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Summary

Nurse practitioners began practising in the UK in the 1980s. Since then the numbers
have grown and a body of research has developed relating to the role. The criticism
of nurse practitioners has been that they work as “mini doctors™ and that they no
longer belong to the family of nursing. If nurse practitioners have more in common
with medicine than they do with nursing one might expect to find that nurse
practitioners have moved away from the values of nursing and have instead moved
toward the values of medicine. To date we know relatively little about the role of the
nurse practitioner.

The aim of this study was to determine to what extent nurse practitioners
share the values of nursing or medicine. In recognition of the author’s own role as a
nurse practitioner an autoethnographic approach was used. Unstructured interviews
were carried out with general practitioners (GPs), nurse practitioners and district
nurses and their values were revealed through descriptions of meaningful practice.

Significant and important differences were found between the three groups of
practitioners both in the form and the content of the narratives. The form of the
narratives revealed the cultural connection of the nurse practitioners to nursing. The
content of the narratives revealed the pioneering nature of the role and the nurse
practitioners’ concern with acceptance, recognition and respect. When analysed
from a MacIntyrean perspective, the nurse practitioners lacked the purpose and goals
that were evident in the descriptions of meaningful practice from the GPs and
district nurses. Such a finding seems to be congruent with an emerging practice and
challenges the nurse practitioner community to determine for itself the nature of its
contribution to patient care.
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CHAPTER ONE
INTRODUCTION: CONTEXTUAL OVERVIEW

Introduction

At the conclusion of a fifteen minute consultation the following exchange took place:

Patient “Thank you doctor. You are a doctor aren’t you?”

AC “No I’m a nurse.”

Patient “Oh are you going to become a doctor? You’re just like one.”
AC “No I will always be a nurse.”

This is representative of a not uncommon exchange that takes place in my every day
practice. People pass three signs on their journey through the health centre to my
room indicating “Alison Crumbie, Nurse Practitioner” and I frequently introduce
myself to new patients with a hand shake saying “Hello I’m Alison, a nurse
practitioner” and still, on occasion, patients confuse the role of the nurse practitioner
with that of the genéral practitioner (GP). This confusion is illustrative of the
changing nature of nursing roles in the United Kingdom (UK) in recent years and it
is not limited to the role of the nurse practitioner. Over the past two decades we have
seen the emergence of a variety of nursing roles that have challenged the boundaries
between nursing and medicine. Nurses are now using endoscopes to work with
people who have bowel problems, they are carrying out minor surgical techniques
and prescribing medications; these are all examples of activities that were formerly
only in the domain of medical practice. The growth of the nurse practitioner
movement has perhaps challenged the profession more than most nursing roles.
Nurses are now working in roles in both primary and secondary care that would have
previously been identified with the role of a doctor. They consult with patients in
general practice, emergency departments, walk-in centres and medical assessment
units and, when appropriate, they are able to assess, diagnose and treat without

referral to a doctor.

In April 2000 the British Medical Journal and the Nursing Times ran
simultaneous feature issues of their journals which were focused on the changing
roles of nurses and doctors and particularly on the evaluation of nurse practitioner
practice. These two influential journals thus marked a significant moment for health
care delivery in the UK. Nurse practitioners have gradually become established in

general practice over the last two decades and the two journals provide evidence of
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this development. Nurses have moved into the nurse practitioner role to meet the
needs of underserved populations (Smith, 1992), to enhance the capacity of general
practice in areas of poor GP recruitment (Kenny, 1997) and to deliver innovative
health care services to populations with specific needs (Walsh and Howkins, 2002).
Examples now exist of nurse practitioners taking on triage roles (Reveley, 1999),
running minor illness clinics (Marsh and Dawes, 1995), accepting same day clinic
appointments (Kinnersley et al., 2000; Venning et al., 2000) and operating open
access clinics (Stilwell et al., 1987; Salisbury and Tettersell, 1988).

The Cumberlege report on community nursing can be seen to have provided
the groundwork for such developments by stating that “the principle should be
adopted of introducing the nurse practitioner into primary health care” (Department
of Health, 1986 p.32). In 1991 the National Health Service Executive Management
published “Junior doctors: the new deal” which paved the way for the reduction in
Jjunior doctors’ hours (National Health Service Executive, 1991). With junior doctors
being less available and fewer recruits entering general practice a need was
developing for nurses to advance their roles and to take on some of the work that had
previously been the domain of doctors. This has been recognised more recently in a
government document “Making a difference: strengthening the nursing, midwifery
and health visiting contribution to health and health care” (Department of Health,
1999). In addition to the supportive policy emanating from the government, the
British Medical Association has also recognised the contribution of nurses by stating
that a nurse practitioner could be the first point of contact for most patients in
primary care (2002). In the light of such support, nurse practitioners have been
gradually expanding their roles and have been moving into areas of practice that

would have previously been seen as the domain of medicine.

The delivery of health services in the new millennium is characterised by a
mix of medically prepared and nursing prepared health care professionals, who in
many cases, are providing the same or similar services to patients. The health care
community therefore has a responsibility to explore these changes and to examine
what meaning this might have for patients and health care professionals alike. This
thesis will aim to examine the increasing complexity in clinical roles with a

particular focus on the role of the nurse practitioner. Specifically, the aim will be to
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explore whether nurse practitioners, in taking on many of the skills that were
previously associated with the role of the doctor, have moved away from the practice

of nursing and closer to the practice of medicine.

The practices of nursing and medicine
Medicine and nursing represent two different practices; doctors undertake the
practice of medicine and nurses undertake the practice of nursing. The work of
Alasdair Maclntyre provides a useful theoretical underpinning to understanding the

different practices of nursing and medicine. Maclntyre describes a practice as:

... any coherent and complex form of socially established cooperative

human activity through which goods internal to that form of activity are

realised in the course of trying to achieve those standards of excellence

which are appropriate to and partially definitive of that form of activity,

with the result that human powers to achieve excellence, and human

conceptions of the ends and goods involved are systematically extended

(Maclntyre, 1984 p.187).
He goes on to describe goods external to the practice as those objects which form the
basis of much competition such as a salary or a title. Goods internal to a practice can
only be identified and recognised by the experience of participating in the particular
practice. Goods internal, like goods external can be the product of competition to
excel however their achievement tends to be for the good of the whole community
who participate in the practice. Medicine and nursing are both socially established
forms of cooperative human activity. Wilson-Barnett (1988) points out that members
of the general public tend to have an image of the nurse. Indeed the quotation from
the patient at the introduction to this thesis suggests that there is a broad public
understanding that the form of nursing differs from the form of medicine. One might
expect to find that both the goods internal and external to each practice and the

standards of excellence could provide some clarity on either side of the boundary

between the two groups.
One method of attempting to understand the goods internal and external to the

practices of medicine and nursing might be an exploration of the values and beliefs

of each of the groups. In “The dawn of value theory” Lepley states that:
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The first and cardinal principle is, however stated, that values are

verified goods. Goods may be recognised as being, or having expression

in ‘any interest in any object’ or ‘any object of any interest’ that is in the

responses of sentient creatures toward and away from things and

conditions, external and internal (Lepley, 1937 p.363).
Lepley’s quote would suggest that expressions of values could provide some
indication of the internal and external goods in a particular practice. If the nurse
practitioner role has created some genuine confusion relating to the roles of medicine

and nursing, it could be suggested that nurse practitioners have moved closer to the

values of medicine and away from the values of nursing.

Definitions of nursing and medicine
If the goods internal and external to nursing and medicine could be identified, it
might be possible to determine clear definitions of the practices of the two
professions. However, widely accepted definitions of medicine and nursing remain
elusive. Many nurse theorists have attempted to define nursing (Peplau, 1952;
Rogers, 1970; King, 1981; Orem, 1985) however, none of these definitions on their
own seem to have satisfied the nursing community. The recent Royal College of
Nursing (RCN) definition of nursing (2003) acknowledges that any definition of
nursing needs to be dynamic and constantly evolving like nursing itself. A definition
that is fixed in written language is therefore unlikely to adequately capture the
complexity of nursing practice. There are similar difficulties with the definition of
medicine. Greaves (2004) suggests that the task of defining medicine is unending
because the boundaries of healthcare and medicine are derived from the constantly
changing values and goals concerning our lives. In the absence of agreed definitions
of medicine and nursing, a clear delineation between the two practices becomes

problematic.

The lack of clarity in defining the practices of medicine and nursing is
evident in the ongoing debate relating to the role of the nurse practitioner. Articles
entitled “Are nurse practitioners merely substitute doctors?” (Professional Nurse,
1996), “When nurses take on doctors’ roles are they just gap-filling?” (Fullbrook,
2004b) and “Nurse practitioner or physician’s assistant?” (Sharkey, 1996)
demonstrate the breadth of concern relating to the professional boundaries of

nursing. Fullbrook (2004a) refers, in a deprecating manner, to the new “nurdoc’ role
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and Cahill (1996) suggests that the nurse practitioner movement is merely producing
second class doctors rather than first class nurses. Barton et al. (1998) refute Cahill’s
position by arguing that she defines the nurse practitioner by the medical procedures
that have been taken on by this group of nurses. They state that the nurse practitioner
is not simply defined by tasks and that Cahill’s suggestion, that the unique
characteristics of nursing may be threatened by nurses taking on increasing amounts

of medical work, is based on a historically dated view of health care practice.

In 1996 the Royal College of Nursing agreed a definition for those nurses
who could be identified as nurse practitioners and this was detailed in a leaflet that

was produced in 1997. A nurse practitioner was defined as:

... a nurse who has undertaken a specific course of study to at least first

degree and: makes professionally autonomous decisions for which they

[nurse practitioners] have sole responsibility, receives patients with

undifferentiated and undiagnosed problems, screens patients for disease

risk factors and early signs of illness, develops with the patient a nursing

care plan, provides counselling and health education and has the

authority to admit or discharge patients from his/her caseload and refer

to other health care providers as appropriate (1997 p.2).
This definition describes nurse practitioner practice as embracing the diagnosis and
clinical decision-making that hitherto was considered to be within the sphere of
medicine. The definition is broad enough to encompass a wide range of activity
resulting in some authors suggesting that the title of nurse practitioner “means
different things in different settings” (Spilsbury and Meyer, 2001 p.8). The practice
of nurse practitioners is clearly challenging the boundaries between medicine and
nursing with consequent blurring and confusion for those who seek to clearly define
and control healthcare practice. This situation is characteristic of the tensions that
exist in the postmodern world where no tradition or theory has a universal claim to
represent truth. Instead postmodernism is characterised by pluralism, heterogeneity
and a multiplicity of meanings and perspectives. The nurse practitioner movement is

just one example of the increasing professional ambiguity that is associated with the

complexity of a postmodern world.
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The postmodern crisis
It is clear from the quote at the start of this thesis that I am a nurse practitioner. I
work in general practice alongside another nurse practitioner and our two GP
colleagues. It is also clear from the quote at the start of this thesis that I have some
clear views relating to my membership of the world of nursing rather than the world
of medicine. What might seem like a compliment from a patient “Oh, are you going
to become a doctor? You’re just like one” is in fact not received as a compliment.
The patient is praising me so highly that I could almost be a doctor! With such strong
views and such clear group membership, one might suggest that my exploration into
the values of nurse practitioners and doctors is bound to be biased by my perspective.
The tenets of positivism would suggest that every attempt should be made to
eliminate the effect of the researcher (Hammersley and Atkinson, 1995) and
therefore if I am going to explore the worlds of nursing and medicine I should make
every effort to remain objective, detached and removed from the groups I wish to
study. In positivism there is a presumption that there is a real world “out there” that
can be captured by the researcher (Denzin, 1997) and a further presumption that all
social phenomena exist independently of the researcher (Hammersley and Atkinson,
1995). All political and practical commitments of the researcher are therefore
considered to be extraneous to the research process and are a potential source of
distortion. Denzin (1997) points out that critical poststructuralism challenges these

assumptions.

Poststructuralism is a term that is closely linked with postmodernism. Both
terms have been described as representing a period of time following on from
modernism (Harvey, 1989; Fox, 1993). Indeed it has been suggested that the passage
from modernism to postmodernism occurred at 3.32pm on July 15" 1972 when the
Pruitt-Igoe housing development in St Louis was demolished as it was an
uninhabitable environment for the low-income people that it housed (Harvey, 1989).
Fox (1993) also states that the modern era refers to a historical period that is
suggested to have commenced in the West with the Age of Enlightenment at the end
of the eighteenth century (Fox, 1993). This age was characterised by the rise of
scientific and philosophical rationalism and a commitment to discovering the truth.
The foundation of truth was considered to be the human subject and this marked a

change from earlier periods when all truth was founded on religion. Descartes’
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“cogito, ergo sum” which translates into “I am thinking, therefore I exist” (Urmson
and Ree, 1989) is an example of a rational strategy for realising the aims of the
Enlightenment as there was a presumption that there existed a single correct mode of
representation of the world. Hume is considered to be a pivotal figure in the
Enlightenment project as he set out to establish the foundations of an empirical
science of human nature and he believed that the only important field of
demonstrative reasoning was mathematics (Urmson and Ree, 1989; Blackburn,

1994).

In spite of these accounts, it is perhaps unhelpful to think of postmodernism
as a period of time. Instead it is preferable to conceptualise postmodernism as a
perspective that adopts a critical position in relation to modernism. Lyotard (1979)
suggests that “modern” relates to any science that legitimates itself with reference to
a metadiscourse whereas postmodernism takes a critical position in relation to
metanarratives. Postmodernism, according to Lyotard, has altered the rules of the
game for science, literature and the arts. Thus he describes the postmodern society as
falling less within the province of structuralism or systems theory and more within
the heterogeneity of language particles. Scientific knowledge, states Lyotard, does
not represent the totality of knowledge, it has always existed in competition with a
different kind of knowledge that he refers to as “narrative”. In postmodernism reality
is replaced with simulation, rationality by multivocality and monolithic organisation
by fragmentation (Fox, 1993). Hierarchy is replaced by anarchy, transcendence with
immanence and distance with participation (Harvey, 1989). In postmodernism there
is a realisation that there is no one great reality or truth to be discovered, there is no
one big picture to be constructed. Instead there is a multiplicity of perspectives; there
are multiple truths and multiple realities. The postmodern researcher is not above and
detached from the research subjects, instead the researcher and the participants of a
project become entwined. The researcher’s role is to represent the plurality of
perspectives of the participants, to recognise his or her own influence on the work
and to acknowledge the interactive nature of the written form as readers of the
completed work bring their own values and beliefs to bear on their reading and
understanding of the presented text. An example of the plurality of the postmodern
perspective is Rorty (1980) who states that there is no one “essence”; instead, our

description of ourselves is just one view that is on a par with various alternative
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descriptions. He suggests that “discovering the facts” is simply one project of
edification among a variety of others. Denzin (1997) suggests that the postmodern
text is based on a parallax of discourses in which there is no stability and from which

no firm or certain conclusions can be drawn.

It could be suggested that the anti-realism, multiplicity and heterogeneity
associated with poststructuralism and postmodernism has resulted in fragmentation.
If there is no one truth out there waiting to be discovered but instead there are a
series of perspectives that could change with each passing moment, the quest for
truth and‘ knowledge could indeed be regarded as a futile and hopeless process. Ellis
and Bochner (1996) suggest that the question “how is it true?” has been replaced
with the question “how is it useful?” The retort to this suggestion might be, “we can
only determine if something is useful if we know it’s true”. Indeed Brewer refers to
extreme postmodern ethnographers as descending into a state of “utter relativism, the
epitome of the postfnodern dissolution into nothingness” (Brewer, 2000 p.47) and
Dingwall et al. refer to the methodological anarchy of postmodernism and state that
“it’s fantasy that all standards are arbitrary, that all versions of the world are equal
and that whatever we choose to declare to be true, is true” (Dingwall et al., 1998
p-169). The challenge for research conducted in a postmodern context is to determine

the way in which such work can contribute to human understanding and meaning.

Denzin refers to the legitimation crisis in research in the poststructuralist
world. He states that triangulation, trustworthiness, credibility, fit, coherence,
comprehensiveness and a host of other terms associated with the validity of research
are “attempts to reauthorize a text’s authority in the postpositivist moment” (Denzin,
1997 p.6). In an effort to save ethnography from the postmodern morass Hammersley
(1998) points out that we can never be absolutely certain about the validity of any
knowledge claim although we can make reasonable judgements about the likely
validity of these claims. True knowledge corresponds in relevant respects, to the
phenomena that we seek to represent and we make our judgement based on the
plausibility and credibility of the text. Hammersley refers to this as “subtle realism”.
Hammersley’s (1998) subtle realism and Brewer’s (1994) post postmodern critique

of ethnography will be explored further in the methodology section of this thesis.
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Autoethnography
The postmodern perspective paves the way for the development of research strategies
into alternative and innovative forms. The researcher’s personal perspective and
individual interpretation of research materials provides a legitimate contribution to
the development of understanding amidst a variety of other perspectives and
interpretations. Autoethnography is a particular form of ethnography that
acknowledges the researcher’s subjective contribution to the research process. In
autoethnography the credibility and plausibility of the text will depend in part upon
the researcher’s willingness to share his or her values and beliefs with the reader.
Brewer (2000) suggests that even natural science produces socially situated
knowledge and the reader of the work would benefit from understanding the
perspective of the researcher. He goes on to point out that the procedural rules
associated with any particular methodology involve researchers in adopting
particular ontological and epistemological assumptions whether they are aware of it
or not. All research then, can be considered to be autoresearch (Ellis and Boucher,
2000). In qualitative research in particular, the inseparability of the researcher and
the research makes any effort to control the effect of the researcher on the research
futile (Sandalowski and Barroso, 2002). The personal involvement of the researcher
and likely subjectivism are not considered by Hayano (1979) as methodological

problems, instead they are seen as assets to deepen understanding.

Autoethnography is a methodological perspective that has, more than most
other methodologies, recognised and even celebrated the influence of the researcher
on the research. Reed-Danahay (1997) explains that autoethnography is a useful term
as it calls into question the binary conventions of self and society and of subjectivism
and objectivism. Autoethnography also highlights the multiplicity of identities and
cultural displacement that are present in the postmodern world. It is a term that has a
double meaning referring either to autobiographical writing with ethnographic
interest or to the ethnography of one’s own group (Reed-Danahay, 1997). A number
of autobiographical autoethnographies have explored a wide range of human
experiences including: Ellis (1998) who explores speech impediment; Kolker (1996)
who writes about her experience with breast cancer and the battles she had with
insurance companies to cover her treatment; Sparkes (2003) who writes about his

back surgery and subsequent disability; and Richardson (2001) who writes about her
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road traffic accident and the effect it had on her mental abilities. These writers
present themselves as the researcher and the subject of research. It takes courage to
write these stories because they expose the deeply personal experiences of the writers
to the analytical gaze of their readers. The stories are often evocative and moving and
the reader is drawn into an interaction with the text. In some cases the writer is
obviously trying to make a political point (Kolker, 1996), in others they are offering
their own interpretation and analysis (Ellis, 1998) and in others they are allowing the
readers to make their own interpretation of the multiple perspectives offered by the
writer (Sparkes, 2003). These are essentially personal stories that have been
presented as narratives using a range of literary and textual forms to communicate

with the readers of the work.

The study of one’s own group is also referred to as autoethnography (Reed-
Danahay, 1997). The exploration of a group of which the researcher can claim
membership can have advantages because the researcher will already share an
understanding of the group’s language and norms. Indeed Van Maanen (1988) states
that writing an ethnography requires, at minimum, some understanding of the
language, concepts, categories, practices, rules, beliefs and so forth, used by
members of the written-about group. Membership of the group is one way of gaining
such understanding. An example of this approach is the work of Fox (1996) who
wrote about child sexual abuse. She presented the text in three columns on the page
representing the voices of the abuser, the abused and the researcher. Through the
voice of the researcher Fox shares her own experiences of sexual abuse. Fox
presented her work in this way to provide equal emphasis on the three voices thereby
avoiding the inequality of privileging one particular perspective. As she presents the
work Fox shares her personal reactions to the voice of the abuser and the voice of the
abused so the reader is made aware of Fox’s personal views and the impact her past
experiences have on the data she is presenting. This is an example of the researcher
aiming to give equal status to the voices of the researcher and participants of the
study. It also recognises the impact of the researcher’s previous experiences on her
own interpretation and understanding of the responses of the participants.
Autoethnography can enhance equality between the participants of a study and

proffers respect for research participants.
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The interactive reader
The examples of autoethnographic research listed above are illustrative of an
approach to research that recognises the researcher’s influence on the work. It is
important to also recognise the influence of the reader and to acknowledge the
interactive nature of the written form, as readers of the completed work bring their
own values and beliefs to bear on their reading and understanding of the presented
text. This issue has relevance for research conducted in the positivist tradition,
although it has greater significance for research that relies on interpretation, meaning
and the development of understanding. Each reader will have a set of values, beliefs,
perspectives, experiences and membership of various cultural groups and these will
all influence the way in which the work is subsequently interpreted. As Atkinson
(1990) points out, the meaning of a sentence to a reader may not be coterminous with
the writer’s intentions. A reader interpreting Fox’s work on child sexual abuse, for
example, will react in a variety of ways if he or she has had personal or professional
experience of sexual abuse, and in a different, perhaps more detached, way if she or
he has had no experience of abuse. Ellis and Bochner (1996) describe their
reluctance to provide an introduction to their edited collection of autoethnographic
writing as they explain they do not want to influence the reader’s interaction with the
individual texts. Instead they present a conversation between themselves that reveals
some of their own values and beliefs interspersed with personal experiences, desires
and sadness and this provides the reader with an understanding of how the editors of
the volume brought the various texts together. It also emphasises the role that the
reader plays in interpreting autoethnographic writing. When the reader is provided
with information about the researcher, they are equipped to interpret the presented
text or data and are therefore able to make their own inferences based on that
knowledge. It is therefore important for researchers to consider the reader (the
receiver of the information presented on the page) as an interactive component of the

research process.

Personal narrative
In presenting my work on the values of nurse practitioners and how they compare to
the practices of medicine and nursing I am choosing to adopt an autoethnographic
approach. I intend to share with the reader some of my own beliefs about my role so

that the remainder of the study can be interpreted with full knowledge of my
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perspective and how that particular view might have had an impact upon the research
design, the data collection and the subsequent interpretation. The following section is
a short narrative relating to my role as a nurse practitioner. A fuller discussion of the

methodology underpinning this work will follow in later chapters.

Right hand turn, left hand turn

Right hand turn, left hand turn, right hand turn, there. I arrive in the car park and
avoiding the three spaces reserved for the health centre doctors, I come to a halt.
There are no other cars at the health centre at this time in the morning and no-one in
the building. There is an air of calm in the early morning that allows me to prepare,
get organised and feel a sense of control. Step through the door, turn left, switch off
the security alarm. Back down the corridor to write on the white board that lists who
is in the building in case of fire - “Wednesday” “Alison” - soon to be followed by the
rest of the health centre staff-

Turn right, turn left, into my room. A locum GP was in my room the previous
day. The roll of paper on the examination couch is crumpled and torn from the last
patient to lie on it, toys from the toy box are scattered across the floor, a dirty cup
sits on the desk. I push the start button on the computer and set about tidying the
room. New paper on the couch, put the toys away, tidy the desk and remove the cup.

Now the computer is ready for my password, ****** q place Chris and I
went on holiday last year, it always makes me smile. A little jingle plays, the
computer is ready for work. I check the e-mails, blood results and practice notes,
responding to requests and making decisions about treatments. I write notes to
myself, making a list of patients who need to be phoned, those I need to discuss with
the GPs or those who need a prescription. Having cleared the e-mails, blood results
and practice notes, I turn to the list of people who are booked in to see me for the
day. The first group are likely to be people with chronic conditions such as
hypertension, heart disease, stroke, heart failure, diabetes or those who are at risk of
these conditions. I take a closer look at the first few patients, reviewing their results
and rehearsing what we might need to focus on. Later patients could be anybody
with an acute or chronic illness or anyone who just needs to see a health care
practitioner for any reason. I enjoy the variety and the uncertainty of not knowing
what the patient’s problem or concern is going to be.

The health centre is starting to come to life, people walk down the corridor to
make tea, and shout “hello” as they pass my door. The GP has arrived and made me
a coffee, weve discussed the weather at the weekend and the progress we 're making
with running and cycling. I have such great respect for my GP colleagues and
regularly turn to them to discuss patients or to ask for their advice. They never seem
to tire of offering support and helping me to develop my understanding of medicine.

A few moments to spare before the patients start to arrive. I check the audits
on the computer to see how we are progressing with reaching our clinical targets.
98% of the people with hypertension have had their blood pressure checked in the
last year (Who are the 2% who have not?). 88% of the people with diabetes have had
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their eyes checked this year (who are the 12% who have not?). I am excited to see
the blood sugar results for people with diabetes slowly but surely improving.

The first person arrives early. I press the buzzer, eager to get started and not
to fall behind. I do not like to keep people waiting. I angle the computer screen so
that it can be easily viewed by both myself and the patient. The patient walks from
the waiting room, right hand turn, left hand turn and left again, “Hello Mr S, I don’t
think we have met before. I am Alison a nurse practitioner, how are you today?”

Concluding comments
The preceding narrative provides me with what Richards (2003) refers to as a
“reflexive platform” from which to interpret the voices of the participants in this
project. Like Porter (1995) I hope that by sharing some of who I am with the reader I
have made it possible for a more discerning evaluation of the work. The reader can
then decide whether my specific view has led to distortions in the analysis of the
data. I have purposefully referred to the story about my arrival at work as a
“narrative”. Narratives are relational (Sparkes, 2002) and for the listener the telling
of the story allows for interpretation from their own perspective (Rapport, 2004) so
that the work can be “contextualised in the narrative of each reader” (Richards, 2003
p.55). Taylor (1991) refers to the fundamentally dialogical nature of human life and
suggests that we define ourselves in dialogue with others. This thesis shares with the
reader my own narrative from clinical practice and the narratives of the healthcare
professionals who participated in this study and thereby offers an opportunity for

dialogue between the reader and the text.

Primary care in the UK is now characterised by a blurring of boundaries
between the roles of a variety of health care professionals. The nurse practitioner
represents a challenge to traditional boundaries more than most other roles and this
has implications for both the patients and the health care professionals involved. It
could be suggested that nurse practitioners, having taken on some of the work of
medicine, now share a set of values that more traditionally were associated with
doctors than with nurses. The aim of this work, therefore, is to adopt an
autoethnographic interpretive approach to examine whether nurse practitioners share

the values of nursing or medicine.
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CHAPTER TWO
VALUES: DEFINITION AND THEORETICAL PERSPECTIVES

Introduction
In an editorial for the British Medical Journal, Smith (2000) states that doctors and
nurses are divided by gender, background, philosophy, training, regulation, money,
status and power. If the two professional groups are separated by so much it could be
suggested that doctors and nurses are operating from fundamentally different value
systems and this in turn might have an impact upon the way in which services are
delivered to patients. This is a particularly interesting and important issue when the
two groups are reported to be offering similar services to patients (Horrocks et al.,
2002). Smith’s statement leads one to believe that there is a division between the two
groups. Such divisiveness and difference (if indeed it exists to the extent that Smith
is suggesting) has important implications for patients and healthcare practice. An
exploration of the cultural diversity between medicine and nursing may help to
expose these differences and divisions. Fekete suggests that we can only understand
the history of cultures if we also understand the history of value orientations, value

ideals, goods values, value responses and value judgements:

Not to put too fine a point on it, we live breathe, and excrete values. No
aspect of human life is unrelated to values, valuations and validations.
Value orientations and value relations saturate our experiences and life
practices from the smallest established microstructures of feeling,
thought and behaviour to the largest established macrostructures of
organisations and institutions... Yet it is no exaggeration to say that the
oceans and continents of value, though much travelled, remain almost
entirely uncharted in any way suitable to the navigational contingencies
of postmodern itineraries (1988 p.i).

Fekete’s view would suggest that an exploration of values could prove to be a rich
and fruitful exercise in aiming to enhance and deepen our understanding of particular
cultures. Even though values are much written about and are much discussed,
according to Fekete, there is a paucity of literature pertaining to the issue of value in

the postmodern era.

In order to explore this area further, a literature review was carried out to

identify work that had been conducted on values. When presenting a thesis such as

24



this, there is an expectation that a mechanistic search of the literature will take place.
Such an approach would tend to suggest that once the search is completed, the
researcher would know all that has been previously written about a particular subject
area. A concept such as “value” can be interpreted in multiple ways and is used
widely in many different contexts; therefore large numbers of the articles revealed in
a literature search may be irrelevant. The researcher has to discriminate between
articles and sources of information, selecting those pieces that might contribute to the
developing thesis and those that might not. In addition, the researcher will have
access to their own knowledge that has built up over a number of years of study into
a particular subject. The literature review therefore goes beyond the expected
mechanics of exploring the search engines and incorporates the researcher’s previous
knowledge of a variety of sources of literature that have relevance to the current
study. Hence, the literature review included: a web based search; use of search
engines; and a review of my personal collection of literature that I had gathered over
a numbers of years whilst exploring and engaging with the literature related to values

and nurse practitioners.

The web-based search revealed 91 million hits for “values”, 11 million hits
for “professional values”, 17 million hits for “personal values” and 171 thousand hits
for “comparing the values of nurse practitioners and doctors/physicians/medicine”.
When the search was refined to: “words in the title must include: comparing nurse
practitioners’ and doctors’ professional values” there were no hits and similarly when
the search was broadened to “comparing nurses’ and doctors’ professional values”
there were no hits. The search was broadened further to: “words in the title must
include: nurses’ professional values” which resulted in two hits and “words in the
title must include: doctors’ professional values” which also resulted in two hits. To
continue the search the terms: “values”, “personal values”, “social values”, “values
clarification”, “attitude”, “nursing” and “medicine” were entered into the search
engines, JSTOR, CSA, BIDS, CINAHL, BNI, PUBMED, the Cochrane Library, the
National Research Register and the Department of Health Research Findings
Register (see page 8 for an explanation of the abbreviations). The literature review
revealed no articles comparing the value systems of nurse practitioners with those of

GPs or physicians. Hence the search was broadened to include comparisons between

nurses and doctors in areas such as communication styles, ethical decision-making
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and emotional socialisation. There seemed to be a division between those articles that
contributed to the literature on value in general and those that provided examples of
empirical research. Therefore the literature review will be divided into two sections.
The first section is an exploration of value theory and the definition of value and
constitutes the remainder of this chapter. The second section will consist of a critical

review of the research conducted in this area to date and will form chapter three.

The definability of value
The terms “value”, “values” and “value systems” are used widely and in a variety of
contexts by organisations, governments, politicians and individuals. Values are
considered to be a positive attribute of an individual’s character or an organisation’s
culture whereas assumptions, judgements, thoughts, beliefs and interests are less
positive. A value-driven organisation is thought of in a positive light in comparison
to one that is guided by its interests and an individual with a strong value system is
commended above one who holds assumptions or judgements. Value is an apparently
simple term described by Pattison (1998) as a portmanteau concept which chases
after meaning. “The notion of value and values can happily slip, chameleon-like,
between users and utterances, delighting all and offending none because most people
do not take the trouble to think about what it actually means in their own lives or
those of others” (1998 p.353). Other authors have described “value” and “values” as
a “suspect term [that] has to be put through the mangle to be legitimated” (Baker,
1991 p.17) and as “peculiar” by Saarmann et al. (1992 p.28). A universally agreed
definition of value is elusive and yet debate about the meaning of value is evident in

the work of the early philosophers and continues throughout the ages to the present

day.

My aim here is to explore some of the difficulties with the terms “value”,
“values” and “value systems” in order to gain some clarity for the present study. One
of the difficulties with the clarity of value as a concept is the fact that “value” can be
used as a noun, a verb or an adjective. The desk in my study has monetary value as a
piece of furniture (the noun), I value its presence as it provides a convenient and
comfortable place for me to work (the verb), and the desk has value beyond the
economic context because many hours have been spent sitting in front of it writing

thereby adding to its significance and meaning in my life (the adjective). The 2002
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Oxford English Dictionary definition of value is “the regard that something is held to
deserve; importance or worth, material or monetary worth” (the noun), “to estimate
the value of” or “to consider to be important or beneficial” (the verb), and it is also
possible to consider something as “valueless” (the adjective) (Pearsall, 2002). The

dictionary definition also includes values as “principles or standards of behaviour”.

Barton Perry (1914) suggests that value is adjectival rather than substantive,
(we describe valuable things as having value) so it would be feasible to describe
value as having value. He suggests that it is impossible to describe a predicate in
terms of that which is predicated, otherwise the subject and the predicate would be
indistinguishable. If an object’s value is a function of the interest taken in it, it would
be impossible for anything to possess intrinsic value. The problem lies in the nature
of value as a relational predicate making it possible for the subject of the judgement
to stand in the relation or to contain the relation (Barton Perry, 1914). An example of
a relational predicate is harmony which may be the predicate of one musical note in
the sense of it being in harmony with another, or of both notes in the sense of them
possessing harmony. Hence value may be possessed internally by the relationship or
externally by the object of the relationship. If we take this view, both the object and

the relationship of the person to that object become significant.

Fallding (1965) points out that in view of the centrality of the concept of
value, our inability to clearly answer the question “What is a value and how is it to
be recognised?” is alarming. In the field of ethics there is a similar difficulty with the
concept of “good”. Moore suggests that how “good” is to be defined is “the most
fundamental question in all ethics” (1959 p.5). Baldwin (2003) in presenting Moore’s
thesis determines that there may be no analysis of the concept “good”, there cannot
be a definition of the property of being good, although there can be a definition of
things that are good. Moore states that “good” is indefinable nevertheless it is
possible to define “that which is good” (1959 p.9). If we equate this argument to the
definition of value we might be able to determine lists of things that are identified as

being of value, even though the property “value” eludes definition.

Marx (1976) describes the elementary definition of value in terms of quantity

of human labour-power that has been expended in the production of a commodity.
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He refers to exchange-values which are merely different quantities of various
commodities that can be exchanged, for example a length of linen for a quantity of
gold, and use-values where the property of a commodity is independent of the
amount of labour required to produce its useful properties. Clearly exchange-values
relate to the quantitative value of a commodity. Use-values touch on that element of
value which is qualitative in nature and less easily defined. A commodity such as a
wheelbarrow might be valuable to me because it helps me to move manure around
my garden; it would be less valuable to my friend who lives in a flat in the city
centre. A wheelbarrow clearly has an exchange-value as it can be purchased for a
particular price, its use-value however, would vary according to the needs of the
person who is considering making the purchase. It would appear that identification of
things that have value relies on individual judgement which is based on the

complexity of that individual’s needs, desires, beliefs and interests.

An exploration of those things that are identified as having value can assist in
illustrating some of the difficulties with the definition of value. Herrick’s exploration
of the question “Is truth a value?” highlights some interesting points. He refers to
values conceived in terms of “the satisfaction of interest, need, appetite, desire, or
aspiration” (1936 p.169) hence we might value equality because it satisfies our
aspiration toward human justice or, it could be suggested, that we might value an
apple because it satisfies our need to be satiated. It is clear from these examples that
the object of the interest, need, appetite, desire or aspiration is not necessarily a value
because the value lies in the relationship and not in the object per se. From a Marxian
perspective an apple could be an example of an exchange-value (my one apple is
worth ten damsons). Herrick would suggest that the apple is not a value; however, it
is possible to value an apple if one is hungry or if one is attempting to make an apple
pie. Turning to the example of truth as a value, if we follow the logic of this
argument, truth cannot be a value because the truth is independent of a person’s
interest in it. Herrick ultimately rejects this position by stating that science knows no
absolute truth and therefore truth cannot be independent of our interest in it. In
accordance with this argument Oliver (1998) states that there are no objective values,
there is only the world of natural properties and our reactions to it. He claims that we
project our reactions back onto the world and speak of it as if it contained such

properties. According to Herrick (1936) then, values lie in relationships and
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according to Oliver (1998) truth, equality and human justice could not be identified

as values because there are no objective values.

