for shoving me over” as she 
was kneeled over his body…. She 
literally pushed her own daughter 
out of the way to help some stranger 
and I think I said something to her 
about it too. 

 259. Being in a “nurse mode” 
means that right now 
other people’s needs are a 
priority over own and own 
family. 

To show what 
“nurse mode” 
looks like to 
others and how it 
takes a priority in 
some nurses. 
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ALLNURSES. 
Post by Brian 
AND, RN (Jan 9, 
2016), Post by 
VivaLasViejas, 
ASN, RN 
(March, 2013) 
Online. 
Available at 
URL<http://alln
urses.com/nurs
es-rock/how-
nurses-feel-
819996.html > 
Accessed 
[18/08/2017] 
 

 The posts describe nurses struggling 
to meet their own physical needs 
during busy shifts: not taking 
bathroom breaks or meal breaks. 
 
A nurse describes struggling on with 
working the shift because people 
depend on her and having an 
infection. 

“Tired of abusing my body.” 260. Nurses’ shortages and 
workplace pressures 
created a self-sacrificial 
nursing culture.  
 

To show that 
some nurses’ way 
of coping with 
staff shortages 
and workplace 
demands is to 
serve others to 
their own 
detriment. 
 
Also, to show that 
this way of 
operating is 
demoralising. 

PINTEREST. 
Online. 
Available at 
URL<https://ww
w.pinterest.co.u
k/pin/49750709
0064337576/> 
Accessed 
[18/08/2017] 

 Various statements posted by 
nurses. 

“To do what nobody will do, a way that nobody 
can do, in spite of all we go through, is to be 
nurse” (Rawsi Williams RN). 
 
“I am a nurse, let me tell you what I am not: a 
waitress, a servant, a drug dealer, a punching 
bag, a masseuse…”. 
 
“Nurses are a unique kind. They have insatiable 
need to care for others which is their biggest 
strength and fatal flaw” (Dr. J. Watson RN) 
 
“Be nice to me...I may be your nurse someday! 
Remember. Catheters and needles come in 
sizes that I choose.” 
 

261. Nursing and servitude in 
various forms are 
synonymous. 
 

262. Nurses’ continuous 
yearning to care is a 
weakness because it 
makes the profession 
easily taken in and not 
astute. 
 

263. Nurses find wonderful 
ways of taking revenge on 
unscrupulous patients. 
 

264. Nursing is about looking 

To show that 
some nurses’ 
altruistic nature 
towards human 
beings still exists 
in their thoughts. 
 
 
 
To show that the 
nursing 
profession may 
be used by the 
organisations 
because of 
nurses’ endless 

http://allnurses.com/nurses-rock/how-nurses-feel-819996.html
http://allnurses.com/nurses-rock/how-nurses-feel-819996.html
http://allnurses.com/nurses-rock/how-nurses-feel-819996.html
http://allnurses.com/nurses-rock/how-nurses-feel-819996.html
http://allnurses.com/nurses-rock/how-nurses-feel-819996.html
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“Being a nurse is to hold all your own tears and 
start drawing smiles on people’s faces.” 
 
“We (nurses) dream of normal working hours 
and a regular sleep pattern.” 
 
“Nurses… here to save your butt, not to kiss it!” 
 
“Welcome on board: The hardest part of your 
job will be being nice to stupid people.” 
 
“I think I’ll get a job where people curse at me, 
my feet swell in agony, stress is the norm, 
lawsuits abound and somebody else’s’ body 
fluid ends up on my shoe almost daily. And 
maybe I will be lucky and mandated to stay on. 
And yet, I will find it ironically rewarding.” 
 
“Keep calm and nurse on.” 
. 
“Why yes, my friends and I will ruin a perfectly 
good conversation with gross stories from 
work. You should be used to it now” (your ee 
cards). 
 
“When you work a shift with your favourite 
people…Best ever day! (Nurses rock)” 
 
“Lord please help me to bring comfort where 
there is pain, courage where there is fear, hope 
where there is despair, acceptance when the 
end is near and gentle touch with tenderness, 
patience and love.” 

after other people’s 
emotions, while 
compartmentalising own. 
 

265. Nurses’ duty to care is 
timeless; it survives poor 
working conditions and 
poor personal lives. 
 

266. Nursing is not about 
servitude; it is about 
getting people better and 
saving lives. 
 

267. Nurses know better than 
patients but, to be 
therapeutic, their role is 
not to disagree too much 
with patients. 
 

268. Whatever the situation or 
circumstances, nurses 
carry on caring and 
nursing. It is the 
trademark of their 
profession. 
 

269. Despite personal sacrifices 
and struggles, long hours 
and threats, nurses find it 
rewarding to be counted 
on and save the day. 
 

caring nature. 
 
To show that 
nurses find the 
way to vent their 
own emptions via 
humour or 
thoughts of small 
acts of revenge 
on patients. 
 
To show how 
nurses act as 
soldiers and 
heroes. 
 
To show the face 
of nursing that is 
about saving lives 
and not servitude. 
 
 
To show why 
nurses decide to 
go along with 
patients, despite 
the patients not 
being right - to be 
therapeutic. 
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…”no book can teach you how to cry with your 
patient… or how to tell a family that their 
parents have died or a child is dying” … 
 
…” I gave a little piece of myself to each of them 
(patients)…those threads make up for a 
beautiful tapestry in my mind that is my career 
in nursing” (Donna Wilk Cardillo) 
 
“It is indeed a high blessing to be the first and 
last to witness the beginning and end of life.” 
 
 

270. Nurses’ world may be full 
of drama and gross 
stories; it is also full of 
beauty and amazing 
human experiences. 
 

271. Having strong supportive 
friends and colleagues is 
nurses’ survival 
mechanism. 
 

272. Romantic or spiritual or 
nostalgic is often a mode 
of trying to describe the 
nursing service to people. 
 

273. The nurse is present at the 
beginning and end of life 
and this give the 
profession an ultimate 
sacred role in people’s 
lives. 

 
 
 
Nurses find duty 
to people 
motivating and 
rewarding. 
 
 
 
To show nursing 
based on hope 
and positive 
outlook. 
 
 
 
To show that 
nurses 
themselves 
survive only by 
being understood 
by their close 
friends and 
families. 
 
 
 
 
 
 
 
Nurses are aware 
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that they may be 
responsible for 
some people 
living and dying 
and this gives 
them an ultimate 
sense of 
power/empower
ment. 
 

Matt B’s blog. 
The Junior 
Doctors Survival 
Guide written by 
Nurses. 4th 
August 2017.  

 Respect the nurses. We have an 
abundance of knowledge about our 
patients, the hospital and how to 
make stuff happen. 
Each member of the team is 
important- the hospital simply 
couldn’t function without them. 
Don’t be a smart arse - 
congratulations on becoming a 
Doctor, but now it’s time to get to 
work. 
Have a sense of humour- Make sure 
you’re able to have a laugh and a 
joke but be careful not to cross the 
line. 
Master cannulation - develop the 
skill and master it.  
Eat and drink.  
Show emotion. - I’m not going to lie 
to you, it’s going to be hard – 
medical school hasn’t prepared you 
for the first few months of life as a 
Doctor. If you’re having an especially 

 274. Nurses are pivotal to 
health organisations’ 
operations. Without 
nurses’ stuff does not 
happen. 

275. Teamwork and respect by 
other professionals are 
extremely valued by 
nurses. 

276. Nurses value practical and 
highly skilled ways of 
operating. 

277. Nurses like everyone to 
take share in keeping their 
workplace well organised.  

278. Nurses want to take care 
of themselves as well as 
take care of others. 

279. Nurses want to share 
emotions and provide 
empathetic support to 
colleagues. 

280. Nurses are scared and 

To show that 
nurses are aware 
of their power 
within 
organisations. 

 
To show what 
nurses’ value in 
themselves and 
colleagues. 

 
To show that 
nurses’ emotional 
wellbeing and 
personal fears are 
real. 
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tough day, talk to someone about it. 
Don’t beat yourself up for having a 
little cry – it happens to the best of 
us. 
Don’t just look at the numbers. We 
spend 12 hours a day with our 
patient, we will come to you when 
“something just isn’t right”, we don’t 
know what, we can’t put our finger 
on it. But we know our patients. 
Your first death is hard. Expected or 
not, nothing can prepare you for the 
death of your first patient. We have 
all been through this.  
Tidy up after yourself. Tidy away 
your sharps, notes and coffee cup. 
Ask for help. Your seniors are there 
to support you – it’s literally their 
job.  
Admit when you simply don’t 
know. Making up an answer to a 
question can have serious 
consequences. If you don’t know. 
Say, but find out. 
Try to go home on time.  
The hospital at night is scary. 

overwhelmed too but 
believe in power of their 
peers to get them through 
tough times. 

Collective 
professionalisati
on elements 

     

Literature 
review 
according to 
Freidson’s 

Effects of state 
power over 
nursing in 
England. 

In following European Union laws, 
the English government is not 
concerned with professions beyond 
the point of giving them licence to 

Nursing is in high demand, there are nursing 
shortages, nursing is valued by the public; yet 
government does not support significant pay 
reward to the nursing profession.  

281. Nursing workload is 
increasing because of 
advancements in science 
and customers’ 

To show 
regulatory and 
governmental 
pressures under 
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Professionalism 
theory (2001). 

deliver certain service within the 
society’s economy. 
 
The pressure is on government 
appointed agency to deliver 
wholesome nursing. 
 
Level of wholesomeness is judged 
through customers’ eyes within the 
democratic, pluralistic and liberal 
trends.  
 
English people expect high-quality 
nursing and more of it. Currently 
there are not enough nurses to 
deliver it. 
 
Professions that are not trusted may 
lose the public’s and government’s 
confidence resulting in de-
professionalisation. 
 
To ensure public trust, the NMC 
operates one of the most developed 
punitive systems for excluding 
nurses whose conduct or practice 
negatively affects nursing 
reputation. Because of this and the 
registered nurse title being 
protected, nurses are more likely 
than other professions to lose their 
livelihood. 
 

Government delivers substitution of nursing 
tasks that affect quality of nursing and morale 
within nursing. This despite what the public 
demands. 
 
The NMC does not protect nurses, the agency 
protects the public. The RCN has no power to 
protect nurses from losing their livelihoods. 
Both NMC and RCN provide information to 
nurses and guidance to follow, although it is 
clear that guidance is confusing in places. 
Nurses are sometimes having to find their own 
ways in navigating difficult situations in their 
work. 
 
In reducing the burden of personal professional 
responsibility, the essence of nursing in the UK 
is encompassed by demonstrating clinical 
judgement and coordinating safe healthcare to 
the patients.   
 
Why do men not choose nursing in greater 
numbers? 
 
In the hierarchy of occupations nursing is 
always given within a framework created by 
medical profession, however, the occupation is 
not defined by medical profession. Is this an 
issue for nurses?  
 

expectations, also due to 
nurse shortages. Nurses 
are having to do more 
than ever before and they 
are not coping physically 
and emotionally. 

282. Substituted nursing is not 
of desired quality. 

283. Imported nursing from 
overseas is of variable 
quality and not aligned 
with professional ideology 
and culture. 

284. Any substituted nursing 
increases pressure on the 
existing registered nurses 
to oversee their practice 
and take further 
responsibilities. 

285. The NMC increases 
regulations and 
prescription in nursing to 
maintain discipline, 
quality and professional 
standards. 

286. Because of high regulatory 
demands on nursing there 
is more anxiety and fear 
within nursing. 

287. Because of regulatory and 
state pressures, and low 
pay, nursing is not a 
profession of choice and 

which nurses 
work. 
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The economic pressures also cause 
de-professionalisation in nursing and 
by substituting professional work 
with cheaper labour. 
  
The economic pressures, stringent 
legal requirements of nursing, 
difficulties in workplace make 
nursing unattractive to new recruits 
or existing nurses. 
Nursing is instrumental to delivering 
public health and the NHS and for 
this reason will remain one of the 
protected services. 
 
Historical discrimination of the man 
in nursing causes the nursing to be 
structured around female values. 
Men represent only 11% of all 
nurses in the UK. 
 
Nursing profession is dependent on 
medical profession, as is medical 
profession’s jurisdiction to cure, 
dependent on quality nursing. 
 
NMC ensures their monopoly of 
nursing within employment market. 
 
In recognising tensions with regards 
to application of recognised nursing 
knowledge and skill in combination 
with considerable discretion, it may 

unattractive. 
288. The essence of nursing in 

the UK is encompassed by 
demonstrating clinical 
judgement and 
coordinating safe 
healthcare to the patients.   

289. Nurses need to find the 
ways of navigating difficult 
situations within their 
communities of practice 
or with their employers. 
The regulator or the union 
will not always able to 
direct them. 

290. Nursing became technical 
and demanding but men’s 
stereotypical 
understanding of nursing 
is that nursing is female 
work, and this stops them 
considering joining the 
profession. 

291. Men do not find nursing 
adequate in satisfying 
their work aspirations.  

292. The populist stereotype of 
maleness reflects 
dominance of physicality 
over soft caring skills, this 
being the reason why men 
shy away from considering 
nursing. 
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be that a registered nurse performs 
an activity other may perceive not 
within nursing jurisdiction. Sticking 
to practice legal and technical 
prescription on one hand and 
exercising discretion at work on the 
other hand may represent two 
conflicting positions, not easy to 
account for.  
 
Nursing profession’s legally binding 
jurisdiction is over work concerning 
the most intimate and personal 
aspects of humanity and at its most 
vulnerable stage, and as mentioned 
previously, the essence of such 
nursing is to account for the clinical 
judgements made and healthcare 
delivery coordinated and/or given, 
contingent on nursing professional 
knowledge and skills. 
 
Nurses must exercise the clinical 
judgements and coordinate and/or 
deliver appropriate healthcare to 
provide psychological, social and 
physical support to patients, in the 
humane way. This of course must be 
within the means of organisation 
they are working for and with 
reference to their specialised 
knowledge, accepting patients’ neo-
liberal tendencies. On attaining 

293. Nursing is indefinitely 
conjoined with medical 
profession, in hierarchical 
terms it is lower, however 
medical profession is 
permanently dependent 
on nursing. 

294. Nurses resent medics for 
having more authority and 
less restrictions to their 
practice. 

295. Nurses have more 
opportunities to cause 
harm than doctors. 

296. Nurses are keen to take 
on doctors’ unwanted 
tasks and doing so gives 
them more prestige. 

297. Nursing is an aggressive 
profession and the 
regulator will oppose de-
professionalisation by 
maintaining monopoly 
and a market shelter over 
nursing and any of its 
substitutions.  

298. Medical profession is 
clearly becoming ‘the 
manager’ of nursing work 

299. Nurses experience 
tensions where, due to 
limited resources, they are 
unable to meet patients’ 
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credentials, some nurses, not all, 
have now also a licence to conduct 
medical assessment, provide 
diagnosis, prescribe treatment and 
refer patients to other professions. 
This challenges nurses further into 
medical knowledge to deliver their 
mandate to cure as well as provide 
therapy. 
 
Tensions within occupationally 
controlled nursing labour market 
manifest in there being a pay ceiling 
for the nursing work. Some nursing 
professional nurses perceive it to be 
a means of devaluing their work. 
Requirements to keep up with the 
ever-changing face of nursing 
profession represent further 
tensions in nursing, where nursing is 
not a professional role that can be 
passively upkept. Where nurses do 
not upkeep their qualifying 
credentials, they lose their place 
within profession or ability to 
progress their career. The career and 
wage reward progression within 
nursing limited by the nursing 
speciality within the nursing labour 
market, leaving the management 
route as more lucrative route. 
Sometimes the professional elite will 
prevent further training to reduce 

goals. 
300. Nurses experience 

personal tensions if not 
working within 
professions’ ideology  

301. Nurses’ variety of 
medicine-based roles 
confuse nurses about 
their professional role 
identity. 

302. Sticking to practice within 
legal and technical 
framework on one hand 
and exercising discretion 
at work on the other hand 
may represent two 
conflicting positions, not 
easy to account for. 

303. Nursing profession’s 
legally binding jurisdiction 
is over work concerning 
the most intimate and 
personal aspects of 
humanity and at its most 
vulnerable stage. 

304. Nursing provides a variety 
of work opportunities; 
some jobs may be more 
medicine-focused and 
some more care delivery-
focused.  

305. Nursing has a unique 
concern to ensure that 
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competition. Those that decide to 
leave the clinical nursing may be 
seen as selling out the specialised 
profession. 
 

Nursing professions demonstrates 
developed network of universities to 
enhance its specialised knowledge. 
Universities-based training 
comprises of a number of processes 
through which nursing students are 
selected to or deselected from the 
programme. This is done in order to 
create professional identification 
with nursing and a highly functional 
body of nursing knowledge 
segregated from the labour market. 
Some nurses do not keep up with 
the pace and demands of ongoing 
training required by the profession 
and leave the labour market.  
However, significant tensions arise in 
transferring this knowledge into 
work. Specifically, in the UK, the 
workplace conditions, and 
inadequate support and training 
result in decreasing number of 
nurses.  

Nursing ideology lies fundamentally 
in asserting greater devotion to 
doing good works for humanity than 

patients are treated in a 
humane way. 

306. Tensions within 
occupationally controlled 
nursing labour market 
manifest in there being a 
pay ceiling for the nursing 
work. Some nursing 
professional nurses 
perceive it to be a means 
of deliberately devaluing 
their work.  

307. Nursing is not a 
professional role that can 
be passively upkept, 
constant personal 
development is required.  

308. The career and wage 
reward progression within 
nursing is limited by the 
nursing speciality within 
the nursing labour market, 
leaving the management 
route as more lucrative 
route.  

309. Those that decide to leave 
the clinical nursing may be 
seen as selling-out to the 
specialised profession. 

310. Some nurses do not keep 
up with the pace and 
demands of ongoing 
training required by the 
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to reap economic rewards. Whilst 
the RCN provides a principled voice, 
the nursing profession is dependent 
on public opinion, norms and values. 
The RCN (2007) and Williams (2008) 
demonstrate that diversities within 
healthcare are not sufficiently 
addressed and the healthcare is 
stereotypical, discriminating 
minorities is at present to some 
degree an acceptable public social 
norm. This naturally results in a 
corpus of nursing unable to offer 
culturally sensitive care to the 
minority public, and some of the 
nurses feeling treated unequally or 
misunderstood as a result of their 
own diversities. Further, diverse 
nurses’ personal concepts of what 
represents a greater good, even if it 
does, may clash with English 
society’s norms and values, causing 
tensions within the profession. This 
is evident in nursing practice that 
considers delivering spirituality and 
religion as good works for the 
humans, and even though many 
patients need such nursing, English 
society’s norms do not grade such 
care as a priority.  

 
 

profession and leave the 
labour market.  

311. There are significant 
tensions arising in 
transferring nursing 
training into work. 

312. Specifically, in the UK, the 
workplace conditions, 
inadequate support and 
training result in 
decreasing number of 
nurses.  

313. Nursing ideology lies 
fundamentally in asserting 
greater devotion to doing 
good works for humanity 
rather than to reap 
economic rewards.  

314. Nursing is unable to offer 
culturally sensitive care to 
the minority public, and 
some of the nurses are 
feeling treated unequally 
or misunderstood as a 
result of their own 
diversities. 

315. Diverse nurses’ personal 
concepts of what 
represents a greater good, 
even if it does, may clash 
with English societies 
norms and values, causing 
tensions within the 
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 profession.  
316. Nursing practice considers 

delivering spirituality and 
religion as good works for 
the humans, and even 
though many patients 
need such nursing, English 
society’s norms do not 
grade such care as a 
priority.  

Individual 
professionalisati
on elements 

     

Literature 
review of 
professional 
role identity 
theories and 
theory by Caza 
and Creary 
(2016). 

 An individual professional will 
naturally experience a tension in 
negotiating between their biological 
and social identity, where normally, 
sense of staying alive becomes a 
prerequisite to construction of social 
identity. Social identities are unique 
as much as individuals’ social 
experiences are unique. Whilst the 
homogeneity is not possible, 
similarities in experiences may result 
in shared values and collective social 
identities. 
 
The root to specific Professionalism 
starts at each professional member’s 
individual level, reconstructing their 
social identity into professional 
identity by interacting with their 
professional group, professions 

 317. Nurses will continually 
negotiate between their 
biological, social and 
professional role 
identities. 
 

318. The point of tension may 
arise if sense of alignment 
with professional work 
varies. The alignment will 
not be strong if nurses are 
unable to cope with their 
emotional reaction to a 
specific professional role 
identity. 
 

319. Without a degree of 
emotional resilience, the 
alignment to professional 
work is likely to remain 

To show that 
nurses continually 
negotiate and 
strive for simple 
ways of 
identifying with 
their professional 
role identity. 
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knowledge and ideology. The point 
of tension may arise if their sense of 
alignment with professional work 
varies. The alignment will not be 
strong if they cannot cope with their 
emotional reaction to a specific 
professional role identity. Without a 
degree of emotional resilience, the 
alignment to professional work is 
likely to remain fragile. Where 
introverted professionals are more 
sensitive, in preventing own fears or 
anxiety, may become resistant to 
complete identifications with a 
profession. Extroverted professionals 
will be more likely to take risks and 
challenge professions into new 
avenues. Neither accepts the status 
quo. Strong links with the 
professional group provides support 
in sustaining identifications. They 
deliver innate motivation such as 
pride, feeling of competence, 
confidence or courage. Institutional 
rewards provide additional support 
for professional identifications. 
Challenges lie in creating trust and 
relationships between members and 
people need space to listen, see, 
observe and interact to negotiate 
the meaning to internalise any form 
of identification into their 
professional role identity. Some 

fragile and break away.  
 

320. Where introverted 
professionals are more 
sensitive, in preventing 
own fears or anxiety, may 
become resistant to 
complete identifications 
with a profession.  
 

321. Extroverted professionals 
will be more likely to take 
risks and challenge 
professions into new 
avenues. They do not 
accept the status quo.  
 

322. Strong links with the 
professional group 
provide support in 
sustaining identifications. 
They deliver innate 
motivation such as pride, 
and feelings of 
competence, confidence 
or courage.  
 

323. Institutional rewards 
provide additional support 
for professional 
identifications.  
 

324. Challenges lie in creating 
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people, including professionals, will 
not internalise identifications and 
will not achieve sense of one-ness 
with their work. Whilst sense of 
preserving their life by working may 
motivate them to continue in their 
professional work, however, this 
would not reflect professional values 
nor expected commitment to 
Professionalism.  
 
Multi-Professionalism creates further 
tensions in achieving internalised 
professional role identities. Caza and 
Creary’s (2016) theory outlined five 
ways of constructing professional 
role identity where professionals 
have several work roles. The authors 
argue that professionals having 
discretion to construct their own 
concept of professional role, increase 
their self-esteem and work 
satisfaction. Where employers and 
organisations do not create support 
structures for multi-professional role 
identities, tensions occur. These are 
generally exemplified by: 
 

 Multi-professional identity 
constructed by intercession 
replaces the original 
professional identity. If a 
professional group or an 

trust and relationships 
between members and 
people need space to 
listen, see, observe and 
interact to negotiate the 
meaning to internalise any 
form of identification into 
their professional role 
identity.  
 

325. Multi-Professionalism 
creates further tensions in 
achieving internalised 
professional role 
identities.  
 

326. Professionals have 
discretion to construct 
their own concept of 
professional role, increase 
their self-esteem and 
work satisfaction.  
 

327. It is not surprising for 
nurses where their role is 
solely to promote 
pharmaceuticals not 
feeling aligned fully with 
the professional corpus. 
 

328. Nurses that have two 
different roles switch from 
one professional role 
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institution does not provide 
support and incentives for 
such multi-professional 
identity created by 
intercession, the 
professional will likely to 
become detached and not 
aligned fully with the 
professional corpus. 
 

 In dominance and 
compartmentalisation 
mechanisms, an individual 
is capable to switch from 
one professional role 
identity to another 
depending on the location 
or situation they are in. 
When they operate one 
specific professional role 
identity, it means that they 
do not operate the other. If 
physically or emotionally 
unable to cope, individuals 
align to one professional 
role identity and abandon 
the other. 

 

 More complex identities 
constructed by holism and 
augmentation are self-
initiated. Where 
professionalisation forces 

identity to another 
depending on the location 
or situation they are in. 
When under pressure the 
switches are laborious.  
 

329. It is demoralising that my 
profession does not 
promote spiritual support 
being given by nurses and 
yet it is needed. I am an 
expert in providing such 
support when nursing but 
this is not an approved 
practice.  
 

330. In having several roles 
that complement each 
other, I gravitate towards 
one specific expertise 
when I deal with distinct 
and diverse situations.  
 

331. I have so many clinical 
abilities but when my 
employer gives me too 
many or too few 
opportunities to use 
them, I feel either 
disengaged or 
overwhelmed. 
 

332.  I have many clinical skills 
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one professional identity, it 
may create tensions, 
constraints, in a 
professional. Specifically, a 
tension is created in holism 
if the professional’s 
umbrella role identity is not 
the one being enforced by a 
professionalisation. On the 
other hand, in 
augmentation, if one 
professional role identity 
stops coactivating and 
supporting the other 
professional role identities.  
Coactivated identities 
(augmentation) may result 
in tensions because 
professionals may be 
drained physically and 
psychologically and in 
overwhelming situations, 
create a stratagem to 
gravitate towards hybrid 
role or allowing one role 
identity to dominate. For 
some, it is not easy to 
return to coactivated 
identities, even though 
coactivation is reported to 
bring positive effect when 
professional need to deal 
with distinct and diverse 

and professional talents. I 
create my own ways of 
utilising these so I feel 
good about my work.  
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situations.  
Where employers or professional 
bodies do not provide support for 
multi-professional role identities by 
design, there are two outcomes. One 
possible outcome is a disengaged or 
overwhelmed group of 
professionals, and a second outcome 
is that professionals will create their 
own stratagems to keep up with 
professionalisation and maintain 
their self-esteem and work 
satisfaction.  
 
 

Menzies Lyth 
(1960) 

   333. A nurse checks and 
counterchecks to reduce 
the weight of the 
responsibility. 

334. A nurse identifies himself 
with performing a bundle 
of activities and tasks as a 
way of minimising 
prolonged contact with a 
distressed and needy 
patient. 

335. Nursing uniform and 
standardised professional 
communication and 
behaviours denies 
individuals, including 
patients, significance and 
frees the professional 

Show instances of 
situations that 
nurses find 
stressful. 
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from exposure to high 
levels of stress. 

336. A nurse colludes in 
redistribution of 
responsibility and 
irresponsibility, suggesting 
that constant supervision 
and discipline is needed 
within nursing. 

337. Professional behaviours 
dictating that a nurse 
control’s feelings and 
thoughts, is internalised 
practice of detachment 
from the patient. 

338. A nurse gravitates to 
sharing tasks and 
allocations to purposefully 
obscure formal 
distribution of 
responsibility.   

339. A nurse will engage in a 
routine if not able to 
navigate many alternative 
courses of action. 

340. A higher-ranking nurse 
typically accepts nursing 
task or activity from less 
competent nurse. 

341. A nurse will resist change 
in her work to avoid 
stress. 

342. A highly performing nurse 



306 
 

Reference Link/Access Summary Interesting points to note Candidate topic for Q-sort Objective 

will not support lower-
ranking nurses to 
maturity, knowing that 
the bulk of nursing 
needed requires less 
skilled nursing. 

Daetwyler 
(2007) 

 Concept of uniform for the Swiss 
nurses was linked to their status and 
not to depersonalisation. Equally 
tasks and activities were not used to 
reduce exposure to patients, these 
were necessary functional activities 
to assist delivery of nursing, for 
example sterilisation, stocking up, 
disinfecting, waste disposal. If 
anything, Daetwyler’s nurses 
expressed anger when doctors 
provided impersonal treatment to 
critically ill patients or care assistants 
neglected patients. Nurses felt their 
innate duty to report mistakes of 
interns to the consultants. The 
nurses developed and valued 
relationships with some of their 
patients and maintain them outside 
their work. In one of the concluding 
remarks Daetwyler (2007) posits a 
tension between nurses’ caretaking 
of patients yet unable to always 
deliver, humanely or timely, the 
therapy and a relief that the 
medicine promises. 
 

 343. Constant contact with 
illness and injury created 
high level of personal 
stress. 

344. Changes in deploying 
nurses and being on call 
all the time meant that 
nurses created obstacles 
to slow this down so to 
cope. 

345. Requirement to overcome 
natural reactions to 
intimate physical contact 
with patients or body 
fluids and smells. 

346. Constant stress from 
mixed feeling such as 
compassion or guilt or pity 
when patients that died 
were not even identified 
or died alone. 

347. Being ‘forced’ by the 
health system to perform 
lower-skilled nursing or 
ancillary jobs as this was 
required despite nurses’ 
aspirations and goals.  

To demonstrate 
tensions within 
nursing caused by 
nurses’ 
environment, 
work. 
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348. Open to criticism due to 
patients feeling defensive, 
or their families blaming 
an imperfect health 
system on nurses, just 
because the nurses were 
the face of healthcare. 

349. Feeling burden of 
responsibility when given 
a task or facing staff 
shortages 

350. Taking responsibility for 
more specialised nursing 
tasks constantly due to 
large number of students 
or “young” nurses. 

351. Nurses’ uniform implies a 
social status of a person. 

352.  Nurses felt their innate 
duty to report mistakes of 
interns to the health 
consultants or anyone 
who does not treat 
patients in a humane way. 

353. Nurses develop and value 
relationships with some of 
their patients and 
maintain them outside 
their work. 

354. There is a tension 
between nurse’ taking 
care of patients yet unable 
to always deliver 
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humanely or timely, the 
therapy and a relief that 
the medicine promises. 
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Appendix F:  Focus group organisation, questions and answers 

summaries 

 

The following information was sent to the nurses that have booked a place on the 

training session facilitated by the Hertfordshire Care Provider Association. The training 

was held within the training premises of a care homes provider. 

 

Registered nurses’ viewpoints on nursing matter! 

Join 90-minute anonymised focus group discussion to 

aid a study into registered nurses’ viewpoints on 

nursing.  

Discussion questions: 

 Why did you get into nursing?  

 What do you feel is important that you do as a nurse?  

 What is it like to nurse today?  

 What do you use as a nurse to guide you?  

 Are you proud to belong to a nursing group? 

 

This study seeks to fill the gap in the body of knowledge by articulating nurses’ 

personal viewpoints about nursing as well as ways of successfully navigating any 

tension in nurses’ daily practice. Your help will provide the missing piece and may be of 

great value to bodies such as the NMC, organisations that employ nurses, or the RCN.  
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Focus group questions and summarised answers: 

 

1st question results (Why did you get into nursing? Where do your values come from? 

Have these values changed over time? Where do you get inspiration today?):  

Nurses involved in the focus group, in general, explained that the essential values they 

operate with were acquired before they joined nursing (helping people in need, giving 

care in its absence, having a positive impact on people). Nurses involved in the 

discussion expressed a desire to care, help and keep people safe before anything else 

is done to them (safety comes before any therapy). In response to a question on 

whether their values changed over time, the participating nurses said that they either 

affirmed their values or changed the way they apply their values in their day-to-day 

nursing during their training or practice. For example, while a nurse said she valued 

and still values charity to people, and this led her into nursing, she now says that 

nursing has little to do with charity and that she is seldom charitable while nursing. A 

few nurses said that they are happy to go the extra mile but at the same time, some 

may feel exploited if the expectation is that going the extra mile is part of their role. 

Nurses said that they draw a line between what is nursing and what is going the extra 

mile, which applies to special situations. The definition of a special situation, according 

to the focus group, depends on an individual nurse and what they find endearing or 

sad or desperate and what triggers deeper levels of compassion, beyond the level 

applied when nursing day-to-day, i.e., imminent loss of life, involvement of children, 

loneliness, or poverty. 

 

Most passionate viewpoints heard within the focus group discussion were regarding 

nurses’ allegiance to patients. This allegiance is more valued than allegiance to the 

organisation, and even more than to some essential principles of nursing. However, 

not all patients get this level of nurses’ support. Patients whose lifestyle or behaviour 

appear not in line with nurses’ expectations may not always get nurses’ “special” 

support; a nurse clearly said that she would avoid them or get involved as little as 

possible.  Some nurses see children as most vulnerable and some will or feel they 

should go the extra mile to ensure that children are not disadvantaged even if this is an 
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indirect risk; a nurse, based on her life experience, said that she thinks about 

consequences of ill health that are beyond the person and will consider the impact on 

the family.  This nurse said she will apply her nursing with intention to have a greater 

effect on this patient’s outcome. Two other nurses were most inspired by the positive 

impact nursing and medicine has on people in terms of enabling people to continue to 

live well after a major trauma or illness. Collectively, nurses said to be inspired by their 

colleagues’ abilities and they indicated that they draw on other nurses as a source of 

energy, support and ideas how to advocate for patients better. Also, collectively, 

nurses were passionately objecting about unreliable nurses who failed to keep patients 

safe and well. A few nurses strongly objected to and were disappointed with 

colleagues who would not challenge the organisation at work when it was seen to be 

failing patients. However, there was some understanding from two nurses towards 

such colleagues, and compassion heard in those nurses’ voices when discussing their 

“weaker” colleagues. The level of understanding and compassion came from work 

complexities and fragility of some nurses. Nurses’ professional regulations were 

seldom mentioned but, on the few occasions when it was, this was with respect and a 

degree of anxiety. A nurse said with remorse that she is not able to be the person 

standards describe and because practical reality of nursing makes it difficult to become 

one. Nurses showed more negative emotions when describing managers within their 

organisations. Several nurses indicated that managers are responsible for most nurses’ 

negative experiences while nursing. 

 

2nd question results: (What do you feel is important that you do as a nurse? What do 

you feel are expectations? Do those expectations change? Do you meet those 

expectations?):  

Collectively nurses agreed that nursing is about keeping patients safe. Nurses 

explained how they listen, assess, communicate, organise, prioritise and constantly 

juggle work situations and face-to-face meetings with patients, trying not to miss 

anything important. One nurse explained that even when she leaves work, she 

continues to think and worry about she had completed all her work. Nurses referred to 

giving medicines and completing other nursing tasks as a way of keeping patients safe. 

From what was being said during the focus group, nurses appear to be constantly 

cognitively appraising in their heads what their patients need, while performing some 
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technical tasks to assist with diagnosing problems or delivering treatment. Nursing, 

from what they describe, appears to be a series of tasks and activities while patients’ 

safety and wellbeing are constantly evaluated in nurses’ heads. Nurses object to taking 

on distracting work activities because, in the absence of seeing the patient, speaking 

with the patient, and analysing the information about the patient, the nurses may not 

have all information they need to be able to keep them safe. This is described as one 

source of their frustration. In asking whether expectations change, nurses confirmed 

that these do change. On one hand, a few nurses said that they comply with changing 

expectations as best as they can but on the other hand resist some initiatives that 

were put in place to safeguard patients, because they do not believe they will make a 

difference, or because they think that those initiatives are not permanent. Nurses 

discussed how initiatives appear in response to incidents within healthcare, or when a 

sudden surge of initiatives appear in response to the news. 

Some nurses said that people expect them to know about medical conditions and 

decisions and feel this is not part of nursing.  Some relatives of patients, nurses said, 

see nurses as part of the customer care team, there to resolve laundry and other 

hospitality- and accommodation-related issues. Nurses said that, just because they are 

in charge of wards or units, people are confused about their role. Nurses feel that 

being the central point for all enquiries is not part of their role as this takes their time 

away from patients (why are doctors not asked for cups of tea or to resolve issues with 

laundry?). Other nurses felt that their role is wide and there are not enough resources 

to consistently prioritise patients according to urgency. A few nurses felt that it is 

wrong if the organisations assign them to deal with non-urgent matters when they 

know there is direct urgency elsewhere. A few nurses described themselves being 

professional when they were actually saying that they suppressed their views and 

opinions or their verbal and non-verbal responses when they were experiencing 

conflict (knowing that they are not prioritising patients or when confronted by 

relatives). Further, nurses implied that they need to work the system and not to share 

their personal views. Nurses appeared to be suggesting that there is no point in going 

against the system and that it is best is to get on with the job in hand.  Nurses believed 

that a nurse who challenges the system is a problem for organisations. They believed 

this because a few nurses received threats from organisations (from managers) and 

they fear that the organisations will take action against them and report them to the 
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NMC for a fitness-to-practice hearing, where they can be excluded from nursing. The 

managers were described to be in a key role, determining whether nurses were feeling 

personally safe in sustaining their nurses’ role. 

3rd question results: (What is it like to nurse today? What are your most exciting 

moments while nursing? Tell me about your biggest disappointments nursing. Do you 

feel you are a successful nurse? What does a successful nurse look like?):  

Nurses value friendships and camaraderie among their nurses’ group and also with 

other healthcare workers. Social aspects of the role are intrinsically rewarding and give 

space for humour, speaking out and empowerment. In their closest groups, nurses said 

that they are being understood without repercussions (not in nurses’ groups where 

they do not know each other). Pay is essential but not a subject that nurses are 

passionate about. Nurses do not view themselves as rich and would like higher pay. 

Training improves the skills and consequently the value a nurse brings to a patient and, 

as such, it is positive and welcomed by nurses. Career development is not always taken 

up even though it means more pay; some nurses are happy the way they are.  Nurses 

are passionate about what they can do for patients. The most mentioned 

disappointment is when nurses struggle to deliver care that they think they ought to 

be delivering. They see some tasks, activities, administration, organisational initiatives, 

and dealing with difficult relatives or colleagues not committed to patients and nursing 

standards as barriers to their involvement with patients. Overcoming disabilities, 

illness and assisting people to lead a more fulfilled life are favourite nursing 

achievements. In the context of what was discussed, these are exceptional inspiring 

moments that nurses speak of as their ultimate positive experience. On a day-to-day 

basis, nurses want patients to be safe and progressing towards health and comfort. 

Nurses say that they feel successful in prioritising patients. However, they do not feel 

successful in the context of meeting organisational expectations, i.e., performing 

activities that are in line with organisations’ or relatives’ priorities. Nurses offered 

examples of how they distance themselves from the organisation, activities, and 

relatives in order to cope and stay successfully focused on patient care and nursing 

tasks they consider important. 

 4th question results: (What do you use as a nurse to guide you? What guides you in 

difficult situations? What relationships do you value? What do you do to keep yourself 

emotionally well?) 
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Nurses say their guidance come from a variety of sources. During the focus group, 

morals, cultural values, nurses’ group knowledge and practice, training and procedures 

for specific situations, professional requirements, organisation (only if relationship 

with manager is positive) and research activities appear to be uniquely intertwined 

within each nurse’s thinking. Nurses who have good relationships with their managers 

clarify requirements with them. Other nurses draw on their religious and moral 

humanitarian values. Some refer to the NMC standards.  Nurses appear to be using 

combinations of those sources to trigger and prioritise care required. In the face of 

difficulties, nurses rely on support predominantly from their social or cultural networks 

to the extent that they may be sharing information that their profession prohibits 

them from sharing. Nurses consult colleagues but only those who they feel will not 

jeopardise their future.  Nurses explained that without being able to manage their 

personal issues and views with people they trust, as people, they would not be able to 

cope emotionally. Who they will share their personal situations will depend on the 

level of repercussion they fear. Nurses believe that, in healthcare, the nurse is guilty of 

wrongdoing before he/she is proven innocent. Nurses fear and expect change in their 

status if they are accused of making an error or if they are accused of failing to do 

something (as in falling from grace). Some nurses say they will avoid a conflict, keep 

their heads down, get on with it, keep information to themselves, and suppress their 

human need to respond to conflict as much as possible. 

 

5th question results: (Are you proud to belong to a nursing group? What is the price you 

feel you need to pay to be a nurse? How does this affect you? How does this affect your 

family?) 

Focus group nurses, in many ways, expressed that they are proud to belong to the 

nurses’ groups. Nurses love the idea of nursing; some nurses said that the actual job is 

difficult and they may have not chosen it if they knew what is involved. Nurses value 

nursing.  A few nurses said that the job pays bills and that the pay is better than it was. 

Only one nurse thought his pay was not enough. The nurses spoke of experiencing an 

upward positive trend in nursing. They felt nursing is a good profession, respected in 

their communities and by their families. Nurses spoke of their shift work, extra shifts 

and long hours, and going the extra mile for patients in need even if they were not at 

work and often to the detriment of themselves or their family. As far as nursing is 
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concerned, nurses talked about this as it being inevitable that nurses will do this at 

some point, or on and off.
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Appendix G: ‘Q’ methodology, various studies’ summary 

Research 
by 

Robyn, R. 
(2000) 

Davis C.T. (1997) Jeffares and Skelcher (2011) Van Excel and 
du Graaf (2005) 

Dryzek and 
Berejikian 
(1993) 

Brewer et al. 
(2000) 

van Exel et al.  
(2007) 

Dryzek and Holmes 
(2002) 

Title A 
methodological 
Approach to the 
question of 
National 
Identity in 
Europe 

Patterns of Identity: 
Basques and the 
Basque Nation 

Democratic Subjectivities in 
Network Governance: ‘Q’ 
methodology study of English 
and Dutch managers 

Q methodology: 
A Sneak 
Preview 

Reconstructive 
Democratic 
theory 

Individual 
Conceptions of 
Public Service 

Care for a break? 
An investigation 
for informal care 
givers’ attitude 
towards respite 
care using ‘Q’ 
methodology. 

Post-Communist 
Democratization: 
Political Discourses 
across thirteen 
countries 

Aim Pin down new 
identity by using 
Q: Ability of 
people to 
voluntarily 
acquire new 
forms of 
identity with 
new political 
institutions 
(EU). 

1. To uncover ways 
in which Basque 
ethnic community 
identity identifies 
with the Basques’ 
nation. 
2. To provide 
understanding of 
subjective national 
identity in the 
Basque country. 

To find out how public 
managers-as-designers think 
about democracy. 

Write down 
basics and 
provide 
examples of ‘Q’ 
methodology 
being used. 

To model 
discourses of 
democracy 
present in the 
USA and to 
ascertain how 
people 
conceptualise 
their political 
roles and 
competences. 

To identify 
motives 
associated with 
public service. 

Identify what 
motivates care 
givers. 

To explain how the 
democracy is 
conceptualised by 
ordinary people 
and by political 
activists in thirteen 
countries post-
Soviet bloc collapse 
in 1989. 

Prior 
research 

Looked how the 
issue of EU 
citizens’ identity 
has been dealt 
with in the past. 

Previous studies of 
Basques’ identity, 
and Basques’ strong 
ethnicism and 
nationalism. 
 
Historical 
description. 

Earlier empirical work into 
managers’ awareness. 
 
Adopting an a priori position: 
Four conjectures of 
democratic networking as a 
frame: 
- Complementary 
- Incompatible 
- Transitional 

None. Political 
Discourse from 
Language. 

Literature 
review on 
public service. 

Interviews. Political discourse 
analysis into 
Political, 
Institutional and 
Attitudinal changes 
post 1989, which 
led to agreeing 
dimensions for 
arriving at the ‘Q’ 
set. 
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Research 
by 

Robyn, R. 
(2000) 

Davis C.T. (1997) Jeffares and Skelcher (2011) Van Excel and 
du Graaf (2005) 

Dryzek and 
Berejikian 
(1993) 

Brewer et al. 
(2000) 

van Exel et al.  
(2007) 

Dryzek and Holmes 
(2002) 

- Instrumental 

Concourse 
 
 
 

Books, journal 
articles, 
newspapers, 
interviews, 
statements 
from literature, 
also statements 
on nationalism, 
modified 
statements 
from 
psychological 
literature on 
motivation. 

Poems, songs, lyrics 
newspapers, articles, 
interviews and 
scholarly writing. All 
made by Basques. 

300 statements from 
interviews, academic 
literature, authors promote 
varied sources as topics 
surface differently. 

Choose a topic 
and collect: 
Pictures, words, 
objects, text – 
must be an 
exhaustive list. 

Topic of 
democracy: 
Books 
Studies, 
magazines, 
newspapers 
 
300 
statements 
collected. 

40 Statements 
taken from one 
researcher’s 
work 
(literature, 
focus groups,). 
The statements 
cover six 
identified 
dimensions. 

Could not obtain 
information 

300 statements 
collected mainly 
from discussion 
groups, some 
individual 
interviews in China 
due to political 
difficulties.  
 
Newspapers. 

‘Q’ set 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

36 statements –
12 from each 
defined 
position: 
- 
Supranationalist
s 
- Pluralists 
- Nationalists 

A theoretical 
framework derived 
from social-
psychological studies 
of individual 
attachment was 
employed to 
generate and 
categorise a 
representative 
statement sample. 
As per national 
identity, Basques 
were thought to be 
attracted to nation 
by (used 3x2 

Arrived at by adopting a 3x3 
grid across two dimensions: 
form and discursive quality: 
1 dimension: definitions, 
claims of facts/opinions, 
normative prescriptions. 
2 dimensions: 
Natural relationships 
between entities, degree of 
agency, clues as to 
motivation, e.g., self -
interest. 
36 statements covering all 
four conjectures specified. 

40-50, use an 
emergent 
structure, does 
not matter 
what as long as 
logical and final 
set is 
representative 
of a topic. After 
all, research 
subject will give 
this a meaning. 

64 after-cell-
sampling 
procedure by 
Brown, 
improved by 
cells given 
attributes: Y 
axis: Type of 
claims: 
Definitive, 
designative, 
evaluative, and 
advocating. 
X axis 
discourse 
element: 

Using a five-
point Likert 
scale this was 
reduced to 24 
and across four 
dimensions. 
However, 
Brewer et al. 
settled on using 
all 40 
statements 
across six 
dimensions. 

39 statements 
regarding 
motivation. 

Taken from political 
discourse analysis 
4x4 cell system 
devised: 
1 axis: Ontology, 
agency, Motives of 
agents 
2 axes: Definitive, 
Designative, 
Evaluative, 
Advocative 
 
Four random 
statements in each 
cell taken, those 
not fitting in any of 
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Research 
by 

Robyn, R. 
(2000) 

Davis C.T. (1997) Jeffares and Skelcher (2011) Van Excel and 
du Graaf (2005) 

Dryzek and 
Berejikian 
(1993) 

Brewer et al. 
(2000) 

van Exel et al.  
(2007) 

Dryzek and Holmes 
(2002) 

 
 
 
 
 
 
 
 
 
 
 
 
 
‘Q ‘set 

Fisherian factorial 
design)1st axis: 
1. Affective (a 
sentimental) 
attachment to the 
homeland. 
2. Goal involvement 
(wanting to help 
nation). 
3. Ego involvement 
(pride and self-
esteem derived from 
national 
identification. 
Attitudes – 2nd axis: 
1. Committed and 
drawn towards. 
2. Alienated – away 
from. 
 
From concourse 
sorted into 3x2 grid.  
Five statements in 
each cell were 
selected to form a 
‘Q’ set of 30 
statements. 

ontology, 
agency, and 
motivation, 
natural. 

the cell thrown out. 
Settled on 64 
statements. 

P set 
 
 
 

37 French 
participants plus 
three sorts by 
the author 

31 diverse P sets 
from various Basque 
communities. 

100 approached, 49 
responded. 

4-5 people will 
be needed to 
load each 
anticipated 

37; guided by 
diversity of 
views, social 
variety. 

69 out of 74 
individuals 
approached. 

Could not obtain 
information. 

40 people in each 
country: 
1. Social 
characteristic – all 
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Research 
by 

Robyn, R. 
(2000) 

Davis C.T. (1997) Jeffares and Skelcher (2011) Van Excel and 
du Graaf (2005) 

Dryzek and 
Berejikian 
(1993) 

Brewer et al. 
(2000) 

van Exel et al.  
(2007) 

Dryzek and Holmes 
(2002) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

representing 
three different 
positions. 
 
Subjectivities 
were found to 
differ and so the 
sample was 
sorted into a 
grid: 
One axis: 
A: Gender 
B: Age 
C: Class 
D: Setting 
2nd axis: 
Level of life 
experience 
impacting 
identity: 
A: Male 
B: Female 
C: young 
D: Older 
E: Working 
F: Middle 
G: Urban 
H: Rural 
P sample 
contained each 
position x2 and 

viewpoint (less 
than the ‘Q’ 
set).  This is 
adopted from 
Brown (1980). 

variety (did not 
argue that these 40 
represent the 
population, only 
claiming that the 
subjects represent 
patterns existing in 
their society). 
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Research 
by 

Robyn, R. 
(2000) 

Davis C.T. (1997) Jeffares and Skelcher (2011) Van Excel and 
du Graaf (2005) 

Dryzek and 
Berejikian 
(1993) 

Brewer et al. 
(2000) 

van Exel et al.  
(2007) 

Dryzek and Holmes 
(2002) 

more. 

Q sort 
technique 
 
 
 
 
 
 
 
 
 

PQM method by 
Schmolck and 
Atkinson (1998). 
 
Inverted 
pyramid with 
positions -4 to 
+4. 

30 randomly printed 
statements printed 
on a card packaged 
for postal 
questionnaire. 
 
Normal forced 
distribution from -3 
to +3; The 
participant could 
deviate from the 
design and place 
statements where 
they wanted. 
Following the sort, 
participants offered 
comments regarding 
their sorting 
decisions. 

Flash Q. A score sheet 
with -5 to +5 
range. 
 
By mail and PC 
is a possibility. 
 
Cards sorted to 
a pyramid 
template as per 
Stephenson 
(1953). 

Not described. Score sheet 
from agree to 
disagree. 
 
Post-sort 
interview. 

Could not obtain 
information. 

Did not say but the 
way the scores are 
assigned used -4 
and +4 positions – 
pyramid. 

Interpretat
ion of 
results 
 
 
 
 
 
 
 
 

Four factors: 
A: 
Supranationalist
s 
B: Optimistic 
Pluralists 
C: Disaffected 
Populists 
D: Nationalists 
(oppositional). 

Judgmental rotation 
provided for clearer 
explanation but 
participants by 
virtue of their 
statement-scoring 
explained the factors 
and the researcher 
did not artificially 
categorise 
statements. 

Have completed centroid 
rotation within the PQ 
method to increase loading 
on factors for participants 
loading below 0.43. 
 
Analyse results in context of 
conjectures, in that they 
identify descriptors of public 
managers: 
1. Complementary:  Realists 

Factor rotation 
possible 
(objective or 
judgmental/cen
troid). 
 
Factor scores 
point out salient 
statements that 
need special 
attention to 

(Centroid 
rotation used 
as per 
Stephenson) 
Four factors 
explained by 
joining 
statements 
that represent 
or oppose a 
view: 

Employed 
principal 
component 
method after 
correlating all 
‘Q’ sorts and 
factor analysed. 
Interpretation: 
synthesis of 
similarities and 
differences. 

Factors were 
interpreted using 
the composite 
scores within PQ 
method. 
 
Differences and 
similarities in rank 
and value of 
statements 
between factors 

Does not mention 
factor rotation as 
such. 
 
Used statements 
with extreme 
scores and 
organised them in 
relation to one 
another, including 
ambiguities. These 
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Research 
by 

Robyn, R. 
(2000) 

Davis C.T. (1997) Jeffares and Skelcher (2011) Van Excel and 
du Graaf (2005) 

Dryzek and 
Berejikian 
(1993) 

Brewer et al. 
(2000) 

van Exel et al.  
(2007) 

Dryzek and Holmes 
(2002) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Interpretat
ion of 
results 

 
Results identified 
two distinct forms of 
national identity: 
1. Active Basque 
who views the 
nation in a 
multifaceted, 
approving manner 
while perceiving its 
existence to be 
threatened by both 
external and internal 
forces. 
2. Non-national 
Basque who also 
identifies with 
elements of the 
Basque collective yet 
is opposed to the 
concept of the 
Basque nation 
(national cause is 
linked with violence 
and it tampers with 
Basques’ ethnicity). 
Interpretation: 
compared 
statements within 
one factor and then 
compared two 

and Adaptors 
2. Incompatible: no factors 
3. Transitional: Progressive 
and Radical optimists 
4. Instrumental: no factors 
Outside the conjectures: 
Pragmatists. 

describe and 
interpret. 

