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ABSTRACT 

Although excellence and expertise in nursing practice have been extensively studied, 

inferior or substandard practice has been rarely researched. This descriptive, 

phenomenological study explores the lived experience of encountering substandard practice 

in a fellow nurse. Five registered nurses were interviewed using a broad, open-ended 

question, and the transcripts were analyzed using a seven-step method described by Colaizzi, 

to identify common themes and shared meanings. 

Participants described these events as difficult, anguishing, and highly contextualized. 

Common themes included an emphasis on persistent, non-technical practice deficits, and the 

crucial roles of unit culture, personal values, and prior work experiences in establishing 

expectations. Barriers to taking action included the reluctance to confront peers, the absence 

of collegiality between nurses, ambiguities of responsibilities between staff and management, 

and conflicts between interpersonal and professional models of relationships. Understanding 

these experiences will provide a more authentic basis for efforts at reform and improvement 

of practice. 
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CHAPTER ONE: INTRODUCTION 

Statement of the Problem 

Nursing is a practice discipline, and as such there are implicit and explicit 

commitments to quality of practice. Competence is identified as a minimum standard; basic 

knowledge and skills sufficient to practice safely and effectively are required. Excellence is 

something above and beyond mere competence; it is a goal to which one can aspire. A 

significant body of literature has developed around the notions of excellence and expertise 

in practice, led by the work of Patricia Benner and colleagues (Benner, 1982, 1984, 1985, 

1991; Benner & Tanner, 1987; Benner, Tanner, & Chesla, 1992; and Tanner, Benner, Chesla 

& Gordon, 1993 ). 

In contrast, the topic of incompetent, inferior, or inadequate practice has received 

relatively little scholarly attention. Specific problems of practice have been addressed, but 

the more general phenomenon of substandard practice has been largely ignored. The term 

"substandard practice" is borrowed from Supples (1993), whose work constitutes a 

significant exception to the general silence in the literature. 

In this study, the term "bad practice" will be used to emphasize the actions and 

behaviors of nurses, rather than their characters or personalities. The point is not to identify 

and condemn bad nurses, i.e., individuals who are somehow defective in personality or 

character (Alavi & Cattoni, 1995), but rather to describe what nurses do, and how other 

nurses respond. At the same time, a purely behavioral approach may also distort the issues 
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in other ways, by excluding less tangible but deeply felt qualities such as presence, 

availability, supportiveness, or the lack thereof. This research therefore is focused, not on the 

fillil of "bad nursing", but rather on the llilfil and especially the how of nurses' being with 

clients, and with each other. Though using the term "bad" risks the appearance of an 

imprecise and judgmental approach, it conveys the dual sense of technical and moral 

condemnation that is, I believe, a feature of both formal and informal nursing discourse in 

this area. 

"Bad practice" is more than "error", making a mistake. Errors are events, episodic and 

singular. (There may be a chain of errors, but each error is one thing.) "Bad practice" implies 

a continuing process, a sequence, trend, or pattern. 

"Bad nursing practice" may include aspects such as technical incompetence, 

insufficient caring, inappropriate social behavior, or a blend of all three. Another possible 

category of problematic behavior might be called minimalist nursing, i.e., a nurse who does 

only what is required, either in reference to physician orders or the agency's protocols. This 

last category illustrates how the concept of "bad practice" depends on a set of expectations 

about nursing responsibilities, including but not limited to legal requirements. 

Regardless of the conceptual model used to describe the goals or ideals of nursing 

practice, it is intuitively and logically inevitable that some nursing practice will fall short of 

those ideals. My own experience is that much of nursing practice falls short of the various 

ideals, and that there is more to the phenomenon of "bad practice" than merely isolated errors 

or unqualified individuals. I believe that most, if not all, nurses have some experience of 
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another nurse's practice that is perceived as significantly deficient in some aspect. Yet this 

area has remained largely unexplored. 