Evidently, it is important to distinguish why there is a difference between an
apple and human justice. Fallding (1965) points out that it is possible to define value
as “things valued” but this is so broad that it becomes meaningless. It is better, he
suggests, not to refer to specific ends (such as apples) but instead to refer to certain
classes of objects that have more autonomous “worthwhile-ness” and consequently
give rise to principles that guide our behaviour. A value according to Fallding is “a
generalised end that guides behaviour toward uniformity in a variety of situations,
with the object of repeating a particular self-sufficient satisfaction” (1965 p.224). In
Fallding’s view a value is an end state (for example human justice) and its purpose is
to guide behaviour in order to achieve an autonomous satisfying state (for example
having achieved justice). Thus, he describes values as “organising ends” because
many other actions are subordinate to them (1965 p.225). This definition helps us to
distinguish between those things that are simply objects of desire and those that

represent values.

Rokeach refers to values not only as generalised end states but also as

instrumental modes of conduct. He states that value is:

... an enduring belief that a specific mode of conduct or end state of
existence is personally or socially preferable to an opposite or converse
mode of conduct or end state of existence. A value system is an
enduring organisation of beliefs concerning preferable modes of
conduct or end states of existence along a continuum of relative
importance (1973 p.3).

It is interesting to note that Rokeach describes both value and value systems as
“enduring”. He suggests that through experience and maturation, absolute values that
we have been taught become ordered in priority. This would suggest that values are
relatively stable and resistant to the effects of particular contexts. Indeed his
approach to collecting information about individual human values is context-free as
he has developed the Rokeach Value Survey which is administered to participants
requiring them to prioritise sets of values. His work is based on a number of

assumptions including: the total number of human values is relatively small; all
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people possess the same values but to different degrees; and these values are
organised into systems. The Rokeach Value Survey was developed in a positivist
paradigm exploring the nature of values by asking participants to rank eighteen
instrumental and eighteen terminal values in a value system hierarchy. There are a
number of examples of the use of this approach in the nursing literature (Furnham,

1988; Prothero et al., 2000).

Rokeach states that his aim was to develop a value-free approach to the
examination of human values. Interestingly, it could be suggested that the use of
quantitative methods to examine values provides evidence of a value system in
operation, therefore this method cannot be described as value-free. The Rockeach
Value Survey is however, unashamedly context-free. If, as Oliver (1998) suggests,
values are relational, the context makes an essential contribution to the understanding
of human values. Indeed Barton Perry commences his work on the definition of
value with the comment, “when one examines values one not only finds them in the
context of subjectivity and judgement but is from the first puzzled to know how
much of that context belongs to their structure” (1914 p.141). It is difficult to think of
values without placing them in some sort of context or setting. The majority of the
time I might value communicating in-depth with a patient, attempting to give them
the time and space to express their worries and concerns; however, in the middle of
an extremely busy surgery, having had a number of extra patients squeezed in to the
clinic, I might be forced to value an in-depth conversation less and instead value
efficiency and speed. This might be because I value and respect the patients who
need to see a nurse practitioner and I want to give each one of them an opportunity to
get the help they need. An alternative explanation might be that I need to satiate my

hunger and get to lunch as quickly as possible.

Other authors have also suggested that an individual’s values are not stable
and therefore the value system is not enduring. Rezsohazy (2001) suggests that a set
of values is a living system which is complex and subject to seesaw motion and
variation. Lepley states that values do not “lie around like polished pearls waiting to
be picked up” (1937 p.366) instead, values are best verified in the light of human
history. If value can be found in both the relationship with an object and the object

itself, that relationship might be so dynamic that we might value an object or an idea
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more or less according to the circumstances in which we find ourselves. Fekete
(1988) describes value systems as a “force field” resulting from a network of
evaluations and the circulatory process of a collective system of value relations and
practices. He describes the subject and object terms as being “deconstructed and
drawn into the circulating medium of value” (1988 p.66). In Fekete’s conception,
value is not a static reducible entity, instead he describes the relations of value as
being “constructed, deconstructed and disseminated” in a circular rather than linear
scale. The methodological narrowing of the positivist-modernist tradition resulted in
a reductive model of the concept of value. Fekete’s perspective opens up new
possibilities for the study of value where the focus shifts from the exploration of
specific values to the examination of value orientation (the relationships between the
individual and the value) contextualised in the dynamism of human experience. In

this sense value is a thoroughly postmodern concept.

Even if a value system is considered to be a dynamic, changing, circulatory
process, it could still be possible to recognise within that system things that are
valued and an individual’s relationship with the thing that is valued. According to
Pattison (1998) values can be confused with preferences, choices, interests, beliefs,
attitudes, standards and principles. If values are to be identified as those things that
we value, how then are we to distinguish between valuing something and having a
preference for it, an interest in it or having a belief about it? Pattison (1998) states
that preferences, choices and desires are expressions about the things that people
value, and that if we value something we also desire it, prefer it above other options
and will make a choice about it. In addition to the problem with preferences, choices,
interests, beliefs, attitudes, standards and principles, Pattison (1998) points to the
world of manufacturing and management as providing words such as “standards”,
“visions” and “goals” as synonyms for value and the world of ethics as providing the
words, “morals”, “principles” and “commitments”. Judgements, prejudices and
assumptions can also be associated with values; these tend to be thought of as
unthinking or uncritical whereas values are not (Pattison, 1998). If we value
something, we are also likely to have an interest in it, as described above by Herrick
(1936). It is possible to have a number of interests and people who have many
interests tend to be admired (Fallding, 1965). However, having more than one value

at any one time can result in a certain amount of tension and can even result in
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irresolvable conflict. Fallding (1965) states that this highlights the essential and
subtle difference between a value and an interest. Many of the words listed above
provide important pointers to an individual’s values but they also highlight the

difficulties in reducing value to a clear and concise definition.

Value pluralism and value monism
As the term “value” can be employed in such a variety of ways, clarification of the
focus of a study into values and value systems is essential. When we are exploring
the values or value systems of others we need to consider whether we are aiming to
explore the lists of objects or ideas that are regarded as valuable to that individual or
the nature of value itself. If we explore lists of objects or ideas that are regarded as
valuable we could be exploring lists of “values” or a number of items that can be
described as “valuable”. Value pluralism is a metaphysical thesis that holds that there
are many values that cannot be reduced to a single super-value. Conversely, value
monism is a thesis that there is ultimately one value into which all other values can
be subsumed. The pivotal issue to be examined here is how values are properly
individuated (Chang, 2001). Chang (2001) suggests that if a value is “merely
instrumental to” another value, or “merely part of” a second value, or “merely
symbolic of”, “wholly constituted by” or “merely contributory to” a further value,
then the first value becomes reducible to the second. So if love is merely
instrumental to pleasure, what it is to feel love is fully explained by the pleasure it
brings. There has been no agreement on which value might be the super-value but
there is an attractive simplicity to this perspective. If value monism holds, there
should be no conflict because all choices between values can be tidily arranged
according to the quantity of the super-value that each value bears. Thus there would
be no moral dilemmas and no difficult choices. Moral dilemmas seem to be all
around us in most walks of life and are particularly evident in the health care arena.
Lindseth et al. (1994), for example, explored ethically difficult care episodes and the
reflections of physicians and nurses upon those episodes; Kelly (1991) found
numerous examples of value conflict in her study of the values of nursing
undergraduates; and Varcoe et al. (2004) found tensions and conflicts in values in
their study of ethical practice in nursing. Value monism appears to be problematic
because there are so many examples of value conflict, moral dilemmas and difficult

choices.
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A number of authors have identified lists of values and have used these lists
to compare groups of health care professionals. Clearly these authors are working
from a value pluralism perspective. Altun (2002) states that the prevailing values in
nursing today are: aesthetics, altruism, equality, freedom, human dignity, justice and
truth. In comparing doctors’ and nurses’ expressed values Grundstein-Amado (1992)
looked at: the basic values of survival, dignity, respect, knowledge, quality of life
and comfort; the moral values of carefulness, responsibility, truthfulness, honesty,
courage and avoiding harm; and the social values of informing, co-operating and
equality. The naive observer could be led to believe that such lists would suggest that
it might be possible to clearly identify particular values and to compare professional
groups by measuring numbers of values aspired to. Indeed Sivberg and Petersson
(1997) and Prothero et al. (2000) provide examples of studies that have taken this
approach. An interesting point to note is the wide diversity of the values identified by
these authors. How the authors of such studies arrive at these lists is not always clear
and will be examined at greater length in the subsequent review of research into
value. The lists of values used by these authors demonstrate their allegiance to value
pluralism; these are also examples of positivist-modemist epistemology in action
using predetermined definitions of values resulting in a narrow view of the concept

of value.

Typology of values
In addition to the variety of values that can be identified, values can also be classified
into different typologies. Consideration of the different typologies can help to
uncover the multidimensionality of value. Rezsohazy (2001) outlines a number of
different classifications of values. There are core values which are held by the whole
population and specific values that are held by smaller groups, for example health
care workers or particular religious groups. There are structuring values defined as
those in the centre of a value system or peripheral values which are those that are
more open to external influences. There are final and instrumental values, with final
values being at the top of the hierarchy and instrumental values being those values
that are needed to achieve the final values. There are global values such as justice
that transcend different spheres of social life and sectorial values that are confined to

a special sphere of society. There are communities that tend to have unanimity in
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their value systems and others that tend to have pluralistic values.

Fallding (1965) felt that a typology of values was important to pave the way
for the empirical study of values. Thomas (1998) offers a typology for values, in
suggesting that the theory of value can be split into subjectivists, objectivists and neo
Kantian-rationalists. The subjectivists claim that the only value is in the subjective
states of sentient organisms whilst the objectivists claim that there is some degree of
independence between the value and human interest. These two approaches rest on
the arguments made above, namely: if as Oliver (1998) suggests there are no
objective values then values based on the subjective states of human beings would be
reasonable. However, if, as Barton Perry (1914) suggests, there can be value in both
the object and the relationship with that object then some degree of independence
between the value and human interest is reasonable. The neo Kantian-rationalists
offer a third approach according to Thomas (1998). This group argues that subjective
interests result in reasons which are tested by the individual to see if they are
sufficient to achieve the desired ends. If the reason passes the test the end becomes
valuable and worthy of choice. Something may be valuable for the contribution it
makes to achieving a further state. Hence going to work may be tedious at times but
it results in earning a wage and therefore going to work becomes valuable. This is an
example of the distinction between instrumental and final values as described by
Rezsohazy (2001) and by Rokeach’s (1973) instrumental and terminal values.
Thomas (1998) states that this distinction between the instrumentally and finally

valuable is located within the theory of practical reasoning.

If we adopt as our perspective Fekete’s view of value as a force-field that is
being constructed and deconstructed in a circular rather than a linear fashion, a
typology that portrays a static representation of values will not adequately illustrate
the complexity of human values. Instead a typology that recognises the importance of
the interaction of the person with the value object, for example the perspective of the
neo Kantian-rationalists, may potentially provide a greater depth of understanding.
Therefore, when exploring the nature of values, it is important to consider not only

the object or idea that is valued, but also the context in which it is valued.
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Value and meaning
Pattison (1998) describes values as “relative and transitory” and he states that the
tangible external reality of value is “illusory”. Values-according to Pattison are non-
realist, postmodern and closely related to meanings. Frankl’s (1959) work “Man’s
search for meaning” is based on his experiences in the concentration camps of World
War II. He developed a form of psychotherapy called “logotherapy”. Logotherapy is
based on the premise that striving to find meaning in one’s life is the primary
motivational force in human beings. Frankl states that there is no general answer to
the meaning of life because the meaning of life differs for all people from day to day,
hour to hour. What matters then is not a person’s general meaning in life but the
specific meaning at a given moment. This position is congruent with Pattison’s
(1998) suggestion that values are relative, transitory and illusory and Fekete’s (1988)
suggestion that the relations of value are “constructed, deconstructed and
disseminated” in a circular rather than linear scale. Frankl suggests that meaning is
discovered in three ways, “by creating work or doing a deed; experiencing something
or encountering someone; and by the attitude we take to unavoidable suffering”
(1959 p.133). If we can discover our values hidden in the complexity of the meaning
in our lives, they are clearly context-bound, relational and relative. This is a level of
complexity that is denied by the hierarchical lists of value statements described by
the authors referred to earlier in this thesis (Rokeach, 1973; Grundstein-Amado,
1992; Sivberg and Petersson, 1997; Prothero et al., 2000; Altun, 2002).

If, as Pattison suggests, values are closely related to meaning, it could be
suggested that values and value systems could be explored by asking people what is
meaningful to them in their lives. Fagermoen (1997) took this approach and explored
the values embedded in meaningful nursing practice. She suggests that values are
articulated as meanings both experientially and existentially. She states that
meaningful nursing practice can be realised through interactions with patients, work
performance, collaboration with other professionals and in personal outcomes. She
also suggests that “professional identity is defined as the values and beliefs held by
the nurse that guide thinking, actions and interactions with the patient” (1997 p.435).
If professional identity is defined by values and beliefs, it would follow that the study
of values is paramount to understanding the characteristics of nursing and medicine.

It would also follow that different professional groups could potentially display
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differences in the meaning of (and therefore the values relating to) their practice.

Values and professional socialisation
It might be reasonable to expect that two groups of practitioners who have been
educated separately, and have been exposed to different professional socialisation
processes, could indeed describe differences in the meaning of their respective
practices and value systems. Even prior to their entry into professional education, a
number of factors in life will have contributed to the individual making a choice to
commit to a career in nursing or a career in medicine. As new members of
professional groups are socialised into the profession, they are initiated into a
deliberately selected and adopted value system. As Tompkins (1992) suggests,
professional standards of behaviour are established that reflect an underlying value
system. Indeed Kuczynski’s definition of values is: “Values are patterns of regulation
accepted as desirable by persons in a given culture or family environment and serve
as guiding principles in their lives” (2001 p.16148). Saarmann et al. (1992) point to
the internalisation of values and traditions of a profession as a fundamental, primarily
subconscious, process through which new members of the profession must pass.
Rezsohazy (2001) states that values are structured primordially by the process of
socialisation and the agents involved in this process are the family, the school, the
media and peer groups. These models of professional socialisation suggest that the
new recruit to the profession is a partially created painting to which the current
members of the profession can add the colours of their multi-layered value system. A
contrary perspective is the predispositional model which suggests that people with
specific personalities, values, beliefs and needs are likely to be attracted towards
certain occupations (Furnham, 1988). Furnham (1988) suggests that from a
researcher’s perspective, a person’s value system must represent their past
socialisation. Fekete (1988) has a different view. He highlights the debate over
whether values are derived from empirical existence or whether they are constructed
by universal reason in line with the practical reasoning of the neo Kantian-
rationalists. Values are therefore either simply derived from an accumulation of
experiences or result from the unique interaction of each individual with life’s past,
present and future. Once again Fekete uncovers the complexity and dynamism of
values and value systems which has clear methodological implications for the study

of value.
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Empirical considerations in the study of values
Why are values important and what is the worth of studying them? Values are said to
have an impact on actions (Altun, 2002) and serve as guiding principles (Kuczynski,
2001). Values are described by Oyserman (2001 p.16150) as “internal compasses or
springboards for action”. Anderson (1996) points out that the core issue in the theory
of value is the nature and structure of reasons for action. Oyserman states that “the
most profound influence of values may be through the ways that they influence rules,
norms and procedures within a society and in this way structure the everyday life
choices for individuals within a society” (2001 p.16152). Fekete states that value is
“a medium of orientation, a primary, underivable, and universal category of social
praxis” (1988 p.67). It seems that values have an impact on, indeed could be

suggested to be the main drivers for, the action and behaviour of each human being.

Given the preceding discussion it would seem that the study of values is
paradigm-sensitive. If one agrees that value can be defined and studied in isolation
from contextual influences then lists of values can be used to study the hierarchy of
an individual’s value system. If one were to study value as a postmodern concept, a
hierarchical list of values would have no place and instead the study would focus on
the relationships between the individual and the object of value and/or the value
itself. Peacock (2001) states that the researcher can explore values from an
objectivist or an engagement perspective. The analyst who takes an objectivist stance
should control and suppress the expression of values, whereas one who adopts

engagement should express the values of one’s informants, one’s own and others’.

Pattison (1998) states that values are very difficult for us to study because it
is so challenging to stand outside our own values and to survey them objectively.
This is compounded still further when they concern the fundamental way in which
we operate in the world, for example values operating in our field of work or an area
of interest about which we feel passionately. It is extremely difficult to divorce our
own values from such a study. If we choose to take the objectivist approach in a
modernist paradigm using a predetermined list of values to be ranked by our
respondents in a hierarchy, that in itself is an expression of our own values as it
demonstrates that we value the objectivity of the positivist perspective. However, if

we adopt the approach of engagement and choose to include not only the values of
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our respondents but also our own values, then clearly our values have influenced the
study and we have to be candid about that fact, recognising that the usual tenets of
validity, reliability, replicability and generalisability need to be addressed and that

the rigour of the study has to be defended in alternative ways.

Another challenge to the study of values includes our ability to conceal our
thoughts, desires and perceptions (Piper, 1996). Values have tended to be associated
with favourable attitudes (Piper, 1996), however, one might value power over others,
or inequality or personal enrichment at the expense of others. Asking people directly
about what they value is unlikely to elicit a meaningful list of values whereas
watching their behaviour is unlikely to tell us much about their internal values
because behaviour is contaminated by other antecedents of action. Rezsohazy (2001)
suggests that free non-directive interviews or autobiographies allow respondents to
choose their own words and to produce rich material in relation to their values, the
only difficulty being that the material is a challenge to analyse and generalisability is
problematical. Pattison (1998) states that people suffer much emotional pain when
values and fundamental meanings are threatened and therefore one way of
discovering what their values are is via negativa (asking them what distresses them

or ask them what makes them unhappy in their life and work).

Conclusions
The preceding exploration of value theory has highlighted the multiple, diverse and
sometimes incongruent perspectives of the concept of value. Nevertheless, it is
possible to extract from these works a broad understanding of the issues that are
related to values and value systems. This will provide a platform from which to
develop a subsequent methodology and will also provide a structure within which to
critically analyse the existing work on this subject. It has been argued that there are
no objective values (Oliver, 1998) and that value is located in relationships (Barton
Perry, 1914; Herrick, 1936). Value has been presented as a living system
(Rezsohazy, 2001) that is dynamic and changing (Fekete, 1988; Pattison, 1998).
Values have been shown to be related to human history (Lepley, 1937) and
professional socialisation (Tompkins, 1992; Kuczynski, 2001). Value has been
linked to the meaning of life (Frankl, 1959; Fagermoen, 1997; Pattison, 1998) and
according to Frankl, the meaning of life differs for all people from day to day, hour

38



to hour. The modernist-positivist paradigm explores value as decontextualised
hierarchical lists and thereby does not acknowledge the complexity of value systems.
A postmodern perspective on the concept of value recognises the importance of
context in the expression of a value and also recognises the dynamic nature of value
systems. The modernist-positivist perspective would provide an inadequate paradigm
from which to explore the complexity of value. A study of value and value systems
that adopts a postmodern perspective is able to explore the dynamism, complexity,

pluralism and individual nature of human values.

Various approaches have been used in the study of values in medicine and
nursing. The following chapter provides a critical analysis of the research that has
been conducted to date. The authors of these works not only use different
methodological perspectives and methods, they also utilise different working
definitions of value, if indeed they define it at all. The literature review will focus on
the implications of these epistemological and ontological perspectives on the
findings of the work and will aim to identify important concerns for the present

study.
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CHAPTER THREE
LITERATURE REVIEW: NURSE PRACTITIONERS AND VALUES IN
NURSING AND MEDICINE

Introduction
The preceding chapter demonstrated that researchers have a number of choices when
they are delving into the world of value, values and value systems. The choices they
make in the approach to their study reveal something about the values of the
researchers concerned. Several of the studies identified in the literature search were
firmly in the positivist paradigm, using quantitative approaches with surveys and
statistical analysis while others had varying degrees of qualitative methodology. The
aim of this thesis is to examine the values of nurse practitioners and how they
compare to the values of nursing and medicine. The literature review will therefore
commence with a brief overview of the studies that relate to the development of the
nurse practitioner role in the UK in an effort to set the scene for this study. This will
be followed by a critical analysis of the major studies on values, with an emphasis on
the research conducted around the values of nurse practitioners, nurses, doctors and

other professionals.

Nurse practitioners
Hooker and Mayo (2002) carried out an overview of doctoral dissertations on nurse
practitioners in the United States. They found one study which was conducted in
1964, a second conducted in 1970, and a further 132 from the mid 1970s onwards.
Feldman et al. (1987) also conducted a review of studies into nurse practitioner
effectiveness in the United States and found 56 articles from the mid 1970s onwards.
In the UK, research into the role of the nurse practitioner commenced with Barbara
Stilwell in the early 1980s. Stilwell provides a description of the pilot project in
which she was involved (Stilwell, 1981) and, later on, an analysis of her role
(Stilwell, 1985, Stilwell et al., 1987). The analysis included a description of the types
of conditions she dealt with, how many required referral for further investigation,
and a patient questionnaire. The patients gave reasons for consulting with the nurse
practitioner including: “I thought I could talk better to her”, “to save the doctor’s
time” and “she’s got more time for you”. The conclusions from this study were: the
nurse practitioner could deal with one-third of all consultations without referral to a

doctor; additional problems were raised in 46% of consultations which mostly
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involved health education; and most patients made an appropriate choice to consult
with the nurse. Stilwell acknowledged that she had twenty minute appointment times

and that this was considerably longer than the GP.

Due to the small number of qualified nurse practitioners in the UK during the
1980s and early 1990s, evaluation of the role was focused on single practitioners
(Salisbury and Tettersell, 1988; Reveley, 1999) or on newly qualified practitioners
(South Thames Regional Health Authority, 1994; National Health Service Executive,
1996; Reveley, 1999). In a similar approach to that of Stilwell, Salisbury and
Tettersell’s (1988) work provided a description of a single nurse practitioner and
they found that the nurse practitioner could deal with 78% of her consultations
without referral to a doctor and that 97% of patients when asked stated they would
consult with the nurse practitioner again. Salisbury and Tettersell, like Stilwell,
report that the nurse practitioner had lengthy consultation times of 20-30 minutes.
Salisbury and Tettersell also noted that the nurse practitioner role that they were
studying had evolved quite differently to a similar post in another practice and they
concluded that this emphasised the need for flexibility in defining the role. In the
1990s, nurse practitioner research in the UK moved on to larger projects involving

multiple sites with rigorous evaluation.

The South Thames Regional Health Authority study (1994) commissioned
Touche Ross to undertake a two year evaluation of twenty nurse practitioner projects
in primary care. All the nurses either held the Royal College of Nursing nurse
practitioner diploma or were currently studying for it. This was a descriptive study
using site visits, interviews, retrospective analysis of consultations, and a survey of
patients. The study concluded that: there was a diversity of roles across the sites,
patients liked the role and commented on the relaxed, approachable style of the nurse
practitioners, consultation times were lengthy and cost effectiveness was difficult to
assess. Fawcett Henesy reports that there was “overwhelmingly positive evidence
from this study” suggesting that “nurse practitioners offer something quite different
from conventional medical or nursing services” (1995 p.35). It is interesting to note
that the researchers point out that the two nurse practitioners who were working in
general practice tended to work more like GPs than other nurse practitioners with

less emphasis on preventive health and yet without reducing patient satisfaction.
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In 1996 the National Health Service Executive commissioned ten different
nurse practitioner projects that were subsequently evaluated by Coopers and Lybrand
(National Health Service Executive, 1996). Four of the projects were based in
secondary care, demonstrating the way in which the nurse practitioner role gradually
diversified during the 1990s. The study was based on a survey of health professionals
and patients, and examined access to services, cost of services, impact on waiting
times and benefits to other services. The report emphasised that cost effectiveness is
difficult to prove because nurse practitioner services are different from conventional
services; but on the whole the report is very positive and supportive of the role of the

nurse practitioner.

Towards the end of the 1990s, nurse practitioner research began to compare
the work of the nurses with that of the GP. Concerns were raised that nurses may be
acting as cheap alternatives to the GP and therefore could be providing a lesser
service to patients and at worst could even be unsafe (Dickson et al., 1996; Crawford,
1997). Reveley (1999) carried out an evaluation of the triage role of a single nurse
practitioner working in general practice with seven GPs. The study was conducted
using a patient satisfaction questionnaire, follow up interviews with 30 patients and
an analysis of the nurse practitioner’s work. In Reveley’s study, the nurse
practitioner had fifteen minute appointments whilst the GPs had seven and a half
minutes. The nurse practitioner tended to see patients who were younger than those
who saw the doctor and also tended to deal with more patients who had infections
and/or respiratory conditions. The nurse practitioner was more likely to carry out a
physical examination during the consultation. Most respondents felt their problem
had been dealt with well, regardless of whom they saw. The patients were satisfied
with the role and commented that it would take pressure off the doctors, and reduce

waiting times.

Reveley’s study was, once again, focused on a single nurse practitioner. It is
appropriate to study a single person in the early stages of enquiry into a particular
area of practice. The problem with single person studies is that the uniqueness of the
particular situation can lead to concerns over generalisation to the wider population

of nurse practitioners across the country. Venning et al. (2000) and Kinnersley et al.
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(2000) have now both reported on randomised controlled trials involving nurse

practitioners in general practice.

Venning et al. (2000) analysed data from 1292 consultations in twenty
different general practice settings across England and Wales. The patients were
randomised to see a GP or a nurse practitioner and their health status was assessed
using the Short Form 36 (SF36) questionnaire before the consultation and two weeks
after the consultation. Patient satisfaction was measured using the medical interview
satisfaction scale (MISS) and the researchers also carried out a cost analysis. The
results of the study show once again that nurse practitioner consultations are longer
than those of GPs, and also that patients were more satisfied with nurse practitioners
than they were with GPs. The patients in this study were more likely to return to the
practice within a two week period if they had seen a nurse practitioner and there were
no differences in health status between the two groups at the end of the two weeks.
The authors concluded that there were no significant differences in health service

costs between the two groups.

Kinnersley et al. (2000) also carried out a randomised controlled trial
involving ten sites across Wales and England with 1368 patients. The outcome
measures in the study included: patient satisfaction immediately after the
consultation, and resolution of symptoms and concerns at two weeks. Other outcome
measures included: care in the consultation (length of consultation and information
provided), use of resources, follow-up consultations, and patients’ intentions for
dealing with future similar situations. The patients completed a questionnaire on their
level of discomfort before the consultation and the consultation satisfaction
questionnaire (CSQ) immediately after the consultation. The results of the study
show that the nurses’ consultations were longer than the GPs’ and patients were
significantly more informed about their illness by the nurse practitioners than they
were by GPs. There was no difference in any of the measured health outcomes. It is
interesting to note that in three of the ten practices, patients were significantly more
satisfied with the nurse practitioner than they were with the GP, while in the
remaining seven practices there was no difference in level of satisfaction. This
highlights a methodological difficulty with studies using randomised controlled trials

where the independent variable is a person. A randomised controlled trial uses an
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experimental design to determine whether factor x leads to factor y. Such a design
aims to control all extraneous variables including the independent variable which
should remain exactly the same for each instance of its use. Both Salisbury and
Tettersell (1988) and the South Thames Regional Health Authority (1994) referred to
the diversity in nurse practitioner roles pointing to the potential variability in the
nurse practitioners. It would be difficult to argue that all nurse practitioners in both
the Venning and Kinnersley studies were identical in their practice. It therefore
seems inappropriate to use a randomised controlled trial to examine the work of

nurse practitioners because the independent variable is a person.

Examples of other studies that used randomised controlled trials to compare
the work of the nurse practitioner with doctors in the same setting are Sharples et al.
(2002) who examined care in a bronchiectasis clinic, Cooper et al. (2002) who
focused on emergency nurse practitioner services and Mundinger et al. (2000) who
compared nurse practitioners and physicians in primary care in the United States.
Sharples et al. (2002) used a randomised crossover trial. A randomised crossover
trial is an approach that is used in pharmaceutical research whereby a drug is
administered for a certain period of time and then the patient crosses over to the
placebo arm of the trial (or vice versa). In the Sharples et al. study the “drug” was a
single nurse practitioner who was also a student in training and the placebo was the
doctor (or vice versa). The conclusion was that the nurse practitioner was as safe and
effective as a doctor but tended to use more resources. The Cooper et al. (2002) study
compared emergency nurse practitioners (ENPs) with senior house officers (SHOs)
in an Accident and Emergency department. The ENPs were found to be: easier to
talk to, they gave more information to patients on accident and illness prevention and
overall the patients were more satisfied with care from ENPs when compared to
SHOs. There were no differences in recovery times, unplanned follow-ups, time off
work or missed injuries between the two groups. Mundinger et al. (2000) found that
the diastolic blood pressure value was statistically significantly lower for patients
who saw a nurse practitioner when compared to those seen by a physician. In this
study there was no overall difference in patient satisfaction between the two groups.
These three studies provide examples of the use of randomised controlled trials in the
study of nurse practitioner practice, the methodological problems of which were

discussed earlier. Nonetheless, they do highlight some interesting findings: that nurse
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practitioners appear to be safe (even when in training) (Sharples et al., 2002), have
similar outcomes to doctors (Mundinger et al., 2000; Cooper et al., 2002; Sharples et
al., 2002) and have an impact on patient satisfaction (Cooper et al., 2002).

In 2002 Horrocks et al. reported on a systematic review of the literature
relating to whether nurse practitioners working in primary care can provide
equivalent care to doctors. They state that it is important to consider whether nurse
practitioners can substitute for doctors by providing safe, effective and economical
management of patients. The results of their review demonstrate that patients are
more satisfied with care by a nurse practitioner and that the quality of care offered by
a nurse practitioner when compared to a GP is “in some ways better” (2002 p.821).
Nurse practitioners tend to have longer consultations and make more investigations,
however, there is no difference in prescriptions, return consultations, referrals or in
patient health status between the two groups. The authors conclude by stating that
future research should address factors that lead to patients’ increased satisfaction

with nurse practitioners.

The preceding discussion demonstrates that the UK literature has developed
from descriptive studies of single practitioners, through larger evaluative studies to
large randomised controlled trials. These later studies have tended to use doctors as
the established gold standard. The research has suggested that nurse practitioners
operate safely and that they achieve the same health outcomes as the doctors. The
one factor that is consistently raised as being significantly different between nurse
practitioners and doctors is patient satisfaction. Patient satisfaction is a
multidimensional construct and components of satisfaction change over time
(Fitzpatrick, 1993). Baker (1993) points out that in the case of patient satisfaction it
is not entirely clear what is being measured and yet many patient satisfaction surveys
report that 90% of patients say they are satisfied with health care services. Patient
expectations have been found to effect subsequent patient satisfaction (Merkouris et
al., 1999). There is a possibility that when a patient consults with a nurse
practitioner, they have lower expectations than if they consult with a doctor and

hence they are more likely to be satisfied.
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Whatever the reason might be for increased satisfaction, the results of the
patient satisfaction data in the studies reviewed above would suggest that there is
some kind of qualitative difference between nurse practitioners and GPs. There is no
information relating to the nature of this difference and this therefore provides an
interesting area for further study. I suggested earlier that if a difference exists
between nurse practitioners and doctors, this could possibly be found in an
exploration of their values. As the discussion of Maclntyre’s (1984) view of practices
showed, values are integral to practices. Understanding the nature of values can help
to understand the nature of different practices. The literature review will now turn to
a critical examination of the research relating to the values of nurses, doctors and

other professions.

Value research
The following literature review relating to values research has been loosely divided
in to sections guided by the broad theoretical design of the research. Studies that
have explored the values of nurses in quantitative, qualitative or mixed approaches
are reviewed followed by studies that have examined the values of medicine,

comparisons of medicine and nursing and finally social workers and teachers.

Quantitative approaches
A number of studies have used quantitative approaches in the form of attitudinal
surveys and ranked lists to explore the values of nurses and doctors with comparisons
between groups. The Maslach Burnout Inventory was used in two studies (Altun,
2002; Flynn and Aiken, 2002), the Nursing Work Index was used by Flynn and
Aiken (2002), the Rokeach Value Survey was used by Furnham (1988) and Prothero
(2000), the Minnesota Satisfaction Questionnaire was used by Mitchell (1994) to
explore links between job satisfaction and work role values, the Gordon’s Personal
and Interpersonal Values Scales were used by Saarmann et al. (1992) and Sivberg
and Petersson (1997), the Nursing Professional Values scale was used and developed
by Weis and Schank (1997; 2000) and Nolan et al. (2004) used a 39-item specially
designed questionnaire. These studies were all aiming to discover statistically
significant similarities or differences between various groups of nurses, nurses and
doctors and other health care professionals, and their results are as varied as the tools

they used.
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Burnout and its relation to values
Altun (2002) explored professional values in nursing and related this to the
occurrence of burnout. The authors devised a questionnaire which asked nurses to
prioritise seven values. The values included aesthetics, truth, freedom, justice, human
dignity, equality and altruism. Altun states that altruism refers to personal qualities
such as commitment, compassion and generosity and the value of aesthetics refers to
personal qualities such as imagination, appreciation and sensitivity. Interestingly,
these are the same seven values that have been used by Tompkins (1992) and
originated from the seven values deemed as necessary for the professional nurse by
the American Association of Colleges of Nursing (AACN) (1986). The AACN
identified the seven values that were deemed to be essential for the professional
nurse by receiving written and verbal feedback from 1500 members of the nursing
profession on a working document that aimed to identify the essentials of college and
university education for nurses (1986). The Maslach Burnout Inventory was also
delivered to the nurses. There were 160 participants in the study and the results
demonstrated a statistically significant relationship between the nurses’ priority
values and their level of exhaustion (p = 0.000). This study suggests that there could
be a link between an individual’s values and their level of well-being. It is difficult to
ascertain from the data provided whether nurses who are burnt-out are unable to
prioritise particular values simply because they are emotionally exhausted or whether
it is because holding particular values in some way protects them from burnout. The
study is based on an assumption that the respondents could meaningfully rank the
seven values identified from the literature. It might be reasonable to suggest that

ranking these values when they are decontextualised could be very challenging.