1. Contented 
republicanism 
2.Deferential 
Conservativism 
3. Disaffected 
populism 
4. Private 
liberalism. 
 
The four are 
then described 
in detail within 
current 
political 
context within 
the USA. 
 

Samaritans: 
strongly 
motivated to 
help. 
Communicators
: motivated by 
sentiments of 
civic duty. 
Patriots: act for 
causes much 
bigger than 
themselves. 
Humanitarians: 
motivated by a 
strong sense of 
social justice 
and public 
service. 

and explanations 
were formulated 
by respondents. 
 
Care givers’ 
motivation 
results; 
1. Group of those 
that viewed their 
task as a burden, 
had no 
satisfaction 
completing the 
task and needed 
and asked for 
respite care. 
2. Group of those 
that viewed their 
task as a burden 
but had 
satisfaction from 
performing the 
task. They 
worried about 
asking for respite 
break because 
there was a 
resistance from 
the care recipient. 
3. Group of those 
who enjoy and 

ambiguities were 
then explored and 
explained rather 
than criticised. 
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Research 
by 

Robyn, R. 
(2000) 

Davis C.T. (1997) Jeffares and Skelcher (2011) Van Excel and 
du Graaf (2005) 

Dryzek and 
Berejikian 
(1993) 

Brewer et al. 
(2000) 

van Exel et al.  
(2007) 

Dryzek and Holmes 
(2002) 

factors for 
similarities and 
differences. 
Participants’ 
statements used to 
enrich context and 
motivation for 
decisions. 

have satisfaction 
while performing 
care. Those did 
not need a respite 
break. 

Comments 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Explained ‘Q’ 
methodology as an 
objective method to 
study subjective 
communication by 
individuals. 
Viewpoints’ output 
is pure behaviour. 

Main influencers: 
Stephenson. 
 
Stephenson’s methodology is 
developed here by 
procedures from Brown, 
Dryzek and Berejikian and 
others. Novel application of 
‘Q’ flash (Braehler and 
Hackert 2007). 

Main influence: 
faithful to 
original 
Stephenson’s 
methodology, 
explained by 
Brown. 

Influenced by 
Stephenson 
and Brown. A 
novel use of 
scientific 
procedures to 
ensure an 
exhaustive 
‘Q’set. 
Had four a 
priori 
dimensions. 
Unable to 
generalise as 
expected; 
however, 
clearly shows 
four distinct 
discourses and 
describes 
motivation, 
relationships 
and operant 

Main 
influencers: 
Stephenson and 
Brown. 
Had some a 
priori 
dimensions. 
Only one found 
employing 
principal (a 
mathematical 
version) 
rotation – 
although not 
very clear how 
the 
mathematical 
conclusions 
served the 
interpretation. 

Influencers: 
Stephenson and 
Brown. 
 
A classic 
adaptation of ‘Q’ 
methodology and 
without a priori 
positions. 
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Research 
by 

Robyn, R. 
(2000) 

Davis C.T. (1997) Jeffares and Skelcher (2011) Van Excel and 
du Graaf (2005) 

Dryzek and 
Berejikian 
(1993) 

Brewer et al. 
(2000) 

van Exel et al.  
(2007) 

Dryzek and Holmes 
(2002) 

behaviours of 
each as well as 
proving that 
these exist. 
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Appendix Ha: 1st phase of reducing concourse into ‘Q’ set 
 

 1st phase reducing concourse into ‘Q’ set statement (after 
theming all 354 statements into the main 87). 

 Essence/the main point of the amalgamated statement. 

    

 1. I feel worthier for being a nurse and because people depend on me, 
value and revere my help in their most vulnerable of situations (8, 9, 
148, 213, 214, 217, 270, 272, 273). 

2. Emotional health can improve as a result of personally fulfilling 
spiritual and religious practice; patients can count on my support, 
although I know such transcend prejudice of observers/ institutions 
and so I need to tread carefully so others are not offended 
(46,55,38, 316, 329).  

3. Nurses, as their institutions, support minorities with their specific 
cultural requirements pertinent to their survival. Additional day-to-
day support is provided at nurses’ discretion as a bonus or if time 
and resources allow (55, 56, 168, 169, 314). 

4. Holistic approach is of great value during an assessment and in 
choosing the right therapy and care plan, however, in nursing we fix 
bodies and emotional distress, we select the most acute to get 
patients to stable health fastest (88, 118). 

5. I want to focus on patients wholeheartedly and would feel valued 
more, knowing that I am not underpaid by my employer (154,156, 
157,221, 275, 306 

6. When nursing, I remain trusted and less judged by patients by 
avoiding discussing my personal beliefs, views and opinions, or have 
reactions to what I see or smell. Instead, I demonstrate nursing 
humanitarian as well as liberal values to ensure all patients’ care is 
perceived by them as humane (116, 178, 274, 305, 337, 345) 

7. I draw on my personal sensitivities, moral values and my own 
spirituality when I approach my patients. I have NMC values in mind 

 1. Achieving greater self-value:  feel good for belonging to nursing and for 
being able to affect what people most value - life and comfort.  
 

2. Political correctness in nursing is necessary, yet a nurse tries to do what 
feels right as carefully as possible for the patients. 

 
 

3. Cultural rituals do not represent nursing needs; emotional health does. 
Maintaining cultural rituals or religious practice are sometimes means to 
some people’s emotional health, even survival i.e., Jehovah witness 
refusing blood transfusion, Hindu unable to eat meat and eggs.; Nurse will 
do the necessary to protect life but will not concern herself with Muslims’ 
regular prayer or Hindus’ yoga or organising ethic food for patients. 

4. Curative care is a primary approach in nursing and in making patients’ 
safe/stable. Holistic approach is secondary, however not always exercised 
in nursing. 
 

5. Low pay distracts nurses’ focus from nursing and affects their self-value. 
 

6. Nurses do not feel that their patients trust culturally diverse-thinking 
individuals. 

 
7. It is down to patients’ feedback, or lack of feedback, how much nurses stick 

to being politically and culturally correct and how much they stick their 
heads over the parapet. Nurses act on their nursing values and also on their 
own views and beliefs. 
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and I gauge carefully what is acceptable to the patients; however, I 
am being myself as long as I see no harm in it (79, 184, 200, 300, 
315). 

8. In nursing, assessment, research, finding out best way of helping 
people are synonymous. Nurses need to be resourceful and have 
open and inquisitive minds (190). 

9. Organisational process is often a barrier to effective nursing and 
operate to detriment of patients’ capacity to prepare and decide 
their care because I am not given enough resources to focus on 
desired patients’ outcomes (209, 218, 220, 231, 248, 281, 284, 299). 

10. I go the extra mile sometimes; it pleases me and makes me feel 
good. Maybe outside of NMC guidelines and my organisation’s 
requirement, as long as it is not hurting anyone and it is my choice it 
is a win-win situation (3, 109, 210, 211, 225, 226, 237). 

11. I would not work long shifts if the hourly rate is decent; I would love 
my nursing role to allow me to rest more and look after my loved 
ones (24, 221, 278, 21, 217, 224). 

12. Nurses are exceptionally distressed by potential public 
embarrassment if they fail to protect patients and meet their needs 
in a humane way, avoiding working for organisations that create 
such environment (222, 180, 172, 175, 176, 354). 

13. It is my prerogative to vary level of nursing input where patients do 
not value their health or put nursing and health system under 
pressure by poor behaviour (96, 130, 131, 227,228, 238). 

14. Standards and regulations give me ideas about nursing processes 
and what I should be achieving. I work with my colleagues and 
patients to decide how we help patients and sometimes we have to 
improvise (15, 42, 51, 247, 235, 277). 

15. My role is to engage with patient on their individual level and 
confidentially, my role is not a public one (239) 

16. Nurses’ continuous yearning to care and help with other roles up or 
down is a weakness because it makes the profession easily taken in 
by the managers and not astute and assertive. (252, 262,265, 278, 
26, 39, 257, 261). 

8. Nursing is about constant information gathering, research, investigation of 
people’s needs and evaluation of what works. Nurses sort that information. 

 
 
 
 

9. Nurses’ employers organise nursing in ways that nurses struggle to piece 
together information and team for that patient and to enable that patients 
to prepare and follow realistic nursing plan. The consequence s that health 
team or relatives make decisions that are not considerate of the patient. 

 
10. As long as there is no harm to patients, nurses become personal with 

patients’ and they see this as being outside of remit of nursing. 
 

11. Because of financial difficulties, nurses end up not looking after themselves 
and their families and work long shift to maximise earnings instead. 

12. Nurses are proud of their public value. 
 
 
 
 

13. Nurses, health system gatekeepers, want to operate good return on 
invested time and resources. Nursing not valued may be withdrawn to a 
minimum. 
 

14. Regulations show the way; however, nursing happens to be locally-agreed 
joint decisions. 

15. Patient and nurse relationship is centrally accepted by nurses. Nurses do 
not feel in relationship with institutions and public. 

16. Duty to care and be of use to patients in any way make nurses into a pliable 
profession. 
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17. Shared pride, when a skilled team makes a great difference, is of 
more value to patients and to me, then my personal pride when I 
achieve something alone (276, 296, 322).  

18. No one understands and helps a nurse to cope better than another 
nurse or close associate. It makes sense to share nursing 
experiences and this is one of nurses’ coping mechanisms (182, 186, 
271, 279,280, 324). 

19.  My role would be more attractive and my practice safer, if I am able 
to work shorter shifts; these are equally as effective and efficient as 
the long shifts (2, 18, 72, 221, 19, 260, 323). 

17. Being valued and supported by a successful team, sharing success, is more 
important than individual pride. 
 

18. Nurses need emotional support, and it is best delivered by themselves by 
sharing experiences. 
 
 

19. Nurses are attracted by easier workload and safer practice. Length of shift, 
i.e., shorter shift, they believe, would still achieve efficiency. 

 20. I can justify my practice and this is why patients value and trust my 
work, clear communication is vital and more important than 
regulation (28, 76, 105, 164, 240, 242). 

21. It is my job within the organisation to make myself available to 
everyone and prioritise my workload. I find this frequently 
exhausting and often I stop being able to cope (22, 25, 70, 17, 20, 
216, 65, 66, 281). 

22. I am unable to follow some aspect of the NMC’s Code of Conduct 
because my organisation operates different procedures.  As long as 
my employer and patients are content, I trust the NMC will never 
judge my conduct as inappropriate (81, 82, 234, 321). 

23. In nursing, a nurse that caused a harm to a patient must be made 
publicly known for the sake of patients, so she never returns to 
nursing to hurt others. The indemnity insurance provides minimal 
security for such person (86, 101, 104, 106,107, 115, 352). 

24. As a nurse it is my duty to know what could lead and amount to me 
or others committing criminal activity; as long as I do not harm 
patients and I account for my practice clearly, even if this means 
asking my colleagues to clarify their actions, I will remain on nursing 
register (89, 97, 113). 

25. The NMC does not bother me, loss of PIN and public shame that 
goes with not being good enough to care, would bother me greatly 
(233, 234). 

 20. Shows that nurses understand role’s obligation to account for their practice 
and by communicating with patients. 
 

21. Constant access and disruption to nurses’ work is a typical organisational 
positioning of nurses’ role; nurses do it despite believing it is harmful to 
their personal and professional performance. 

22. Where nurses know of standards but organisations do not embrace and 
empower those standards, nurses’ practice will resemble practice of their 
local community. Nurses feel safer if their practice is shared by others. 

23. Causing harm to patients results in exclusion; strong humanitarian 
principles, no exception. 
 

24. Causing no harm and making sure that no one else does; nurses are driven 
by humanitarian principles to be protective of patients. 
 
 

25. Public shame and exclusion from a privileged professional group (fallen 
from grace); nurses are fearful. 
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 26. Managers deploy nurses to coordinate team of people that deliver 
nursing plans, treatments as well as customer care and hospitality 
and because they believe, nursing encompass this and reduces 
pressure on nurses from constant face-to-face interaction and 
communication with patients (23, 60, 64, 78, 241, 311, 312, 334). 

27. Nursing requires time for research, planning and evaluation and has 
administrative function (23 implied). 

28. I trust experienced nursing assistant or associate to treat and deliver 
nursing to my mother as safe as a registered nurse (61, 282). 

29. Nursing reality is like life; there are winners and losers; when I 
nurse, I spot the weakest, others, more able, will need to protect 
themselves (68). 

30. It is in my power to help patients and their loved ones to protect 
themselves within not well functioning health system; this is not 
popular with my employer, most likely detrimental to me but 
empowering for my patients (69, 102, 353). 

31. Managers of organisations require conformist nursing, providing 
good value and not necessarily excellence (73, 74,77, 204). 

32. However, difficult and poorly behaved patient is, I will spend 
whatever time I have to nurse them; someone has to care for them 
(95). 

33. As an individual nurse I have compassion with my colleagues that 
are not strong enough or knowledgeable to blow whistle on poor 
practice; it is not easy to challenge health systems (66, 102, 103). 

34. Nursing attitude is a reflection of nurses’ experiences and resilience 
in British culture; Nurses that counsel and mentor each other are 
more resilient (111, 181, 268, 269, 322). 

35. Nurses are irreplaceable in providing solutions between patients’ 
communicated needs and the needs assessed by other professions 
in health organisation (12, 13, 141, 144, 145, 146).  

36. Re-enablement into a community following an illness is of better 
quality if led by a nurse and not social worker (150, 151). 
 

37. Absence of scientific nursing in social care settings such as 

 26. The organisations use nurses to operate health service, nursing is done in 
addition. 

 
 
 

27. Nurses require time to research, evaluate and set up record trail of all 
involved healthcare services. 

28. Can nurse assistant substitute and bring same protection to people as does 
a registered nurse? 

29. A nurse is not an answer to every patients’ need; nursing is prioritising 
resources to the effect of accepting that some needs will not be addressed. 

30. Nursing is about sticking one’s head above the parapet, yet within 
organisations, nurses believe this is not what is desired of them to do and 
so they fear repercussions. 

31. Nursing has capacity and ability to operate excellence; organisations 
employ nurses to deliver care within given resources and conform to 
organisational procedures. 

32. Even the most difficult patients will receive care; humanitarian principle, 
although resource-bound. 

33. Compassion and empathy because nurses struggle to challenge 
organisations individually. 

 
34. Nurses are by nature of what they do adaptable to patients and situations; 

they have capacity to adapt. They do this better by sharing and mentoring 
each other through challenges they face. 
 

35. Nurses manage patients’ expectations and uniquely abridge/link in health 
services to meet priority patients’ needs. 

36. Nurse will use humanitarian principles and clinical knowledge of specific 
health condition whilst in assessing and providing patient with practical 
plan to keep themselves well and relieve future suffering as much as 
possible. Social worker accepts patient to be an expert on their needs and 
to tell them what they need to go home.  

37. Nursing plays a vital role in supporting health of people. Social care is 
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residential care homes or learning disability houses, is detrimental 
to people with chronic disabilities because their health needs are 
not regularly monitored (152, 153). 

38. To offer person-centric and diverse care, nurses do not feel able to 
rely on the regulator or employer; the profession is uniquely 
governed by nurses philanthropical tendencies that are often 
beyond resources of their organisation and not encompassed by the 
regulator (155, 171, 173, 174, 179, 229, 250). 

39. Nurses avoid jobs to do with social, hospitality issues that include 
demanding families as this reduces their ability to exercise their 
nursing judgement (192, 193, 194,195, 201,202,203). 

40. Whistle-blowing, teaching and managing others are not pertinent to 
nursing process and therefore should be passed to be operated by 
the managers and teachers and not by nurses on shift (205, 212, 
151). 

41. Being able to engage and disengage from relationships with patients 
keep nurses less at risk from burnout and constant worry. (223, 250) 

unable to substitute it. 
 
 

38. Humanitarian principles/charitable practice is strongly embedded in 
nursing, and not entirely as a result of the regulator and organisations. 

 
39. Positioning nurses in charge of “front customer desk” is to the detriment of 

nursing performance and patients. 
 
 

40. Organisational needs to protect, manage and teach are distractive to direct 
nursing care, if delivered by the same person. 

 
 

41. Nurses that worry about their patients beyond their duty, are either 
emotionally too attached and treat their patients’ as loved ones; or do not 
trust their colleagues that their patient will be given necessary care; either 
way, they worry and burnout because they feel patients are not cared for 
well or protected. 

 42. Nursing encompasses checking work of others so patients are 
protected by the profession if an individual nurse fail (83, 84, 85, 92, 
63, 98, 208, 297, 333). 

43. Nursing duty maybe ends at the end of the shift, care does not end 
(93). 

44. Nursing is about looking after other people’s’ needs, emotions and 
families, while compartmentalising and putting aside their own 
whilst nursing (1, 114, 264, 120, 259). 

45. Typical nurse must keep up with nursing knowledge as well as 
societal trends otherwise will lose ability to keep up and understand 
patients and will become ineffective or leave profession (75, 117, 
307, 310). 

46. Nursing group representatives, not an individual nurse, can offer a 
powerful challenge to the organisation, as their standardised 
approach reduces pressure of individual nurse (206, 207, 335) 

 42. Nursing power to protect lies in group/team approach. Regulator maintains 
jurisdiction over public protection within health service. 

43. Responsibility for others is felt and lived and not just exercises whilst 
nursing. 

44. Active nursing is demonstrated by focusing on people needs first. 
 

45. Nursing must be of current otherwise will fail to understand patients’ 
needs. 

 
 
 
 
 
 

46. Nurses will challenge organisations more effectively when acting as a 
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47. Sustaining oneself as a nurse requires counselling/mentoring to 
remain resilient and stamina to cope with the profession’s demands 
(177, 253, 319). 

group. 
 

47. Should future nurses be screened for their ability to endure demands and 
whether they are responsive/adaptable to situations when 
mentored/counselled? (i.e., a military model) 

 48. For a nurse, having a protected face-to-face time with patients, 
while fundamental care is being assessed and reviewed, is a 
hallmark of quality nursing process that delivers holistic patient care 
(59, 158, 199, 236). 

49. Because nursing is not explained by the NMC Code of Conduct well 
for public and organisations to understand nursing, nurses in 
isolations fail to defend nursing boundaries, and organisational ways 
prevail (87,94, 289). 

50. Mentoring students and informal carers is fundamental to 
maintaining inquisitive, research able and skilled nurse-led teams 
(123,125). 

51. Deviating from socially accepted nursing values, principles and 
practice, even though technically correct, is a sign of nonconformist 
nursing (128, 129, 37). 

52. Nursing judgement is a unique application of knowledge and skills, 
regulated by ethics; no other professional group considers and 
documents response to people needs scientifically and at the same 
time covers medical, emotional, therapeutic, ethical and social 
aspect of people (137, 138, 139). 

53. Organisations fail to consider nursing judgements as a source/guide 
to resourcing healthcare delivery yet blame nurses for gaps in 
nursing care (140). 

54. It is nurses from diverse cultural and social backgrounds that have 
extra responsibility to demonstrate and communicate clearly their 
ability to recognise patients preferred cultural and social values and 
in so doing, build therapeutic relationship (165, 166, 170). 

55. Nursing judgement is dependent on a nurse’s ability to use all her 
senses and collect information and to communicate in every 
possible way with a patient or their advocate (170, 191). 

 48. Nurse requires to see/assess/ interact with patients face-to-face to 
establish all needs; needs protected time to do this. 

49. Nurses will engage in operating organisation’s view of nursing and on their 
own, will not assert nursing boundaries; will take on more work, accept a 
blame; maybe they themselves do not know what exactly to object to. 

50. Nurses optimise delivery of person-centric (specifically tailored) nursing 
care by upskilling carers to work out how best to meet people’s needs. 

51. Nursing is liberal and broadminded; not all population communities are 
such; being broadminded in non- secular community, or in some aspects 
narrow-minded in secular community, labels nurse troublesome. Nursing is 
more effective to reflect values of the local community it serves, not 
necessary regulator’s universal values. 

52. Nursing judgement: broad knowledge and skills in all health functions allow 
for dipping in and out, choosing what is necessary when considering 
various aspects of health and social aspects, personalising it to each 
patient; yet never cause harm or take advantage.  

 
 
 
 

53. Should organisations’ resources be reconsidered by studying potential 
nursing judgements about health-care delivery? 

54. To be therapeutic, nurses from diverse background require to 
communicate and demonstrate local social and cultural customs otherwise 
patients will feel them alien and not trust them. 

 
 
 

55. Nursing judgement depends on advanced method of assessment: seeing, 
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56. Nurses have strong bonds in their groups as well as compassion with 
their failing peers but will not accept such peers back in active 
nursing as they are liability to their profession and directly to their 
colleagues (232, 322). 

57. Compassion add quality to nursing, however Nursing knowledge and 
skill combining, applied methodically and with care, are ultimately 
the key to providing patients optimum outcomes in achieving health 
and regaining their abilities (4, 5, 6). 

58. Nursing is a collaborative profession and as such, sole accountability 
and responsibility in nursing does not exist (27, 29, 30, 126,336). 

59. The fundamental technique in nursing lies in observation, making 
judgements and constantly evaluating risk to patient; timewise, it 
takes what it takes (7, 10, 31, 147, 62, 91, 159, 249). 

60. Recordkeeping of assessments and judgements made are reflection 
of nurse demonstrating accountability in day-to-day practice, 
discretion is not easy to account (32, 302). 

61. Nurses are skilful project managers; each patient is a unique project 
and requires nurse’s specific judgement, creativity and 
communication to obtain resources to optimise the patient’s 
outcome, even if it is a good death (33, 99, 121, 124, 127, 137, 
142,143, 149, 266, 288). 

62. Even though ‘holistic’ in general terms involves consideration of 
body, mind and soul, in nursing knowledge, spirituality and religion 
is too personal and not critical to health, and so it is not an 
obligation of a nurse to address it (34, 40, 44, 45, 53, 49). 

63. Pastoral care and offering direct cultural and spiritual support are 
considered part of nursing knowledge, responsibility and obligation. 
As long as the patient agrees, a nurse can provide direct religious 
and spiritual support (39, 41, 50, 119, 167, 185). 

hearing, touching, smelling, tasting, weighing evidence and scientific 
observations and communication: ability to collect and deliver information 
in a way that it is understood. Whilst the medical profession does this too, 
medics do these once nurses prepared the way; i.e., established what is 
needed, arranged an advocate. 

56. Poorly performing nurses are seen as a liability to nurses’ own 
performance. 

57. Humanitarian principles and skilled nursing provide optimum outcomes for 
patients; compassion enhances the quality. 
 
 
 

58. Nurses do not like acting on their own; they always interact to make 
important decisions. 

59. Skilled, observation, assessment, evaluation, reducing risk- nursing 
technique in making judgements as to whether patients are safe. Would 
more of it make patients safer? 
 

60. Records demonstrate nurses’ accountability not discretion. 
 

61. Each patient has specific goals and a unique set of processes and resources 
lead to accomplishing that goal. 

 
62. Nurses are liberal and humanitarian, human value is above everything else. 

Love of human supports spirituality, however, spirituality is not a means to 
saving life in crises and so lesser priority. 
 
 

63. Nurses say it is okay to pray with patients or celebrate and support 
religious events with them and because it provides well for people’s 
emotional needs. A nurse and an active preacher are more common, not 
necessarily viewed as desired. 

 64. British culture is full of religious and some cultural discord; Nurses 
recognise patients’ unique cultural and spiritual needs and 

 64. Nursing is instrumental in setting out a therapeutic environment in 
standardised fashion. Some people’s needs will need to be marginalised to 
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preferences; however, do not encourage them because nurses need 
to keep the peace in shared therapeutic environments (35, 36, 43, 
46, 47, 48, 52). 

65. Nurses will embrace scientific, evidence-based practice only if it is 
promoted by their professional community as well as local 
communities of practice, (otherwise a nurse will conform to practice 
and routines of majority) (100, 289, 339). 

66. In England, minority nurses and minority patients must conform to 
universal English and standardised nursing service if they wish to be 
part of public service (54, 57,135, 136, 160, 161, 162, 283). 

67. Nurses are blamed for the organisation’s service failings and 
because nursing roles in organisations are mixed with customer care 
management and service routines (189, 198, 230, 347, 348). 

serve majority- socialist approach. 
 

65. Nursing governance that is close knit with organisational management has 
a critical role in achieving nurses group adherence to clinical and evidence-
based practice, i.e., nurses have tendencies to conform with majority. 
 

66. Standardisation is driven by resource allocation; nursing will stretch to 
what resources allow. Minorities care is marginalised because of resources, 
not because nurses choose to do this. 
 
 

67. Being on the receiving end of all demands and enquiries is demoralising to 
nurses; nurses feel victimised. 

 68. If a nurse identifies a way of meeting patients’ health needs, this 
should be resourced by health organisations, i.e., including sexual 
and gender-specific needs, unusual minority lifestyles, even if this 
means a greater expense (12, 13, 16, 58, 122). 

69. It is natural that prominent nursing positions in England are given to 
the nurses who clearly embody and communicate English cultural 
and social values, including the need to embrace diversities (163). 

70. Offering nursing within social care setting such as care home is 
enjoyable, however more distracting from science of nursing (187, 
188). 

71. Many nurses can skilfully educate the public; however, this is not 
real nursing, anyone can share and present information; real nursing 
lies in making nursing judgements with patients towards patients’ 
individual health outcomes (196, 197). 

72. Nurses’ boundaries are unstable and more fluid, oscillating around 
regulation; direction depends on nurses’ organisational deployment 
(what they are asked to do) and their own understanding of specific 
cultural and social and lifestyle sensitivities and therapeutic needs 
required by their patients (90, 183, 243, 244, 245, 246, 311). 

73. The public, and many organisationally influenced nurses, have a 
variety of biased views and opinions as to what nursing encompass 

 68. Nursing believes in meeting all minority needs and that the expense is 
justified because of their humanitarian principles. 

69. Sovereignty of culture within nursing is offered is prioritised as it reflects 
what public needs. 

70. Nurses enjoy being part of social interactions as these support people’s 
wellbeing. Social care justifies community interactive living as mark of 
quality of life. However, it is easily forgotten, if not considered from health 
perspective, that without health being supported by a nurse, social 
interactive communities are not sustained for long. If social care stops 
valuing health input, the health input will be minimal. 

71. People are central to nursing, nursing is a service to individual patients, not 
to healthy group. Health promotion information to well people, can be 
shared by anyone and by organisations. 

72. Nurse will end up doing what she believes in right whilst considering 
regulations and her organisational role. How and to what extent will be 
down to each nurse. 

 
73. If nurses’ role is not made less flexible, there will be continuous 

misunderstanding by people and nurses as to how to apply their time and 
skills. 
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and this results in nurses fulfilling patients’ needs that have nothing 
to do with health outcome (112, 219, 254, 255, 256, 267). 

74. Humour is an underused nursing technique in correcting patients’ 
views of nursing (258, 261). 

74. Individually, nurses have a way of correcting misunderstanding of nursing 
sensitively. 

 75. Nurse wearing a uniform is more influential with patients than nurse 
without uniform (11, 351). 

76. An obese nurse (self-inflicted) is failing in her conduct to lead people 
by giving them an appropriate example (14). 

77. Nurse prescribers are trusted less than prescribing doctors, despite 
working in partnership (108, 293, 294, 298). 

78. Nursing means that no nurse will take advantage from being a nurse 
to gain commercially, by promoting and endorsing products or 
services or receiving gifts (110). 

79. A nurse is likely to rethink a choice to continue their nursing if they 
cannot reconcile patients’/nursing professions’ and their personal 
differences or face situations that bring emotional distress (132, 
133, 287, 311, 318, 320, 331). 

80. Increase in NMC regulation, new procedures, responsibility for 

greater workload is overwhelming (281, 285, 286, 341, 349). 

81. Men do not find nursing adequate in satisfying their work 

aspirations and self-esteem (290, 291, 292). 

82. Nurses have more opportunities than doctors to cause harm to 

patients because their work concerns the most intimate and 

personal aspects of humanity and at its most vulnerable stage (295, 

303) 

83. Nurses variety of medicine-based roles confuse nurses about their 

 75. A uniform, a sign of educated, ethical and purified individual, therefore 
trusted. Easier to rely on. 

76. Nurses are expected to be examples of how to lead healthy lifestyle, 
otherwise cannot be trusted or believed.  

77. Nurses accept that their practice is scrutinised more than doctors.  
78. Nursing is meant to be impartial, yet, is it? 
79. Nurses’ beliefs and prejudices are ultimately the means of reconciling the 

depth and breadth of nursing she is prepared to undertake.  
 
 
 
 
 

80. Nurses are not coping with the volume of workload. 
 

81. Are there are personal tensions in being a male nurse? 
 

82. Risk of a nurse harming patient is the highest because most vulnerable are 
at their mercy. 

 
83. Nursing role identity is blurred. 

 
 
 

84. Nurses’ pay is low, some members are motivated by greater salary, leaving 
clinical/specialised aspects of profession. 

85. Nurses are motivated to achieve work satisfaction and work on their self-
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professional role identity (301, 304, 325, 327) 

84. Those that decide to leave the clinical nursing for management 

salary have sold out nursing profession’s ideology to do greater 

good (308, 309, 313, 317, 326). 

85. Nurses make nursing to work for themselves, structuring their role/s 

to gain better work satisfaction and maintain their self-esteem and 

to cope (312, 327, 328. 330, 332). 

86. A nurse colludes in redistribution of responsibility and 

irresponsibility, obscuring formal distribution of responsibility; 

suggesting that constant supervision and discipline is needed within 

nursing where higher-ranking nurses make themselves 

indispensable but burdened, by doing the work of less competent 

peers (336, 338, 340, 342, 350). 

87. Constant exposure to illness, injury and death creates mixture of 

strong emotions, sometimes nurses create obstacles to cope (343, 

344, 346). 

esteem. 
86. Nurses decide what they will or not take responsibility for. 
87. Nurses become more sensitive to stress because they see too much pain 

and trauma. 
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Appendix Hb: 2nd phase of reducing ‘Q’ set 
All statements need to be about personal view, closed question, I think…My view is… I feel that; not to use ands in statement because it 
introduces another view or a complicated statement. 
No general views about nursing; however, I can ask what do you think other nurses think? I think other nurses think that euthanasia is ethical, I 
do not. 
Chose controversial statements for ‘Q’ only; Mainstream views, understanding will create little response by groups 
Statement is to be an essence of the view- Detail to unpack in an interview later on 
Make some statements as highly disagree, disagree/negative/ polarised, needs to give good material for taking sides, good polling  
 

2nd phase ‘Q’ set statements- 
reworded into 1st person to be 
suitable for ‘Q’ (gone from 87 
statements to 98) 

1st phase ‘Q’ set statement (theming all 354 
statements into main 87).  
 
 

 Recording essence/main interpretation point 

1. My unique personal worth comes from 
helping those at their most vulnerable. 

2. I will be offending some people if I assist 
people with their individual religious and 
spiritual practices. 

3. I think some nurses believe that cultural 
and spiritual needs are equally as 
important as physical needs, I do not 
share that view. 

 
 
 
 
 
 

1. I feel worthier for being a nurse and because 
people depend on me, value and revere my help 
in their most vulnerable of situations (8, 9, 148, 
213, 214, 217, 270, 272, 273). 

2. Emotional health can improve as a result of 
personally fulfilling spiritual and religious 
practice; patients can count on my support, 
although I know such transcend prejudice of 
observers/ institutions and so I need to tread 
carefully so others are not offended (46,55,38, 
316, 329).  

3. Nurses, as their institutions, support minorities 
with their specific cultural requirements 
pertinent to their survival. Additional day-to-day 
support is provided at nurses’ discretion as a 

 1.Achieving greater self-value:  feel good for belonging to nursing and 
for being able to affect what people most value-life and comfort. 
 
  
2. Political correctness in nursing is necessary, yet a nurse tries to 

do what feels right as carefully as possible for the patients. 
 
 
 
 
3. Cultural rituals do not represent nursing needs; emotional 

health does. Maintaining cultural rituals or religious practice are 
sometimes means to some people’s emotional health, even 
survival i.e., Jehovah witness refusing blood transfusion, Hindu 
unable to eat meat and eggs.; Nurse will do the necessary to 
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4. When I nurse, I focus on managing 

specific health problems as efficiently as 
possible.  
 
 

5. Being underpaid will not affect my 
loyalty to nursing people.  
 
 

6. I believe that patients will trust my 
nursing when I will not react to all their 
cultural and personal views and rituals as 
well as body presentations or smells. 
 
 
 

7. I feel free to demonstrate my own values 
and personal beliefs when providing 
nursing. 
 
 
 

8. When nursing I need to be resourceful 
and creative to find better solutions for 
patients. 

9. In my employment I am not asked to 
dedicate time to manage patients’ 
expectations as a priority. 

 
 
10. I believe that employers and patients 

should not expect me to go the extra 
mile in meeting patients’ needs for 

bonus or if time and resources allow (55, 56, 168, 
169, 314). 

4. Holistic approach is of great value during an 
assessment and in choosing right therapy and 
care plan, however, in nursing we fix bodies and 
emotional distress, we select most acute to get 
patients to stable health fastest (88, 118). 

5. I want to focus on patients wholeheartedly and 
would feel valued more, knowing that I am not 
underpaid by my employer (154,156, 157,221, 
275, 306). 

6. When nursing, I remain trusted and less judged 
by patients by avoiding discussing my personal 
beliefs, views and opinions, or have reactions to 
what I see or smell. Instead, I demonstrate 
nursing humanitarian as well as liberal values to 
ensure all patients care is perceived by them 
humane (116, 178, 274, 305, 337, 345). 

7. I draw on my personal sensitivities, moral values 
and my own spirituality when I approach my 
patients. I have NMC values in mind and I gauge 
carefully what is acceptable to the patients; 
however, I am being myself as long as I see no 
harm in it (79, 184, 200, 300, 315). 

8. In nursing, assessment, research, finding out best 
way of helping people are synonymous. Nurses 
need to be resourceful and have open and 
inquisitive minds (190). 

9. Organisational process is often a barrier to 
effective nursing and operate to detriment of 
patients’ capacity to prepare and decide their 
care because I am not given enough resources to 
focus on desired patients’ outcomes (209, 218, 
220, 231, 248, 281, 284, 299). 

protect life but will not concern herself with Muslims’ regular 
prayer or Hindus’ yoga or organising ethic food for patients. 

4. Curative care is a primary approach in nursing and in making 
patients’ safe/stable. Holistic approach is secondary, however 
not always exercised in nursing. 

 
 

5. Low pay distracts nurses’ focus from nursing and affects their 
self-value. 

 
6. Nurses do not feel that their patients trust culturally diverse- 

thinking individuals. 
 
 

7. It is down to patients’ feedback, or lack of feedback, how much 
nurses stick to being politically and culturally correct and how 
much they stick their heads over the parapet. Nurses act on 
their nursing values and also on their own views and beliefs. 

 
8. Nursing is about constant information gathering, research, 

investigation of people’s needs and evaluation of what works. 
Nurses sort that information. 

 
 
9. Nurses’ employers organise nursing in ways that nurses struggle 

to piece together information and team for that patient and to 
enable that patients to prepare and follow realistic nursing plan. 
The consequence s that health team or relatives make decisions 
that are not considerate of the patient. 

 
10. As long as there is no harm to patients, nurses become personal 

with patients’ and they see this as being outside of remit of 
nursing. 
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nothing in return.  
 
 
 
 
11. Long hours in nursing impact on quality 

of my life. 
 

 
12. Other nurses may take high paid jobs 

with employers that fail to protect 
patients; I would not. 

13. I will limit my nursing to a basic level 
when a patient behaves poorly wasting 
nursing resources. 

14. I find myself deviating from standard 
nursing practice when trying to meet 
people’s diverse needs in day-to-day 
situations. 

 
 
 
 
15. My duty of care is to patients, not to my 

employer. 
 
16. I believe that patients’ subjective views 

on their care experience are valued more 
than my professional views. 

 
 
17. I am motivated and proud of my team’s 

success.  
18. My way of coping with nursing people is 

10. I go the extra mile sometimes; it pleases me and 
makes me feel good. Maybe outside of NMC 
guidelines and my organisation’s requirement, as 
long as it is not hurting anyone and it is my choice 
it is a win-win situation (3, 109, 210, 211, 225, 
226, 237). 

11. I would not work long shifts if the hourly rate is 
decent; I would love my nursing role to allow me 
to rest more and look after my loved ones (24, 
221, 278, 21, 217, 224). 

12. Nurses are exceptionally distressed by potential 
public embarrassment if they fail to protect 
patients and meet their needs in a humane way, 
avoiding working for organisations that create 
such environment (222, 180, 172, 175, 176, 354). 

13. It is my prerogative to vary level of nursing input 
where patients do not value their health or put 
nursing and health system under pressure by 
poor behaviour (96, 130, 131, 227,228, 238). 

14. Standards and regulations give me ideas about 
nursing processes and what I should be achieving. 
I work with my colleagues and patients to decide 
how we help patients and sometimes we have to 
improvise (15, 42, 51, 247, 235, 277). 

15. My role is to engage with patient on their 
individual level and confidentially, my role is not 
a public one (239). 

16. Nurses’ continuous yearning to care and help 
with other roles up or down is a weakness 
because it makes the profession easily taken in by 
the managers and not astute and assertive (252, 
262,265, 278, 26, 39, 257, 261). 

17. Shared pride, when a skilled team makes a great 
difference, is of more value to patients and to 

 
 
 

 
11. Because of financial difficulties, nurses end up not looking after 

themselves and their families and work long shifts to maximise 
earnings instead. 

 
12. Nurses are proud of their public value. 

 
 
 
 

13. Nurses, health system gatekeepers, want to operate good 
return on invested time and resources. Nursing not valued 
maybe withdrawn to a minimum. 

 
14. Regulations show the way; however, nursing happens to locally 

agreed joint decisions. 
 

 
15. Patient and nurse relationship is centrally accepted by nurses. 

Nurses do not feel in relationship with institutions and public. 
 
 
 

16. Duty to care and be of use to patients in any way make nurses 
into a pliable profession. 

 
17. Being valued and supported by successful team, sharing 

success, is more important than individual pride. 
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by managing my personal feelings with 
my close fellow nurses. 

19. – (I think the essence of this is covered in 
11) 

 
 

me, then my personal pride when I achieve 
something alone (276, 296, 322).  

18. No one understands and helps a nurse to cope 
better than another nurse or close associate. It 
makes sense to share nursing experiences and 
this is one of nurses’ coping mechanisms (182, 
186, 271, 279,280, 324). 

19.  My role would be more attractive and my 
practice safer, if I am able to work shorter shifts; 
these are equally effective and efficient as the 
long shifts (2, 18, 72, 221, 19, 260, 323). 

 
18. Nurses need emotional support and it is best delivered by 

themselves by sharing experiences. 
 
 

19. Nurses are attracted by easier workload and safer practice. 
Length of shift, i.e., shorter shift, they believe, would still 
achieve efficiency. 

 
 

20. I am akin to work to patients’ 
expectations more than to regulations. 

 
21. My employer asks me to juggle non-

nursing duties with nursing duties. 
 
 
 

22. I believe my PIN with NMC is safe as 
long as I follow my employer’s 
accepted nursing practices 

 
 

23. I do not believe in nurses getting a 
second chance once they knowingly 
neglect a patient. 

24. Some nurses will disagree but I feel it is 
my duty that I check the safety of my 
colleagues’ work. 

 
 
 
 

20 I can justify my practice and this is why patients 
value and trust my work, clear communication is 
vital and more important than regulation (28, 76, 
105, 164, 240, 242). 

21 It is my job within the organisation to make 
myself available to everyone and prioritise my 
workload. I find this frequently exhausting and 
often I stop being able to cope (22, 25, 70, 17, 20, 
216, 65, 66, 281). 

22 I am unable to follow some aspect of the NMC’s 
Code of Conduct because my organisation 
operates different procedures.  As long as my 
employer and patients are content, I trust the 
NMC will never judge my conduct as 
inappropriate (81, 82, 234, 321). 

23 In nursing, a nurse that caused harm to a patient 
must be made publicly known for the sake of 
patients, so she never returns to nursing to hurt 
others. The indemnity insurance provides 
minimal security for such person (86, 101, 104, 
106,107, 115, 352). 

24 As a nurse it is my duty to know what could lead 
and amount to me or others committing criminal 

 20. Shows that nurses understand role’s obligation to account for 
their practice and by communicating with patients. 
 
 

21. Constant access and disruption to nurses’ work is a typical 
organisational positioning of nurses’ role; nurses do it despite 
believing it is harmful to their personal and professional 
performance. 

22. Where nurses know of standards but organisations do not 
embrace and empower those standards, nurses’ practice will 
resemble practice of their local community. Nurses feel safer 
if their practice is shared by others. 
 

23. Causing harm to patients results in exclusion; strong 
humanitarian principles, no exception. 
 

24. Causing no harm and making sure that no one else does; 
nurses are driven by humanitarian principles to be protective 
of patients. 
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25. As statement 1 
 

activity; as long as I do not harm patients and I 
account for my practice clearly, even if this 
means asking my colleagues to clarify their 
actions, I will remain on nursing register (89, 97, 
113). 

25 NMC does not bother me, loss of PIN and public 
shame that goes with not being good enough to 
care, would bother me greatly (233, 234). 

 
25. Public shame and exclusion from a privileged professional 

group (fallen from grace); nurses are fearful. 
 

 

26.  More face-to-face with patients, 
better my nursing.  

 
 
 
 
 
27. My employer allows me all the time 

I need to research and evaluate 
nursing care I give. 

28. I trust nurse assistants to deliver as 
safe care as I would. 
 

29. I prioritise my time on poorly 
patients to the detriment of those 
that are better. 
 
 
 
 

30. I sometimes work in opposition to 
my own employer when helping 
patients. 

31. I appreciate that best practice in 
nursing is not always affordable. 

32. I persevere nursing patients that are 

26 Managers deploy nurses to coordinate team of 
people that deliver nursing plans, treatments as 
well as customer care and hospitality and 
because they believe, nursing encompass this and 
reduces pressure on nurses from constant face-
to-face interaction and communication with 
patients (23, 60, 64, 78, 241, 311, 312, 334). 

27 Nursing requires time for research, planning and 
evaluation and has administrative function (23 
implied). 

28 I trust experienced nursing assistant or associate 
to treat and deliver nursing to my mother as safe 
as a registered nurse (61, 282). 

29 Nursing reality is like life; there are winners and 
losers; when I nurse, I spot the weakest, others, 
more able, will need to protect themselves (68). 

30 It is in my power to help patients and their loved 
ones to protect themselves within a not well 
functioning health system; this is not popular 
with my employer, most likely detrimental to me 
but empowering for my patients (69, 102, 353). 

31 Managers of organisations require conformist 
nursing, providing good value and not necessarily 
excellence (73, 74,77, 204). 

32 However, difficult and poorly behaved patient is, 
I will spend whatever time I have to nurse them; 

 26. The organisations use nurses to operate health service, nursing 
is done in addition. 
 
 
 
 
 

27. Nurses require time to research, evaluate and set up record trail 
of all involved healthcare services. 

 
 
28. Can nurse assistant substitute and bring same protection to 

people as does a registered nurse? 
 

29. A nursing is not an answer to every patients’ need; nursing is 
prioritising resources to the effect of accepting that some needs 
will not be addressed. 

30. Nursing is about sticking one’s head above parapet, yet within 
organisations, nurses believe, this is not what is desired of them 
to do and so they fear repercussions. 

 
31. Nursing has capacity and ability to operate excellence; 

organisations employ nurses to deliver care within given 
resources and conform to organisational procedures. 

32. Even the most difficult patients will receive care; humanitarian 
principle, although resource-bound. 
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not behaving well. 
33. I have compassion with nurses that 

feel unable blow whistle on poor 
practice. 

34. Getting a fellow nurse counsel 
makes difference whether I cope or 
not with my work pressures. 

35.  I negotiate with patients as to which 
of their health needs can be met by 
my employer’s resources. 
 
 
 
 

36. When I as a nurse lead re-
enablement into a community, it will 
succeed better than if this is led a 
social worker.  

37. I believe that in residential care my 
scientific nursing is not valued as 
much as it is in hospital setting. 

 
 

38. It is in my nature to be resourceful 
when it comes to meeting my 
patients’ diverse needs.  

39. I prefer evidence-based nursing that 
does not involve me in dealing with 
social customer care issues. 
 
 
 
 

40. I love to juggle hands-on nursing 

someone has to care for them (95). 
33 As an individual nurse I have compassion with my 

colleagues that are not strong enough or 
knowledgeable to blow whistle on poor practice; 
it is not easy to challenge health systems (66, 
102, 103). 

34 Nursing attitude is a reflection of nurses’ 
experiences and resilience in British culture; 
Nurses that counsel and mentor each other are 
more resilient (111, 181, 268, 269, 322). 

35 Nurses are irreplaceable in providing solutions 
between patients’ communicated needs and the 
needs assessed by other professions in health 
organisation (12, 13, 141, 144, 145, 146).  

36 Re-enablement into a community following an 
illness is of better quality if led by a nurse and not 
social worker (150, 151). 

37 Absence of scientific nursing in social care 
settings such as residential care homes or 
learning disability houses, is detrimental to 
people with chronic disabilities because their 
health needs are not regularly monitored (152, 
153). 

38 To offer person-centric and diverse care, nurses 
do not feel able to rely on the regulator or 
employer; the profession is uniquely governed by 
nurses philanthropical tendencies that are often 
beyond resources of their organisation and not 
encompassed by the regulator (155, 171, 173, 
174, 179, 229, 250). 

39 Nurses avoid jobs to do with social, hospitality 
issues that include demanding families as this 
reduces their ability to exercise their nursing 
judgement (192, 193, 194,195, 201,202,203). 

 
33. Compassion and empathy because nurses struggle to challenge 

organisations individually. 
 
34. Nurses are by nature of what they do adaptable to patients and 

situations; they have capacity to adapt. They do this better by 
sharing and mentoring each other through challenges they face. 

 
35. Nurses manage patients’ expectations and uniquely abridge/link 

in health services to meet priority patients’ needs. 
 
 
 
 

36. Nurses will use humanitarian principles and clinical knowledge 
of specific health condition whilst in assessing and providing 
patient with practical plan to keep themselves well and relieve 
future suffering as much as possible. Social workers accept the 
patient to be an expert on their needs and to tell them what 
they need to go home.  

 
37. Nursing plays a vital role in supporting health of people. Social 

care is unable to substitute it. 
 

38. Humanitarian principles/charitable practice is strongly 
embedded in nursing, and not entirely as a result of the 
regulator and organisations. 

39. Positioning nurses in charge of the “front customer desk” is to 
the detriment of nursing performance and patients. 
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care with teaching and managing 
others. 

41.  I am more resilient when I switch 
off from my nursing after the shift.  

40 Whistle-blowing, teaching and managing others 
are not pertinent to nursing process and 
therefore should be passed to be operated by the 
managers and teachers and not by nurses on shift 
(205, 212, 151). 

41 Being able to engage and disengage from 
relationships with patients keep nurses less at 
risk from burnout and constant worry (223, 250). 

40. Organisational needs to protect, manage and teach are 
distractive to direct nursing care, if delivered by the same 
person. 

 
41. Nurses that worry about their patients beyond their duty, are 

either emotionally too attached and treat their patients’ as 
loved ones; or do not trust their colleagues that their patient 
will be given necessary care; either way, they worry and 
burnout because they feel patients are not cared for well or 
protected. 

42. I believe it is my responsibility to 
protect patients from other nurses if 
they put patients at risk. 
 

43. When I switch off and not think of my 
patients after my shift, I feel guilty. 

 
44. I put my needs aside when at work. 

 
 

45. Other nurses may disagree but I believe 
that the nurse becomes ineffective if 
not able to keep up with societal and 
technological developments. 
 

46. I strongly prefer to challenge the 
system in a group of nurses. 

 
 
 

47. Without stamina I would not be able to 
cope with nursing others for long. 

 

42. Nursing encompasses checking work of others so 
patients are protected by the profession if an 
individual nurse fail (83, 84, 85, 92, 63, 98, 208, 
297, 333). 

43. Nursing duty maybe ends at the end of the shift, 
care does not end (93). 

44. Nursing is about looking after other people’s 
needs, emotions and families, while 
compartmentalising and putting aside their own 
whilst nursing (1, 114, 264, 120, 259). 

45. Typical nurse must keep up with nursing 
knowledge as well as societal trends otherwise 
will lose ability to keep up and understand 
patients and will become ineffective or leave 
profession (75, 117, 307, 310). 

46. Nursing group representatives, not an individual 
nurse, can offer a powerful challenge to 
organisation, their standardised approach 
reduces pressure of individual nurse (206, 207, 
335). 

47. Sustaining oneself as a nurse requires 
counselling/mentoring to remain resilient and 
stamina to cope with profession’s demands (177, 
253, 319). 

 42. Nursing power to protect lies in group/team approach. 
 
 
 

43. Responsibility for others is felt and lived and not just 
exercised whilst nursing. 

44. Active nursing is demonstrated by focusing on people’s needs 
first. 
 

45. Nursing must be of current otherwise will fail to understand 
patients’ needs. 
 
 
 
 
 
 
 

46. Nurses will challenge organisations more effectively when 
acting as a group. 

47. Should future nurses be screened for their ability to endure 
demands and whether they are responsive/adaptable to 
situations when mentored/counselled? (i.e., a military 
model). 
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48. If I do not spend time with patients face-
to-face their planned care would suffer. 
 
 
 
49. It seems to me that whatever my 
employer put in my job description counts as 
nursing. 
 
50. I do not consider teaching and mentoring 
healthcare students and carers as nursing. 
 
51.  As a nurse, I have to put up with patients’ 
stereotypical expectations of me otherwise 
they will create an issue. 
 
52.  The way I make clinical judgement is 
unique to nursing. 
 
 
 
 
 
 
53. My employer provides me with all the 
resources I need to meet people’s needs. 
54. Some nurses would disagree but I believe 
that nurses from different cultures are less 
able to build therapeutic relationships with 
British patients.  
 
 
 
 

48. For a nurse, having a protected face-to-face time 
with patients, while fundamental care is being 
assessed and reviewed, is a hallmark of quality 
nursing process that delivers holistic patient care 
(59, 158, 199, 236). 

49. Because nursing is not explained by the NMC 
Code of Conduct well for public and organisations 
to understand nursing, nurses in isolations fail to 
defend nursing boundaries, and organisational 
ways prevail (87,94, 289). 

50. Mentoring students and informal carers is 
fundamental to maintaining inquisitive, research 
able and skilled nurse-led teams (123,125). 

51. Deviating from socially accepted nursing values, 
principles and practice, even though technically 
correct, is a sign of nonconformist nursing (128, 
129, 37). 

52. Nursing judgement is a unique application of 
knowledge and skills, regulated by ethics; no 
other professional group considers and 
documents response to people needs 
scientifically and at the same time covers 
medical, emotional, therapeutic, ethical and 
social aspect of people (137, 138, 139). 