Purpose of the Study 

The purpose of this study is to explore the following questions: What do we mean 

when we say "bad practice"? What does it feel like to encounter this in a fellow nurse? How 

do nurses respond? What happens to nurses when they respond to these situations? How does 

it affect nurses' own practices, and concepts of nursing? The approach that will be taken is 

an examination of stories that individual nurses tell about their experiences with other nurses, 

in which the participant nurse has perceived another nurse as delivering inferior or 

substandard care. It is believed that this study will bring into the domain of scholarship an 

everyday problem, heretofore unresearched. 

Research Question 

The research question is: what is the essential structure of the lived experience of 

nurses' encounters with "bad practice" by fellow nurses? These encounters could be as a 

colleague, as a patient, or as a family member, friend, or visitor. 

Significance to Nursing 

This study is conceived as an initial exploration into a neglected area of nursing 

practice and theory. The concept of"bad nursing", although intuitively resonant, has not been 

well-described, nor have nurses' responses to the phenomenon. Issues of quality, 

competence, caring, and professional self-regulation are prominent themes in the nursing 

literature, but tend to be portrayed in exclusively positive terms. The results of this study will 
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illuminate a profound but poorly-understood aspect of nursing practice, care, and 

professional relationships. 

Phenomenological research into nursing practice has concentrated on positive 

exemplars from the participant's own practice (Morse, Miles, Clark, & Dobemeck, 1994). 

Little attention has been given to accounts of others' practice, or of negative examples 

(Meerabeau, 1992; Purkis, 1994 ). Understanding these experiences will provide an extension 

and deepening of nursing's knowledge about the work of caring. A better understanding of 

the complexities of practice, including incompetent and uncaring practice, will provide a 

more authentic basis for nursing theory, and for efforts at reform and improvement of 

practice. 

This work is, in some ways, a response to the work of Patricia Benner, but differs 

from it in two ways. First, this project focuses on incompetence rather than excellence and 

expertise; and second, it asks nurses about the practice of other nurses, rather than about their 

own. Therefore, this work will complement and challenge Benner's work on "the knowledge 

embedded in clinical nursing practice" (1984, p.l ). 

Conceptual Orientation 

Polit and Hungler (1995) note that when little is known about a phenomenon of 

interest, exploratory and descriptive approaches are appropriate ways to begin. In addition, 

qualitative studies are most suitable when the object of inquiry is an experience, a process, 

or an understanding rather than a discrete behavior or action. Both criteria apply to this 

investigation. 
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The philosophical basis for this type of research is phenomenology (Munhall, 1989; 

Oiler, 1982), an approach in which the researcher seeks to describe and understand the lived 

experience of the research participants. Therefore, prior knowledge and assumptions are 

"bracketed" or set aside, and one attempts to allow the findings to reveal themselves without 

bias or prejudice (Oiler, 1982). 

The research question is framed in the context of nursing discourses on competency, 

caring, expertise, and quality in practice (see for example, Kyle, 1995; Morse, Solberg, 

Neander, Bottoroff, & Johnson, 1990; While, 1994). Both "caring" and technical competence 

are generally viewed as necessary in practice, but the relationship between them is unclear. 

Quality management efforts rely on objective standards, but identifying useful performance 

criteria is methodologically and politically difficult (Redfern & Norman, 1990). Expert 

nurses provide care that is a blend of technical proficiency and humanistic caring; that 

expertise is described as resistant to formal rules and abstract explication (Benner, 1984). It 

may well be that "bad practice" is also a blend of technical and interpersonal deficits, and 

that the nature of "bad practice" cannot be fully captured by formal statements of rule 

violations. 

Personal Perspective on the Problem 

A crucial step in the process of phenomenological interpretation is the "bracketing" 

of the researcher's preconceived ideas, assumptions, and expectations (Oiler, 1982). Through 

this step, the researcher attempts to become more open to the phenomenon, more able to 

respond to it on its own terms, to "the thing itself' in Husserl's phrase (Streubert, 1995a). 
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One step in this process is the explication of the researcher's own initial assumptions and 

beliefs about the phenomenon (Colaizzi, 1978). 