Flynn and Aiken also used the Maslach Burnout Inventory to determine if
nurses value the professional practice environment, which was defined as an
environment where “nurses have autonomy consistent with their responsibilities,
control over the patient care and work environment, and collaborative relationships
with physicians” (2002 p.68). They were particularly interested to compare the views
of nurses from differing cultural backgrounds surmising that nursing is a culture with
its own set of values, beliefs and practices shared by nurses globally and therefore

differences in an individual nurses’ cultural values should be insufficient to produce
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differences in professional practice values. A twenty-one page survey was delivered
to eight hundred and twenty nurses, all of whom were working in the United States at
the time of the study. The survey included the Nursing Work Index (NWI) which
was designed to measure: job satisfaction, values related to job satisfaction,
perception of an environment conducive to quality nursing care, and professional
practice values. Kramer and Hafner (1989) designed the NWI to be an all inclusive
list of factors affecting professional practice and job satisfaction. The tool consists of
a sixty-five item Likert scale which was developed from instruments found in the
literature over two decades and characteristics listed in the Magnet Hospital studies.
No statistically significant differences were found between nurses from collectivist
or individualistic cultural backgrounds in their importance scores on the NWI. The
authors state that this demonstrates that there are no differences in values between
international and US born nurses relating to the importance of a professional nursing
practice environment. An alternative perspective on this finding might be that nurses
who work in the United States adapt to take on the values of their host country. Flynn
and Aitken do not explore the length of time each participant had been practising in
the United States. This therefore leaves open to question the nature of human values
and whether values are stable from childhood or can be influenced by subsequent

experiences and life changes.

Comparing groups
The work carried out by Altun (2002) and Flynn and Aitken (2002) are examples of
studies that are based on the premise that an individual’s values can be measured
using scales of predetermined values. Furnham (1988) and Prothero et al. (2000)
worked under the same assumption by employing the Rokeach Value Survey
(Rokeach, 1973). The Rokeach Value Survey is a two-part questionnaire that
requires participants to rank order two sets of eighteen values. The first set is classed
as terminal values such as freedom, family security, a comfortable life and equality,
while the second set is instrumental values such as courageous, ambitious, loving and
independent. The first set is concerned with end states of existence and the second set
with modes of conduct. The values are listed alphabetically and the respondents are
requested to arrange the values in order of importance as guiding principles in their
lives. The assumption is that all people share the same values but the relative

ordering of the values differs between individuals. Rokeach arrived at the eighteen
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terminal and instrumental values by carrying out a review of the literature,
interviewing thirty graduate students and one hundred adults and he included his own
values. He arrived at several hundred values and gradually reduced this number to
eighteen by removing and eliminating values that seemed to be more or less
synonymous with one another. He states that this process was largely intuitive. He

then put the tool through a number of tests to determine its reliability.

Rokeach (1973) reports that median test-retest reliabilities of terminal values
were found to be 0.62 for seventh graders and 0.8 for college students and for
instrumental values 0.53 for seventh graders and 0.72 for college students. Rankin
and Grube (1980) report test-retest reliabilities of 0.62 for the terminal values and
0.60 for the instrumental values. On closer examination Rokeach found that
individual test-retest reliabilities ranged from 0.3 to 0.9 for the terminal values and
0.1 to 0.9 for the instrumental values. Test-retest reliabilities below 0.7 are
unacceptably low (Polit and Hungler, 1995) and challenges one of Rokeach’s major
assumptions that values are enduring. He found that women tend to have more stable
terminal and instrumental value systems than men and that younger college students,
those with favourable attitudes towards civil rights and those who preferred
intellectual activities, as opposed to social activities, tended to have more stable
value systems. Rokeach also examined the reliability of individual values. He found
that those values that were ranked by an individual as highest or lowest in their value
system were more reliable than the values that were ranked in the middle. It appears
that a significant finding when asking an individual to rank a number of values is not
only the order in which they place those values but also how those values change
over a period of time. It is also interesting to note that Rokeach found very little
correlation between terminal and instrumental values, for example the correlation
between the instrumental value “forgiving” and the terminal value “salvation” was
found to be 0.28 and the correlation between “mature love” and “loving” was 0.31.
He points out that the semantic meaning of a value might not be identical to two
individuals, for example how do we interpret the results of two Christian ministers
who ranked “salvation” as number one in each of their value systems but one of the
ministers ranked “forgiving” second whilst the second minister ranked “forgiving”
last in his value system? Rokeach suggests that the psychological significance of a

particular value can only be inferred by looking at the way each of the values in an
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individual’s value system relates to the other values. It is also possible to suggest that
interpretation of such data is problematic without understanding the meaning of each

of the values to each individual.

When Rokeach was developing the values survey tool he had two versions:
one which asked the respondents to rank the values using numbers to signify the rank
from one to eighteen (Form E) and a second version (Form D) which provided the
respondents with gummed labels allowing them to move the values around and then
finally stick them all in the rank order of their choosing. Interestingly he found that
the use of Form D resulted in a higher test-retest reliability. Is it possible that our
value systems are so changeable that the type of form used to examine them has a
bearing on the way in which we portray them? Both Forms D and E are now widely
used to examine value systems and a number of studies have been conducted in the
health care setting using the Rokeach Value Survey, two of which are reported

below.

The Rokeach value survey was used by Furnham to compare the value
systems of groups of nursing, medical and psychology students (Furnham, 1988).
The survey was administered to one hundred and ninety-three students: seventy-four
were medical students, sixty-seven were nursing students and fifty-two were
psychology students. A one-way analysis of variance was computed across each
value for the three groups and the Mann-Whitney U-test was carried out between
each pair of groups. Furnham found that there were significant differences between
the groups in seven of the eighteen terminal values and nine of the eighteen
instrumental values. Nursing students rated family security, happiness, a sense of
accomplishment, cheerfulness, obedience and cleanliness more highly than the
medical students. The medical students ranked an exciting life, being capable and
being logical more highly than the nursing students. The author points out that
gender differences relate to values and whilst gender differences in this sample did
not reach significance he feels that some of the differences between the groups could
be explained by gender given that the nursing group was predominantly female.
Indeed it is highly likely that gender could have an influence on such a study given
the statistically significant differences found in the test-retest reliability of value

systems in the original work carried out by Rokeach (1973).
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Work satisfaction and values
The Rokeach Value Survey was also used by Prothero et al. (2000) to explore the
personal values and work satisfaction of registered nurses working in hospitals. The
Index of Work Satisfaction was used to assess six aspects of work satisfaction and
these were then correlated with the results of the Rokeach Value Survey. The authors
found that there was a statistically significant link between a number of the values
and the aspects of work satisfaction. For example satisfaction with autonomy at work
was linked to the following values: sense of accomplishment, equality, being
imaginative, helpful, broad-minded and loving. The study was conducted with a
convenience sample of forty-nine nurses and the return rate is not reported. The
authors make recommendations based on their findings such as administrators should
support an environment that: fosters a sense of accomplishment, promotes fairness,
allows activities of fairness and promotes creativity. It is difficult to understand how
such a claim can be made when there has been no attempt to explore in any depth
whether the personal values identified in the survey are causally related to job
satisfaction and whether the sample size and response rate demonstrate a sufficiently

rigorous approach to the study.

A further example of the use of a quantitative approach to measure values is
Mitchell’s study which examined the relationship between work role, work role
values and job satisfaction (Mitchell, 1994). She used a three-part survey that
consisted of a list of seven work roles and participants were asked to rank these roles
first, in order of most valued role and then, second, the amount of actual time they
spent in that role. The seven work roles mirrored the domains of practice as
identified by Benner (1984), namely: helping, teaching, diagnostic and patient
monitoring, effectively managing rapidly changing situations, administering and
monitoring therapeutic interventions, ensuring the quality of health care practice and
organisational and work role competencies. The third part of the survey consisted of
the Minnesota Satisfaction Questionnaire. Mitchell had a response rate of 33% and
found no association between a nurse’s job satisfaction and the correlation between
work role values and actual role values. Mitchell points out that the domains used to
examine work role values had not been tested for reliability and validity and suggests

that an interview technique may add strength to the study design.
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It could be suggested that the weakness in the Mitchell study lies in an
oversimplification of the use of values. Values have been suggested to follow a
hierarchical structure (Rokeach, 1973) and therefore Mitchell’s approach to ranking
values is congruent with the approach of other researchers. However, can the
domains of practice be described as values? Benner’s domains of practice do not
represent discrete activities allowing a participant to rank one of the domains above
another. Rokeach (1973) suggests that there are terminal and instrumental values,
and yet Benner’s domains of practice are neither modes of action nor end states of
existence. Benner herself describes a number of the domains as “functions” and
“roles” (Benner, 1984). The expert nurse is able to demonstrate competency in a
wide range of the domains which illustrates the way in which the domains unite
together as a whole. For example, if a participant indicated that they valued rapidly
changing situations, they might also value the administering and monitoring
interventions that are so often a part of rapidly changing situations. Organisational
and work role competency appears to be a broad domain that could encompass many
of the other competencies. A participant might value organisational and work role
competencies because they help in the execution of the teacher and helper role. This
study demonstrates how an unclear definition of values leads to much confusion in

the literature.

Codes of ethics related to values
Schank and Weis have produced a number of articles exploring professional values
in nursing (Schank et al., 1996; Weis and Schank, 1997; Schank and Weis, 2000;
Weis and Schank, 2000). These authors found that professional values are not
consistently operationalised in nursing. They examined the nursing philosophy
statements of ten institutions and interviewed the directors of nursing in each
hospital. Schank et al. used the American Nurses Association Code of Ethics (1985)
as a reflection of the profession’s values. They found there was considerable
variation amongst the hospitals, ranging from one institution where only one of the
code statements was reflected in the nursing philosophy and, in contrast, others that
reflected seven of the eleven statements. These authors used the same approach when
comparing nursing students and nurse educators from England and the United States

(Weis and Schank, 1997; Schank and Weis, 2000). The Code of Ethics was used to
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develop a professional values scale instrument and congruence of professional values

was identified in both the student nurses groups and the nurse educators groups.

Schank et al’s (1996) use of the professional code to reflect values in nursing
is an interesting approach to this field of study. Wilmot (1995) suggests that
identification of professional values involves exploring different manifestations of
values in four ways. These include exploring values that are embodied in: the formal
codes of practice, the knowledge base of the profession, the professional literature
and those that are reflected by practitioners in their accounts of their actions.
Wilmot’s account then adopts this approach to explore the comparative values of
social workers and nurses. He uses a review of relevant literature to develop his own
impressions and concludes that value differences between social workers and nurses
are real and consistent. Nursing values seem to be more individualistic and social
workers are more concerned with collective, structural and political issues. He
suggests that in a plural society, diversity of values may be an asset for clients as
different professional groups may represent the client in different ways. Wilmot also
suggests that the content of professional tasks may propel practitioners towards
certain values, which is a particularly interesting comment in view of the nurse
practitioner role. If nurse practitioners are carrying out tasks that were hitherto in the
domain of medicine, might that in fact alter their value systems? If Wilmot’s
suggestion has some merit, the work by Flynn and Aiken (2002) described above
could provide an example of value system assimilation when nurses move from one

international setting to another.

Professional socialisation
Lurie (1981) explored the professional socialisation of the adult health nurse
practitioners who were graduating from a training programme in California. Five
cohorts of graduates were studied longitudinally using self-reported data, semi-
structured interviews and observations. The self-reported data involved attitude items
grouped into twelve scales. The observations were guided by an activity check-list
and the purpose of the interviews was to explore: the nature of activities undertaken
by the nurse practitioners, procedural details, working arrangements with physicians
and presence of support or conflict. The nurse practitioner graduates were compared

with non-practitioner nurses in an ambulatory setting. The results of this study show
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significant shifts in both attitudes and activities from entry onto the nurse practitioner
programme through to graduation and one year post graduation. Lurie comments that
the effects increase in magnitude after the training period is over and the graduates
are established in their work situation. In some work settings, this was not evident in
all activities and attitudes and Lurie concludes that educational socialisation can be
counteracted by the structure of the work situation. Lurie’s work reveals the
competing influences on professional socialisation and this has significance for the
present study. If nurse practitioners are socialised through a programme of education
and if their socialisation is subsequently consolidated according to the structures
within which they work, it could be suggested that their value systems are also
formed and consolidated over time and that they might differ significantly from the

values they espoused prior to the move into the nurse practitioner role.

Saarmann et al. (1992) also aimed to explore socialisation into professional
nursing by examining the relationship of education to critical thinking ability and
values. The authors defined values as beliefs and preferences held by an individual.
They used the Gordon’s Personal and Interpersonal Values Scales to measure the
nurses’ values and beliefs. The Gordon’s Personal and Interpersonal Values Scales
are made up of thirty sets of three items. For each set of items the individual has to
choose the value that is most important to them and that which is least important. For
example, personal values include practical-mindedness, achievement, variety,
decisiveness, orderliness and goal orientation. After discussion the authors decided
that the values of recognition, decisiveness, independence, leadership, achievement,
and benevolence were the most important for nurses and these were subsequently
identified as “superior values”. The authors found that there were striking similarities
between faculty, associate degree and baccalaureate degree nurses. This finding was
not congruent with their hypothesis as they had suggested that: “exposure to faculty
is a major influence on critical thinking ability and professional values, faculty must
be assumed to be superior in these characteristics; therefore, students exposed to
faculty in longer curricula can be expected to achieve higher levels of critical
thinking ability and values than those completing shorter programs” (Saarmann et al.,
1992 p.26). They provide two possible explanations for their findings. One is that
individuals who choose nursing as a career have values that are acquired in youth

and are therefore self-selected from childhood. The second is that the values the
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group decided to study are those that are deemed to be important by society and are
not necessarily unique to nursing. They conclude their work by stating that
qualitative research would be useful to examine nursing; this approach, they suggest,
would allow the data to define the entity rather than testing a preconceived definition

of value.

Sivberg and Petersson (1997) used the Gordon’s Personality Inventory in a
longitudinal study to examine changes in values during the course of a programme of
study for nurses. Interestingly there were no significant changes in the students’ self-
values and interpersonal-values over time, when the authors’ hypothesis had been
that a new academic course of study would have the power to change the students’
self-image and professional values. They conclude by stating that the training
programme has not succeeded in developing the basic skills that are important for
nursing care and communication. Alternatively, it could also be suggested that they
have found that values tend to be fairly stable over time, which would be in contrast
to the suggestion of Wilmot (1995) as described above and contrasts directly with
work carried out by Deutscher and Montague (1956).

Deutscher and Montague (1956) set out to illustrate that a system of formal
professional education can be used to indoctrinate people with one set of values at
the expense of others. This is an older piece of work; nevertheless, it does highlight
the lack of clarity that exists in relation to the nature of values. The authors carried
out interviews with nursing students and used content analysis to explore their
hypothesis that “religious schools of nursing tend to reinforce the traditional
Christian-humanitarian values... while non-sectarian schools... tend to produce
students who are more oriented toward professional values and goals” (1956 p.127).
They suggest that as professional values move upward in an occupation,
humanitarian values must be reduced. Clearly this is an example of authors working
on the assumption that values are hierarchical in nature and are not stable over time.
They use as a surrogate marker for the acceptance of professional goals, the 181
participants’ value statements about post-graduate education. These value statements
were extracted from the interviews, and non-sectarian students were compared with
religious schools. The authors found that there was no significant difference between

the first year students in each of the schools but there was a difference between first
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year students and graduating students in both the non-sectarian schools and the
religious schools. What is particularly interesting here are not the findings of the
study but the assumption made by the authors that positive or negative comments
about post-graduate education in some way indicate the value systems of the nurses
in relation to the acceptance of professional values and goals and a shift away from

humanitarian values. It is not clear how they justify such an assumption.

Nurse/client value congruence
A further example of the use of rank orders of values to explore values in nursing is
Tompkins’ (1992) study into nurse/client value congruence. Tompkins studied the
values of nurses and clients by administering a three-part questionnaire aimed to
clarify the two groups’ value systems. The first part of the questionnaire involved
ranking the seven values deemed as necessary for the professional nurse by the
AACN (1986). As described earlier, the seven values include: altruism, equality,
aesthetics, freedom, human dignity, justice and truth. Interestingly the author does
not report on the findings of part one of the study because test-retest reliability was
carried out and found to be unsatisfactory. The lack of test-retest reliability in this
study raises concerns for the Altun (2002) study reported earlier. The current study
had a greater number of participants (257) than the Altun study (160) and the Altun
study does not report on test-retest reliability. It could be suggested that the method
of data collection is flawed in that it is difficult for people to rank values with any
degree of congruency with their actual beliefs. Alternatively it could be suggested
that values do change over time and a multitude of events could influence the
responses of the participants, demonstrating the fluidity of individual value systems.
Tompkins suggests that part one of the study demonstrates the difficulty of working
with a limited number of values. She suggests alternative approaches such as using a

greater number of options might be useful.

The remainder of the Tompkins (1992) study involved a number of
statements about professional nursing behaviour and the respondents were asked to
score them as “very unimportant” to “very important” on a Likert scale. The
respondents were also asked to indicate how much each of the seven values meant to
them personally by using a ten point scale. Interestingly the authors found a

significant difference between nurses and clients on every value except for altruism
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and human dignity. Tompkins concludes by stating that the variation in value

meanings held by the respondents suggests an important area for qualitative study.

Qualitative studies
A number of the studies described above conclude that the exploration of value and
value systems is a rich area for qualitative study (Saarmann et al., 1992; Tompkins,
1992; Mitchell, 1994). A postmodern perspective would conceive of value as a
dynamic, context dependent concept that should most properly be explored using
approaches to research that are capable of representing the complexity and
interactive nature of value systems. The quantitative studies listed above raised some
interesting issues worthy of further exploration; however, their findings tend to lack
the depth that is required to gain a full understanding of value and value systems.
The approach taken in these studies, and the findings that they present in their
conclusions, represent an association with a naive reality and a belief that values can
be labelled, boxed, ranked and ordered to represent the values of nurses in a context-
free milieu devoid of the complexities and confounding variables of everyday life. It
is therefore surprising to find that there are so few studies that have adopted a purely

qualitative approach in studying the values of nurses.

One study that provides an example of the use of a qualitative approach to
explore the norms and values of nurses is Peterson’s (1988) work that examined the
setting within which the occupation of nursing was performed. Peterson examined
the norms and values of three groups of nurses concerning psychosocial care. She
suggested that groups of diverse nurses must develop norms and values to allow
them to function as a group. She spent 120 hours on each of three units that
externally were very similar; however, on closer examination there were some
important differences between the three. The first unit had a reputation for high and
exacting standards and had a low turnover of staff. The second unit was also
considered to have high standards and had a reputation as being friendly and casual.
The third unit had an average standard of nursing care and had a high turnover of
staff. Peterson used a grounded theory approach to the research allowing her to work
within a matrix comparing each piece of datum with other pieces of data to discover
core variables and to develop an explanatory statement as the research progressed.

She found that each group of nurses was influenced by the norms and values of the
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group. In two of the units the group leader had a major influence on the norms and
values of their respective groups and, according to Peterson, the third unit did not
develop any work-oriented norms and values. It is not clear how Peterson defined

values for this study. She describes unit one’s norms and values as:

... characterised by efficiency, neatness and politeness. These nurses’
typical approach to patients was cool, polite and neutral. Patients were
given physical care which ranged from adequate to excellent. The unit
one protocols resulted in nurses being rushed and spending only one to
two hours in the patients’ rooms each morning. Unit one nurses
Jfocused on task oriented rather than person oriented nursing. Nurses
were expected to be calm and polite to patients at all times (1988 p.97).

The term “value” seems to be used rather loosely in this work, indeed Rokeach
(1973) suggests that the observation of an individual’s behaviour is very difficult to
interpret and quantify and is open to the bias of the observer’s own values (an issue
that Peterson does not acknowledge). This study raises an important point relating to

the potential influence of colleagues on the behaviours and attitudes of staff.

Peterson’s work was explicitly designed to observe the actions of nurses in
clinical practice. She felt that a study that simply relied on what nurses say about
their practice is unlikely to produce reliable data. She suggests that nurses are likely
to try to persuade a researcher that their actions conform to the expectations of the
nursing profession and the employing institution. Pattison and Malby made the same
suggestion in justifying the approach taken in their work that examined values in the
National Health Service (NHS) (Malby and Pattison, 1999; Pattison et al., 1999).
Pattison et al. (1999) held seven one-day workshops where they invited participants
to write down a story about their experiences in the NHS. The participants included:
chief executives, nurses, doctors, ward clerks, patients, health care assistants and
health authority managers. The story was supposed to be one that had particular
significance for the participant, for example an event that had given them particular
pain or pleasure. Pattison et al. (1998) state that there were many potential benefits of
such a study. They suggest that narratives help to reveal the values of the individual
and the values of the organisation. Tension occurs where official and unofficial
values are discordant. Revealing or exposing the gaps between personal values and

those of the NHS could help to illuminate the nature of the unofficial aspects of the
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organisation and thereby assist in evaluating the NHS and contributing to its future.
The study was reported to find that the NHS subscribes to the values of “equality of
access, putting patient needs first, being caring, and valuing individuals and their
differences” (Malby and Pattison, 1999 p.2). The study also found that people’s lived
experience of the NHS is “desperately mixed” and they conclude that they revealed a

hugely contrasting and complex picture of the NHS.

Studies adopting both qualitative and quantitative approaches
An example of a study that uses both qualitative and quantitative approaches to
explore values in nursing practice is Fagermoen (1997). Fagermoen looked at
professional identity by exploring values embedded in meaningful nursing practice in
Norway. She states that the internalisation of values is fundamental to the
socialisation process into the norms and ethical standards of a professional culture.
She defines professional identity as the values and beliefs held by the nurse that
guide actions, thinking and interactions with patients, thus highlighting the action-
oriented nature of values. The study was conducted by analysing the responses of
731 nurses to the open-ended question “What is most meaningful in your work as a
nurse?” This question formed part of a questionnaire in a comprehensive study of
Norwegian nurses. Having analysed the responses to the question relating to meaning
in nursing practice, Fagermoen developed a number of value categories for thematic
content analysis. A total of eighteen codes were identified and used to analyse
interviews that formed the second part of the study. In-depth interviews with six
female nurses were then conducted. Prior to the interview the participants were asked
to provide a written description of a patient care situation that was an exemplar of
what was meaningful to them in nursing. The exemplar was not analysed but was

used to guide the interview.

Results from the survey data demonstrated overall agreement on four specific
values. Fagermoen categorises these values as: “other-oriented”, which includes
upholding humanness and attending to needs for help, and “self-oriented values”,
which include intellectual stimulation and personal stimulation. The results of the
survey, she suggests, support the proposition that values are expressed through what
is perceived as meaningful in nursing practice. The data were exposed to several

different levels of hermeneutic analyses and, interestingly, she found that there were
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many more values identified during the interviews than there were through the
questionnaires. Fagermoen’s work is illustrative of the depth and complexity that can
be discovered when examining an individual’s values and value systems. She states
that with each step of the analysis she revealed more and more differentiated and
distinct values. After analysis of the interview data, Fagermoen found a number of
interrelated values which included an overriding value of altruism with interrelated
values of: trust, fellow human, personhood, integrity, humanity, privacy and
autonomy, and these were all focused around a core value of human dignity. The
author states that the results of this study depict nursing as “a human and moral
practice concerned with providing personalised care to patients” (1997 p.439).
Fagermoen does not suggest that this description is owned by nursing alone, indeed it

is possible to suggest that this statement might also refer to medicine.

Interestingly, Fagermoen’s work commences by stating that:

A core characteristic of nursing as a practice discipline is that its
practitioners work in close and continuous relationships with patients
who are both vulnerable and partially or totally dependent on the
nurse for the maintenance of their basic needs in coping with health
deficiencies (1997 p.434).

It is interesting to note that the work of nurse practitioners in general practice results
in short-term contacts with many patients as evidenced in the research reported
earlier (Stilwell et al., 1987, Salisbury and Tettersell, 1988; Kinnersley et al., 2000;
Venning et al., 2000). It could be suggested that the nurse practitioner has moved
away from the traditional model of nursing and this shift might also involve a period
of socialisation into a different group and therefore the internalisation of a different
set of values. This suggestion would be congruent with the theoretical perspectives
outlined by Kuczynski (2001) and Rezsohazy (2001) and the research conducted by
Lurie (1981). The findings of Saarmann et al. (1992) and Sivberg and Petersson
(1997) (that values do not appear to change over time) are not congruent with those
of Lurie (who found that there were significant shifts in both attitudes and activities
over time) resulting in some lack of clarity regarding professional socialisation and
the acquisition of value systems. Furnham (1988) suggests that a person’s value
system must represent their past socialisation. If there is legitimacy in this claim one

might expect to see different value systems in different professional groups.
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Research and values in medicine
The homogeneity of the results in the Fagermoen study is interesting and contrasts
significantly with the heterogeneity of the results in a study by Cooke and
Hutchinson (2001) who examined doctors’ professional values. This study was based
on a postal survey of 545 doctors who had graduated from medical school in 1995.
The response rate to the questionnaire was an impressive 95%. A stratified random
sample was used to gain a representative sample in terms of gender, ethnicity and
location of medical school. The postal survey consisted of a number of statements
relating to professional regulation, teamwork and skill mix, priority setting in the
NHS, clinical autonomy and private practice. The aim was to examine the doctors’
core values and each respondent had to answer using a Likert scale to agree or
disagree with statements relating to each of the areas. The values identified in the
survey were based on a British Medical Association (BMA) conference and a report
on the conference that was subsequently circulated for consultation (British Medical
Association, 1995). A more detailed analysis of the BMA study appears below. It is
interesting to note that Cooke and Hutchinson’s study revealed significant
differences between male and female doctors. For example female GPs and female
hospital doctors were most likely to agree with a primary commitment to work in the
NHS whilst male doctors did not. There was also a statistically significant difference
between female hospital doctors who believed that the opinions of all members of the
multidisciplinary team were of equal value and should be given equal weight and

male hospital doctors who did not agree with this statement.

The 1994 BMA conference aimed to explore the core values of the medical
profession for the twenty-first century. The conference was organised because it was
perceived that changes in society were challenging doctors’ traditional roles and core
values. The executive summary is based on the main themes emerging from the
workshops and lists a number of core values in medicine. The report states that “The
professions’ ancient virtues distilled over time remain doctors’ greatest asset and will
be relevant to the practice of the 21* century” (British Medical Association, 1995
p.7). The basic and ancient virtues are identified as commitment, caring, compassion,
integrity, competence, spirit of enquiry, confidentiality, responsibility and advocacy.

These contrast markedly with the seven values (altruism, equality, aesthetics,
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freedom, human dignity, justice and truth) that are deemed as necessary for the
professional nurse (American Association of Colleges of Nursing, 1986). It might be
possible to suggest that there are no values that are shared between medicine and
nursing. An alternative explanation might be that this diversity is due to the use of
different terminology and/or different interpretations of the meaning of values (for

example is “truth” the same as “integrity”).

Reissman et al. wrote that: “it is to the distinct credit of medical educators
and medical schools that they graduate so many well-trained relatively uniform
professionals despite the variety and dissimilarity in motivations and attitudes that
characterised those same individuals as prospective students” (1960 p.174).
Reissman et al. marvelled at the homogeneity of the graduating students and
suggested that students are indoctrinated with a set of attitudes which are deemed to
be necessary for doctors to perform their professional role. These authors group the
students into scientists, humanitarians or professionals, stating that individuals have
distinct motivations for entering into the medical profession. They then argue that
during the course of their medical education the students become increasingly
cynical and anxious and there is a subsequent decrease in humanitarianism and

idealism.

Reissman et al’s research was based on grouping students into one of the
categories of scientists, humanitarians or professionals by asking them a single
question “Why did you choose a medical career?” The authors themselves point out
the impossibility of probing such complex psychological motives with a single
question and they also question the sincerity of the responses from students. Even
with these concerns they did go on to use this approach to question two sets of
randomly selected students, one group of juniors and one group of seniors. The
respondents completed questionnaires which included a series of questions relating
to attitudes such as “In the event of an emergency with a patient would you handle it
yourself or call or send for a resident?” The three groups were then examined for
significant differences and similarities. The authors also compared the groups of
senior and junior students. The results showed a high correlation between the reasons
given for entering medicine and the respondent’s attitudes towards the profession.

The scientists, for example, stated that their greatest discovery had been that there are
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gaps in the knowledge of the medical profession, while the humanitarians’ greatest
discovery was that people are more difficult to help than they had expected. There
were fewer humanitarians in the senior group with an increase in both scientists and
professionals. There is no statement about statistical significance and the authors
state that their work should provide a basis for more rigorous study. What is
interesting about this paper is the suggestion that there is a process of socialisation
into the profession whereby doctors adopt a series of values that are shared with the
rest of the medical community, a perspective shared by Wilmot (1995) and
Deutscher and Montague (1956) and the homogeneity of the nurses’ values in the

Flynn and Aiken (2002) study point to the same conclusion.

Hafferty (1988) examined the use of cadaver stories in the emotional
socialisation of medical students. Cadaver stories are jokes that are played by
medical students on unsuspecting and emotionally vulnerable victims. Cadavers or
cadaver parts are used by medical students to shock and derive humour from the
victim’s distress and Hafferty (1988) refers to this as part of the oral culture of
medicine. The author used participant observation over a period of fourteen years to
collect information about cadaver stories. Students would share cadaver stories with
him and more than one hundred students were questioned formally about their
stories. Hafferty (1988) concludes that the act of telling cadaver stories is linked to
the anxious anticipation of anatomy lab and those periods in the lab when the
cadaver is most likely to appear as a human referent. He suggests that cadaver stories
are linked to the transition between lay and medical cultures and that they depict an
environment which is “hostile, combative, and emotionally dangerous” (1988 p.349).
The author has, in a very vivid way, highlighted an aspect of medical education that
provides an insight into the particular culture of the medical profession. It is
interesting to consider then, whether the indoctrination referred to by Reissman et al.
(1960) and the unique experiences in dissection lab referred to by Hafferty (1988) set
medical professionals apart from other health care professionals. A number of studies
have compared the differences in ethics (Lindseth et al., 1994), decision-making
(Grundstein-Amado, 1992) and approaches to patient care (Robertson, 1996)

between doctors and nurses.
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Comparison of values in nursing and medicine
Lindseth et al. (1994) explored nurses’ and physicians’ reflections on their narratives
of ethically difficult care episodes by carrying out a series of interviews at the
University Hospital of Tromse in Norway. A previous study had recorded interviews
with thirteen registered nurses and eight physicians exploring ethically difficult care
episodes (Uden et al., 1992) and found that the two groups emphasised different
points in their stories. The physicians appeared to focus on the ethics of justice and
the nurses on the ethics of care. Physicians were often cited by nurses as a source of
ethical conflict whereas the physicians thought that the nurses were too eager to give
up on patients due to their lack of medical knowledge. It is interesting to reflect back
at this point on the values identified by the BMA (commitment, caring, compassion,
integrity, competence, spirit of enquiry, confidentiality, responsibility and advocacy)
(British Medical Association, 1995) and those identified as nursing values by the
AACN (altruism, equality, aesthetics, freedom, human dignity, justice and truth)
(American Association of Colleges of Nursing, 1986) and to note that, contrary to the
findings of Lindseth et al. (1994), the BMA link caring to the values of medicine and
the AACN link justice to the values of nursing.

Lindseth et al. (1994) wanted to explore the stories further. They state that
their work is based on the assumption that utterances of life are spontaneous and
work best when we don’t have to think about them. They also suggest that we give
meaning to lived experience by narrating it in speech. The narratives from the first
round of interviews were summarised and fed back to the respondents in the second
round of interviews. In the second interviews respondents were encouraged to
explore issues raised in the first interviews further. The authors found that there was
much more common ground between the two groups in the second round of
interviews with both physicians and nurses describing meeting death, finding a
proper balance between being open to the situation and one’s own and other people’s
experiences, handling advanced medical technology and striving to grasp care as a
whole. They found one physician who focused on care to the same extent as the
nurses; however, other physicians indicated that the patient’s experience was
irrelevant to their understanding of the important thing, the disease. The authors state
that the physicians and nurses demonstrated different cognitive styles and different

types of rationality. They suggest that nurses tend to have a praxis perspective and
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the physicians a poiesis perspective. Nurses tended to refer to their personal
experience of giving care and the physicians referred to science and proven
experience. By asking the participants to relay stories of ethically difficult care
situations, the first round of interviews focused on the professional aspects of care.
Lindseth et al. (1994) state that they feel the second round of interviews allowed the
participants to go to greater personal depth with the interviewers and therefore

revealed a more complex picture than had previously been the case.

A further example of comparisons between nurses and doctors is a study
performed by Grundstein-Amado (1992) that aimed to explore the differences in
ethical decision-making processes among nurses and doctors. She reported that moral
reasoning is hierarchical, beginning with a particular value judgement which is based
on the individual’s value system and these values are justified in ethical principles.
Eighteen semi-structured interviews were conducted with nine female nurses and
nine male doctors in Canada. The nurses were based in secondary care and the
doctors were from both primary and secondary care. The interviews involved a series
of open-ended questions followed by a more structured exploration of a hypothetical
situation. The participants’ references to ethical principles, their patterns of decision-
making and their value systems were analysed. Grundstein-Amado concludes that
nurses and doctors act out of different values, motivations and expectations and view
the patient’s best interests from two different perspectives. Nurses are motivated by a
value of caring whilst, in contrast, the doctors value the patient’s rights and the
scientific approach, the latter of which implies a major concern with disease and its
cure. It is important to note that the groups, apart from being nurses and doctors,
were also female and male (respectively) and therefore some of the findings may be
related to gender differences rather than diversity among professional groups. Of
equal importance is the fact that the two groups came from a variety of settings and

their responses could be a product of the place in which they work.

An example of a study that highlights the significance of the place of work to
the development of values is the work of Thomas-Lawson (2002) who explored the
communication styles of nurse practitioners and physicians. The study was based on
a small convenience sample of five nurse practitioners, who were women, and four

physicians, three of whom were men, using audiotapes of 124 interactions and
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patient satisfaction questionnaires. The nine participants had all worked together
collaboratively for at least two years. The pattern of differences between nurse
practitioners and physicians cut across the two professional groups. Overall the
health care professionals were informational in their communication style; however,
this tended to vary according to the type of patient they were talking to rather than
between the two groups. This homogeneity of communication styles might be related
to the fact that the nine participants had worked together for some time and had
influenced each other. An alternative explanation might be that nurse practitioners

and physicians operate in similar ways.

Robertson (1996) studied a team of doctors and nurses who worked together
in a gerontological psychiatric setting. His aim was to study whether ethical theory
usefully describes the approaches taken in everyday health care settings. He
employed an ethnographic approach using participant observation to record four
hundred events in the clinical setting. Robertson used an ethical framework to
analyse the data from his fieldwork and he found that the doctors and nurses had
many shared approaches to patient care but there were also some important
differences. Both groups tended to be committed to beneficence and to patient rights
and autonomy. However, when tensions arose between doctors and nurses, the nurses
tended to be committed to autonomy and the doctors to beneficence, a scenario
observed by Robertson on eight out of nine occasions. Conflicts were typically
between rights-based autonomy and utility-based beneficence. Robertson observed
that the nurses tended to have closer relationships with patients whilst the doctors
appeared to be more concerned with problem-solving and improving organic
function. Robertson’s work did not aim to discover the breadth of ethical values held
by either nurses or doctors but primarily set out to determine whether ethical theory
can usefully illuminate the moral considerations present in the everyday provision of
health care. It is interesting to note that he discovered differences in the priorities of
doctors and nurses in the ward settings that he observed, which contrasts with the
homogeneity of communication styles described by Thomas-Lawson (2002) in the

study described above.
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Comparison of the values in social work and teaching
A comparison of the different value orientations of two groups of professionals is
based on the assumption that the membership of the profession is the important
distinction between the groups. Meyer et al. (1968) point out that a Marxian
perspective would focus on the importance of “class” as the crucial source of
differentiation, whereas Weberians would argue that the probability of achieving life
chances based on position in the market place would be the central issue. In contrast
Durkheim would suggest that it is the occupations themselves rather than the social

class that is significant.