53. Organisations fail to consider nursing judgements 
as a source/guide to resourcing healthcare 
delivery, yet blame nurses for gaps in nursing 
care (140). 

54. It is nurses from diverse cultural and social 
backgrounds that have extra responsibility to 
demonstrate and communicate clearly their 
ability to recognise patients preferred cultural 
and social values and in so doing, build 
therapeutic relationship (165, 166, 170). 

 48. Nurse requires to see/assess/ interact with patients face-to- 
face to establish all needs; needs protected time to do this. 
 
 
 

49. Will take on more work, accept a blame; maybe they 
themselves not know what exactly to object. 

50. Nurses optimise delivery of person-centric (specifically 
tailored) nursing care by upskilling carers to work out how 
best to meet people’s needs. 

51. Nursing is liberal and broadminded; not all population 
communities are such; being broadminded in non- secular 
community, or in some aspects, narrow-minded in secular 
community, labels nurse troublesome. Nursing is more 
effective to reflect values of the local community it serves, 
not necessary regulator’s universal values. 

52. Nursing judgement: broad knowledge and skills in all health 
functions allow for dipping in and out, choosing what is 
necessary when considering various aspects of health and 
social aspects, personalising it to each patient; yet never 
cause harm or take advantage.  
 
 
 

53. Should organisations resources be reconsidered by studying 
potential nursing judgements about healthcare delivery? 

54. To be therapeutic, nurses from diverse background require to 
communicate and demonstrate local social and cultural 
customs otherwise patients will feel them alien and not trust 
them. 
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55. I use all my senses and skills to collect and 
pass on information to my patients. 
 
 
 
 
56. I am not prepared to have a not 
performing nurse on my team. 
 
 
57. I do not believe that compassion is 
fundamental in providing patients with 
optimum health outcomes.  
 
 
 
58. I never feel that I have sole accountability 
for delivering nursing. 
 
 
59. When I nurse, I constantly evaluate 
information about my patients. 
 
 
60. I demonstrate my accountability by 
keeping records of my assessments and 
judgements. 
 
61. I approach different patients differently. 
 
 
 
 
 

55. Nursing judgement is dependent on nurses’ 
ability to use all her senses and collect 
information and to communicate in every 
possible way with a patient or their advocate 
(170, 191). 

56. Nurses have strong bonds in their groups as well 
as compassion with their failing peers but will not 
accept such peers back in active nursing as they 
are a liability to their profession and directly to 
their colleagues (232, 322). 

57. Compassion add quality to nursing, however 
nursing knowledge and skill combining, applied 
methodically and with care, are ultimately the 
key to providing patients’ optimum outcomes in 
achieving health and regaining their abilities (4, 5, 
6). 

58. Nursing is collaborative profession and, as such, 
sole accountability and responsibility in nursing 
does not exist (27, 29, 30, 126,336). 

59. The fundamental technique in nursing lies in 
observation, making judgements and constantly 
evaluating risk to patient; timewise, it takes what 
it takes (7, 10, 31, 147, 62, 91, 159, 249). 

60. Recordkeeping of assessments and judgements 
made are a reflection of nurses demonstrating 
accountability in day-to-day practice, discretion is 
not easy to account (32, 302). 

61. Nurses are skilful project managers; each patient 
is a unique project and requires the nurse’s 
specific judgement, creativity and communication 
to obtain resources to optimise patient’s 
outcome, even if it is a good death (33, 99, 121, 
124, 127, 137, 142,143, 149, 266, 288). 

62. Even though ‘holistic’ in general terms involves 

55. Nursing judgement depends on advanced method of 
assessment: seeing, hearing, touching, smelling, tasting, 
weighing evidence and scientific observations and 
communication: ability to collect and deliver information in a 
way that it is understood. Whilst medical profession does this 
too, medics do these once nurses prepared the way; i.e., 
established what is needed, arranged an advocate. 
 

56. Poorly performing nurses are seen as a liability to nurses’ 
own performance. 

57. Humanitarian principles and skilled nursing provide optimum 
outcomes for patients; compassion enhances the quality. 

 
 
 
 
 
 
58. Nurses do not like acting on their own; they always interact 

to make important decisions. 
 

59. Skilled, observation, assessment, evaluation, reducing risk- 
nursing technique in making judgements as to whether 
patients are safe. More of it would make patients safer? 
 

60. Records demonstrate nurses’ accountability. 
 
 
 

61. Each patient has specific goal and unique set of processes 
and resources lead to accomplishing that goal. 
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62. I wish I would have time to provide 
people with holistic care. 
63. As long as the patient agrees I feel free to 
provide direct religious and spiritual support 
to them. 
 
 
 
 
 
 

consideration of body, mind and soul, in nursing 
knowledge, spirituality and religion is too 
personal and not critical to health, and so it is not 
an obligation of a nurse to address it (34, 40, 44, 
45, 53, 49). 

63. Pastoral care and offering direct cultural and 
spiritual support are considered part of nursing 
knowledge, responsibility and obligation. As long 
as the patient agrees, a nurse can provide direct 
religious and spiritual support (39, 41, 50, 119, 
167, 185). 

 
62. Nurses are liberal and humanitarian, human value is above 

everything else. Love of human supports spirituality, 
however, spirituality is not a means to saving life in crises and 
so lesser priority. 

63. Nurses say it is okay to pray with patients or celebrate and 
support religious events with them and because it provides 
well for people’s emotional needs. A nurse and an active 
preacher are more common, not necessarily viewed as 
desired. 
 

64. I feel it is my responsibility to keep 
nursing environment politically neutral so 
people can focus on getting well. 
 
 
 
 
65. I will embrace new nursing practice 
alongside other nurses.  
 
 
 
 
66. My own religion and culture is irrelevant 
to my patients.  
67. My employer leads me to deliver 
customer care instead of focusing on 
scientific nursing. 

64. British culture is full of religious and some 
cultural discord; Nurses recognise patients’ 
unique cultural and spiritual needs and 
preferences; however, they do not encourage 
them because nurses need to keep peace in 
shared therapeutic environments (35, 36, 43, 46, 
47, 48, 52). 

65. Nurses will embrace scientific, evidence-based 
practice only if it is promoted by their 
professional community as well as local 
communities of practice, (otherwise a nurse will 
conform to practice and routines of the majority) 
(100, 289, 339). 

66. In England, minority nurses and minority patients 
must conform to universal English and 
standardised nursing service if they wish to be 
part of public service (54, 57,135, 136, 160, 161, 
162, 283). 

67. Nurses are blamed for organisation’s service 
failings and because nursing roles in 
organisations are mixed with customer care 
management and service routines (189, 198, 230, 
347, 348). 

 64. Nursing is instrumental in setting out therapeutic 
environment in standardised fashion. Some people need will 
need to be marginalised to serve majority- socialist approach. 

 
 
 

65. Nursing governance that is close knit with organisational 
management, has critical role in achieving nurses group 
adherence to clinical and evidence-based practice, i.e., 
Nurses have tendencies to conform with majority. 

 
 

66. Standardisation is driven by resource allocation; nursing will 
stretch to what resources allow. Minorities’ care is 
marginalised because of resources, not because nurses 
choose to do this. 
 

67. Being on the receiving end of all demands and enquiries is 
demoralising to nurses; nurses feel victimised. 
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68. My approach in nursing is humanitarian 
and so higher expense is justified to meet 
minority needs such as sexual and gender- 
specific needs. 
 
 
69. Some nurses may disagree but I believe 
that nurses that have not fully embraced 
British culture should not get prominent 
nursing position. 
 
70. In my personal experience evidence-
based scientific nursing is valued in social 
care setting as much as it is in hospitals. 
71. In my experience nurses’ time is wasted 
in educating the public. 
 
 
72. I believe that nursing is well defined for 
me.  
 
 
 
 
 
 
73. When I nurse, I often find myself fulfilling 
patients’ needs that have not much to do 
with nursing. 
 
74. I manage patients’ misconceptions of 
nurses with humour. 

68. If a nurse identifies a way of meeting patients’ 
health needs, this should be resourced by health 
organisations, i.e., including sexual and gender-
specific needs, unusual minority lifestyles, even if 
this means a greater expense (12, 13, 16, 58, 
122). 

69. It is natural that prominent nursing positions in 
England are given to the nurses who clearly 
embody and communicate English cultural and 
social values, including the need to embrace 
diversities (163). 

70. Offering nursing within social care setting such as 
care home is enjoyable, however more 
distracting from science of nursing (187, 188). 

71. Many nurses can skilfully educate public; 
however, this is not real nursing, anyone can 
share and present information; real nursing lies in 
making nursing judgements with patients 
towards patients’ individual health outcomes 
(196, 197). 

72. Nurses’ boundaries are unstable and more fluid, 
oscillating around regulation; direction depends 
on nurses’ organisational deployment (what they 
are asked to do) and their own understanding of 
specific cultural and social and lifestyle 
sensitivities and therapeutic needs required by 
their patients (90, 183, 243, 244, 245, 246, 311). 

73. Public, and many organisationally influenced 
nurses, have a variety of biased views and 
opinions as to what nursing encompass and this 
results in nurse fulfilling patients’ needs that have 
nothing to do with health outcome (112, 219, 
254, 255, 256, 267). 

74. Humour is an underused nursing technique in 

 68. Nursing believes in meeting all minority needs and that the 
expense is justified because of their humanitarian principles. 

 
 
 

69. Sovereignty of culture within nursing is offered as prioritised 
as it reflects what public needs. 
 
 
 

70. Nurses enjoy being part of social interactions as these 
support people’s wellbeing. Social care justifies community 
interactive living as mark of quality of life. However, it is 
easily forgotten, if not considered from a health perspective, 
that without health being supported by a nurse, social 
interactive communities are not sustained for long. If social 
care stops valuing health input, the health input will be 
minimal. 
 

71. People are central to nursing, nursing is a service to 
individual patients, not to healthy group. Health promotion 
information to well people, can be shared by anyone and by 
organisations. 

72. Nurse will end up doing what she believes in right whilst 
considering regulations and her organisational role. How and 
to what extent will be down to each nurse. 

 
73. If nurses’ role is not made less flexible, there will be 

continuous misunderstanding by people and nurses as to 
how to apply their time and skills. 

74. Individually, nurses have a way of correcting 
misunderstanding of nursing sensitively. 
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correcting patients’ views of nursing (258, 261). 

75. I believe that when I am wearing uniform, 
patients take me more seriously. 
76. Many nurses may disagree but an obese 
nurse is failing to be a good example to 
patients. 
77. I do not trust a nurse prescriber as much 
as I trust a doctor. 
 
78. I feel inadequately informed to endorse 
products and services.  
 
 
79. If I am asked to perform nursing activity 
that is in disharmony with my personal 
beliefs I would rethink if I want to continue to 
be a nurse.  
 
80. My workload often overwhelms me. 
81. Some nurses will disagree but I believe 
that male nurses’ self-esteem is not helped 
being called nurse. 
82. I frequently handle tasks that can cause 
harm. 
 
 
 
 
 
 
 
83. When I prescribe medicine, I still feel that 

75. Nurse wearing a uniform is more influential with 
patients than nurse without uniform (11, 351). 

76. An obese nurse (self-inflicted) is failing in her 
conduct to lead people by giving them an 
appropriate example (14). 

77. Nurse prescribers are trusted less than 
prescribing doctors, despite working in 
partnership (108, 293, 294, 298). 

78. Nursing means that no nurse will take advantage 
from being a nurse to gain commercially, by 
promoting and endorsing products or services or 
receiving gifts (110). 

79. A nurse is likely to rethink a choice to continue 
their nursing if they cannot reconcile 
patients’/nursing professions’ and their personal 
differences or face situations that bring 
emotional distress. (132, 133, 287, 311, 318, 320, 
331). 

80. Increase in NMC regulation, new procedures, 
responsibility for greater workload is 
overwhelming (281, 285, 286, 341, 349). 

81. Men do not find nursing adequate in satisfying 
their work aspirations and self-esteem (290, 291, 
292). 

82. Nurses have more opportunities than doctors to 
cause harm to patients because their work 
concerns the most intimate and personal aspects 
of humanity and at its most vulnerable stage 
(295, 303). 

83. Nurses’ variety of medicine-based roles confuse 

 75. A uniform, a sign of educated, ethical and purified individual, 
therefore trusted. Easier to rely on. 

76. Nurses are expected to be examples of how to lead healthy 
lifestyle, otherwise cannot be trusted or believed.  

77. Nurses accept that their practice is scrutinised more than 
doctors.  
 
 

78. Nursing is meant to be impartial, yet, is it? 
 
 

 
79. Nurses’ beliefs and prejudices are ultimately the means of 

reconciling the depth and breadth of nursing she is prepared 
to undertake.  
 

 
80. Nurses are not coping with the volume of workload. 

 
 

81. Are there are personal tensions in being male nurse? 
 
 

82. Risk of a nurse harming patient is the highest because most 
vulnerable are at their mercy. 
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I am doing a doctor’s task. 
84. I will never leave clinical nursing to get a 
non-clinical job with greater salary. 
85. Having choice of more than one 
professional role helps me to grow in 
directions I want. 
86. If I am not competent to deliver a task, I 
will delegate it to someone more competent. 
 
87. I often become emotionally distressed 
when facing constant ill health, injury and 
loss of lives. 
Other statements added from 
amalgamation: 
88. In my experience rationing nursing to 
patients has diminished holism in nursing 
practice. (4) 
89. Going the extra mile in nursing is at my 
own personal discretion, my prerogative. (10) 
90. I find myself burned out periodically as a 
result of seeing too much trauma and loss of 
life. (21) 
91. I do not rely on my employer or the NMC 
guidelines what constitutes person-centred 
individualised care. (38) 
92.  I do not consider my patients’ spirituality 
and religion my duty to address. (62) 
93. Even if the evidence encourages certain 
nursing practice, I would not embrace it 
unless my colleagues do as well. (65) 
94. It is my experience that in Britain, 
minority patients need to expect that they 
will receive nursing that reflect British 
culture. (66) 

nurses about their professional role identity (301, 
304, 325, 327). 

84. Those that decide to leave the clinical nursing for 
management salary have sold out nursing 
profession’s ideology to do greater good (308, 
309, 313, 317, 326). 

85. Nurses make nursing to work for themselves, 
structuring their role/s to gain better work 
satisfaction and maintain their self-esteem and to 
cope (312, 327, 328. 330, 332). 

86. A nurse colludes in redistribution of responsibility 
and irresponsibility, obscuring formal distribution 
of responsibility; suggesting that constant 
supervision and discipline is needed within 
nursing where higher-ranking nurses make 
themselves indispensable but burdened, by doing 
the work of less competent peers (336, 338, 340, 
342, 350). 

87. Constant exposure to illness, injury and death 
creates a mixture of strong emotions, sometimes 
nurses create obstacles to cope (343, 344, 346). 

 

83. Nursing role identity is blurred. 
 

 
84. Nurses go against their ideology when leaving their clinical 

roles for better paid management roles. 
 
 
 

85. Nurses are motivated to achieve work satisfaction and work 
on their self-esteem. 
 
 

86. Nurses decide what they will or not take responsibility for. 
 
 
 
 
 

87. Nurses become more sensitive to stress because they see too 
much pain and trauma. 
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95. Whatever my culture and religion I do not 
get exempt for delivering typical British 
nursing to all my patients (66) 
96.  It is my belief that if a minority nurse 
nurses a person from the same minority, the 
nurse is free to reflect it in the nursing given. 
(66) 
97. In my experience, the boundaries of 
nursing practice are flexible to accommodate 
patients’ diverse needs. (72) 
98. I believe it would be wrong for me to gain 
from recommending to patients products or 
services I consider excellent. (78) 
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Appendix Hc:  3rd phase of reducing ‘Q’ set. 

‘Q’ set statement list, redacting from 98 statements to 61 by eliminating repetitions in the 
meaning of the statement. 
 
12/3/2018 (updated 10th March 2019) 
Spiritual/religion/culture/politics: 
1. I will be offending some people if I assist 

people with their individual religious and 
spiritual practices. (2) 

2. I think some nurses believe that cultural and 
spiritual needs are equally as important as 
physical needs, I do not share that view. (3) 

3. I feel free to demonstrate my own values and 
personal beliefs when providing nursing. (7) 

4. Some nurses may disagree but I believe that 
nurses that have not fully embraced British 
culture should not get prominent nursing 
position in Britain. (69) 

5. Many nurses may disagree but an obese nurse 
is failing to be a good example to patients. 
(76) 

6. If I am asked to perform nursing activity that is 
in disharmony with my personal beliefs I 
would rethink if I want to continue to be a 
nurse. (79) 

7. It is my experience that in Britain, minority 
patients need to expect that they will receive 
nursing that reflect British culture. (94) 

8. In my experience, the boundaries of nursing 
practice are flexible to accommodate patients’ 
diverse needs. (97) 

9. I believe that patients will trust my nursing 
when I will not react at all to their cultural and 
personal views and rituals as well as body 
presentations or smells. (6) 

10. I find myself deviating from standard nursing 
practice when trying to meet people’s diverse 
needs in day-to-day situations. (14) 

11. I do not rely on my employer or the NMC 
guidelines as to what constitutes person -
centred individualised care. (91) 

12. My approach in nursing is humanitarian and so 
higher expense is justified to meet minority 
needs such as sexual and gender-specific 
needs. (68) 

13. I do not consider my patients’ spirituality and 
religion my duty to address. (92) 

I feel it is my responsibility to keep nursing 
environment politically neutral so people can 
focus on getting well. (64) 

 
Whatever my culture and religion I do not get 

exempt from delivering typical British nursing 
to all my patients. (95) 

 
My own religion and culture are irrelevant to my 

patients. (66) 
 
As long as the patient agrees I feel free to 

provide direct religious and spiritual support 
to them. (63) 

 
I approach different patients differently. (61) 
 
I wish I would have time to provide people with 

holistic care. (62) 
 
 
It is my belief that if a minority nurse nurses a 

person from the same minority, the nurse is 
free to reflect it in the nursing given. (96) 

 
I am akin to work to patients’ expectations more 

than to regulations. (20) 
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Nursing values: 
14. My unique personal worth comes from 

helping those at their most vulnerable. (1, 25) 
15. My Duty of care is to patients, not to my 

employer. (15) 
16. I believe that patients’ subjective views on 

their care experience are valued more than 
my professional views. (16) 

17. I believe that in residential care my evidence-
based scientific nursing is not valued as much 
as it is in the hospital setting. (37) 

 
18. I put my needs aside when at work. (44) 
19. I do not believe that compassion is 

fundamental in providing patients with 
optimum health outcomes. (57) 

20. When I prescribe medicine, I still feel that I am 
performing a doctor’s task. (83) 

21. I believe it would be wrong for me to gain 
from recommending patients products or 
services I consider excellent. (98) 

 

In my personal experience evidence-based 
scientific nursing is valued in social care 
setting as much as it is in hospitals. (70) 

 
I feel inadequately informed to endorse products 

and services. (78) 
 
I frequently handle tasks that can cause harm. 

(82) 
 
I do not trust a nurse prescriber as much as I 

trust a doctor. (77) 
 
 
 
 

Nursing methods: 
22. When I nurse, I focus on managing specific 

health problems as efficiently as possible. (4) 
23. When I nurse, I constantly evaluate 

information about my patients. (59) 
24. I never feel that I have sole accountability for 

delivering nursing. (58) 
25. I believe I need to be resourceful and creative 

to find better solutions for patients. (8) 
26. I will limit my nursing to basic level when a 

patient behaves poorly wasting nursing 
resources. (13) 

27. Some nurses will disagree but I feel it is my 
duty that I check safety of my colleagues’ 
work. (24) 

28. I am not prepared to have not performing 
nurse on my team. (56) 

29. More face-to-face with patients, better my 
nursing. (26) 

30. I sometimes work in opposition to my own 
employer when helping patients. (30) 

31. As a nurse, I have to put up with patients’ 
stereotypical expectations of a nurse, 
otherwise they will create an issue. (51) 

32. The way I make clinical judgement is unique to 
nursing. (52) 

33. Some nurses would disagree but I believe that 
nurses from different cultures are less able to 
build therapeutic relationships with British 
patients. (54) 

34. I manage patients’ misconceptions of nurses 
with humour. (74) 

35. I believe that when I am wearing uniform, 
patients take me more seriously. (75) 

I believe it is my responsibility to protect patients 
from other nurses if they put patients at risk. 
(42) 

 
I do not believe in nurses getting a second 

chance once they knowingly neglect a 
patient. (23) 

 
I have compassion with nurses that feel unable 

blow the whistle on poor practice. (33) 
 
If I do not spend time with patients face-to-face 

their planned care would suffer. (48) 
 
I persevere nursing patients that are not 

behaving well. (32) 
 
It is in my nature to be resourceful when it 

comes to meeting my patients’ diverse needs. 
(38) 

 
If I am not competent to deliver a task, I will 

delegate it to someone more competent. (86) 
 
Other nurses may disagree but I believe that 

nurse becomes ineffective if not able to keep 
up with societal and technological 
developments. (45) 

 
I use all my senses and skills to collect and pass 

on information to my patients. (55) 
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Nursing deployment or resource issues: 
 
36. In my experience rationing nursing to patients 

has diminished holism in nursing practice. (88) 
37. When I nurse, I often find myself fulfilling 

patients’ needs that have not much to do with 
actual nursing. (73) 

38. I believe that employers and patients should 
not expect me to go the extra mile in meeting 
patients’ needs for nothing in return. (10) 

39. Long hours in nursing impact on quality of my 
life. (11, 19) 

40. My employer allows me all the time I need to 
research, evaluate and account for nursing 
care I give. (27) 

41. I trust nurse assistants to deliver as safe care 
as I would. (28) 

42. I prioritise my time on poorly patients to the 
detriment of those that are in better health. 
(29) 

43. I appreciate that best practice in nursing is not 
always affordable in state-funded service. (31) 

44. I negotiate with patients as to which of their 
health needs can be met by my employer’s 
resources. (35) 

45. When I as a nurse lead re-enablement into a 
community, it will succeed better than if this is 
led a social worker. (36) 

46. It seems to me that whatever my employer 
put in my job description counts as nursing. 
(49) 

I believe that nursing is well defined for me. (72) 
 
In my employment I am not asked to dedicate 

time to manage patients’ expectations as a 
priority. (9) 

 
My employer provides me with most of the 

resources I need to meet people’s needs. (53) 
 
My employer leads me to deliver customer care 

instead of focusing on scientific nursing. (67) 
 
In my experience nurses time is wasted in 

educating public. (71) 
 
I demonstrate my accountability by keeping 

records of my assessments and judgements. 
(60) 

My employer asks me to juggle non-nursing 
duties with nursing duties. (21) 

 
 

Nursing nature, doing, motivations: 
 
47. I love to juggle hands-on nursing care with 

teaching and managing others. (40) 
48. When I switch off and not think of my patients 

after my shift, I feel guilty. (43) 
49. I prefer evidence-based nursing that does not 

involve me in dealing with social customer 
care issues. (39) 

50. Being underpaid will not affect my loyalty to 
nursing people. (5) 

51. I am motivated and proud of my team’s 
success. (17) 

  
52. Getting a fellow nurse’s counsel makes a 

difference whether I cope or not with my work 
pressures. (34) 

53. I believe my PIN with NMC is safe as long as I 
follow my employer’s accepted nursing 
practices. (22) 

54. I strongly prefer to challenge the system in a 
group of nurses. (46) 

55. Even if the evidence encourages certain 
nursing practice, I would not embrace it unless 
my colleagues do as well. (93) 

56. Without stamina and resilience, I would not be 

I do not consider teaching and mentoring 
healthcare students and carers as nursing. 
(50) 

 
I am more resilient when I switch off from my 

nursing after the shift. (41) 
 
Other nurses may take high -jobs with employers 

that fail to protect patients; I would not. (12) 
 
My way of coping with nursing people is by 

managing my personal feelings with my close 
fellow nurses. (18) 

 
I will embrace new nursing practice alongside 

other nurses. (65) 
 
I often become emotionally distressed when 

facing constant ill health, injury and loss of 
lives. (87) 

 
 
My workload often overwhelms me. (80) 
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able to cope with nursing others for long. (47) 
57. Going the extra mile in nursing is at my own 

personal discretion, my prerogative. (89) 
58. I find myself burned out periodically as a result 

of seeing too much trauma and loss of life. 
(90) 

59. Some nurses will disagree but I believe that 
male nurses’ self-esteem is not helped being 
called nurse. (81) 

60. I will never leave clinical nursing to get a non-
clinical job with greater salary. (84) 

61. Having choice of more than one professional 
role helps me to grow in directions I want. (85) 
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Appendix Hd: 4th phase reducing ‘Q’ set 
 

Rephrasing the statements to achieve greater polarity in statements and capture 
essential tensions. 
20/04/2018 (updated 10th March 2019) 

Final ‘Q’ set:   

1. I will offend some people if I 
choose to assist patients with 
their individual religious and 
spiritual practices. 

2. I do not value cultural needs as 
important as physical needs. 

3. I feel free to demonstrate my 
own values and personal beliefs 
when providing nursing. 

4. Nurses that have not fully 
embraced British culture should 
not get a prominent nursing 
position in Britain. 

5. An obese nurse is failing to lead 
patients by example. 

6. If I am asked to perform nursing 
activity that is in disharmony 
with my personal beliefs, I would 
rethink whether I want to 
continue to be a nurse. 

7. Patients from ethnic minorities 
need to expect that they will 
receive nursing from me that 
reflects British culture.  

8. I can meet patients’ diverse 
needs as far as I choose to. 

9. Patients will trust me as a nurse 
when they assume that I will 
accept (not negatively react to) 
their cultural, personal views 
and rituals or their body related 
presentations and smells. 

10. I find myself deviating from 
usual nursing practice when 
trying to meet people’s diverse 
needs in day-to-day situations. 

11. I do not wholly rely on my 
employer or the NMC guidelines 
as to what constitutes person- 
centred individualised care.  

12. I struggle to give care to people 
whose lifestyles I morally do not 
support. 

13. I do not consider my patients’ 
spirituality and religion my duty 
to address. 

1. I will be offending some people if I assist people with their 
individual religious and spiritual practices. (2) 
 
 

2. I think some nurses believe that cultural and spiritual 
needs are equally as important as physical needs, I do 
not share that view. (3) 

3. I feel free to demonstrate my own values and personal 
beliefs when providing nursing. (7) 

4. Some nurses may disagree but I believe that nurses that 
have not fully embraced British culture should not get 
prominent nursing position in Britain. (69) 

5. Many nurses may disagree but an obese nurse is failing 
to be a good example to patients. (76) 

6. If I am asked to perform nursing activity that is in 
disharmony with my personal beliefs I would rethink if I 
want to continue to be a nurse. (79) 
 
 
 

7. It is my experience that in Britain, minority patients need 
to expect that they will receive nursing that reflect British 
culture. (94) 
 

8. In my experience, the boundaries of nursing practice are 
flexible to accommodate patients’ diverse needs. (97) 

9. I believe that patients will trust my nursing when I will 
not react at all to their cultural and personal views and 
rituals as well as body presentations or smells. (6) 
 
 
 

10. I find myself deviating from standard nursing practice 
when trying to meet people’s diverse needs in day-to-day 
situations. (14) 
 

11. I do not rely on my employer or the NMC guidelines as to 
what constitutes person-centred individualised care. (91) 

 
 

12. My approach in nursing is humanitarian and so higher 
expense is justified to meet minority needs such as 
sexual and gender-specific needs. (68) 

13. I do not consider my patients’ spirituality and religion my 
duty to address. (92) 

14. My personal sense of worth 
comes from helping those at 
their most vulnerable. 

14. My unique personal worth comes from helping those at 
their most vulnerable. (1, 25) 
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15. My standing in the community 
comes from helping those at 
their most vulnerable. 

16. Patients’ subjective views on 
their care experience are valued 
more than my professional 
views. 

17. In residential care, my evidence-
based scientific nursing is not 
valued as much as it is in a 
hospital setting. 

18. I put my own needs aside at 
work. 

19. Compassion is not fundamental 
in providing patients with 
optimum health outcomes. 

20. When I prescribe medicine, I feel 
that I am performing a doctor’s 
task.  

21. It is fine to benefit personally 
from recommending excellent 
products and services. 

 
15. My Duty of care is to patients, not to my employer. (15) 

 
 
 

16. I believe that patients’ subjective views on their care 
experience are valued more than my professional views. 
(16) 

17. I believe that in residential care my evidence-based 
scientific nursing is not valued as much as it is in hospital 
setting. (37) 
 

18. I put my needs aside when at work. (44) 
 

19. I do not believe that compassion is fundamental in 
providing patients with optimum health outcomes. (57) 

 
20. When I prescribe medicine, I still feel that I am performing 

a doctor’s task. (83) 
 

21. I believe it would be wrong for me to gain from 
recommending patients products or services I consider 
excellent. (98) 

22. I focus on managing specific 
health problems as efficiently as 
possible.  

23.  I constantly evaluate 
information about my patients. 

24. I never feel that I have sole 
accountability for delivering 
nursing. 

25. I need to be resourceful and 
creative to find better solutions 
for patients. 

26. I will limit my nursing to a basic 
level when a patient behaves 
poorly and wastes nursing 
resources. 

27. It is my duty that I check the 
safety of my colleagues’ work. 

28. I am not prepared to have an 
underperforming nurse on my 
team. 

29. More face-to-face time with 
patients delivers better nursing.  

30. I sometimes do not work in the 
interest of my own employer 
when helping patients. 

31. I have to put up with patients’ 
stereotypical expectations of a 
nurse otherwise they will create 
an issue. 

32. The way I make clinical 
judgement is unique to nursing. 

33. It is my experience that nurses 
from different cultures are less 
able to build therapeutic 

22. When I nurse, I focus on managing specific health 
problems as efficiently as possible. (4) 
 

23. When I nurse, I constantly evaluate information about my 
patients. (59) 

24. I never feel that I have sole accountability for delivering 
nursing. (58) 
 

25. I believe I need to be resourceful and creative to find 
better solutions for patients. (8) 

 
26. I will limit my nursing to basic level when a patient 

behaves poorly wasting nursing resources. (13) 
 

 
27. Some nurses will disagree but I feel it is my duty that I 

check the safety of my colleagues’ work. (24) 
28. I am not prepared to have a not performing nurse on my 

team. (56) 
 

29. More face-to-face with patients, better my nursing. (26) 
 

30. I sometimes work in opposition to my own employer 
when helping patients. (30) 

 
31. As a nurse, I have to put up with patients’ stereotypical 

expectations of a nurse, otherwise they will create an 
issue. (51) 

 
32. The way I make clinical judgement is unique to nursing. 

(52) 
33. Some nurses would disagree but I believe that nurses 

from different cultures are less able to build therapeutic 
relationships with British patients. (54) 
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relationships with British 
patients. 

34. I manage patients’ 
misconceptions of nurses with 
humour. 

35. When I am wearing a uniform, 
patients take me seriously. 

34. I manage patients’ misconceptions of nurses with 
humour. (74) 

35. I believe that when I am wearing uniform, patients take 
me more seriously. (75) 

36. Rationing nursing time for 
patients has reduced my ability 
to deliver holistic care in nursing 
practice. 

37. I often find myself fulfilling 
patients’ needs that have not got 
much to do with nursing. 

38. It should not be a norm that I go 
an extra mile in meeting 
patients’ needs when I get 
nothing in return.  

39. Long hours in nursing impact on 
the quality of my life. 

40. My employer allows me all the 
time I need to research and 
evaluate the nursing care I give. 

41. I trust nurse assistants to deliver 
care that is as safe as I would 
deliver it. 

42. I prioritise my time to focus on 
poorly patients to the detriment 
of those that are in better 
health. 

43. I appreciate that the best 
practice in nursing is not always 
affordable. 

44. I negotiate with patients as to 
which of their health needs can 
be met by my employer’s 
resources.  

45. Presence of nurses on patients’ 
journey positively affects 
patients’ outcomes. 

46. It seems that whatever my 
employer put in my job 
description counts as nursing. 

36. In my experience rationing nursing to patients has 
diminished holism in nursing practice. (88) 
 

 
37. When I nurse, I often find myself fulfilling patients’ needs 

that have not much to do with actual nursing. (73) 
 

38. I believe that employers and patients should not expect 
me to go thew extra mile in meeting patients’ needs for 
nothing in return. (10) 

 
39. Long hours in nursing impact on quality of my life. (11, 19) 

 
40. My employer allows me all the time I need to research, 

evaluate and account for nursing care I give. (27) 
 

41. I trust nurse assistants to deliver as safe care as I would. 
(28) 

 
42. I prioritise my time on poorly patients to the detriment of 

those that are in better health. (29) 
 

 
43. I appreciate that best practice in nursing is not always 

affordable in the state-funded service. (31) 
 

44. I negotiate with patients as to which of their health needs 
can be met by my employer’s resources. (35) 

 
 

45. When I as a nurse lead re-enablement into a community, 
it will succeed better than if this is led a social worker. 
(36) 

46. It seems to me that whatever my employer put in my job 
description counts as nursing. (49) 

47. I love to juggle hands-on nursing 
care with teaching and managing 
others. 

48. I feel guilty when I switch off and 
do not think about my patients 
after my shift. 

49. I prefer to spend my time 
providing evidence-based 
scientific nursing rather than 
looking for patients’ lost 
property. 

50. Being underpaid will not affect 
my loyalty to nursing patients. 

51. I am motivated by and proud of 

47. I love to juggle hands-on nursing care with teaching and 
managing others. (40) 
 

48. When I switch off and not think of my patients after my 
shift, I feel guilty. (43) 

 
49. I prefer evidence-based nursing that does not involve me 

in dealing with social customer care issues. (39) 
 

 
 

50. Being underpaid will not affect my loyalty to nursing 
people. (5) 
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my team’s success. 
52. Getting counsel from a fellow 

nurse makes a difference to 
whether I cope or not with my 
work pressures. 

53. I believe my PIN with NMC is 
safe as long as I follow my 
employer’s accepted nursing 
practices. 

54. I need the support of fellow 
nurses in questioning existing 
practice. 

55. I embrace change in practice 
when my colleagues embrace it 
too. 

56. Without stamina I would not be 
able to cope with nursing for 
long. 

57. Going the extra mile in nursing is 
at my own personal discretion. 

58. I find myself burned out 
periodically as a result of the 
nature of my work. 

59. Contrary to some opinions, I 
believe that male nurses’ self-
esteem is not helped being 
called nurse.  

60. I will never leave clinical nursing 
to get a non-clinical job with 
greater salary. 

61. Having choice of more than one 
professional role helps me to 
grow in directions I want. 

51. I am motivated and proud of my team’s success. (17) 
 

52. Getting a fellow nurse counsel makes difference whether I 
cope or not with my work pressures. (34) 

 
 

53. I believe my PIN with NMC is safe as long as I follow my 
employer’s accepted nursing practices. (22) 
 
 

54. I strongly prefer to challenge the system in a group of 
nurses. (46) 
 

55. Even if the evidence encourages certain nursing practice, I 
would not embrace it unless my colleagues do as well. 
(93) 

56. Without stamina and resilience, I would not be able to 
cope with nursing others for long. (47) 
 

57. Going the extra mile in nursing is at my own personal 
discretion, my prerogative. (89) 

 
58. I find myself burned out periodically as a result of seeing 

too much trauma and loss of life. (90) 
59. Some nurses will disagree but I believe that male nurses’ 

self-esteem is not helped being called nurse. (81) 
 
 

60. I will never leave clinical nursing to get a non-clinical job 
with greater salary. (84) 
 

61. Having choice of more than one professional role helps 
me to grow in directions I want. (85) 
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Appendix I: Research invitation poster 
IRAS ID: IRAS 26361 

 

 

Registered nurses’ viewpoints on nursing matter! 

 

Join a 30-minute survey-like study to have your say. 

Complete anonymously, online and in the comfort of 

your home.  

 

 

Obtain more information and start your survey by 

contacting Katarina on 

langdalehouse@tiscali.co.uk or 07985235344 

 

 

This research seeks to fill the gap in the body of knowledge by articulating nurses’ 

personal viewpoints about nursing as well as ways of successfully navigating any 

tension in nurses’ daily practice. Your help will provide the missing piece and may be of 

great value to bodies such as the RCN in completing their work in defining what 

nursing captures, the NMC, or organisations that employ nurses. This research has the 

Health Regulation Authority approval; a copy is available on request. 

 

mailto:langdalehouse@tiscali.co.uk
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Appendix J: Contextual questions within ‘Q’ sort 
 

List of contextual questions for ‘Q’ sort to ensure diverse ‘P’ set that is 

representative of nurse population: 

 

‘P’ set to cover as far as possible:  

Filed of nursing practice: children, mental health, learning disability, adult. 

Organisation:  NHS – primary or secondary care; private healthcare organisations such 

hospitals, clinics and care homes. 

Levels: 9 bands of seniority 

Length of service: six months experience, years of experience, decades of experience. 

Diversity: gender, ethnicity, place of nursing training  

 

Contextual questions: 

Are you personally or professionally connected with the author of this study? 

Length in nursing practice 

Job title 

Job grade 

Organisation 

Nursing field 

Gender 

Ethnic origin 

Country of initial nurse training 

Consent to use ‘Q’ sort  

Consent to participate in follow-up interview if necessary 
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Appendix K: Information about the study and how to 
participate. 

Dear Nurse, 
RE: IRAS ID: IRAS 26361                                                                                        Date: May 2019                                                                             

Thank you for contacting me and deciding to participate in this research. Your 

contribution is valued. Here are the details as to what is involved. 

 

Recently, the Royal College of Nursing (RCN) joined other authors indicating diverse 

nurses’ viewpoints of nursing. These viewpoints are seldom discussed, let alone 

written down, yet the RCN claims they are the missing piece in defining and 

configuring nursing in real terms. This research seeks to fill this gap in the body of 

knowledge by articulating nurses’ personal viewpoints about nursing as well as ways of 

successfully navigating any tension in their daily practice. Your help will provide the 

missing piece and maybe of great value to bodies such as RCN in completing their work 

in defining what nursing captures, NMC or organisations that employ nurses. 

 

This research engages ‘Q’ methodology, a technique aimed at collecting and 

interpreting people’s views and preferences though system of voting. ‘Q’ methodology 

was designed by William Stephenson, a psychologist and a physicist, in 1935.   As a ‘Q’ 

sorter, you are expected to rank your preferences from pool of statements according 

to your viewpoint and so communicate something o yourself. You will complete this 

anonymously and your name will never be published as to what choices and 

preferences in viewpoints you have recorded. Preferably, the voting is completed 

online; however, if this is not possible, I will assist you to complete this face-to-face. 

 

This study does not require identity disclosure of any participating nurse.  

Nevertheless, the study will ask for some information about you and to demonstrate 

diversity. This information will be used to compare viewpoint between nurses working 

in different fields of nursing, at different grades, in the NHS or private healthcare, 

differences between male or female viewpoints on nursing. Specific questions asked 

will be: Do you know the author of this study, Length in nursing practice, Job title, Job 
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grade, Organisation (NHS, private health, community or GP), Nursing field, Gender, 

Ethnic origin, Country of initial nurse training, Consent to use ‘Q’ sort results in this 

study, Consent to contact you to participate in follow-up interview if necessary.  

 

This study collected 61 statements regarding nursing. Those statements represent an 

essence of various nurses’ viewpoints. Here are some examples of viewpoints:  

 

 I will offend some people if I choose to assist patients with their individual 

religious and spiritual practices. 

 I do not value cultural needs as important as physical needs. 

 I feel free to demonstrate my own values and personal beliefs when providing 

nursing. 

 Nurses that have not fully embraced British culture should not get a prominent 

nursing position in Britain. 

 An obese nurse is failing to lead patients by example. 

 If I am asked to perform nursing activity that is in disharmony with my personal 

beliefs, I would rethink whether I want to continue to be a nurse. 

 

On supplying your email, you will be emailed a link that takes you to a ‘Q’ sortware 

webpage. There will be one tab to press to start ranking of the viewpoints according to 

your preference. Here’s what you do: 

 

1. Read each statement and sort it into piles of: agree, disagree or undecided by 

dragging the statement that appears on the top in the labelled boxes. Once all 

statements are sorted, press the CONTINUE tab at the bottom of the page to proceed 

to the next step. 

 

2. You will now have three boxes of statements to the top of the page as you sorted 

them into agree disagree and undecided groups.  Choose statements from each box 

and decide on a degree of agreement or disagreement with each statement. You will 

click on the statement and drag it into position you chose. The most positive values go 
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to the left scoring 6, 5, 4 3, and most negative values to the right, on you strongly 

disagree with have value of -6. Undecided values are in the middle where you chose to 

allocate them. 

 

Please do review your statements positions, swap any you need, until you are happy. 

Once you finished please do briefly explain on the grid sheet why you chose the most 

positive and most negative statements. 

 

There are no time constraints to complete the exercise. The sorting should not take 

you more than half an hour unless you wish it to go on for longer. Once you have filled 

all available positions and used up all 61 statements you will be invited to SUBMIT your 

results.  

 

At a later date, a few research participants whose preferences defined many nurses’ 

viewpoints and choices and gave their consent to be contacted for a follow-up 

interview will be invited to a semi-structured interview with the author of this study. 

This will last a maximum of 90 minutes and explore their own successful ways of 

navigating their practice.  The information shared will be anonymised and used to 

interpret and define themes in the results obtained during sorting exercise.  

 

I am most grateful for your participation. Do not hesitate to contact me if you have any 

questions. 

Yours sincerely, 

Katarina Parr 
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Appendix L: PQMethod tables 
PQMethod2.35   Registered nurses' stratagems operant within professionalised nursing 
 

Table L1:  Correlation Matrix Between Sorts 
SORTS          1   2   3   4   5   6   7   8   9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30 
1 CCsort   100  37  30  19  44  36  -8  29  47  -5  15  -6  16  32   0  31  32  46  17   8  31  20  34  52  48  47  54  19  27  52 
2 AMsort   37 100  20  24  46  31  -1  44  27  28   3  17  30  44  11  41  16  38   6   8  35  11  48  34  25  25  40  21  33  51 
3 ABsort    30  20 100  20  18  19 -18  15   9  -6  -4  -1  -5  16 -17  -1  27  44  42  -3  37  11  28  42  -2   9  20  18   8  32 
4 BEsort    19  24  20 100  28  31 -25  23   8  14   3  -7  -1   3 -13  28  21  33  14 -16  26  23  25  30   2  33  14  18  23  11 
5 ADsort    44  46  18  28 100  45  -8  34  28  15   8   9   4  19  22  24  28  48   2  -8  20   9  34  31  56  35  41   9  38  37 
6 BGsort    36  31  19  31  45 100 -30  38  29  -4   1  -4  15  22  21  16  24  44  -8 -25  17  19  42  36  40  36  38  20  35  34 
7 AUsort    -8  -1 -18 -25  -8 -30 100 -30   9   9  44  41   9  12  -9   5 -17  -9 -21  57 -13 -11 -20 -29  -3 -32   5   0 -12  -7 
8 AQsort    29  44  15  23  34  38 -30 100  16   0  -6  -5  17  12  17  19  34  23  30 -18  24  30  26  31  30  30  25  10  18  30 
9 ASsort    47  27   9   8  28  29   9  16 100  -2   6   6  17  19  -4  28  30  27   3   2  25  13  23  29  33  32  51  16  30  37 
10 ARsort    -5  28  -6  14  15  -4   9   0  -2 100  22   4  10  25 -19  14  -3   0  -7   4  17  16  17  17  17  -3  18   2   1   7 
11 AVsort    15   3  -4   3   8   1  44  -6   6  22 100  15   6  25 -16  -5  17   4   4  33  25  -6  13  12  18   7  11  28  10  29 
12 CDsort    -6  17  -1  -7   9  -4  41  -5   6   4  15 100  25  16  -6   3  18  13 -11  33   5   6  21 -17  13  -6  22  15   7  13 
13 ACsort    16  30  -5  -1   4  15   9  17  17  10   6  25 100  38  12  26  10  13 -13  22  24  -8  30  21  31  10  23  29  31  30 
14 AAsort    32  44  16   3  19  22  12  12  19  25  25  16  38 100 -17  15  -7  16 -11  12  22   0  29  36  25   3  41  31  13  42 
15 CEsort     0  11 -17 -13  22  21  -9  17  -4 -19 -16  -6  12 -17 100  10  -6   2  -9  -8 -12   6   8   2  18  -2 -13  -1  28 -14 
16 AYsort    31  41  -1  28  24  16   5  19  28  14  -5   3  26  15  10 100   6  13  12  21  11  -5  13  31  19  18  41  25   9  18 
17 BAsort    32  16  27  21  28  24 -17  34  30  -3  17  18  10  -7  -6   6 100  36  24   1  45  27  40  35  20  47  31  -2  33  46 
18 BDsort    46  38  44  33  48  44  -9  23  27   0   4  13  13  16   2  13  36 100  24  -7  26   8  54  31  39  37  29  15  48  31 
19 AZsort    17   6  42  14   2  -8 -21  30   3  -7   4 -11 -13 -11  -9  12  24  24 100  -7  32  -2  10  19   2  10   8  16  12  25 
20 AXsort     8   8  -3 -16  -8 -25  57 -18   2   4  33  33  22  12  -8  21   1  -7  -7 100   4   6  -2 -16  11 -16  22  13  -9   4 
21 BIsort    31  35  37  26  20  17 -13  24  25  17  25   5  24  22 -12  11  45  26  32   4 100  31  48  38  24  32  26  39  30  50 
22 BLsort    20  11  11  23   9  19 -11  30  13  16  -6   6  -8   0   6  -5  27   8  -2   6  31 100  21   7   5  11   9   7   1   3 
23 BJsort    34  48  28  25  34  42 -20  26  23  17  13  21  30  29   8  13  40  54  10  -2  48  21 100  21  33  36  35  21  38  42 
24 BMsort    52  34  42  30  31  36 -29  31  29  17  12 -17  21  36   2  31  35  31  19 -16  38   7  21 100  26  48  31  34  31  39 
25 BSsort    48  25  -2   2  56  40  -3  30  33  17  18  13  31  25  18  19  20  39   2  11  24   5  33  26 100  20  46  32  29  42 
26 BXsort    47  25   9  33  35  36 -32  30  32  -3   7  -6  10   3  -2  18  47  37  10 -16  32  11  36  48  20 100  19   9  43  21 
27 BYsort    54  40  20  14  41  38   5  25  51  18  11  22  23  41 -13  41  31  29   8  22  26   9  35  31  46  19 100  28   7  52 
28 BZsort    19  21  18  18   9  20   0  10  16   2  28  15  29  31  -1  25  -2  15  16  13  39   7  21  34  32   9  28 100   7  40 
29 BOsort    27  33   8  23  38  35 -12  18  30   1  10   7  31  13  28   9  33  48  12  -9  30   1  38  31  29  43   7   7 100  28 
30 BKsort    52  51  32  11  37  34  -7  30  37   7  29  13  30  42 -14  18  46  31  25   4  50   3  42  39  42  21  52  40  28 100 
31 BNsort    38  15  18   5  19  15   3  -4  12 -13  16   9 -18  27 -14  -7  14  28  -4  -2  13  -4  17  24  19  15  19  19   1  34 
32 BBsort    33  22  17  -1  17  34 -20  21  22  14 -13   0  24  22  17  31  25  32   4 -31  21   5  37  47  33  19  22  18  11  25 
33 CAsort    46  27   7   1  39  19 -23  30  32  12  -6 -18  -2   0   6  30  39  15  13 -14  33  22  11  30  19  30  33  -6  25  32 
34 BVsort    43  40  42  30  42  31 -19  25  36  13  -8   5  20  28  10  25  19  38  22  -4  35   3  28  52  31  17  49  28  28  47 
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Correlation Matrix Between Sorts 
 
SORTS         31  32  33  34 
 
1 CCsort    38  33  46  43 
2 AMsort   15  22  27  40 
3 ABsort    18  17   7  42 
4 BEsort     5  -1   1  30 
5 ADsort    19  17  39  42 
6 BGsort    15  34  19  31 
7 AUsort     3 -20 -23 -19 
8 AQsort    -4  21  30  25 
9 ASsort    12  22  32  36 
10 ARsort   -13  14  12  13 
11 AVsort    16 -13  -6  -8 
12 CDsort     9   0 -18   5 
13 ACsort   -18  24  -2  20 
14 AAsort    27  22   0  28 
15 CEsort   -14  17   6  10 
16 AYsort    -7  31  30  25 
17 BAsort    14  25  39  19 
18 BDsort    28  32  15  38 
19 AZsort    -4   4  13  22 
20 AXsort    -2 -31 -14  -4 
21 BIsort    13  21  33  35 
22 BLsort    -4   5  22   3 
23 BJsort    17  37  11  28 
24 BMsort    24  47  30  52 
25 BSsort    19  33  19  31 
26 BXsort    15  19  30  17 
27 BYsort    19  22  33  49 
28 BZsort    19  18  -6  28 
29 BOsort     1  11  25  28 
30 BKsort    34  25  32  47 
31 BNsort   100  18  10  24 
32 BBsort    18 100  30  22 
33 CAsort    10  30 100  21 
34 BVsort    24  22  21 100 
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Table L2: Unrotated Factor Matrix 
            Factors   1              2                 3            4               5               6              7            8 
1 CCsort        0.6968    0.0499    0.0124   -0.2354    0.0177    0.3231    0.0577    0.0066 
2 AM sort       0.6364    0.1537    0.0997    0.0362    0.0238   -0.2150   -0.1750    0.0590 
3 ABsort        0.3761   -0.1128   -0.4424    0.1617    0.0867    0.2358   -0.0558    0.2361 
4 BEsort        0.3724   -0.1753   -0.0153    0.1735    0.0310   -0.0295   -0.1347    0.0882 
5 ADsort        0.6211   -0.0289    0.2833   -0.1656    0.0574    0.0366   -0.0519    0.2271 
6 BGsort        0.5930   -0.2115    0.0915   -0.1726    0.0327   -0.1914    0.1704    0.0747 
7 AUsort       -0.1994    0.6885    0.3103    0.1303   -0.2555    0.1532    0.1329    0.0862 
8 AQsort        0.5111   -0.2484    0.0770    0.0068    0.0318   -0.1863   -0.2402    0.0374 
9 ASsort        0.4784    0.1395    0.1669   -0.1654    0.0373    0.2356    0.0017   -0.0682 
10 ARsort        0.1433    0.1652    0.0027    0.0289    0.0153   -0.1816   -0.1985   -0.2616 
11 AVsort        0.1088    0.3848    0.0200    0.3085    0.1305    0.2073    0.2149   -0.0437 
12 CDsort        0.0600    0.3526    0.2548    0.2961    0.1607   -0.0227    0.0902    0.1600 
13 ACsort        0.3058    0.3025    0.1246    0.0444    0.0607   -0.3347    0.1579   -0.1095 
14 AAsort        0.3963    0.5103   -0.1296   -0.0499    0.1252   -0.1875    0.1123   -0.0668 
15 CEsort        0.0319   -0.2177    0.3050   -0.1980    0.0883   -0.1764    0.0886    0.1273 
16 AYsort        0.3603    0.1339    0.0918   -0.1227    0.0199   -0.0911   -0.1562    0.1140 
17 BAsort        0.5295   -0.2132    0.1239    0.2933    0.0826    0.3521   -0.0118   -0.2399 
18 BDsort        0.6264   -0.1672    0.0342    0.0951    0.0206    0.0674    0.2212    0.3242 
19 AZsort        0.2205   -0.1437   -0.2581    0.2453    0.0598    0.2418   -0.2304    0.1490 
20 AXsort       -0.0264    0.6373    0.2855    0.2552   -0.2328    0.1154   -0.0901    0.1609 
21 BIsort        0.6030    0.0004   -0.1393    0.4368    0.1057    0.0398   -0.0809   -0.2537 
22 BLsort        0.2122   -0.1278    0.1188    0.1529    0.0349   -0.0716   -0.1994   -0.0089 
23 BJsort        0.6528   -0.0012    0.0707    0.2724    0.0499   -0.2222    0.1284   -0.0134 
24 BMsort        0.6831   -0.0349   -0.3337   -0.1444    0.0349    0.0041    0.0367   -0.1372 
25 BSsort        0.5623    0.1853    0.2476   -0.1957    0.0682   -0.0136    0.1434    0.0721 
26 BXsort        0.5230   -0.2823    0.1248    0.0034    0.0464    0.1700    0.1458   -0.1753 
27 BYsort        0.6059    0.4046    0.0960   -0.2203    0.1021    0.0523   -0.2581    0.0751 
28 BZsort        0.3882    0.3358   -0.2974    0.0575    0.0818   -0.2006    0.1153    0.1170 
29 BOsort        0.5011   -0.1610    0.2388    0.1136    0.0588    0.0439    0.2729   -0.0495 
30 BKsort        0.6998    0.3101   -0.1647    0.0303    0.0509    0.1206   -0.0334   -0.0560 
31 BNsort        0.2535    0.1047   -0.1955   -0.1274    0.0143    0.2563    0.2544    0.1058 
32 BBsort        0.4852   -0.0621   -0.0204   -0.3003    0.0283   -0.2352    0.1500   -0.1657 
33 CAsort        0.4381   -0.1108    0.1184   -0.2213    0.0300    0.2409   -0.3404   -0.3437 
34 BVsort        0.6244    0.0673   -0.2340   -0.1398    0.0173    0.0183   -0.1204    0.2255 
 
Eigenvalues      7.6085    2.4492    1.3045    1.2656    0.2653    1.1461    0.9152    0.8420 
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% expl.Var.          22             7               4             4              1             3                3            2 
 

Table L.3a:  Rotated Factor Matrix with an X Indicating a Defining Sorts; From this point 7th factor is not taken forward due to having 3 significant loading 
‘Q ‘sorts, 2 of them being confounded. 1 unique significant ‘Q’ sort loading provides no significant variance for further analysis. 
 