My assumptions are that substandard, inferior or inappropriate nursing practice are 

not unusual aspects of nursing practice; that this "bad practice" may consist of technical 

incompetence, lack of caring, or some combination of both; that individual nurses experience 

this "bad practice" as patients, family members or visitors, and as co-workers (colleagues); 

that these experiences affect nurses in various unknown but potentially significant ways; and 

that exploring nurses' accounts of those experiences (via phenomenology) will yield 

information useful in understanding the larger phenomenon of "bad practice", as well as 

illuminating aspects of the nature of nursing as work, science, and profession. 

Summary 

Issues of quality, competence, caring, and professional self-regulation are prominent 

themes in the current nursing literature, but tend to be portrayed in exclusively positive 

terms. Although excellence and expertise in nursing practice have been studied, substandard 

or inadequate practice has been little explored or discussed. This study will describe the 

perspective of nurses -- in the role of colleague, patient, family or friend -- facing an affront 

to their own values, standards, or expectations. 

The results of this study will illuminate a neglected but profound aspect of nursing 

practice, care, and relationships. Encountering "bad practice" in a fellow nurse may present 

practical, ethical, emotional, and professional difficulties. Understanding these experiences 

will provide an extension and deepening of nursing knowledge about the work of caring. 
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This work will both complement and challenge Benner's work on excellence and expertise. 

A better understanding of the complexities of practice, including incompetent and uncaring 

practice, will provide a more authentic basis for the further development of nursing theory 

and research, and for efforts at reform and improvement of practice. 
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CHAPTER TWO: REVIEW OF THE LITERATURE 

Introduction 

In this chapter, relevant literature on the problem of "bad practice" is reviewed. The 

following topics are explored: substandard practice, transgression, and error; nursing 

management and quality assurance; professional standards; the influence of Benner' s work; 

caring; and nursing theory. 

Substandard Practice and Transgression 

The work which most closely parallels this project is that of Supples (1993), who 

conducted an ethnographic study of hospital nurses to examine the issue of self-regulation 

as an aspect of professionalism. Supples began by noting a paradox: on the one hand, a 

tradition in nursing of "intolerance of nonconformity and incompetence", and yet the fact that 

"few nurses lose their licenses, and when they do, it is rarely for reasons of professional 

incompetence or negligence" (p. 20). Her research was thus focused on the question of 

informal social control in the workplace, and especially on administrative responses to 

substandard performance. 

Supples found that nursing responses to substandard performance are organized as 

"helping", i.e., as efforts to understand and arrange help for nurses who are perceived as 

having difficulty. This help takes a variety of forms: mild confrontations, counseling, 

establishment of a buddy system, inservice education for perceived knowledge deficits, and 

transfers to other departments where the work was thought to be easier. In addition, Supples 
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found that problematic nurses were evaluated by nursing administrators for "worthiness" of 

help, and of "workability", i.e., potential for rehabilitation. 

Supples found that staff nurses were often reluctant to confront colleagues, and 

tended to shift responsibility for substantive enforcement of standards to supervisory 

personnel. Supples had previously (1990) suggested that the dual relationships of colleague 

and friend may inhibit the recognition of and response to substandard practice. The role of 

nursing management is therefore crucial, but Supples (1993) noted that nurse administrators 

have responsibilities both to the standards of the nursing profession and to the needs of the 

employing institution. These two roles may, at times, conflict. Supples concluded that it is 

difficult to assess whether or not the social arrangements of nursing "contrive to protect the 

inept practitioner" (Supples, 1993, p. 24), and suggested that further research was needed to 

assess the degree of risk to public harm produced by current practices. 

In contrast to Supples' inquiry into informal social control, Hutchinson (1992) looked 

at fonnal systems of social control. Hutchinson used a grounded-theory approach to explore 

the experience of nurses who were accused of violating the Nurse Practice Act in Florida. 