Meyer et al. (1968) use the Durkheimian sociological tradition to explore the
differences between social workers and teachers. They suggest that social work as a
profession has emerged historically to stress different values to those of teaching.
The authors selected five work values that had been found to be associated with
social work and administered a questionnaire to 721 public school teachers who
worked in a number of settings in a large city. They demonstrated a clear difference
between the value dimensions of social workers and teachers with a larger proportion
of social workers adhering to the five values than the teachers. This they suggest
provides evidence that within a given class, occupational groups can display
distinctive value positions. When they analysed their data further they also found that
teachers with more experience were less likely to share social work values than were
those with less experience. They also found that the location of work had an impact
on the expressed values of the respondents to their questionnaire. Elementary school
teachers were more likely than secondary school teachers to have high scores on the
value dimensions and teachers working in middle class schools were more likely to
express social work values than those who were working in non-project working
class schools (project schools were those schools where a special project was in
progress the aim of which was to re-orient the school toward the educational
problems of deprived areas). This, they suggest, points to the possibility that the
values of the various areas are different and that the teachers reflect those differences
either by drifting towards the type of school that fits their values or by assimilating
those values. The authors conclude by stating that their work suggests that both
selection and socialisation are at work to produce the variation within and between

occupations in the same social class. They suggest that research into the values of
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occupational groupings should consider both selection and socialisation effects as

well as the social milieu within which the occupation is performed.

Comparison of the values in social work and nursing
Itzhaky et al. (2003) set out to explore the values, skills and empowerment of nurses
and social workers with a view to enhancing each profession’s understanding of the
other and thereby improving collaborative relationships. The sample consisted of 213
social workers and 152 nurses, all of whom were women and were working in Israel.
A value scale of fifty-seven items was used and participants were asked to rate each
item on a nine point Likert scale. The value scale was developed by Schwartz (1994)
and consists of thirty terminal values and twenty-seven instrumental values.
Schwartz’s value scale is based on very similar assumptions to the Rokeach Value
Survey (Rokeach, 1973) and items are ranked according to their level of importance
as “a guiding principle in my life” (Schwartz, 1994 p.26). Other items in the study
were: empowerment, which was measured using an empowerment scale, and skills,
which were measured using a skills scale. The authors found that there were
significant differences between social workers and nurses in their skills and
empowerment and that nurses place greater importance on spiritual and material

values than social workers do.

Conclusions
The preceding literature review has demonstrated that research into the values of
different professional groups is based on varied epistemological and ontological
assumptions. The majority of the work adopted a positivist approach utilising lists of
values to explore the value orientations of different groups. The Rokeach Value
Survey has been tested to determine its level of validity and reliability (Rokeach,
1973; Rankin and Grube, 1980); test-retest reliability is variable however and
appears to be gender sensitive. Altun (2002) and Tomkins (1992) used a list of values
that had been identified by the AACN (1986) as being important for the developing
nurse. There is no evidence that such a list of values can be meaningfully ranked.
Mitchell’s (1994) work using Benner’s domains of expert practice demonstrates the
difficulties in making such an assumption and Tompkins’ (1992) work reveals

problems with test-retest reliability.
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If value systems are dynamic, changeable and related to meaning,
quantitative approaches to the study of values can only provide a narrow glimpse of
the depth and complexity one might expect to encounter in such work. Malby and
Pattison (1999) used stories to discover the values that reside in the organisation of
the health service and they concluded that their work revealed the vast complexity
that exists within the NHS. Fagermoen (1997) used a mixed approach of surveys and
interviews and found that the interviews enriched her understanding of the values of
the participants as she found many more values in the interviews than in the
questionnaires. Peterson (1988) used an observational study to identify values in the
workplace but there was no regard for the influence of the researcher’s values on the

interpretation of her observations.

Whilst the majority of studies described in this literature review have
provided only disconnected insights into the complexity that is associated with
values and value systems, a number of them have highlighted interesting and
valuable points. Lurie (1981) and Reissman et al. (1960) refer to the changes in
values over time with Reissman referring to the “indoctrination” of doctors and Lurie
to the change in attitudes and activities of nurse practitioners. Hafferty (1988) also
refers to the socialisation of doctors and highlights the use of cadaver stories in the
emotional socialisation of medical students. Conversely, Saarmann (1992) and
Sivberg and Petersson (1997) indicate that values do not change over time suggesting
instead that values are developed early in life and remain stable, an argument that is
congruent with Furnham (1988). Lindseth (1994) and Grundstein-Amado (1992)
suggest that doctors and nurses have different values. Thomas-Lawson’s (2002)
study presents a different picture by describing a homogeneity in value systems that
develops when doctors and nurses have been working together over a period of time.
Robertson (1996) states that there are conflicts between nurses and doctors in ethical
decision-making, and differences have been found between social workers and

nurses (Wilmot, 1995) and social workers and teachers (Meyer et al., 1968).

Value has been presented as complex, relational, dynamic and associated
with meanings. It is therefore surprising to find that there is a paucity of qualitative
research exploring the values of nurses and doctors. Values are said to guide

behaviour and have an impact on actions, they structure everyday life choices and

69



have a profound influence on each human being. Values are integral to practice and
can help us to understand the nature of practice. It is therefore even more surprising
to find that there are no examples of studies that have compared the values of nurse
practitioners with GPs. When two different professional groups are offering the same
or similar services to patients, it is important to explore the qualitative differences
between the groups so that we can then begin to understand the nature of the two
practices. Equally, when a new role is developing in nursing that appears to have
moved into a different realm of clinical practice, it is important to consider what
impact that might have had on the nature of practice being carried out by the
practitioners who are operating in that new role. Given the fundamental nature of
value in guiding behaviour and accounting for actions, it is important that the values
of nurse practitioners are compared to those of the practice of nursing and the
practice of medicine. This study aims to explore this issue. The methods adopted to

carry out this work will be presented in the following two chapters.
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CHAPTER FOUR
METHODOLOGY AND STUDY DESIGN

Introduction
The preceding overview of value theory and value research highlighted the
complexity of the nature of value and the challenges that are presented in the study of
value. The complex and dynamic nature of value systems, together with my own
involvement with the study group, resulted in the selection of an autoethnographic
approach for this work. An introduction to the rationale for this choice was presented
in chapter one. This chapter will expand on the arguments of chapter one and will go
on to explore the issues that are raised when an autoethnographical approach is
employed in the exploration of values. Interview techniques, sample selection and
ethical issues will be considered alongside the use of reflexivity. The discussion will
commence with an overview of ethnography and autoethnography followed by a

consideration of the issue of validity in a postmodern context.

Ethnography
Ethnography is a term used to describe both a method of data collection and a
theoretical and philosophical framework or methodology (Brewer, 1994). It is a
method of study that aims to capture social meanings and ordinary occurrences by
studying people in naturally occurring settings (Brewer, 2000). Usually the
researcher is involved directly in the setting and data is collected in a systematic
manner, thus it is described by Van Maanen as “highly particular and hauntingly
personal, yet it serves as the basis for grand comparison and understanding within
and across a society” (1988 p.ix). In this particular study the setting could be viewed
as the world of general practice, the worlds of nursing or medicine and the world of
the nurse practitioner. I am also a person who has a certain perspective on values; I
have my personal value system and I hold certain beliefs about my role as a nurse
practitioner. I certainly, therefore, have direct involvement with the setting that is the
focus of this study, making the exploration of values in this context a personal and

particular perspective.

Baszanger and Dodier (1997) characterise ethnographic research by outlining

three simultaneous requirements. They suggest that in ethnography there is a need for
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empirical research, a need to remain open to elements that cannot be codified at the
time of the study and a concern for grounding the observed phenomena in the field.
The first requirement relates to the fact that the phenomena under study cannot be
deduced through introspection and philosophical inquiry. Instead there is a need to
study the phenomena in the field, gaining data through empirical observation. The
need to remain open refers to the researcher approaching the study without
predefined rules and fixed ideas. Baszanger and Dodier (1997) refer to “a priori
codified studies” as having strict schedules and the phenomena under study having to
fit into these predefined frameworks and guidelines. In contrast “in situ” studies are
predicated on flexibility, allowing subjects to behave in ways that are not influenced
by the study arrangements. The uncertainty in research design associated with in situ
studies results in tensions as the researcher needs to maintain at least some loose
structure in the method of the study whilst simultaneously working with a reasonable
level of flexibility. The third requirement, according to Baszanger and Dodier, is that
the researcher connects the observed facts with the specific backdrop against which
these facts occur. Ethnographic studies, then, consider the context in which the
phenomena are occurring and take this context into account when interpreting and

analysing the data.

Baszanger and Dodier’s characterisation of ethnographic studies is helpful in
exploring the fit of the current focus of study to an ethnographic approach.
Philosophical inquiry would not allow me to learn about the perspectives of others
and their views on values. A philosophical approach is more suited to introspection
and therefore would limit the exploration of the views of others. The nature of value,
as described in the literature review, is open to interpretation and is likely to reveal as
many perspectives as there are participants in the study. I felt it was important to
remain flexible and open to the responses of the participants, allowing them to
respond freely and openly and to share with me whatever they thought was relevant.
It was also important for me to consider the context within which the data collection
was taking place. One aspect of the context within which the phenomena are
occurring is recognition of the influence of the researcher. I decided to take the
recognition of this influence one step further by including my own narrative in the
study. This enables the reader to make his or her own interpretation of the findings,

having had the opportunity to learn about the author of the study and to be more
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aware of my particular perspective and focus.

The ethnographic tale
The particular perspective of the author also has an impact on the presentation of the
findings in ethnographic studies. The resultant writing is often referred to as the
“ethnography”. Van Maanen (1988) outlines the different approaches that can be
taken when presenting the narrative referred to by him as the ethnographic “tale”. He
suggests that ethnographies can broadly be organised into three categories which he
refers to as “realist tales”, “confessional tales” and “impressionist tales”. These three
categories reflect the way different ethnographies are written. They are useful in
directing thought relating to the underlying epistemological and ontological
assumptions of the ethnographer. Realist tales are those that are associated with naive
realism. A single author tends to take a dispassionate third person approach to the
narrative and the interpretive omnipotence of the author is rarely made evident. The
world represented by the author of realist tales tends to be presented as the real world
dictated by the single interpretation of the lone anonymous ethnographer.
Confessional tales represent an attempt to demystify fieldwork by showing examples
of events that actually happened in the field. Episodes of uncertainty, dramas,
hardships and blunders are shared with readers with the result that the human
qualities of the author become apparent. This results in a blurred account that
combines a partial description of the culture under study alongside a partial
description of the fieldworker’s experiences. Confessional tales are often
incorporated into realist tales as a means of defending the fieldwork as scientifically
valid, thus appealing to the canons of positivism. Impressionist tales differ from
realist and confessional tales as they are figurative and represent a highly
personalised view of the world. The readers of such work can evaluate the tale by
assessing its plausibility and believability. Accuracy or representativeness are less

important in impressionist tales.

Autoethnography is an example of an impressionist tale described by Van
Maanen as “a continuous and deepening interpretive process” (1988 p.118). The
authors of impressionist tales provide accounts of a deeply uncertain world; there is a
silent disavowal of grand theorising and a focus on the particular, the unusual, the

contextual and the eventful. Van Maanen suggests that cultures cannot be known
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once and for all; they tend to be illusive, appear in many apparitions and look
different from different angles. He states that we can never be free of doubt and
ambiguity. Knowing a culture, even one with which we are intimately engaged, is a
never-ending story. Writing up fieldwork in any of the three forms of tales described
by Van Maanen brings the discomfiture of the uncertain world to the surface. This is

perhaps shared more openly by the authors of impressionist tales.

Van Maanen’s work is helpful in illuminating the choices made by authors
based on particular epistemological and ontological perspectives when presenting
ethnographic texts. The postmodern perspective of ethnography recognises that the
researcher forms part of the context within which the data are collected and the
resultant narrative is therefore an impressionist tale. Postmodernism is in stark
contrast to the perspective of naive realism where the researcher is attempting to
understand a world “out there” that exists independently of the researcher. In Van
Maanen’s view, such authors are likely to produce a realist or confessional tale. In
realist or confessional tales the truth is there to be discovered; if all the pieces of the
jigsaw can be assembled, the big picture will eventually reveal itself and can be
presented in its entirety to the readers of the research. The postmodermist perspective
recognises plurality and multiplicity in representations of the “truth” but, according
to Dingwall et al. (1998), this perspective results in problems with differentiation
between social scientific study on the one hand and journalism or propaganda on the
other. Committed postmodernists risk falling into an ultimately pessimistic,
unproductive and completely inward-looking perspective (Davies, 1999) referred to

by Silverman as “navel-gazing” (1997 p.240).

Methodological rigour
It is important for the present study to avoid the criticisms of journalism and navel-
gazing that can be associated with the authors of impressionist tales and
autoethnography. An autoethnographic approach has been selected in order to
provide the reader with a dimension beyond the reported findings of the study. A
personal narrative and personal reflections have been interwoven with the findings of
the study in order to provide the reader with information about the author. Armed
with this information, the reader can then engage with the findings by developing a

personal interpretation. The illumination of the author in this study contributes to the
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rigour of the approach. The reader is made aware that while the findings are a
product of the responses of participants to an interview focused on the participants’
values, they are also coloured by the researcher. Indeed the perspective of the
researcher has had an impact on the study design, the nature of the interviews and the
interpretation of the participants’ responses. An autoethnographic approach simply
brings the author to the fore, rather than hiding behind an anonymous fagade, that

creates the illusion that the researcher has had no influence on the research process.

Ropers-Huilman (1999) suggests that we have an obligation to talk of the
way in which our own personal tales affect the stories we tell about those we have
witnessed. She goes on to say, “When we map certain practices and discourses
through our witnessed accounts, we have an obligation to note our own locations in
that mapping” (1999 p.29). Atkinson (1990) suggests that the autobiographical
account serves to strengthen the researcher’s claims for authenticity. Hammerlsey
and Atkinson (1995) state that by systematically exploiting our personal participation
in the study, we can produce accounts of the social world and justify them without
relying on futile appeals to positivist or naturalist empiricisms. This, they suggest,
can be achieved through the use of reflexivity. It is important for a researcher, who is
intimately familiar with a particular group, to be alert to the hazards of taken-for-
granted assumptions about social behaviour and the possibility of being blind to
common everyday activities (Hayano, 1979). McEvoy (2001) states that the emic
perspective of the insider can be viewed with suspicion as it is potentially limited and
parochial. Adopting a reflexive approach to the research process helps to guard

against such problems and this will contribute to the validity of the current study.

Validity
Some authors have suggested that autoethnographic texts and impressionist tales
could be labelled as meaningless, introspective studies that have no place in
contributing to the development of human knowledge and understanding (Silverman,
1997; Dingwall et al., 1998; Davies, 1999). Altheide and Johnson point out that a
growing number of critics refer to ethnographic accounts as “partisan, partial,
incomplete and inextricably bound to the contexts and rationales of the researcher”
(1998 p.288). In the context of such criticism of autoethnographic work it becomes

necessary to address the issue of validity, albeit within a qualitative framework. An
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article in the British Medical Journal entitled “Assessing quality in qualitative
research” (Mays and Pope, 2000) was followed by a series of letters to the editor
which criticised and ridiculed the authors (Isbister, 2000; Poses and Levitt, 2000).
Ibister referred to the many strangely unscientific terms in the article such as
“reflexivity” and “inductive inquiries” and he concluded that quality in qualitative
research remained a mystery to him. Poses and Levitt focus on the anti-realist slant
taken by Mays and Pope and they argue that this is merely an excuse for sloppy
work. It is exactly this type of argument that highlights the need to ensure that the
rigour of qualitative research is enhanced and that the approaches taken to ensure
rigour are clearly explained to the reader. This is, of course, no different to
quantitative research. Nonetheless, the continued criticisms of qualitative research by
those who take a sceptical view of it, as evidenced by the letters outlined above,
requires qualitative researchers to be particularly vigilant about the rigour of their
work especially whenever and wherever they communicate their findings to an
audience. Indeed Barbour states that “in medical research the question is no longer
whether qualitative methods are valuable but how rigour can be ensured or
enhanced” (2001 p.1115).

Qualitative researchers have, on occasion, argued that the standards
associated with quantitative research, such as external validity and generalisability,
have no place in the assessment of rigour for qualitative research (Morse, 1999). The
application of positivist measures of validity and reliability, such as statistical
probability, to determine the generalisability of the findings of a study cause a
tension and difficulty with fit when applied to ethnographic studies, particularly
those taking autoethnographic approaches. Strauss and Corbin (1999) suggest that
the usual canons of science have value but require redefinition to fit the realities of
qualitative research. Cutliffe and McKenna (1999) suggest that the criteria used to
critique quantitative studies are not necessarily appropriate for qualitative studies as
the two are operating in completely different paradigms. Instead they suggest that
qualitative studies can be assessed using criteria that are specific for the qualitative
paradigm, such as: the use of an expert colleague to verify the data, the use of an
audit trail or triangulation of methods of data collection. Even these criteria create
difficulty for the researcher who adopts a postmodern perspective because they are

all aiming to determine whether the study is representing the “truth” when the
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postmodernist perspective would suggest that there are multiple truths. In addition,
the use of “expert” colleagues to verify the findings is absurd when the researcher is
producing an autoethnography and/or an impressionist tale where the text is
dependent upon a unique creative process between the author and the data from the
field. The creative process in autoethnographic studies also makes the notion of
reliability a nonsense, as the unique combination of participants in the study can
never be replicated and therefore a different author will never be able to produce
exactly the same findings described by Sandalowski and Barroso as the “sum of an
irreplicable sociocultural performance involving researcher and subject” (2002
p.215). “Life moves on, stories change with that movement, and experience changes”
(Frank, 1995 p.22) and therefore the notion of reliability does not fit with

autoethnographic work.

Subtle realism
Qualitative researchers could be left wondering how their studies can claim any form
of legitimacy given the postmodern critique. Hammersley has outlined new criteria
for the validation of ethnography which he calls “subtle realism” (1998 p.78) and
Brewer developed a different perspective on the issue of validity in ethnographic
studies which he entitled the “ethnographic imagination” (1994 p.236). Brewer refers
to these two approaches as “post postmodern ethnography” (2000 p.48). Hammersley
(1998) believes that it is possible to retain the concept of truth. He suggests that no
knowledge is certain but knowledge claims can be assessed in terms of their likely
truth and, therefore, phenomena do exist that are independent of us as researchers or
readers, about which we can have this type of knowledge. Based on this point of
view he then suggests that the validity of ethnographic claims can be assessed by
judging the plausibility and credibility of the work. He suggests that knowledge
claims should be assessed for plausibility, the ethnographer’s judgement should be
assessed for credibility and if neither claim is sufficiently plausible or credible the
evidence used to support the claims should be assessed for plausibility and
credibility. Hammersley acknowledges that plausibility and credibility are a
relatively weak basis for judging scientific claims. If Brewer’s post postmodern
ethnography is linked with Hammersley’s assessment of plausibility and credibility a
reasonably robust framework for the assessment of rigour in ethnographic studies can

be constructed.
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Brewer (1994) states that evaluations of the ethnographer’s integrity and
good practice can contribute to the confidence with which others can assess the
work. He states that the injunctions for good practice are clear and these are outlined

in Table One.

Table One:
Injunctions for Good Practice in Ethnography (Brewer, 1994 p.235-236)

Injunctions for Good Practice in Ethnography

Establish the wider relevance of the setting and the topic, and clearly identify the
grounds on which empirical generalisations are made, such as by establishing the
respresentativeness of the setting, its general features, or its function as a special
case study with a broader bearing.

Identify the features of the topic that they are addressing in the study and those left
unresearched, and discuss why these choices have been made and what implications
follow from these decisions for the research findings.

Identify the theoretical framework they are operating within, and the broader values
and commitments (political, religious, theoretical and so on) they bring to their
work.

Establish their integrity as a researcher and author, by outlining:
The grounds on which knowledge claims are being justified.
Their background and experience in the setting and topic.
Their experiences during all stages of the research.
The strengths and weaknesses of the design strategy.

Establish the authority of the data by:
Discussing the problems that arose during all stages of the research.
Outlining the grounds on which they developed the categorisation system.
Discussing rival explanations.
Providing sufficient data extracts in the text to allow readers to evaluate
inferences made from them.
Discussing power relations within the research.

Show the complexity of the data avoiding the suggestion that there is a simple fit
between the social world under scrutiny and the ethnographic representation of it by:
Discussing negative cases.
Showing multiple and often contradictory descriptions proffered by
respondents themselves.
Stressing the contextual nature of the respondents’ accounts.

Brewer states that there is one further requirement to enable ethnographic data to
have authority and that is that the reader should adopt a particular perspective to the
ethnography that he calls the “ethnographic imagination” (1994 p.236). The
ethnographic imagination is based on the belief that: first, extracts from the data can
reliably represent the social world; second, small scale micro-events in everyday life

share features with the broader social world; and third, through complex reasoning
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processes people make sense of their everyday lives and their accounts and
descriptions must be analysed if the social world is to be understood. The
perspectives of Hammersley (1998) and Brewer (1994) have been combined in

Diagram One.

Diagram One:

Subtle realism and ethnographic imagination in postmodern ethnography

Establish Identify those Establish the identify the
the wider features that have authority of the theoretical
relevance of been addressed data framework
the setting and those left
unresearched
Establish the Show the
researcher’s complexity of
integrity the data
v v \ 4 v

Establishes the credibility and plausibility of the work

Fragments of Micro events in People make sense
data can reliably everyday life share of their lives and this
represent the features with the must be analysed

social world broader social world

\4

The Reader’s Ethnographic Imagination
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Verisimilitude

Subtle realism and the ethnographic imagination are based on establishing credibility
and plausibility. These terms are closely linked with truth, indeed the 2002 Oxford
English Dictionary refers to the “credibility gap” as an apparent difference between
what is said and what happens or is true (Pearsall, 2002). Hence what is credible is
also real and true. Some authors have rejected validity completely and instead appeal
to the concept of verisimilitude. Atkinson states that verisimilitude is the “extent to
which the ethnography appears to be truthful” (1990 p.47). Schwandt lists three ways

that verisimilitude can be used:

e Verisimilitude as a criterion such as plausibility, internal coherence and
correspondence to the reader’s own experience.

e Verisimilitude as a criterion for judging the evocative power or sense of
authenticity of a textual portrayal.

e Verisimilitude as the relationship of a text to agreed standards of a particular

interpretive community (1997 p.170-171).

Sparkes (2002) suggests that verisimilitude allows us to respect the value of personal,
literary and poetic forms of knowledge. The restriction of truth to those forms of
knowledge that are literally true discounts forms of knowledge that can be judged to
be metaphorically true. Altheide and Johnson suggest that the social world is an
“interpreted world and not a literal world” (1998 p.284) and therefore interpretations
of the world in the form of narratives, literature, poetry, drama and art all have value
in contributing to our understanding of the human condition. Sparkes (2002) puts
forward a number of criteria lists that have been developed to assess the quality of

narrative study. Examples of these lists are:

e Width: comprehensiveness of evidence.

e Coherence: the way different parts of the interpretation create a complete and
meaningful picture.

e Insightfulness: the sense of innovation or originality in the presentation of the

study and its analysis.
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e Parsimony: the ability to provide an analysis based on a small number of

concepts, and elegance or aesthetic appeal (Lieblich et al., 1998 p.173).

e Substantive contribution: does this contribute to our understanding of social
life?

e Aesthetic merit: does this text invite interpretive response?

e Reflexivity: is the author cognisant of the epistemology of postmodernism?

e Impact: does this affect me? Does this generate new questions?

e Expression of a reality: does this text embody a fleshed out embodied sense
of lived experience? (Richardson, 2000 p.937).

Lists such as these provide some guidance for researchers who are working with
autoethnographic techniques. The concept of verisimilitude has congruence with the
postmodern perspective where multiple voices, pluralism and multiple truths are
embraced. The reflexive nature of the text is an important component of

verisimilitude and it is to this issue that I will now turn.

Reflexivity
“Good ethnographies™ write Altheide and Johnson “show the hand of the
ethnographer” (1998 p.301). One method of showing the hand of the ethnographer is
the use of reflexive practice. Reflexivity refers “to the ways in which the products of
research are affected by the personnel and process of doing research” (Davies, 1999
p-4). Altheide and Johnson state that the meaning of reflexivity is that “the scientific
observer is part and parcel of the setting, context and culture he or she is trying to
understand and represent” (1998 p.285). Koch and Harrington (1998) state that
researchers should incorporate a reflexive account into their writing because this will
help the readers of their work understand what is going on in the research process.
Reflexivity, they suggest, helps the reader to decide what is plausible. According to
Brewer (2000) reflexivity affects both the status of the data (legitimation) and the
writing up (representation). A reflexive ethnographer needs to consider the location
of the setting, the sensitivity of the topic, power relations and all other potential
social processes and phenomena that might influence the data. Brewer goes on to say

that reflexivity is a fundamental part of postmodern ethnography. He is therefore

81



implying that it is futile to attempt to eliminate the effects of the researcher; instead

we should set about trying to understand them.

An autoethnographic approach provides the reader with rich data relating to
the researcher of the study. Not only can the reader make judgements about the
plausibility of the author’s reflexive comments but they can also make a judgement
about those statements based on their interpretation of the author’s perspective
presented in the autoethnographic account. Reflexivity can be incorporated into a
study through the use of a reflective diary and sharing excerpts from the diary in the
presentation of the findings. The reflexive process starts at the inception of the study
and captures the evolving understanding of the researcher as the study progresses.
Excerpts from my reflective diary will be presented in the remaining chapters of this
thesis in an attempt to share with the reader the ways in which my reflections, my

thoughts and my emotions shaped the development of the study.

Methods: issues in an autoethnographic study

Sample selection
Patton (1990) states that nothing captures the difference between qualitative and
quantitative research better than the different logic employed to select the sample.
When research is conducted with a distinct group of subjects of which there are very
few in the total population, the researcher may elect to employ a purposive sampling
technique. Purposive sampling involves the conscious selection of certain subjects
and efforts may even be made to select “typical cases” (Burns and Grove, 1993). In
essence the researcher in a qualitative study may make a judgement relating to the
type of subjects they wish to include in their study. This enables the researcher to
explore issues in depth with the subjects. A random sample may completely miss the
subjects who have most to say about the particular focus of the study. Morse (1999)
suggests that it is the selection of the sample that ensures that the research findings
are complete as each participant has been specifically selected for their potential

contribution toward the emerging theory.

Williams (1998) suggests that it is important to remember that the purpose of
qualitative research is to explore phenomena and to subsequently be able to comment

on meaning and contribute to understanding the theoretical basis of those
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phenomena. Thus, she suggests, it is important to ask; who are the people who will
be most able to assist in exploring the area that forms the focus of the study. The aim
of this study was to examine the values of nurse practitioners and to consider to what
extent this particular group of nurse practitioners share the values of medicine or
nursing. | therefore needed to select a group of nurses who could represent the values
of nursing and a group of doctors who would represent the values of medicine. The
one major group of doctors working in primary care in the UK are the GPs and as the
study was located in the primary care setting it seemed appropriate to approach this
group to represent the values of medicine. District nurses were selected to represent
the values of nursing. There would have been some sense in interviewing practice
nurses as they are also employees in general practice and it would have made the
organisation of the study less complicated; however, it is important to consider how
far this group would represent “nursing” values. Practice nurses are closely linked to
nurse practitioners in general practice (Smithson, 1999) and therefore there could be
some blurring of roles. If, as Thomas-Lawson (2002) has suggested, people who
work together influence each others’ values, the practice nurses would not provide an
adequate example of nursing values for comparison with the nurse practitioners.
District nurses work in a team of nurses who are employed separately to the rest of
the team in general practice and are therefore less likely to have assimilated the
values of the general practice-based team who work more closely together. Blackie

states that community nursing specialists in the home (district nurses):

... provide nursing care directly to individuals and groups through

direct access... they care mainly for people who are ill or who are

recovering from illness and require physical, practical nursing care

as well as psychological support ... The district nurse has

responsibility to the person receiving treatment as the primary client

and also to any carers as secondary clients of the service (1998 p.97).
This definition highlights the link to practical care associated with district nursing.
District nurses have different skills to those of the nurse practitioner; they are
engaged in a different type of nursing care and have evolved from a different
historical background and tradition. Many qualified district nurses are now team
leaders and in addition to their work with clients, they manage personnel in their

teams. They are also responsible for the assessment of patients and delegate various

activities and tasks to other members of the community health nursing team. Hence,
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their roles are not purely based in the practicalities of nursing. The work of the
district nurse is sufficiently different to that of the nurse practitioner and sufficiently
located in the traditions of nursing practice to provide a valuable contrasting group

for this study.

The above arguments led to the selection of GPs, nurse practitioners and
district nurses as the sample population for this study. The GPs and district nurses
both form clearly defined groups who can be identified by their recordable
qualifications with their regulatory bodies. Nurse practitioners are not so easily
identified. There are a diversity of nurse practitioner roles in the UK and some nurses
are using the title “nurse practitioner” with no formal training or qualification for the
role (Smithson, 1999). I decided that nurse practitioners would be eligible to enter
the study if they held a recognised nurse practitioner qualification which is either the
Royal College of Nursing (RCN) qualification or one that meets the same standards
as the RCN course. The definition of the nurse practitioner according to the RCN
was outlined on page 15. In addition to the qualification, I decided that the nurse
practitioner should be working in a practice that recognises them as a nurse
practitioner (i.e. their name and the title “nurse practitioner” appears in practice
literature or on a practice notice board). This decision was made because not all
nurses who are qualified as nurse practitioners operate in the role as it is recognised
by the nurse practitioner competency framework (Royal College of Nursing, 2002).
It was important to select nurses with the appropriate experience and I was therefore
looking for evidence at the practice of the nurse practitioner operating in an advanced
nursing role, such as managing nurse-led chronic disease management clinics or

open access clinics.

In addition to clear identification of the three groups of practitioners, I
decided that it would also be important for all of the participants to have at least one
year’s experience in their role. This decision was based on MaclIntyre’s (1984)
proposition that goods internal to a practice can only be achieved by engaging in that
practice. It would follow that a practitioner who had little experience of the practice
would be less likely to have achieved or even be aware of the goods internal to that
practice. Lurie (1981) points out that no definitive data exist on the time that is

required for a nurse practitioner to become institutionalised into the role. In the
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absence of any guidance Lurie decided that after twelve months of practice in the
nurse practitioner role, the nurse would have been accepted by other health care
professionals and would be fully functioning in that role. The results of her work
would suggest that twelve months was long enough to uncover differences in the
socialisation of nurse practitioners when compared to nurses in ambulatory care
settings. Brown and Olshansky’s (1997) work agrees with Lurie’s suggestion that
twelve months is a reasonable time in which to consolidate the role. They carried out
a study that examined the transition of nurse practitioners during their first year of
practice and they concluded that the nurses had a clear sense of themselves as nurse
practitioners by the end of the first year. Returning to William’s (1998) suggestion
that the selection of the participants of the study should take into consideration who
will be most able to assist in exploring the area that forms the focus of the study, it
was important to consider what length of time the study participants should have
been in practice to enable them to talk about the values associated with their

particular role.

Interview techniques
The views and opinions of nurse practitioners, GPs and district nurses can be
explored using a variety of approaches. The literature review revealed the range of
quantitative and qualitative approaches that had been used by other researchers. I
rejected working within a quantitative paradigm due to the recognition that values
are complex, dynamic and sensitive to context and that quantitative approaches
cannot adequately detect nor explore such complexity. I was aiming to develop my
understanding of the nature of values for nurse practitioners, GPs and district nurses.
Exploratory work such as this is most appropriately conducted within a qualitative
paradigm and therefore the options of fieldwork, focus groups and interviewing were
considered. Ethnography is often associated with fieldwork and the collection of
notes based on participant observation. Brewer (2000) however, states that
ethnography does not represent one particular method of data collection, instead it is
a style of research that is distinguished by its objective to understand social meanings
and activities. Indeed Ellis and Bochner (1996) suggest that laying down rigid rules
relating to the methods will reduce the flexibility that is necessary for adopting
different discursive strategies, depending upon the circumstances of the research

- project.
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As I work closely with district nurses, nurse practitioners and GPs I expected
that the availability of their time would be a significant concern in deciding which
method to use in this study. Observing people in practice could have been considered
but this would have given very limited information relating only to patient-health
care professional interactions with possibly a few incidental professional-
professional interactions along the way. The nature of practice in primary health care
results in health care professionals working predominantly on their own. I felt that
observing them in these settings would be valuable but would provide incomplete
data that could be difficult to interpret. My aim was to understand what each
individual found meaningful in their practice and how this related to their lives
outside work, their career choices and their broad views on life. Focus groups could
have resulted in people agreeing with each other and wanting to share the most
socially desirable values with the group. Again this would have been valuable from a
group perspective but would not have provided the rich personalised data that I was
hoping to gain from each individual practitioner. Warren (2002) suggests that
researchers often choose qualitative interviews when their focus is not on particular
settings but their concern is with establishing common patterns and themes between

different types of respondents. Johnson goes on to say:

.. if one is interested in questions of greater depth, where the
knowledge sought is often taken for granted and not readily
articulated by most members, where the research question involves
highly conflicted emotions, where different individuals or groups
involved in the same line of activity have complicated, multiple
perspectives on some phenomena, then in-depth interviewing is likely
the best approach (2002 p.105).

I therefore decided to use unstructured interviews as this seemed to offer the most
likely possibility to achieve a rich and in-depth understanding about the values of
district nurses, GPs and nurse practitioners. Indeed the work by Fagermoen (1997)
provided a precedent for such an approach. Fagermoen states quite specifically in her
research that she discovered greater complexity, relating to the integration of values
in nursing, when she moved from the questionnaire phase of the study to the

interview phase.
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Ellis and Berger state that the interviewing process should not be regarded as
the passage of information from the respondent to the interviewer, instead the
interview is a “sea swell of meaning making” where researchers connect their own
experience to those of the research participant (2003 p.471). Ropers-Huilman
describes participating in discourse as a process of “dynamic meaning-making”
(1999 p.32). Collins (1998) states that in an unstructured interview, it is more useful
to talk of data generation rather than data collection. Brewer (2000) describes people
as having the capacity to interpret and construct their world; people are discursive
and linguistically formulate their ideas, and thus he refers to people as “meaning-
endowing” (2000 p.34). The role played by the interviewer contributes to data
creation and therefore data are context-bound to the interviewer (Brewer, 2000).

Brewer states that social researchers need to:

e Ask people for their views, meanings and constructions.

e Ask people in such a way that they can tell them in their own words.

e Ask them in depth because these meanings are often complex, taken for
granted and problematic.

e Address the social context which gives meaning and substance to their views

and constructions (2000 p.35).

One method of achieving the aims for social researchers outlined by Brewer above is
through the use of unstructured or non-standardised interviews. The unstructured
interview is used to avoid structure to enable the exploration of participants’
meanings without them being trammelled by formality (Brewer, 2000). Denzin

(1970) suggests that this tool is best suited to exploratory studies.