QSORT             1                 2              3                4             5               6            7 
1 CCsort       0.3894X  -0.0619    0.2217   -0.0789    0.1112    0.6523X   0.0208 
2 AM sort      0.1407    0.0545    0.0827    0.3961X   0.3785X   0.4334X  -0.0293 
3 ABsort       0.1139   -0.1165    0.6578X   0.0281    0.0874    0.1257    0.1196 
4 BEsort       0.1917   -0.0747    0.2290    0.3306X   0.0679    0.1225    0.0594 
5 ADsort       0.2455   -0.0021    0.0128    0.2651    0.0907    0.6029X   0.2251 
6 BGsort       0.3234   -0.2791   -0.0471    0.1953    0.2859    0.3607X   0.2583 
7 AUsort      -0.1334    0.7735X  -0.2028   -0.2400    0.0335    0.0581   -0.0433 
8 AQsort       0.1814   -0.2356    0.0883    0.4784X   0.1187    0.2867    0.0226 
9 ASsort       0.2933    0.0746    0.0318   -0.0300    0.0607    0.5124X  -0.0709 
10 ARsort      -0.0106    0.0099   -0.0649    0.1622    0.2078    0.0696   -0.3331X 
11 AVsort       0.2178    0.4464X   0.1495   -0.1705    0.1966   -0.0199   -0.0521 
12 CDsort       0.0539    0.4922X  -0.0375    0.1033    0.1730    0.0138    0.1112 
13 ACsort       0.1150    0.1459   -0.1982    0.1037    0.5033X   0.1262   -0.0335 
14 AAsort       0.0050    0.1683    0.0476   -0.0840    0.6044X   0.2895   -0.1199 
15 CEsort       0.0419   -0.1558   -0.3174    0.1409   -0.0557    0.1110    0.2738 
16 AYsort      -0.0198    0.0276    0.0169    0.1956    0.1676    0.3862X   0.0131 
17 BAsort       0.6702X   0.0216    0.2618    0.1893   -0.0766    0.1769   -0.1464 
18 BDsort       0.3986X  -0.0263    0.2668    0.1751    0.1895    0.3186    0.4321X 
19 AZsort       0.0812   -0.0287    0.5329X   0.1695   -0.1006    0.0420   -0.0129 
20 AXsort      -0.1373    0.7685X  -0.0338    0.0256    0.0474    0.1320   -0.0784 
21 BIsort       0.4884X   0.0452    0.3913X   0.2995    0.3191    0.0688   -0.2583 
22 BLsort       0.1231   -0.0170    0.0510    0.3464X  -0.0085    0.0658   -0.0459 
23 BJsort       0.4296X   0.0417    0.1113    0.3501X   0.4609X   0.1699    0.0978 
24 BMsort       0.2928   -0.3200    0.3249   -0.0007    0.3935X   0.3904X  -0.1013 
25 BSsort       0.2614    0.0845   -0.1058    0.0479    0.2807    0.5416X   0.1389 
26 BXsort       0.5819X  -0.1878    0.0619    0.0908    0.0214    0.2539    0.0280 
27 BYsort       0.0052    0.1574    0.1116    0.1397    0.2723    0.7199X  -0.1434 
28 BZsort      -0.0330    0.0752    0.2520   -0.0146    0.5726X   0.1678    0.0508 
29 BOsort       0.5639X  -0.0052   -0.0301    0.1341    0.1479    0.1924    0.1830 
30 BKsort       0.2648    0.1088    0.3522X   0.0305    0.4104    0.4838X  -0.1583 
31 BNsort       0.1518   -0.0003    0.2377   -0.3169    0.1212    0.2348    0.1448 
32 BBsort       0.2236   -0.3322X  -0.1360    0.0260    0.3742X   0.3318X   0.0034 
33 CAsort       0.2839   -0.2068    0.0395    0.1444   -0.1461    0.4814X  -0.4014X 
34 BVsort       0.0457   -0.1290    0.3818X   0.1267    0.2849    0.5076X   0.0929 
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% expl.Var.          8              7               6                4             7             12            3 

Table L.3b: Rotated Factor Matrix with an X Indicating a Defining Sort - 4-factor solution 

 
QSORT             1                 2              3             4 
 
1 CCsort       0.6643X  -0.0290    0.1511    0.2804 
2 AM sort      0.4878X   0.2104    0.1532    0.3662X 
3 ABsort       0.0857   -0.1548    0.5286X   0.2554 
4 BEsort       0.1098   -0.0450    0.1405    0.4074X 
5 ADsort       0.5771X   0.0347   -0.1090    0.3849X 
6 BGsort       0.4896X  -0.1863    0.0105    0.4000X 
7 AUsort      -0.0044    0.7160X  -0.1523   -0.3020 
8 AQsort       0.3061   -0.1412    0.0399    0.4622X 
9 ASsort       0.5055X   0.1202   -0.0146    0.1826 
10 ARsort       0.1294    0.1549    0.0857    0.0248 
11 AVsort      -0.0110    0.4671X   0.1848    0.0554 
12 CDsort      -0.0188    0.5178X  -0.0481    0.0985 
13 ACsort       0.2876    0.3253   0.0625    0.1004 
14 AAsort       0.4373X   0.3605X   0.3332X  -0.0667 
15 CEsort       0.1260   -0.1557   -0.3612X   0.1004 
16 AYsort       0.3832X   0.1023    0.0256    0.1152 
17 BAsort       0.1538    0.0396    0.0918    0.6274X 
18 BDsort       0.3500X  -0.0439    0.1557    0.5310X 
19 AZsort      -0.0652   -0.0819    0.3343X   0.2709 
20 AXsort       0.0246    0.7338X  -0.0526   -0.1079 
21 BIsort       0.1419    0.1873    0.4328X   0.5756X 
22 BLsort       0.0363    0.0235   -0.0234    0.3106 
23 BJsort       0.3059    0.1874    0.2168    0.5742X 
24 BMsort       0.5331X  -0.1804    0.4595X   0.2684 
25 BSsort       0.6068X   0.1765   -0.0584    0.2177 
26 BXsort       0.3135   -0.1521   -0.0068    0.4974X 
27 BYsort       0.6942X   0.2884    0.1291    0.0825 
28 BZsort       0.2972    0.2097    0.4714X   0.0266 
29 BOsort       0.2743    0.0373   -0.0574    0.5168X 
30 BKsort       0.5474X   0.2409    0.4382X   0.2534 
31 BNsort       0.2673  -0.0331    0.2384   -0.0181 
32 BBsort       0.5192X  -0.1726    0.0720    0.1593 
33 CAsort       0.4390X  -0.1268   -0.0535    0.2355 
34 BVsort       0.5272X  -0.0631    0.3764X   0.2122 
 
% expl.Var.         14              7             6           10 
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Table L.5: Factor Scores with Corresponding Ranks 
 
No.  Statement                                               No.                                  1              2               3              4                 5 
 
1  I will offend some people if I assist patients with th    1     -1.56  58  -0.11  33   0.01  31  -0.78  47  -0.41  38 
2  In my line of work, meeting cultural needs is a lower     2     -2.07  61   0.53  20  -1.26  56  -1.09  52  -1.47  59 
3  While nursing I demonstrate values and personal believ    3      0.50  23   0.11  30   0.60  16   2.12   1  -0.35  36 
4  I identify with nurses who demonstrate values of this     4      1.16   7   0.21  29   1.50   5   0.86  14   0.13  31 
5  An obese nurse is failing to lead patients by example.    5     -0.96  47   0.69  18  -0.08  33  -0.53  41  -0.60  43 
6  If I were constantly asked to perform nursing activity    6     -0.48  40   1.96   2  -1.00  52  -1.72  59  -0.54  40 
7  Patients from some ethnic minorities need to expect th    7      0.05  32   0.34  26   0.53  19   0.05  30  -0.29  35 
8  I can meet patients’ cultural needs as far as I choo    8     -1.20  53  -0.67  46  -0.37  39   0.10  29   0.64  16 
9  I cannot nurse a patient effectively if I react to som    9     -1.35  57   1.39   5  -0.77  47   1.45   6  -0.04  34 
10  I find myself deviating from my role when trying to me   10     -0.51  41   1.45   4  -1.16  53   0.29  26   0.06  32 
11  I do not wholly rely on my employer or the NMC guideli   11      0.50  24  -0.54  43  -0.81  49   0.30  24  -1.37  57 
12  I struggle to give highest levels of care to people wh   12     -1.24  54   1.49   3  -0.56  43  -1.13  54  -0.92  49 
13  My duty does not include addressing my patients’ spi   13     -1.77  60   0.38  23  -1.22  54  -0.15  33  -0.84  47 
14  My personal sense of worth comes from helping those at   14      0.70  17  -0.94  50  -0.55  42   0.92  13   0.85  12 
15  My standing in the community comes from helping those    15      0.83  14  -0.71  47   0.31  24   0.92  12  -0.36  37 
16  It’s in the patients’ interest for me to be accomm   16      0.85  13  -0.97  52   0.87  13   0.60  20   1.22   8 
17  It is my view that nursing within social care is less    17     -0.54  43  -0.33  38  -0.38  40  -0.38  38   0.50  20 
18  I put my own needs aside at work.                        18      0.86  12  -0.19  36  -0.24  38   1.32   8   0.31  25 
19  Compassion is not fundamental in providing patients wi   19     -1.34  56   0.83  12  -1.54  58  -1.35  56  -2.13  61 
20  When prescribing medicines, I behave like a doctor.      20     -0.92  46  -1.32  56  -1.27  57  -0.47  40  -0.92  48 
21  It is fine to benefit personally from recommending exc   21     -0.06  33   0.35  25  -1.71  59  -0.67  46  -0.96  50 
22  My role is to manage specific health problems.           22      0.70  18  -0.57  45  -0.87  50   0.85  15   0.24  28 
23  I constantly evaluate information about my patients.     23      1.50   5   0.74  14   0.56  18   1.05  10   2.11   1 
24  I would be comfortable with accountability for deliver   24      1.02   8  -0.15  34   0.46  21   1.49   5   1.56   5 
25  I need to be resourceful and creative to find better s   25      0.67  19   0.35  24   2.08   1   1.50   4   1.24   7 
26  I will limit my nursing to a basic safe level when a p   26     -1.16  52   1.29   6  -2.20  60  -1.87  61  -0.62  45 
27  It is my duty that I check the safety of my colleagues   27      0.18  30  -1.88  59   0.29  25   1.70   3   0.79  14 
28  I am not prepared to tolerate an underperforming nurse   28      0.39  27   0.47  21  -0.21  37  -0.15  32  -0.55  42 
29  More face-to-face time with patients delivers better n   29      1.63   3   0.93  10   0.95  12   1.35   7   1.76   3 
30  I sometimes do not work in the best interest of my own   30     -0.73  45  -0.51  42   0.14  29  -1.80  60  -1.04  51 
31  I do not react to patients’ stereotypical expectatio   31      0.86  11  -1.35  57   0.20  27   1.89   2   0.28  27 
32  The way I make clinical judgement is unique to nursing.   32      0.55  21  -0.81  48   0.69  15  -0.88  48   0.22  29 
33  Not understanding patients’ culture fully can impede   33     -0.06  34   0.86  11   1.01  10  -0.56  43   0.39  23 
34  I manage patients’ misconceptions of nurses with hum   34      1.29   6  -1.24  55   1.06   8   0.61  19  -0.04  33 
35  When I am wearing a uniform, patients respect me outri   35      0.98   9  -0.95  51   1.71   4  -0.22  34  -1.35  56 
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36  Rationing nursing time for patients has reduced my abi   36      0.44  26   1.08   8  -0.18  35  -0.33  37   0.40  22 
37  I often find myself fulfilling patients’ needs that    37      0.30  29   1.04   9   0.59  17   0.30  25   0.60  17 
38  It should not be a norm that I go an extra mile in mee   38      0.76  15   0.70  17  -2.33  61  -0.27  36  -1.45  58 
39  Working long hours impacts he quality of my life.        39     -0.60  44  -0.17  35   0.97  11   0.66  18   0.56  19 
40  My employer allows me paid time to research and evalua   40     -0.13  35  -0.97  53  -0.80  48  -0.46  39  -0.50  39 
41  I trust nurse associates to deliver care that is as sa   41      0.66  20  -1.06  54   1.74   3   0.40  23   0.19  30 
42  I prioritise my time to focus on poorly patients and r   42      1.52   4   2.63   1   1.02   9   0.69  16   0.82  13 
43  I appreciate that the best practice in nursing is not    43     -0.29  37   0.39  22   0.32  23   0.24  27   0.32  24 
44  I negotiate with patients as to which of their health    44     -0.34  38  -0.40  39   0.79  14  -1.11  53  -1.18  54 
45  My face-to-face presence on patients’ journeys posit   45      1.77   2  -0.01  32   1.46   7   0.15  28   0.42  21 
46  It seems that whatever my employer puts in my job desc   46     -0.40  39  -2.11  60  -0.88  51  -0.54  42  -1.09  52 
47  I am effective at delivering ‘hands-on’ nursing as   47      2.13   1  -0.92  49   0.35  22   0.97  11   1.94   2 
48  I feel guilty when I don’t finish nursing patients o   48      0.70  16   0.30  27   1.89   2   1.13   9   0.59  18 
49  I am ineffective when distracted by organisations, man   49     -1.32  55   1.09   7   0.10  30  -1.53  57  -1.17  53 
50  Being underpaid affects my commitment to nursing.        50     -1.13  49   0.72  16  -0.74  45  -1.69  58  -0.55  41 
51  I can work safely if surrounded by underperforming col   51     -1.65  59  -2.17  61  -1.26  55  -1.25  55  -2.00  60 
52  Getting counsel from a fellow nurse makes a difference   52      0.52  22   0.59  19   0.46  20  -0.61  45   1.16   9 
53  I believe my PIN with the NMC is safe as long as I fol   53      0.46  25  -1.88  58   1.47   6  -0.05  31  -0.79  46 
54  I need the support of fellow nurses when questioning e   54      0.98  10  -0.30  37   0.18  28   0.41  22   0.98  11 
55  I embrace change in practice when my colleagues embrac   55      0.15  31  -0.48  41  -0.60  44  -0.25  35   0.79  15 
56  Without stamina I would not be able to nurse.            56     -0.25  36   0.03  31   0.24  26   0.67  17   1.26   6 
57  Going the extra mile in nursing is at my own personal    57     -1.06  48  -0.47  40  -0.50  41  -0.98  50   1.76   4 
58  I find myself burned out periodically by the nature of   58     -1.13  50  -0.55  44  -0.19  36  -0.59  44   1.04  10 
59  I believe that male nurses’ self-esteem is not helpe   59     -0.51  42   0.77  13  -0.75  46  -0.96  49  -1.25  55 
60  Given an opportunity, I will be happy in a non-clinica   60     -1.16  51   0.73  15  -0.06  32  -1.09  51  -0.62  44 
61  Having choice of more than one professional role helps   61      0.31  28   0.24  28  -0.08  34   0.50  21   0.31  26 
 
 

Factor Scores with Corresponding Ranks 
 
No.  Statement                                               No.                                 6 
 
1  I will offend some people if I assist patients with th    1     -1.09  53 
2  In my line of work, meeting cultural needs is a lower     2     -0.66  44 
3  While nursing I demonstrate values and personal believ    3      0.79  15 
4  I identify with nurses who demonstrate values of this     4      0.15  27 
5  An obese nurse is failing to lead patients by example.    5     -0.97  50 
6  If I were constantly asked to perform nursing activity    6     -0.28  35 
7  Patients from some ethnic minorities need to expect th    7     -0.69  46 
8  I can meet patients’ cultural needs as far as I choo    8     -0.99  51 
9  I cannot nurse a patient effectively if I react to som    9     -1.27  55 
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10  I find myself deviating from my role when trying to me   10     -0.56  41 
11  I do not wholly rely on my employer or the NMC guideli   11      0.87  14 
12  I struggle to give highest levels of care to people wh   12     -1.66  59 
13  My duty does not include addressing my patients’ spi   13     -1.68  61 
14  My personal sense of worth comes from helping those at   14      2.33   1 
15  My standing in the community comes from helping those    15      1.17   9 
16  It’s in the patients’ interest for me to be accomm   16      0.30  24 
17  It is my view that nursing within social care is less    17      0.14  28 
18  I put my own needs aside at work.                        18      1.21   8 
19  Compassion is not fundamental in providing patients wi   19     -1.67  60 
20  When prescribing medicines, I behave like a doctor.      20     -1.03  52 
21  It is fine to benefit personally from recommending exc   21     -1.61  58 
22  My role is to manage specific health problems.           22     -0.64  43 
23  I constantly evaluate information about my patients.     23      1.22   7 
24  I would be comfortable with accountability for deliver   24      0.96  13 
25  I need to be resourceful and creative to find better s   25      1.44   5 
26  I will limit my nursing to a basic safe level when a p   26     -1.53  57 
27  It is my duty that I check the safety of my colleagues   27      0.71  17 
28  I am not prepared to tolerate an underperforming nurse   28     -0.37  37 
29  More face-to-face time with patients delivers better n   29      2.19   2 
30  I sometimes do not work in the best interest of my own   30     -0.68  45 
31  I do not react to patients’ stereotypical expectatio   31     -0.08  32 
32  The way I make clinical judgement is unique to nursing.   32     -0.03  31 
33  Not understanding patients’ culture fully can impede   33      0.40  23 
34  I manage patients’ misconceptions of nurses with hum   34      0.60  19 
35  When I am wearing a uniform, patients respect me outri   35     -0.69  47 
36  Rationing nursing time for patients has reduced my abi   36      0.78  16 
37  I often find myself fulfilling patients’ needs that    37      0.66  18 
38  It should not be a norm that I go an extra mile in mee   38     -0.28  36 
39  Working long hours impacts he quality of my life.        39      1.59   3 
40  My employer allows me paid time to research and evalua   40     -1.51  56 
41  I trust nurse associates to deliver care that is as sa   41     -0.83  48 
42  I prioritise my time to focus on poorly patients and r   42      0.99  12 
43  I appreciate that the best practice in nursing is not    43      0.08  30 
44  I negotiate with patients as to which of their health    44     -0.51  39 
45  My face-to-face presence on patients’ journeys posit   45      1.47   4 
46  It seems that whatever my employer puts in my job desc   46     -0.50  38 
47  I am effective at delivering ‘hands-on’ nursing as   47      1.32   6 
48  I feel guilty when I don’t finish nursing patients o   48      1.14  10 
49  I am ineffective when distracted by organisations, man   49     -0.21  33 
50  Being underpaid affects my commitment to nursing.        50     -0.90  49 
51  I can work safely if surrounded by underperforming col   51     -1.16  54 
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52  Getting counsel from a fellow nurse makes a difference   52      0.49  21 
53  I believe my PIN with the NMC is safe as long as I fol   53     -0.23  34 
54  I need the support of fellow nurses when questioning e   54      0.17  26 
55  I embrace change in practice when my colleagues embrac   55      0.23  25 
56  Without stamina I would not be able to nurse.            56      0.46  22 
57  Going the extra mile in nursing is at my own personal    57      0.09  29 
58  I find myself burned out periodically by the nature of   58      1.01  11 
59  I believe that male nurses’ self-esteem is not helpe   59     -0.61  42 
60  Given an opportunity, I will be happy in a non-clinica   60     -0.55  40 
61  Having choice of more than one professional role helps   61      0.51  20 
 
 

Table L.4a: Correlations Between Factor Scores - 6-factor solution 
 
             1             2           3            4            5          6 
 
1     1.0000 -0.1276  0.5570  0.6368  0.5172  0.6663 
 
2    -0.1276  1.0000 -0.1364 -0.1761  0.0166 -0.0512 
 
3     0.5570 -0.1364  1.0000  0.4540  0.4518  0.5307 
 
4     0.6368 -0.1761  0.4540  1.0000  0.5673  0.6004 
 
5     0.5172  0.0166  0.4518  0.5673  1.0000  0.6718 
 
6     0.6663 -0.0512  0.5307  0.6004  0.6718  1.0000 
 
7     0.1680  0.0486  0.1725  0.0295  0.0707 -0.0621 
 
 

Table L.4b: Correlations Between Factor Scores - 4-factor solution 
 
             1           2             3          4 
 
1     1.0000  0.0810  0.6985  0.7330 
 
2     0.0810  1.0000  0.0662 -0.0629 
 
3     0.6985  0.0662  1.0000  0.6058 
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4     0.7330 -0.0629  0.6058  1.0000 
 

Table L.6: Factor Scores -- For Factor    1 
 
No.  Statement                                                    No.     Z-SCORES 
 
47  I am effective at delivering ‘hands-on’ nursing as well   47        2.132 
45  My face-to-face presence on patients’ journeys positively   45        1.770 
29  More face-to-face time with patients delivers better nursing  29        1.632 
42  I prioritise my time to focus on poorly patients and ration   42        1.522 
23  I constantly evaluate information about my patients.          23        1.505 
34  I manage patients’ misconceptions of nurses with humour.    34        1.293 
4  I identify with nurses who demonstrate values of this countr   4        1.156 
24  I would be comfortable with accountability for delivering nu  24        1.016 
35  When I am wearing a uniform, patients respect me outright.    35        0.983 
54  I need the support of fellow nurses when questioning existin  54        0.978 
31  I do not react to patients’ stereotypical expectations of   31        0.861 
18  I put my own needs aside at work.                             18        0.860 
16  It’s in the patients’ interest for me to be accommodatin  16        0.848 
15  My standing in the community comes from helping those at the  15        0.831 
38  It should not be a norm that I go an extra mile in meeting p  38        0.762 
48  I feel guilty when I don’t finish nursing patients once my  48        0.705 
14  My personal sense of worth comes from helping those at their  14        0.695 
22  My role is to manage specific health problems.                22        0.695 
25  I need to be resourceful and creative to find better solutio  25        0.667 
41  I trust nurse associates to deliver care that is as safe as   41        0.656 
32  The way I make clinical judgement is unique to nursing.        32        0.547 
52  Getting counsel from a fellow nurse makes a difference to wh  52        0.515 
3  While nursing I demonstrate values and personal beliefs inh   3        0.501 
11  I do not wholly rely on my employer or the NMC guidelines as  11        0.501 
53  I believe my PIN with the NMC is safe as long as I follow my  53        0.461 
36  Rationing nursing time for patients has reduced my ability t  36        0.439 
28  I am not prepared to tolerate an underperforming nurse on my  28        0.386 
61  Having choice of more than one professional role helps me to  61        0.314 
37  I often find myself fulfilling patients’ needs that have n  37        0.303 
27  It is my duty that I check the safety of my colleagues’ wo  27        0.179 
55  I embrace change in practice when my colleagues embrace it t  55        0.146 
7  Patients from some ethnic minorities need to expect that the   7        0.047 
21  It is fine to benefit personally from recommending excellent  21       -0.058 
33  Not understanding patients’ culture fully can impede me fr  33       -0.059 
40  My employer allows me paid time to research and evaluate the  40       -0.129 
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56  Without stamina I would not be able to nurse.                 56       -0.248 
43  I appreciate that the best practice in nursing is not always  43       -0.286 
44  I negotiate with patients as to which of their health needs   44       -0.343 
46  It seems that whatever my employer puts in my job descriptio  46       -0.400 
6  If I were constantly asked to perform nursing activity in di   6       -0.476 
10  I find myself deviating from my role when trying to meet peo  10       -0.511 
59  I believe that male nurses’ self-esteem is not helped by s  59       -0.514 
17  It is my view that nursing within social care is less recogn  17       -0.537 
39  Working long hours impacts he quality of my life.             39       -0.595 
30  I sometimes do not work in the best interest of my own emplo  30       -0.731 
20  When prescribing medicines, I behave like a doctor.           20       -0.918 
5  An obese nurse is failing to lead patients by example.         5       -0.958 
57  Going the extra mile in nursing is at my own personal discre  57       -1.055 
50  Being underpaid affects my commitment to nursing.             50       -1.126 
58  I find myself burned out periodically by the nature of nursi  58       -1.134 
60  Given an opportunity, I will be happy in a non-clinical job   60       -1.159 
26  I will limit my nursing to a basic safe level when a patient  26       -1.165 
8  I can meet patients’ cultural needs as far as I choose to.   8       -1.198 
12  I struggle to give highest levels of care to people whose li  12       -1.235 
49  I am ineffective when distracted by organisations, managers   49       -1.319 
19  Compassion is not fundamental in providing patients with opt  19       -1.343 
9  I cannot nurse a patient effectively if I react to something   9       -1.355 
1  I will offend some people if I assist patients with their in   1       -1.564 
51  I can work safely if surrounded by underperforming colleague  51       -1.649 
13  My duty does not include addressing my patients’ spiritual  13       -1.769 
2  In my line of work, meeting cultural needs is a lower priori   2       -2.073 
 
 

Factor Scores -- For Factor    2 
 
No.  Statement                                                    No.     Z-SCORES 
 
42  I prioritise my time to focus on poorly patients and ration   42        2.634 
6  If I were constantly asked to perform nursing activity in di   6        1.963 
12  I struggle to give highest levels of care to people whose li  12        1.492 
10  I find myself deviating from my role when trying to meet peo  10        1.447 
9  I cannot nurse a patient effectively if I react to something   9        1.392 
26  I will limit my nursing to a basic safe level when a patient  26        1.291 
49  I am ineffective when distracted by organisations, managers   49        1.090 
36  Rationing nursing time for patients has reduced my ability t  36        1.080 
37  I often find myself fulfilling patients’ needs that have n  37        1.043 
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29  More face-to-face time with patients delivers better nursing  29        0.932 
33  Not understanding patients’ culture fully can impede me fr  33        0.860 
19  Compassion is not fundamental in providing patients with opt  19        0.833 
59  I believe that male nurses’ self-esteem is not helped by s  59        0.773 
23  I constantly evaluate information about my patients.          23        0.743 
60  Given an opportunity, I will be happy in a non-clinical job   60        0.730 
50  Being underpaid affects my commitment to nursing.             50        0.724 
38  It should not be a norm that I go an extra mile in meeting p  38        0.701 
5  An obese nurse is failing to lead patients by example.         5        0.690 
52  Getting counsel from a fellow nurse makes a difference to wh  52        0.592 
2  In my line of work, meeting cultural needs is a lower priori   2        0.528 
28  I am not prepared to tolerate an underperforming nurse on my  28        0.474 
43  I appreciate that the best practice in nursing is not always  43        0.394 
13  My duty does not include addressing my patients’ spiritual  13        0.381 
25  I need to be resourceful and creative to find better solutio  25        0.352 
21  It is fine to benefit personally from recommending excellent  21        0.350 
7  Patients from some ethnic minorities need to expect that the   7        0.345 
48  I feel guilty when I don’t finish nursing patients once my  48        0.298 
61  Having choice of more than one professional role helps me to  61        0.242 
4  I identify with nurses who demonstrate values of this countr   4        0.205 
3  While nursing I demonstrate values and personal beliefs inh   3        0.105 
56  Without stamina I would not be able to nurse.                 56        0.033 
45  My face-to-face presence on patients’ journeys positively   45       -0.009 
1  I will offend some people if I assist patients with their in   1       -0.108 
24  I would be comfortable with accountability for delivering nu  24       -0.151 
39  Working long hours impacts he quality of my life.             39       -0.174 
18  I put my own needs aside at work.                             18       -0.191 
54  I need the support of fellow nurses when questioning existin  54       -0.298 
17  It is my view that nursing within social care is less recogn  17       -0.335 
44  I negotiate with patients as to which of their health needs   44       -0.397 
57  Going the extra mile in nursing is at my own personal discre  57       -0.467 
55  I embrace change in practice when my colleagues embrace it t  55       -0.475 
30  I sometimes do not work in the best interest of my own emplo  30       -0.514 
11  I do not wholly rely on my employer or the NMC guidelines as  11       -0.543 
58  I find myself burned out periodically by the nature of nursi  58       -0.545 
22  My role is to manage specific health problems.                22       -0.569 
8  I can meet patients’ cultural needs as far as I choose to.   8       -0.666 
15  My standing in the community comes from helping those at the  15       -0.708 
32  The way I make clinical judgement is unique to nursing.        32       -0.809 
47  I am effective at delivering ‘hands-on’ nursing as well   47       -0.924 
14  My personal sense of worth comes from helping those at their  14       -0.943 
35  When I am wearing a uniform, patients respect me outright.    35       -0.948 



373 
 

16  It’s in the patients’ interest for me to be accommodatin  16       -0.965 
40  My employer allows me paid time to research and evaluate the  40       -0.969 
41  I trust nurse associates to deliver care that is as safe as   41       -1.057 
34  I manage patients’ misconceptions of nurses with humour.    34       -1.239 
20  When prescribing medicines, I behave like a doctor.           20       -1.321 
31  I do not react to patients’ stereotypical expectations of   31       -1.350 
53  I believe my PIN with the NMC is safe as long as I follow my  53       -1.878 
27  It is my duty that I check the safety of my colleagues’ wo  27       -1.885 
46  It seems that whatever my employer puts in my job descriptio  46       -2.105 
51  I can work safely if surrounded by underperforming colleague  51       -2.172 
 

Factor Scores -- For Factor    3 
 
No.  Statement                                                    No.     Z-SCORES 
 
25  I need to be resourceful and creative to find better solutio  25        2.083 
48  I feel guilty when I don’t finish nursing patients once my  48        1.886 
41  I trust nurse associates to deliver care that is as safe as   41        1.736 
35  When I am wearing a uniform, patients respect me outright.    35        1.714 
4  I identify with nurses who demonstrate values of this countr   4        1.499 
53  I believe my PIN with the NMC is safe as long as I follow my  53        1.469 
45  My face-to-face presence on patients’ journeys positively   45        1.465 
34  I manage patients’ misconceptions of nurses with humour.    34        1.059 
42  I prioritise my time to focus on poorly patients and ration   42        1.022 
33  Not understanding patients’ culture fully can impede me fr  33        1.009 
39  Working long hours impacts he quality of my life.             39        0.973 
29  More face-to-face time with patients delivers better nursing  29        0.952 
16  It’s in the patients’ interest for me to be accommodatin  16        0.872 
44  I negotiate with patients as to which of their health needs   44        0.791 
32  The way I make clinical judgement is unique to nursing.        32        0.693 
3  While nursing I demonstrate values and personal beliefs inh   3        0.598 
37  I often find myself fulfilling patients’ needs that have n  37        0.585 
23  I constantly evaluate information about my patients.          23        0.565 
7  Patients from some ethnic minorities need to expect that the   7        0.527 
52  Getting counsel from a fellow nurse makes a difference to wh  52        0.464 
24  I would be comfortable with accountability for delivering nu  24        0.457 
47  I am effective at delivering ‘hands-on’ nursing as well   47        0.352 
43  I appreciate that the best practice in nursing is not always  43        0.325 
15  My standing in the community comes from helping those at the  15        0.315 
27  It is my duty that I check the safety of my colleagues’ wo  27        0.289 
56  Without stamina I would not be able to nurse.                 56        0.242 
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31  I do not react to patients’ stereotypical expectations of   31        0.203 
54  I need the support of fellow nurses when questioning existin  54        0.181 
30  I sometimes do not work in the best interest of my own emplo  30        0.140 
49  I am ineffective when distracted by organisations, managers   49        0.095 
1  I will offend some people if I assist patients with their in   1        0.009 
60  Given an opportunity, I will be happy in a non-clinical job   60       -0.060 
5  An obese nurse is failing to lead patients by example.         5       -0.078 
61  Having choice of more than one professional role helps me to  61       -0.081 
36  Rationing nursing time for patients has reduced my ability t  36       -0.178 
58  I find myself burned out periodically by the nature of nursi  58       -0.185 
28  I am not prepared to tolerate an underperforming nurse on my  28       -0.211 
18  I put my own needs aside at work.                             18       -0.238 
8  I can meet patients’ cultural needs as far as I choose to.   8       -0.366 
17  It is my view that nursing within social care is less recogn  17       -0.384 
57  Going the extra mile in nursing is at my own personal discre  57       -0.497 
14  My personal sense of worth comes from helping those at their  14       -0.552 
12  I struggle to give highest levels of care to people whose li  12       -0.558 
55  I embrace change in practice when my colleagues embrace it t  55       -0.600 
50  Being underpaid affects my commitment to nursing.             50       -0.738 
59  I believe that male nurses’ self-esteem is not helped by s  59       -0.755 
9  I cannot nurse a patient effectively if I react to something   9       -0.771 
40  My employer allows me paid time to research and evaluate the  40       -0.804 
11  I do not wholly rely on my employer or the NMC guidelines as  11       -0.808 
22  My role is to manage specific health problems.                22       -0.873 
46  It seems that whatever my employer puts in my job descriptio  46       -0.878 
6  If I were constantly asked to perform nursing activity in di   6       -1.004 
10  I find myself deviating from my role when trying to meet peo  10       -1.164 
13  My duty does not include addressing my patients’ spiritual  13       -1.224 
51  I can work safely if surrounded by underperforming colleague  51       -1.258 
2  In my line of work, meeting cultural needs is a lower priori   2       -1.263 
20  When prescribing medicines, I behave like a doctor.           20       -1.274 
19  Compassion is not fundamental in providing patients with opt  19       -1.540 
21  It is fine to benefit personally from recommending excellent  21       -1.706 
26  I will limit my nursing to a basic safe level when a patient  26       -2.196 
38  It should not be a norm that I go an extra mile in meeting p  38       -2.326 
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Factor Scores -- For Factor    4 
 
No.  Statement                                                    No.     Z-SCORES 
 
3  While nursing I demonstrate values and personal beliefs inh   3        2.119 
31  I do not react to patients’ stereotypical expectations of   31        1.889 
27  It is my duty that I check the safety of my colleagues’ wo  27        1.696 
25  I need to be resourceful and creative to find better solutio  25        1.497 
24  I would be comfortable with accountability for delivering nu  24        1.493 
9  I cannot nurse a patient effectively if I react to something   9        1.447 
29  More face-to-face time with patients delivers better nursing  29        1.346 
18  I put my own needs aside at work.                             18        1.325 
48  I feel guilty when I don’t finish nursing patients once my  48        1.129 
23  I constantly evaluate information about my patients.          23        1.050 
47  I am effective at delivering ‘hands-on’ nursing as well   47        0.968 
15  My standing in the community comes from helping those at the  15        0.922 
14  My personal sense of worth comes from helping those at their  14        0.921 
4  I identify with nurses who demonstrate values of this countr   4        0.856 
22  My role is to manage specific health problems.                22        0.849 
42  I prioritise my time to focus on poorly patients and ration   42        0.687 
56  Without stamina I would not be able to nurse.                 56        0.668 
39  Working long hours impacts he quality of my life.             39        0.665 
34  I manage patients’ misconceptions of nurses with humour.    34        0.611 
16  It’s in the patients’ interest for me to be accommodatin  16        0.604 
61  Having choice of more than one professional role helps me to  61        0.499 
54  I need the support of fellow nurses when questioning existin  54        0.407 
41  I trust nurse associates to deliver care that is as safe as   41        0.401 
11  I do not wholly rely on my employer or the NMC guidelines as  11        0.303 
37  I often find myself fulfilling patients’ needs that have n  37        0.295 
10  I find myself deviating from my role when trying to meet peo  10        0.292 
43  I appreciate that the best practice in nursing is not always  43        0.237 
45  My face-to-face presence on patients’ journeys positively   45        0.150 
8  I can meet patients’ cultural needs as far as I choose to.   8        0.098 
7  Patients from some ethnic minorities need to expect that the   7        0.051 
53  I believe my PIN with the NMC is safe as long as I follow my  53       -0.049 
28  I am not prepared to tolerate an underperforming nurse on my  28       -0.148 
13  My duty does not include addressing my patients’ spiritual  13       -0.148 
35  When I am wearing a uniform, patients respect me outright.    35       -0.219 
55  I embrace change in practice when my colleagues embrace it t  55       -0.251 
38  It should not be a norm that I go an extra mile in meeting p  38       -0.271 
36  Rationing nursing time for patients has reduced my ability t  36       -0.331 
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17  It is my view that nursing within social care is less recogn  17       -0.380 
40  My employer allows me paid time to research and evaluate the  40       -0.463 
20  When prescribing medicines, I behave like a doctor.           20       -0.472 
5  An obese nurse is failing to lead patients by example.         5       -0.531 
46  It seems that whatever my employer puts in my job descriptio  46       -0.536 
33  Not understanding patients’ culture fully can impede me fr  33       -0.560 
58  I find myself burned out periodically by the nature of nursi  58       -0.588 
52  Getting counsel from a fellow nurse makes a difference to wh  52       -0.611 
21  It is fine to benefit personally from recommending excellent  21       -0.666 
1  I will offend some people if I assist patients with their in   1       -0.781 
32  The way I make clinical judgement is unique to nursing.        32       -0.884 
59  I believe that male nurses’ self-esteem is not helped by s  59       -0.961 
57  Going the extra mile in nursing is at my own personal discre  57       -0.982 
60  Given an opportunity, I will be happy in a non-clinical job   60       -1.087 
2  In my line of work, meeting cultural needs is a lower priori   2       -1.094 
44  I negotiate with patients as to which of their health needs   44       -1.113 
12  I struggle to give highest levels of care to people whose li  12       -1.131 
51  I can work safely if surrounded by underperforming colleague  51       -1.253 
19  Compassion is not fundamental in providing patients with opt  19       -1.353 
49  I am ineffective when distracted by organisations, managers   49       -1.528 
50  Being underpaid affects my commitment to nursing.             50       -1.693 
6  If I were constantly asked to perform nursing activity in di   6       -1.718 
30  I sometimes do not work in the best interest of my own emplo  30       -1.801 
26  I will limit my nursing to a basic safe level when a patient  26       -1.872 
 

Factor Scores -- For Factor    5 
 
No.  Statement                                                    No.     Z-SCORES 
 
23  I constantly evaluate information about my patients.          23        2.112 
47  I am effective at delivering ‘hands-on’ nursing as well   47        1.938 
29  More face-to-face time with patients delivers better nursing  29        1.759 
57  Going the extra mile in nursing is at my own personal discre  57        1.757 
24  I would be comfortable with accountability for delivering nu  24        1.559 
56  Without stamina I would not be able to nurse.                 56        1.256 
25  I need to be resourceful and creative to find better solutio  25        1.237 
16  It’s in the patients’ interest for me to be accommodatin  16        1.225 
52  Getting counsel from a fellow nurse makes a difference to wh  52        1.155 
58  I find myself burned out periodically by the nature of nursi  58        1.036 
54  I need the support of fellow nurses when questioning existin  54        0.983 
14  My personal sense of worth comes from helping those at their  14        0.847 
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42  I prioritise my time to focus on poorly patients and ration   42        0.820 
27  It is my duty that I check the safety of my colleagues’ wo  27        0.792 
55  I embrace change in practice when my colleagues embrace it t  55        0.787 
8  I can meet patients’ cultural needs as far as I choose to.   8        0.635 
37  I often find myself fulfilling patients’ needs that have n  37        0.605 
48  I feel guilty when I don’t finish nursing patients once my  48        0.586 
39  Working long hours impacts he quality of my life.             39        0.558 
17  It is my view that nursing within social care is less recogn  17        0.504 
45  My face-to-face presence on patients’ journeys positively   45        0.421 
36  Rationing nursing time for patients has reduced my ability t  36        0.399 
33  Not understanding patients’ culture fully can impede me fr  33        0.391 
43  I appreciate that the best practice in nursing is not always  43        0.318 
18  I put my own needs aside at work.                             18        0.314 
61  Having choice of more than one professional role helps me to  61        0.312 
31  I do not react to patients’ stereotypical expectations of   31        0.276 
22  My role is to manage specific health problems.                22        0.235 
32  The way I make clinical judgement is unique to nursing.        32        0.221 
41  I trust nurse associates to deliver care that is as safe as   41        0.186 
4  I identify with nurses who demonstrate values of this countr   4        0.126 
10  I find myself deviating from my role when trying to meet peo  10        0.064 
34  I manage patients’ misconceptions of nurses with humour.    34       -0.036 
9  I cannot nurse a patient effectively if I react to something   9       -0.037 
7  Patients from some ethnic minorities need to expect that the   7       -0.289 
3  While nursing I demonstrate values and personal beliefs inh   3       -0.348 
15  My standing in the community comes from helping those at the  15       -0.359 
1  I will offend some people if I assist patients with their in   1       -0.407 
40  My employer allows me paid time to research and evaluate the  40       -0.498 
6  If I were constantly asked to perform nursing activity in di   6       -0.543 
50  Being underpaid affects my commitment to nursing.             50       -0.551 
28  I am not prepared to tolerate an underperforming nurse on my  28       -0.554 
5  An obese nurse is failing to lead patients by example.         5       -0.600 
60  Given an opportunity, I will be happy in a non-clinical job   60       -0.622 
26  I will limit my nursing to a basic safe level when a patient  26       -0.623 
53  I believe my PIN with the NMC is safe as long as I follow my  53       -0.793 
13  My duty does not include addressing my patients’ spiritual  13       -0.840 
20  When prescribing medicines, I behave like a doctor.           20       -0.919 
12  I struggle to give highest levels of care to people whose li  12       -0.919 
21  It is fine to benefit personally from recommending excellent  21       -0.964 
30  I sometimes do not work in the best interest of my own emplo  30       -1.037 
46  It seems that whatever my employer puts in my job descriptio  46       -1.092 
49  I am ineffective when distracted by organisations, managers   49       -1.171 
44  I negotiate with patients as to which of their health needs   44       -1.183 
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59  I believe that male nurses’ self-esteem is not helped by s  59       -1.250 
35  When I am wearing a uniform, patients respect me outright.    35       -1.352 
11  I do not wholly rely on my employer or the NMC guidelines as  11       -1.373 
38  It should not be a norm that I go an extra mile in meeting p  38       -1.454 
2  In my line of work, meeting cultural needs is a lower priori   2       -1.472 
51  I can work safely if surrounded by underperforming colleague  51       -1.996 
19  Compassion is not fundamental in providing patients with opt  19       -2.129 
 

Factor Scores -- For Factor    6 
 
No.  Statement                                                    No.     Z-SCORES 
 
14  My personal sense of worth comes from helping those at their  14        2.330 
29  More face-to-face time with patients delivers better nursing  29        2.194 
39  Working long hours impacts he quality of my life.             39        1.588 
45  My face-to-face presence on patients’ journeys positively   45        1.466 
25  I need to be resourceful and creative to find better solutio  25        1.436 
47  I am effective at delivering ‘hands-on’ nursing as well   47        1.318 
23  I constantly evaluate information about my patients.          23        1.223 
18  I put my own needs aside at work.                             18        1.205 
15  My standing in the community comes from helping those at the  15        1.173 
48  I feel guilty when I don’t finish nursing patients once my  48        1.143 
58  I find myself burned out periodically by the nature of nursi  58        1.010 
42  I prioritise my time to focus on poorly patients and ration   42        0.991 
24  I would be comfortable with accountability for delivering nu  24        0.961 
11  I do not wholly rely on my employer or the NMC guidelines as  11        0.867 
3  While nursing I demonstrate values and personal beliefs inh   3        0.787 
36  Rationing nursing time for patients has reduced my ability t  36        0.779 
27  It is my duty that I check the safety of my colleagues’ wo  27        0.706 
37  I often find myself fulfilling patients’ needs that have n  37        0.658 
34  I manage patients’ misconceptions of nurses with humour.    34        0.604 
61  Having choice of more than one professional role helps me to  61        0.507 
52  Getting counsel from a fellow nurse makes a difference to wh  52        0.487 
56  Without stamina I would not be able to nurse.                 56        0.460 
33  Not understanding patients’ culture fully can impede me fr  33        0.405 
16  It’s in the patients’ interest for me to be accommodatin  16        0.303 
55  I embrace change in practice when my colleagues embrace it t  55        0.229 
54  I need the support of fellow nurses when questioning existin  54        0.170 
4  I identify with nurses who demonstrate values of this countr   4        0.145 
17  It is my view that nursing within social care is less recogn  17        0.137 
57  Going the extra mile in nursing is at my own personal discre  57        0.093 
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43  I appreciate that the best practice in nursing is not always  43        0.084 
32  The way I make clinical judgement is unique to nursing.        32       -0.030 
31  I do not react to patients’ stereotypical expectations of   31       -0.078 
49  I am ineffective when distracted by organisations, managers   49       -0.208 
53  I believe my PIN with the NMC is safe as long as I follow my  53       -0.230 
6  If I were constantly asked to perform nursing activity in di   6       -0.280 
38  It should not be a norm that I go an extra mile in meeting p  38       -0.281 
28  I am not prepared to tolerate an underperforming nurse on my  28       -0.367 
46  It seems that whatever my employer puts in my job descriptio  46       -0.503 
44  I negotiate with patients as to which of their health needs   44       -0.506 
60  Given an opportunity, I will be happy in a non-clinical job   60       -0.551 
10  I find myself deviating from my role when trying to meet peo  10       -0.555 
59  I believe that male nurses’ self-esteem is not helped by s  59       -0.607 
22  My role is to manage specific health problems.                22       -0.643 
2  In my line of work, meeting cultural needs is a lower priori   2       -0.663 
30  I sometimes do not work in the best interest of my own emplo  30       -0.684 
7  Patients from some ethnic minorities need to expect that the   7       -0.686 
35  When I am wearing a uniform, patients respect me outright.    35       -0.692 
41  I trust nurse associates to deliver care that is as safe as   41       -0.828 
50  Being underpaid affects my commitment to nursing.             50       -0.901 
5  An obese nurse is failing to lead patients by example.         5       -0.974 
8  I can meet patients’ cultural needs as far as I choose to.   8       -0.985 
20  When prescribing medicines, I behave like a doctor.           20       -1.026 
1  I will offend some people if I assist patients with their in   1       -1.088 
51  I can work safely if surrounded by underperforming colleague  51       -1.158 
9  I cannot nurse a patient effectively if I react to something   9       -1.272 
40  My employer allows me paid time to research and evaluate the  40       -1.513 
26  I will limit my nursing to a basic safe level when a patient  26       -1.533 
21  It is fine to benefit personally from recommending excellent  21       -1.609 
12  I struggle to give highest levels of care to people whose li  12       -1.662 
19  Compassion is not fundamental in providing patients with opt  19       -1.666 
13  My duty does not include addressing my patients’ spiritual  13       -1.681 
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Table L.7: Factor Q-Sort Values for Each Statement 
 
Factor Arrays 
 
No.  Statement                                                    No.                                  1      2      3      4      5      6 
 