Hutchinson found that nurses who are investigated by the state Board of Nursing undergo 

a "transformation of professional identity", involving five phases: being confronted, 

assuming a stance, going through it, living the consequences, and re-visioning. 

Hutchinson's participants described various effects on their practice, including greater 

caution and self-protection. Some nurses chose to leave nursing, but those who remained in 

nursing came to see, "perhaps for the first time, the power and dam~erousness of nursin~, the 
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energy, determination, assertiveness and self-control that is required to practice 

nursing ... Those who choose to embrace nursing as a profession rather than distancing 

themselves or leaving, should be better nurses, attuned to themselves, their patients, and the 

profession" (p. 138, emphasis added). 

It is interesting to note that Hutchinson has also explored the experiences of 

chemically dependent nurses (1987, 1986), and described how nurses bend the rules for the 

sake of the patient, which she calls "responsible subversion" (1990). Taken together, these 

studies -- on chemical dependency among nurses, "responsible" bending of the rules, and 

breaking the rules -- illustrate the absence of research on what one might call "irresponsible 

subversion", or what I have called simply "bad practice." 

Hood and Duphome (1995) studied New Mexico nurses' attitudes toward reporting 

co-workers suspected of substance abuse violations, and found that knowledge of the 

established diversionary program was not very important in predicting nurses' likelihood of 

making a formal report of a colleague. Instead, they suggested that for staff nurses, the 

perception of personal vulnerability ("What will happen to me?"), and for nurse 

administrators, the desire to maintain control, were more influential. Green, Crismon, 

Waddill, and Fitzpatrick (1995) studied nurses who violated the Texas Nurse Practice Act, 

and found support for aspects of both Hutchinson's and Supples' conclusions. 



18 

Error 

The distinction between error and "bad practice" is not sharp or always clear, but it 

is nonetheless important. Although a full exploration of error is beyond the scope of this 

discussion, selected research will be examined in relation to the problem at hand. 

Everybody makes mistakes. Paget (1988) described medical work as "error-ridden", 

meaning that the possibility of error is embedded in clinical work, and that the potential for 

and experience of error deeply influences the nature of clinical practice. 

Biordi (1993) reported on a "participant-observation" study of hospital nurses and the 

informal practices of error management and categorization. Biordi described three 

progressive categories of error, the descriptions of which suggest considerable overlap with 

"bad practice". These are (1) "technical errors", honest mistakes or lapses in technique; (2) 

errors of judgement, also "honest errors", but of role content, "where the nurses chose wrong 

strategies of either heroics or insufficiencies" (p. 42); and (3) "normative error", which is "a 

breach of honesty, trust, or responsibility that raises serious doubts about the validation of 

the nurse as a nurse" (p. 43). Like Supples, Biordi found that a normative error, because of 

its seriousness, becomes an administrative issue. 

The judgmental error of "heroics" was described as nurses' doing "too much for too 

many patients, or too much for just a few at the expense of their other patients" (p. 41 ). 

"Insufficiency" was defined as choosing "inadequate or wrong (inappropriate) strategies" (p. 

41). The nature of these errors in judgement is not entirely clear to this reader. The 

judgements involved seem at times to be closely aligned with Benner's descriptions of 
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"skilled ethical comportment" (Benner, 1991), i.e., as resting on values embedded in 

community and a knowledge of clinical possibilities, and requiring decisions which are 

resistant to formal rules or explication. However, these errors seem to refer less to patient 

needs than to staff needs, such that "inappropriate heroics", for example, are risky because 

they jeopardize the consensus about the workload of the unit. 

A useful feature ofBiordi's work is that it described nursing in the context of working 

conditions, and links the concepts of "error" with those of "choice" and "risk", i.e., that 

strategies are chosen which entail various risks. Biordi described "caring" as central in the 

categorization of error, and defined caring as both "a duty and obligation" and as "a 

connectedness to patients and colleagues" (pp. 39-40). 