The question
Collins (1998) suggests that one criticism of the interview is that respondents are
likely to provide the interviewer with the “official account”. It is therefore absolutely
vital that the researcher selects the right question or questions to get the interview
started. Denzin (1970) states that the question must fit the experiences of those being
interviewed, therefore it does not need to be static. He suggests that the question does

need to be fixed in its meaning but not in its wording. The researcher can therefore
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rephrase the question for individual participants depending upon their personal
interpretation of the message buried in the question. The development of the question
for the present study aimed to enable the participants to use their own words to talk
freely about their values and what they valued in their work as a nurse, nurse
practitioner or doctor. The opening question was therefore essential and was
gradually developed through a review of the literature and subsequently through the
use of a pilot study. The development of the question is outlined in detail in the

following chapter.

Ethical issues
Davies (1999) suggests that increasing reflexivity in social research leads to a greater
awareness of ethical questions. An annotation from my reflective diary after one of
the interviews emphasises the concern felt for participants of the study when a
researcher is engaging in reflective practice: “My main concern is that I might have
unsettled her in some way”. This was a comment on an interview that had been
particularly challenging when the participant had difficulty in sharing anything that
was positive in her practice. It became clear at the end of the interview that the
participant had received the information about the study and the consent form but
none of the information had been read before the interview. This event highlights one
of the difficulties with informed consent. After engaging in the interviewing process
a participant might discover, that the research is focused on a subject that they would
really rather not discuss. Consent is an evolving process and the researcher should
check, both before and after (and sometimes during) the data collection process, that
the participant is willing to remain engaged with the research. Davies (1999)
suggests that there is the technical question of how to present the research in a
manner that is meaningful to participants whilst simultaneously avoiding any
contamination of the research process as a result of the disclosures on the consent
form. I had to consider this issue when developing my consent form and information

about the study, and this will be discussed further in the following chapter.

McEvoy (2001) highlights a further potential ethical dilemma that is relevant
to the conduct of the present study. He states that interviewing colleagues with whom
one has a close relationship can interfere with the participant’s ability to give freely

informed consent. My experience parallels that of McEvoy in that I found that my
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colleagues very readily agreed to give up their time to be interviewed. I remained
aware of the possibility that they felt obliged to agree to participate because they did}
not want to appear discourteous. Their continued consent to engage with the study
was checked on a number of occasions. The process for this will be explained further

when I outline the method used in this study.

Concluding comments
This chapter has explored the methodological concerns associated with
autoethnographic research. The aim of the current study is to explore the values of
nurse practitioners, GPs and district nurses. I am a member of the groups that I have
set out to study in that: I am a woman, a nurse, a health care worker, a health care
worker in primary care and, most specifically, [ am a nurse practitioner.
Autoethnography can be defined as the study of one’s own group and can also be
defined as the study of one’s personal biography. Therefore the autoethnographic
approach is relevant and appropriate for this work. This chapter has outlined the
ways in which methodological rigour can be upheld: by using the tenets of Brewer’s
(2000) post postmodern ethnography, and by appealing to the concept of
verisimilitude. The implications of using this methodological approach, and the ways
in which the rigour of the work can be defended when applied to the study of GPs,

nurse practitioners and district nurses, will be the focus of the following chapter.
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CHAPTER FIVE
METHOD

Introduction
The aim of this study was to explore the values of district nurses, GPs and nurse
practitioners with a view to examining the similarities and differences between the
three groups and thereby understanding whether nurse practitioners share the values
of nursing or medicine. Having considered the complex nature of value from a
postmodern perspective and explored the dynamism and contextual characteristics of
value systems, I decided that qualitative interviewing would be the most appropriate
approach to develop an in-depth understanding of this subject area. It was clear that I
could not be separated from the research design, the data collection or the analysis
due to my group membership. Reflexivity would form an essential component of the
work. I therefore decided that an autoethnographic approach would enable me to
reveal my own perspective and to ultimately interweave this perspective with that of
the participants of the study. Having explored Van Maanen’s (1988) work I decided
that the product of my work would be an impressionist tale. I would be appealing to
the rigorous practice associated with post postmodern ethnography and I would be

aiming to achieve verisimilitude. I therefore decided that this work would be called:

“A nurse practitioner’s tale: an autoethnographic, interpretive study of
the values of nurse practitioners, GPs and district nurses”.

This chapter outlines the way in which this study was carried out.

Ethical approval
Ethical approval was sought and gained from the Primary Care Trust (PCT) Local
Research and Ethics Committee in the geographical location within which the study
was to take place (see appendix one). A second application to a neighbouring PCT
Local Research and Ethics Committee was made in order to carry out the pilot study.

The neighbouring PCT also agreed to the study (see appendix two).

Consent form
The participant consent form and the sheet outlining information about the study can

be found in appendices three and four respectively. When creating these forms it was
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important to be clear about the intentions of the study without influencing the

participants in any way. I therefore introduced the idea of values as follows:

The aim of this work is to explore the values of nurse practitioners,
district nurses and general practitioners. Values can be difficult to
describe, they are linked to ideals, beliefs and meanings and tend to
influence our choices, behaviours and actions. These issues will be
explored with you in an interview.

The intention of this statement was to keep the description as broad and all-inclusive

as possible.

Both the consent form and the information sheet introduced the participants
to the idea that they would be asked for their feedback on the transcript and on a
subsequent analysis of the transcript. The participants’ ongoing participation in the
process of feedback gave them further opportunity to withdraw their consent if they
felt the need to do so.

Sample selection and gaining access
The study employed a purposive sampling method in order to carefully select those
participants who would have something to say about the values associated with the
roles of nurse practitioners, district nurses and GPs. I therefore determined selection
criteria that included: the participant must be qualified as a GP, nurse practitioner or
district nurse and must have had at least one year’s experience in their role. The
length of time in the role was based on Lurie’s (1981) study as described earlier. The
GPs and district nurses have nationally recognised recordable qualifications with
their respective registering bodies. This is not the case for the nurse practitioners. For
the nurse practitioners the appropriate qualification was deemed to be a specialised
qualification as a nurse practitioner, either from a recognised Royal College of
Nursing (RCN) course, or one that met the RCN competency framework (2002) for
the education of nurse practitioners. In addition, due to the diversity and confusion
that exists around the nurse practitioner role, I looked for evidence that the nurse
practitioners were working in a recognised nurse practitioner role in their place of
work. I also looked for evidence in the practice literature, on practice notice boards

or the self reports of the nurses to determine if each potential participant was

91



working in a role that would be recognised as a nurse practitioner by the RCN

competency framework.

In the PCT where the study was to be carried out, there were nine qualified
nurse practitioners who were working in practices that referred to them in the
practice literature as “nurse practitioners”. Two of the nine were in my own practice
(myself included). There were a further three nurse practitioners who had been
qualified for more than a year but their role in their practices was not clear. The
practice literature or practice notice boards referred to these three nurses as “practice
nurses”. I excluded these three nurses from the sample and also excluded my work
colleague. I felt that the three nurses were not fully working in the role of nurse
practitioner as it appeared that there was some confusion in their practice relating to
their role. I also felt that I was unable to carry out an interview with my work
colleague as we work very closely together and I did not want her to feel obliged to
participate or to have any difficulty in sharing her personal thoughts with me in an
interview. The sample was therefore selected by approaching the seven practices that
employed the nurse practitioners who met the sample selection criteria. A minimum
of four practices was set for the study. If fewer than four practices agreed to engage
with the research the geographical boundaries were to be broadened to include other

PCTs.

Having been involved with nurse practitioners for nearly a decade I knew all
of the local nurse practitioners and I also knew many of their GP mentors, which
made access to the potential participants easier. However, I did remain aware of
McEvoy’s (2001) caution that colleagues and acquaintances might agree to be
involved in a study just to be courteous and feel less able to decline an invitation. I
addressed this potential difficulty by approaching the participants through their
practice manager. I felt this would enable them to decline the invitation to participate

in the study (if they so chose) by working through a third party.

All seven practices were approached. Initially I wrote to the practice
managers outlining my research proposal and what it would mean for their practice if
they chose to get involved. Following this, I was put in contact with the relevant

nurse practitioner, a GP participant and a member of the district nursing team. Six of
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the seven practices consented to become involved in the study which resulted in a
sample population of six GPs, six nurse practitioners and six district nurses. In
addition I approached a practice outside of the PCT area to act as a pilot site; they

agreed and I interviewed a district nurse, GP and nurse practitioner at that site.

The demographics of the respondents are outlined in Tables Two and Three:

Table Two:
Demographics of GPs and Nurse Practitioners
Roles | Gender Age Practice Number of | Years
Range | Size Partners Qualified
Pilot GP Male 51-60 | 8,500 5 20
Pilot NP Female 31-40 3
Main study | GPs 5 Males 31-50 | 1,500 - 1-10 3-18
1 Female 13,500
Main study | NPs 6 Females | 31-60 2-7
Table Three:
Demographics of District Nurses
Roles | Gender Age Case GP Surgeries | Years
Range | Load Covered Qualified
Pilot DN Female 41-50 130 3 8
Main study | DNs 6 Females | 41-60 | 80-210 1-5 8-20

The demographic information shows that the pilot site was reasonably representative
of an average practice for this study. Further information regarding the pilot study
will appear later in this chapter and the relevance of the demographics will be

discussed in later chapters.

Interview strategy
The aim of the interview was to provide the participants with the opportunity to share
with me whatever they felt was of value to them in their role. Fagermoen’s (1997)
work had involved asking respondents to a questionnaire “What is most meaningful
in your work as a nurse?” She found that the responses to this question provided her
with a number of value categories that she subsequently used in the thematic content
analysis of her interviews. Having explored Frankl’s (1959) work I felt that values
could potentially be found in the complexity of meaning in people’s lives and I

therefore decided to ask people:
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“Can you tell me what you find most meaningful in your role as a
GP/nurse practitioner/district nurse?”

I felt that this was a sufficiently open question which was not too dissimilar to the
example provided by Moyle (2002) who used the example of the open question “Tell
me about your childbirth”. This, she says, can have no set answer and thus it allows
the respondent to explain their reply in their own words. Such open-ended questions
help to ensure that the reply is from the perspective of the participant and is not
shaped by the interviewer. Interestingly, I had to defend the use of a single question
interview when I attended the ethics committee. The committee described my
interview schedule as “under-developed” until I explained the purpose of the
approach and the flexibility it would afford in allowing each participant to respond in

their own unique way.

All interviews commenced with the question as outlined above. It transpired
that not all participants were able to make sense of what “meaningful” meant. If a
participant was finding it difficult to understand what the focus of the study was
because of the use of the word “meaningful” I adjusted the question and used words
such as “What do you find most satisfying in your work?” “What do you enjoy in
your work?” or simply “What makes you tick?”” This was following Denzin’s (1970)
advice that questions should be fixed in meaning but not in words. Having explored
the literature on the theory of value it was clear that there could be a number of

substitutes for the words that people might associate with their values.

A total of eighteen interviews were conducted over a period of seven months.
The interviews ranged in time from twenty minutes to fifty minutes. Three interviews
were conducted in one day for the pilot study. I had to travel some distance to get to
the pilot site and the practice manager felt that it would be best for me to see all three
practitioners on the same day. It transpired that conducting three in-depth qualitative
interviews in one day was quite an onerous task and I found myself having to
concentrate extremely hard with the third participant as my energy had steadily
decreased during the first two interviews. In the main study almost all of the

interviews were conducted on separate days.
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Denzin (1970) suggests that it is important to consider the choice and style of
dress when carrying out interviews. He states that the style of dress is a prerequisite
for establishing meaning and purpose in the interview. I therefore had to consider
how I might present myself in each interview. Johnson (2002) argues that non-
comparable interviews in studies that use in-depth interviewing pose no problem to
the validity of the research. The purpose of such interviews is not to “count” or to
“statistically analyse” the findings, instead, the aim is to explore and understand the
participant’s point of view. With such a diverse group of practitioners the setting of
each interview was bound to be different for each individual. In spite of the
recognition that these would be non-comparable interviews, I decided to wear the
same clothes for each encounter to enable me to portray the same message to all
participants. I subsequently found that it helped me to get into the role of the

interviewer as the study progressed.

The consent form instructed the participants to determine a time and place
that would be convenient for them. I asked the respondents to find a room that would
allow us to hold an interview with minimal interruption and to identify a time that
was most suitable for them. The locations in which the interviews took place varied
between the groups and the significance of this will be discussed in the subsequent

chapters of this thesis.

In addition to his comments on style and dress Denzin also refers to “body-
equipment” (1970 pp.140-141). Body-equipment according to Denzin are items such
as cigarettes and cups of tea that the researcher might have to handle during the
process of the interview. Denzin describes how he started smoking in an interview
and then became acutely aware that he had insulted his interviewee; he goes on to
describe how he then knocked over his coffee in an attempt to put out the cigarette!
Items of body-equipment can assist in the process of communicating with the
participants or they can create barriers. In almost all the interviews, I was offered a
cup of tea or coffee. Very early on in the research process I decided that I would
accept a drink whether I wanted it or not as I felt this helped to contribute to the
informality of the setting. I felt that this would help to break down barriers and
contribute to the impression of a conversational style rather than the formal

structured interview that some of the participants might have been expecting.
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Respondent validation
In addition to the impression of informality, I wanted to make the study as
participatory as possible. At the same time I appreciated the demands on time for
most health care professionals in primary care. I also felt it was important to
recognise that some participants might not necessarily communicate all they wanted
to during the course of the interview and so I endeavoured to give them the
opportunity to share their values with me in written form, if that suited their style. I
sent all individualised transcriptions of interviews to the participants and I asked
them to comment on the content of their interview and whether they felt they had any
further comments or anything they would like to change. The transcript check form
can be found in appendix five. After receiving the transcript check form back from
the participants, I then summarised the transcript into a short coherent summary of
what I thought they had shared with me regarding their values. This was sent to the
participants for their further comment and they were asked to complete a transcript

summary check form, an example of which can be found in appendix six.

The participants’ comments on the transcripts contributed to the subsequent
analysis of the interviews. In a few cases participants felt that what they had said did
not really represent what they meant to say, and in another case a participant felt she
had not said all she wanted to and sent a further three pages of notes to complement
her original transcript. In most cases the participants stated they had nothing more to
add and did not want to change anything in the transcript. The response to the request
for transcript checks varied between the participants and provides useful information

in the interpretation of the findings.

The process of checking the transcript summaries with the participants was a
method of respondent validation. I wanted to check with each participant that I had
understood what they had said and that I had adequately captured what they wanted
to present as their values. Hammersley (1992) states that the responses of participants
are useful sources of data; although, at times, feedback from participants can be
highly problematic (Hammersley and Atkinson, 1995). Respondents can decide that
it might be in their interests to deny something they said in an interview or they

might feel the need to tone down particular views or responses. Hammerlsey (1992)

96



suggests that respondents do not necessarily have privileged access to the truth and
they cannot necessarily validate or falsify data. What is interesting, according to
Hammersley and Atkinson (1995), is the enthusiasm, indifference or hostility with
which participants engage with respondent validation. This process of so-called
validation should be seen as yet another valuable and interesting addition to the
original transcripts. In this study the responses certainly contributed to the depth and

complexity of the subsequent analysis.

It was a condition of the PCT’s Local Research and Ethics Committee’s
approval for the study that I should only publish the amended transcripts. All
transcripts and transcript summaries appear in the appendices of this thesis and these
are the amended versions after receiving feedback from the participants. The few
participants who did want to make changes commented that they felt embarrassed by
their poor grammar. Others felt that what appeared on paper did not adequately
reflect what they had meant to say. The Ethics Committee wanted me to respect the
possible concerns of the participants and thereby only share with others the amended
versions of the transcripts. The extent to which participants of the study engaged in
the process of transcript checking did provide a useful contribution to the subsequent

analysis of the narratives.

I have chosen to include all the amended transcripts and transcript summaries
in the appendices of this thesis. The rationale for sharing with the readers such a
great deal of data is to recognise the interpretive nature of this work. In the
discussion of findings I will invariably select sections of text to illustrate points or to
develop ideas. If a reader is puzzled by a quotation or feels there is an alternative
interpretation, they will have the opportunity to turn to the original transcript and to
review the context of that quotation. Sandalowski and Barroso’s (2002) “Finding the
findings in qualitative research” highlights the difficulties associated with the
presentation of “findings” or “results”. In an attempt to avoid long sections of
description based on lengthy quotations from the transcripts, the readers of this work
will be directed to the transcripts for further detail if they wish to gain more
information about a particular participant or a particular section of transcript. What
will be reported in the findings section of this work will be my interpretations based

on my own perspective and my understanding of the relevant theoretical
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perspectives. As the full transcripts have been made available, the reader has the

opportunity to explore alternative interpretations of the data.

Excerpts from the transcripts that appear in the remainder of this thesis will
have repeated words removed. In addition “ums”, “ers” and other utterances such as
these will be removed from the excerpts. The repeated words and other utterances
will only be included where they are of some significance to the evolving narrative.
Where they do not contribute to the interpretation of the transcripts the repeated
words and the “ums” and “ers” will be removed. The reason for taking this action is
two-fold. The first is to ease the process of reading the work for the readers as
repeated words can disrupt the flow of the sentence and thereby detract from its
message, as Lieblich et al. state, “a full and redundant text is hard to read” (1998
p-30). The second reason is out of respect for the participants of the study, several of

whom commented that they felt acutely embarrassed at their language when they saw

it in writing as an extract from my reflective diary demonstrates:

NP1 returned her transcript check form obviously feeling quite
uncomfortable about how she sounds on paper. The transcript check
states “I felt a bit stupid and saying so many ‘ers’ etc”.

And a further example is from the transcript check of GP2 who stated:

I'was not happy for my incoherent inarticulate responses to your
questions to be left unedited. So I have amended the transcript so that it
now makes sense.

This GP then went on to make 142 grammatical corrections to the transcript.

Where more than repeated words or “ums” and “ers” have been removed
from a passage, an ellipsis (...) has been used to demonstrate that a section of the
transcript has been omitted. This is merely to avoid unnecessarily lengthy segments

of transcript appearing in the text and disrupting the flow of the narrative.

Practice interview
Prior to embarking on the pilot study I decided to practise the interview technique

with a district nursing colleague who works locally. This was someone that I knew
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reasonably well although we did not have a close working relationship like the one I
have with my nurse practitioner colleague. I therefore felt that it would be
appropriate to practise my interviewing skills with her. I do have some past
experience of carrying out interviews for the purposes of qualitative research. My
prior work had involved the use of semi-structured interview schedules, gathering the
views of the users of various health care services (Crumbie, 1997; Crumbie and
Barnes, 2003; Barnes et al., 2004) but this was significantly different to the type of
interviewing required for this study. The interview for this research was not
structured and was based on one opening question, as discussed earlier. In this first
interview with the district nurse, I found that the lack of structure was difficult to

cope with. I started the interview with:

AC: ...can you just tell me whatever you want to tell me about your role
as a district nurse?

I found that after forty minutes of interview we were still engaged in describing her
role and what she does and who she is responsible for and how she organises care. At

approximately forty minutes I asked:

AC: ...it’s a really broad, wide ranging role that you've talked about.
What in all of that would make you really tick, what is it that you really
love about the role?

The remaining six minutes of the interview were much more informative in relation
to what was meaningful to this particular nurse. An excerpt from my reflective diary

after the interview states:

It’s clear from some of the questions that I am leading her and helping
her through. I am putting ideas in her head and sometimes directing her
to say things she may not have otherwise said. The best example of the
less directive but probing questioning is between paragraphs 51-66 and
it is clear from this passage that some very valuable and useful points
can be gained from this approach. I added in the questions about what
made her tick and what made her angry to test out how this might draw
out values.

This experience helped me to address the fear that I had regarding the use of
unstructured interviews. I shared this with my supervisor and I realised that I was

asking multiple questions to help me feel safer but this was not allowing the
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participant to respond in her own words. I therefore resolved to stick to the interview
plan, ask the one opening question, and then use minimal prompts from there on to
help the participants to continue to talk. This technique was then formally tested in
the pilot study.

Pilot study
A pilot site was selected from a neighbouring PCT. The practice was right on the
border of the PCT which formed the location for the study. As can be seen from the
demographics outlined on page 93, this particular practice was reasonably
representative of an average practice for this study. The nurse practitioner’s
qualifications and experience met the inclusion criteria for the study, as did the GP’s
and the district nurse’s. The transcripts from the pilot study can be found in appendix

seven.

Having had the experience of the practice interview, I was concerned that I
needed to be less directive and to try to limit my question to: “Can you tell me what
you find most meaningful in your role as a GP/nurse practitioner/district nurse?” I
remained concerned that participants might dry up and have nothing to say so I went
into the interviews with three other questions written down that I thought I would be
able to substitute if necessary. The back up questions were: “Tell me what being a
GP/nurse practitioner/ district nurse means to you”, “Tell me how you see

nursing/medicine” and “What does it mean to be a nurse/doctor?”

Lessons learnt from the pilot interviews
The pilot interviews revealed the strength of unstructured interviewing techniques as
the participants talked at length about what was meaningful to them in their practice.
A subsequent analysis of the transcripts revealed that the participants talked about a
wide range of values, some of which were shared between all three participants (such
as the need to be valued) and some of which were particular to an individual
participant (such as variety). I therefore felt that the interview question was going to
help the participants to provide a narrative that would be revealing and meaningful. I
did try some of the back up questions but I felt that they just resulted in the
participants going over old ground and did not significantly contribute to the

interviews.
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In addition to the responses to the interview question there were other lessons
to be learnt from the experience of the pilot study. Prior to the interviews taking
place I was sitting in the coffee room and had a chat to a number of staff who came
and went. Eventually the pilot study GP came in to the room and we had a coffee
together. During this time we were talking about my work and about the aims of the
study. I found myself wishing I had turned the tape recorder on as he started to talk
about his values and his value system. In the main study I decided to refer to this

previous chat in the interviews with comments like:

AC: When we were making the tea you said that you felt passionately
about the leadership thing. Do you want to explain a bit about that?

The same issue arose when, after the second pilot interview the participant
suddenly mentioned three other issues that she wished she had talked about before
the tape was switched off. I asked her if she could remember these things and then
write them on the transcript check when I sent it through to her. Only seven days
elapsed between the interview and her receipt of the transcript but unfortunately she
did not remember to write anything on the transcript check. In the main study
interviews, therefore, I asked the participants’ permission to add to the interview
transcript any comments that were made after the tape was turned off. This allowed

me to capture some of their thoughts and ideas that otherwise would have been lost.

The pilot interviews also made me aware of the tension that can be caused by
conducting interviews. There can be a general anxiety around being taped and I
found that different participants responded in quite varied ways. The pilot study GP
talked freely about what was meaningful to him in his work as a GP; however the
district nurse and nurse practitioner were more anxious. An excerpt from my
reflective diary refers to the difficulty some respondents encountered with

unstructured interviewing:

The interviewee seemed anxious and just seemed to run out of things to
say. Approaching the question from different angles resulted in the same
response time and again. Maybe it’s more difficult for some people to
respond to this approach.
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It could also be possible that some respondents really do have difficulty articulating
what is meaningful to them in their work. This problem recurred in the main study
interviews where, for a few of the participants, I had to use a variety of words to
explain the word “meaningful”. Even after having used alternative words to explain
the question two of the participants had difficulty in describing anything that was
meaningful to them in their practice. This proved to contribute to my understanding
of the participants’ varied value systems. With the lessons learnt from the pilot study,

the main study was set to begin.

Analytic process
The data from the interviews were analysed using Gubrium and Holstein’s (1998)
combined with Lieblich et al’s (1998) analytic procedure and practice as a guide.

Gubrium and Holstein suggest that:

... an interactionally and institutionally sensitive vocabulary is
necessary if we are to expand the purview of narrative analysis into the
various sites where stories are told in contemporary life. Such a
vocabulary can help us capture the complex dynamics of narrative
practice, providing detailed portrayals of story-in-use within diverse
contexts of narrativity (1998 p.181).

They suggest that the analytic process should begin by examining the “whats” of a
narrative. The “whats” of a narrative relate to the specific themes that can be
identified in the transcripts and how these themes are located within the context of
the story. The themes can be examined for their foregrounding in the context of
professional roles, personal lives and institutional settings. Therefore individual
themes may be located within multiple layers of meaning. Lieblich et al. (1998) refer
to the “whats” of a narrative as the “categorical content” and the “holistic content”.
Categorical content can relate to predefined theory-based categories (a priori codified
studies) or empirical categories that are suggested by the text (in situ studies). These
categories can then be subjected to quantitative analysis or can be used to describe
the content universe using an impressionistic-interpretive approach. Holistic content
takes into account the entire story and forms a general impression of that story. It
might be possible, for example, to identify an overarching theme for each story and

then to analyse the narrative from that particular perspective.
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In an impressionist tale there is a great deal more to be discovered in a text
than simply the categorical content of the story. Gubrium and Holstein suggest that
how the story takes shape is as important as what is told. They suggest that what has
been said should be temporarily bracketed in order to focus on sow the account was
developed. Lieblich et al. (1998) suggest that a narrative can be analysed for its
“holistic form” and “categorical form” in order to explore the way in which the story
takes shape. Holistic form relates to the progression of the plot of the narrative. For
example, a story might take a generally downward trajectory as the participant
describes a difficult struggle with depressive illness. Conversely a story might take
an upward trajectory as a participant describes the achievement of a number of goals
in life. Lieblich et al. (1998) suggest that stories such as these can be plotted on a
graph to visually depict the progression of the narrative. Categorical form examines
formal aspects of the narrative such as style of speech and methods of

communication.

In addition to Lieblich et al’s (1998) analytic approaches to examining the
way in which stories are constructed, Gubrium and Holstein (1998) suggest that in
exploring the how of a narrative it is important to take into account examples of
narrative editing where the storyteller shapes the story by telling the listener what
should be heard. The storyteller is constantly monitoring, modifying and revising the
story, demonstrating the reflexive nature of narration. Terms such as “now don’t get
me wrong” or “you will understand what I mean” are examples of the storyteller
trying to manage the message being conveyed to the listener. In exploring how the
account is developed it is also important to consider narrative control. Gubrium and
Holstein suggest that people do not own stories as much as occasions do. They refer
to the “metaediting” (1998 p.174) that takes place when participants address what
they think is expected of them; this is influenced by the formal relations between the
parties in the interview. In a research project, for example, it could be suggested that
formal control of the narrative lies within the project, as the interview is designed to
access a particular sort of story. The research interview also involves a listener who
might actively participate in the production of the story, as narrative production is
necessarily collaborative, and therefore the interviewer’s influence beyond passive
co-operation should be considered when analysing the narratives. Stories are creative

pieces, and in examining the Aow of the narratives it is possible to explore the
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coherence of the story line, its method of composition and controlling factors in its

production. An exploration of the zow of the story can reveal complexities in the

narrative that will contribute to a deeper understanding of the personal perspectives

of individual participants.

Having considered the focus of the analysis I decided to break the process

down into a series of deconstructing and reconstructing steps. The following is an

overview of the stages of the analysis.

As suggested by Bryman and Burgess (1994) I acknowledge that the analytic
process starts with the research design and continues throughout the study.
Analysis is therefore also evident during the interviewing stage. The
interviewing process can be described as the active production of meaning
(Silverman, 1997) and therefore the analytic process commences while the

interview is still taking place (Rubin and Rubin, 1995).

Immediately after each interview I transcribed the tapes and notes were made in
my reflective diary. The transcripts were then sent to the participants with a

transcript check form (appendix five).

The transcript check forms were returned and any comments from the
participants were noted. When requested to do so, I amended the original

transcript and sent an amended version to the participant for their information.

I then produced a summary of each transcript. This was achieved by working
through the transcript looking for any examples of things that were valued by
the participants. In order to do this I used an eclectic definition that emanated

from the earlier exploration of value theory. This can be summarised as:

A value can be identified in expressions of an ideal, judgements,
guiding principles, enduring beliefs, thoughts, desires, reactions or
reasons for action. A value might be identified as a specific
instrumental mode of conduct or a terminal end state of existence, a
core or specific value, a structuring or peripheral value or a global or
sectorial value. There may be multiple values and the value may be
possessed internally to an object or externally by the object.
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The things that were identified as being of value to the participants were then
synthesised into a short summarised version of the interview. The transcript
summaries were then sent to the participants along with a transcript summary

check form (appendix six).

The transcript summary check forms were returned by the participants. I
returned to the transcripts and repeated the exercise of identifying examples of
things that were valued. These were listed and were contextualised by writing a
short description of what each theme was referring to. For example one nurse
practitioner referred to: “being valued” and the context was: “feels feedback is
important”’; a different nurse practitioner referred to: “being valued” and the
context was: “has worked hard to ensure that her medical colleagues support
her role, GPs miss her when she’s not there and she likes that.” The value
categories were cross-checked with the transcript summaries and if additional
things that were valued emerged from the summaries I returned to the transcript

for further analysis.

I then had a list of things that were valued for each participant that included a
brief description linking the value category to the context in the narrative. I
then linked the categories across the groups by grouping them into units of
meaning. Hence all participants who commented on the value of teams were
grouped together and the relevant sections of transcript that related to the issue
of teams were copied into a document entitled “teams”. Within the category
“teams” I was then able to group together participants who had different
interpretations of the meaning of teams and teamwork. This allowed me to

identify the categorical content of each narrative.

The list of categories for each participant commenced with the thing that was
valued most by that particular participant. This was identified by noting which
category was talked about more often than other categories and by gaining a
general impression of the narrative. This allowed me to identify the holistic

content of each narrative.
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e The preceding steps provided the what of the transcripts; I was able to identify
a series of themes and group them together into meaningful categories. This
whole process allowed me to become familiar with the transcripts. I was
gradually building up an impression of the #ow of the narratives and noted a
number of striking differences between individuals and between groups in my
reflective diary. I then returned back to the full transcripts and reviewed each

one for the how of the tale.

e Ireturned to the transcripts and plotted a simple narrative trajectory for each
one. [ was able to identify if the narratives were generally positive or generally
negative in their story line. This allowed me to identify the holistic form of

each narrative.

e Finally I reviewed the transcripts for the detail of the communication pattern
used by the participants. I examined the narratives for the form of
argumentation used, the narrative style and their coherence. This allowed me to

examine the categorical form of the narratives.

Concluding comments
This chapter has outlined the evolution of the present study from its inception to the
completion of data collection. The interview was shaped by my experiences in both
the practice interview and the pilot study. The data were collected both during the
interviews and in written form after the interviews had taken place, allowing the
participants to communicate in a variety of forms. The analytic process commenced
before the first interview took place and continued on throughout the data collecting
process until all of the transcripts and transcript checks had been subjected to the
series of analytic steps outlined above. The narratives were therefore deconstructed
and reconstructed as they were analysed using the variety of perspectives described
by Gubrium and Holstein (1998) and Lieblich et al. (1998). The following two
chapters will present the findings of this study, chapter six will focus on the content

of the findings and chapter seven will focus on the form.
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CHAPTER SIX
A TALE OF SHARED VALUES? THE CONTENT OF THE NARRATIVES

Introduction

The general feature of human life that I want to evoke is its fundamentally

dialogical character... We define [our identity] in dialogue with,

sometimes in struggle against, the identities our significant others want to

recognise in us. And even when we outgrow some of the latter — our

parents, for instance — and they disappear from our lives, the conversation

with them continues within us as long as we live (Taylor, 1991 p.33).
The internal, ongoing, complex and evolving discourse of human beings is
fundamental to our understanding of who we are. Like Taylor’s suggestion that
human beings are dialogical, Maclntyre (1984) suggests that we understand our lives
in terms of narratives. Therefore the form of narrative is appropriate for
understanding the actions of others. The basis of the present thesis is that the internal
dialogue of human beings can be examined, in part, through the lens of the intensive
interview. The interview is focused on what people say and mean and yet the
temporal range extends into the biographical, the past and the future (Warren, 2002).
By asking the participants of this study what they found meaningful in their practice,
I was asking them to offer a narrative of themselves. Narrative ontology is concerned
with the “storied nature of human existence” (Schwandt, 1997 p.99) and focuses on
complex interactions between consciousness and the world. I have suggested that
values are hidden in the complexity of meaning in our lives and that differences in
meaning could reveal differences in values between the participants in the study. The
intensive interview provided the participants with the opportunity to describe what
was meaningful to them in their practice and the subsequent narrative provided the

basis for an analysis of the contrasting values and value systems within the group.

At the outset of this thesis, human values were identified as dynamic,
complex and pluralistic. They were also identified as being individual and embedded
in the meaning of life for each human being. Values are therefore inextricably linked
to the self. Exploring human values could reveal glimpses of the selves of the
participants in the study as these selves are both shaped by the values and are
simultaneously the origin of the values. Mead (1934) suggests that the self develops

in an individual as a result of relations to other individuals. He also suggests that the
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self develops through the process of social experience and activity. According to
Goffman (1959), the self is formed in the variety of situations that occur in everyday
life. The postmodern perspective has resulted, according to Holstein and Gubrium
(2000), in a crisis of confidence in the continued existence of the self. The sceptical
or radical postmodernists doubt the existence of reality altogether and this includes
the existence of the self. Such a position puts an end to the narrative of the self and
catapults us into, what Holstein and Gubrium refer to as, an altogether different
universe where the self is an image amongst others for conveying identity and is
therefore a “mere shadow” of its former self (2000 p.57). The affirmative
postmodernists hold a different view. For the affirmatives, the self in a postmodern
world is polysemic, refracted, diverse and complex but not displaced. Lincoln and
Denzin (2000) and Gergen (1991) are examples of postmodern affirmative theorists
who consider the world to be exploding with a kaleidoscope of images and
representations of who we are, resulting in the deconstruction of the “authentic self”
(Lincoln and Denzin, 2000 p.1060). Holstein and Gubrium (2000) suggest that this
viewpoint could be considered to be “late modern” rather than “postmodern” as the
authors who align themselves with affirmative postmodernism do not doubt the
fundamental reality of the self. Nevertheless Holstein and Gubrium draw on Lyotard

to conclude that;

The self then, is a particular set of sited language games whose rules

discursively construct the semblance of a more or less unified

subjectivity centred in experience...The ‘fabric of relations’ and

institutional ‘nodal points’ in a postmodern world are so complex and

mobile as to keep self construction a constant undertaking (Holstein and

Gubrium, 2000 pp.70-71).
Hence they suggest that the self is subjective, constantly evolving and revealed in
discourse. The self is embedded in relations with the self and others and is also
linked to institutional life. They go on to suggest that discourse is a constructive
history of the present and that discursive practice is “the means through which the
self is constructed” (2000 p.89). The self of contemporary life can be found in the
interplay of discursive practice and discourses-in-practice as exemplified by the
ongoing self construction referred to earlier by Taylor (1991) and communication
through the use of language games referred to by Lyotard in “The postmodern

condition” (1979).
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Earlier in this thesis I referred to Fekete (1988) who suggests that we can
only understand the history of cultures if we also understand the history of value
orientations, value ideals, goods values, value responses and value judgements.
Geertz (1973) uses a semiotic description of culture as he turns to an analogy (which
originated with Weber) that humans are suspended in webs of significance that are
spun by themselves. Geertz believes those webs to represent culture and states that
the analysis of it is “an interpretive one in search of meaning” (1973 p.5). Holstein
and Gubrium (2000) state that the phenomenon of interest in the story of the self is
not the cloth or the fabric, rather, it is the process of the self being spun that should
be the focus of the analysis. In relation to the present study then, the interest will lie
in the way the participants told their stories in addition to identifying the values they
talked about (the what). The interest lies in the 2ow as well as the what to provide a
narrative of the self and of the construction of the culture within which the self is
suspended. The remainder of this chapter will present the findings of this study
commencing with first impressions to help set the scene for the remainder of the
analysis which will focus on categorical content, holistic content, holistic form and

categorical form.