1  I will offend some people if I assist patients with their in   1       -4      0      0     -2     -1     -3 
2  In my line of work, meeting cultural needs is a lower priori   2       -6      1     -4     -3     -5     -2 
3  While nursing I demonstrate values and personal beliefs inh   3        1      0      2      6     -1      2 
4  I identify with nurses who demonstrate values of this countr   4        4      0      4      2      0      0 
5  An obese nurse is failing to lead patients by example.         5       -2      2      0     -1     -1     -3 
6  If I were constantly asked to perform nursing activity in di   6       -1      5     -3     -5     -1      0 
7  Patients from some ethnic minorities need to expect that the   7        0      1      1      0      0     -2 
8  I can meet patients’ cultural needs as far as I choose to.   8       -3     -2     -1      0      2     -3 
9  I cannot nurse a patient effectively if I react to something   9       -4      4     -2      4      0     -4 
10  I find myself deviating from my role when trying to meet peo  10       -1      4     -3      1      0     -1 
11  I do not wholly rely on my employer or the NMC guidelines as  11        1     -1     -2      1     -4      2 
12  I struggle to give highest levels of care to people whose li  12       -3      5     -1     -3     -2     -5 
13  My duty does not include addressing my patients’ spiritual  13       -5      1     -3      0     -2     -6 
14  My personal sense of worth comes from helping those at their  14        2     -3     -1      2      3      6 
15  My standing in the community comes from helping those at the  15        2     -2      1      3     -1      3 
16  It’s in the patients’ interest for me to be accommodatin  16        2     -3      2      1      3      1 
17  It is my view that nursing within social care is less recogn  17       -1     -1     -1     -1      1      0 
18  I put my own needs aside at work.                             18        3     -1     -1      3      1      3 
19  Compassion is not fundamental in providing patients with opt  19       -4      3     -4     -4     -6     -5 
20  When prescribing medicines, I behave like a doctor.           20       -2     -4     -4     -1     -2     -3 
21  It is fine to benefit personally from recommending excellent  21        0      1     -5     -2     -3     -4 
22  My role is to manage specific health problems.                22        2     -2     -3      2      0     -1 
23  I constantly evaluate information about my patients.          23        4      2      2      3      6      4 
24  I would be comfortable with accountability for delivering nu  24        3      0      1      4      4      2 
25  I need to be resourceful and creative to find better solutio  25        1      1      6      4      4      4 
26  I will limit my nursing to a basic safe level when a patient  26       -3      4     -5     -6     -2     -4 
27  It is my duty that I check the safety of my colleagues’ wo  27        0     -5      1      5      2      2 
28  I am not prepared to tolerate an underperforming nurse on my  28        0      1     -1      0     -1     -1 
29  More face-to-face time with patients delivers better nursing  29        5      3      3      4      5      5 
30  I sometimes do not work in the best interest of my own emplo  30       -2     -1      0     -5     -3     -2 
31  I do not react to patients’ stereotypical expectations of   31        3     -4      0      5      0      0 
32  The way I make clinical judgement is unique to nursing.        32        1     -2      2     -2      0      0 
33  Not understanding patients’ culture fully can impede me fr  33        0      3      3     -1      1      1 
34  I manage patients’ misconceptions of nurses with humour.    34        4     -4      3      1      0      1 
35  When I am wearing a uniform, patients respect me outright.    35        3     -3      4      0     -4     -2 
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36  Rationing nursing time for patients has reduced my ability t  36        1      3      0     -1      1      2 
37  I often find myself fulfilling patients’ needs that have n  37        0      3      2      1      2      2 
38  It should not be a norm that I go an extra mile in meeting p  38        2      2     -6     -1     -4     -1 
39  Working long hours impacts he quality of my life.             39       -2      0      3      2      1      5 
40  My employer allows me paid time to research and evaluate the  40        0     -3     -2     -1     -1     -4 
41  I trust nurse associates to deliver care that is as safe as   41        1     -3      5      1      0     -2 
42  I prioritise my time to focus on poorly patients and ration   42        4      6      3      2      2      3 
43  I appreciate that the best practice in nursing is not always  43       -1      1      1      0      1      0 
44  I negotiate with patients as to which of their health needs   44       -1     -1      2     -3     -3     -1 
45  My face-to-face presence on patients’ journeys positively   45        5      0      4      0      1      4 
46  It seems that whatever my employer puts in my job descriptio  46       -1     -5     -3     -1     -3     -1 
47  I am effective at delivering ‘hands-on’ nursing as well   47        6     -2      1      3      5      4 
48  I feel guilty when I don’t finish nursing patients once my  48        2      0      5      3      2      3 
49  I am ineffective when distracted by organisations, managers   49       -4      4      0     -4     -3      0 
50  Being underpaid affects my commitment to nursing.             50       -2      2     -2     -4     -1     -2 
51  I can work safely if surrounded by underperforming colleague  51       -5     -6     -4     -4     -5     -3 
52  Getting counsel from a fellow nurse makes a difference to wh  52        1      1      1     -2      3      1 
53  I believe my PIN with the NMC is safe as long as I follow my  53        1     -4      4      0     -2      0 
54  I need the support of fellow nurses when questioning existin  54        3     -1      0      1      3      1 
55  I embrace change in practice when my colleagues embrace it t  55        0     -1     -2      0      2      1 
56  Without stamina I would not be able to nurse.                 56       -1      0      1      2      4      1 
57  Going the extra mile in nursing is at my own personal discre  57       -2     -1     -1     -3      4      0 
58  I find myself burned out periodically by the nature of nursi  58       -3     -2     -1     -2      3      3 
59  I believe that male nurses’ self-esteem is not helped by s  59       -1      2     -2     -2     -4     -1 
60  Given an opportunity, I will be happy in a non-clinical job   60       -3      2      0     -3     -2     -1 
61  Having choice of more than one professional role helps me to  61        0      0      0      1      1      1 
43  I appreciate that the best practice in nursing is not always  43       -1      1      1      0      1      0 
61  Having choice of more than one professional role helps me to  61        0      0      0      1      1      1 
28  I am not prepared to tolerate an underperforming nurse on my  28        0      1     -1      0     -1     -1 
37  I often find myself fulfilling patients’ needs that have n  37        0      3      2      1      2      2 
36  Rationing nursing time for patients has reduced my ability t  36        1      3      0     -1      1      2 
48  I feel guilty when I don’t finish nursing patients once my  48        2      0      5      3      2      3 
55  I embrace change in practice when my colleagues embrace it t  55        0     -1     -2      0      2      1 
40  My employer allows me paid time to research and evaluate the  40        0     -3     -2     -1     -1     -4 
23  I constantly evaluate information about my patients.          23        4      2      2      3      6      4 
51  I can work safely if surrounded by underperforming colleague  51       -5     -6     -4     -4     -5     -3 
4  I identify with nurses who demonstrate values of this countr   4        4      0      4      2      0      0 
5  An obese nurse is failing to lead patients by example.         5       -2      2      0     -1     -1     -3 
29  More face-to-face time with patients delivers better nursing  29        5      3      3      4      5      5 
46  It seems that whatever my employer puts in my job descriptio  46       -1     -5     -3     -1     -3     -1 
1  I will offend some people if I assist patients with their in   1       -4      0      0     -2     -1     -3 
52  Getting counsel from a fellow nurse makes a difference to wh  52        1      1      1     -2      3      1 
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60  Given an opportunity, I will be happy in a non-clinical job   60       -3      2      0     -3     -2     -1 
17  It is my view that nursing within social care is less recogn  17       -1     -1     -1     -1      1      0 
44  I negotiate with patients as to which of their health needs   44       -1     -1      2     -3     -3     -1 
25  I need to be resourceful and creative to find better solutio  25        1      1      6      4      4      4 
42  I prioritise my time to focus on poorly patients and ration   42        4      6      3      2      2      3 
32  The way I make clinical judgement is unique to nursing.        32        1     -2      2     -2      0      0 
7  Patients from some ethnic minorities need to expect that the   7        0      1      1      0      0     -2 
15  My standing in the community comes from helping those at the  15        2     -2      1      3     -1      3 
18  I put my own needs aside at work.                             18        3     -1     -1      3      1      3 
33  Not understanding patients’ culture fully can impede me fr  33        0      3      3     -1      1      1 
22  My role is to manage specific health problems.                22        2     -2     -3      2      0     -1 
54  I need the support of fellow nurses when questioning existin  54        3     -1      0      1      3      1 
50  Being underpaid affects my commitment to nursing.             50       -2      2     -2     -4     -1     -2 
16  It’s in the patients’ interest for me to be accommodatin  16        2     -3      2      1      3      1 
8  I can meet patients’ cultural needs as far as I choose to.   8       -3     -2     -1      0      2     -3 
30  I sometimes do not work in the best interest of my own emplo  30       -2     -1      0     -5     -3     -2 
11  I do not wholly rely on my employer or the NMC guidelines as  11        1     -1     -2      1     -4      2 
2  In my line of work, meeting cultural needs is a lower priori   2       -6      1     -4     -3     -5     -2 
39  Working long hours impacts he quality of my life.             39       -2      0      3      2      1      5 
10  I find myself deviating from my role when trying to meet peo  10       -1      4     -3      1      0     -1 
59  I believe that male nurses’ self-esteem is not helped by s  59       -1      2     -2     -2     -4     -1 
13  My duty does not include addressing my patients’ spiritual  13       -5      1     -3      0     -2     -6 
34  I manage patients’ misconceptions of nurses with humour.    34        4     -4      3      1      0      1 
24  I would be comfortable with accountability for delivering nu  24        3      0      1      4      4      2 
20  When prescribing medicines, I behave like a doctor.           20       -2     -4     -4     -1     -2     -3 
21  It is fine to benefit personally from recommending excellent  21        0      1     -5     -2     -3     -4 
49  I am ineffective when distracted by organisations, managers   49       -4      4      0     -4     -3      0 
58  I find myself burned out periodically by the nature of nursi  58       -3     -2     -1     -2      3      3 
57  Going the extra mile in nursing is at my own personal discre  57       -2     -1     -1     -3      4      0 
45  My face-to-face presence on patients’ journeys positively   45        5      0      4      0      1      4 
31  I do not react to patients’ stereotypical expectations of   31        3     -4      0      5      0      0 
41  I trust nurse associates to deliver care that is as safe as   41        1     -3      5      1      0     -2 
12  I struggle to give highest levels of care to people whose li  12       -3      5     -1     -3     -2     -5 
19  Compassion is not fundamental in providing patients with opt  19       -4      3     -4     -4     -6     -5 
53  I believe my PIN with the NMC is safe as long as I follow my  53        1     -4      4      0     -2      0 
35  When I am wearing a uniform, patients respect me outright.    35        3     -3      4      0     -4     -2 
38  It should not be a norm that I go an extra mile in meeting p  38        2      2     -6     -1     -4     -1 
27  It is my duty that I check the safety of my colleagues’ wo  27        0     -5      1      5      2      2 
9  I cannot nurse a patient effectively if I react to something   9       -4      4     -2      4      0     -4 
47  I am effective at delivering ‘hands-on’ nursing as well   47        6     -2      1      3      5      4 
6  If I were constantly asked to perform nursing activity in di   6       -1      5     -3     -5     -1      0 
56  Without stamina I would not be able to nurse.                 56       -1      0      1      2      4      1 
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14  My personal sense of worth comes from helping those at their  14        2     -3     -1      2      3      6 
3  While nursing I demonstrate values and personal beliefs inh   3        1      0      2      6     -1      2 
26  I will limit my nursing to a basic safe level when a patient  26       -3      4     -5     -6     -2     -4 
 
 

Table L.8: Distinguishing Statements  
Statements for Factor 1 

(P < .05 ;  Asterisk (*) Indicates Significance at P < .01) 
 
Both the Factor ‘Q’-Sort Value (Q-SV) and the Z-Score (Z-SCR) are Shown. 
 
 
                                                                    1                2                 3              4             5               6 
No. Statement                 No. Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR 
 
35 When I am wearing a un ... 35    3  0.98    -3 -0.95     4  1.71     0 -0.22    -4 -1.35    -2 -0.69 
1 I will offend some peo ...  1   -4 -1.56     0 -0.11     0  0.01    -2 -0.78    -1 -0.41    -3 -1.09 
2 In my line of work, me ...  2   -6 -2.07     1  0.53    -4 -1.26    -3 -1.09    -5 -1.47    -2 -0.66 
 
 

Distinguishing Statements for Factor 2 
 
(P < .05 ;  Asterisk (*) Indicates Significance at P < .01) 
 
Both the Factor ‘Q’-Sort Value (Q-SV) and the Z-Score (Z-SCR) are Shown. 
 
                                                              1             2                3               4               5                6 
No. Statement                 No. Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR 
42 I prioritise my time t ... 42    4  1.52     6  2.63     3  1.02     2  0.69     2  0.82     3  0.99 
6 If I were constantly a ...  6   -1 -0.48     5  1.96*   -3 -1.00    -5 -1.72    -1 -0.54     0 -0.28 
12 I struggle to give hig ... 12   -3 -1.24     5  1.49*   -1 -0.56    -3 -1.13    -2 -0.92    -5 -1.66 
10 I find myself deviatin ... 10   -1 -0.51     4  1.45*   -3 -1.16     1  0.29     0  0.06    -1 -0.56 
49 I am ineffective when  ... 49   -4 -1.32     4  1.09*    0  0.10    -4 -1.53    -3 -1.17     0 -0.21 
19 Compassion is not fund ... 19   -4 -1.34     3  0.83*   -4 -1.54    -4 -1.35    -6 -2.13    -5 -1.67 
60 Given an opportunity,  ... 60   -3 -1.16     2  0.73     0 -0.06    -3 -1.09    -2 -0.62    -1 -0.55 
50 Being underpaid affect ... 50   -2 -1.13     2  0.72*   -2 -0.74    -4 -1.69    -1 -0.55    -2 -0.90 
5 An obese nurse is fail ...  5   -2 -0.96     2  0.69     0 -0.08    -1 -0.53    -1 -0.60    -3 -0.97 
2 In my line of work, me ...  2   -6 -2.07     1  0.53*   -4 -1.26    -3 -1.09    -5 -1.47    -2 -0.66 
24 I would be comfortable ... 24    3  1.02     0 -0.15     1  0.46     4  1.49     4  1.56     2  0.96 
16 It’s in the patients ... 16    2  0.85    -3 -0.97     2  0.87     1  0.60     3  1.22     1  0.30 
34 I manage patients’ m ... 34    4  1.29    -4 -1.24*    3  1.06     1  0.61     0 -0.04     1  0.60 
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31 I do not react to pati ... 31    3  0.86    -4 -1.35*    0  0.20     5  1.89     0  0.28     0 -0.08 
53 I believe my PIN with  ... 53    1  0.46    -4 -1.88*    4  1.47     0 -0.05    -2 -0.79     0 -0.23 
27 It is my duty that I c ... 27    0  0.18    -5 -1.88*    1  0.29     5  1.70     2  0.79     2  0.71 
46 It seems that whatever ... 46   -1 -0.40    -5 -2.11*   -3 -0.88    -1 -0.54    -3 -1.09    -1 -0.50 
 

 
Distinguishing Statements for Factor 3 
 
(P < .05 ;  Asterisk (*) Indicates Significance at P < .01) 
 
Both the Factor ‘Q’-Sort Value (Q-SV) and the Z-Score (Z-SCR) are Shown. 
 
                                                           1                 2              3               4                5              6 
No. Statement                 No. Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR 
 
48 I feel guilty when I d ... 48    2  0.70     0  0.30     5  1.89     3  1.13     2  0.59     3  1.14 
35 When I am wearing a un ... 35    3  0.98    -3 -0.95     4  1.71     0 -0.22    -4 -1.35    -2 -0.69 
53 I believe my PIN with  ... 53    1  0.46    -4 -1.88     4  1.47     0 -0.05    -2 -0.79     0 -0.23 
44 I negotiate with patie ... 44   -1 -0.34    -1 -0.40     2  0.79    -3 -1.11    -3 -1.18    -1 -0.51 
47 I am effective at deli ... 47    6  2.13    -2 -0.92     1  0.35     3  0.97     5  1.94     4  1.32 
10 I find myself deviatin ... 10   -1 -0.51     4  1.45    -3 -1.16     1  0.29     0  0.06    -1 -0.56 
38 It should not be a nor ... 38    2  0.76     2  0.70    -6 -2.33*   -1 -0.27    -4 -1.45    -1 -0.28 
 
 

Distinguishing Statements for Factor 4 
 
(P < .05 ;  Asterisk (*) Indicates Significance at P < .01) 
 
Both the Factor ‘Q’-Sort Value (Q-SV) and the Z-Score (Z-SCR) are Shown. 
                                                                1              2                 3              4               5              6 
No. Statement                 No. Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR 
 
3 While nursing I demons ...  3    1  0.50     0  0.11     2  0.60     6  2.12*   -1 -0.35     2  0.79 
31 I do not react to pati ... 31    3  0.86    -4 -1.35     0  0.20     5  1.89     0  0.28     0 -0.08 
27 It is my duty that I c ... 27    0  0.18    -5 -1.88     1  0.29     5  1.70*    2  0.79     2  0.71 
52 Getting counsel from a ... 52    1  0.52     1  0.59     1  0.46    -2 -0.61*    3  1.16     1  0.49 
50 Being underpaid affect ... 50   -2 -1.13     2  0.72    -2 -0.74    -4 -1.69    -1 -0.55    -2 -0.90 
30 I sometimes do not wor ... 30   -2 -0.73    -1 -0.51     0  0.14    -5 -1.80*   -3 -1.04    -2 -0.68 
 
 

Distinguishing Statements for Factor 5 
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(P < .05 ;  Asterisk (*) Indicates Significance at P < .01) 
 
Both the Factor ‘Q’-Sort Value (Q-SV) and the Z-Score (Z-SCR) are Shown. 
                                                              1               2               3               4              5               6 
No. Statement                 No. Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR 
 
23 I constantly evaluate  ... 23    4  1.50     2  0.74     2  0.56     3  1.05     6  2.11     4  1.22 
57 Going the extra mile i ... 57   -2 -1.06    -1 -0.47    -1 -0.50    -3 -0.98     4  1.76*    0  0.09 
56 Without stamina I woul ... 56   -1 -0.25     0  0.03     1  0.24     2  0.67     4  1.26     1  0.46 
34 I manage patients’ m ... 34    4  1.29    -4 -1.24     3  1.06     1  0.61     0 -0.04     1  0.60 
26 I will limit my nursin ... 26   -3 -1.16     4  1.29    -5 -2.20    -6 -1.87    -2 -0.62    -4 -1.53 
53 I believe my PIN with  ... 53    1  0.46    -4 -1.88     4  1.47     0 -0.05    -2 -0.79     0 -0.23 
11 I do not wholly rely o ... 11    1  0.50    -1 -0.54    -2 -0.81     1  0.30    -4 -1.37     2  0.87 
38 It should not be a nor ... 38    2  0.76     2  0.70    -6 -2.33    -1 -0.27    -4 -1.45*   -1 -0.28 
 
 

Distinguishing Statements for Factor 6 
 
(P < .05 ;  Asterisk (*) Indicates Significance at P < .01) 
 
Both the Factor ‘Q’-Sort Value (Q-SV) and the Z-Score (Z-SCR) are Shown. 
                                                                1                2                3                4             5              6 
No. Statement                 No. Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR 
' 
14 My personal sense of w ... 14    2  0.70    -3 -0.94    -1 -0.55     2  0.92     3  0.85     6  2.33* 
39 Working long hours imp ... 39   -2 -0.60     0 -0.17     3  0.97     2  0.66     1  0.56     5  1.59 
40 My employer allows me  ... 40    0 -0.13    -3 -0.97    -2 -0.80    -1 -0.46    -1 -0.50    -4 -1.51 
 
 

Table L.9: Consensus Statements --  Those That Do Not Distinguish Between ANY Pair of Factors. 
 
All Listed Statements are Non-Significant at P>.01, and Those Flagged With an * are also Non-Significant at P>.05. 
 
                                                                1                  2              3               4              5             6 
No.  Statement                 No. Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR  Q-SV Z-SCR 
 
43  I appreciate that the  ... 43   -1 -0.29     1  0.39     1  0.32     0  0.24     1  0.32     0  0.08 
61  Having choice of more  ... 61    0  0.31     0  0.24     0 -0.08     1  0.50     1  0.31     1  0.51 
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Table L.10: Descending Array of Differences Between Factors   1 and   2 
 
No.  Statement                                                                              No.     Type   1  Type   2  Difference 
 
47  I am effective at delivering ‘hands-on’ nursing as well   47        2.132    -0.924       3.057 
34  I manage patients’ misconceptions of nurses with humour.    34        1.293    -1.239       2.532 
53  I believe my PIN with the NMC is safe as long as I follow my  53        0.461    -1.878       2.340 
31  I do not react to patients’ stereotypical expectations of   31        0.861    -1.350       2.211 
27  It is my duty that I check the safety of my colleagues’ wo  27        0.179    -1.885       2.064 
35  When I am wearing a uniform, patients respect me outright.    35        0.983    -0.948       1.931 
16  It’s in the patients’ interest for me to be accommodatin  16        0.848    -0.965       1.813 
45  My face-to-face presence on patients’ journeys positively   45        1.770    -0.009       1.778 
41  I trust nurse associates to deliver care that is as safe as   41        0.656    -1.057       1.713 
46  It seems that whatever my employer puts in my job descriptio  46       -0.400    -2.105       1.705 
14  My personal sense of worth comes from helping those at their  14        0.695    -0.943       1.639 
15  My standing in the community comes from helping those at the  15        0.831    -0.708       1.539 
32  The way I make clinical judgement is unique to nursing.        32        0.547    -0.809       1.356 
54  I need the support of fellow nurses when questioning existin  54        0.978    -0.298       1.276 
22  My role is to manage specific health problems.                22        0.695    -0.569       1.265 
24  I would be comfortable with accountability for delivering nu  24        1.016    -0.151       1.167 
18  I put my own needs aside at work.                             18        0.860    -0.191       1.051 
11  I do not wholly rely on my employer or the NMC guidelines as  11        0.501    -0.543       1.044 
4  I identify with nurses who demonstrate values of this countr   4        1.156     0.205       0.951 
40  My employer allows me paid time to research and evaluate the  40       -0.129    -0.969       0.839 
23  I constantly evaluate information about my patients.          23        1.505     0.743       0.762 
29  More face-to-face time with patients delivers better nursing  29        1.632     0.932       0.700 
55  I embrace change in practice when my colleagues embrace it t  55        0.146    -0.475       0.621 
51  I can work safely if surrounded by underperforming colleague  51       -1.649    -2.172       0.524 
48  I feel guilty when I don’t finish nursing patients once my  48        0.705     0.298       0.407 
20  When prescribing medicines, I behave like a doctor.           20       -0.918    -1.321       0.403 
3  While nursing I demonstrate values and personal beliefs inh   3        0.501     0.105       0.396 
25  I need to be resourceful and creative to find better solutio  25        0.667     0.352       0.315 
61  Having choice of more than one professional role helps me to  61        0.314     0.242       0.072 
38  It should not be a norm that I go an extra mile in meeting p  38        0.762     0.701       0.061 
44  I negotiate with patients as to which of their health needs   44       -0.343    -0.397       0.055 
52  Getting counsel from a fellow nurse makes a difference to wh  52        0.515     0.592      -0.076 
28  I am not prepared to tolerate an underperforming nurse on my  28        0.386     0.474      -0.088 
17  It is my view that nursing within social care is less recogn  17       -0.537    -0.335      -0.203 
30  I sometimes do not work in the best interest of my own emplo  30       -0.731    -0.514      -0.218 
56  Without stamina I would not be able to nurse.                 56       -0.248     0.033      -0.281 
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7  Patients from some ethnic minorities need to expect that the   7        0.047     0.345      -0.298 
21  It is fine to benefit personally from recommending excellent  21       -0.058     0.350      -0.408 
39  Working long hours impacts he quality of my life.             39       -0.595    -0.174      -0.421 
8  I can meet patients’ cultural needs as far as I choose to.   8       -1.198    -0.666      -0.532 
57  Going the extra mile in nursing is at my own personal discre  57       -1.055    -0.467      -0.588 
58  I find myself burned out periodically by the nature of nursi  58       -1.134    -0.545      -0.589 
36  Rationing nursing time for patients has reduced my ability t  36        0.439     1.080      -0.641 
43  I appreciate that the best practice in nursing is not always  43       -0.286     0.394      -0.680 
37  I often find myself fulfilling patients’ needs that have n  37        0.303     1.043      -0.739 
33  Not understanding patients’ culture fully can impede me fr  33       -0.059     0.860      -0.919 
42  I prioritise my time to focus on poorly patients and ration   42        1.522     2.634      -1.112 
59  I believe that male nurses’ self-esteem is not helped by s  59       -0.514     0.773      -1.287 
1  I will offend some people if I assist patients with their in   1       -1.564    -0.108      -1.456 
5  An obese nurse is failing to lead patients by example.         5       -0.958     0.690      -1.649 
50  Being underpaid affects my commitment to nursing.             50       -1.126     0.724      -1.849 
60  Given an opportunity, I will be happy in a non-clinical job   60       -1.159     0.730      -1.888 
10  I find myself deviating from my role when trying to meet peo  10       -0.511     1.447      -1.958 
13  My duty does not include addressing my patients’ spiritual  13       -1.769     0.381      -2.150 
19  Compassion is not fundamental in providing patients with opt  19       -1.343     0.833      -2.176 
49  I am ineffective when distracted by organisations, managers   49       -1.319     1.090      -2.408 
6  If I were constantly asked to perform nursing activity in di   6       -0.476     1.963      -2.439 
26  I will limit my nursing to a basic safe level when a patient  26       -1.165     1.291      -2.456 
2  In my line of work, meeting cultural needs is a lower priori   2       -2.073     0.528      -2.602 
12  I struggle to give highest levels of care to people whose li  12       -1.235     1.492      -2.727 
9  I cannot nurse a patient effectively if I react to something   9       -1.355     1.392      -2.747 
 
 

Descending Array of Differences Between Factors   1 and   3 
 
No.  Statement                                                                                       No.     Type   1  Type   3  Difference 
 
38  It should not be a norm that I go an extra mile in meeting p  38        0.762    -2.326       3.088 
47  I am effective at delivering ‘hands-on’ nursing as well   47        2.132     0.352       1.781 
21  It is fine to benefit personally from recommending excellent  21       -0.058    -1.706       1.648 
22  My role is to manage specific health problems.                22        0.695    -0.873       1.568 
11  I do not wholly rely on my employer or the NMC guidelines as  11        0.501    -0.808       1.309 
14  My personal sense of worth comes from helping those at their  14        0.695    -0.552       1.247 
18  I put my own needs aside at work.                             18        0.860    -0.238       1.098 
26  I will limit my nursing to a basic safe level when a patient  26       -1.165    -2.196       1.031 
23  I constantly evaluate information about my patients.          23        1.505     0.565       0.940 
54  I need the support of fellow nurses when questioning existin  54        0.978     0.181       0.798 
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55  I embrace change in practice when my colleagues embrace it t  55        0.146    -0.600       0.746 
29  More face-to-face time with patients delivers better nursing  29        1.632     0.952       0.680 
40  My employer allows me paid time to research and evaluate the  40       -0.129    -0.804       0.675 
31  I do not react to patients’ stereotypical expectations of   31        0.861     0.203       0.658 
10  I find myself deviating from my role when trying to meet peo  10       -0.511    -1.164       0.653 
36  Rationing nursing time for patients has reduced my ability t  36        0.439    -0.178       0.616 
28  I am not prepared to tolerate an underperforming nurse on my  28        0.386    -0.211       0.597 
24  I would be comfortable with accountability for delivering nu  24        1.016     0.457       0.559 
6  If I were constantly asked to perform nursing activity in di   6       -0.476    -1.004       0.528 
15  My standing in the community comes from helping those at the  15        0.831     0.315       0.517 
42  I prioritise my time to focus on poorly patients and ration   42        1.522     1.022       0.500 
46  It seems that whatever my employer puts in my job descriptio  46       -0.400    -0.878       0.478 
61  Having choice of more than one professional role helps me to  61        0.314    -0.081       0.395 
20  When prescribing medicines, I behave like a doctor.           20       -0.918    -1.274       0.356 
45  My face-to-face presence on patients’ journeys positively   45        1.770     1.465       0.305 
59  I believe that male nurses’ self-esteem is not helped by s  59       -0.514    -0.755       0.240 
34  I manage patients’ misconceptions of nurses with humour.    34        1.293     1.059       0.235 
19  Compassion is not fundamental in providing patients with opt  19       -1.343    -1.540       0.197 
52  Getting counsel from a fellow nurse makes a difference to wh  52        0.515     0.464       0.052 
16  It’s in the patients’ interest for me to be accommodating  16        0.848     0.872      -0.025 
3  While nursing I demonstrate values and personal beliefs inh   3        0.501     0.598      -0.096 
27  It is my duty that I check the safety of my colleagues’ wo  27        0.179     0.289      -0.110 
32  The way I make clinical judgement is unique to nursing.        32        0.547     0.693      -0.146 
17  It is my view that nursing within social care is less recogn  17       -0.537    -0.384      -0.153 
37  I often find myself fulfilling patients’ needs that have n  37        0.303     0.585      -0.282 
4  I identify with nurses who demonstrate values of this countr   4        1.156     1.499      -0.343 
50  Being underpaid affects my commitment to nursing.             50       -1.126    -0.738      -0.387 
51  I can work safely if surrounded by underperforming colleague  51       -1.649    -1.258      -0.390 
7  Patients from some ethnic minorities need to expect that the   7        0.047     0.527      -0.480 
56  Without stamina I would not be able to nurse.                 56       -0.248     0.242      -0.490 
13  My duty does not include addressing my patients’ spiritual  13       -1.769    -1.224      -0.546 
57  Going the extra mile in nursing is at my own personal discre  57       -1.055    -0.497      -0.559 
9  I cannot nurse a patient effectively if I react to something   9       -1.355    -0.771      -0.584 
43  I appreciate that the best practice in nursing is not always  43       -0.286     0.325      -0.610 
12  I struggle to give highest levels of care to people whose li  12       -1.235    -0.558      -0.678 
35  When I am wearing a uniform, patients respect me outright.    35        0.983     1.714      -0.731 
2  In my line of work, meeting cultural needs is a lower priori   2       -2.073    -1.263      -0.810 
8  I can meet patients’ cultural needs as far as I choose to.   8       -1.198    -0.366      -0.832 
30  I sometimes do not work in the best interest of my own emplo  30       -0.731     0.140      -0.871 
5  An obese nurse is failing to lead patients by example.         5       -0.958    -0.078      -0.881 
58  I find myself burned out periodically by the nature of nursi  58       -1.134    -0.185      -0.949 
53  I believe my PIN with the NMC is safe as long as I follow my  53        0.461     1.469      -1.007 
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33  Not understanding patients’ culture fully can impede me fr  33       -0.059     1.009      -1.069 
41  I trust nurse associates to deliver care that is as safe as   41        0.656     1.736      -1.080 
60  Given an opportunity, I will be happy in a non-clinical job   60       -1.159    -0.060      -1.098 
44  I negotiate with patients as to which of their health needs   44       -0.343     0.791      -1.134 
48  I feel guilty when I don’t finish nursing patients once my  48        0.705     1.886      -1.181 
49  I am ineffective when distracted by organisations, managers   49       -1.319     0.095      -1.414 
25  I need to be resourceful and creative to find better solutio  25        0.667     2.083      -1.416 
39  Working long hours impacts he quality of my life.             39       -0.595     0.973      -1.568 
1  I will offend some people if I assist patients with their in   1       -1.564     0.009      -1.573 
 
 

Descending Array of Differences Between Factors   1 and   4 
 
No.  Statement                                                                                     No.     Type   1  Type   4  Difference 
 
45  My face-to-face presence on patients’ journeys positively   45        1.770     0.150       1.619 
32  The way I make clinical judgement is unique to nursing.        32        0.547    -0.884       1.431 
6  If I were constantly asked to perform nursing activity in di   6       -0.476    -1.718       1.242 
35  When I am wearing a uniform, patients respect me outright.    35        0.983    -0.219       1.202 
47  I am effective at delivering ‘hands-on’ nursing as well   47        2.132     0.968       1.165 
52  Getting counsel from a fellow nurse makes a difference to wh  52        0.515    -0.611       1.126 
30  I sometimes do not work in the best interest of my own emplo  30       -0.731    -1.801       1.070 
38  It should not be a norm that I go an extra mile in meeting p  38        0.762    -0.271       1.033 
42  I prioritise my time to focus on poorly patients and ration   42        1.522     0.687       0.835 
44  I negotiate with patients as to which of their health needs   44       -0.343    -1.113       0.771 
36  Rationing nursing time for patients has reduced my ability t  36        0.439    -0.331       0.770 
26  I will limit my nursing to a basic safe level when a patient  26       -1.165    -1.872       0.707 
34  I manage patients’ misconceptions of nurses with humour.    34        1.293     0.611       0.682 
21  It is fine to benefit personally from recommending excellent  21       -0.058    -0.666       0.608 
54  I need the support of fellow nurses when questioning existin  54        0.978     0.407       0.572 
50  Being underpaid affects my commitment to nursing.             50       -1.126    -1.693       0.568 
28  I am not prepared to tolerate an underperforming nurse on my  28        0.386    -0.148       0.534 
53  I believe my PIN with the NMC is safe as long as I follow my  53        0.461    -0.049       0.510 
33  Not understanding patients’ culture fully can impede me fr  33       -0.059    -0.560       0.501 
23  I constantly evaluate information about my patients.          23        1.505     1.050       0.455 
59  I believe that male nurses’ self-esteem is not helped by s  59       -0.514    -0.961       0.447 
55  I embrace change in practice when my colleagues embrace it t  55        0.146    -0.251       0.397 
40  My employer allows me paid time to research and evaluate the  40       -0.129    -0.463       0.334 
4  I identify with nurses who demonstrate values of this countr   4        1.156     0.856       0.300 
29  More face-to-face time with patients delivers better nursing  29        1.632     1.346       0.286 
41  I trust nurse associates to deliver care that is as safe as   41        0.656     0.401       0.255 
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16  It’s in the patients’ interest for me to be accommodatin  16        0.848     0.604       0.244 
49  I am ineffective when distracted by organisations, managers   49       -1.319    -1.528       0.209 
11  I do not wholly rely on my employer or the NMC guidelines as  11        0.501     0.303       0.198 
46  It seems that whatever my employer puts in my job descriptio  46       -0.400    -0.536       0.136 
19  Compassion is not fundamental in providing patients with opt  19       -1.343    -1.353       0.010 
37  I often find myself fulfilling patients’ needs that have n  37        0.303     0.295       0.008 
7  Patients from some ethnic minorities need to expect that the   7        0.047     0.051      -0.004 
60  Given an opportunity, I will be happy in a non-clinical job   60       -1.159    -1.087      -0.072 
57  Going the extra mile in nursing is at my own personal discre  57       -1.055    -0.982      -0.073 
15  My standing in the community comes from helping those at the  15        0.831     0.922      -0.091 
12  I struggle to give highest levels of care to people whose li  12       -1.235    -1.131      -0.105 
22  My role is to manage specific health problems.                22        0.695     0.849      -0.154 
17  It is my view that nursing within social care is less recogn  17       -0.537    -0.380      -0.157 
61  Having choice of more than one professional role helps me to  61        0.314     0.499      -0.185 
14  My personal sense of worth comes from helping those at their  14        0.695     0.921      -0.226 
51  I can work safely if surrounded by underperforming colleague  51       -1.649    -1.253      -0.396 
48  I feel guilty when I don’t finish nursing patients once my  48        0.705     1.129      -0.424 
5  An obese nurse is failing to lead patients by example.         5       -0.958    -0.531      -0.427 
20  When prescribing medicines, I behave like a doctor.           20       -0.918    -0.472      -0.446 
18  I put my own needs aside at work.                             18        0.860     1.325      -0.465 
24  I would be comfortable with accountability for delivering nu  24        1.016     1.493      -0.477 
43  I appreciate that the best practice in nursing is not always  43       -0.286     0.237      -0.523 
58  I find myself burned out periodically by the nature of nursi  58       -1.134    -0.588      -0.546 
1  I will offend some people if I assist patients with their in   1       -1.564    -0.781      -0.783 
10  I find myself deviating from my role when trying to meet peo  10       -0.511     0.292      -0.803 
25  I need to be resourceful and creative to find better solutio  25        0.667     1.497      -0.830 
56  Without stamina I would not be able to nurse.                 56       -0.248     0.668      -0.916 
2  In my line of work, meeting cultural needs is a lower priori   2       -2.073    -1.094      -0.979 
31  I do not react to patients’ stereotypical expectations of   31        0.861     1.889      -1.028 
39  Working long hours impacts he quality of my life.             39       -0.595     0.665      -1.260 
8  I can meet patients’ cultural needs as far as I choose to.   8       -1.198     0.098      -1.296 
27  It is my duty that I check the safety of my colleagues’ wo  27        0.179     1.696      -1.517 
3  While nursing I demonstrate values and personal beliefs inh   3        0.501     2.119      -1.617 
13  My duty does not include addressing my patients’ spiritual  13       -1.769    -0.148      -1.621 
9  I cannot nurse a patient effectively if I react to something   9       -1.355     1.447      -2.801 
 

 
 
Descending Array of Differences Between Factors   1 and   5 
 
No.  Statement                                                                                           No.     Type   1  Type   5  Difference 
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35  When I am wearing a uniform, patients respect me outright.    35        0.983    -1.352       2.335 
38  It should not be a norm that I go an extra mile in meeting p  38        0.762    -1.454       2.215 
11  I do not wholly rely on my employer or the NMC guidelines as  11        0.501    -1.373       1.874 
45  My face-to-face presence on patients’ journeys positively   45        1.770     0.421       1.348 
34  I manage patients’ misconceptions of nurses with humour.    34        1.293    -0.036       1.330 
53  I believe my PIN with the NMC is safe as long as I follow my  53        0.461    -0.793       1.255 
15  My standing in the community comes from helping those at the  15        0.831    -0.359       1.191 
4  I identify with nurses who demonstrate values of this country   4        1.156     0.126       1.030 
28  I am not prepared to tolerate an underperforming nurse on my  28        0.386    -0.554       0.940 
21  It is fine to benefit personally from recommending excellent  21       -0.058    -0.964       0.906 
3  While nursing I demonstrate values and personal beliefs inh   3        0.501    -0.348       0.849 
44  I negotiate with patients as to which of their health needs   44       -0.343    -1.183       0.840 
19  Compassion is not fundamental in providing patients with opt  19       -1.343    -2.129       0.786 
59  I believe that male nurses’ self-esteem is not helped by s  59       -0.514    -1.250       0.736 
42  I prioritise my time to focus on poorly patients and ration   42        1.522     0.820       0.702 
46  It seems that whatever my employer puts in my job description  46       -0.400    -1.092       0.691 
31  I do not react to patients’ stereotypical expectations of   31        0.861     0.276       0.585 
18  I put my own needs aside at work.                             18        0.860     0.314       0.546 
41  I trust nurse associates to deliver care that is as safe as   41        0.656     0.186       0.470 
22  My role is to manage specific health problems.                22        0.695     0.235       0.460 
40  My employer allows me paid time to research and evaluate the  40       -0.129    -0.498       0.369 
51  I can work safely if surrounded by underperforming colleague  51       -1.649    -1.996       0.348 
7  Patients from some ethnic minorities need to expect that the   7        0.047    -0.289       0.336 
32  The way I make clinical judgement is unique to nursing.        32        0.547     0.221       0.326 
30  I sometimes do not work in the best interest of my own emplo  30       -0.731    -1.037       0.305 
47  I am effective at delivering ‘hands-on’ nursing as well   47        2.132     1.938       0.194 
48  I feel guilty when I don’t finish nursing patients once my  48        0.705     0.586       0.119 
6  If I were constantly asked to perform nursing activity in di   6       -0.476    -0.543       0.067 
36  Rationing nursing time for patients has reduced my ability t  36        0.439     0.399       0.040 
61  Having choice of more than one professional role helps me to  61        0.314     0.312       0.002 
20  When prescribing medicines, I behave like a doctor.           20       -0.918    -0.919       0.001 
54  I need the support of fellow nurses when questioning existin  54        0.978     0.983      -0.004 
29  More face-to-face time with patients delivers better nursing  29        1.632     1.759      -0.127 
49  I am ineffective when distracted by organisations, managers   49       -1.319    -1.171      -0.148 
14  My personal sense of worth comes from helping those at their  14        0.695     0.847      -0.152 
37  I often find myself fulfilling patients’ needs that have n  37        0.303     0.605      -0.301 
12  I struggle to give highest levels of care to people whose li  12       -1.235    -0.919      -0.316 
5  An obese nurse is failing to lead patients by example.         5       -0.958    -0.600      -0.359 
16  It’s in the patients’ interest for me to be accommodatin  16        0.848     1.225      -0.377 
33  Not understanding patients’ culture fully can impede me fr  33       -0.059     0.391      -0.451 
60  Given an opportunity, I will be happy in a non-clinical job   60       -1.159    -0.622      -0.536 



392 
 

26  I will limit my nursing to a basic safe level when a patient  26       -1.165    -0.623      -0.542 
24  I would be comfortable with accountability for delivering nu  24        1.016     1.559      -0.543 
25  I need to be resourceful and creative to find better solutio  25        0.667     1.237      -0.570 
50  Being underpaid affects my commitment to nursing.             50       -1.126    -0.551      -0.574 
10  I find myself deviating from my role when trying to meet peo  10       -0.511     0.064      -0.575 
2  In my line of work, meeting cultural needs is a lower priori   2       -2.073    -1.472      -0.602 
43  I appreciate that the best practice in nursing is not always  43       -0.286     0.318      -0.603 
23  I constantly evaluate information about my patients.          23        1.505     2.112      -0.607 
27  It is my duty that I check the safety of my colleagues’ wo  27        0.179     0.792      -0.612 
52  Getting counsel from a fellow nurse makes a difference to wh  52        0.515     1.155      -0.640 
55  I embrace change in practice when my colleagues embrace it t  55        0.146     0.787      -0.641 
13  My duty does not include addressing my patients’ spiritual  13       -1.769    -0.840      -0.929 
17  It is my view that nursing within social care is less recogn  17       -0.537     0.504      -1.042 
39  Working long hours impacts he quality of my life.             39       -0.595     0.558      -1.153 
1  I will offend some people if I assist patients with their in   1       -1.564    -0.407      -1.157 
9  I cannot nurse a patient effectively if I react to something   9       -1.355    -0.037      -1.317 
56  Without stamina I would not be able to nurse.                 56       -0.248     1.256      -1.504 
8  I can meet patients’ cultural needs as far as I choose to.   8       -1.198     0.635      -1.834 
58  I find myself burned out periodically by the nature of nursi  58       -1.134     1.036      -2.170 
57  Going the extra mile in nursing is at my own personal discre  57       -1.055     1.757      -2.812 
 
 
 
 

Descending Array of Differences Between Factors   1 and   6 
 
No.  Statement                                                                                             No.     Type   1  Type   6  Difference 
 
35  When I am wearing a uniform, patients respect me outright.    35        0.983    -0.692       1.675 
21  It is fine to benefit personally from recommending excellent  21       -0.058    -1.609       1.551 
41  I trust nurse associates to deliver care that is as safe as   41        0.656    -0.828       1.484 
40  My employer allows me paid time to research and evaluate the  40       -0.129    -1.513       1.384 
22  My role is to manage specific health problems.                22        0.695    -0.643       1.338 
38  It should not be a norm that I go an extra mile in meeting p  38        0.762    -0.281       1.043 
4  I identify with nurses who demonstrate values of this countr   4        1.156     0.145       1.011 
31  I do not react to patients’ stereotypical expectations of   31        0.861    -0.078       0.939 
47  I am effective at delivering ‘hands-on’ nursing as well   47        2.132     1.318       0.815 
54  I need the support of fellow nurses when questioning existin  54        0.978     0.170       0.808 
28  I am not prepared to tolerate an underperforming nurse on my  28        0.386    -0.367       0.752 
7  Patients from some ethnic minorities need to expect that the   7        0.047    -0.686       0.732 
53  I believe my PIN with the NMC is safe as long as I follow my  53        0.461    -0.230       0.691 
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34  I manage patients’ misconceptions of nurses with humour.    34        1.293     0.604       0.689 
32  The way I make clinical judgement is unique to nursing.        32        0.547    -0.030       0.577 
16  It’s in the patients’ interest for me to be accommodatin  16        0.848     0.303       0.545 
42  I prioritise my time to focus on poorly patients and ration   42        1.522     0.991       0.531 
12  I struggle to give highest levels of care to people whose li  12       -1.235    -1.662       0.426 
26  I will limit my nursing to a basic safe level when a patient  26       -1.165    -1.533       0.368 
19  Compassion is not fundamental in providing patients with opt  19       -1.343    -1.666       0.323 
45  My face-to-face presence on patients’ journeys positively   45        1.770     1.466       0.304 
23  I constantly evaluate information about my patients.          23        1.505     1.223       0.281 
44  I negotiate with patients as to which of their health needs   44       -0.343    -0.506       0.164 
20  When prescribing medicines, I behave like a doctor.           20       -0.918    -1.026       0.108 
46  It seems that whatever my employer puts in my job descriptio  46       -0.400    -0.503       0.102 
59  I believe that male nurses’ self-esteem is not helped by s  59       -0.514    -0.607       0.093 
24  I would be comfortable with accountability for delivering nu  24        1.016     0.961       0.054 
10  I find myself deviating from my role when trying to meet peo  10       -0.511    -0.555       0.044 
52  Getting counsel from a fellow nurse makes a difference to wh  52        0.515     0.487       0.028 
5  An obese nurse is failing to lead patients by example.         5       -0.958    -0.974       0.016 
30  I sometimes do not work in the best interest of my own emplo  30       -0.731    -0.684      -0.047 
9  I cannot nurse a patient effectively if I react to something   9       -1.355    -1.272      -0.083 
55  I embrace change in practice when my colleagues embrace it t  55        0.146     0.229      -0.083 
13  My duty does not include addressing my patients’ spiritual  13       -1.769    -1.681      -0.089 
61  Having choice of more than one professional role helps me to  61        0.314     0.507      -0.193 
6  If I were constantly asked to perform nursing activity in di   6       -0.476    -0.280      -0.196 
8  I can meet patients’ cultural needs as far as I choose to.   8       -1.198    -0.985      -0.213 
50  Being underpaid affects my commitment to nursing.             50       -1.126    -0.901      -0.224 
3  While nursing I demonstrate values and personal beliefs inh   3        0.501     0.787      -0.285 
36  Rationing nursing time for patients has reduced my ability t  36        0.439     0.779      -0.340 
15  My standing in the community comes from helping those at the  15        0.831     1.173      -0.342 
18  I put my own needs aside at work.                             18        0.860     1.205      -0.345 
37  I often find myself fulfilling patients’ needs that have n  37        0.303     0.658      -0.354 
11  I do not wholly rely on my employer or the NMC guidelines as  11        0.501     0.867      -0.366 
43  I appreciate that the best practice in nursing is not always  43       -0.286     0.084      -0.369 
48  I feel guilty when I don’t finish nursing patients once my  48        0.705     1.143      -0.438 
33  Not understanding patients’ culture fully can impede me fr  33       -0.059     0.405      -0.464 
1  I will offend some people if I assist patients with their in   1       -1.564    -1.088      -0.476 
51  I can work safely if surrounded by underperforming colleague  51       -1.649    -1.158      -0.491 
27  It is my duty that I check the safety of my colleagues’ wo  27        0.179     0.706      -0.526 
29  More face-to-face time with patients delivers better nursing  29        1.632     2.194      -0.563 
60  Given an opportunity, I will be happy in a non-clinical job   60       -1.159    -0.551      -0.608 
17  It is my view that nursing within social care is less recogn  17       -0.537     0.137      -0.674 
56  Without stamina I would not be able to nurse.                 56       -0.248     0.460      -0.707 
25  I need to be resourceful and creative to find better solutio  25        0.667     1.436      -0.769 
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49  I am ineffective when distracted by organisations, managers   49       -1.319    -0.208      -1.111 
57  Going the extra mile in nursing is at my own personal discre  57       -1.055     0.093      -1.149 
2  In my line of work, meeting cultural needs is a lower priori   2       -2.073    -0.663      -1.410 
14  My personal sense of worth comes from helping those at their  14        0.695     2.330      -1.635 
58  I find myself burned out periodically by the nature of nursi  58       -1.134     1.010      -2.144 
39  Working long hours impacts he quality of my life.             39       -0.595     1.588      -2.183 
 
 

Descending Array of Differences Between Factors   2 and   3 
 
No.  Statement                                                                                   No.     Type   2  Type   3  Difference 
 
26  I will limit my nursing to a basic safe level when a patient  26        1.291    -2.196       3.487 
38  It should not be a norm that I go an extra mile in meeting p  38        0.701    -2.326       3.027 
6  If I were constantly asked to perform nursing activity in di   6        1.963    -1.004       2.967 
10  I find myself deviating from my role when trying to meet peo  10        1.447    -1.164       2.611 
19  Compassion is not fundamental in providing patients with opt  19        0.833    -1.540       2.373 
9  I cannot nurse a patient effectively if I react to something   9        1.392    -0.771       2.163 
21  It is fine to benefit personally from recommending excellent  21        0.350    -1.706       2.056 
12  I struggle to give highest levels of care to people whose li  12        1.492    -0.558       2.049 
2  In my line of work, meeting cultural needs is a lower priori   2        0.528    -1.263       1.792 
42  I prioritise my time to focus on poorly patients and ration   42        2.634     1.022       1.612 
13  My duty does not include addressing my patients’ spiritual  13        0.381    -1.224       1.605 
59  I believe that male nurses’ self-esteem is not helped by s  59        0.773    -0.755       1.528 
50  Being underpaid affects my commitment to nursing.             50        0.724    -0.738       1.462 
36  Rationing nursing time for patients has reduced my ability t  36        1.080    -0.178       1.257 
49  I am ineffective when distracted by organisations, managers   49        1.090     0.095       0.994 
60  Given an opportunity, I will be happy in a non-clinical job   60        0.730    -0.060       0.790 
5  An obese nurse is failing to lead patients by example.         5        0.690    -0.078       0.768 
28  I am not prepared to tolerate an underperforming nurse on my  28        0.474    -0.211       0.685 
37  I often find myself fulfilling patients’ needs that have n  37        1.043     0.585       0.457 
61  Having choice of more than one professional role helps me to  61        0.242    -0.081       0.323 
22  My role is to manage specific health problems.                22       -0.569    -0.873       0.304 
11  I do not wholly rely on my employer or the NMC guidelines as  11       -0.543    -0.808       0.265 
23  I constantly evaluate information about my patients.          23        0.743     0.565       0.178 
52  Getting counsel from a fellow nurse makes a difference to wh  52        0.592     0.464       0.128 
55  I embrace change in practice when my colleagues embrace it t  55       -0.475    -0.600       0.125 
43  I appreciate that the best practice in nursing is not always  43        0.394     0.325       0.070 
17  It is my view that nursing within social care is less recogn  17       -0.335    -0.384       0.049 
18  I put my own needs aside at work.                             18       -0.191    -0.238       0.047 
57  Going the extra mile in nursing is at my own personal discre  57       -0.467    -0.497       0.029 
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29  More face-to-face time with patients delivers better nursing  29        0.932     0.952      -0.020 
20  When prescribing medicines, I behave like a doctor.           20       -1.321    -1.274      -0.046 
1  I will offend some people if I assist patients with their in   1       -0.108     0.009      -0.117 
33  Not understanding patients’ culture fully can impede me fr  33        0.860     1.009      -0.149 
40  My employer allows me paid time to research and evaluate the  40       -0.969    -0.804      -0.165 
7  Patients from some ethnic minorities need to expect that the   7        0.345     0.527      -0.182 
56  Without stamina I would not be able to nurse.                 56        0.033     0.242      -0.209 
8  I can meet patients’ cultural needs as far as I choose to.   8       -0.666    -0.366      -0.300 
58  I find myself burned out periodically by the nature of nursi  58       -0.545    -0.185      -0.360 
14  My personal sense of worth comes from helping those at their  14       -0.943    -0.552      -0.391 
54  I need the support of fellow nurses when questioning existin  54       -0.298     0.181      -0.479 
3  While nursing I demonstrate values and personal beliefs inh   3        0.105     0.598      -0.492 
24  I would be comfortable with accountability for delivering nu  24       -0.151     0.457      -0.608 
30  I sometimes do not work in the best interest of my own emplo  30       -0.514     0.140      -0.653 
51  I can work safely if surrounded by underperforming colleague  51       -2.172    -1.258      -0.914 
15  My standing in the community comes from helping those at the  15       -0.708     0.315      -1.022 
39  Working long hours impacts he quality of my life.             39       -0.174     0.973      -1.147 
44  I negotiate with patients as to which of their health needs   44       -0.397     0.791      -1.188 
46  It seems that whatever my employer puts in my job descriptio  46       -2.105    -0.878      -1.227 
47  I am effective at delivering ‘hands-on’ nursing as well   47       -0.924     0.352      -1.276 
4  I identify with nurses who demonstrate values of this countr   4        0.205     1.499      -1.294 
45  My face-to-face presence on patients’ journeys positively   45       -0.009     1.465      -1.474 
32  The way I make clinical judgement is unique to nursing.        32       -0.809     0.693      -1.503 
31  I do not react to patients’ stereotypical expectations of   31       -1.350     0.203      -1.553 
48  I feel guilty when I don’t finish nursing patients once my  48        0.298     1.886      -1.588 
25  I need to be resourceful and creative to find better solutio  25        0.352     2.083      -1.731 
16  It’s in the patients’ interest for me to be accommodatin  16       -0.965     0.872      -1.838 
27  It is my duty that I check the safety of my colleagues’ wo  27       -1.885     0.289      -2.174 
34  I manage patients’ misconceptions of nurses with humour.    34       -1.239     1.059      -2.298 
35  When I am wearing a uniform, patients respect me outright.    35       -0.948     1.714      -2.663 
41  I trust nurse associates to deliver care that is as safe as   41       -1.057     1.736      -2.793 
53  I believe my PIN with the NMC is safe as long as I follow my  53       -1.878     1.469      -3.347 
 