Biordi's conclusions echo those of Hutchinson, when she wrote that "normative error 

reminds nurses of what otherwise is taken for granted ... Mistakes show nurses what they are 

willing to risk, individually and collectively" (p. 44). In contrast to Supples, who focuses on 

the dilemmas of managers, Biordi described the dilemma for staff nurses in terms of a 

"bipolarity of accountability" (p. 44), i.e., the responsibility of each nurse both for their own 

professional practice and also to "corporate" practice, i.e., the work-group or unit-level 

practice. 

Arndt (1994) used "discourse analysis" to explore the experience of making a 

medication error. In addition to "the factual occurrence", Arndt found that the context of the 

events was crucial to the experience of her participants: the responses of co-workers and 

supervisors, and the working conditions that may have contributed to the error. A crucial 
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aspect of coming to terms with having made a mistake was placing oneself "within the 

sphere of human fallibility", which she also calls "reconciliation with human precariousness" 

(p. 524). 

Nursing Management 

Two areas of nursing which might be expected to concern themselves with quality 

of practice are mana~ement and quality assurance. These overlap somewhat, as quality 

assurance is traditionally a management activity, but quality assurance (QA) has developed 

an extensive literature in its own right, and so will be discussed in the following section. 

Management and QA share a reliance on the idea of objective, explicit, shared, and 

meaningful standards, against which practice can be compared (Redfern & Norman, 1990). 

It should be noted that in most cases, the management and QA literature are both essentially 

normative or prescriptive; that is, they tell us what we should do, rather than describe or 

evaluate what we have done. 

The management literature concerning quality in practice is framed by three 

interrelated concepts: competency, performance appraisal, and disciplinary action. In all of 

these areas, a management process is emphasized, both as a framework for describing 

problems, and as a strategy for dealing with them (Marriner-Tomey, 1988). This process is 

described as a universal approach that can be used across settings, independent of particular 

contexts (Yoder Wise, 1995). However, this process depends on agency-specific standards 

and values, which are generally presumed rather than demonstrated. 
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Competency 

One of the designated responsibilities of nurse-managers is the ensuring of 

"competency" on the part of their employees. "Competency" is defined in relation to agency 

expectations and requirements, and specifically in relation to job descriptions (Mancini, 

1994). It includes both specific skills such as CPR and documentation, and broader 

categories of practice such as "planning care of complex patients" or utilizing medical 

technologies (Roach, 1995). Competency is portrayed as something that employees must 

initially attain (or possess) and thereafter maintain (Eichelberger, 1987). In this sense, 

competence is located within the individual, independent of the clinical situation (LaDuca, 

Engel, & Risley, 1978). 

The term "competency" is also used to refer to mandated demonstrations of particular 

skills or knowledge, .often on a recurring basis (Mancini, 1994). These "competencies" tend 

to consist of manual skills and the more peripheral aspects of practice, such as fire and safety 

protocols. It is more difficult to envision how staff "competence" in empathy, moral 

reasoning, or interdisciplinary collaboration might be demonstrated. 

Some authors distinguish "competence" from "performance". While (1994) defines 

competence as capability or potential, and performance as the nurse's actual practice, and 

notes that the correlation between these two categories is unclear. LaDuca et al. (1978) point 

out that actual ( clinical) performance, unlike potential, is inextricably linked with particular 

situations, the details of which determine the appropriateness or inappropriateness of 

professional actions. 
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Performance Appraisal 

"Performance appraisal" is the evaluation of the employee's actual practice. 

Evaluation criteria and processes are supposed to be explicit, fair, and consistent (Roach, 

1995). The criteria for evaluation are located in agency-defined standards and expectations, 

and in job descriptions (Porter, 1988). 