First impressions
Before attending to the particulars of the transcripts I would like to share some of my
broad general impressions from the experience of interviewing GPs, nurse
practitioners and district nurses. As I have already mentioned, I knew all of the nurse
practitioners who participated in this study and most (although not all) of the GPs
and district nurses. The first GP I interviewed in the main study appeared to be
irritated by the whole process of being interviewed, as an excerpt from my reflective

diary demonstrates:

She almost didn’t sign the consent form stating that this was all too soul
searching and that she felt uncomfortable about the whole process. 1
reassured her that if she did not want to consent I would destroy the tape
— she signed and I told her she could still withdraw her consent when
she views the transcript. The interview was extremely hard going and I
wonder if part of it was that she had very little enthusiasm for her work
and very little that was positive to say about being a GP. It felt
disastrous and I wasn’t sure whether I should stop the interview mid
flow or continue on, hoping it might improve.
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I had been warned before the interview that this particular GP had been concerned
that there was no financial reimbursement to compensate for the time that would be
spent in the interview with me. Eventually this GP did consent to the interview and
subsequently responded to the transcript check and transcript summary check with
numerous comments and alterations. This experience resulted in me feeling anxious
when I interviewed other GPs though it was never repeated and the remainder of the
GPs were welcoming and willing to participate, as the following excerpt from my

diary shows:

It took a while to find a time when this GP and I could meet but when I
got there he was on time and extremely accommodating.

This excerpt more accurately reflects my experience with the remaining GPs in the
group who were willing to meet with me even though there would often be
difficulties in finding a mutually agreeable time for the interview. In most practices
the GP was the last person in the trio to be interviewed. There was a subtle message
in this for me as the GPs seemed to have greater demands on their time resulting in
me being even more respectful of their time during the interviews. The following
extract from my diary demonstrates the impact that awareness of time pressures can
have on an interview although, in this situation, the difficulties were related to

family problems rather than the pressures of work:

The only problem with this interview is that I felt the need to cut it short.
I asked GP6 at the outset if he had a surgery that morning and he said
he had the day from hell ahead of him. His son had broken his arm and
his daughter had broken her thumb and he had to get one to fracture
clinic and one to A&E that morning! The interview lasted about 20-25
minutes and I felt there was more we could have delved into — he was
not rushing me but I did not want to impose when his children needed
help.

On the whole my experiences with the nurse practitioners and district nurses were

different:

DN 13 was very easy to interview — I knew she would be the moment 1
met her. She was very chatty and could have talked for as long again I'm
sure!
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The nurse practitioners seem most relaxed and able to talk ... One of the
district nurses was clearly very nervous and anxious, the other was quite
relaxed and confident.

It is important to note the subtle differences in relationships between myself
and the participants according to their group because this could potentially have had
an impact upon the participants’ willingness to share their thoughts, beliefs and
feelings with me in the interviews. This is an issue that I will remain aware of
throughout the analytic process. At this point, it is perhaps sufficient to say that after
preliminary anxieties, nervousness and difficulties with arranging appointments,
almost all of the participants settled into a relaxed style and talked at length about
what was meaningful to them in their work. I have highlighted here the difference in
the relationship between myself and the GPs and the two groups of nurses. Another
issue that cannot be found in the words of the transcripts, but nevertheless should be

noted, is the setting of the interviews as this also varied between the groups.

Scenic identity
Holstein and Gubrium refer to the importance of “scenic presence” in shaping the
way that identity is conveyed (2000 p.190). The setting in which the interviews took
place mediated the selves of the participants, both myself and the person I was
interviewing. In all of the meetings with the GPs and some of the meetings with the
nurse practitioners, the interview took place in their consulting room with me sitting
in the patients’ chair and the GP or nurse practitioner sitting in the chair in which
they normally carry out consultations. With the district nurses and three of the nurse
practitioners the interviews were carried out in a mixture of shared offices, spare
rooms and, in one case, a coffee room. The setting seemed to have an impact upon
the communication in the interview as the following excerpt from my reflective

diary suggests:

DN 5 was less relaxed. The setting was not ideal as we were in the tea
room but that’s all we had available and so we were interrupted twice
with people making tea. She continued to talk throughout, she talked at
speed and continued to talk about what she and the service does rather
than about her feelings, ideals and beliefs about what she does, even
though I approached the question several times and from different
directions.
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It is possible that a coffee room is an unlikely place for someone to share their
deepest feelings in an interview. The descriptive nature of this particular transcript
perhaps demonstrates the level of depth that was appropriate for the setting of the
coffee room and I should not have expected to delve into any greater depth with this
participant. This was different for participants who were interviewed in their own

offices as the following excerpt from my diary illustrates:

I just sat there whilst he talked continuously for half an hour. His rate of
speech was double anyone else’s I've interviewed so far — the numbers
of pages in the transcript go way beyond the others! He was on time and
ushered me into his room, we had tea to start with and a good starting
point were his photos of Kathmandu on the wall. He seemed completely
unimpeded in sharing his views with me many of which were
controversial but it didn’t seem to stop him at all!

Other participants had photographs of family and travel locations on their walls
(most notably the GPs) adding to the impression of the multiple narratives that exist
in individuals’ lives. The participants who sat in their own offices and surrounded
themselves with pictures of their choosing were demonstrating their ability to stamp
their identity on the room, whereas those without offices were less able to display
their identity in their physical surroundings. It is common practice for district nurses
to share office space with their community nursing colleagues; in addition all of the
district nurses were wearing uniform unlike the nurse practitioners who were
wearing their own clothes. The district nurses were therefore less likely to be able to
portray their scenic identity in the interviews when compared with the nurse
practitioners, some of whom had their own office space, and the GPs all of whom

had their own space and most of whom had decorated that space.

My first impressions of the interviews highlight the subtle differences in
settings. This already points to a number of differences between the three groups of
participants. The reader is reminded at this point that this is the interpretation of a
nurse practitioner whose particular and personal perspective has been revealed in the
preceding chapters of this thesis. The presentation of the findings will now turn to
the four analytical perspectives outlined by Lieblich et al. (1998) namely: categorical

content, holistic content, holistic form and categorical form.
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CATEGORICAL CONTENT
The starting point for this analysis was the identification of things that were valued
by the participants as represented in each of the narratives. This is the what of the
story. The transcripts revealed a complex picture of meaningful practice. There were
few individual areas that all the participants mentioned or agreed upon and even
when the same issue was highlighted, different participants seemed to be talking
about the issue in different ways. There will be numerous examples of the same issue
being valued by different participants in different ways as the presentation of the
findings progresses demonstrating the postmodern nature of value. There was
however, one common area of interest that emerged from the narratives: namely a

focus on relationships. Examples of these statements are:

GP 280
I enjoy having a relationship with my patients

GP67
1 get a lot of pleasure out of the interaction with patients

NP 7 106
Contact with people full stop really for me

DN 8 254
1 mean we 're privileged we get so close to people

GP 12 5-6
Seeing patients I suppose (AC right) and that’s why I think most doctors
go into medicine in the first place because they like people

DN 13 32-34
1 just think the interaction with the patient and their family is the thing
that 1 enjoy the most really

NP 16 91-92

Just being in contact with people seeing them it’s nice that in general

practice I think that you see patients or clients over years don’t you?
The participants expressed many of the things that were meaningful to them in their
practice in terms of relationships. I took the idea of relationships as a lead from the
responses of the participants and I then used this as a perspective from which to view
the diverse collection of things that were valued. It gradually emerged that these
could be broadly categorised into: relationships with the self; relationships with

others; and relationships with society. Relationships with the self are examples of
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those themes that contribute to a sense of self; for example, how you want to develop
personally and professionally. Relationships with others relate to relationships with
patients, other health care professionals and family. These themes are revealed in
comments relating to interactions with patients, teamwork and the value of family
life. Relationships with society are focused on the participant’s sense of place within
their own professions and their sense of their own profession’s place within society.
The three categories are interconnected and have an impact upon each other, creating
an image of an evolving sense of self which is shaped by, and continues to shape, the
individual’s values and value systems. I have referred to these three categories as
“discourses” to represent the discursive nature of the narratives. Each category has a
number of sub-categories. The categories and sub-categories evolved from the data
and the method of labelling and identifying each category was outlined in the
previous chapter in the overview of the analytic process (see page 105). The

categories have been summarised in Table Four:

Table Four: Categorical Content

MAJOR CATEGORY SUB-CATEGORIES

Discourse with the self | Personal and professional
development

Doing a good job

Clinical competency

Challenge, change and variety

Discourse with others | Relationships with colleagues | Autonomy

Teamwork

Being accepted, respect
and recognition

Operating at a strategic
level

Relationships with patients Patient partnership

Disease and illness

Working with the
whole family

Holistic care

Palliative care

Relationships with colleagues | Being valued and being
and patients of value and making a
difference

Family life

Discourse with society | Contributing to the
development of the profession

Financial reward
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Discourse with the self
Cassell (2004) suggests that “self” represents aspects of personhood that may only
be known to oneself, may only be known to others or may be known by both oneself
and others. He states that there is no self without others as it is in relationships with
others that the full range of human emotionality finds expression. Self-esteem, self-
approval and disappointment are all examples of the ways in which people can have
relationships with themselves. A person who was not successful in their
examinations at school might feel the disappointment of that failure for the rest of
their life. Conversely that same person may also carry a personal sense of
achievement related to the commitment they showed to their dying neighbour in the
final few days of their life. Such events add to the multiple selves and variety of
personal narratives that are available to each person. There were a number of themes
that related to a discourse with the self. These were recognised by identifying those
themes that did not involve relationships with others or society and seemed to be
associated with the participant’s view of themselves either in the present, historically

or their aspirations for the future.

It appeared that some of the participants were restructuring their value
systems during the interview. These were examples of discourse with the self
occurring at the time of the interview. It also demonstrates the developing nature of

value systems and the role of the interview as a potential catalyst for this.

DN 3 264-265
Having gone back on what I said earlier I probably couldn’t do eight
visits a day I mean I couldn't.

GP 9 61-62
1 suppose I've completely undermined just what I said because I quite
like seeing lots of different people.

Personal and professional development
I identified personal and professional development as a sub-category that was
representative of ongoing personal dialogue. Awareness of the need to develop
personally and professionally demonstrates a certain amount of personal reflection

and willingness to identify gaps in knowledge and skills. There were a number of
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examples of nurse practitioners and district nurses who talked about the value of
personal and professional development and fewer examples from the doctors. The
nurses appreciated having the time and opportunity to reflect on their practice and to

learn:

DN 3 520-5227

It’s probably quite nice that the jobs are developing rapidly (AC uhum)
because it does mean that you do have to learn more skills (AC uhum) to
cope with the job so that’s probably actually we might not like all of it
but it’s probably quite a good thing (AC mm in that it) from a
challenging point of view and it does keep you you can’t stagnate I mean
I know nurses shouldn’t anyway and we don’t (AC mm) but it keeps
stretching you there’s yet more different aspects (AC mm) that will need
that need sort of learning about (AC mmy) and dealing with.

NP 14 49-51

Then of course there’s the bad consultations that you have that you
acknowledge are bad consultations but then when you actually start to
reflect on them they give you so much opportunity to develop yourself
that that’s almost as rich again.

DN 18 103-112

I think that it is good for the team in that it does make you think about
what you 're doing all the time. It’s so easy with any job isn’t it to sort of
get into to a rut and say this is what we do and this is how we do it
whereas it’s also very important that we do have research based
practice and we re actually up to date with changing ideas in nursing
and medicine and it does keep you on the ball having students.

NP 16 202-206

It’s nice to go off and do things like study days (AC mm) and meet other
health professionals I enjoy that it’s nice to be able to chat now to the
GPs on a more equal basis (AC mm) that’s quite nice I don’t feel
inferior anymore and sometimes they actually ask me for advice (both
laugh) or ask me to teach them how to do something (AC right) that’s
quite nice (laughs) (AC right) for my ego anyways.

This final excerpt from the transcript of NP 16 may provide an explanation as to why
the nurses are more focused on personal and professional development than their GP
colleagues. NP 16 states that she does not feel inferior anymore and therefore her

personal development has contributed positively to her sense of self.

Two GPs referred to personal development and reflection on their practice:
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GP 6 218-226

I have to make a special effort to try and keep up to date with that but I
do sort of try and watch for my own personal development plan areas
where I feel I'm a bit weak and not spending so much time. I don’t see so
much gynae for example ... but I think that’s a question of self
awareness and having a think about your personal development plan.

GP 17 250-257 (in reference to referrals to consultants)

It also would be nice to get feedback on like referrals if we do a referral
and they feel that this was an inappropriate referral most of them will
Jjust go in do what’s what and send them back they won't actually give
you some feedback like saying okay we should have seen this patient six
months ago.

These are the only two examples of GPs addressing their potential learning
needs. It is interesting that the nurses (particularly the nurse practitioners) repeatedly
stated that they valued reflection, learning and personal development whilst the GPs
hardly mentioned it at all. The nurse practitioners were relatively new to their roles,
(the maximum length of time since qualification was seven years) whereas the GPs
and district nurses were eighteen and twenty years respectively. Reflection and
development could be features of new roles and the uncertainty associated with being
in a new role. The nurses may be searching to clarify for themselves not only who
they are but also (particularly in the case of the nurse practitioners) where their role
fits within the primary health care team. It is interesting to reflect upon the words of
GP 9:

GP 9 598-599
I'm competent in my own abilities and confident in my self belief.

This GP appears to have a well developed sense of self which is possibly related to

the centuries old, socially recognised role of the doctor.

Doing a good job
Doing a good job or working to the best of one’s ability was a feature of the district
nurse transcripts. Almost all the district nurses referred to this theme with statements

such as the following:

DN 3 261-264
At the end of the day I think you come out and think well actually yeah I
think I've done quite a reasonable job.
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DN 10 144-147

I’'m working doing my best because of my own personal code of practice
conduct or whatever contract and then of course I'm contracted by the
NHS to do it so I'll do it to the best of my ability.

DN 18 8-9
You sort of come out and think yes I did that to the best of my ability and
I've achieved something there and they 're satisfied with that.

It is interesting to note the less assertive language used by these district nurses as

they aim to work “to the best of my ability” or aim to do a “reasonable job”. This is

shared with NP 1 who uses the word “hopefully”:

NP 137-38
I'm happier in here (AC right) in this room seeing people one to one and
hopefully having done my best for them.

GP 6 also commented that he values doing a good job but the language he uses in

relation to this is different:

GP 6 6-9

I enjoy the intellectual challenge particularly of the diabetes (AC mm)
work that I do I enjoy keeping up to date I suppose as with everybody 1
like the feeling of doing a good job.

GP 6 192-194

I suppose there’s one time when I feel good and one time when I feel bad
about things. If I feel we 're offering a good service here at X then I feel
really sort of you know proud (AC mmy) to be part of it.

This GP refers to doing a good job at both an individual and organisational level.
There is a greater sense of certainty in this language; if this GP feels the practice is
offering a good service then this is as good a service as can be offered. This sense of
certainty contrasts markedly with the language of the nurses. This difference in
language is reflected throughout the transcripts and will be explored further when the

analysis turns to the categorical form of the transcripts.

Clinical competency
Almost all of the participants referred to clinical competency as a meaningful aspect

of their work. This was either in relation to the value of clinical skills, the sense of
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satisfaction related to using the breadth of skills they had acquired or the value of
evidence-based practice. Several of the nurses referred to the sense of satisfaction

they felt when they were able to use their clinical skills to the full:

DN 3 210-213 (reference to palliative care)

I think you’d probably find ... all of our skills are being used (AC right)
and 1 think whilst we all have to use communication we all have to use
you know our sort of listening skills our organisational skills but I think
it all comes I think it all comes together every visit maybe.

NP 123-29

1 think I like the fact that I see the patients from the minute they come in
with their problem and nobody else has sent them to me (AC uhum) and
I have to diagnose (AC uhum) using all the skills we were given in
college (AC uhum) and I really enjoy that I really enjoy thinking I've
done an examination to the best of my ability (AC mm) and them saying
they haven’t been examined like that before or something like that so
that you know that you’ve done it 1o the best of your ability.

The excerpt from NP1 suggests that she has a sense of satisfaction from not only
using her skills to the full, but also from being given feedback from patients that she
has been more thorough than any other health care professional the patient might
have seen. It is probably reasonable to suggest that the nurse is comparing herself
with her doctor colleagues and therefore her implication is that she’s not only doing
it to the best of her ability but she’s also performing her clinical examinations more
thoroughly than the doctors. NP 1 does not openly say this and, like NP 4 in the next

excerpt, there is an underlying sense of self-deprecation in the tone of her language.

NP 4 162-165

I had a health care worker who's training up coming sitting in one of my
surgeries (AC right) and she was quite amazed at what I knew (AC mm)
and she said “god you know so much” and you know I said you know
it’s just years of experience.

NP 4 suggests that it is just years of experience implying that the health care worker
could perhaps do the same if she had the same number of years of experience. In
addition to the satisfaction the nurses gained from using their clinical skills, a
number of the nurse practitioners referred to the pleasure they felt when they made

an accurate diagnosis:
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NP 4 209-211

So when I came out of there I felt really quite pleased with myself (AC
mmy) because I thought you know I managed to deal with all those issues
(AC mm) and it was totally on my skills (AC right) that I was able to do
that.

NP 131-33
If I find out something and then it’s right and I've actually questioned
somebody else and it is right it gives me lots of satisfaction.

The GPs also referred to clinical competency and the effective use of

consultation and history-taking skills.

GP 2 38-41

... in order to achieve that objective you have to be able to consult
effectively (AC uhum) the consultation skills and communication skills
that you use to arrive at that objective (AC aha) are obviously important
(AC yes right right) so when that goes well that’s helpful.

GP 2 is referring to the satisfaction she feels when a consultation goes well.
Interestingly GP 15 expressed his frustration that his income is not related to the skill

with which he carries out a consultation.

GP 15 128-138

They can only give us money on something they can measure so
everything’s based on measurements (AC yeah) and they think that that
equates to quality but it’s purely quantitative. It’s there’s no way I can
measure a good consultation with an upset person a patient a parent
(AC no) a child don’t get any points for it I can’t get any money for it
therefore (AC mm) I can’t show I'm good at it. (AC mm) All I can show
is I can measure a blood pressure and the cholesterol the blood count
and peak flow and thyroid function every so often and whatever (AC
yeah) and if I don’t do that I get penalised.

Indeed Cooper and Stoflet (2004) would agree with the position of GP 15 as they
state that when health outcomes include satisfaction, comfort, patient empowerment
or reassurance, conventional measures of cost-benefit analysis are elusive and
standard measures of effective health care are absent. There were other more specific
areas of clinical practice that were identified by the GPs as enjoyable and satisfying
to them in their work. For example, GP 6 referred to his extra training in

musculoskeletal medicine:
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GP 6 66-69

The other sort of clinical aspects that I'm particularly keen on is joint
injections and musculoskeletal medicine (AC mm) side of things which is
an area that I've done quite a bit of training and reading about over the
last year or two.

Several of the district nurses referred to wound management as a source of

enjoyment in their work.

DN 5 9-12

I think I get a lot of reward from my patients because I'm very keen on
wound care and to see a wound healing and leg ulcers healing I think is
very rewarding from our point of view.

The majority of the participants stated that they found their clinical work meaningful
in some way and that they valued doing their clinical work well. Exceptions to this
were DN 10 who did not mention clinical competency at all and GP 12 who also did
not refer to clinical competency. DN 10 was significantly different to the remainder
of the participants and this will be revealed repeatedly throughout the analysis. GP12
was the only participant to highlight his Christianity as meaningful in his work as the

following excerpt demonstrates:

GP 12 34-38

I suppose I ought to say one very big thing for me is as a Christian I feel
that this is what I should be doing (AC uhum) and it’s a very important
part of who I am and 1 feel quite certain that this is where God wants me
to be doing what God wants me to do (AC mm) which obviously adds a
very major element of certainty to it as well.

GP 12 differed from the rest of the GP group in other categories such as disease and
illness as a feature of the patient relationship as we will see later in the categorical
content analysis. The certainty and harmony associated with the Christian beliefs of
GP 12 could play an important role in shaping his perspective on his relationships
with patients and on his clinical competency. Equally this departure from the rest of
the GP group in a few categories could be a feature of the unique perspectives of all
the participants, most of whom were not wholly congruent with any one particular

group in all aspects.
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As well as finding wound management to be a source of enjoyment in their
work, the district nurses were also interested in the ways in which evidenced-based

practice had helped them in wound care:

DN 8 182-184
Leg ulcers that didn’t used to heal you 're using research and you 're
getting the leg ulcer healed.

Several of the GPs also referred to evidence-based practice:

GP 6 25-30

I mean I feel also that I try and practise very much evidence-based
medicine you know ... if I'm able to apply evidence-based medicine and
practise evidence-based medicine during a surgery then I feel that I have
been doing my job properly (AC mm) and I get some satisfaction out of
that.

NP 16 talked about the need to keep up to date but she was the only nurse

practitioner to do so:

NP 16 67-70

I suppose I've got more knowledge about different conditions now (AC
uhum) I'm very very aware that I need to keep up-to-date all the time
(AC mm) especially for sort of legal reasons and also for the best care
for your clients that are coming in as well.

It is interesting to note that NP 16 linked the need to keep up-to-date with an
awareness of legalities. This hints at the nurse practitioners’ sense of working in new

ways and which inevitably involves a degree of risk:

NP 11 44-48

Depends how far you want to take how you develop because some
people probably wouldn’t push the boundaries as far as I do
sometimes (AC mm) and yet I maybe don’t push them as far as other
people (AC right) so I'm a bit of a risk taker sometimes (AC uhum)
which is scary (AC mm) but then we 're all here taking risks aren’t we?

The nurse practitioners were the only group to talk about the boundaries of their

roles:
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NP 4 150-154

But when you do present yes I'm limited by this they can then you can
then say “look I think you need to see the doctor about that”. I don’t see
that as negative either I think they actually think okay she knows where
to draw the line (AC mm) and she’ll tell me when I'm right to go to the
doctor.

NP 14 130-137

I'mean I did think about doing home visits and things like that but the
more I actually think about it you are out there on your own it is very
difficult to actually get somebody admitted even from the surgery when
you ring in and you know you want them in it takes a lot and without
Jormal tools of assessment to just rest purely on clinical skills I think it
would take a lot to get an admission so 1 think you’d be practising unless
the current climate changes a lot I think you’d be practising on the line
and find it quite stressful (AC mm) so I don’t tend to do visits.

NP 11 41-43

You don’t have to refer to another person always you can deal with the
situation and you know when your boundary’s there that you don’t deal
with it you pass it on.

It is interesting to note that when the nurse practitioners talked about clinical
competency they also talked about being aware of the limits of their abilities. This is
in contrast with the GPs and district nurses none of whom mentioned the boundaries
of their clinical skills. It is also interesting to compare the different nurse
practitioner’s reactions to being aware of their boundaries. NP 11 describes herself
as being a “risk taker” and NP 11 identifies her limits “you’d be practising on the
line” and refuses to cross that line. Either way, awareness of the limits of one’s
clinical competency appears to be a feature of the nurse practitioner role which

perhaps is not surprising given its embryonic nature.

Challenge, change and variety
Several of the participants referred to themes that seemed to relate to intellectual
challenge in their roles. There was a spread across all of the groups relating to
challenge, change and variety in their roles. It is interesting to note that the
participants, whilst valuing challenge and variety in their roles, identified different
aspects of their practice as sources of that variety. For example some of the nurses
referred to the variety of people, their different responses to illness and their

different experiences with those people as sources of variety and challenge:
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DN 13 434-437

1 enjoy the challenge (AC right) that the job presents and I enjoy the
variety (AC uhum) within the job as well (AC mm) and that can be the
variety of things that we do (AC mmy) it’s the variety of the people (AC
mmy) that we come across (AC mm) and deal with the variety of
experiences that that they 've had and that you find out about.

NP 7 106-108

Contact with people full stop really for me (AC right aha) and just the
complete diversity of how people view what goes on I enjoy their
humour and you know the way they look at things so differently.

The following three GPs identified variety in patients who were presenting with

illness and disease as sources of interest and challenge:

GP 15 19-21

1 also quite like being the first port of call because that’s what makes the
Jjob interesting the fact that any single day any patient can come with
any problem so it is actually still quite challenging.

GP 15 87-100

1 do get bored very easily I have to move on. (AC right) I'm the sort of
person that easily gets bored and one that worried me about coming into
general practice I came into it because I wanted to be a family doctor
and [ wanted to have a better work-life balance than 1 did as an A&E
specialist but what did worry me was that I would actually become
bored. I thought perhaps most GP problems would be very minor and
routine and although there is a high number of patients with that there is
also certainly within a week every single week I see some very serious
illnesses or I help diagnose or spot something that’s critical or crucial
and that is what makes the job interesting.

GP 2 86-88

I suppose the variety of presentations in general practice must be the
beauty of it really. (AC mm) I mean I think it would be very tedious
sitting in a cardiology clinic seeing angina patients day in day out.

GP 9 61-68

1 quite like seeing lots of different people (AC right) and it suits me
because as I say I like medicine and when I say medicine I mean you
know archetypal heart disease not medicine from the global spectrum
and that’s what I deal with ... our populations are old with multiple
medical problems (AC uhum right) that you’ve got to get to grips with.

NP 14 describes the value she places on the variety in her work and this seems to be

a blend of enjoying the variety of medical presentations and the variety of people:
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NP 14 30-36
Ijust love the wealth of you know types of people that you see the
interactions that you have the fact that it’s not the same thing the fact
that it stimulates your brain all the time (AC mm) that it’s you can jump
Jrom a mental health problem to you know asthma (AC mm) and that
there’s so much complexity around it and it stimulates my brain in trying
to understand things unpick things put the pieces together (AC mm) and
that whole picture (AC mm) is just so rich.

The following two district nurses refer to the professional development associated

with working in a challenging and varied environment:

DN 7 39-42

The fact that you're always learning (AC right) that’s a challenge and 1
think the day that you feel that you've learnt everything that you know
everything that’s the day that you should stop.

DN 3 542-555

I think we 're probably quite privileged in community and that’s
probably you know GPs general practice whatever (AC uhum) in we are
presented with such a wide variety of different things (AC yes) requiring
different skills. If you’re working on a surgical ward you become
perhaps very limited I mean from a sort of professional skills level.

It is interesting to note that thematic content analysis might have identified the
themes “challenge”, “change” or “variety” as aspects of meaningful practice for a
spread of nurse practitioners, district nurses and GPs. When the themes are
contextualised it becomes apparent that the participants are referring to subtly
different aspects of challenge, change and variety. The GPs seem to value the variety
of presenting disease. GP 2 states that: “it would be very tedious sitting in a
cardiology clinic seeing angina patients day in day out” and does not acknowledge
the variety of people who present with angina as being interesting whereas NP 7
states that she enjoys: “the complete diversity of how people view what goes on I
enjoy their humour and you know the way they look at things so differently”. The
district nurses refer to the global variety in their jobs and point to the variety of tasks
and the variety of people they deal with as being sources of meaning in their work.
Once the theme of “variety” is contextualised and embedded in the meaning of the
participants’ narratives it is possible to reveal significant and important differences
in perspective between the responses. The participants’ values are revealed in the

meaning associated with the categories rather than the categories themselves. We are

therefore reminded of the statement by Pattison (1998) that values are non-realist,
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postmodern and closely related to meanings.

Summary: discourse with the self
The findings thus far have focused on the themes that seem to reveal something
about an internal discourse with the self. Reflection is an example of an internal
discourse as the person is self-critical or self-approving and it seemed that the nurse
practitioners and district nurses engaged in this self analytic behaviour. The GPs
appeared to be less involved in active reflective practice or personal and professional
development as they tended to display greater certainty in their roles relating to who

they are and what they do.

Doing a good job was a feature of the district nurses’ transcripts and clinical
competency was a feature of almost all of the participants. These categories were
related to a sense of satisfaction in being able to use one’s skills fully and being able
to operate to the best of one’s ability. Challenge, change and variety were identified
as themes associated with self-awareness. Many of the participants in this study
enjoyed the breadth of experience associated with work in the community or general
practice; defined by the GPs as the variety of disease and illness and by some of the
nurses as the variety of people and their reactions to disease and illness. Interestingly
NP 14 (see page 125) provided a response that fell somewhere between the
responses of the GPs and the responses of other nurses and this is a phenomena that

we will see repeated as the analysis proceeds.

Discourse with others
In the “Essentials of College and University Education for Professional Nurses” the
American Association of Colleges of Nursing (1986) states that professional values
guide professional behaviour with clients, colleagues and others. During the
interviews, and through the subsequent transcript checking process, the participants
in this study provided examples of ways in which they value having relationships
with clients and colleagues and the ways in which the relationships with clients and

colleagues have an impact upon the self.
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Relationships with colleagues

Autonomy

An interesting theme that emerged from the findings of this study was the extent to

which participants valued the level of autonomy they had in their roles. One nurse

practitioner referred to autonomy in relation to making a clinical decision for a

patient:

NP 1 147-152

1 think it’s just the fact that we 've become more autonomous and
somebody’s not telling me what to do (AC mm) I didn’t realise how
much I was told what to do (AC mmy) because you don’t think you are
being but it’s never your ultimate decision whereas it is more now (AC
uhum) not all the time but most of the time you've decided that the
patient has got a chest infection that needs this, this and this (AC mm)
you've decided.

Others referred to it in the same way:

NP 4 6-7
Probably the autonomy of managing patients (AC right) looking after
patient care from the beginning to the end.

NP 16 26-43

It’s not just a one-off consultation anymore I can see them lots (AC mm)
and lots of times and get involved and pick up and get to know them
better (AC mm) which I found when I was I hadn’t done the nurse
practitioner I was just seeing them as the practice nurse odd times and |
would think “how’s Mrs so and so doing?” (AC mm) And unless you
looked in the notes you'd not find out but now I know how she’s doing
and other problems will crop up in the meantime and (AC right) I can
deal with those and get on and do it ... don’t think I could go back now
to being a practice nurse I think I would feel that there was something
missing. (AC right) So if I had to cut myself off and say oh well that’s
only my task off you go (AC mm) you go back to see X I mean I do still
refer patients back to X especially things like men with sexual problems
because I think it's best that X actually examines them (AC mm) because
with just being a single-handed GP (AC mm) and just me here but you
know a lot of things I totally solve myself really (AC mm) and help
patients.

DN 18 209-215

I do enjoy the autonomy as well of district nursing. I think it’s rather
nice that the experience that I have particularly in areas such as wound
care and palliative care that I can go in and make decisions about (AC
mm) how I'm going to deal with these wounds that I can go and do that
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rather than I know in hospitals they are very much limited to their
prescribing. Whereas of course with nurse prescribing it’s really rather
nice (AC mm) I'm not limited by what the pharmacy are going to
provide I can look at a wound assess what it needs and take it from there
(AC mm) that’s rather nice.

These four excerpts highlight the satisfaction that the nurses feel when they are able
to complete episodes of care for patients where previously they had not been able to
do that without referral to a GP. NP 1 discusses how her autonomy has increased
since she no longer has anyone telling her what to do and NP 16 discusses the
increased confidence and increased knowledge that have helped her to work more

autonomously.

Wade (1999) refers to professional autonomy as being divided into structural
and attitudinal autonomy. Structural autonomy is the worker’s freedom to make
decisions whilst attitudinal autonomy is the belief that one is free to exercise
judgment. The examples above demonstrate the nurses’ belief that they have freedom
to exercise their own judgement and the description of their practice suggests that
they have the freedom to make those judgements which would suggest that they have
both structural and attitudinal autonomy. There is a subtle difference in the portrayal

of autonomy from the following two nurses:

DN 13 25-30

1 think probably with the training that I've done and the knowledge that
I've accumulated over the years somebody with a health problem be it
that they've got a wound or they 're looking after a relative who needs
caring for I can go in and assess the situation sit down and talk to them
and try and I suppose get hopefully get down to their level but that they
see me as someone they can access for information about how to deal
with the situation that they 're actually in.

NP 1141-48

You don’t have to refer to another person always you can deal with the
situation and you know when your boundary’s there that you don’t deal
with it you pass it on (AC mm) so it broadens how you talk to the patient
your communication skills your collaboration with the other team
members.

The first participant refers to “sitting down” with the patient and “talking” to them

and the second refers to how autonomy broadens the way she talks to patients and
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collaborates with other team members. Wade (1999) points out that the traditional
view of autonomy is based on a male model of separation and control and she
suggests that this devalues relationships with clients. She describes nurse autonomy
as involving affiliative relationships with clients and collegial relationships with
others. The above sections of narrative from DN 13 and NP 11 are more closely
aligned to nurse autonomy as described by Wade than the sections from the previous

four nurses.

Two of the GP participants referred to autonomy at an organisational level.
They both described how much they valued having freedom from external controls

over their daily working lives:

GP 9 595-599

I like it because it gives me more independence than hospital medicine.
(AC okay) I'm a very independent person (AC yes) I like trotting around
on my own (AC yes) doing all sorts of things (AC yes) and I'm
competent in my own abilities and confident in my self belief if it doesn’t
work I move on.

GP 15100-111

I like being my own boss as a GP. In the end I can within reason within
the partnership work the shifts days hours mornings lates whatever. I
can swap around to sort my personal life out you know which I just
couldn’t do in a hospital (AC mm) where the patterns are set

Working in general practice has provided these GPs with a sense of control over their
working lives and they describe this as being a meaningful aspect of their work.
Interestingly, when control over an aspect of their clinical work appears to be
exercised by an outside agency, such as the Department of Health, they find this

frustrating and demoralising:

GP 12 85-90

Constantly changing demands in terms of fill this form in, achieve that
target, do the other. (AC mm) Now we 've changed our minds well do
something else. (AC mm) A sense of I suppose a loss of control isn't it?
We think we know what’s best for our patients and don’t take kindly to
somebody outside telling us what’s best for our patient so that tends to
frustrate and demoralise.
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GP 15 202-266

So much emphasis being put on those targets (AC mm) and yet it’s the
only way we are going to be measured in the future is the targets. (AC
mm) So you know I accept that they 're there now you know and I don’t
have much choice ... it’s forcing us into consulting in a different way
(AC mm) it’s actually altering the relationship we have with people...
and the group of people who negotiate that contract have completely
altered the way we work (AC mm) we 're no longer working as
individual doctors.

The frustration that these GPs describe in relation to losing control is illustrative of
their values via negativa. They appear to value autonomy in their working lives and
when this autonomy is taken away they become distressed and frustrated. Cash
(2001) refers to “autonomy” as residing in the contractual space in which the
individual practitioner practices. According to these GPs that contractual space has
been narrowed with the introduction of targets and this has had an impact on their
autonomy. According to Greaves (2004) general practice has been the main locus of
healing within orthodox medicine. He refers to the GP as the “archetypal healer” as
the reductionism associated with Cartesian dualism, most often linked with hospital
medicine, has been resisted by the doctors who work in general practice (2004 p.9).
According to Greaves, this position has been gradually eroded in the UK over recent
years as the fragmentation of the GP’s role and quantitatively derived guidelines and
standards have been imposed. The sections of transcript presented above reveal
tensions associated with this change and provide some insight into the value placed
on the doctor’s supremacy (GP 12 “we know what’s best for our patients”) and on
the autonomy associated with the role when consulting with patients (GP 15 “it’s

forcing us into consulting in a different way”).