 
 
 

Descending Array of Differences Between Factors   2 and   4 
 
No.  Statement                                                                                   No.     Type   2  Type   4  Difference 
 
6  If I were constantly asked to perform nursing activity in di   6        1.963    -1.718       3.681 
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26  I will limit my nursing to a basic safe level when a patient  26        1.291    -1.872       3.163 
12  I struggle to give highest levels of care to people whose li  12        1.492    -1.131       2.622 
49  I am ineffective when distracted by organisations, managers   49        1.090    -1.528       2.618 
50  Being underpaid affects my commitment to nursing.             50        0.724    -1.693       2.417 
19  Compassion is not fundamental in providing patients with opt  19        0.833    -1.353       2.186 
42  I prioritise my time to focus on poorly patients and ration   42        2.634     0.687       1.948 
60  Given an opportunity, I will be happy in a non-clinical job   60        0.730    -1.087       1.816 
59  I believe that male nurses’ self-esteem is not helped by s  59        0.773    -0.961       1.734 
2  In my line of work, meeting cultural needs is a lower priori   2        0.528    -1.094       1.622 
33  Not understanding patients’ culture fully can impede me fr  33        0.860    -0.560       1.420 
36  Rationing nursing time for patients has reduced my ability t  36        1.080    -0.331       1.411 
30  I sometimes do not work in the best interest of my own emplo  30       -0.514    -1.801       1.287 
5  An obese nurse is failing to lead patients by example.         5        0.690    -0.531       1.221 
52  Getting counsel from a fellow nurse makes a difference to wh  52        0.592    -0.611       1.202 
10  I find myself deviating from my role when trying to meet peo  10        1.447     0.292       1.155 
21  It is fine to benefit personally from recommending excellent  21        0.350    -0.666       1.016 
38  It should not be a norm that I go an extra mile in meeting p  38        0.701    -0.271       0.972 
37  I often find myself fulfilling patients’ needs that have n  37        1.043     0.295       0.747 
44  I negotiate with patients as to which of their health needs   44       -0.397    -1.113       0.716 
1  I will offend some people if I assist patients with their in   1       -0.108    -0.781       0.673 
28  I am not prepared to tolerate an underperforming nurse on my  28        0.474    -0.148       0.622 
13  My duty does not include addressing my patients’ spiritual  13        0.381    -0.148       0.529 
57  Going the extra mile in nursing is at my own personal discre  57       -0.467    -0.982       0.515 
7  Patients from some ethnic minorities need to expect that the   7        0.345     0.051       0.294 
43  I appreciate that the best practice in nursing is not always  43        0.394     0.237       0.158 
32  The way I make clinical judgement is unique to nursing.        32       -0.809    -0.884       0.074 
17  It is my view that nursing within social care is less recogn  17       -0.335    -0.380       0.046 
58  I find myself burned out periodically by the nature of nursi  58       -0.545    -0.588       0.043 
9  I cannot nurse a patient effectively if I react to something   9        1.392     1.447      -0.054 
45  My face-to-face presence on patients’ journeys positively   45       -0.009     0.150      -0.159 
55  I embrace change in practice when my colleagues embrace it t  55       -0.475    -0.251      -0.224 
61  Having choice of more than one professional role helps me to  61        0.242     0.499      -0.257 
23  I constantly evaluate information about my patients.          23        0.743     1.050      -0.307 
29  More face-to-face time with patients delivers better nursing  29        0.932     1.346      -0.414 
40  My employer allows me paid time to research and evaluate the  40       -0.969    -0.463      -0.506 
56  Without stamina I would not be able to nurse.                 56        0.033     0.668      -0.635 
4  I identify with nurses who demonstrate values of this countr   4        0.205     0.856      -0.651 
54  I need the support of fellow nurses when questioning existin  54       -0.298     0.407      -0.705 
35  When I am wearing a uniform, patients respect me outright.    35       -0.948    -0.219      -0.730 
8  I can meet patients’ cultural needs as far as I choose to.   8       -0.666     0.098      -0.765 
48  I feel guilty when I don’t finish nursing patients once my  48        0.298     1.129      -0.831 
39  Working long hours impacts he quality of my life.             39       -0.174     0.665      -0.839 
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11  I do not wholly rely on my employer or the NMC guidelines as  11       -0.543     0.303      -0.846 
20  When prescribing medicines, I behave like a doctor.           20       -1.321    -0.472      -0.849 
51  I can work safely if surrounded by underperforming colleague  51       -2.172    -1.253      -0.920 
25  I need to be resourceful and creative to find better solutio  25        0.352     1.497      -1.145 
22  My role is to manage specific health problems.                22       -0.569     0.849      -1.418 
41  I trust nurse associates to deliver care that is as safe as   41       -1.057     0.401      -1.458 
18  I put my own needs aside at work.                             18       -0.191     1.325      -1.516 
16  It’s in the patients’ interest for me to be accommodatin  16       -0.965     0.604      -1.569 
46  It seems that whatever my employer puts in my job descriptio  46       -2.105    -0.536      -1.569 
15  My standing in the community comes from helping those at the  15       -0.708     0.922      -1.630 
24  I would be comfortable with accountability for delivering nu  24       -0.151     1.493      -1.644 
53  I believe my PIN with the NMC is safe as long as I follow my  53       -1.878    -0.049      -1.830 
34  I manage patients’ misconceptions of nurses with humour.    34       -1.239     0.611      -1.850 
14  My personal sense of worth comes from helping those at their  14       -0.943     0.921      -1.865 
47  I am effective at delivering ‘hands-on’ nursing as well   47       -0.924     0.968      -1.892 
3  While nursing I demonstrate values and personal beliefs inh   3        0.105     2.119      -2.013 
31  I do not react to patients’ stereotypical expectations of   31       -1.350     1.889      -3.239 
27  It is my duty that I check the safety of my colleagues’ wo  27       -1.885     1.696      -3.581 
 
 

Descending Array of Differences Between Factors   2 and   5 
 
No.  Statement                                                                                              No.     Type   2  Type   5  Difference 
 
19  Compassion is not fundamental in providing patients with opt  19        0.833    -2.129       2.962 
6  If I were constantly asked to perform nursing activity in di   6        1.963    -0.543       2.506 
12  I struggle to give highest levels of care to people whose li  12        1.492    -0.919       2.411 
49  I am ineffective when distracted by organisations, managers   49        1.090    -1.171       2.261 
38  It should not be a norm that I go an extra mile in meeting p  38        0.701    -1.454       2.155 
59  I believe that male nurses’ self-esteem is not helped by s  59        0.773    -1.250       2.023 
2  In my line of work, meeting cultural needs is a lower priori   2        0.528    -1.472       2.000 
26  I will limit my nursing to a basic safe level when a patient  26        1.291    -0.623       1.914 
42  I prioritise my time to focus on poorly patients and ration   42        2.634     0.820       1.815 
9  I cannot nurse a patient effectively if I react to something   9        1.392    -0.037       1.430 
10  I find myself deviating from my role when trying to meet peo  10        1.447     0.064       1.383 
60  Given an opportunity, I will be happy in a non-clinical job   60        0.730    -0.622       1.352 
21  It is fine to benefit personally from recommending excellent  21        0.350    -0.964       1.315 
5  An obese nurse is failing to lead patients by example.         5        0.690    -0.600       1.290 
50  Being underpaid affects my commitment to nursing.             50        0.724    -0.551       1.275 
13  My duty does not include addressing my patients’ spiritual  13        0.381    -0.840       1.222 
28  I am not prepared to tolerate an underperforming nurse on my  28        0.474    -0.554       1.028 
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11  I do not wholly rely on my employer or the NMC guidelines as  11       -0.543    -1.373       0.830 
44  I negotiate with patients as to which of their health needs   44       -0.397    -1.183       0.785 
36  Rationing nursing time for patients has reduced my ability t  36        1.080     0.399       0.681 
7  Patients from some ethnic minorities need to expect that the   7        0.345    -0.289       0.634 
30  I sometimes do not work in the best interest of my own emplo  30       -0.514    -1.037       0.523 
33  Not understanding patients’ culture fully can impede me fr  33        0.860     0.391       0.469 
3  While nursing I demonstrate values and personal beliefs inh   3        0.105    -0.348       0.453 
37  I often find myself fulfilling patients’ needs that have n  37        1.043     0.605       0.438 
35  When I am wearing a uniform, patients respect me outright.    35       -0.948    -1.352       0.404 
1  I will offend some people if I assist patients with their in   1       -0.108    -0.407       0.299 
4  I identify with nurses who demonstrate values of this countr   4        0.205     0.126       0.079 
43  I appreciate that the best practice in nursing is not always  43        0.394     0.318       0.077 
61  Having choice of more than one professional role helps me to  61        0.242     0.312      -0.070 
51  I can work safely if surrounded by underperforming colleague  51       -2.172    -1.996      -0.176 
48  I feel guilty when I don’t finish nursing patients once my  48        0.298     0.586      -0.288 
15  My standing in the community comes from helping those at the  15       -0.708    -0.359      -0.348 
20  When prescribing medicines, I behave like a doctor.           20       -1.321    -0.919      -0.402 
45  My face-to-face presence on patients’ journeys positively   45       -0.009     0.421      -0.430 
40  My employer allows me paid time to research and evaluate the  40       -0.969    -0.498      -0.470 
18  I put my own needs aside at work.                             18       -0.191     0.314      -0.505 
52  Getting counsel from a fellow nurse makes a difference to wh  52        0.592     1.155      -0.564 
39  Working long hours impacts he quality of my life.             39       -0.174     0.558      -0.732 
22  My role is to manage specific health problems.                22       -0.569     0.235      -0.805 
29  More face-to-face time with patients delivers better nursing  29        0.932     1.759      -0.827 
17  It is my view that nursing within social care is less recogn  17       -0.335     0.504      -0.839 
25  I need to be resourceful and creative to find better solutio  25        0.352     1.237      -0.885 
46  It seems that whatever my employer puts in my job descriptio  46       -2.105    -1.092      -1.014 
32  The way I make clinical judgement is unique to nursing.        32       -0.809     0.221      -1.031 
53  I believe my PIN with the NMC is safe as long as I follow my  53       -1.878    -0.793      -1.085 
34  I manage patients’ misconceptions of nurses with humour.    34       -1.239    -0.036      -1.203 
56  Without stamina I would not be able to nurse.                 56        0.033     1.256      -1.223 
41  I trust nurse associates to deliver care that is as safe as   41       -1.057     0.186      -1.243 
55  I embrace change in practice when my colleagues embrace it t  55       -0.475     0.787      -1.262 
54  I need the support of fellow nurses when questioning existin  54       -0.298     0.983      -1.281 
8  I can meet patients’ cultural needs as far as I choose to.   8       -0.666     0.635      -1.302 
23  I constantly evaluate information about my patients.          23        0.743     2.112      -1.369 
58  I find myself burned out periodically by the nature of nursi  58       -0.545     1.036      -1.581 
31  I do not react to patients’ stereotypical expectations of   31       -1.350     0.276      -1.626 
24  I would be comfortable with accountability for delivering nu  24       -0.151     1.559      -1.710 
14  My personal sense of worth comes from helping those at their  14       -0.943     0.847      -1.790 
16  It’s in the patients’ interest for me to be accommodatin  16       -0.965     1.225      -2.190 
57  Going the extra mile in nursing is at my own personal discre  57       -0.467     1.757      -2.224 
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27  It is my duty that I check the safety of my colleagues’ wo  27       -1.885     0.792      -2.677 
47  I am effective at delivering ‘hands-on’ nursing as well   47       -0.924     1.938      -2.863 
 
 
 

Descending Array of Differences Between Factors   2 and   6 
 
No.  Statement                                                                                   No.     Type   2  Type   6  Difference 
 
12  I struggle to give highest levels of care to people whose li  12        1.492    -1.662       3.153 
26  I will limit my nursing to a basic safe level when a patient  26        1.291    -1.533       2.824 
9  I cannot nurse a patient effectively if I react to something   9        1.392    -1.272       2.664 
19  Compassion is not fundamental in providing patients with opt  19        0.833    -1.666       2.499 
6  If I were constantly asked to perform nursing activity in di   6        1.963    -0.280       2.243 
13  My duty does not include addressing my patients’ spiritual  13        0.381    -1.681       2.062 
10  I find myself deviating from my role when trying to meet peo  10        1.447    -0.555       2.002 
21  It is fine to benefit personally from recommending excellent  21        0.350    -1.609       1.959 
5  An obese nurse is failing to lead patients by example.         5        0.690    -0.974       1.664 
42  I prioritise my time to focus on poorly patients and ration   42        2.634     0.991       1.644 
50  Being underpaid affects my commitment to nursing.             50        0.724    -0.901       1.625 
59  I believe that male nurses’ self-esteem is not helped by s  59        0.773    -0.607       1.380 
49  I am ineffective when distracted by organisations, managers   49        1.090    -0.208       1.298 
60  Given an opportunity, I will be happy in a non-clinical job   60        0.730    -0.551       1.281 
2  In my line of work, meeting cultural needs is a lower priori   2        0.528    -0.663       1.192 
7  Patients from some ethnic minorities need to expect that the   7        0.345    -0.686       1.031 
38  It should not be a norm that I go an extra mile in meeting p  38        0.701    -0.281       0.982 
1  I will offend some people if I assist patients with their in   1       -0.108    -1.088       0.980 
28  I am not prepared to tolerate an underperforming nurse on my  28        0.474    -0.367       0.840 
40  My employer allows me paid time to research and evaluate the  40       -0.969    -1.513       0.544 
33  Not understanding patients’ culture fully can impede me fr  33        0.860     0.405       0.455 
37  I often find myself fulfilling patients’ needs that have n  37        1.043     0.658       0.385 
8  I can meet patients’ cultural needs as far as I choose to.   8       -0.666    -0.985       0.319 
43  I appreciate that the best practice in nursing is not always  43        0.394     0.084       0.311 
36  Rationing nursing time for patients has reduced my ability t  36        1.080     0.779       0.301 
30  I sometimes do not work in the best interest of my own emplo  30       -0.514    -0.684       0.171 
44  I negotiate with patients as to which of their health needs   44       -0.397    -0.506       0.109 
52  Getting counsel from a fellow nurse makes a difference to wh  52        0.592     0.487       0.105 
22  My role is to manage specific health problems.                22       -0.569    -0.643       0.073 
4  I identify with nurses who demonstrate values of this countr   4        0.205     0.145       0.060 
41  I trust nurse associates to deliver care that is as safe as   41       -1.057    -0.828      -0.229 
35  When I am wearing a uniform, patients respect me outright.    35       -0.948    -0.692      -0.256 
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61  Having choice of more than one professional role helps me to  61        0.242     0.507      -0.265 
20  When prescribing medicines, I behave like a doctor.           20       -1.321    -1.026      -0.295 
56  Without stamina I would not be able to nurse.                 56        0.033     0.460      -0.427 
54  I need the support of fellow nurses when questioning existin  54       -0.298     0.170      -0.468 
17  It is my view that nursing within social care is less recogn  17       -0.335     0.137      -0.471 
23  I constantly evaluate information about my patients.          23        0.743     1.223      -0.481 
57  Going the extra mile in nursing is at my own personal discre  57       -0.467     0.093      -0.561 
3  While nursing I demonstrate values and personal beliefs inh   3        0.105     0.787      -0.681 
55  I embrace change in practice when my colleagues embrace it t  55       -0.475     0.229      -0.704 
32  The way I make clinical judgement is unique to nursing.        32       -0.809    -0.030      -0.780 
48  I feel guilty when I don’t finish nursing patients once my  48        0.298     1.143      -0.846 
51  I can work safely if surrounded by underperforming colleague  51       -2.172    -1.158      -1.015 
25  I need to be resourceful and creative to find better solutio  25        0.352     1.436      -1.085 
24  I would be comfortable with accountability for delivering nu  24       -0.151     0.961      -1.112 
29  More face-to-face time with patients delivers better nursing  29        0.932     2.194      -1.263 
16  It’s in the patients’ interest for me to be accommodatin  16       -0.965     0.303      -1.268 
31  I do not react to patients’ stereotypical expectations of   31       -1.350    -0.078      -1.272 
18  I put my own needs aside at work.                             18       -0.191     1.205      -1.396 
11  I do not wholly rely on my employer or the NMC guidelines as  11       -0.543     0.867      -1.410 
45  My face-to-face presence on patients’ journeys positively   45       -0.009     1.466      -1.474 
58  I find myself burned out periodically by the nature of nursi  58       -0.545     1.010      -1.555 
46  It seems that whatever my employer puts in my job descriptio  46       -2.105    -0.503      -1.603 
53  I believe my PIN with the NMC is safe as long as I follow my  53       -1.878    -0.230      -1.649 
39  Working long hours impacts he quality of my life.             39       -0.174     1.588      -1.762 
34  I manage patients’ misconceptions of nurses with humour.    34       -1.239     0.604      -1.843 
15  My standing in the community comes from helping those at the  15       -0.708     1.173      -1.881 
47  I am effective at delivering ‘hands-on’ nursing as well   47       -0.924     1.318      -2.242 
27  It is my duty that I check the safety of my colleagues’ wo  27       -1.885     0.706      -2.591 
14  My personal sense of worth comes from helping those at their  14       -0.943     2.330      -3.273 
 
 

Descending Array of Differences Between Factors   3 and   4 
 
No.  Statement                                                                                              No.     Type   3  Type   4  Difference 
 
30  I sometimes do not work in the best interest of my own emplo  30        0.140    -1.801       1.941 
35  When I am wearing a uniform, patients respect me outright.    35        1.714    -0.219       1.933 
44  I negotiate with patients as to which of their health needs   44        0.791    -1.113       1.905 
49  I am ineffective when distracted by organisations, managers   49        0.095    -1.528       1.624 
32  The way I make clinical judgement is unique to nursing.        32        0.693    -0.884       1.577 
33  Not understanding patients’ culture fully can impede me fr  33        1.009    -0.560       1.569 



401 
 

53  I believe my PIN with the NMC is safe as long as I follow my  53        1.469    -0.049       1.517 
41  I trust nurse associates to deliver care that is as safe as   41        1.736     0.401       1.335 
45  My face-to-face presence on patients’ journeys positively   45        1.465     0.150       1.315 
52  Getting counsel from a fellow nurse makes a difference to wh  52        0.464    -0.611       1.074 
60  Given an opportunity, I will be happy in a non-clinical job   60       -0.060    -1.087       1.026 
50  Being underpaid affects my commitment to nursing.             50       -0.738    -1.693       0.955 
1  I will offend some people if I assist patients with their in   1        0.009    -0.781       0.790 
48  I feel guilty when I don’t finish nursing patients once my  48        1.886     1.129       0.757 
6  If I were constantly asked to perform nursing activity in di   6       -1.004    -1.718       0.714 
4  I identify with nurses who demonstrate values of this countr   4        1.499     0.856       0.644 
25  I need to be resourceful and creative to find better solutio  25        2.083     1.497       0.586 
12  I struggle to give highest levels of care to people whose li  12       -0.558    -1.131       0.573 
57  Going the extra mile in nursing is at my own personal discre  57       -0.497    -0.982       0.485 
7  Patients from some ethnic minorities need to expect that the   7        0.527     0.051       0.476 
5  An obese nurse is failing to lead patients by example.         5       -0.078    -0.531       0.453 
34  I manage patients’ misconceptions of nurses with humour.    34        1.059     0.611       0.448 
58  I find myself burned out periodically by the nature of nursi  58       -0.185    -0.588       0.402 
42  I prioritise my time to focus on poorly patients and ration   42        1.022     0.687       0.335 
39  Working long hours impacts he quality of my life.             39        0.973     0.665       0.308 
37  I often find myself fulfilling patients’ needs that have n  37        0.585     0.295       0.290 
16  It’s in the patients’ interest for me to be accommodatin  16        0.872     0.604       0.269 
59  I believe that male nurses’ self-esteem is not helped by s  59       -0.755    -0.961       0.206 
36  Rationing nursing time for patients has reduced my ability t  36       -0.178    -0.331       0.153 
43  I appreciate that the best practice in nursing is not always  43        0.325     0.237       0.088 
17  It is my view that nursing within social care is less recogn  17       -0.384    -0.380      -0.004 
51  I can work safely if surrounded by underperforming colleague  51       -1.258    -1.253      -0.006 
28  I am not prepared to tolerate an underperforming nurse on my  28       -0.211    -0.148      -0.063 
2  In my line of work, meeting cultural needs is a lower priori   2       -1.263    -1.094      -0.169 
19  Compassion is not fundamental in providing patients with opt  19       -1.540    -1.353      -0.187 
54  I need the support of fellow nurses when questioning existin  54        0.181     0.407      -0.226 
26  I will limit my nursing to a basic safe level when a patient  26       -2.196    -1.872      -0.324 
40  My employer allows me paid time to research and evaluate the  40       -0.804    -0.463      -0.341 
46  It seems that whatever my employer puts in my job descriptio  46       -0.878    -0.536      -0.342 
55  I embrace change in practice when my colleagues embrace it t  55       -0.600    -0.251      -0.349 
29  More face-to-face time with patients delivers better nursing  29        0.952     1.346      -0.394 
56  Without stamina I would not be able to nurse.                 56        0.242     0.668      -0.426 
8  I can meet patients’ cultural needs as far as I choose to.   8       -0.366     0.098      -0.464 
23  I constantly evaluate information about my patients.          23        0.565     1.050      -0.485 
61  Having choice of more than one professional role helps me to  61       -0.081     0.499      -0.580 
15  My standing in the community comes from helping those at the  15        0.315     0.922      -0.608 
47  I am effective at delivering ‘hands-on’ nursing as well   47        0.352     0.968      -0.616 
20  When prescribing medicines, I behave like a doctor.           20       -1.274    -0.472      -0.802 
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24  I would be comfortable with accountability for delivering nu  24        0.457     1.493      -1.036 
21  It is fine to benefit personally from recommending excellent  21       -1.706    -0.666      -1.040 
13  My duty does not include addressing my patients’ spiritual  13       -1.224    -0.148      -1.076 
11  I do not wholly rely on my employer or the NMC guidelines as  11       -0.808     0.303      -1.112 
27  It is my duty that I check the safety of my colleagues’ wo  27        0.289     1.696      -1.408 
10  I find myself deviating from my role when trying to meet peo  10       -1.164     0.292      -1.455 
14  My personal sense of worth comes from helping those at their  14       -0.552     0.921      -1.473 
3  While nursing I demonstrate values and personal beliefs inh   3        0.598     2.119      -1.521 
18  I put my own needs aside at work.                             18       -0.238     1.325      -1.562 
31  I do not react to patients’ stereotypical expectations of   31        0.203     1.889      -1.686 
22  My role is to manage specific health problems.                22       -0.873     0.849      -1.722 
38  It should not be a norm that I go an extra mile in meeting p  38       -2.326    -0.271      -2.055 
9  I cannot nurse a patient effectively if I react to something   9       -0.771     1.447      -2.218 
 
 
 
 

Descending Array of Differences Between Factors   3 and   5 
 
No.  Statement                                                                                             No.     Type   3  Type   5  Difference 
 
35  When I am wearing a uniform, patients respect me outright.    35        1.714    -1.352       3.067 
53  I believe my PIN with the NMC is safe as long as I follow my  53        1.469    -0.793       2.262 
44  I negotiate with patients as to which of their health needs   44        0.791    -1.183       1.974 
41  I trust nurse associates to deliver care that is as safe as   41        1.736     0.186       1.550 
4  I identify with nurses who demonstrate values of this countr   4        1.499     0.126       1.373 
48  I feel guilty when I don’t finish nursing patients once my  48        1.886     0.586       1.300 
49  I am ineffective when distracted by organisations, managers   49        0.095    -1.171       1.266 
30  I sometimes do not work in the best interest of my own emplo  30        0.140    -1.037       1.176 
34  I manage patients’ misconceptions of nurses with humour.    34        1.059    -0.036       1.095 
45  My face-to-face presence on patients’ journeys positively   45        1.465     0.421       1.044 
3  While nursing I demonstrate values and personal beliefs inh   3        0.598    -0.348       0.945 
25  I need to be resourceful and creative to find better solutio  25        2.083     1.237       0.846 
7  Patients from some ethnic minorities need to expect that the   7        0.527    -0.289       0.816 
51  I can work safely if surrounded by underperforming colleague  51       -1.258    -1.996       0.738 
15  My standing in the community comes from helping those at the  15        0.315    -0.359       0.674 
33  Not understanding patients’ culture fully can impede me fr  33        1.009     0.391       0.618 
19  Compassion is not fundamental in providing patients with opt  19       -1.540    -2.129       0.589 
11  I do not wholly rely on my employer or the NMC guidelines as  11       -0.808    -1.373       0.564 
60  Given an opportunity, I will be happy in a non-clinical job   60       -0.060    -0.622       0.562 
5  An obese nurse is failing to lead patients by example.         5       -0.078    -0.600       0.522 
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59  I believe that male nurses’ self-esteem is not helped by s  59       -0.755    -1.250       0.496 
32  The way I make clinical judgement is unique to nursing.        32        0.693     0.221       0.472 
1  I will offend some people if I assist patients with their in   1        0.009    -0.407       0.416 
39  Working long hours impacts he quality of my life.             39        0.973     0.558       0.415 
12  I struggle to give highest levels of care to people whose li  12       -0.558    -0.919       0.362 
28  I am not prepared to tolerate an underperforming nurse on my  28       -0.211    -0.554       0.343 
46  It seems that whatever my employer puts in my job descriptio  46       -0.878    -1.092       0.214 
2  In my line of work, meeting cultural needs is a lower priori   2       -1.263    -1.472       0.208 
42  I prioritise my time to focus on poorly patients and ration   42        1.022     0.820       0.202 
43  I appreciate that the best practice in nursing is not always  43        0.325     0.318       0.007 
37  I often find myself fulfilling patients’ needs that have n  37        0.585     0.605      -0.019 
31  I do not react to patients’ stereotypical expectations of   31        0.203     0.276      -0.073 
50  Being underpaid affects my commitment to nursing.             50       -0.738    -0.551      -0.187 
40  My employer allows me paid time to research and evaluate the  40       -0.804    -0.498      -0.306 
16  It’s in the patients’ interest for me to be accommodatin  16        0.872     1.225      -0.352 
20  When prescribing medicines, I behave like a doctor.           20       -1.274    -0.919      -0.355 
13  My duty does not include addressing my patients’ spiritual  13       -1.224    -0.840      -0.383 
61  Having choice of more than one professional role helps me to  61       -0.081     0.312      -0.393 
6  If I were constantly asked to perform nursing activity in di   6       -1.004    -0.543      -0.461 
27  It is my duty that I check the safety of my colleagues’ wo  27        0.289     0.792      -0.503 
18  I put my own needs aside at work.                             18       -0.238     0.314      -0.552 
36  Rationing nursing time for patients has reduced my ability t  36       -0.178     0.399      -0.576 
52  Getting counsel from a fellow nurse makes a difference to wh  52        0.464     1.155      -0.692 
9  I cannot nurse a patient effectively if I react to something   9       -0.771    -0.037      -0.733 
21  It is fine to benefit personally from recommending excellent  21       -1.706    -0.964      -0.741 
54  I need the support of fellow nurses when questioning existin  54        0.181     0.983      -0.802 
29  More face-to-face time with patients delivers better nursing  29        0.952     1.759      -0.807 
38  It should not be a norm that I go an extra mile in meeting p  38       -2.326    -1.454      -0.873 
17  It is my view that nursing within social care is less recogn  17       -0.384     0.504      -0.888 
8  I can meet patients’ cultural needs as far as I choose to.   8       -0.366     0.635      -1.001 
56  Without stamina I would not be able to nurse.                 56        0.242     1.256      -1.014 
24  I would be comfortable with accountability for delivering nu  24        0.457     1.559      -1.102 
22  My role is to manage specific health problems.                22       -0.873     0.235      -1.108 
58  I find myself burned out periodically by the nature of nursi  58       -0.185     1.036      -1.221 
10  I find myself deviating from my role when trying to meet peo  10       -1.164     0.064      -1.227 
55  I embrace change in practice when my colleagues embrace it t  55       -0.600     0.787      -1.387 
14  My personal sense of worth comes from helping those at their  14       -0.552     0.847      -1.399 
23  I constantly evaluate information about my patients.          23        0.565     2.112      -1.547 
26  I will limit my nursing to a basic safe level when a patient  26       -2.196    -0.623      -1.573 
47  I am effective at delivering ‘hands-on’ nursing as well   47        0.352     1.938      -1.586 
57  Going the extra mile in nursing is at my own personal discre  57       -0.497     1.757      -2.254 
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Descending Array of Differences Between Factors   3 and   6 
 
No.  Statement                                                                                  No.     Type   3  Type   6  Difference 
 
41  I trust nurse associates to deliver care that is as safe as   41        1.736    -0.828       2.564 
35  When I am wearing a uniform, patients respect me outright.    35        1.714    -0.692       2.407 
53  I believe my PIN with the NMC is safe as long as I follow my  53        1.469    -0.230       1.698 
4  I identify with nurses who demonstrate values of this countr   4        1.499     0.145       1.354 
44  I negotiate with patients as to which of their health needs   44        0.791    -0.506       1.298 
7  Patients from some ethnic minorities need to expect that the   7        0.527    -0.686       1.212 
12  I struggle to give highest levels of care to people whose li  12       -0.558    -1.662       1.104 
1  I will offend some people if I assist patients with their in   1        0.009    -1.088       1.097 
5  An obese nurse is failing to lead patients by example.         5       -0.078    -0.974       0.896 
30  I sometimes do not work in the best interest of my own emplo  30        0.140    -0.684       0.824 
48  I feel guilty when I don’t finish nursing patients once my  48        1.886     1.143       0.743 
32  The way I make clinical judgement is unique to nursing.        32        0.693    -0.030       0.723 
40  My employer allows me paid time to research and evaluate the  40       -0.804    -1.513       0.709 
25  I need to be resourceful and creative to find better solutio  25        2.083     1.436       0.646 
8  I can meet patients’ cultural needs as far as I choose to.   8       -0.366    -0.985       0.619 
33  Not understanding patients’ culture fully can impede me fr  33        1.009     0.405       0.605 
16  It’s in the patients’ interest for me to be accommodatin  16        0.872     0.303       0.570 
9  I cannot nurse a patient effectively if I react to something   9       -0.771    -1.272       0.501 
60  Given an opportunity, I will be happy in a non-clinical job   60       -0.060    -0.551       0.491 
13  My duty does not include addressing my patients’ spiritual  13       -1.224    -1.681       0.457 
34  I manage patients’ misconceptions of nurses with humour.    34        1.059     0.604       0.455 
49  I am ineffective when distracted by organisations, managers   49        0.095    -0.208       0.303 
31  I do not react to patients’ stereotypical expectations of   31        0.203    -0.078       0.281 
43  I appreciate that the best practice in nursing is not always  43        0.325     0.084       0.241 
50  Being underpaid affects my commitment to nursing.             50       -0.738    -0.901       0.163 
28  I am not prepared to tolerate an underperforming nurse on my  28       -0.211    -0.367       0.155 
19  Compassion is not fundamental in providing patients with opt  19       -1.540    -1.666       0.127 
42  I prioritise my time to focus on poorly patients and ration   42        1.022     0.991       0.031 
54  I need the support of fellow nurses when questioning existin  54        0.181     0.170       0.011 
45  My face-to-face presence on patients’ journeys positively   45        1.465     1.466      -0.001 
52  Getting counsel from a fellow nurse makes a difference to wh  52        0.464     0.487      -0.023 
37  I often find myself fulfilling patients’ needs that have n  37        0.585     0.658      -0.072 
21  It is fine to benefit personally from recommending excellent  21       -1.706    -1.609      -0.097 
51  I can work safely if surrounded by underperforming colleague  51       -1.258    -1.158      -0.101 
59  I believe that male nurses’ self-esteem is not helped by s  59       -0.755    -0.607      -0.148 
3  While nursing I demonstrate values and personal beliefs inh   3        0.598     0.787      -0.189 
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56  Without stamina I would not be able to nurse.                 56        0.242     0.460      -0.218 
22  My role is to manage specific health problems.                22       -0.873    -0.643      -0.231 
20  When prescribing medicines, I behave like a doctor.           20       -1.274    -1.026      -0.249 
46  It seems that whatever my employer puts in my job descriptio  46       -0.878    -0.503      -0.375 
27  It is my duty that I check the safety of my colleagues’ wo  27        0.289     0.706      -0.417 
24  I would be comfortable with accountability for delivering nu  24        0.457     0.961      -0.505 
17  It is my view that nursing within social care is less recogn  17       -0.384     0.137      -0.521 
61  Having choice of more than one professional role helps me to  61       -0.081     0.507      -0.588 
57  Going the extra mile in nursing is at my own personal discre  57       -0.497     0.093      -0.590 
2  In my line of work, meeting cultural needs is a lower priori   2       -1.263    -0.663      -0.600 
10  I find myself deviating from my role when trying to meet peo  10       -1.164    -0.555      -0.608 
39  Working long hours impacts he quality of my life.             39        0.973     1.588      -0.615 
23  I constantly evaluate information about my patients.          23        0.565     1.223      -0.659 
26  I will limit my nursing to a basic safe level when a patient  26       -2.196    -1.533      -0.663 
6  If I were constantly asked to perform nursing activity in di   6       -1.004    -0.280      -0.724 
55  I embrace change in practice when my colleagues embrace it t  55       -0.600     0.229      -0.829 
15  My standing in the community comes from helping those at the  15        0.315     1.173      -0.859 
36  Rationing nursing time for patients has reduced my ability t  36       -0.178     0.779      -0.957 
47  I am effective at delivering ‘hands-on’ nursing as well   47        0.352     1.318      -0.966 
58  I find myself burned out periodically by the nature of nursi  58       -0.185     1.010      -1.195 
29  More face-to-face time with patients delivers better nursing  29        0.952     2.194      -1.242 
18  I put my own needs aside at work.                             18       -0.238     1.205      -1.443 
11  I do not wholly rely on my employer or the NMC guidelines as  11       -0.808     0.867      -1.675 
38  It should not be a norm that I go an extra mile in meeting p  38       -2.326    -0.281      -2.045 
14  My personal sense of worth comes from helping those at their  14       -0.552     2.330      -2.882 
 
 
 
 

Descending Array of Differences Between Factors   4 and   5 
 
No.  Statement                                                                                      No.     Type   4  Type   5  Difference 
 
3  While nursing I demonstrate values and personal beliefs inh   3        2.119    -0.348       2.466 
11  I do not wholly rely on my employer or the NMC guidelines as  11        0.303    -1.373       1.676 
31  I do not react to patients’ stereotypical expectations of   31        1.889     0.276       1.613 
9  I cannot nurse a patient effectively if I react to something   9        1.447    -0.037       1.484 
15  My standing in the community comes from helping those at the  15        0.922    -0.359       1.282 
38  It should not be a norm that I go an extra mile in meeting p  38       -0.271    -1.454       1.182 
35  When I am wearing a uniform, patients respect me outright.    35       -0.219    -1.352       1.133 
18  I put my own needs aside at work.                             18        1.325     0.314       1.010 
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27  It is my duty that I check the safety of my colleagues’ wo  27        1.696     0.792       0.905 
19  Compassion is not fundamental in providing patients with opt  19       -1.353    -2.129       0.776 
53  I believe my PIN with the NMC is safe as long as I follow my  53       -0.049    -0.793       0.745 
51  I can work safely if surrounded by underperforming colleague  51       -1.253    -1.996       0.744 
4  I identify with nurses who demonstrate values of this countr   4        0.856     0.126       0.730 
13  My duty does not include addressing my patients’ spiritual  13       -0.148    -0.840       0.692 
34  I manage patients’ misconceptions of nurses with humour.    34        0.611    -0.036       0.648 
22  My role is to manage specific health problems.                22        0.849     0.235       0.614 
46  It seems that whatever my employer puts in my job descriptio  46       -0.536    -1.092       0.556 
48  I feel guilty when I don’t finish nursing patients once my  48        1.129     0.586       0.543 
20  When prescribing medicines, I behave like a doctor.           20       -0.472    -0.919       0.447 
28  I am not prepared to tolerate an underperforming nurse on my  28       -0.148    -0.554       0.406 
2  In my line of work, meeting cultural needs is a lower priori   2       -1.094    -1.472       0.378 
7  Patients from some ethnic minorities need to expect that the   7        0.051    -0.289       0.340 
21  It is fine to benefit personally from recommending excellent  21       -0.666    -0.964       0.299 
59  I believe that male nurses’ self-esteem is not helped by s  59       -0.961    -1.250       0.289 
25  I need to be resourceful and creative to find better solutio  25        1.497     1.237       0.260 
10  I find myself deviating from my role when trying to meet peo  10        0.292     0.064       0.228 
41  I trust nurse associates to deliver care that is as safe as   41        0.401     0.186       0.216 
61  Having choice of more than one professional role helps me to  61        0.499     0.312       0.187 
39  Working long hours impacts he quality of my life.             39        0.665     0.558       0.107 
14  My personal sense of worth comes from helping those at their  14        0.921     0.847       0.074 
44  I negotiate with patients as to which of their health needs   44       -1.113    -1.183       0.069 
5  An obese nurse is failing to lead patients by example.         5       -0.531    -0.600       0.069 
40  My employer allows me paid time to research and evaluate the  40       -0.463    -0.498       0.035 
24  I would be comfortable with accountability for delivering nu  24        1.493     1.559      -0.066 
43  I appreciate that the best practice in nursing is not always  43        0.237     0.318      -0.081 
42  I prioritise my time to focus on poorly patients and ration   42        0.687     0.820      -0.133 
12  I struggle to give highest levels of care to people whose li  12       -1.131    -0.919      -0.211 
45  My face-to-face presence on patients’ journeys positively   45        0.150     0.421      -0.271 
37  I often find myself fulfilling patients’ needs that have n  37        0.295     0.605      -0.309 
49  I am ineffective when distracted by organisations, managers   49       -1.528    -1.171      -0.357 
1  I will offend some people if I assist patients with their in   1       -0.781    -0.407      -0.374 
29  More face-to-face time with patients delivers better nursing  29        1.346     1.759      -0.414 
60  Given an opportunity, I will be happy in a non-clinical job   60       -1.087    -0.622      -0.464 
8  I can meet patients’ cultural needs as far as I choose to.   8        0.098     0.635      -0.537 
54  I need the support of fellow nurses when questioning existin  54        0.407     0.983      -0.576 
56  Without stamina I would not be able to nurse.                 56        0.668     1.256      -0.588 
16  It’s in the patients’ interest for me to be accommodatin  16        0.604     1.225      -0.621 
36  Rationing nursing time for patients has reduced my ability t  36       -0.331     0.399      -0.729 
30  I sometimes do not work in the best interest of my own emplo  30       -1.801    -1.037      -0.764 
17  It is my view that nursing within social care is less recogn  17       -0.380     0.504      -0.885 
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33  Not understanding patients’ culture fully can impede me fr  33       -0.560     0.391      -0.951 
47  I am effective at delivering ‘hands-on’ nursing as well   47        0.968     1.938      -0.970 
55  I embrace change in practice when my colleagues embrace it t  55       -0.251     0.787      -1.038 
23  I constantly evaluate information about my patients.          23        1.050     2.112      -1.062 
32  The way I make clinical judgement is unique to nursing.        32       -0.884     0.221      -1.105 
50  Being underpaid affects my commitment to nursing.             50       -1.693    -0.551      -1.142 
6  If I were constantly asked to perform nursing activity in di   6       -1.718    -0.543      -1.175 
26  I will limit my nursing to a basic safe level when a patient  26       -1.872    -0.623      -1.249 
58  I find myself burned out periodically by the nature of nursi  58       -0.588     1.036      -1.623 
52  Getting counsel from a fellow nurse makes a difference to wh  52       -0.611     1.155      -1.766 
57  Going the extra mile in nursing is at my own personal discre  57       -0.982     1.757      -2.739 
 
 

Descending Array of Differences Between Factors   4 and   6 
 
No.  Statement                                                                                    No.     Type   4  Type   6  Difference 
 
9  I cannot nurse a patient effectively if I react to something   9        1.447    -1.272       2.718 
31  I do not react to patients’ stereotypical expectations of   31        1.889    -0.078       1.967 
13  My duty does not include addressing my patients’ spiritual  13       -0.148    -1.681       1.533 
22  My role is to manage specific health problems.                22        0.849    -0.643       1.492 
3  While nursing I demonstrate values and personal beliefs inh   3        2.119     0.787       1.332 
41  I trust nurse associates to deliver care that is as safe as   41        0.401    -0.828       1.229 
8  I can meet patients’ cultural needs as far as I choose to.   8        0.098    -0.985       1.083 
40  My employer allows me paid time to research and evaluate the  40       -0.463    -1.513       1.050 
27  It is my duty that I check the safety of my colleagues’ wo  27        1.696     0.706       0.991 
21  It is fine to benefit personally from recommending excellent  21       -0.666    -1.609       0.943 
10  I find myself deviating from my role when trying to meet peo  10        0.292    -0.555       0.847 
7  Patients from some ethnic minorities need to expect that the   7        0.051    -0.686       0.736 
4  I identify with nurses who demonstrate values of this countr   4        0.856     0.145       0.711 
20  When prescribing medicines, I behave like a doctor.           20       -0.472    -1.026       0.554 
24  I would be comfortable with accountability for delivering nu  24        1.493     0.961       0.532 
12  I struggle to give highest levels of care to people whose li  12       -1.131    -1.662       0.531 
35  When I am wearing a uniform, patients respect me outright.    35       -0.219    -0.692       0.474 
5  An obese nurse is failing to lead patients by example.         5       -0.531    -0.974       0.443 
19  Compassion is not fundamental in providing patients with opt  19       -1.353    -1.666       0.313 
1  I will offend some people if I assist patients with their in   1       -0.781    -1.088       0.307 
16  It’s in the patients’ interest for me to be accommodatin  16        0.604     0.303       0.301 
54  I need the support of fellow nurses when questioning existin  54        0.407     0.170       0.237 
28  I am not prepared to tolerate an underperforming nurse on my  28       -0.148    -0.367       0.219 
56  Without stamina I would not be able to nurse.                 56        0.668     0.460       0.208 
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53  I believe my PIN with the NMC is safe as long as I follow my  53       -0.049    -0.230       0.181 
43  I appreciate that the best practice in nursing is not always  43        0.237     0.084       0.153 
18  I put my own needs aside at work.                             18        1.325     1.205       0.119 
25  I need to be resourceful and creative to find better solutio  25        1.497     1.436       0.060 
38  It should not be a norm that I go an extra mile in meeting p  38       -0.271    -0.281       0.010 
34  I manage patients’ misconceptions of nurses with humour.    34        0.611     0.604       0.007 
61  Having choice of more than one professional role helps me to  61        0.499     0.507      -0.008 
48  I feel guilty when I don’t finish nursing patients once my  48        1.129     1.143      -0.015 
46  It seems that whatever my employer puts in my job descriptio  46       -0.536    -0.503      -0.033 
51  I can work safely if surrounded by underperforming colleague  51       -1.253    -1.158      -0.095 
23  I constantly evaluate information about my patients.          23        1.050     1.223      -0.173 
15  My standing in the community comes from helping those at the  15        0.922     1.173      -0.251 
42  I prioritise my time to focus on poorly patients and ration   42        0.687     0.991      -0.304 
26  I will limit my nursing to a basic safe level when a patient  26       -1.872    -1.533      -0.339 
47  I am effective at delivering ‘hands-on’ nursing as well   47        0.968     1.318      -0.350 
59  I believe that male nurses’ self-esteem is not helped by s  59       -0.961    -0.607      -0.354 
37  I often find myself fulfilling patients’ needs that have n  37        0.295     0.658      -0.362 
2  In my line of work, meeting cultural needs is a lower priori   2       -1.094    -0.663      -0.431 
55  I embrace change in practice when my colleagues embrace it t  55       -0.251     0.229      -0.480 
17  It is my view that nursing within social care is less recogn  17       -0.380     0.137      -0.517 
60  Given an opportunity, I will be happy in a non-clinical job   60       -1.087    -0.551      -0.536 
11  I do not wholly rely on my employer or the NMC guidelines as  11        0.303     0.867      -0.564 
44  I negotiate with patients as to which of their health needs   44       -1.113    -0.506      -0.607 
50  Being underpaid affects my commitment to nursing.             50       -1.693    -0.901      -0.792 
29  More face-to-face time with patients delivers better nursing  29        1.346     2.194      -0.849 
32  The way I make clinical judgement is unique to nursing.        32       -0.884    -0.030      -0.854 
39  Working long hours impacts he quality of my life.             39        0.665     1.588      -0.923 
33  Not understanding patients’ culture fully can impede me fr  33       -0.560     0.405      -0.965 
57  Going the extra mile in nursing is at my own personal discre  57       -0.982     0.093      -1.075 
52  Getting counsel from a fellow nurse makes a difference to wh  52       -0.611     0.487      -1.098 
36  Rationing nursing time for patients has reduced my ability t  36       -0.331     0.779      -1.110 
30  I sometimes do not work in the best interest of my own emplo  30       -1.801    -0.684      -1.117 
45  My face-to-face presence on patients’ journeys positively   45        0.150     1.466      -1.315 
49  I am ineffective when distracted by organisations, managers   49       -1.528    -0.208      -1.320 
14  My personal sense of worth comes from helping those at their  14        0.921     2.330      -1.409 
6  If I were constantly asked to perform nursing activity in di   6       -1.718    -0.280      -1.438 
58  I find myself burned out periodically by the nature of nursi  58       -0.588     1.010      -1.598 
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Descending Array of Differences Between Factors   5 and   6 
 
No.  Statement                                                                                         No.     Type   5  Type   6  Difference 
 
57  Going the extra mile in nursing is at my own personal discre  57        1.757     0.093       1.664 
8  I can meet patients’ cultural needs as far as I choose to.   8        0.635    -0.985       1.621 
9  I cannot nurse a patient effectively if I react to something   9       -0.037    -1.272       1.234 
40  My employer allows me paid time to research and evaluate the  40       -0.498    -1.513       1.015 
41  I trust nurse associates to deliver care that is as safe as   41        0.186    -0.828       1.014 
16  It’s in the patients’ interest for me to be accommodatin  16        1.225     0.303       0.922 
26  I will limit my nursing to a basic safe level when a patient  26       -0.623    -1.533       0.910 
23  I constantly evaluate information about my patients.          23        2.112     1.223       0.889 
22  My role is to manage specific health problems.                22        0.235    -0.643       0.878 
13  My duty does not include addressing my patients’ spiritual  13       -0.840    -1.681       0.840 
54  I need the support of fellow nurses when questioning existin  54        0.983     0.170       0.813 
56  Without stamina I would not be able to nurse.                 56        1.256     0.460       0.796 
12  I struggle to give highest levels of care to people whose li  12       -0.919    -1.662       0.742 
1  I will offend some people if I assist patients with their in   1       -0.407    -1.088       0.681 
52  Getting counsel from a fellow nurse makes a difference to wh  52        1.155     0.487       0.668 
21  It is fine to benefit personally from recommending excellent  21       -0.964    -1.609       0.645 
47  I am effective at delivering ‘hands-on’ nursing as well   47        1.938     1.318       0.620 
10  I find myself deviating from my role when trying to meet peo  10        0.064    -0.555       0.619 
24  I would be comfortable with accountability for delivering nu  24        1.559     0.961       0.597 
55  I embrace change in practice when my colleagues embrace it t  55        0.787     0.229       0.558 
7  Patients from some ethnic minorities need to expect that the   7       -0.289    -0.686       0.397 
5  An obese nurse is failing to lead patients by example.         5       -0.600    -0.974       0.374 
17  It is my view that nursing within social care is less recogn  17        0.504     0.137       0.368 
31  I do not react to patients’ stereotypical expectations of   31        0.276    -0.078       0.354 
50  Being underpaid affects my commitment to nursing.             50       -0.551    -0.901       0.350 
32  The way I make clinical judgement is unique to nursing.        32        0.221    -0.030       0.251 
43  I appreciate that the best practice in nursing is not always  43        0.318     0.084       0.234 
20  When prescribing medicines, I behave like a doctor.           20       -0.919    -1.026       0.107 
27  It is my duty that I check the safety of my colleagues’ wo  27        0.792     0.706       0.086 
58  I find myself burned out periodically by the nature of nursi  58        1.036     1.010       0.026 
33  Not understanding patients’ culture fully can impede me fr  33        0.391     0.405      -0.014 
4  I identify with nurses who demonstrate values of this countr   4        0.126     0.145      -0.019 
37  I often find myself fulfilling patients’ needs that have n  37        0.605     0.658      -0.053 
60  Given an opportunity, I will be happy in a non-clinical job   60       -0.622    -0.551      -0.071 
42  I prioritise my time to focus on poorly patients and ration   42        0.820     0.991      -0.171 
28  I am not prepared to tolerate an underperforming nurse on my  28       -0.554    -0.367      -0.188 
61  Having choice of more than one professional role helps me to  61        0.312     0.507      -0.195 
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25  I need to be resourceful and creative to find better solutio  25        1.237     1.436      -0.200 
6  If I were constantly asked to perform nursing activity in di   6       -0.543    -0.280      -0.263 
30  I sometimes do not work in the best interest of my own emplo  30       -1.037    -0.684      -0.352 
36  Rationing nursing time for patients has reduced my ability t  36        0.399     0.779      -0.380 
29  More face-to-face time with patients delivers better nursing  29        1.759     2.194      -0.435 
19  Compassion is not fundamental in providing patients with opt  19       -2.129    -1.666      -0.463 
48  I feel guilty when I don’t finish nursing patients once my  48        0.586     1.143      -0.558 
53  I believe my PIN with the NMC is safe as long as I follow my  53       -0.793    -0.230      -0.563 
46  It seems that whatever my employer puts in my job descriptio  46       -1.092    -0.503      -0.589 
34  I manage patients’ misconceptions of nurses with humour.    34       -0.036     0.604      -0.640 
59  I believe that male nurses’ self-esteem is not helped by s  59       -1.250    -0.607      -0.643 
35  When I am wearing a uniform, patients respect me outright.    35       -1.352    -0.692      -0.660 
44  I negotiate with patients as to which of their health needs   44       -1.183    -0.506      -0.676 
2  In my line of work, meeting cultural needs is a lower priori   2       -1.472    -0.663      -0.808 
51  I can work safely if surrounded by underperforming colleague  51       -1.996    -1.158      -0.839 
18  I put my own needs aside at work.                             18        0.314     1.205      -0.891 
49  I am ineffective when distracted by organisations, managers   49       -1.171    -0.208      -0.963 
39  Working long hours impacts he quality of my life.             39        0.558     1.588      -1.030 
45  My face-to-face presence on patients’ journeys positively   45        0.421     1.466      -1.044 
3  While nursing I demonstrate values and personal beliefs inh   3       -0.348     0.787      -1.134 
38  It should not be a norm that I go an extra mile in meeting p  38       -1.454    -0.281      -1.173 
14  My personal sense of worth comes from helping those at their  14        0.847     2.330      -1.483 
15  My standing in the community comes from helping those at the  15       -0.359     1.173      -1.533 
11  I do not wholly rely on my employer or the NMC guidelines as  11       -1.373     0.867      -2.239 
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Appendix M: Factors’ crib sheets 
 

Table 8a Factor 1 crib sheet 
Coloured statements share z score value with another factor. 
(Highlighted statements have been retained or excluded using logical abduction because the highest or 
lowest z scores have loaded equally on other factors. In order to preserve variance, those statements 
were allocated to match the various factors’ characteristics).   
___________________________________________________________________ 
Items ranking +6 and +5: 
47. I am effective at delivering ‘hands-on’ nursing as well as teaching or managing others (+6). 
45. My face-to-face presence on patients’ journeys positively affects patients’ outcomes (+5). 
29. More face-to-face time with patients delivers better nursing (+5)- shares z score with factors 5 and 6. 
Upon comparing the characteristics and agency of the factors, this statement will be used in factor 1 
only. 
 