Eichelberger (1987) described the characteristics of an ideal performance appraisal 

system as including the following: "clear and concise standards based on legal, professional, 

and regulatory norms; clear and concise job descriptions; [and] a well-planned, structured, 

and monitored process from data collection to interview" (p. 179). Sheridan (1995), writing 

for the new graduate, recommended looking to skills checklists, and policy and procedure 

manuals. 

Once an evaluation has been made, areas of deficit must be addressed (Stein & 

Roach, 1995). Los Meyer (1984) urged managers to distinguish educational problems from 

management problems, or lack of knowledge from lack of performance. Klassen and 

Meredith (1989) proposed a tool for the evaluation of nurses with "cumulative technical 

performance deficits" (p. 24), which consists of an identification and analysis of the deficit 

based on traditional nursing process. 

Disciplinary Action 

Disciplinary action is treated as a regrettable necessity (Stein & Roach, 1995). Again, 

a process approach is recommended, consisting of clear expectations, communication, 

escalating sanctions, and opportunities for choice and decision (Mitchell, 1987). Crow (1994) 
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described "a newer type of disciplinary action" (p. 87) which emphasizes prevention through 

explicit group norms, socialization, and "self management". This is portrayed as reducing 

the need for disciplinary actions, and shifting the manager's role to that of facilitator. 

The management literature reviewed is surprisingly focused on a narrow range of 

issues such as tardiness, absenteeism, dress code infractions, and the failure to write nursing 

care plans (Marriner-Tomey, 1988; Stein & Roach, 1995). It is difficult to see how this is 

connected with the rhetoric about empowerment, self-management, and professionalism. The 

net effect is also a relative silence on substantive issues of poor practice. 

Le~al and Ethical Issues in Mana~ement 

The legal and ethical aspects of poor practice (from the managerial perspective) are 

frequently mentioned but rarely discussed. Driscoll (1995), for example, mentions the issue 

of mandatory reporting of violations of state nursing practice acts. This is presented as a 

"difficult" situation: "It may be easier to 'look the other way"' (p. 329). A scenario is 

described involving "one of your best friends", which emphasizes "the potential dilemma for 

nurses" (p. 330). Interestingly, there is no discussion offered of this scenario, nor of any 

principles involved beyond legal requirements. The chapter on ethical issues in the same 

textbook (Proctor, 1995) does not address the issue of coworker or employee incompetence. 

Guido ( 1995) also mentions mandatory reporting laws, and notes that reporting of 

incompetent practice is frequently restricted to substance abuse issues. She notes that 

mandatory reporting of incompetent practitioners "is a complex process, involving both legal 
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and ethical concerns" (p. 45). This is not further elaborated, however, and the nurse manager 

is advised to "seek clarification from the state board of nursing and hospital administration." 

Quality Assurance and Quality Improvement 

Whereas performance appraisal focuses on the individual practitioner, quality 

assurance programs concentrate on aggregate practice, the quality of the care delivered by 

the unit or agency as a whole (Schroeder, 1994). Traditional quality assurance programs use 

such techniques as chart audits and incident reports (Phaneuf, 1976). More recent writings 

use the newer terms quality improvement and quality mana2ement. The quality improvement 

literature refers repeatedly to the "old model" in which individual "bad apples" (allegedly) 

were pursued, and a "new paradigm" which focuses on trends, patterns, systems, and 

outcomes (Katz & Green, 1992). While Schroeder (1994) notes that "a balance must be 

achieved between systems accountability and professional accountability" (p. 10), Wilson 

(1994) calls for "a switch from individual responsibility to group or collective 

accountability" (p. 53, emphasis added). 

Notwithstanding their differences in other aspects, quality assurance and quality 

improvement are alike in their reliance on values and standards which must be explicit, 

measurable, shared, and significant (Schroeder, 1994). As with the practice standards 

required for individual performance appraisal discussed above, the existence (and utility) of 

these standards is presumed more than demonstrated (Redfern & Norman, 1990). The ability 

of institutions and professional bodies to develop explicit standards for the delivery of health 

care which meet these criteria remains unproved (Koch, 1992). The experience of most 
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agencies, professional bodies, and researchers has instead demonstrated the difficulty of 

producing such standards (Schroeder, 1988). 