It was interesting to note that the GPs did not talk about their autonomy in
clinical decision-making with patients, except to air their frustrations when that
autonomy appeared to be curtailed by outside influences. In contrast, the nurses
talked repeatedly about how meaningful autonomous practice was to them in their
work. Wade (1999) refers to “aggregate professional autonomy” as being the
socially and legally granted freedom from external forces. GPs have greater
aggregate professional autonomy than nurses do and it is perhaps the normality of
autonomy that makes it less noteworthy to them and they therefore did not feel the

need to mention autonomous practice in their narratives except in instances where
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that autonomy was threatened.

Teamwork
Many of the participants in this study stated that they valued the team with whom
they worked. Once again there are subtle differences between the view of the team
as seen by the nurses and the view of the team as described by the GPs. The nurses
tended to refer to the diversity of roles in their teams and the value of the variety of

team members. The following examples illustrate this point:

DN 3 347-351

Well obviously you 've got different skills within the team (AC uhum)
you've got different sort of characters within the team (AC right) and
people it’s very good in that people handle the same situation differently
(AC uhum) and it’s quite good from a sort of support thing really.

NP 4 25-31

I look at things probably more objectively than I did before (AC right)
about how to do skill mix. Probably look more macro than I did. I used
fo just look at things micro at the particular patient rather than the
whole issue (AC mm) of how we can manage health care (AC uhum) and
accept other people’s roles and the roles that they may offer in health
care and how they may offer different dynamics to the health care (AC
mmy) and respect where your limitations are and where someone else has
probably got better expertise (AC mm) than you.

DN 8 32-33
I enjoy palliative care terminal care I enjoy being part of the team.

DN 13 82-89

Around team working with the other team members as well (AC right)
not just in our own little team but in the wider sort of primary health
care team the trust that we have in our little team that we 're in. |
suppose that comes from working together knowing each other’s
strengths. I suppose sharing again sharing the same values looking at
the you know we re all working towards the same ends really and the
same goals we all want to maintain the same standards and improve.

DN 18 65-69

Teamwork is the other thing I would certainly look at. I work with a very
big team here and I think it’s really quite important that we work
together and that’s not just the district nursing team but the
multidisciplinary team (AC uhum) because that’s the only way you can
achieve all the things you want to achieve by working alongside other

people.

131



The GPs referred to their appreciation of teams in a different way. When they
referred to how much they valued their team it seemed that they were referring to the

team of doctors in their practice rather than the whole practice staff:

GP 15 407-410

I enjoy working in a small team (AC uhum) I didn’t mention that I'm
lucky that I get on well we get on well as a little group of doctors these
particular doctors it’s the doctors ... if you didn’t get on with your
partners it would be a problem.

GP 17 270-272

I think so part of what’s missing in a single-handed practice is working
with colleagues. (AC mm) That’s something which would have been nice
to have done more of. That'’s single-handed life.

It is interesting that a “colleague” in GP 17’s view is another partner or another
doctor. He does not appear to consider the rest of the practice team (nurse
practitioner, reception staff, practice manager, district nurses and health visitors) as
being colleagues. This perhaps has implications for the type of relationship he has
with the rest of the practice staff. GP 6 also referred to teamwork as being

meaningful to him in his practice:

GP 6 230-239

I think I feel very privileged to work as part of a good team really. (AC
mm) You know I think if I wasn’t confident with the team I was working
with that would be difficult. I do feel that we work as a team I mean as
with any team we have minor disagreements from time to time (AC
uhum) but they are only minor and we all tend to push in the same
direction (AC right) and I feel that you know everyone works really hard
50 you don'’t feel that you know you're carrying anybody you feel
everyone’s (AC mm) working hard and got their head down and I enjoy
that sort of aspect of being part of a part of a group. 1'd find it very
difficult working on my own I don’t think 1'd like that at all (AC mm)
although you know obviously six other people.

I have included the rather lengthy excerpt from the transcript of GP 6 above to share
with the reader a sense of the perspective of the GPs in relation to teams. When GP 6
made this remark I was assuming that he was talking about the practice team
including the nurses and reception staff. As the narrative progressed, it became
apparent that he was, in fact, referring only to the six GPs in the practice. This

seemed to be a feature of the GP narratives and clearly my reaction to it reveals my

132



own position on the issue of teams in primary care. The other perspective that the

GPs had on teamwork was how valuable it was to be able to delegate to others in the

team.

GP 2 153-158

AC So working in the team were you saying that’s something you do
enjoy?

GP 2 1 do I think that’s an essential part of it isn’t it? It would be very
difficult to perform the whole range of activities in general practice
without having secretarial support (AC erm) without having
administrative support without having nursing support.

GP 9 155-158

I delegate an awful lot of my stuff I get the district nurses and Macmillan
nurses to go in and do ... I've got it quite taped really the staff know my
angle on things (AC right) and where I'm coming from and what I'm
going to do and what I'm not going to do.

GP 12 151-156

Well designate and delegate as much of it as possible to our very good
ancillary staff or our nurse practitioner (AC right) or our practice nurse
so a lot of the clinical governance stuff chronic disease management
targets and things I don’t have to do very much to (AC mm) or very
much for thankfully.

This idea of delegation and designation contributes to a view of the team that is led

by the GPs with the remainder of the team endeavouring to support the work of the

doctors. It is interesting to note GP 9’s comment that the “staff know my angle on

things” and that they “know what I’m going to do and what I’m not going to do”.

There appears to be little acknowledgement that other members of the team might

have

a different view on what to do. This further illustrates the dominant position of

the GP within the team. When the GPs did refer to the wider primary health care

team,

most of their focus was on the role of the practice manager:

GP 6 170-173

We have a fantastic practice manager (AC mm) who will you know take
things and run with them and you know only bothers us if there’s
something that we actually need to make a decision on.

GP 9 480-482

We ’ve a fantastic practice manager ... god knows what you do without
one in this day and age.
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GP 12 60-67

As a partnership we get on very well we have our ups and downs have
our niggles (AC uhum) but the five of us are professionally close
although not personally that close we socialise a bit but not a huge
amount (AC mm) I get on very well with the other full time male partner
which is very nice the youngest partner so he’s very much complemented
the practice team (AC mm) but we 're very different people but we get on
very well. So just the whole teamwork thing really is good. The ancillary
staff are for the most part of very high standard practice manager’s
Jantastic so I consider myself very fortunate to work where I do really.

It is interesting to note the contrasting focus on the partners of the practice by
the GPs and the focus on the multidisciplinary team by the nurses. When the nurses
were referring to the multidisciplinary team, none of them specifically mentioned
GPs as being part of that team. Instead the emphasis appeared to be on the nurses
with different skills within the team. The excerpt from the transcript of GP 9 below

perhaps provides some explanation for this apparent divide:

GP 9 235-238

The trouble is with staff, and I don’t mean it now because we 've got a
great bunch (AC aha) touch wood they 're really good, but you are at the
whim of people’s idiosyncrasies their emotions whatever aren’t they that
will not necessarily conform with you.

This excerpt is a reminder that the GPs tend to be the employers in general practice
and the rest of the staff are therefore seen as providing a service to the partners of the
practice. Almost all of the GPs and nurses mentioned teams as being a meaningful
aspect of their practice. Two of the nurses (DN 10 and NP 14) did not mention teams
at all. Interestingly DN 10 had more “I” statements in her transcript than any other
participant and she even acknowledged that her transcript was mostly focused on

herself:

DN10 398-399
I think it's focussing on myself and I don’t know whether it’s what you
want.

I will return to this issue during the analysis of holistic content. NP 14 had been
qualified as a nurse practitioner for seven years but had only been in her current
practice for three months when the interview took place. This might have had an

impact on her sense of belonging within the wider health care team.
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Once again, it would be possible to conclude that the majority of the
participants valued teams and teamwork. On closer inspection, the data would
suggest that the GPs have a different view of teamwork to the one that is shared by
the majority of the nurses. GPs and nurses seem to exclude each other from their
respective views of teams. The GPs seem to have a doctor-centric view of the team.
In contrast, the nurses seem to acknowledge the wider multidisciplinary team and
they also seem to value skill mix and acknowledge the expertise of other members of
the team. The participants of this study value teams but they have contrasting views

of the meaning of teams.

Being accepted, respect and recognition
Being part of a team also involves being accepted as a member of that team. Two of
the nurse practitioners described how meaningful it was to them when they felt that

they were finally accepted by the wider primary health care team:

NP 1 199-204

It’s meaningful I suppose that I feel I've crossed a few bridges and
ended up okay (AC right)(pause) and some people who I knew felt like
that are actually coming to ask my advice now (AC mmy) so that’s nice.
(AC uhum) So all these things I think are meaningful because it means
you've (pause) you've been accepted (AC mm) in the role that you're
doing now (AC uhum) I think they accept me as me.

NP 4 308-311

I think it’s improved it’s been a hard slog (AC yeah) (both laugh) but I
think from having fifty per cent of them not sure of me or should I say
even against me I know I've got all of them now they totally support the
role (AC mm) and if I was to leave I'm sure they would want another
nurse practitioner.

NP 4 15-16
I've been a bit more accepted by the medics for my skills as a nurse
practitioner.

It is interesting to note that I responded to NP 4 when she stated: “it’s been a
hard slog” I responded with: “yeah” and we both laughed. It was difficult for me to
control this spontaneous expression of empathy with the participant because, having
had the experience of having to change jobs to find a practice that would accept the

nurse practitioner role, I had my own understanding of what she meant by “hard
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slog”. These concerns match the problems encountered by nurses introducing the
nurse practitioner role into the hospital setting. Reveley and Haigh (2001) refer to
the scepticism of nursing colleagues and the wariness of medical colleagues when
introducing the role. Hupcey (1993) states that one of the main barriers to nurse
practitioner development is the attitude of professional colleagues and particularly
other nurses. Such resistance from colleagues is likely to contribute to a feeling of
uncertainty for the nurse practitioners and therefore they value acceptance of their
role when they feel their colleagues are supporting them. This issue was mentioned

by nurse practitioners alone.

Themes that are linked to acceptance are recognition and respect. One nurse
practitioner referred to her frustration when others did not refer to her as a nurse

practitioner:

NP 16 269-276

And another thing that I've just thought of (both laugh) what really bugs
me is when people still insist on calling me a practice nurse (AC right)
(laughs) it’s really petty but I think I've done all these years of studying
please give me my correct title (AC yes) isn’t that stupid?

AC Is this patients or other health care professionals?

NP 16 It’s other health care professionals.

NP 16 refers to this frustration as “petty” and “stupid” and yet it clearly is important
to her. On a similar theme NP 1 refers to the lack of respect from others who feel

they are able to walk into her room when she is consulting:

NP 1 137-140

One little thing that frustrates me is that I don’t like it when people just
walk in the room (AC mm) ‘cause I wouldn'’t do it to other people who
are consulting (AC mm) but people do it to me.

The implication here is that there are a set of rules that apply to GPs when they are
consulting relating to respect for the practitioner and respect for the patient.
However, the same rules appear not to apply when the patient is consulting with a
nurse practitioner. The nurse practitioner’s frustration here is an indication of how
she values recognition of her role from other staff members and how she values the
respect that she feels should be associated with her position. It is possible that the

nurse practitioner’s concern here is for the privacy and confidentiality of the patient;
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however, her comment that “people do it to me” indicates that some element of her

frustration is linked to a concern for personal respect and recognition.

Operating at a strategic level
Several of the participants talked about operating at a strategic level in their
organisations. This was associated with being involved with the management of
health care within the organisation and being able to influence the work of others.
The nurse practitioners in particular valued being able to have an influence on the

work of the practice:

NP 4 250-254

Some of the changes that have gone on have been because of myself (AC
uhum) which is quite nice because when you look back and you think
well that wouldn’t have happened if I'd not challenged things or said
“why don’t we try someone doing this?”’

NP 11 21-25

To be involved in development of the nursing team to be considered as
an adviser to management issues with other staff including reception
and dispensary staff (AC right) so it’s not just you being a nurse
managing patients’ chronic disease or abdo pain or it’s the whole global
situation (AC mm) of running a general practice I think.

NP 14 110-114

Here I've picked up management in that I have complete responsibility
Jor the quality and outcomes framework and do an awful lot of the
practice management nurse management even receptionist training and
more and more getting involved in business things.

These three excerpts from the nurse practitioner transcripts reveal the way the nurses
have moved into operating at a more strategic level in their practices. This is
noteworthy and meaningful to them because general practice has been traditionally
run and managed by the GPs. The nurse practitioners seem to value being able to
operate at this level because it allows them to have an impact on the practice and to
effect change (NP 4), to be involved in development and to help manage the practice
(NP 11) and to have greater responsibility and breadth of involvement in the practice
beyond patient care (NP 14). A few of the district nurses also commented that they

found operating at a strategic level a meaningful aspect of their practice:
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DN 3 10-11
I'm obviously sort of a team leader so I obviously sort of enjoy sort of
the organisational skills (AC aha) and management skills to a degree.

DN 18 149-153

1t’s really important for me to look at clinical supervision and be
involved in the day to day management and ensure that everybody’s
quite happy with the job they 're doing and training the new staff as well.

For these district nurses, team leadership and operating strategically within that

team, would be part of their job description and it is therefore perhaps less worthy of

note as something that is meaningful to them in their practice. DN 3, for example,

mentioned working as a team leader but her description of enjoying that aspect of

her role is not convincing “I ... sort of enjoy ... the organisational skills ... to a
degree”. Only two GPs referred to operating at a strategic level and this was in

relation to managing the business of general practice:

GP 9 23-26

I've got quite a business head on me I think (AC right) probably more
than the other partners ... I quite like the concept of running our own
businesses (AC aha) driving the finances making it work quite like that. 1
dislike intensely staffing issues but don’t we all?

GP 9 205-214

I don’t know I suppose I’ve always been quite fiscally minded ... I think
it’s a barometer of the success of what you 're doing as well. (AC mm)
You know if you can see that you re hitting your targets for
immunisation, which equates to money inevitably, so the two are directly
linked. I'm not saying we 're just doing it for the targets we 're not just
doing it for the targets we 're doing it for the money but the two are part
and parcel then clearly we 're going well (AC mm) you know you're
meeting your targets you 're getting your payments so by definition
things are going well.

GP 12 160-161
Then the other area of responsibility I have is the dispensary (AC mm)
and looking at the running of that which is important financially.

The comments made by GP 9, relating to his dislike of dealing with staff, matches

with his earlier comments regarding the idiosyncrasies of other people (on page 134)

and his preference for clear cut archetypal medicine (on page 124). It’s also

interesting to note GP 9’s definition of success: “you’re getting your payments so by

definition things are going well”. The nurse participants in this study appeared to
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consider that things were going well when they got feedback from patients and
colleagues and when they felt they were doing a good job. The GPs’ comments
relating to the management of the business and success being defined by income do
serve as a reminder of the GPs’ overall responsibility for the practice. This
responsibility perhaps has an impact on their view of the team. It perhaps also has an
impact on their view of operating at a strategic level within the practice in that it is

such a normal part of their practice it is hardly worth mentioning.

Relationships with patients
At the start of the presentation of the findings for this study I referred to how all the
participants focused on relationships with patients. As can be seen from the excerpts
on page 113, having a relationship with patients was one of the most meaningful
aspects of the role for many of the district nurses, GPs and nurse practitioners. The
participants went on to discuss a variety of themes that related to having
relationships with patients including: patient partnership, disease and illness relating

to patients, working with the whole family, holistic care and palliative care.

Patient partnership
There were a large number of references to working in partnership with patients or
viewing a problem from the patient’s perspective. This was particularly noticeable in
the district nurse interviews and less so in the nurse practitioner and GP interviews,
although examples of participants valuing working in partnership with patients could
be found across all three groups. The following excerpts are representative of these

types of comments:

NP 7 12-22

I'd feel you start by ensuring that they understand what the problem is
and then getting their perception of it... (pause) I suppose you see I see
myself as a facilitator to them and that’s what I find rewarding.

NP 11 167-170

1 suppose empowerment is the word isn’t it really? (AC mm) That they
feel they own part of what’s gone on (AC mm) and that it isn’t just me

sitting here saying this is what we’ll do this is what’s happened to you
you know it’s got to be an explained situation it’s got to be an agreed

outcome.
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DN 13 42-48

I think it’s a journey of learning together because I may not have all the
knowledge that I actually need to deal with in that situation and so it’s a
matter of sometimes the patient educating me in some way maybe
around the difficulties that they 're actually having and not so much
about the disease processes ... a lot of it really is that it’s not so much
the element of the disease processes as the encumbrances that that gives
them and the difficulties in maintaining their day to day life.

DN 18 24-34

Healing it would be satisfying but I think as a district nurse we 're
looking you’ve got to have a degree of flexibility you ve got to be aware
of all the factors that go towards healing. And the fact I have a number
of people that still want to be out on the farm working (AC mm) and 1
know that if I said to them “you’ve got to stay at home you 've got to rest
your leg” we would probably heal that but that would be no quality of
life for them. (AC mm) So I have to be quite flexible there and look at
what their lifestyle is (AC mm) so their lifestyle and their quality of life
means that yes we go and dress the leg so many times a week but once
we 've gone they go out and work on the farm (AC mm) so we know that
is contrary to good healing so there’s a bit of a balance between what’s
good for the patient and what is right to heal an ulcer.

GP 15 75-80

I do know that patients do like to come back to a doctor that they find
they think is sympathetic but also not just a good listener but actually
does you know what they want or if it’s appropriate (AC mm) they feel
they can come and ask me to refer them. I would never I don’t think I
would ever block somebody asking for a second opinion (AC mm)
whereas I know other doctors do that.

The excerpt from GP 15 contrasts subtly with the excerpt below from GP 2

GP 2 113-116

Yes and being able to cover, in consulting jargon, their agenda (AC
uhum) and matching it with your agenda (AC uhum) of what you feel
ought to be achieved in the consultation in terms of health promotion
data collection which of course we have to do.

GP 2 refers to matching the patient’s agenda with the GP’s agenda whereas GP 15
refers to attempting to do “what they want”. This contrasts again with GP 9 who
used the example of headaches to explain the mismatch between his agenda and the

agenda of the patient.

GP 9 97-104
... and you look at them and it’s not just headaches it’s illness behaviour
it’s depression it’s everything else and you try and get a route into these
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people and say look we should stop worrying about your headaches we
should start talking about maybe your depression or maybe what else is
bothering you and inevitably they end up back on headaches and I'm
pretty quick to draw stumps on that one (AC right) which probably
makes enemies to be quite honest but I'm pretty quick to say look you
know we *ve done your headaches I've tried really hard for a year and
got nowhere (AC mm) I'm not going to pursue these anymore.

Whilst there were examples in all three groups of working in partnership with
patients, there was more of an emphasis on this in the district nurses’ transcripts with
fewer examples in the nurse practitioner transcripts and fewer still in the GPs’
transcripts. For example in comparison to the excerpt from GP 9 above, DN 18
describes the mismatch of patient expectations with the nurses’ expectations and

how she would address the issue “gently”:

DN 18 338-345

One of my nurses this morning was met by “I'm for a late call this
afternoon” as the lady got in the car and drove away to the hairdressers
(AC mm) and that’s an abuse of the system (AC mm) but it’s very
difficult here because they’re of an age group that they expect that the
nurse will call (AC right) and again that is something that we 're
working on it’s something that we need to sort out (AC mm) it’s doing it
gently isn’t it?

Some individual nurses emphasised patient partnership as a major feature of
meaningful practice for them. The excerpts of the transcripts above provide
examples of the nurses’ desire to work with the patient, to work towards mutual
understanding and to empower the patient to make choices. Whilst there are a few
examples of this approach from the GPs, this was not a feature of their transcripts.

Instead the GPs focused consistently on the patient’s disease and illness.

Disease and illness as a feature of patient relationships
This sub-category is notable for the fact that five of the six GPs mentioned it and
none of the nurses did. GPs reported disease and illness as meaningful aspects of
their practice and they shaped the relationship with their patients around that disease
or illness. GP 12 did not mention disease and illness as being meaningful to him and
his departure from the rest of the group was mentioned earlier (see page 121). It
seemed that GP 12’s Christian beliefs had an impact on his view of the patient
marking him out as being slightly different to the rest of the GP group in this regard.
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The following excerpts from the transcripts are examples of the remainder of the

GPs’ comments:

GP 2 26-28

Well it’s the problem solving aspect of it isn't it? (AC aha) And if I'm
really honest I find the clinical aspects of that more satisfying than
putting it within psychological and sociological contexts.

GP 9 8-11

I’'m very sort of pragmatic young male GP so I deal with a lot of elderly
people with heart failure, ischaemic heart disease, prostate disease,
chronic lung disease. (AC right) I don’t get a lot of soft psychology (AC
mm) a lot of probably young people with depression, anxiety. I think
they tend to go to my partners.

GP 15 94-100

Every single week I see some very serious illnesses or I help diagnose or
spot something that’s critical or crucial and that is what makes the job
interesting (AC mm) and that is absolutely no doubt that it’s better than
I thought it would be I didn’t expect perhaps so many people to turn up
with so many interesting or unusual or serious illnesses (AC mm) at the
GP surgery but they do you know with lumps bumps pains whatever so
you got to be completely on your toes and I actually quite like that it’s
actually quite stimulating challenging and I'm not bored by it which I
thought I might be.

GP 17 79-84

In many ways I'd love to be in a practice where a lot of the more day to
day chronic disease management was done by practice nurses nurse
practitioners and I was dealing with the more complex (AC mm) clinical
situations you know perhaps with half an hour per appointment or
something (AC mm) to really work the patient instead of a quick ten
minutes and get them out the door. (AC mm) That’s something that
would be nice but it’s not achievable in this practice as it stands.

It seems that the more complex and serious the disease the more exciting and
interesting it is for these GPs and therefore the more meaningful it is to them in their
practice. Cassell (2004) refers to the historical development of medicine and the
promise of scientific discovery. To know the disease was to know its cure and hence
to know the treatment of the ill person. Cassell suggests that the patient might have
been a help or a hindrance in gaining access to the disease but the focus remained
firmly on the disease and not the patient. It is really interesting to note GP 17’s
comment that if he had more time he would like “to really work the patient”. This

contrasts with the view of the nurses who like to get to know the patient and to
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understand the social, emotional and spiritual aspects of the patient’s life. Porter
(1995) refers to Trotsky’s dictum that throughout history the mind limps after
reality. Hence he suggests that the imprint of earlier social formations continue to
haunt the present. There are numerous examples of the GPs in this study group
referring to the value of working with patients and enjoying having relationships
with patients, nevertheless, it is interesting to note that disease and illness is a
particular interest to them and features only occasionally in the transcripts of the

nurses.

Working with the whole family
A number of the participants stated that they valued working with families,
explaining that their work in the community, or in primary care, supported a view of
the family as the focus of their care. This was a particular feature of the narratives of
the district nurses and the GPs, with an occasional reference to the family from the

nurse practitioners:

DN 5 162-164

If the families know that someone is going in to make their loved one
comfortable (AC mm) it’s all that they need sometimes (AC mm) we 're
not just there to support the dying person we ’re there to support the
whole family it’s a holistic thing really.

DN 8 18-22

Well particularly in the community as opposed to the hospital it’s being
involved with the whole family (AC right) social nexus of the family the
total care including the family friends and neighbours it’s not just caring
for the patient (AC uhum) I find that quite satisfying.

GP 12 21-30

It’s nice to build up a relationship with people and that’s the big
strength obviously of family medicine, the ongoing familiarity with
patients and again that’s a nice thing about this particular practice it’s
a particularly stable practice in terms of a patient base so people tend to
come to the area and stay or don’t go away in the first place so (AC mm)
... 50 I've been here fifteen years now and have had fifteen years of a
relationship with some patients (AC mm) so you can see the Mums I can
look back and think about ones who I was doing antenatal care for and
now they 've got adolescent children and so it goes on (AC mmy) so that’s
very rewarding (AC mm) and good old fashioned family medicine really.

DN 13 32-34
I just think the interaction with the patient and their family is the thing
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that I enjoy the most really and where I think I can make a difference to
them.

NP 14 172-177

And I think it is the continuity of care that when I first started as a nurse
practitioner I worked in a practice where I had been a practice nurse for
eight, nine years and very much took for granted a lot of information
that I knew (AC mm) and I also worked with GPs who would say “oh by
the way Mrs so and so do you remember Mrs so and so she's got the
daughter with the” you know (AC mm) and they knew very much the
infrastructure of that family.

GP 15 10-14

One big aspect is the actual family medicine being involved with the
whole generations of grandparents parents and grandchildren children
knowing the dynamics of the family and therefore knowing how illness
fits into that which I don’t think anyone else within the medical field
knows what’s going on really in a family.

GP 15 406-407
I enjoy being a family doctor for the whole family.

Whilst all of the participants listed above referred to the value of the family in their
work, there is a subtle difference between the participants’ perspectives. GP 15
refers to understanding the illness within the context of the family. Hence the value
of the family is in helping the GP to understand the illness of a particular patient. For
the district nurses the family is the focus of their care; the person with the illness is
simply one component of a more complex picture. GP 12 finds meaning in building
up relationships with patients and families over time and this departure from the
perspective held by GP 15 is congruent with GP 12 being the only GP not to
describe meaning in disease and illness. NP 14 was the only nurse practitioner to
mention the family; her view of the family was similar to that of the GPs’ in that
understanding the infrastructure of the family helped to enrich her understanding of

the patient.

Holistic care
A category that is related to the participants’ view of the patient embedded in the
context of the family is holistic care. I would like to refer back to an excerpt from the
transcript of GP 2 that I discussed earlier in relation to disease and illness as a

feature of relationships with patients:
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GP 2 26-28
And if I'm really honest I find the clinical aspects of that more satisfying
than putting it within psychological and sociological contexts.

This view of the patient contrasts markedly with the view of many of the nurses.

Holistic care was a particular feature of the transcripts of the district nurses.

DN 5201-204
We 're looking at the patient from a whole aspect not just physically we
look at them psychologically emotionally spiritually.

DN 8 243-250

Because you see a patient not in isolation and that is more holistic care
isn’t it? (AC mm) If you look at a patient psychologically, physically,
emotionally, spiritually, that must involve the family, (AC mm) well in
most cases we 're all part of a family, so 1 think in hospital and I think
that’s the biggest thing the students mention when they come in to the
community the first thing they say is “oh it’s so different walking into
someone’s home”. (AC mm) It’s that being taken into someone’s
personal space that’s of value (AC yes) and being trusted and I know in
the community 1 find that very special privilege.

DN 13 50-53

So it’s not just about going in and doing a wound dressing which you
know might be where our expert knowledge lies but it’s also anticipating
and finding out how that actually affects the rest of their life (AC right)
and trying to help them deal with those difficulties.

NP 7 referred to the holistic view of the patient in a similar way to the
district nurses:

NP 757-65

So I suppose meeting people’s what I perceive to be their needs (AC
right) and trying to be sure that you 've perceived their needs correctly
that’s the crux of it. (AC mm) Try not to have preconceived ideas as to
what they do need (AC uhum) and be sensitive to what each because
everybody needs dealing with differently don’t they? (AC mm) And every
diabetic has different needs (AC uhum) psychological needs I mean. So 1
suppose to try and put it in a nut shell, it’s to meet that individual’s
holistic care needs but with a big emphasis on psychological (AC right)
and how they cope with what'’s going on for them.

As the analysis of the content of the narratives progresses we will discover the ways
in which NP 7 differs from the rest of the nurse practitioner group. Shotter and
Gergen (1989) state that persons are ascribed identities that are embedded within

their own discourse and the discourse of others. It is interesting to note that the GP
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who worked with this nurse practitioner made the following statement:

GP 9426
... we've got one we don’t use as a nurse practitioner unfortunately.

NP 7 was working in such a way as to qualify for entry into this study in that I saw
publicity material in the practice for the services of the nurse practitioner, she did not
wear a uniform and she was appropriately qualified but it would seem that the
comments of GP 9 indicate that she was having difficulty fully implementing the role
in practice. It is possible that NP 7 may not be fully engaged with the nurse
practitioner role and may therefore demonstrate beliefs, thoughts and ideas that are
not necessarily associated with being a nurse practitioner. Other nurse practitioners
referred to holistic care of the patient in relation to the variety of illnesses or disease
a particular patient might have which contrasts to the psychological, emotional and

sociological contexts referred to by the district nurses:

NP 4 104-116

The other thing that I'm trying to do from that is often patients will have
more than one chronic disease management and rather than pull them in
for one set thing try and pull them in to cover both areas (AC yeah)
which is what I'm already trying to do now is to see people who have
ischaemic heart disease who have a respiratory problem come to see me
... and they 're only coming once (AC mm) rather than coming back for
these repeat annual reviews to different places with people’s different
views you've (AC mmy) just got one person (AC mm) saying this is
holistically how we should manage all your chronic disease
management.

NP 14 88-98

Only the other day somebody came through and essentially it looked as
if she was coming about her chest the whole of the first ten minutes was
about her chest and then we got onto, so what impact is it having on
your life, and actually the reason she had come was the stress
incontinence and probably wouldn’t have mentioned it until you know or
maybe would never have mentioned it but because we asked a question
about you know impact on her life out comes well actually that was the
impact and that’s what made her come. (AC mm) So she really wasn’t
bothered about her chest did she need antibiotics was it bacterial viral
all that went out the window despite having gone through it (AC right) it
was really what we going to do about the stress incontinence because
since I've been coughing more frequently...

NP 16 19-25

L used to feel very not annoyed but that there was something missing I
didn’t with the patients I didn’t get the patient contact either because I'd

146



Jjust see them once and off they 'd go and I wouldn’t find, it’s more
rewarding for me now because I find out how they 've got on and with
the treatment and I bring them back and review them and you know if
they 've got any problems I can start putting things in like social services
and also the home care you know you can look you can look at the
problems that they have the sort of more holistically really.

The excerpt from NP 16 is another example of a nurse practitioner combining
elements of the responses from the doctors with elements of the responses of the
district nurses as she talked about both the illness and the patient’s social
circumstances. There was little mention of holistic care from the GPs although GP 17

did refer to the minutiae of the patient’s social life as being important:

GP 17 123-126

It’s probably more of a mental thing than anything else it’s tying in all
the minutiae of patient care social life clinical results of investigations
etcetera putting it all together maybe going for a diagnosis that hasn’t
been made (AC uhum) maybe polypharmacy comes into it.

This GP is describing a view of the patient that goes beyond the narrow focus of the
patient and the disease process but the purpose for being interested in the minutiae of
the patient’s life is to go “for a diagnosis that hasn’t been made”. Hence, the value of
the holistic perspective of the patient for this GP is to avoid missing a diagnosis

whereas for the nurse it is to provide holistic care.

Palliative care
Palliative care has been identified as a significant category because it was mentioned
repeatedly by the district nurses, less so by the GPs and not at all by the nurse

practitioners. GP 9 was the only GP to refer to palliative care:

GP 9 180-186

It is quite satisfying medically to look after someone who you diagnose
their disease you see them through the surgery the trauma of it they
become terminal especially if they 're in their eighties (AC mm) they're
usually quite easy to look after they re accepting they’re you know ready
to die (AC mm) and they die peacefully at home (AC mm) so yes I don’t
say that I enjoy that it’s the wrong expression (AC yes) to use but it is
satisfying.

For this GP the meaning associated with caring for a person with terminal illness is
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related to being involved with the progression of the whole disease process from
diagnosis to death. Palliative care was a feature of the district nurses’ role that was
identified as being meaningful to them on numerous occasions. When asked to
explain this a bit further they referred to the complexity of the care associated with
the terminal stages of illness, the holistic nature of the care and the feedback they

received when they had been involved in assisting a patient at the end of their life.

DN 3 242-244
I think probably with palliative care you 've got family members you've
got all sorts it’s quite sort of complex.

DN 5 165-167

It is lovely to know that you 've made someone comfortable so as that
they can die (AC mm) in the place where they 've chosen to which is at
home (AC yes) most of the time.

DN 8 22-23
I enjoy palliative care and terminal care the feedback that you get.

DN 8 64-67

I think it’s seeing families and patients experiencing what we could call
or hopefully what we could call a good death if that is possible (AC mm)
or as good as we can make it (AC mmy) to try and make sure that they
have support and to build up that relationship prior to the death.

DN 13 135-156

I suppose one of the big areas that we do quite a lot of terminal care
(AC mm) and I really enjoy that sort of work which sounds strange and
a lot of people sort of “how can you enjoy doing that?” But in that
environment you 're in a position to really make a big difference.

The nurse practitioners did not mention palliative care at all which perhaps reflects
one of the boundaries of their role. A feature of the district nurses’ comments on
palliative care was the feedback that they get from patients and families and the way

in which they themselves feel valued because of that feedback:

DN 13 145-152

1 think it’s a privilege (AC mm) to be able to support somebody in the
very emotional stage and to be not even to be thanked afterwards but
you can just tell how appreciative families are (AC mm) of the support
that you 've given them and that to me is one of the most they don’t have
to say it they don’t have to give a card (AC mm) or whatever you can
Jjust you can tell that you just being there has made a big difference to
them (AC mm) and that is a very meaningful part (AC mm) of my job
really.
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Being valued and being of value were categories that featured on numerous
occasions throughout the transcripts and I have therefore identified this as a major

subcategory of relationships with colleagues and patients.

Relationships with colleagues and patients

Being valued, being of value and making a difference
Again there was a striking difference between the GPs (only one of whom talked
about being valued, being of value or making a difference) and the nurses all of
whom talked about these issues. Being valued relates to a person’s sense of purpose
in life and being of value and making a difference to patients can also contribute to
an individual’s sense of self-worth. Interestingly within the category of “being
valued” some of the nurses were concerned about being valued by patients and others
were also concerned about being valued by colleagues, particularly the doctors. Two
of the district nurses who described the satisfaction they gain from being valued by

patients felt that the need to be needed was characteristic of nursing roles:

DN 3 61-64

I think probably ninety nine per cent of patients appreciate the visit (AC
uhum) the care that they're getting and it’s a sort of two way process
really.

DN 8 256-262

It is a two way thing (AC uhum) I think in nursing it’s the need to be
needed as well isn’t it? (AC uhum) I think sometimes so although
patients feel that they get something out (AC mmy) of the service I think
the nurses get something back (AC mm) and that making a difference
and being needed perhaps is part of us as nurses (AC mm) perhaps
that’s an inherent part of a nurse 1 don’t know.

Other comments relating to the need to be valued by patients were:

DN 513-15
I do enjoy my work obviously patients value what we do they listen to us.

NP 7 110-116

I think it makes quite a difference to feel valued in the job that you do by
the patients and you get a lot of feedback in that way ... I think in this
kind of role you do get a lot of appreciation and that helps you feel as
though you 're doing a good job.
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NP 16 103-107

So it’s nice as well when people come back and say and thank you (AC
mm) that they 've actually you 've got somewhere with them with the
treatments and things (AC mm) you ve improved their quality of life 1
think that’s nice (AC mm) you know and they’ll actually thank you or
even thank you just for listening to them and (AC mm) it’s you know
that’s a nice part of it.

The one GP who stated that being valued by patients was important to her was the
only female in the GP group. She referred to the satisfaction she gains from patients
who make return visits to see her as this demonstrated that these patients respect her

judgement.