Initial notes on theme: A hands-on nurse; believes that face-to-face contact with patients and colleagues 
results in better outcomes for patients and in effective nursing. Nursing is about seeing, communicating, 
interacting, and responding. Being effective matters. 
 
Items ranked equal or higher in the Factor 1 array than in any other Factor array: 
4.I identify with nurses who demonstrate the values of this country, including valuing diversity (+4)- 
shares a z score with factor 3. On comparing the characteristics and agency of the factors, this 
statement will be used in factor 1 only. 
18. I put my own needs aside at work (+3) shares a z score with factors 4 and 6. Upon comparing the 
characteristics and agency of the factors, this statement will be used in factor 6 only. 
 
22. My role is to manage specific health problems (+2) shares a z score with factor 4. On comparing the 
characteristics and agency of the factors, this statement will be used in factor 1 only. 
34. I manage patients’ misconceptions of nurses with humour (+4). 
38. It should not be a norm that I go an extra mile in meeting patients’ needs (+2) shares a z score with 
factor 2. On comparing the characteristics and agency of the factors, this statement will be used in 
factor 1 only. 
40. My employer allows me paid time to research and evaluate the nursing care I give (0) 
46. It seems that whatever my employer puts in my job description counts as nursing (-1)- shares a z 
score with factors 4 and 6. Upon comparing the characteristics and agency of the factors, this statement 
will be used in factor 6 only. 
54. I need the support of fellow nurses when questioning existing practice (+3) shares a z score with 
factor 5. On comparing the characteristics and agency of the factors, this statement will be used in 
factor 1 only. 
 
Initial notes on themes: This nurse evaluates information in his head whilst spending face-to-face time 
with people. He is indifferent to having more employer’s time for further research, he does this on the 
move. He feels best in his role when having support and direction of his colleagues and is aware that his 
employer may have a different view of what his role may entail. This nurse focuses on patients’ physical 
health and will not challenge patients directly if they misunderstand his role; he will humour them 
along. He dislikes conflict and is temperate. This nurse feels that going the extra mile should not be 
taken for granted by the patients and employers because nursing is not a free resource. This nurse has a 
liberal, and accommodating approach and values diversity. 
 
 
Items ranked equal or lower in the Factor 1 array than in any other Factor array: 
1.I will offend some people if I assist patients with their individual religious and spiritual practices (-4) * 
8. I can meet patients’ cultural needs as far as I choose to (-3)- shares a z score with factor 6. On 
comparing the characteristics and agency of the factors, this statement will be used in factor 1 only. 
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9. I cannot nurse a patient effectively if I react to something about the patient that offends me (-4)-
shares a z score with factor 6. On comparing the characteristics and agency of the factors, this 
statement will be used in factor 1 only. 
25. I need to be resourceful and creative to find better solutions for patients (+1) – shares a z score with 
factor 2. On comparing the characteristics and agency of the factors, this statement will be used in 
factor 1 only. 
37. I often find myself fulfilling patients’ needs that have not got much to do with nursing (0) 
39. Working long hours impacts the quality of my life (-2) 
41. I appreciate that the best practice in nursing is not always affordable (-1) 
49. I am ineffective when distracted by organisations, managers and people from nursing patients (-4), 
shares a z score with factor 4. On comparing the characteristics and agency of the factors, this 
statement will be used in factor 4 only. 
17. It is my view that nursing within social care is less recognised (-1) shares a z score with factors 2, 3, 4. 
On comparing the characteristics and agency of the factors, this statement will be used in factor 4 only. 
56. Without stamina I would not be able to nurse (-1) 
60. Given an opportunity, I will be happy in a non-clinical job that pays more (-3), shares a z score with 
factor 4. On comparing the characteristics and agency of the factors, this statement will be used in 
factor 1 only. 
61. Having choice of more than one professional role helps me to grow in directions I want (0), shares a 
z score with factors 2 and 3. On comparing the characteristics and agency of the factors, this statement 
will be used in factor 2 only. 
 
Initial notes on themes: This nurse believes that people need to be tolerant of other’s religious and 
spiritual practice and that it is not an option for them as a nurse to avoid meeting such needs. This nurse 
does not judge people and believes that everyone needs to be attended to regardless of their personal 
beliefs. This nurse will attempt to be creative in resourcing patient care but prefers to stick to the 
standard nursing process, believing that this is enough to nurse people sufficiently. The nurse is 
measured and structured. 
 
This nurse does not believe that he needs to work long hours.  
He sees social care as recognised area of nursing.  
This nurse is accommodating of the employer’s requirements.  
 
Items ranked – 5 and -6. 
2. In my line of work, meeting cultural needs is of a lower priority than physical needs (-6) * 
13. My duty does not include addressing my patients’ spirituality and religion (-5) – factor 6 has a z score 
of -6. On comparing the characteristics and agency of the factors, this statement will be used in factor 6 
only. 
51. I can work safely if surrounded by underperforming colleagues (-5), shares a z score with factor 5 but 
factor 2 has a z score of -6. On comparing the characteristics and agency of the factors, this statement 
will be used in factor 2 – its purpose is to achieve the correct performance and factor 1 aims to achieve 
patient safety. 
 
Initial notes on themes: This nurse will not tolerate underperforming colleagues as they would affect the 
safety of his practice. Cultural needs are of equal importance to this, as are people’s spiritual and 
religious needs.  
 
Additional statement items from the factor 1 arrays that contribute to the factor 1 character and 
personality: 
12. I struggle to provide the highest levels of care to people whose lifestyles I personally do not support 
(-3): 
this statement infers that this type of nurse differentiates between his personal and professional role. 
Seeing to people’s diverse needs is not a struggle for them. He navigates such practices successfully. 
16. It’s in the patients’ interest for me to be accommodating (+2): this statement corroborates that this 
type of nurse is accommodating when it comes to patients. 
26. I will limit my nursing to a basic safe level when a patient behaves poorly or wastes nursing 
resources (-3): This statement elaborates that this nurse does not draw the line when patient care 



413 
 

maybe more challenging to deliver. This nurse will successfully overcome challenges as he believes 
everyone has a right to care and to have their needs met.  
31. I do not react to any patient’s stereotypical expectations of a nurse (+3): this statement refers to the 
challenging of patients’ misconceptions of nursing with humour.  
35. When I am wearing a uniform, patients respect me outright (+3) *: This distinguished statement 
(p<0.05) corroborates the point that this nurse’s self-esteem is improved by displaying a symbol of the 
organised nursing profession. Factor 3 has a z score of +4 for this statement, it is also distinguished. 
50. Being underpaid affects my commitment to nursing (+2): This statement implies that this nurse is 
committed to the profession but is less so if underpaid.  
58. I find myself burned out periodically due to the nature of nursing work (-3): This statement infers 
that this nurse does not find the nature of nursing exhausting. He enjoys a variety of people-focused 
activities. 
 
Initial notes on themes: Being part of the nursing profession makes them a better person and more 
selfless. Will keep some professional distance to ensure he remains selfless and non-judgemental.  
 
Demographic information for factor 1 (sorts in order of weight: BA, BX and BO): 
 

 All nurses who loaded this factor have been trained in different countries (England, New 

Zealand, India) and therefore, it is their practice and not their diverse background that leads 

them to hold similar viewpoints.  

 1 male and 2 female nurses loaded on this factor and so gender may not impact the divergence 

of their viewpoints on nursing. 

 All 3 nurses are working in the adult nursing field, 1 in mental health and 2 in adult nursing, 

their viewpoints on nursing are similar regardless of their field of practice. 

 All nurses work at a senior level, where 2 are working at level 7 and 1 at level 8. In relation to 

the nursing profession, these nurses are paid better than most. 

 The highest weighted loading on the factor is from the ‘Q’ sort completed by the BA. BA works 

at level 7 and has originally trained in New Zealand.  

 The nurses that loaded on this factor have been in nursing for 11-28 years, with the median 

being 17.66 years. The nurses have learned how to navigate their practice successfully and also 

have been able to progress their career and hold senior positions within the NHS as well as in 

the private healthcare sector. 
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Table 8b Factor 2 crib sheet  
 
Coloured statements share z score value with another factor. 
(Highlighted statements have been retained or excluded using logical abduction because the highest or 
lowest z scores have loaded equally on other factors. In order to preserve variance, those statements 
were allocated to match the various factors’ characteristics).   
___________________________________________________________________ 
Items ranking +6 and +5: 
6. If I were constantly asked to perform nursing activity in disharmony with my personal beliefs, I would 
rethink remaining a nurse. (+5) **. 
12. I struggle to give the highest levels of care to people whose lifestyles I personally do not support (+5) 
** 
42. I prioritise my time to focus on poorly patients and ration my time with those in better health (+6) * 
 
Initial notes of theme: Rational approach, prioritises complex care where patients are poorly. Uses 
judgement, whether on a personal or professional level as to what level of care makes a real difference, 
struggles to justify care for some patients. Personal beliefs are important and must not be trampled on. 
 
Items ranked equal or higher in the Factor 2 array than in any other Factor array: 
1.I will offend some people if I assist patients with their individual religious and spiritual practices (0), 
shares a z score with factor 3. On comparing the factors character and agency, this statement will be 
used in factor 2 only. 
5. An obese nurse is failing to lead patients by example (+2) * 
2.In my line of work, meeting cultural needs is of a lower priority than physical needs. (+1) ** 
7. Patients from some ethnic minorities need to expect that they will receive nursing from me that 
reflects the main stream healthcare culture.  (+1) shares a z score with factor 3. On comparing the 
factor’s character and agency, this statement will be used in factor 2 only. 
9. I cannot nurse a patient effectively if I react to something about the patient that offends me. (+4), 
shares a z score with factor 4. On comparing the factor’s character and agency, this statement will be 
used in factor 2 only. 
10. I find myself deviating from my role when trying to meet people’s non clinical needs (+4) ** 
13. My duty does not include addressing my patients’ spirituality and religion. (+1) 
19. Compassion is not fundamental in providing patients with optimal health outcomes. (+3) ** 
21. It is fine to benefit personally from recommending excellent products and services (+1) 
26. I will limit my nursing to a basic safe level when a patient behaves poorly or wastes nursing 
resources. (+4) 
28. I am not prepared to tolerate an underperforming nurse on my team (+1) 
33. Not understanding patients’ culture can fully impede me from developing therapeutic relationships 
with patients. (+3) shares a z score with factor 3. On comparing the factor’s character and agency, this 
statement will be used in factor 2 only. 
36. Rationing nursing time for patients has reduced my ability to deliver holistic care in nursing practice. 
(+3) 
37.I often find myself fulfilling patients’ needs that have not got much to do with nursing (+3) 
38. It should not be the norm that I go an extra mile in meeting patients’ needs. (+2) shares a z score 
with factor 1. On comparing the factor’s character and agency, this statement will be used in factor 1 
only. 
43. I appreciate that the best practice in nursing is not always affordable (+1) shares a z score with 
factors 3 and 5. On comparing the factor’s character and agency, this statement will be used in factor 2 
only. 
49. I am ineffective when distracted from nursing patients by organisations, managers and other people. 
(+4) ** 
50. Being underpaid affects my commitment to nursing. (+2) ** 
59. I believe that male nurses’ self-esteem is not helped by some nurses’ role stereotypes. (+2) 
60. Given an opportunity, I will be happy in a non-clinical job that pays more. (+2) * 
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Initial notes on themes: Patients’ physical health is a priority. This nurse accepts that healthcare is 
standardised and not always personalised. Standardised process is important to her/him, she/he does 
not like colleagues underperforming.  Personal beliefs, judgement and her/his own reaction to others 
may prevent this nurse from being therapeutic. Compassion may be in the way of being impartial and 
rational. This nurse will re-route herself/ himself away from what she/he does not understand, avoids 
being offended or engaging with people she considers unreceptive to care. She is not always 
cooperative with the employer and sees the workplace politics as a distraction to the point of needing to 
ration her/his time with patients. This nurse would value being paid more, even if this means to hold a 
non-clinical role. This nurse believes that a male nurse’s situation in nursing is harder to sustain. 
 
Items ranked equal or lower in the Factor 2 array than in any other Factor array: 
4.I identify with nurses who demonstrate the values of this country, including valuing diversity (0), 
shares a z score with factors 5 and 6. On comparing the factors’ character and agency, this statement 
will be used in factor 6 only. 
14. My personal sense of worth comes from helping those at their most vulnerable. (-3) 
15. My standing in the community comes from helping those at their most vulnerable (-2) 
16. It is in the patients’ interest for me to be accommodating. (-3) * 
17.It is my view that nursing within social care is less recognised (-1) shares a z score with factors 1,3 and 
4. On comparing the factors’ character and agency, this statement will be used in factor 4 only. 
18. I put my own needs aside at work (-1) shares a z score with factor 3. On comparing the factor’s 
character and agency, this statement will be used in factor 2 only. 
20. When prescribing medicines, I behave like a doctor. (-4) shares a z score with factor 3. On comparing 
the factor’s character and agency, this statement will be used in factor 2 only. 
22. My role is to manage specific health problems (-2)  
23. I constantly evaluate information about my patients (+2) shares a z score with factor 3. On 
comparing the factor’s character and agency, this statement will be used in factor 2 only. 
24. I would be comfortable with accountability for delivering nursing to those assigned to me. (0) * 
25. I need to be resourceful and creative to find better solutions for patients. (+1) shares a z score with 
factor 1. On comparing the factor’s character and agency, this statement will be used in factor 1 only. 
29. More face-to-face time with patients delivers better nursing. (+3) shares a z score with factor 3. On 
comparing the factor’s character and agency, this statement will be used in factor 3 only. 
31. I do not react to patients’ stereotypical expectations of a nurse. (-4) ** 
32. The way I make clinical judgement is unique to nursing. (-2) shares a z score with factor 4. On 
comparing the factor’s character and agency, this statement will be used in factor 2 only. 
34. I manage patients’ misconceptions of nurses with humour. (-4) ** 
41.I trust nurse associates to deliver care that is as safe as I would deliver it (-3) 
45. My face-to-face presence on patients’ journeys positively affects patients’ outcomes (0) shares a z 
score with factor 4. On comparing the factor’s character and agency, this statement will be used in 
factor 2 only. 
47. I am effective at delivering ‘hands-on’ nursing as well as teaching or managing others. (-2) 
48. I feel guilty when I don’t finish nursing patients once my shift has ended (0) 
53. I believe my PIN with the NMC is safe as long as I follow my employer’s accepted nursing practices. (-
4) ** 
54. I need the support of fellow nurses when questioning existing practice (-1) 
61. Having the choice of more than one professional role helps me to grow in directions I want. (0), 
shares a z score with factors 1 and 3. On comparing the factors’ character and agency, this statement 
will be used in factor 2 only. 
 
Initial notes on themes: This nurse sees her/his role as distinguished from the medical profession but 
not unique. This nurse sees herself/himself as part of a system and dislikes personal accountability or 
taking responsibility for both safety and the performance of the team. She is indifferent and able to 
nurse patients without actually seeing them face-to-face. She/he is likely to focus on fewer activities or 
tasks and does not like juggling many nursing activities. She may allow herself/himself to be creative on 
occasions. This nurse dislikes not being valued and recognised and will react if someone makes 
inappropriate assertions. This nurse identifies more with activities and tasks and may not find it easy to 
identify with different aspects of the practice.     
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Items ranked – 5 and -6. 
27. It is my duty to check the safety of my colleagues’ work. (-5) ** 
46. It seems that whatever my employer puts in my job description counts as nursing (-5) ** 
51. I can work safely if surrounded by underperforming colleagues. (-6). Factors 1 and 5 z scores -5. This 
statement will be kept in factor 5 as a mechanism of not being able to guarantee safety of own 
professional practice, in factor 1 as a mechanism of not being able to assure overall patients’ safety. 
 
Initial notes on the themes: This nurse has a clear idea about the scope and boundaries of nursing she is 
willing to engage with. She/he does not rely on the regulator or employer and may have individual views 
on how to sustain themselves in nursing. She/he is unlikely to join teams that struggle with performance 
and will assume responsibility for checking and supporting others with their practice. Nevertheless, this 
nurse is concerned about working within employers’ standard processes. 
 
Additional statement items from the factor 2 arrays that contribute to the factor 2 character and 
personality: 
22. My role is to manage specific health problems. (-2) 
(This nurse does not wish to manage) 
52. Getting counsel from a fellow nurse makes a difference to whether I cope or not with my work. (+2). 
Shows that this nurse values help and support from colleagues. 
40. My employer allows me paid time to research and evaluate the nursing care I give. (-3). Emphasis 
that this nurse feels her/his role needs to spend more time in evaluating care) 
 
Demographic information for factor 2 (sorts in order of weight- AU, AV, CD, AX): 

 3 sorters educated in England and one in Slovakia.   

 All sorters are female. 

 3 nurses are working in the adult nursing field, 1 in learning disability. Three sorters work within 

different NHS hospitals, 1 sorter in a GP practice (still NHS). 

 2 nurses work at level 6, and 2 at level 8.  

 The nurses that loaded on this factor have been in nursing for 2-22 years with a median of 10.2 

years. The ‘Q’ sort with the highest weight loading on this factor, the ‘Q’ sort AU, has been in 

nursing for 2 years. 

 The AU and AX sort provided 57% similarity in assembling their ‘Q’ sort, they work at the same 

NHS location, in different fields of nursing. 
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Table 8c Factor 3 crib sheet 
 
Coloured statements share z score value with another factor 
 
(Highlighted statements have been retained or excluded using logical abduction because the highest or 
lowest z scores have loaded equally on other factors. In order to preserve variance, those statements 
were allocated to match the various factors’ characteristics).                  
____________________________________________________________ 
Items ranking +6 and +5: 
25. I need to be resourceful and creative to find better solutions for patients (+6) 
41. I trust nurse associates to deliver care that is as safe as I would deliver it (+5) 
48. I feel guilty when I don’t finish nursing patients once my shift has ended (+5) * 
 
Initial notes on themes:  
 Has loads of work, has to look for solutions, happy to have a nurse associate to share workload with. All 
in the name of meeting patients’ needs so gets good self-esteem from completing work. 
 
Items ranked equal or higher in the Factor 3 array than in any other Factor array: 
1.I will offend some people if I assist patients with their individual religious and spiritual practices (0)- 
shared with the factor 2. On comparing the factor’s character and agency, this statement will be used in 
the factor 2 only. 
4. I identify with nurses who demonstrate the values of this country, including valuing diversity (+4). 
Shares a z score with factor 1. On comparing the factor’s character and agency, this statement will be 
used in factor 1 only. 
7. Patients from some ethnic minorities need to expect that they will receive nursing from me that 
reflects main-stream healthcare culture (+1) – shares a z score with factor 2. On comparing the factor’s 
character and agency, this statement will be used in factor 2 only. 
30. I sometimes do not work in the best interest of my own employer when helping patients (0) 
32. The way I make clinical judgement is unique to nursing (+2) 
33. Not understanding patients’ culture can fully impede me from developing therapeutic relationships 
with patients (+3) -shares a z score with factor 2. On comparing the factor’s character and agency, this 
statement will be used in factor 2 only. 
35. When I am wearing a uniform, patients respect me outright (+4) * - a distinctive statement in factor 
1 and so will use in both; factor 1= pride with profession, factor 3 = impartial, conscientious. 
43. I appreciate that the best practice in nursing is not always affordable (+1)- shared a z score with - a 
factors 2 and 5. On comparing the factors’ character and agency, this statement will be used in factor 2 
only. 
44. I negotiate with patients as to which of their health needs can be met by my employer’s resources 
(+2) *  
53. I believe my PIN with the NMC is safe as long as I follow my employer’s accepted nursing practices 
(+4) * 
 
Initial notes on the themes:  
 
Feels safe when working to structured procedures. Represents the employer by wearing a uniform and 
this allows professional distance when negotiating which health needs can and cannot be met by the 
employer. Believes herself/himself to have a unique dilemma when making nursing decisions. 
 
Items ranked equal or lower in the Factor 3 array than in any other Factor array: 
10. I find myself deviating from my role when trying to meet people’s non clinical needs (-3) * 
17. It is my view that nursing within social care is less recognised (-1) – shared a z score with factors 1,2 
and 4. On comparing the factors’ character and agency, this statement will be used in factor 4 only. 
18. I put my own needs aside at work (-1) – shared with factor 2. On comparing the factor’s character 
and agency, this statement will be used in factor 2 only. 
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20. When prescribing medicines, I behave like a doctor (-4) shared a z score with factor 2. On comparing 
the factor’s character and agency, this statement will be used in factor 2 only. 
22. My role is to manage specific health problems (-3) 
23. I constantly evaluate information about my patients (+2)- shared a z score with factor 2. On 
comparing the factor’s character and agency, this statement will be used in factor 2 only. 
24. I would be comfortable with accountability for delivering nursing to those assigned to me (+1) 
28. I am not prepared to tolerate an underperforming nurse on my team (-1) -shares a z score with 
factors 5 and 6. On comparing the factors’ character and agency, this statement will be used in factor 6 
only. 
29. More face-to-face time with patients delivers better nursing (+3) – shares a z score with factor 2. On 
comparing the factor’s character and agency, this statement will be used in factor 3 only. 
55. I embrace change in practice when my colleagues embrace it too (-2) 
61. Having the choice of more than one professional role helps me to grow in directions I want (0) 
shared a z score with factors 1 & 2. On comparing the factors’ character and agency, this statement will 
be used in factor 2 only. 
 
Initial notes on themes:  
Not entirely comfortable with taking accountability for decisions made, mostly because she follows 
employer processes and will not succumb easily to her/his colleagues’ influence. Her/His role is not only 
to manage health needs, she/he believes her/his role is wider than meeting clinical needs. 
 
Items ranked – 5 and -6. 
21.It is fine to benefit personally from recommending excellent products and services (-5) 
26. I will limit my nursing to a basic safe level when a patient behaves poorly or wastes nursing 
resources (-5); the factor’s 4 score is higher and at -6. On comparing the factor’s character and agency, 
this statement will be used in factor 4 only. 
38. It should not be a norm that I go the extra mile in meeting patients’ needs (-6) ** 
 
Initial notes on themes:  
Going the extra mile is part of the role, she feels obliged to meet expectations.  This nurse does not wish 
to benefit from her/his professional status, is highly ethical and considers impartiality to be important. 
 
Additional statement items from the factor 5 arrays that contribute to the factor 3 character and 
personality: 
 
47. I am effective at delivering ‘hands-on’ nursing as well as teaching or managing others (+1) *, a 
distinctive statement for factor 3 with p<0.05. Factor 1 scores +6. On comparing the factor’s character 
and agency, this statement will be used in both factors, the factor 1 as a mechanism of dealing with 
underperformance, in the factor 3, this statement defines the character of the factor. 
 
This follows that this is a versatile nurse.  
 
 
Demographic information for factor 3 (sorts in order of weight AB, AZ): 
 

 2 female sorters work in different private health locations in care homes. 

 The nurse providing the highest ‘Q’ sort weight was trained in the Philippines and works at pay 

band 6 in a care home. She has been in various care home roles for 15 years. The other nurse is 

from India and also works in a private care home at pay band level 6. She/he has been in 

her/his role for 19 years. 

 Both nurses are working in the adult nursing field. 
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Table 8d Factor 4 crib sheet  
Coloured statements share z score value with another factor 
 
(Highlighted statements have been retained or excluded using logical abduction because the highest or 
lowest z scores have loaded equally on other factors. In order to preserve variance, those statements 
were allocated to match the various factors’ characteristics).                  
__________________________________________________________ 
Items ranking +6 and +5: 
Statements highlighted in green are the highest items for Factor 4, not loading equally on any other 
factor. 
3. While nursing I demonstrate values and personal beliefs inherent to my background and ethnicity (+6) 
** 
27. It is my duty to check the safety of my colleagues’ work (+5) ** 
31. I do not react to patients’ stereotypical expectations of a nurse (+5) * 
 
Initial notes on theme: Concerned mostly about patients’ safety so ensures that all colleagues are 
practicing safely. Focused on the work, avoiding conflict with patients. Authentic to her personal 
concepts of nursing and who she is, her own culture of practice is the leading influence. 
 
Items ranked equal or higher in the Factor 4 array than in any other Factor array. The statement 
highlighted in green is the highest item for Factor 4, not loading equally on any other factor. 
9. I cannot nurse a patient effectively if I react to something about the patient that offends me (+4)- 
shares a z score with factor 2. On comparing the factor’s character and agency, this statement will be 
used in factor 2 only. 
15. My standing in the community comes from helping those who are most vulnerable (+3). Shares a z 
score with factor 6. On comparing the factor’s character and agency, this statement will be used in 
factor 6 only. 
18. I put my own needs aside at work (+3). Shares a z score with factors 1 and 6. On comparing the 
factors’ character and agency, this statement will be used in factor 6 only. 
20. When prescribing medicines, I behave like a doctor (-1) 
22. My role is to manage specific health problems (+2). Shares a z score with factor 1. On comparing the 
factor’s character and agency, this statement will be used in factor 1 only. 
24. I would be comfortable with accountability for delivering nursing to those assigned to me (+4). 
Shares a z score with factor 5. On comparing the factor’s character and agency, this statement will be 
used in factor 5 only. 
46. It seems that whatever my employer puts in my job description counts as nursing (-1). Shares a z 
score with factors 1 and 6. On comparing the factors’ character and agency, this statement will be used 
in factor 6 only. 
61. Having the choice of more than one professional role helps me to grow in the directions I want (+1). 
Shares a z score with factors 5 and 6. On comparing the factors’ character and agency, this statement 
will be used in factor 6 only. 
 
Initial notes on theme: Stops herself from reacting to what offends her by putting her own needs aside 
whilst trying to manage patient health problems. Understands her role within society to be helping the 
vulnerable; works to societal expectations. However, not everything the employer asks of her is nursing 
and she will be reluctant to meet all of the employers’ expectations. Confident in her work and is 
accountable for what she does but does not tend to engage in curative nursing. 
 
Items ranked equal or lower in the Factor 4 array than in any other Factor array. Statements 
highlighted in green are the highest items for Factor 4, not loading equally on any other factor. 
17.It is my view that nursing within social care is less recognised (-1). Shares a z score with factor 1,2 and 
3. On comparing the factors’ character and agency, this statement will be used in factor 4 only. 
32. The way I make clinical judgement is unique to nursing (-2). Shares a z score with factor 2. On 
comparing the factor’s character and agency, this statement will be used in factor 2 only. 
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33. Not understanding patients’ culture can fully impede me from developing therapeutic relationships 
with patients (-1) 
36. Rationing nursing time for patients has reduced my ability to deliver holistic care in nursing practice 
(-1) 
42. I prioritise my time to focus on poorly patients and ration my time with those in better health (+2). 
Shares a z score with factor 5. On comparing the factor’s character and agency, this statement will be 
used in factor 4 only. 
44. I negotiate with patients as to which of their health needs can be met by my employer’s resources (-
3). Shares a z score with factor 5. On comparing the factor’s character and agency, this statement will be 
used in factor 4 only. 
45. My face-to-face presence on patients’ journeys positively affects patients’ outcomes (0). Shares a z 
score with factor 2. On comparing the factor’s character and agency, this statement will be used in 
factor 2 only. 
49. I am ineffective when distracted from nursing patients by organisations, managers and other people 
(-4). Shares a z score with factor 1. On comparing the factor’s character and agency, this statement will 
be used in factor 4 only. 
50. Being underpaid affects my commitment to nursing (-4) * 
52. Getting counsel from a fellow nurse makes a difference as to whether I cope with my work or not (-
2) ** 
57. Going the extra mile in nursing is at my own personal discretion (-3) 
60. Given an opportunity, I will be happy in a non-clinical job that pays more (-3). Shares a z score with 
factor 1. On comparing the factor’s character and agency, this statement will be used in factor 4 only. 
 
Initial notes on the themes: 
In nursing as she views it as her vocation. Prioritises care for the vulnerable as she believes this is her 
‘social role and expectation, she values the social care role, and uses it as her approach. Will not get 
drawn much into resourcing people’s healthcare, curative nursing or complex clinical decision making, 
nor engaging at her own discretion. Will provide the service, and most of the activities people and 
organisations require of her and will not measure herself relative to the levels of holistic care delivered, 
rather, she will be concerned if not completing the activities expected of her by employers and 
organisations. Being committed to caring is part of nursing, pay comes secondary. Colleagues’ support is 
not an instrumental coping mechanism; avoidance of conflict is important. 
 
Items ranked – 5 and -6. 
Statements highlighted in green are the highest items for Factor 4, not loading equally on any other 
factor. 
 
6. If I were constantly asked to perform nursing activity in disharmony with my personal beliefs, I would 
rethink remaining a nurse (-5) 
26. I will limit my nursing to a basic safe level when a patient behaves poorly or wastes nursing 
resources (-6) 
30. I sometimes do not work in the best interest of my own employer when helping patients (-5) ** 
 
Initial notes on themes: Will not ‘cross swords’ with the employer.  Would find a way of nursing even if it 
involves disharmony with what she was asked to do. However difficult to care for someone, she will put 
herself out there and deliver care to patients generously even if this does not bring a positive outcome; 
it is important that this nurse performs the required activity with as caring a heart as possible. The 
job/nursing role is very important, a vocation, a lifestyle of caring for others.  
 
Additional statement items from the factor 4 arrays that contribute to the factor 4 character and 
personality: 
 
1.I will offend some people if I assist patients with their individual religious and spiritual practices (-2).  
2. In my line of work, meeting cultural needs is of a lower priority than physical needs (-3) 
 
Both the above statements expand the idea that this nurse does not have polarised ideas of her own but 
knows what is right and so will work to people’s expectations rather than to her principles. 
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7. Patients from some ethnic minorities need to expect that they will receive nursing from me that 
reflects main-stream healthcare culture (0) 
8. I can meet patients’ cultural needs as far as I choose to (0) 
 
Both statements above expand on this nurse’s indifference to utilising her own discretion, working to a 
specific main-stream nursing culture; this nurse will fulfil the immediate activities required of her in a 
caring and responsive way; being led, rather than leading.  
 
25. I need to be resourceful and creative to find better solutions for patients (+4) 
The above statement infers that it is important to meet the employer’s requirements, however, if the 
patient needs non-standard care activity, this nurse will accommodate them, even if the employer 
would rather, she did not.  
 
Demographic information for factor 4 (sorts in order of weight: BL, BE, AQ): 

 All sorting nurses have been trained in different countries (South Africa, Romania and 

Philippines) and therefore, it is their practice and not their diverse background that leads them 

to hold similar viewpoints.  

 3 female nurses loaded on this factor. 

 All 3 nurses are working in the adult nursing field and in different locations, one of them within 

the NHS. 

 3 nurses’ roles and pay bands vary. One is an advanced practitioner (level 8), one works in 

operations across regional sites (level 7) and one works as nurse in charge of a nursing home 

(level 6).  

 The highest weight loading on the factor is the AQ sort. 

 The nurses that loaded on this factor have been in nursing for 23-30 years, the median being 

24.3 years. The nurses have learned how to navigate their practice successfully. 
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Table 8e Factor 5 crib sheet 
 
Coloured statements share z score value with another factor. 
 
(Highlighted statements have been retained or excluded using logical abduction because the highest or 
lowest z scores have loaded equally on other factors. In order to preserve variance, those statements 
were allocated to match the various factors’ characteristics).                  
___________________________________________________________________ 
Items ranking +6 and +5: 
23. I constantly evaluate information about my patients (+6) * 
29. More face-to-face time with patients delivers better nursing (+5). Shares a z score with factors 1 and 
6. On comparing the factors’ character and agency, this statement will be used in factor 1 only. 
47. I am effective at delivering ‘hands-on’ nursing as well as teaching or managing others (+5) 
 
Initial notes on themes: Analytical, wants to make the right decisions and this is very important. Seeing 
patients’ face-to-face results in better decision making. A multitasker who can provide direct care as 
well as teach and manage others.  
 
Items ranked equal or higher in the Factor 5 array than in any other Factor array: 
8. I can meet patients’ cultural needs as far as I choose to (+2) 
16. It’s in the patients’ interest for me to be accommodating (+3) 
52. Getting counsel from a fellow nurse makes a difference as to whether I cope with my work or not 
(+3) 
55. I embrace change in practice when my colleagues embrace it too (+2) 
56. Without stamina I would not be able to nurse (+4) * 
57. Going the extra mile in nursing is at my own personal discretion (+4) ** 
43. I appreciate that the best practice in nursing is not always affordable (+1)- This statement shares a z 
score with factors 2 and 3. On comparing the factors’ character and agency, this statement will be used 
in factor 2 only. 
54. I need the support of fellow nurses when questioning existing practice (+3) – This statement shares a 
z score with factor 1. On comparing the factor’s character and agency, this statement will be used in 
factor 1 only. 
58. I find myself burned out periodically by the nature of nursing work (+3). This statement shares a z 
score with factor 6. On comparing the factor’s character and agency, this statement will be used in 
factor 6 as well as factor 5 because this issue has differing causality. 
61. Having the choice of more than one professional role helps me to grow in the directions I want (+1) –
The statement with the highest overall consensus with other factors, shares a z score with factors 4 and 
6. On comparing the factors’ character and agency, this statement will be used in factor 6 only. 
 
Initial notes on themes:  
 
Will go the extra mile but only when she decides to do so. Confident about her decision making and will 
choose what care she will or will not provide depending on the circumstances. Has an inner strength 
that drives her. Prefers to consult with colleagues, whether seeking counsel or support, or also to decide 
how best to go about a new practice – is an evaluator and the employer does not give her enough time 
to do this. This nurse either engages in a 2nd role or has another job to reduce the pressure of her work, 
otherwise she periodically burns out.  
 
Items ranked equal or lower in the Factor 5 array than in any other Factor array: 
3.While nursing I demonstrate values and personal beliefs inherent to my background and ethnicity (-1) 
11. I do not wholly rely on my employer or the NMC guidelines as to what constitutes person-centred 
care (-4) * 
17. It is my view that nursing within social care is less recognised (-1) 
35. When I am wearing a uniform, patients respect me outright (-4) 
59.I believe that male nurses’ self-esteem is not helped by some nurses’ role stereotypes (-4) 
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45. My face-to-face presence on patients’ journeys positively affects patients’ outcomes (+1)- the least 
agreement when compared with other factors; it is most likely she gives credit to the team then to 
herself. 
4. I identify with nurses who demonstrate the values of this country, including valuing diversity (0) –This 
statement shares a z score with factors 2 and 6. On comparing the factors’ character and agency, this 
statement will be used in factor 6 only. 
24. I would be comfortable with accountability for delivering nursing to those assigned to me (+4) – this 
statement shares a z score with factor 4. On comparing the factor’s character and agency, this 
statement will be used in factor 4 only. 
28. I am not prepared to tolerate an underperforming nurse on my team (-1)- this statement shares a z 
score with factors 3 and 6. On comparing the factors’ character and agency, this statement will be used 
in factor 6 only. 
42. I prioritise my time to focus on poorly patients and ration my time with those in better health (+2), 
This statement shares a z score with factor 4. On comparing the factor’s character and agency, this 
statement will be used in factor 4 only. 
44. I negotiate with patients as to which of their health needs can be met by my employer’s resources (-
4) This statement shares a z score with factor 4. On comparing the factor’s character and agency, this 
statement will be used in factor 4 only. 
 
Initial notes on the themes:  
 
This nurse takes lead from the NMC and employer’s guidance on how to approach patients in 
personalising their care. She depersonalises herself to best support patients and does not wish to be 
judged or pigeonholed due to factors such as; where she works, her personality or what she wears. She 
believes that male nurses are still nurses and gender should play a minimal role on how they are 
perceived.   
 
Items ranked – 5 and -6. 
2.In my line of work, meeting cultural needs is of a lower priority than physical needs (-5) 
19. Compassion is not fundamental in providing patients with optimal health outcomes (-6) 
51. I can work safely if surrounded by underperforming colleagues (-5). The factor shares a z score with 
factor 1, although the factor’s 2 z score is higher and at -6. On comparing the factors’ character and 
agency, this statement will be used in factor 2 as the agency and in factor 1 as part of its character). 
 
Initial notes on the themes:  
Her pillars of good nursing are compassion, holistic care and safety.  
 
Additional statement items from the factor 5 arrays that contribute to the factor 5 character and 
personality: 
 
34. I manage patients’ misconceptions of nurses with humour (0) * - p<0.5 (all other factors are in much 
greater agreement, except factor 2 providing disagreement at 4). Is focused, analytical and feels nursing 
should not be judged by nurses. 
26. I will limit my nursing to a basic safe level when a patient behaves poorly or wastes nursing 
resources (-2) * - p<0.5 (all other factors provide more disagreement with this) – more a scientific 
approach than judging patients by behaviour. 
53. I believe my PIN with the NMC is safe as long as I follow my employer’s accepted nursing practices (-
2) * - p<0.5 (the factor 2 z score -4); this factor questions practice and does not follow process blindly. 
38. It should not be a norm that I go the extra mile in meeting patients’ needs (-4) ** (the factor 3 z 
score is -6) –This factor believes that she is not a free resource and going the extra mile is at her 
discretion- she sticks to that principle. 
40.  My employer allows me paid time to research and evaluate the nursing care I give (-1) (the factor 1 
is neutral with z score 0 and so factors 4 and 5 with z score -1 are the highest; after logical abduction this 
statement is best served in factor 5). 
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Demographic information for factor 5 (sorts in order of weight AA, BZ, AC): 
 

 3 female sorters work in different NHS or private health locations. 

 The nurse providing the highest ‘Q’ sort weight was trained in England and works at pay band 5 

within the NHS community services and has been in her role for 5 years, the lowest of the 

group. The other nurse from Seychelles works for private health at pay band level 6 and the 

nurse from Nepal works for both the NHS hospital and in the private health sector at pay band 

level 7. 

 The sorters have an average of 22.3 years of experience in nursing. 

 All nurses are working in the adult nursing field. 
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Table 8f Factor 6 crib sheet 

  
Coloured statements share z score value with another factor. 
(Highlighted statements have been retained or excluded using logical abduction because the highest or 
lowest z scores have loaded equally on other factors. In order to preserve variance, those statements 
were allocated to match the various factors’ characteristics).               
______________________________________________________ 
Items ranking +6 and +5: 
14. My personal sense of worth comes from helping those at their most vulnerable (+6) ** 
29. More face-to-face time with patients delivers better nursing (+5), shares a z score with factors 1 and 
5. On comparing the factors’ character and agency, this statement will be used in factor 1 only. 
39. Working long hours impacts the quality of my life (+5) * 
 
Initial notes on themes: This nurse’s self-esteem comes from helping the most vulnerable. By helping, 
this means she sees them face-to-face. She dedicates many hours to others, to the point of this affecting 
her quality of life.  
 
Items ranked equal or higher in Factor 6 array than in any other Factor array: 
11. I do not wholly rely on my employer or the NMC guidelines to determine what constitutes person-
centred care (+2) 
15. My standing in the community comes from helping those at their most vulnerable (+3) shares a z 
score with factor 4. On comparing the factor’s character and agency, this statement will be used in 
factor 4 only. 
18. I put my own needs aside at work (+3) shares a z score with factors 1 and 4. On comparing the 
factors’ character and agency, this statement will be used in factor 6 only. 
46. It seems that whatever my employer puts in my job description counts as nursing (-1) shares a z 
score with factors 1 and 4. On comparing the factors’ character and agency, this statement will be used 
in factor 6 only. 
51. I can work safely if surrounded by underperforming colleagues (-3) 
58. I find myself burned out periodically by the nature of nursing work (+3) shares a z score with factor 
5. On comparing the factor’s character and agency, this statement will be used in factor 6 only. 
61. Having choice of more than one professional role helps me to grow in directions I want (+1) shares a 
z score with factors 4 and 5. On comparing the factors’ character and agency, this statement will be 
used in factor 6 only. 
 
Initial notes on the themes: This nurse’s personal and social identity and self-esteem are founded on her 
choice of work in nursing, helping those in need. She will be patient/person led and create her own 
direction of nursing, not wholly relying on the NMC or employer. Those in need of nursing come first, 
whereas the nurses’ needs may not be met, she will make personal sacrifices. She finds herself 
periodically burnt out, looking for ways to ease the pressure. Having another role or working in several 
areas may be a stratagem. She does not feel able to practice safely when those on her team are 
underperforming.  
 
Items ranked equal or lower in the Factor 6 array than in any other Factor array: 
4. I identify with nurses who demonstrate the values of this country, including valuing diversity (0), 
shares a z score with factors 2 and 5. On comparing the factors’ character and agency, this statement 
will be used in factor 6 only. 
5. An obese nurse is failing to lead patients by example (-3) 
7. Patients from some ethnic minorities need to expect that they will receive nursing from me that 
reflects main-stream healthcare culture (-2) 
8. I can meet patients’ cultural needs as far as I choose to (-3), shares a z score with factor 1. On 
comparing the factor’s character and agency, this statement will be used in factor 1 only. 
9. I cannot nurse a patient effectively if I react to something about the patient that offends me (-4), 
shares a z score with factor 1. On comparing the factor’s character and agency, this statement will be 
used in factor 1 only. 
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28. I am not prepared to tolerate an underperforming nurse on my team (-1) shares a z score with 
factors 3 and 5. On comparing the factors’ character and agency, this statement will be used in factor 6 
only; because factor 6 z score suggest that this factor is most tolerant. 
40. My employer allows me paid time to research and evaluate the nursing care I give (-4) *. 
 
Initial notes on the themes: This nurse needs more time to reflect and evaluate the nursing care she 
gives and does not get enough of it. She puts herself out there and will tend to patients that may be 
difficult to nurse or, whom on a personal level may appear offensive. This nurse is caring, and it is not 
only an option to meet cultural needs, it is her duty and calling. This nurse will attempt to satisfy ethnic 
minorities’ requirements and needs but appreciates that organisational culture will limit these. This 
nurse does not like underperformance but will support colleagues that are not performing because she 
wants to help and care for others. This nurse does not feel that nurses need to appear politically correct, 
a nurse may be obese but still be a Caring Nurse.  This nurse focuses on matters from the bottom up, 
making herself count at the front lines, leaving the others to lead and communicate professional values.  
Items ranked – 5 and -6. 
12. I struggle to give the highest levels of care to people whose lifestyles I personally do not support (-5) 
13.My duty does not include addressing my patients’ spirituality and religion (-6) – Factor 1 z score is -5 
but in factor 6 this statement is more in line with its’ character. For this reason, this statement has been 
removed from factor 1. 
19. Compassion is not fundamental in providing patients with optimal health outcomes (-5), factor 5 
scores this as -6. On comparing the factors’ character and agency, this statement will be used in factor 6 
in terms of agency and in 5 as a stratagem. 
 
Initial notes on the themes: This nurse is compassionate and caring, she holistically supports patients 
toward optimal health.  
 
Additional statement items from the factor 6 arrays that contribute to the factor 6 character and 
personality: 
17. It is my view that nursing within social care is less recognised (0). This infers the notion that this 
nurse’s nursing is strongly linked to the personal aspiration of caring for others and that this nurse is not 
concerned about wider professional issues within nursing as much. 
21. It is fine to benefit personally from recommending excellent products and services (-4). For this 
nurse it is more typical to self-sacrifice than to benefit economically.  
23. I constantly evaluate information about my patients (+4). This confirms that this nurse is constantly 
wanting to evaluate patients’ care, perhaps she does not have enough resources in her employment to 
do so.  
27. It is my duty to check the safety of my colleagues’ work (+2). This expands the understanding that 
this nurse is looking out to ensure patient safety by monitoring others and reducing any negative impact 
on patients.  
36. Rationing nursing time for patients has reduced my ability to deliver holistic care in nursing practice 
(+2). This expands on the fact that this caring and holistic nurse is stretched too thinly and at times has 
to compromise some of her desired ways of nursing.  
 
Demographic information for factor 6 (sorts in order of weight- BY, AD, BS, AS, AY, BG): 

 5 female sorters and 1 male sorter load this factor and so it follows that gender is not 

instrumental in holding similar views within this factor. 

 3 female sorters work in different NHS or private health sector locations and hold Romanian 

training. All three Romanian nurses work at pay band level 6 and have either 4,6, or 30 years of 

nursing experience. One female sorter is from India and worked for the NHS at level 7 for the 

past 9 years, one other sorter is from Australia and worked there for the past 9 years, and for 

the past year has worked in the UK in the private health sector. The male sorter is from 

Portugal and also works in private health at pay band 7. 

 The highest loading on the factor is by BY, originally from Australia, working at pay band level 6. 

 The sorters have an average of 10.9 years of experience in nursing. 

 All nurses are working in the adult nursing field. 

 All the sorters are immigrant nurses. 
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Appendix N: Factors’ consensus and differences tables 
 

Table 10a: Consensus and differences between factors 1 and 2 
Key agreements between factors 1 
& 2 backed by statistical 
information 

Key differences between factors 1 & 2 backed by statistical 
information 

Both factor 1 and factor 2 nurses 
agree that their nursing job is not 
founded in servitude or charity and 
that they should not be expected 
to go the extra mile to meet 
patients’ needs (38); both types 
manage their work life balance well 
and without emotional stress 
caused by guilt or obligation. [38: 
0.061] 
 
Both factors’ nurses value 
collaborations and consultations 
with colleagues and this helps 
them to cope with tensions they 
experience in their roles (52). [52: 
0.076] 
 
Both factors’ nurses do not tolerate 
colleagues’ underperformance (28) 
and are concerned about patients’ 
safety. [28: 0.088] 
 
 

Factor 1’s self-esteem depends on belonging to the nursing 
profession and her/his commitment is not pay-related (35). 
Factor 2’s self- esteem comes from recognition of clinical 
expertise (49, 46, 10, 2) and commitment to the profession (50, 
60) is pay- related. 
 
Factor 1 is a holistic, inclusive, accommodating and people-
focused practitioner (1, 2), whereas Factor 2 focuses on clinical 
needs (16, 19), practices strict prioritisation based on value (42, 
12), and is assertive (31, 34, 6) 
Factor 2 believes in leading by example, including in terms of 
presentation (5) whereas Factor 1 is liberal and does not hold 
judgements on how people should present themselves.  
 
Factor 2 will analyse and question regulations and employment 
procedures and has reservations about being accountable for 
meeting standards she does not approve of (53, 24) Factor 1 
relies on following regulations and procedures; she will clarify 
them with colleagues, practice discretion but follow them.  
 
The factor 2 nurse sets boundaries as to what she will take on as 
part of her/his role and she does not wish to take responsibility 
for colleagues’ failings or performance (27). Factor 1 is 
concerned about patients’ safety and will monitor colleagues’ 
performance and willingly teach and mentor them.  
 
[35: 1.931; 50: 1.849; 60: 1.888; 49: 2.408; 46: 1.705; 10: 1.985; 
2: 2.602; 1: 1.456; 2: 2.602; 16: 1.813; 19: 2.176; 42:  1.112; 12: 
2.727; 31: 2.211; 34: 2.532; 6: 2.439; 5: 1.649; 53: 2.340; 24: 
1.167; 27: 2.064] 

Further main agreements between 
factors 1 & 2  

Further main differences between factors 1 & 2  

Agency:  
Both factors’ nurses evaluate 
information constantly (both value 
safety and people’s lives) 
Personal elements: 
Both factors’ nurses provide a 
measured response whilst enacting 
their role (for different reasons) 
 
Both factors’ nurses work towards 
an abstract goal, even though 
these goals are different (Factor 1 
is humanitarian, factor 2 is an 
expert) 
 
 
 

Agency:  
Factor 1 evaluates on her/his feet and face-to-face, factor 2 
needs distance/ space and time to evaluate [47: 3.057] 
Factor 1 is not judgemental, factor 2 makes judgements to 
discern what activity is of value and has impact [2: 2.602] 
Factor 1 uses humour to lighten difficult situations. Factor 2 is 
focused on being right and will assert themselves. [34: 2.532] 
Personal elements: 
Factor 1 has an altruistic and wide focus; Factor 2 has a specialist 
narrow focus. [19: 2.176] 
 
Factor 1 is of liberal and accommodating nature, whereas factor 
2 deliberately manages tension when balancing own emotional 
response with professional expectations. [16: 1.813] 
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State and employer relationship: 
Safety delivered by the nursing 
work is important (they go about it 
differently) 
 
Communities of practice: 
Both factors’ nurses engage with 
colleagues and communities of 
practice to ensure that their 
practice is safe and to advance and 
improve it. [52: 0.076] 

State and employer relationship: 
Factor 1 follows standard process believing it provides safety, 
factor 2 analyses and evaluates processes to ensure they provide 
safety. [27: 2.064] 
Communities of practice: 
Factor 1 engages with the team and is instrumental in ensuring 
that whole profession does good work. Factor 2 engages with 
the team to share responsibility for decisions made as well as for 
her/his own assurance that decisions made by her/his are 
correct/approved by her/his community of practice. 
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Table 10b: Consensus and differences between factors 1 and 3 
Key agreements between factors 1 & 
3 backed by statistical information 

Key differences between factors 1 & 3 backed by statistical 
information 

Both factors’ nurses believe that it is in 
the patients’ interest for them to be 
accommodating (16) [16: 0.025] 
 
Both factors’ nurses use compassion to 
demonstrate care and dedication to 
people (19) [19: 0.197] 
 

Factor 1’s self-esteem depends on belonging to the nursing 
profession, helping and supporting people (35). Factor 3’s 
self-esteem comes from delivering work/nursing to people 
ethically, timely and as people expect, otherwise it causes her 
stress (10, 44, 47,48). In contrast, the factor 1 nurse does not 
put herself under stress to meet all expectations, even 
though she will do what she can to address people’s needs 
holistically.  
 
The Factor 3 nurse feels strongly that going the extra mile in 
meeting people’ expectations and needs is part of her role 
(38) whereas the factor 1 nurse disagrees that this should be 
an expected norm. 
 
Factor 1 is a holistic, inclusive, accommodating and people- 
focused practitioner (1, 2), whereas the Factor 3 nurse 
believes that people’s needs need to be met holistically, she 
is preoccupied with efficiency and work processes.  
 
The Factor 3 nurse is conscientious toward the employer and 
works to agreed regulations and standards, regardless of 
colleagues influence or patients’ expectations (53). In 
contrast, the factor 1 nurse will follow regulations but will 
collaborate with colleagues or embrace patients’ 
expectations if she feels that procedures need to be 
questioned to keep everyone safe. 
 