In all these areas, there is surprisingly little direct discussion of poor practice, low 

quality, or substandard performance. Management tends to defer on the issue of "standards" 

to agencies and other sources, thereby side-stepping a central professional and practical area 

of difficulty, and ignoring the social and political influences on determination of standards 

(Redfern & Norman, 1990). The standards put forward by various institutions, professional 

groups, and legislation may not agree (Koch, 1992). Informal group norms and practices may 

also differ from official policies and recommendations. There is little discussion of the 

manager's role in addressing the prevailing level of practice (Wilson, 1994). The role of the 

individual's standards is unmentioned. 

The "management process" and the programs of quality assurance and quality 

improvement presume a faith in the ultimate congruence of needs and values between 

agencies, professional groups, clients, and individual practitioners. The effectiveness of these 

approaches in promoting quality of care is not addressed, nor is the relationship of these 

proposals to actual managerial practice. 

Professional Standards 

Other sources of standards of care are professional nursing organizations. Standards 

of care have been published by the American Nurses Association (American Nurses 

Association [ANA], 1991) and by various specialty nursing groups, such as critical care 

nurses (Sanford & Disch, 1989), nephrology nurses (Brennan & American Nephrology 
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Nurses Association, 1988), gerontological nurses (ANA, 1995), and psychiatric/mental 

health nurses (ANA Council on Psychiatric and Mental Health Nursing, 1994). These 

standards are intended to describe a form and level of practice to which nurses may be held 

accountable by professional groups. The standards thus represent an attempt to identify rules 

which are uniform across settings, and independent of agency or institutional regulations. In 

addition, professionally-developed practice guidelines are described as based on "scientific 

evidence, professional judgement, and patient preference" rather than mere tradition or 

custom (Jacox, 1993, p. 172). 

However, the efficacy, usefulness, and significance of these standards have not been 

generally assessed. Little research was found on the impact of professional standards on 

practice, staff nurses' familiarity with published standards in their specialty areas, or the 

degree of congruence between professional-group and agency standards. In the absence of 

such research, standards of care may be viewed as primarily advisory. 

Bliesmer (1990), for example, compared the revised ANA Standards of 

Gerontological Nursing Practice of 1987 to the previous version from 1976, and described 

the new standards as a substantial improvement. Nurses from one long-term care facility 

were surveyed about their opinions on the new standards, but no attempt was made to 

evaluate the impact of the standards on nursing practice. Bliesmer acknowledged that the 

revised standards have varying degrees of substance and form, and that the revised standards 

are "prescriptive rather than descriptive" (p. 12). 
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There is considerable ambiguity about whether standards represent expectations for 

current practice or goals for future practice. Billings ( 1994 ), in praising the new standards 

for psychiatric-mental health nursing, compared them to a manual or instruction book, 

available as a reference "for when you need to know" (p. 4). However, she also described the 

intent of the standards as "to bring psychiatric-mental health nursing to the present and 

beyond" (p. 3), implying that existing practice is sometimes below the new standards. 

Johnson (1991) examined the practice standards for critical-care nursing, and stated that 

these standards should be viewed as both descriptive m1d prescriptive, depending on the 

status of care at local settings. 

Professional groups that develop standards of practice encounter the same set of 

dilemmas as agency or management personnel, i.e., the choice between broad and non

specific versus explicit and reductive standards (Sutton & Arbon, 1994). The generic ANA 

Standards of Clinical Practice (ANA, 1991), for example, are intended to apply to "all nurses 

engaged in clinical practice" (p. vi). The authors acknowledge that the application of these 

standards depends on the interpretation of such crucial terms as "appropriate", "pertinent", 

and "realistic", and expect that criteria developed by specialty groups will provide additional 

guidance (ANA, 1991, p. 5). However, they acknowledge the crucial role of the nurse's 

jud2ement in implementing (and one might add, evaluating) the standards of practice. 