GP 2 80-86

I enjoy having a relationship with my patients (AC aha) and fortunately
if the relationship’s good they carry on coming to see you and if the
relationship isn’t good they tend to go somewhere else (AC right) and
see somebody else. (AC self selecting) That’s quite satisfying as you are
aware that patients have respect for you and put value on your judgment
and your opinions and the fact that you have a relationship such that
you can share treatment and management options treatment options with
them.

Another GP expressed completely the opposite view when he stated that he does not

need to be valued at all;

GP 9 572-580

I've been here long enough to define who I am and what I am from the
patient’s respect which makes my life so much easier. (AC right) You
know I hear people hear them muttering in the corridors he’s a git (AC
laughs) but that’s fine you know because maybe I am a git but then
that’s fine because I'm probably not going to address what they want me
to address ... but certainly I've got well beyond the stage of getting
vaguely concerned if someone doesn’t like me or doesn’t want to come
and see me that’s absolutely fine.

It is interesting that all the nurses and the female GP commented on how meaningful
it is to be valued by patients. I suggested earlier that differences in values could fall
either side of a gender divide. This is the only example of such a division in the
findings of this study and it would not be appropriate therefore to make any far
reaching conclusions about it except to say that this is an interesting point that would
be worthy of further exploration. Other authors have also pointed to differences in

values and the stability of value systems between genders (Rokeach, 1973; Furnham,
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1988; Grundstein-Amado, 1992). It would be possible to utilise feminist theory to
conduct an analysis of this whole study as one view might be that the gender divide
could be identified between the nursing groups and the medical group. I have already
referred to the doctors’ view of the team as being doctor-centric and dominated by
medicine and the nurses’ view of the team as being multidisciplinary and collegial.
This could be explored from a feminist perspective. I have decided not to take this
approach here as I believe the feminist perspective is worthy of detailed exploration
that would go beyond the bounds of the present study. The central focus of this study
is the variation in values between the participants and the position of the nurse
practitioner group in relation to the values of nursing and medicine. The need to be
accepted, recognised and respected is one of the points of departure for the nurse
practitioner group. In addition to being valued by patients, several of the nurse

practitioners were also concerned about being valued by their colleagues:

NP 4 278-285

Yeah I think since the nurse practitioner and the extended prescribing
because you're much more closely involved I felt doing that because
you 're discussing clinical aspects at a greater level that I think I've
gained their respect more because they I don’t know what they perceived
or what they perceived my knowledge base was but because you're
being more open and discussing things probably at a deeper level than |
was as a practice nurse (AC uhum) I think that’s led them to
acknowledge where you are (AC mm) and where your level is and
probably have a better comprehension about who you are and what you
are.

This nurse practitioner referred to the frustration she felt when the appreciation or

respect from colleagues was not evident:

NP 4 368-384

I've got a couple of GPs who still under estimate you or take over (AC
mmy) for instance if I'm setting up a process for respiratory like for
instance we had a meeting not long ago about how we are going to meet
the GMS contract and I did loads of (as much as I didn't like it)
background work on how we should do it how we should improve the
templates maybe where we 're missing out like people. Doctors not
completing templates and trying to get them to get on board they have to
do that whether they like it or not. (AC mm) And I came up with a list of
ideas after the practice manager said we were going to have an away
day. (AC uhum) And then doing it and then finding that the GP was
responsible for that area just took over got his own paperwork didn’t
want to look at my issues (AC mm) and then came back and sort of said
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well the respiratory nurse in the area does this and the respiratory nurse
in the area does the other and you 're going “yes that’s exactly what we
do” but he’s not listened to you he’s just gone off (AC mm) and not
listened to you but I think he’s guilty of that at some times but that really
annoys me 1 find it demotivating and really frustrating (AC mm) because
he doesn’t he probably wouldn'’t do it to another colleague but he is
doing it to me because I'm a nurse.

The end of the section of narrative from NP 4 demonstrates the strength of feeling
she has in relation to her position as a nurse compared to her GP colleagues. It also
illustrates the strength of emotion felt by this nurse practitioner when her views were
not listened to and the way in which this devalued her potential contribution to the
meeting. Acceptance, recognition and respect seemed to be important to the nurse

practitioners and these issues were not a concern for the GPs and district nurses.

A theme that is related to being valued by patients is being of value to them
and making a difference. This was mentioned repeatedly by the nurses and contrasts

markedly with the GPs who did not mention it at all.

DN 3 160-162
I think again it’s because it’s very obvious that you are going in and
making a difference.

DN 5 140-144

I think that knowing that you've gone into a patient’s home especially if
they physically restricted housebound and they 're lonely sometimes if
you've just made their day sometimes you 're the only face they see.

NP 7 4-8

AC Can you tell me what you find most meaningful in your work?

NP 7 Making a difference I think (AC aha) to how people feel about
their disease or problem (AC right) making them feel better about it or
more able to cope with it.

DN 8 25-29
I enjoy being able to make a difference.

NP 11 32-37

What I get out of it I think are those personal development things that |
feel involved that I'm valued that you make a difference to every single
patient you see even if it’s just they leave with a smile.

DN 13 17-21
Well there’s a great variety of things but I think probably the overriding

152



thing is my ability to make a difference to somebody who has some sort
of problem or difficulty.

NP 14 217-222

I think it is it’s the patient feedback it’s the you know like I say living for
the one or two cases that you think yeah I've really made a difference
today.

A number of the nurses in the sections of narrative above refer to the satisfaction
gained from “making someone smile” or “making them feel better” and referring to
the belief that making a difference is psychological and not just physical. Earlier, in
some of the comments relating to clinical competency, the participants identified
physical aspects of care, such as healing a wound, as a meaningful aspect of their
practice. This is perhaps an example of a hierarchy of values in existence. The nurses
gain satisfaction from making a difference to patients on both physical and
psychological levels but simply making someone smile or making them feel better is

enough without necessarily healing their wound or curing their illness.

Family Life
Family life featured briefly in some of the narratives. When it was mentioned it was
usually in relation to there being too few hours in the day to meet all the demands on

one’s life.

GP 12 140-145

I'will tend to stay late and make sure that the referral letters are done
and pathology results are (AC mmy) seen because I get stressed if that’s
all sitting there looking at me (AC mm) but then the family life suffers of
course because you don’t get home and don'’t see the kids for their tea
(AC sure) you know (AC mm) but (AC it’s that balance) yeah I think 1
strike it most of the time.

DN 13 415-420

... and then you start getting your home life sort of impinging I suppose
you know (AC mm) well you 're stopping on to do this but then you 've
got to get home to sort the kids out then you 're doing the shopping and
who'’s making the tea (AC right) (DN 13 laughs) you know so yeah I
don’t know whether that’s a frustration or a bit of an anxiety I'm not
sure (both laugh) (AC right) but it all makes for an interesting life [
suppose.

Only NP 1 mentioned her husband as a support at home:
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NP 1 308-326

And another really nice thing is and I feel very very privileged is that I
can discuss my day briefly at home (AC mm) with somebody who
understands.

No other nurse practitioner mentioned family life whereas three of the GPs
mentioned the tensions of balancing work life and home life and just one of the

district nurses.

Summary: discourse with others
The sub-categories identified within the major category of discourse with others
provide examples of the diversity of values between the groups of practitioners. In
many instances an issue would be described as meaningful to a participant but once
that issue was contextualised it became clear that one participant’s view of the issue
would differ from another participant’s perspective. What follows is a summary of
the ways in which a number of the significant categories revealed these differences.
The participants valued autonomy; the nurses valued autonomy in decision-making
with patients and the GPs valued autonomy in their working lives, free from the
constraints of outside forces. The nurses repeatedly talked about how meaningful
autonomy was to them, the GPs only mentioned it when their autonomy was
threatened. The participants valued teamwork; the nurses valued the
multidisciplinary team and appreciated the breadth of skills in the team and the GPs
valued the team of GP partners and viewed the remainder of the team as supporting
the role of the doctor. The participants valued partnerships with patients; the GPs
valued the variety of disease and illness in general practice and the nurses
(particularly the district nurses) valued understanding the patient’s perspective and
described “being on a journey” with the patient. The GPs and district nurses
identified working with the whole family as an important feature of their work; the
GPs felt that understanding the family could help in understanding the patient’s
illness and the district nurses identified the family as the focus of their care. Holistic
care was valued by the district nurses who acknowledged the effects illness could
have on the rest of the patient’s life and by the nurse practitioners who focused on
viewing the patient holistically in terms of multiple illnesses and disease. Palliative
care was described as meaningful by most of the district nurses. The nurse

practitioners valued being accepted and gaining respect and recognition from their
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colleagues. All of the nurses said that they found being of value and making a
difference meaningful in their work; this was only mentioned by the one female GP.
Nurse practitioners enjoyed operating at a strategic level in the practice whilst the
GPs referred to running a business and the district nurses referred to their leadership
role within the district nursing team. Three of the GPs and one of the district nurses

mentioned family life as being of value to them.

The above summary of the categories covered in discourse with others
provides a broad generalisation of the diversity of responses that resulted from the
participants being asked about what was meaningful to them in their work. There
were some interesting individual responses from the nurse practitioners that
combined the responses of the other two groups and there were other unique
responses that could be seen as sufficiently different from the rest of the respondents
that they could be identified as outliers. The significance of the outliers will become
more apparent in the analysis of the form of the transcripts, and subsequently, in the

analysis of practices from a Maclntyrean perspective in chapter eight.

Discourse with society
Some of the participants referred to the wider population beyond having
relationships with patients or colleagues. For example GP 6 responded to my
opening question with: “I feel that I’'m doing a worthwhile job” which seems to
suggest that he felt he was contributing to society in a meaningful way. DN 10
altered her transcript summary so that it ultimately read “She ... chose to do nursing
because she wanted to do something useful”. More specifically the participants
referred to the ways in which they valued contributing to the development of their

professions.

Contributing to the development of the profession
Participants referred to their contribution to professional development, particularly in
relation to teaching students. NP 14 described as a “debt” that she owed to others

who had helped her along the way:

NP 14 194-198
I have come through an awful lot of experience and that maybe other
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people could benefit from that (AC mm) you know and therefore it’s a bit
like if somebody hadn’t believed in me in the first place to allow me to
develop into what I am and given me a leg up on the way then maybe I
wouldn’t be here now (AC mm) I know I wouldn’t be here now and
therefore there’s a certain debt isn’t there?

Other participants referred to the satisfaction they gained from working with

students:

GP 12 49-52

Education clearly is an important part (AC uhum) for us having been
involved in various different aspects of education for different parts of
the primary health care team.

DN 5 265-270

I feel it is a two way thing with students (AC mm) not just you know I’'m
teaching them that or I'll show them that (AC mm) I really I do enjoy the
students (AC mm) and I enjoy knowing that you 've helped to sort of
develop their knowledge as well (AC mm) and allowed them to become
competent in the areas they want to become competent in (AC uhum)
because at the end of the day they 're going to be trained registered
general nurses with a diploma or a degree (AC uhum) so you feel you’ve
contributed to that (AC mm) it’s quite rewarding.

At the start of this excerpt from DN 5 it is clear that teaching is not just about
contributing to society and to the development of the profession but it also has an

impact on personal development. Other participants made similar comments:

DN 8 42-44

It’s quite good fun having students (AC mmy) that’s a two way process we
learn from each other. It’s interesting to see how their training is
obviously different to my training.

GP 12 56-59

Education’s important and challenging and refreshing and stimulating
(AC mmy) and so medical students ask “why? what are you doing that
for?” which is always a useful question to make you think “well why am
I?” (AC yes indeed) and keep you up to date.

The interactive nature of relationships with society, others and the self is particularly
apparent in the participants’ comments on teaching and links to the ways in which
they value having a contribution to their profession, working with individual

students and working on their own personal and professional development.
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Financial reward
In response to my opening question (What do you find meaningful in your work as a

doctor?) GP 9 stated the following:

GP 94 .
What’s everybody else said? Money money (!)

And again later in the interview he reinforced his earlier quip:

GP 9 571

I’'m here primarily to earn money.
Financial reward can be seen as an external good which can be gained as a result of
participating in a practice. It is therefore worthwhile noting that two of the GPs
mentioned their financial reward even though this is a subject that people do not

always readily discuss:

GP 12 13-16

I mean you keep reading these things about how awful it is in general
practice and no-one wants to be a GP anymore I can understand that
but this is a really nice practice and a really nice area it pays
reasonably well I don’t have to work my socks off (AC mmy) it’s a very
pleasant place to be.

NP 11 was the only nurse practitioner to refer to salary and this was to emphasise

that financial reward was not important to her:

NP 11 145-154

No I don'’t think about the salary to be quite honest (AC mm) I just think
about the work (AC right) the money’s good (laughs) at the end of the
month but it doesn’t ever enter my head about should I have had a pay
rise this year.

It seems that money is not the sole motivator for NP 11 and that might be because
“the money’s good”. If the money was less good it might become more of an issue.

DN 10 also referred to being paid for her work:

DN 10 149-153
They'll say to me “oh Sister X you're so kind” now I know I’'m not kind
(AC mm) I'm not a kind person or “you are very sweet” I know I'm not
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sweet I know my personality (AC right) does not come over as sweet and
I say to them but I'm paid to do this.

The section of transcript from DN 10 presents a picture of someone whose primary

motivator is her salary. Indeed, the opening sentence of the transcript summary is:

DN 10 Transcript summary
This transcript suggests that DN 10 carries out the role of district
nursing sister because first and foremost it is a job.

As mentioned previously, DN 10’s view of her role in district nursing was

sufficiently different to the other district nurses for her to be considered an outlier.

This will be examined further in subsequent chapters.

Financial reward is a significant, although little mentioned, category. The
level of remuneration received by the various groups is an indicator of that particular
professional group’s relationship with society. Financial reward can also contribute
to the person’s sense of self and be a signifier of personal and professional

achievement.

Summary: discourse with society
The participants of this study said that they found meaning in teaching others. The
value of their efforts in this regard are related to their sense of satisfaction in helping
others and the sense of personal and professional development. Similarly financial
reward can be seen as an indicator of the profession’s relationship with society.
Simultaneously, financial reward has an impact on the person’s sense of self and
contributes to what they know about themselves with regards to their relationship

with society.

Summary: categorical content
The analysis of categorical content has revealed the breadth of issues raised by the
participants of this study when they were asked to talk about what was meaningful to
them in their practice. Those issues were broadly grouped into three major categories
labelled as: discourse with the self, discourse with others and discourse with society.
It was clear from the narratives that the three levels of discourse were interdependent

and this is summarised in diagram two:
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Diagram Two: Interdependency of Self, Others and Society

SOCIETY

It was possible to identify particular categories that predominantly fell within the
narratives of one group more than it did with the other groups, or to identify
categories that were shared between two or all of the groups. All three groups of
participants highlighted teamwork, autonomy, clinical competency, challenge,
change and variety and development of the profession as being meaningful to them
in their work. The GPs had a particular focus on disease and illness and mentioned
their personal family life more frequently than the other groups. The district nurses
had a particular focus on palliative care, holistic care, wound care, working in
partnership with patients and doing a good job. The nurse practitioners highlighted
acceptance, recognition and respect and operating at a strategic level. In addition the
nurse practitioners referred to the boundaries of their practice and being aware of the
limits of their skills, something the other two groups did not mention at all. A
number of categories were shared between groups, for example: the district nurses

and GPs valued working with the family; the nurse practitioners did not mention this
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at all. The nurse practitioners and district nurses mentioned being valued, making a
difference and personal and professional development and the GPs did not mention

this at all. This is summarised in diagram three:

Diagram Three: Summary of Categorical Content According to Group

GPs

Disease
and
lliness

Working
with the
family

Teamwork
Clinical Competency
Challenge, change
and variety
Autonomy
Development of
the profession

Holistic Care
Palliative Care
Wound Care

Acceptance,
Recognition
& Respect
Operating at
a Strategic
Level

Being valued and
making a difference
Personal and
professional
development

Doing a
Good Job

Patient
Partnership

District
Nurses

Nurse
Practitioners

Many of the categories were associated with differences in meaning for the three
groups, for example in the category of teamwork there was a divergence of
perspectives between the GP group who focused on the team of GP partners and the
two groups of nurses who focused on the wider primary health care team without
reference to the GPs. In the category of variety there was a difference between the
GPs who valued variety in presenting disease and illness and the nurses who valued
the variety of people they work with and the varied nature of their roles. In the

category of holistic care, the district nurses referred to the psychological, emotional,
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spiritual and physical care of the patient; this contrasted with the GPs and nurse
practitioners who tended to focus on the holistic nature of patient care to help them
manage the patient’s disease and illness effectively. The significance of the
categories as representations of the varied value systems of the groups will be
discussed further in chapter eight. At this point it is simply important to note that
differences between the three groups were revealed in the categorical content
analysis and this will contribute to our understanding of the three groups as different
practices when they are viewed from a MacIntyrean perspective. The same can be

said of the holistic content analysis to which we will now turn.

HOLISTIC CONTENT
The purpose of holistic content analysis is to determine the broad foci of an entire
story. Lieblich et al. (1998) suggest that the holistic content can often be identified
by the space devoted to the theme in the text, the detail with which the participant
describes it and the repetitive nature of the theme. They suggest that there are no
clear directions for proceeding with the analysis of holistic content, it simply relies
on reading the material several times until a pattern emerges. It is likely that I will
have formed a global impression of each narrative during and immediately after the
interviews took place as the following excerpt from my reflective diary

demonstrates;

As she was talking I was thinking that the same themes keep coming up —
holistic care, completing episodes of care, palliative care (particularly
the DNs) and wound care (again particularly the DNs).

In some cases I was building an impression before the interview took place:

1 had to wait to interview X because he was in the middle of a teaching
surgery. I saw him come into the waiting room and put his arm around
an elderly gentleman who quite obviously had dementia and guided him
into his surgery to have a discussion with his wife.

After transcribing the interviews and receiving feedback from the participants I was
able to embark on the formal analysis of categorical content. As I worked through
each transcript I identified the theme or themes that seemed to form the focus of the

interview. I identified these themes by searching for issues that were raised
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repeatedly or were associated with a level of emotion that revealed an issue as being
important for a particular participant. In the majority of cases it was clear that there
was one overarching theme and often it was the theme that the participant started

with as the following two excerpts demonstrate:

GP 12 3-5
AC What is it that you find most meaningful in your work as a GP?
GP 12 (laughs) Wow. Seeing patients I suppose.

DN 8 18-22

What I find meaningful in my work (AC yes) well, particularly in the
community as opposed to the hospital, it’s being involved with the whole
SJamily (AC right) social nexus of the family the total care including the
family friends and neighbours it’s not just caring for the patient (AC
uhum) I find that quite satisfying.

As I worked through the categorical content analysis I developed a list of things
valued by each participant and at the top of the list I placed in bold the thing most
valued by each participant. After working through the detail of all the categories
identified by each participant I then left the transcripts for a while and returned to
them later to carry out a further reading. On this occasion I read each transcript and
wrote down what I thought the broad general foci of the transcript was. I then cross-
checked this with the category identified in bold during the earlier stages of analysis.
In the majority of cases the two impressions were consistent. In two cases I had been
undecided during the first stage of the process and had identified more than one
category in bold for these participants. For example DN 8 had “working with the
whole family” and “learning and personal development” as two important categories
and competing foci for her narrative. The subsequent reading of the transcript
identified “working with the whole family” as the focus of the narrative and I
therefore identified this as the holistic content. Table Five summarises the findings of

the holistic content analysis.
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Table Five: Holistic Content

PRACTICE | GPs NURSE DISTRICT NURSES
PRACTITIONERS

1 Diagnosis Challenge Patient care

2 Providing a good Autonomy Patient relationships
service

3 Clearly defined Patient perspective Working with the
problems whole family

4 Contact with Personal development | Control
patients

5 Disease and illness | Personal achievement | Making a difference

to patients
6 Diagnostic process | Personal development | Patient satisfaction

with patients

An interesting feature here is the focus on personal achievement and

development by the nurse practitioners, a focus on problem-solving and diagnosis by

the GPs and a focus on patients with the district nurses. Another interesting feature is

that there is an example of one participant in each of the groups who seems to differ

from the rest of the participants in their group. I mentioned earlier that DN 10

seemed to be different in many ways from all of the other participants. Her transcript

included some of the following excerpts:

DN 10 33-35
1 do not like work I do not like work but I have never yet found a way
that I could avoid working (AC right) in order to live.

DN 10 116-117
There is nothing that is very wonderful in that I get great satisfaction
from this work because as I said earlier (AC mm) I do not like wortk.

DN 10 128-131
I do not see myself as the answer as a Florence Nightingale I do not
because I don't like this image of nurses as angels (AC mm) because
come five o’clock I'm not interested anymore (AC mm) I don’t care

anymore (AC mm) I'm paid to care.

DN 10 135-137
If I'm paid to do a job I will do it (AC mm) till five o’clock or whatever
(AC mm) and then it’s home time.

DN 10 346-351
One particular family I've been advised never ever to go in to by a
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solicitor because whatever I do I put my work my career whatever you
perceive it to be in jeopardy could do (AC mm) it perhaps would never
be right. So management knew about it and it was arranged if I had to
go in another nurse from another area would have to go in and I would
have to go to her or his area (AC right) which I would quite willingly do
(AC right mm) I can cope I can rise above things.

Interestingly when I interviewed the nurse practitioner who works with this

particular district nurse she made the following completely unprompted statement:

NP 11 71-74

It was about one of the patients who has got metastatic disease not

wanting one of the district nurses to go because he doesn’t get on with

them and it was how we were going to approach the district nurse team

without offending them because it was the case holder that they didn’t

want in the house.
It would seem that DN 10 is not happy in her work and it would also appear that she
has some significant problems in working with her client group in the community.
None of the other participants described a view of their work or of their interactions
with patients that would be congruent with this nurse who states that she does not

care beyond five o’clock and has been advised by a solicitor not to go into a

particular patient’s house.

GP 12 appears to differ from the rest of the GP group in his focus on patient
relationships. He mentioned patients repeatedly throughout his narrative and when
he focused on other issues such as access in general practice, he did so in order to
emphasise the inconvenience for patients. I referred to GP 12’°s Christianity on page
121 and identified this as a unique feature of his transcript. This may, in part, explain
the difference in the holistic content of his narrative. Alternatively, it could be
suggested that such a difference simply demonstrates a certain level of heterogeneity

within the GP group.

GP 6 also appears to differ from the remainder of the GP group. His holistic
content focused on providing a good service and doing a good job. He mentioned
these issues on a number of occasions and it therefore seemed appropriate to use this
label for the holistic content of his narrative. The following, rather lengthy, excerpt

from his transcript perhaps demonstrates that providing a good service does not
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depart significantly from the remainder of the GPs’ perspectives:

GP 6 15-30

Doing a good job when I feel that on a more difficult case I've come up
with a diagnosis when I feel that I've helped my patients through a
difficult time. I mean I think doing a good job is a very sort of nebulous
thing that you can only really get from gut feelings (AC mm) I mean we
all go through surgeries when we get to the end of the surgery and we
think oh my god that was a nightmare god knows what was going on in
you know three quarters of those cases (AC mm). Other times you go
through surgeries where you know you feel you interact well with the
patients you feel that you are being useful to the vast majority of them
(AC uhum) and it’s overall very satisfying and you haven’t had too much
time pressure and stress (AC mm) and feel you 've not kept people
waiting and all the rest of it (AC mm) these things are very nebulous
how else doing a good job? I mean I feel also that I try and practice very
much evidence-based medicine ... (AC mm) if I'm able to apply
evidence-based medicine and practice evidence-based medicine during a
surgery then I feel that I have been doing my job properly (AC mm) and
1 get some satisfaction out of that.

GP 6 feels that he is offering a good service when he can use evidence-based
medicine, when he can come up with a diagnosis and he refers to nightmare
surgeries full of nebulous cases. He also feels he has offered a good service when he
has helped someone through a difficult time in their lives, when he has not kept
people waiting and when he has been useful to his patients. It is the focus on doing
his job properly and being useful to people that led to the label of “offering a good
service” rather than “diagnostic process” but it could be argued that this is quite

congruent with the remainder of the GP group.

The nurse practitioners mostly focused on personal development and
achievement with the exception of NP 7 whose whole transcript focuses on the
patient perspective almost to the exclusion of anything else. I have mentioned earlier
that NP 7 differed in some ways to the rest of the nurse practitioner group and that
she may not be fully engaged in the nurse practitioner role in her current place of

practice (see page 145).

GP 6, NP 7, GP 12 and DN 10 provide examples of departures from what
otherwise seems to be three homogeneous groups of practitioners who have focused

on broadly similar issues in their narratives. It is interesting to note not only the
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homogeneity within the groups but also the diversity between the groups when
holistic content is examined. The significance of these findings will be addressed in

a discussion of the findings in chapter eight.

Summary: a tale of shared values? The content
This chapter has utilised a wide range of excerpts from the transcripts and transcript
summaries of the participants of this study to demonstrate the diversity of issues that
were covered in the interviews. By contextualising each category it is apparent that
the issues raised mean different things to different individuals. In the categorical
content analysis it was the examination of the participants’ meanings that revealed
the differences between the groups and in some situations the similarities between
the groups. In the holistic content analysis an overview of the broad focus of each
narrative revealed a general consensus within the groups and significant differences

between the three groups.

In many ways the findings of the categorical content analysis are congruent
with the holistic content analysis. In the holistic content analysis: the nurse
practitioners seemed to focus on personal achievement and personal development;
the district nurses seemed to focus on patient care and patient relationships; and the
GPs seemed to focus on the diagnostic process and disease and illness. In both of the
analytic steps presented in this chapter a number of departures from the general
consensus have been identified and some possible explanations have been put
forward in each of these cases. As the analysis progresses, it will be revealed that a
small number of narratives are significantly different from the remainder of the
group. These narratives will be identified as being “outliers” and their difference will
inform the subsequent analysis. The way in which the participants told their stories
adds an important dimension to the analysis of the narratives. The analysis of form is

the focus of the following chapter.
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CHAPTER SEVEN
A TALE OF SHARED VALUES? THE FORM OF THE NARRATIVES

Introduction
Lieblich et al. (1998) suggest that the formal structure of a narrative can reveal a
participant’s personal construction of his or her life experience and therefore can
reveal their values, perceptions and identity. Shotter and Gergen (1989) state that
identities are created both textually and linguistically. They go on to say that
“persons are largely ascribed identities according to the manner of their embedding
within a discourse — in their own or in the discourses of others” (1989 p.ix). The
analysis of the form of the narrative focuses on both the structure of the text and the
language used. The purpose of this step in the research is to reveal meaning in the
narratives that goes beyond the content and what was said. Lieblich et al. (1998)

suggest two approaches to the analysis of form: holistic form and categorical form.

HOLISTIC FORM
The goal of analysis of holistic form is to examine the structure of the narratives. In
the present study I felt that holistic analysis of form would contribute to an
understanding of whether or not the participants valued their roles. Hence, this stage
of the analysis is not exploring the particular issues raised by the participants or
searching for particular themes, rather, the aim is to gain a general perspective on
whether the participants were generally positive, negative or neither positive or
negative about their work. An example of this approach to the analysis of narrative is
Frank (1995) in his work with illness stories. He proposed three types of illness
narratives: the restitution narrative, the quest narrative, and the chaos narrative.
Each of these narratives has a particular type of plot. In presenting these three types
of plot Frank points out that he does not wish to suggest that a particular narrative is
wholly one type or another. He warns that such an approach could result in yet
“another ‘general unifying view’ that subsumes the particularity of the individual
experience” (1995 p.76). Nonetheless, the advantage of viewing the transcripts with
general types in mind encourages the reader to pay closer attention to the narratives.
Frank suggests that this aids listening to (in his work) the stories of the ill. A further
example of this approach is Sparkes’ (2004) analysis of the Lance Armstrong story.

Sparkes points out that in any illness narrative, all three types of plot can be present
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with one particular type being dominant before fading away as another type moves to
the fore. As holistic form analysis can add to the complexity of the findings in
narrative studies, I decided to engage with this approach using the methods described
by Lieblich et al. (1998).

The method
The first stage of this process was to read each transcript in detail identifying the
structure of the plot. The content of the narrative was only important insofar as it
provided the raw material for the structure. Lieblich et al. (1998) state that the
progression of the narrative can be identified in three basic formats. The three
formats relate to the development of the plot over time. In the “progressive” narrative
the story advances steadily, in the “regressive” narrative there is a decline or
deterioration in the narrative and in the “stable” narrative the plot is steady and does
not change over time (Lieblich et al., 1998 p.89). The three formats can be combined
to reflect the complexity of a story over time. The detailed reading of the transcripts
allowed me to identify what Lieblich et al. refer to as the “axis” of each stage of the
narrative. If the structure was generally positive, developmental or progressive, the
narrative could be identified as moving in an upward or positive direction. If the
structure around the themes was generally negative, destructive or regressive then the
narrative could be identified as moving in a downward or negative direction. An

example of a positive section of narrative would be the following:

NP 1 341-353

So I'm very fortunate I've done lots and lots of different things and
hopefully I'll be able to retire although they might not let me retire
might they not? (both laugh) Hopefully I'll be retiring in four years after
this and if it carries on like this until the end I'll feel really fortunate
(AC mm) that I'll be ending what has been a great career to me (AC
mm) love doing this work only doing this sort of thing because it’s new
(AC mm) and modern (AC mm) and challenging and you know it’s at the
front isn’t it at the cutting edge of nursing ... yes I just feel really
privileged.

This excerpt from the transcript of NP 1 is clearly positive, words such as
“fortunate”, “great career” and “really privileged” provide clues to the progressive
and positive nature of this section of transcript. Examples of negative sections of

narrative are the following from GP 2:
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GP 2 146
I keep thinking about all the things I don’t enjoy.

GP 2 164-166

Well I particularly don’t enjoy all the computer work checking of blood
results (AC yes) checking that people have reached targets etcetera (AC
mm) I’'m not interested in that at all I'm afraid (AC mm so all the data)
all the data.

GP 2 186-188

I've already said that we don’t have enough time (AC mm) to do things
properly. (pause) I don't like all the paperwork we have to do (AC mm) I
don’t like writing reports and filling in forms (AC right) I'm not very
interested in that.

Clearly when GP 2 states that she keeps thinking about all the things she does not
enjoy, this provides some evidence of the overall negative nature of this narrative. At
the outset of the narrative, GP 2 had difficulty answering the question “What do you
find meaningful in your work as a GP?” She stated that she did not like the word
“meaningful” and struggled to find anything positive to say in response. She went on
later in the narrative to outline the number of things that she did not enjoy and these
sections of narrative were identified as negative, regressive and moving in a

downward direction.

Lieblich et al. (1998) suggest that holistic analysis can be enhanced by the
sensitivity of the researcher to the degree of emotion expressed in an interview. I
therefore referred back to my reflective diary and made a note of events such as NP 1
becoming tearful at one stage during the interview and these were tears of joy and
love. Conversely, GP 2 almost refused to sign the consent form and then, as
mentioned earlier (in chapter five), made 142 alterations to the transcript and three

alterations to the transcript summary. In her transcript summary check GP 2 stated:

I was not happy for my incoherent inarticulate responses to your
questions to be left unedited. So I have amended the transcript so that it
now makes sense.

The majority of the alterations amounted to the deletion of repeated words and

utterances such as “ums” and “ers” and the deletion of words that were tentative such
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as changing “I think I find.....” to “ I find....”. This general disapproval of what had
been written seemed to fit with the generally negative nature of this GP’s narrative.
Taking into account the overall structure of the narratives alongside recollections
from my diary, I was able to form a general holistic impression of each narrative and
subsequently identified NP 1 as being on a generally positive trajectory and GP 2 on

a generally negative trajectory.

There were some sections of narrative that combined both progressive and
regressive plots in very rapid succession. Overall such a sequence would level out as

being neither positive nor negative as the following example from GP 9 shows:

GP 9 537-548

... does that sound really depressing? (AC laughs no it doesn’t) I don’t
think it should be because it’s not it’s not it’s pragmatic isn’t it? You just
can’t do everything anymore (AC sure) and now that we 've got our
touch wood we 've got a very good practice manager we 've got really
nice staff we 're quite stable from that point of view (AC mm) we have a
dispensary the staff are great and they run a really nice show (AC mm)
we 're lucky same bunch as you 've got we 've basically got nice patients
easy to deal with very appreciative a cross word is unusual and usually
provokes a letter from one of us saying don’t be cross again you know
we 're not wallowing in deprivation and (AC no) and drugs and alcohol
(AC mm) we 're not we 're really not you know so yeah we 're very
Sortunate (AC mm) our life is easy but from another point of view it is
difficult.

This section of narrative is preceded by GP 9 describing himself as being short-fused
and hassled which could be considered to be somewhat depressing (as he identifies
himself at the start of this section of narrative). He then moves on to describe himself
as “pragmatic” then “lucky”, then “fortunate”, and then “difficult”. Previously this
same GP had described being at the “whim of people’s idiosyncrasies” and went on
to say that “I dislike intensely staffing issues”. There are a whole host of messages in
this narrative and it is my impression that it could be described as being in some
ways negative, in some ways positive, but overall neither predominantly positive nor

negative.

What I was searching for was the predominating type at a particular moment

in each narrative. Even though the graph of the narrative progresses up and down
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according to the focus at any one particular time, it also has an overall trajectory that
is either up (positive), down (negative) or neutral (evidence of being both positive
and negative) over the course of the transcript. I decided to use the word “neutral”
rather than “steady” as those narratives that were both positive and negative were
often oscillating quite dramatically in places and “steady” does not provide an
adequate description for this rapid change of direction. It is important to emphasise
here that the angle of the graphs, the height of the lines and the shape of the
movements in one direction or another are in no way quantifiable. The graphs are
schematic and illustrative and their purpose is to provide a visual image of each
narrative representing the general progression of the plot in either a progressive,
regressive or neutral trajectory. This will enable comparisons between structural
graphs to provide a different perspective on the narratives in this study. Lieblich et
al. (1998) suggest that this also allows the researcher to search for the common

denominators between those graphs that have similar structures.

Examples of graphs that were produced in this first stage of the analysis for

the three narratives mentioned above are presented below:

Figure One: NP 1 Positive

Figure Two: GP 2 Negative

\/\/w
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Figure Three: GP 9 Neutral

/\/\/\/L

Holistic form according to group

Having developed a chart for each narrative I was then able to group the narratives

together and to develop a prototypical graph for each of the three groups. I did this

by examining all of the charts for each group and deciding whether they were

generally positive, negative or neutral. Clearly each narrative was unique and

followed a complex pattern of positive and negative forms, however it was possible

to gain a general impression and to decide upon the overall trajectory for each

narrative. The holistic form of each narrative is summarised in Table Six:

Table Six: Holistic Form

PRACTICE | GPs NURSE DISTRICT NURSES
PRACTITIONERS
1 Negative Gp2 | Positive Np1 | Neutral DN 3
2 Positive Gpe6 | Positive NP4 | Positive DN
3 Neutral Gp9 | Positive Np7 | Positive DN 8
4 Positive GP 12 | Positive NP 11 | Negative DN 10
5 Positive Gp 15 | Positive NP 14 | Positive DN 13
6 Neutral Gp 17 | Positive NP 16 | Positive DN 18

Having identified the overall holistic form for each narrative it was then possible to

develop a prototypical graph for each of the three groups of participants. The GP

narratives consisted of: one that was negative, two that were neutral and three that

were generally positive. The nurse practitioners were all generally positive and the

district nurses’ narratives consisted of: one negative, one neutral and four generally
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