[35: 0.731; 48: 1.181; 10: 0.653; 44: 1.134; 38: 3.088; 1: 
1.573; 2: 0.810; 53: 1.007] 

Further main agreements between 
factors 1 & 3 

Further main differences between factors 1 & 3  
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Agency:  
Both factors’ nurses are hands-on and 
for ethical or social reasons want to be 
present on patients’ journeys and to 
positively support them [45: 0.305]  
 
Both factors’ nurses will avoid conflicts 
with patients and be accommodating 
rather than assertive [0.235] 
 
State and employer relationship: 
 
Both factors’ nurses respect standards 
and regulations and their employer’s 
requirements, even though this is a 
more prominent trait in factor 3 [46: 
0.478] 
 
Communities of practice: 
Both factors’ nurses agree that their 
duty is to check their colleagues’ work 
(27). The factor 1 nurse wants to 
ensure safety, the factor 3 nurse wants 
to make sure regulations and 
standards are met (and safety is 
delivered as a consequence). [27: 
0.110] 
 
 

Agency:  
The Factor 3 nurse is exceptionally driven and resourceful in 
finding solutions for patients, whereas factor 1 is reluctant to 
go the extra mile, except when personalising patients’ care 
[25: 1.416] 
 
Personal elements: 
Whilst the factor 3 nurse believes that for ethical reasons a 
good nurse is impartial and works to standards and 
regulations (21, 53). In contrast, the factor 1 nurse will go out 
of his way to signpost people, make recommendations so 
their holistic needs are met, whilst weaving around 
regulations and standards [21: 1.648, 53: 1.007]  
 
State and employer relationship: 
The Factor 3 nurse partners with the employer and becomes 
involved in some financial or commercial activities to 
negotiate meeting healthcare needs (44). In contrast the 
factor 1 nurse disagrees that this is her role [44: 1.134] 
 
Communities of practice: 
Both factors’ nurses provide direct nursing, teach, mentor 
and multitask (47). However, factor 1 is doing this naturally, 
as a stratagem for dealing with underperformance, and 
because she wants her team/profession to improve patients’ 
safety. The Factor 3 nurse will only do this out of duty and to 
deliver on all expected work [47: 1.781] or to support less 
versatile apprentices (41) [41: 1.080] 
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Table 10c: Consensus and differences between factors 1 and 4 
Key agreements between factors 1 & 
4 backed by statistical information 

Key differences between factors 1 & 4 backed by statistical 
information 

Both factors’ social standing comes 
from helping vulnerable people [15: 
0.091]. However, factor 1’s standing 
comes from belonging to an altruistic 
profession and factor 4’s comes from a 
personal calling. The primary 
motivation for being in nursing is not 
money [50: 0.568], rather, both factors 
self-esteem improves through 
identifying and being in nursing work.  

Factor 1’s self-esteem depends on belonging to the nursing 
profession, helping and supporting people. Factor 1 wants to 
demonstrate this using external symbols to gain respect as 
well as communicate his humanitarian actions and skills (35, 
1, 2). Factor 1 holds back from demonstrating her own 
personal beliefs and cultural background. Factor 4’s self-
esteem comes from fulfilling her personal calling to care for 
people in harmony with her personal beliefs and culture and 
will not hold back demonstrating those whilst nursing (3). 
 
The factor 4 nurse uses the employer as a vehicle to fulfil her 
personal calling to nurse others, and will not work against the 
interest of her employer. Factor 1 also respects the employer 
but her care is patient-led and so she will put patients’ first.  
 
The factor 4 nurse will not react to patients’ stereotypical 
expectations of a nurse, and factor 1 is not reactive either, 
however will attempt to make a point using humour and 
other actions. 
 
For the factor 4 nurse, having counsel and support from her 
colleagues is not an instrumental coping mechanism, she is 
extremely focused on compliance. She checks her colleagues’ 
work to ensure they meet standards and regulations set by 
the employer. The factor 1 nurse will monitor and manage 
colleagues’ work, however, she is motivated by improving 
patients’ safety rather than compliance.  
 
[35: 1.202; 1: 0.783; 2: 0.979; 3: 1.617; 30:1.070; 31: 1.028; 
52: 1.126; 27: 1.517] 
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Further main agreements between 
factors 1 & 4 

Further main differences between factors 1 & 4 

Agency:  
Both factors’ nurses recognise that 
people’s social and spiritual needs are 
required to be met. 
 
State and employer relationship: 
Both factors’ nurses respect and follow 
standards and regulations. 
 
Both the factor 4 and factor 1 nurses 
are not susceptible to becoming 
burned out by the nature of their 
work. Both factors’ nurses experience 
increased self-esteem whilst nursing. 
The factor 1 nurse knows when to 
draw the line without feeling that he 
let someone down. For the factor 4 
nurse, nursing is a lifestyle, she is likely 
caring for people outside her work and 
enjoying it. [58: 0.54] 

Agency:  
The factor 1 nurse is a multitasker, whereas the factor 4 
nurse focuses on compliance and social and cultural support 
for people.  
 
Personal elements: 
Her personal calling to help and support others is strong and 
so the factor 4 nurse is spontaneous in helping to support 
people, even if only through her presence, whatever the 
outcome for the patient. Factor 1’s approach is structured 
and measured and less spontaneous. 
State and employer relationship: 
Factor 4 is less inclined to question standards and 
regulations; she will wish to follow them. The factor 1 nurse 
will question standards and regulations with the support of 
her colleagues.  
Communities of practice: 
The factor 1 nurse deals with underperformance by teaching 
and mentoring others. The factor 4 nurse will check others’ 
compliance but not engage in resolving it. [29: 1.165] 
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Table 10d: Consensus and differences between factors 1 and 5 
Key agreements between factors 1 & 
5 backed by statistical information 

Key differences between factors 1 & 5 backed by statistical 
information 

 Both factors’ nurses evaluate their 
work and recognise cultural needs to 
be important in achieving patients’ 
wellbeing and are not afraid of 
meeting the needs of people that are 
on a social level, challenging to work 
with [2: 0.602; 26: 0.542; 23: 0.602]. 
Factor 1 is motivated by her 
humanitarian ideology, whereas factor 
5 will enjoy resolving such patients’ 
issues logically.  
 
 
 

Factor 1’s self-esteem depends on belonging to the nursing 
profession and helping and supporting people. Factor 1 
wants to demonstrate this using external symbols to gain 
respect (35). Factor 1 holds back from demonstrating her 
own personal beliefs and cultural background as she wants to 
be patient-led. Factor 5 is intensely determined to 
depersonalise, and blend into a collective profession whilst 
nursing. She does not appreciate or react to anyone’s 
judgements, her self-esteem comes from her well-aimed and 
purposeful work and her inner desire to make a difference to 
people (56, 34). Factor 5 will go the extra mile if this is left to 
her own discretion (38, 57), she spends her time reviewing 
aims and strategies because she aspires to be technically 
correct, efficient and smart in serving people. In contrast, 
factor 1 cares about practicing safely and holistically (1) and 
prefers to be guided by standards and regulations rather 
than using his own discretion to achieve great work. Factor 1 
is not happy with going the extra mile as a norm. 
 
 
Factor 5 will evaluate standards and regulations to see how 
these serve her and her patients’ aims and purpose (11,53). 
She wants to be instrumental in getting patients’ care right. 
In contrast, the factor 1 nurse will question standards and 
regulations as part of a team, making sure that the care 
delivered by the team remains safe. 
 
[11: 1.874; 53: 1.255; 35: 2.335; 56: 1.504; 34: 1.330; 38: 
2.215; 57: 2.812; 1: 1.157] 
] 

Further main agreements between 
factors 1 & 5 

Further main differences between factors 1 & 5 
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Agency:  
Both factors’ nurses use compassion as 
a nursing mechanism and are patient- 
led to ensure they deliver holistic and 
personalised care [19: 0.786; 16: 
0.377] 
 
Both factors’ nurses identify strongly 
with nursing and not the medical 
profession [20: 0.001] 
 
Communities of practice: 
 
Both factors’ nurses are versatile and 
skilled practitioners able to deliver 
hands-on care, teach and mentor and 
manage others (47). However, factor 1 
does this to keep patients’ safe and the 
factor 5 nurse does this because one 
thing that boosts her self-esteem is 
opportunity to show her expertise. [47: 
0.194] 
 
Both factors’ nurses consult with 
colleagues to question existing practice 
[54: 0.004], although the factor 5 nurse 
gains confidence through those 
discussions and is happy to challenge 
standards readily and more confidently 
than the factor 1 nurse [11: 1.874; 53: 
1.255] 

Agency:  
The factor 5 nurse will not react to patients’ stereotypical 
views on nursing, the factor 1 nurse will attempt to challenge 
them [34: 1.330] 
State and employer relationship: 
When dealing with complex situations factor 5 will spend 
excessive time to cogitate, analyse and plan the next step. 
This may ‘burn her up’. The factor 1 nurse has no such 
intensive drive to resolve matters in such a perfectionist 
manner. (58: 2.170] 
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Table 10e: Consensus and differences between factors 1 and 6 
Key agreements between factors 1 & 
6 backed by statistical information 

Key differences between factors 1 & 6 backed by statistical 
information 

Both factors’ nurses are holistic and 
patient-led practitioners [30: 0.047] 
 
Both factors’ nurses lead by 
demonstrating compassion and care 
[19: 0.323; 5: 0.016] 
 
Both factors’ nurses may opt for 
different roles to continue growing 
and developing, although the factor 6 
nurse uses this as a stratagem when 
burnt out [61: 0.193] 
 
Both factors’ nurses will ‘weave’ 
around the requirements of their role 
and will be creative in personalising 
patients’ care [10: 0.044] 
 
Both factors’ nurses appreciate the 
counsel of their colleagues in coping 
with and improving nursing practice 
together. [52: 0.028]. They also both 
check colleagues’ work [27: 0.526] and 
fill gaps to ensure safety. 

Factor 1’s self-esteem is derived from belonging to the 
nursing profession, helping and supporting people; factor 1 
wants to demonstrate this using external symbols to gain 
respect (35).  Factor’s 6 sense of worth comes from helping 
the most vulnerable people or those in danger (14) and he 
does not draw his self-esteem from belonging to the nursing 
profession or have a need to demonstrate this socially.  
 
Factor 1 and factor 6 both recognise the need for culturally 
sensitive care; however, the factor 6 nurse chooses to focus 
on people that are most vulnerable, and this comes with 
being adventurous and practical in avoiding danger.  In 
contrast, the Factor 1 nurse is an expert in meeting patients’ 
cultural needs sensitively and will not compromise this (2). 
 
The factor 6 nurse is exceptionally aware that his actions save 
lives. He is unable to accept failure and feels guilty if he leaves 
people with serious unmet needs at the front line. For this 
reason, he works long hours and often burns out (39). In 
contrast, the factor 1 nurse will not work in a way that would 
significantly affect her quality of life.  
 
The factor 6 nurse is motivated by saving lives and protecting 
people. His self-esteem depends on feeling in control of the 
dangers facing his patients. To do this he needs space to 
analyse and evaluate the complexities of his patients’ care 
and upskill in the areas his patients require. If his employer 
does not provide this, this could make or break factor 6’s 
decision to stay in his role (40). In contrast the factor 1 nurse 
evaluates matters on her feet and is able to move on without 
emotionally burdening herself. 
 
[35: 1.675; 14: 1.635; 2: 1.410; 39: 2.183; 40: 1.384] 
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Table 10f: Consensus and differences between factors 5 and 6 
Key agreements between factors 5 & 
6 backed by statistical information 

Key differences between factors 5 & 6 backed by statistical 
information 

  
Both factors’ nurses believe that as 
long as their employer is happy with 
their work, their registration with the 
regulator will remain safe [53: 0.563] 
 
Both factors’ nurses have a degree of 
personal motivation reflecting 
altruistic desires [56: 0.796]. Whilst the 
factor 6 nurse is prepared to undergo 
personal sacrifices to preserve her own 
self-esteem, both factors’ nurses find 
the nature of nursing exhausting, 
especially when trying to resolve 
complexities [58: 0.026; 42: 0.171]. 
 
 
Neither of the factors’ nurses like 
conflict and will avoid it, and both are 
selfless when nursing [34: 0.640]. 
Although the factor 5 nurse likes to be 
recognised for her expertise so will 
challenge others’ practice in a 
collected way or draw the line when 
her time is wasted [26: 0.910]. 
 
 

Factor’s 6 sense of worth comes from helping most 
vulnerable people or those in danger and in need of 
protection (14). Factor 5’s self-esteem comes from her well-
aimed and purposeful work and inner desire to make a 
difference to people. Factor 5 will go the extra mile, strictly at 
her discretion (38, 57), spending her time reviewing aims and 
strategies because she admires being technically correct, 
efficient and smart in serving people. In contrast, factor 6 will 
put long hours in saving and protecting people, going the 
extra mile in overseeing people’s outcomes (39) and burning 
out. 
 
 
Factor 5 will eagerly evaluate and challenge standards and 
regulations so these serve her and her patients’ aims and 
purpose (11). In contrast, factor 6 nurse will not challenge 
standards, they will direct themselves and weave around 
standards, be adventurous in meeting people’s needs and his 
own professional risk. 
 
 
Both nurses base their decision on thorough evaluation of 
issues at stake [23: 0.889], however factor 6 does this to stay 
in control and recognise danger, whereas factor 5 nurse want 
to make right/expert decisions. In contract with factor 5, 
factor 6 nurse will experience severe tensions when unable 
to evaluate care his gives; he loses control and is unable to 
care (40). Factor 5 becomes frustrated at the most. 
 
[57: 1.664; 38: 1.173; 11: 2.239; 23: 0.889; 40: 1.015; 39: 
1.030; 14: 1.483; 39: 1.030] 

Further main agreements between 
factors 5 & 6 

Further main differences between factors 5 & 6 

Agency:  
Both factors’ nurses utilise compassion 
to better tend to patients and to work 
holistically [19: 0.463; 33: 0.013, 37: 
0.053] 
Communities of practice: 
Both factors’ nurses believe that for 
the sake of safety, it is their role to 
monitor colleagues’ practice [27: 
0.086] 

 
Personal elements: 
Both factors’ nurses believe in being widely skilled; for factor 
5 this is to maintain her self-esteem as an expert. Factor 6 
wants to be able to provide solutions or fill gaps in situations 
that carry risk. Factor 6 particularly wants to be able to 
respond instantly at the front lines. 
 

 



437 
 

 

Table 10g: Consensus and differences between factors 2 and 3 
Key agreements between factors 
2 & 3 backed by statistical 
information 

Key differences between factors 2 & 3 backed by statistical 
information 

 
 
Both factors’ nurses have some 
reservations about being 
accountable for meeting 
standards they have not agreed to 
(24) and appreciate that 
employers will provide a boundary 
as to what healthcare needs are 
not affordable enough to meet 
(43) 
 
[24: 0.608; 43: 0.070] 
 
Both factors’ nurses believe that 
patients from some ethnic 
minorities should expect to 
receive standardised care [7: 
0.182] 
 
Both express that their employer 
does not provide enough time for 
them to evaluate patient care [40: 
0.165] 
 
Both factors’ nurses are not easily 
influenced by their colleagues 
[55:0.125] 
 

Factor 2’s self-esteem comes from recognition of her clinical 
expertise (49, 46, 10, 2) and commitment to the profession (50, 60) 
is pay-related. Factor 3’s self-esteem comes from delivering nursing 
to people in an ethical, timely manner that meets expectations, 
otherwise it causes her stress (10, 44, 47,48). Factor 3’s 
commitment to nursing is not dependent on pay. 
 
Factor 3 nurse feels strongly that going the extra mile in meeting 
people’s needs and expectations is part of her role (38) whereas the 
factor 2 nurse disagrees that this should be a norm. 
 
The Factor 3 nurse believes that people’s needs need to be met 
holistically (1, 2), she is preoccupied with efficiency and work 
processes and is accommodating. Factor 2 focuses on clinical needs 
(16, 19), practices strict prioritisation based on what adds value (42, 
12) and is assertive (31, 34, 6).  
 
The Factor 3 nurse is a conscientious partner to the employer and 
works to the agreed regulations and standards (53). Factor 2 will 
analyse and question regulations as well as employment 
procedures (53).  
 
The factor 2 nurse sets boundaries as to what she will take on as 
part of her role and she does not wish to take responsibility for 
colleagues’ failings or performance (27). In contrast, the factor 3 
nurse will take on whatever her employer assigns to her (53) and is 
not opposed to helping with colleagues whose performance is 
failing. 
 
Factor 2 believes in authenticity and personal responsibility to lead 
by example (5). Factor 2’s view includes lifestyle issues, such as the 
opinion that a nurse should not be seen to be obese. Factor 3 too 
believes in leading by example; however, she believes that wearing 
the uniform carries the symbol of leading by example in abstract 
matters such as being an impartial, conscientious and ethical 
professional; the uniform delivers respect (35).   
 
[10: 2.611; 44: 1.188; 47: 1.276; 48: 1.588; 38: 3.027; 53: 3.347; 35: 
2.663; 42: 1.612; 46: 1.227; 2: 1.792; 6: 2.967; 16: 1.838; 19: 2.373; 
12: 2.049; 27: 2.174; 31: 1.553; 34: 2.298; 50: 1.462; 60: 0.790; 49: 
0.994; 5: 0.769] 
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Further main agreements 
between factors 2 & 3 

Further main differences between factors 2 & 3 
 

 
 
 

Agency:  
The Factor 3 nurse is resourceful and creative in finding solutions 
for patients, whereas the factor 2 nurse tends to follow a process. 
 
The factor 2 nurse’s natural tendency is to work on ‘what’ illness 
and treatment, whereas Factor 3’s approach is to deliberate ‘how’ 
nursing is done. 
 
State and employer relationship: 
The factor 2 nurse believes in having a personal commercial benefit 
from being entrepreneurial, whereas the factor 3 nurse will engage 
in commerce on behalf of the employer. 
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Table 10h: Consensus and differences between factors 2 and 4 
Key agreements 
between factors 2 & 4 
backed by statistical 
information 

Key differences between factors 2 & 4 backed by statistical information 

 
Both factors’ nurses 
have a positive regard to 
the nursing profession, 
valuing other fields of 
nursing and practices 
[17: 0.046] 
 
Both factors’ nurses feel 
periodically burned out 
by the nature of nursing 
[58: 0.043]. 
Nevertheless, the factor 
2 nurse does not put 
herself in a position to 
suffer burn out and is 
aware of the risks. The 
factor 4 nurse’s self-
esteem comes from the 
lifestyle of nursing; the 
nature of nursing is not 
something she finds 
exhausting. 
 
Both factors’ nurses will 
consult colleagues but 
are not easily influenced 
by them [55: 0.224]. 
Factor 2 makes her own 
decisions after 
consultation. Factor 4 
will more likely go along 
with what her employer 
requires than her 
colleagues approve of. 
 
 

Factor 2’s self-esteem comes from recognition of her clinical expertise (49, 
46, 10, 2) and commitment to the profession (50, 60) and is also 
recognition and pay-related. Factor 4’s self-esteem comes from fulfilling 
her life’s personal calling to care for people in harmony with her own 
personal beliefs and culture and will not hold back from demonstrating 
those whilst nursing (3); pay is important but comes secondary (50). 
 
The factor 2 nurse keeps professional distance from patients yet the factor 
4 nurse enjoys close social contact with patients, not holding back on 
cultural influences on her nursing (3). 
 
Factor 2 focuses on clinical needs (16, 19), practices strict prioritisation 
based on what adds value (42, 12) or care that is complex (2) and is 
assertive (31, 34, 6). The factor 4 nurse will not react to patients’ 
stereotypical expectations of a nurse (31) and believes herself to be a part 
of greater works. 
 
Factor 2 will analyse and question regulations as well employment 
procedures (53) and strives towards clinical excellence, whereas the factor 
4 nurse uses the employer as a vehicle to fulfil her personal calling to nurse 
others; she will not work against the interest of her employer (30). 
 
The factor 4 nurse understands accountability to be a part of her 
employment arrangement and will work to an agreed protocol 
independently. Factor 2’s view is to share the responsibility for decisions 
made and protocols followed (24) and work as part of the team/group. 
 
The factor 2 nurse sets boundaries as to what she will take on as part of her 
role and she does not wish to take responsibility for colleagues’ failings or 
performance (27). The factor 4 nurse checks her colleagues’ work to ensure 
it meets the standards and regulations set by the employer (52, 27).  
 
 
[6: 3.681; 50:2.417; 42: 1.948; 60: 1.816; 2: 1.622; 30: 1.287; 52: 1.202; 10: 
1.155; 16: 1.569; 46: 1.569; 24: 1.644; 53: 1.830; 34: 1.850; 3: 2.013; 31: 
3.239; 27: 3.581; 12: 2.622; 19: 2.186; 49: 2.618] 

Further main 
agreements between 
factors 2 & 4 

Further main differences between factors 2 & 4 
 

 Agency:  
The factor 2 nurse has a methodical and scientific approach for assessing 
people’s needs, emotional and social needs are of lesser priority. The factor 
4 nurse focuses on comforting people and working towards their overall 
wellbeing. 
Personal elements: 
The factor 2 nurse holds back from her own viewpoints and reactions to 
make rational observations and decisions. The Factor 3 nurse is the 
opposite, does not hold back on demonstrating her viewpoints and 
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spontaneously tends to people, hoping for the best outcome. 
 
Factor 2 believes in authenticity and personal responsibility for leading by 
example (5). Factor 2’s view includes lifestyle issues such as the opinion 
that a nurse should not be seen to be obese. Factor 4’s personal concept of 
authenticity in nursing lies in responding to and being present to comfort 
people in need [5:1.221].  
 
State and employer relationship: 
The factor 4 nurse is happy to be accountable and will not question the 
employer to the extent that the factor 2 nurse would. 
Communities of practice: 
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Table 10i: Consensus and differences between factors 2 and 5 
Key agreements between 
factors 2 & 5 backed by 
statistical information 

Key differences between factors 2 & 5 backed by statistical 
information 

 
 
Both factors’ nurses 
understand that the health 
system will limit which 
patients’ needs are met [43: 
0.077]  
 
Both factors’ nurses have their 
own specific concept of 
nursing and care not for 
political expectations in 
nursing [4: 0.079] 
 
Both factors’ nurses feel 
strongly in that their practice’s 
safety will be severely 
undermined if surrounded by 
underperforming colleagues 
[51: 0.176] 

Factor 2’s self-esteem comes from the recognition of her clinical 
expertise (49, 46, 10, 2) and her commitment to the profession (50, 
60) is pay-related. Factor 5 is intensely determined to depersonalise, 
and to blend into a collected profession whilst nursing. She does not 
like or react to anyone’s judgements, her self-esteem comes from her 
well-aimed and purposeful work and her inner desire to make a 
difference to people (56, 34). 
 
Factor 5 will go the extra mile if this is left to her discretion (38, 57), 
she spends her time reviewing aims and strategies because she 
admires being technically correct, efficient, and smart in serving 
people. In contrast, the factor 2 nurse does not believe in going the 
extra mile as a norm and believes the system forces her to do so on 
occasions. 
 
Factor 2 believes in authenticity and personal responsibility to lead by 
example (5). Factor 2’s view includes lifestyle issues such as the 
opinion that a nurse should not be seen to be obese. In contrast, the 
factor 5 nurse has strong viewpoints in that a professional nurse 
should not be judged on a personal level and nursing depersonalised 
in favour of objectivity and good evaluation (23). 
 
Factor 2 focuses on clinical needs (16, 19), practices strict 
prioritisation based on what adds value (42, 12) or on care that is 
complex, (2) and is assertive (31, 34, 6). The factor 5 nurse is driven 
(56) by compassion rather than complexity of care or value (19) and 
will be accommodating of people’s personal preferences, even to 
people whose lifestyle is detrimental to them. The factor 5 nurse is 
focused on her work to the extent that she is not easily influenced, or 
prone to reacting emotionally to people’s misconceptions and 
behaviours (26). 
 
The factor 2 nurse will not allow the employer’s demands to interfere 
with her nursing work (49, 10) whereas factor 5 is more 
accommodating of the employer. 
 
Factor 2’s view is to share the responsibility for decisions made and 
protocols followed (24) and work as part of the team/group. The 
factor 5 nurse is happy to work autonomously.  Whilst factor 2 will 
analyse and question regulations as well employment procedures 
(53) as she strives for clinical excellence. Factor 5 will evaluate 
standards and regulations to see how these serve her and her 
patients’. (11,53). She wants to be instrumental in getting patients’ 
care right. 
 
The factor 2 nurse sets boundaries as to what she will take on as part 
of her role and she does not wish to take responsibility for 
colleagues’ failings or performance (27). The factor 5 nurse wants to 
get patients’ care right and so she will engage in checking colleagues’ 
work.  
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[19: 2.962; 6: 2.506; 12: 2.411; 49: 2.261; 38: 2.155; 2: 2.000; 26: 
1.914; 42: 1.815; 10: 1.383; 60: 1.352; 5: 1.290; 50: 1.275; 11: 0.830; 
46: 1.014; 53: 1.085; 34: 1.203; 23; 1.369; 16: 2.190; 57: 2.224; 27: 
2.677; 31: 1.626; 56: 1.223; 24: 1.710] 

Further main agreements by 
factors 2 & 5 

Further main differences between factors 2 & 5 
 

Agency:  
Both factors’ nurses’ question, 
analyse and evaluate to 
perfect their nursing. Both 
nurses rely on professional 
distance to do so objectively. 
Personal elements: 
Both nurses are deliberate and 
measured in their approach, 
managing their own emotional 
responses to situations whilst 
nursing.  
State and employer 
relationship: 
Both nurses need a greater 
degree of evaluative activities 
within their role. 
Communities of practice: 
Both nurses will consult with 
their peers to help make the 
right decisions but still make 
their own decision. 

State and employer relationship: 
The factor 5 nurse is at risk of burn out if time is not afforded to 
evaluate her work.  
Communities of practice: 
The factor 5 nurse enjoys working autonomously, whereas the factor 
2 nurse is capable of independently making decisions, however, she 
believes that responsibility for decision making should be shared.  
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Table 10j: Consensus and differences between factors 2 and 6 
Key agreements 
between factors 2 & 6 
backed by statistical 
information 

Key differences between factors 2 & 6 backed by statistical information 

 
Both factors’ nurses rely 
on evaluative practice. 
The factor 6 nurse relies 
on evaluative practice 
and he does this to 
recognise dangers and 
stay in control (23). The 
factor 6 nurse will 
experience severe 
tensions when unable 
to evaluate the care he 
gives, where he loses 
control. he is then less 
able to care and may 
end up burned out (40). 
The factor 2 nurse 
evaluates information 
to achieve clinical 
expertise and will 
challenge her employer 
when she feels 
demoralised by not 
achieving the desired 
expertise. 
 
[23: 0.481; 40: 0.544] 
 
 
Both factors’ nurses 
have their own specific 
concept of nursing and 
do not care for political 
expectations in nursing 
[4: 0.060] 
 

Factor 2’s self-esteem comes from recognition of her clinical expertise (49, 
46, 10, 2) and commitment to the profession (50, 60) is pay-related. Factor 
6’s sense of worth comes from helping those most vulnerable, those in 
danger and those in need of protection (14). 
 
The factor 2 nurse does not believe in going the extra mile as a norm (38) 
and believes the system forces her to do so on occasions. Factor 6 does not 
mind going the extra mile and driven by his guilt (48) and duty will put long 
hours into saving and protecting people, overseeing people’s outcomes (39) 
and consequently burning out. 
 
Factor 2 believes in authenticity and a personal responsibility to lead by 
example (5). Factor 2’s view includes lifestyle issues such as the opinion that 
a nurse should not be seen to be obese. In contrast, the factor 6 nurse 
defines good nursing by ability to care and respond to people.  
 
Factor 2 focuses on clinical needs (16, 19), practices strict prioritisation 
based on what adds value (42, 12) or on care that is complex (2) and is 
assertive (31, 34, 6). Factor 6, an extensively skilled nurse, is driven by a 
sense of duty and need to protect others in a compassionate and responsive 
way (19, 14). 
 
The factor 2 nurse will not allow the employer’s demands to interfere with 
her nursing work (49, 10). In contrast, the factor 6 nurse is patient-led and 
will undertake any activities required by them. 
 
Factor 2 will analyse and question regulations as well as employment 
procedures (53) as she strives for clinical excellence. Factor 2’s view is to 
share the responsibility for decisions made and protocols followed (24) and 
work as part of the team/group.  
In contrast, the factor 6 nurse will not challenge employment practice, they 
will direct themselves and weave around requirements, be adventurous in 
meeting people’s needs and his own professional risk. He knows that he will 
need to remain accountable. 
 
 
The factor 2 nurse sets boundaries as to what she will take on as part of her 
role and she does not wish to take responsibility for colleagues’ failings or 
performance (27). In contrast, the factor 6 nurse will monitor colleagues’ 
performance and help them to overcome issues in a caring way.  
 
[12: 3.153; 19: 2.499; 6: 2.243; 10: 2.002; 5: 1.664; 42: 1.644; 50: 1.625; 49: 
1.298; 60: 1.281; 2: 1.192; 38: 0.982; 24: 1.112; 16: 1.268; 31: 1.272; 46: 
1.603; 53: 1.649; 34: 1.843; 27: 2.591; 14: 3.273; 39: 1.762] 
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Further main 
agreements between 
factors 2 & 6 

Further main differences between factors 2 & 6 
 

 Agency:  
The factor 6 nurse is patient-led whereas, the factor 2 nurse aims for clinical 
expertise. Factor 6’s approach is more holistic whereas factor 2 focuses on a 
specific issue.  
Personal elements: 
The factor 6 nurse will make themselves ready to lead on the front lines. 
Factor 2 believes that operating as a team/group is the way nursing should 
be offered.  
State and employer relationship: 
Factor 6 will make sacrifices for people and avoid conflict. Factor 2 uses a 
measured approach to prevent a burn out and is assertive.  
 
The factor 6 nurse may hold several roles at one time to manage his own 
development and level of burn out. Factor 2 focuses on one area of practice 
with the aim to become an expert.  
Communities of practice: 
Factor 6 will upskill because he wants to plug any practical gaps in his own 
and others’ practice. Factor 2 will set boundaries as to what she will or will 
not undertake.  
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Table 10k: Consensus and differences between factors 3 and 4 
Key agreements between factors 3 & 4 
backed by statistical information 

Key differences between factors 3 & 4 backed by 
statistical information 

 
 
Both factors’ nurses value the social care 
aspect of nursing [17: 0.004] 
 
Both factors’ nurses believe that they 
need to be surrounded by performing 
colleagues if their own nursing is to be 
safe [51: 0.006; 28: 0.063]. 
 
Both factors’ nurses appreciate that there 
is a limit to the affordability of all of the 
patients’ needs [43: 0.088] 

Factor 3’s self-esteem comes from delivering nursing to 
people in an ethical, timely manner that meets 
expectations, otherwise it causes her stress (10, 44, 
47,48). She is not motivated by pay and strives to be 
impartial.  Factor 4’s self-esteem comes from fulfilling 
her life’s personal calling to care for people in harmony 
with her own personal beliefs and culture and will not 
hold back from demonstrating those whilst nursing (3); 
pay is important but comes secondary (50). 
The Factor 3 nurse feels strongly that going the extra 
mile in meeting people’s expectations and needs is part 
of her role (38) yet the factor 4 nurse feels less guilt and 
so is less inclined to do so (48).  
 
Factor 3 is preoccupied with efficiency; work processes 
and believes herself to be a methodical deliverer of 
nursing (47). The factor 4 nurse strives to achieve 
wellbeing by comforting people with her presence, 
working in a personalised way and as far as her 
employer allows (30). Whilst the factor 4 nurse is a good 
multitasker, she has an affinity for social care (17). 
 
The factor 4 nurse will stop herself reacting to patients’ 
stereotypical expectations of a nurse (31) because she 
believes herself to be a part of greater work, where 
small social tensions do not matter. In contrast, the 
factor 3 nurse is by nature accommodating and 
impartial. Reacting to patients’ viewpoints is not even 
acknowledged or considered a possibility by factor 3. 
 
The factor 4 nurse uses the employer as a vehicle to 
fulfil her personal calling to nurse others; she will not 
work against the interests of her employer (30), she is 
dependent on her employer to carry on her life’s calling. 
The factor 4 nurse is indifferent to the regulator when 
compared with her dedication to the employer (53). The 
factor 4 nurse wants to prove to the employer that she 
is compliant and accountable (24). The factor 3 nurse 
will take on whatever responsibilities her employer 
assigns to her (53) and will deliver care in partnership 
with the employer, observing the regulator’s standards 
because this is her ethical standard. 
 
Factor 3 also believes in leading by example; however, 
she believes that wearing the uniform carries a symbol 
of leading by example in abstract matters such as being 
an impartial, conscientious, and ethical professional 
(35), worthy of a respected social standing (15).  The 
factor 4 nurse enjoys close social contact with patients, 
not holding back from her cultural influences on her 
nursing (3) and she values her social standing which is 
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earned by directly caring for and engaging with the 
vulnerable (15). 
 
The factor 4 nurse checks her colleagues’ work to ensure 
it meets the standards and regulations set by her 
employer because she likes to see herself as being 
compliant (52, 27). The factor 3 nurse, in contrast, is less 
concerned about others’ underperformance as she 
makes herself available to resolve it. The Factor 3 nurse 
is more reliant on her colleagues’ counsel.  
 
[30: 1.941; 35: 1.933; 44: 1.905; 53: 1.517; 48: 0.757; 27: 
1.408; 10: 1.455; 3: 1.521; 31: 1.686; 38: 2.055; 47: 
0.616; 50: 0.955; 52: 1.074; 15: 0.608; 24: 1.036] 

Further main agreements between 
factors 3 & 4 

Further main differences between factors 3 & 4 
 

 Agency:  
The factor 3 nurse believes in being resourceful and 
creative when personalising patients’ holistic care, 
whereas the factor 4 nurse focuses on cultural, 
emotional, and social needs. 
Personal elements: 
The factor 4 nurse’s self-esteem grows by being present 
on patients’ journeys, the outcome is not necessarily 
important. The Factor 3 nurse will go the extra mile to 
ensure that all nursing needs and activities have been 
delivered in a timely manner. 
State and employer relationship: 
The Factor 3 nurse will engage in commercial decisions 
on behalf of the employer whereas the factor 4 nurse 
believes this is not a nurse’s role. 
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Table 10l: Consensus and differences between factors 3 and 5 
Key agreements between factors 3 & 
5 backed by statistical information 

Key differences between factors 3 & 5 backed by statistical 
information 

 
 
Both factors’ nurses respect standards 
and regulations, whereas factor 5 will 
go the extra mile in reviewing and 
appraising them [11: 0.564] 
 
Both factors’ nurses appreciate that 
there is a limit to the affordability of 
all patients’ needs [43: 0.007] 
 
Both factors’ nurses engage in 
resourcing patients’ care even if in 
their view this is not part of their role 
[37: 0.019] 
 
Both factors’ nurses will hold back 
from reacting to patients’ 
stereotypical views of a nurse [31: 
0.073] 
 
Both factors’ nurses’ commitment to 
nursing is not primarily pay-related 
[50: 0.187] 
 
 
 

Factor 3’s self-esteem comes from delivering nursing to 
people in an ethical, timely manner that meets 
expectations, otherwise it causes her stress (10, 44, 47,48). 
The Factor 3 nurse is not motivated by pay rates and strives 
to be impartial.  Factor 5 is intensely determined to 
depersonalise and blend into a collective profession whilst 
nursing. She does not like or react to anyone’s judgements, 
her self-esteem comes from her well-aimed and purposeful 
work, and inner desire to make a difference to people (56, 
34). 
 
The Factor 3 nurse feels strongly that going the extra mile in 
meeting people’ expectations and needs is part of her role 
(38). Factor 5 will go the extra mile if this is left to her 
discretion (38, 57), spending her time reviewing aims and 
strategies because she aspires to be technically correct, 
efficient, and smart in serving people. 
 
Factor 3 is preoccupied with efficiency; work processes and 
believes herself to be a methodical and conscientious 
deliverer of nursing (47). The factor 5 nurse is driven (56) by 
compassion (19) and her strong analytical skills (23).  
 
Reacting to patients’ viewpoints is not even acknowledged 
or considered a possibility by factor 3. The factor 5 nurse is 
focused on her work to the extent that she is not easily 
influenced or reacts emotionally to people’s misconceptions 
and behaviours (26). 
 
The Factor 3 nurse will take on whatever her employer 
assigns to her (53) and will deliver care in partnership with 
the employer, observing the regulator’s standards because 
this is her ethical standard. Factor 5 will evaluate standards 
and regulations to see how these serve her and her 
patients’ aims (11,53). She wants to be instrumental in 
getting patients’ care right. 
 
Factor 3 believes in leading by example; however, she 
believes that wearing the uniform carries a symbol of 
leading by example in abstract matters such as being an 
impartial, conscientious, and ethical professional t (35), and 
collectively, a profession worthy of social standing (15).  
Factor 5 does not value social judgements in any way, she 
wants to be recognised for making a difference and making 
the right decisions for patients.  
 
[35: 3.067; 53: 2.262; 44: 1.974; 48: 1.300; 34: 1.095; 56: 
1.014; 10: 1.227; 23: 1.547; 26: 1.573; 57: 2.254; 47: 1.586; 
38: 0.873] 
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Further main agreements between 
factors 3 & 5 

Further main differences between factors 3 & 5 
 

Agency:  
Personal elements: 
Both factors’ nurses keep their 
personal lives private. The factor 5 
nurse wants to be recognised as a part 
of a collective profession and not for 
her personal attributes. The factor 3 
nurse wants to be recognised for her 
impartiality and ethics; being neutral 
serves this purpose. 
State and employer relationship: 
Both factors’ nurses have a good grasp 
of the resources and how these enable 
or limit healthcare service.  
Communities of practice: 
Neither factors’ nurses are easily 
influenced by colleagues; they will 
consult and brainstorm but make their 
own view.  

Agency:  
The factor 5 nurse aims to deliver holistic care whereas 
factor 3 aims to deliver the workload assigned to her. 
Personal elements: 
The Factor 3 nurse operates on guilt whilst the factor 5 
nurse does not.  
State and employer relationship: 
Factor 5 may end up burned out. In contrast, the factor 3 
nurse does not- going the extra mile is demonstrating her 
dedication to nursing.  
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Table 10m: Consensus and differences between factors 3 and 6 
Key agreements between factors 3 & 
6 backed by statistical information 

Key differences between factors 3 & 6 backed by statistical 
information 

Both factors’ nurses believe that their 
face-to-face presence with patients 
results in positive outcomes [45: 
0.001] 
 
Both factors’ nurses will avoid conflict 
and to some extent, appreciate the 
support and counsel of their 
colleagues when making decisions, 
and both will form their own views on 
the back of such support [52: 0.023, 
54: 0.011] 
 
Both factors’ nurses will be creative 
and resourceful, they fulfil patients’ 
needs that have sometimes little to 
do with their role in order to 
personalise their care and achieve 
their wellbeing [37; 0.072] 
 
Neither of the nurses find it 
acceptable to benefit commercially 
from their nursing service by 
promoting and endorsing services and 
products [21: 0.097] 
 
Both nurses will prioritise nursing 
those in danger and give less of their 
time to patients that are less poorly 
[42: 0.031] 

Factor 3’s self-esteem comes from delivering nursing to 
people in an ethical, timely matter that meets expectations, 
otherwise it causes her stress (10, 44, 47,48). The Factor 3 
nurse strives to be impartial.  Factor’s 6 sense of worth 
comes from helping those most vulnerable, those in danger 
and those in need of protection (10, 14). Factor 6 is driven 
by her sense of duty and need to protect others in a 
compassionate and responsive way (19, 14). 
 
The Factor 6 nurse relies on constantly evaluating any 
danger to people’s health and wellbeing (40) so he can 
respond appropriately. Factor 3 on the other hand evaluates 
nursing care in the context of the partnership with the 
employer and the patient and this includes commercial, 
ethical as well as clinical aspects.  
 
The Factor 3 nurse feels strongly that going the extra mile in 
meeting people’s expectations and needs is part of her role 
(38). Therefore, the Factor 3 nurse does not experience 
burnout. Factor 6 does not mind going the extra mile and is 
driven by his guilt (48) and duty, will put long hours into 
saving and protecting people, going the extra mile in 
overseeing people’s outcomes (39) and consequently 
burning out (58). 
 
Factor 3 is preoccupied with efficiency and work processes 
and believes herself to be a methodical and conscientious 
deliverer of nursing, (47) in partnership with her employer 
(53). In contrast, the factor 6 nurse is patient-led and will 
undertake any activities required by them, the employer’s 
requirements are of a lesser priority. 
 
The Factor 3 nurse will take on whatever her employer 
assigns to her (53) and will deliver care in partnership with 
the employer, observing the regulator’s standards because 
this is her ethical standard. In contrast, the factor 6 nurse 
will not challenge employment practices, they will direct 
themselves and weave around requirements (53), be 
adventurous in meeting people’s needs, at his own 
professional risk. He knows that he will need to remain 
accountable and is willing to take the risk. 
 
The Factor 3 nurse believes in leading by example; however, 
she believes that wearing the uniform carries a symbol of 
leading by example in abstract matters such as being an 
impartial, conscientious, and ethical professional (35), and 
collectively, a profession worthy of a social standing (15). 
The factor 6 nurse leads at the front lines and feels strongly 
that the social standing of his profession lies with 
responding to vulnerable people (15) 
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[35: 2.407; 53: 1.698; 44: 1.298; 48: 0.743; 40: 0.709; 14: 
2.882; 38: 2.045; 10: 0.608; 39: 0.615; 47: 0.966; 15: 0.859] 
 

Further main agreements between 
factors 3 & 6 

Further main differences between factors 3 & 6 
 

Personal elements: 
Both factors’ nurses recognise that 
they need to be multiskilled. Factor 3 
does this to help her employer to 
deliver workload, factor 5 does it to 
be able to respond to patients’ needs 
on the front line and fill the gap if 
colleagues are not able.  
Communities of practice: 
Both factors’ nurses are concerned 
with safety; Factor 3 on behalf of the 
employer, and factor 5 on behalf of 
the patient.  

Agency:  
Factor 3 is more of a partner with the employer unlike factor 
6, who takes lead from patients.  
 
State and employer relationship: 
Factor 6 is patient-led whereas factor 3 is both employer 
and work led.  
Factor 3 will take on commercial aspects of nursing on 
behalf of the employer, factor 6 may do the same but only 
to advocate for a patient. 
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Table 10n: Consensus and differences between factors 4 and 5 
Key agreements between factors 4 & 
5 backed by statistical information 

Key differences between factors 4 & 5 backed by statistical 
information 

Both factors’ nurses relate to a 
common purpose, helping the 
vulnerable is their personal motivation 
[14: 0.074] 
 
Both factors’ nurses want to feel as 
part of collective nursing and care little 
for irrelevant conflicts and negative 
judgements [5: 0.069] 
 
Both factors’ nurses feel strongly that 
their employer needs to support them 
in evaluating patients’ care [40: 0.035] 
 
Both factors’ nurses understand that 
there may be a limit to the extent that 
patients’ needs can be met but neither 
wish to be part of these decisions [43: 
0.081; 44: 0.069] 
 
Both factors’ nurses are happy with 
being accountable for the work 
assigned to them [24: 0.066] 
 
 
 

Both factors’ nurses care for people but have differing 
motivations.  
Factor 5’s self-esteem comes from her well-aimed and 
purposeful work (23) as well as an inner desire to make a 
difference to people (56, 34). Factor 4’s self-esteem comes 
from fulfilling her life’s personal calling, to care for people in 
harmony with own personal beliefs and culture and will not 
hold back demonstrating these whilst nursing (3); pay is 
important but comes secondary (50). For factor 5, pay is 
more important. Factor 5is intensely determined to 
depersonalise and blend into a collective profession whilst 
nursing, maintaining professional distance.  
 
The factor 4 nurse will manage herself and not react to 
patients’ stereotypical expectations of a nurse (31) and 
believes herself to be a part of greater works rather than 
taking part in frivolous conflicts. Factor 5 will also not react, 
but this comes naturally and out of her indifference to 
judgements of others (26). 
 
Factor 5 will go the extra mile if this is left to her discretion 
(38, 57), spending her time reviewing aims and strategies 
because she aspires to be technically correct, efficient, and 
smart in serving people. This may lead to burn out. In 
contrast, the factor 4 nurse is not inclined to go the extra 
mile and will sometimes do so if the employer or her duty 
demands it (57).  
 
The factor 4 nurse understands accountability to be part of 
her employment arrangement and will work to an agreed 
protocol independently. The factor 5 nurse is also happy to 
work independently, however she does this autonomously.  
Factor 5 will evaluate standards and regulations to see how 
these serve her and her patients’ aims (11, 53). She wants to 
be instrumental in getting the patients’ care right. The factor 
4 nurse will not rely on the employer’s guidance all the time 
but will predominantly work in the interest of the employer 
(30).  
 
The factor 4 nurse checks her colleagues’ work to ensure it 
meets the standards and regulations set by the employer (52, 
27). The factor 5 nurse wants to get patients’ care right and 
this is why she will engage in checking colleagues’ work.  
[3: 2.466; 11: 1.676; 31: 1.613; 38: 1.182; 27: 0.905; 53: 
0.745; 34: 0.648; 57: 2.739; 52: 1.766; 26: 1.349; 50: 1.142; 
23: 1.062; 30: 0.764; 56: 0.588] 
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Further main agreements between 
factors 4 & 5 

Further main differences between factors 4 & 5 
 

Agency: 
Both factors’ nurses are 
accommodating of patients’ 
preferences. 
Personal elements: 
Both factors’ nurses operate in a highly 
altruistic manner. 
Communities of practice: 
Both factors’ nurses will engage with 
colleagues regarding development 
areas, both will maintain their own 
views. 
.  
 

Agency:  
The factor 4 nurse has a social and spontaneous approach 
whilst factor 5 has a methodical measured approach. 
Personal elements: 
The factor 4 nurse’s social identity is linked to a personal 
identity that is explicitly defined by her work. For factor 5, 
her work does not personally define her, at least not 
explicitly.  
 
State and employer relationship: 
The factor 5 nurse will limit some care if resources are not 
available and will provide the employer with her rationale 
independently. Factor 4 is unlikely to challenge the employer 
unless it concerns the safety of patients or regulations. 
 
Communities of practice: 
Factor 5 operates at her own discretion, whereas factor 4 
prefers to rely on someone else to make most decisions. 
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Table 10o: Consensus and differences between factors 4 and 6 
Key agreements between factors 4 & 
6 backed by statistical information 

Key differences between factors 4 & 6 backed by statistical 
information 

Both factors’ nurses will try to make 
patients’ feel better at the expense of 
being stereotyped, stereotyping does 
not bother them, both factors’ nurses’ 
focus is on the bigger picture [34: 
0.007] 
 
Both the factors’ nurses’ lifestyles are 
and about caring for others, different 
roles may help them grow or cope 
with the work [61: 0.008] 
 
 
 

Factor 4’s self-esteem comes from fulfilling her life’s 
personal calling to care for people in harmony with her 
personal beliefs and culture and will not hold back from 
demonstrating these whilst nursing (3); pay is important but 
comes secondary (50). Factor 6’s sense of worth comes 
from helping those most vulnerable, those in danger and 
those in need of protection (10, 14). Factor 6 is driven by 
her sense of duty and need to protect others in a 
compassionate and responsive way, (19, 14) she is less 
motivated by pay. 
 
The factor 4 nurse will manage herself and not react to 
patients’ stereotypical expectations of a nurse (31) and 
believes herself to be a part of greater works and therefore 
avoids taking part in frivolous conflicts. In contrast, factor 6 
is indifferent to stereotyping and remains neutral without 
any reaction to such event. 
 
 Factor 6 does not mind going the extra mile and is driven by 
his guilt (48) and duty, he will put long hours into saving and 
protecting people, going the extra mile in overseeing 
people’s outcomes (39) and consequently burning out (58). 
In contrast, the factor 4 nurse is not inclined to go the extra 
mile and will sometimes do so if the employer or her duty 
demands it (57).  
 
The factor 4 nurse will not rely on the employer’s guidance 
all the time but will predominantly work in the interest of 
the employer (30). In contrast, the factor 6 nurse is patient-
led and will undertake any of their required activities the 
employer’s requirements are of lesser priority. 
 
The factor 4 nurse checks her colleagues’ work to ensure it 
meets the standards and regulations set by the employer 
(52, 27), needing to demonstrate compliance. Factor 6 on 
the other hand checks colleagues’ work as he looks out to 
ensure patients’ safety and help colleagues when there are 
gaps in their work. 
 
The factor 6 nurse relies on constantly evaluating danger to 
people’s health and wellbeing in his head (40) so he can 
respond appropriately. The factor 4 nurse wants to be 
present and respond to patients’ needs spontaneously, 
focusing on overall wellbeing rather than the details.  
 
 
[3:1.332; 31: 1.967; 40: 1.050; 27: 0.991; 50: 0.792; 39: 
0.923; 52: 1.098; 30: 1.117; 14: 409] 
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Further main agreements between 
factors 4 & 6 

Further main differences between factors 4 & 6 
 

Agency: 
 
Both factors’ nurses value having ‘no 
conflict’ with patients and prefer to be 
therapeutic at all times. 
 
Both factors’ nurses are caring and 
people-oriented; their social identity 
entwines with their personal one. 
  
Personal elements: 
Both factors’ nurses are responsive 
and will be present when people need 
them. 

Agency:  
Personal elements: 
The factor 6 nurse will go to the front line, take risks and 
protect and save patients. The factor 4 nurse will attend the 
front line with the aim of comforting people. 
State and employer relationship: 
Factor 6 is prone to burnout, factor 4 is not. 
Factor 6 will weave around regulations and standards 
whereas factor 4 strives for compliance. 
 
Communities of practice: 
Factor 6 uses discretion all the time. Factor 4 avoids it.  
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Appendix O: CONSENT FORM TO SUPPORT SEMI-STRUCTURED 
INTERVIEWS 
 
IRAS ID: IRAS 26361 

Title of Project: Registered nurses’ stratagems operant within professionalised nursing in 

England. 

Name of Researcher: Katarina Parr 

Please initial box  

1. I confirm that I have read the information sheet dated……….................... (version............) 

for the 

above study. I have had the opportunity to consider the information, ask questions and 

have 

had these answered satisfactorily. 

 
2. I understand that my participation is voluntary and that I am free to withdraw at any 

time 

without giving any reason, without my medical care or legal rights being affected. 

 
3. I understand that the information collected about me will be used to support 

this study. 

4. I understand that this study’s results will be shared with others and published.  

 

5. I give consent to this interview being voice recorded and I understand that once results 

are confirmed and this research completed, this recording will be destroyed. 

  

6. I agree to take part in the above study. 

     __ _______________ 

Name of Participant  Date    Signature 

 
           

Name of Person  Date    Signature 

taking consent 
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Appendix P: Footnote 6, not for public disclosure 
 

BY said: 
 

Inconspicuous concealment  

 

“I once put a hard, non-sterile tube into someone’s lungs. I just wanted to get the 

person breathing and mouth-to-mouth resuscitation did not work. Their throat was all 

swollen, tongue in the way, no chance to restore airways. I would not advise others to 

do this. I was a fireman and a paramedic in the country of my birth. I learnt to work 

with what was around. I know I took a risk but the person would have potentially died. 

The person lived and so no one asked questions and I did not offer to explain.”   

 

Note from the author of the thesis: 

 

This incident took place under different legislation. This person was a paramedic and 

later became a nurse with an urgent ambulance team. This nurse is aware of the 

current safeguarding implications surrounding such practice in England. There is no 

risk of this happening again. I believe that this statement captures the inconspicuous 

concealment stratagem i.e., keeping some of the actions hidden or not drawing 

attention to them. 

 