Lang and Krejci (1991) noted the potential for a perceived conflict between the 

concepts of practice guided by standards and practice guided by holistic approaches, and 

suggested re-framing the issue to allow for a combination of both methods. They encouraged 
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the development of standards that address more holistic concerns, while acknowledging that 

all important phenomena cannot be measured. 

In addition to standards of care and practice guidelines, nursing has a professional 

Code of Ethics which is intended to guide aspects of practice (ANA, 1985). This code 

includes statements that describe the nurse's responsibility to maintain quality of practice. 

Accountability for compliance with professional standards rests primarily with the 

legal system, through the principle of malpractice. Professional malpractice, as opposed to 

simple negligence, requires a violation of professional practice norms, such as can be 

identified by published standards of care (Guido, 1995). This process of legal liability is, 

however, a cumbersome and relatively inefficient form of enforcement of professional 

standards. 

The Influence ofBenner's Work 

The work of Patricia Benner and colleagues is central to this project in several ways. 

A thorough critique ofBenner's work is outside the scope of this discussion; however, some 

reflections on her work and its influence are in order. 

The early work of Benner (1982) was in part an identification of, and a response to, 

the difficulty of creating formal, abstract, and yet meaningful competency statements that 

could be used in the evaluation of staff nurses. The widely-cited text From Novice to Expert 

(Benner, 1984) was based on a large research project to develop a different kind of 

competency statement, one which was embedded in context, rather than abstracted out of the 
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actual practice setting. In addition, the author sought to identify areas of practice, called 

"domains", that more accurately described the reality and complexity of nursing practice. 

Much of Benner's subsequent research is concerned with the desire to identify 

excellence in practice, and with the inductive discovery of nursing knowledge -- the 

"knowledge embedded in clinical practice" in her famous phrase (these two themes are 

linked). Additional themes include a dissatisfaction with existing descriptions of nursing 

practice and clinical decision-making, and the identification of more meaningful 

"competencies" for the purposes of both education and assessment (Benner, 1982). 

The problems with Benner's work are summarized below. Each may be considered 

the disadvantage inherent in a certain aspect of her approach, and thus tied to equally positive 

aspects (Rudge, 1992). 

First, her work on excellence and expertise has focused attention on the "high end" 

of the spectrum of quality. While this serves as a necessary and useful corrective to the 

traditional preoccupation with entry-level practice, minimum standards, and rule-based 

education, it has also had the effect of obscuring the issues of substandard practice, 

incompetence, and non-expert practitioners (Morse et al., 1994). Descriptions of nursing 

practice need to include the full range of quality, and allow for the understanding of, for 

example, both appropriate and inappropriate use of rules, or both "critical" and "ordinary" 

incidents (Reed, 1994). 

Second, her research approach (that of obtaining from experienced nurses narratives 

of positive practice) has similarly obscured certain aspects of the phenomena being 
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investigated. By relying exclusively on nurses' accounts of their own practice, and only on 

their own recollections of positive incidents, she has indirectly fostered the neglect of other 

data and other perspectives (Purkis, 1994). These might include observations of practice, 

patients' accounts, narratives by nurses of others' practice, or reflection by nurses on more 

ambiguous incidents from their own experience (Meerabeau, 1992). The reliance on 

subjective narratives also neglects the social influences on both practice and understanding 

(Rudge, 1992). 

Third, the focus on intuition and empathy, and their presumed links with caring and 

expertise, has led to a neglect of the phenomena of not-caring, not-knowing, and 

misunderstanding. As Morse et al. (1994) point out, descriptions of intuition and empathy 

consistently focus on successful or accurate examples, thus avoiding the more troublesome 

issues of relying on intuitive and empathic knowledge which are presented by unsuccessful 

or mistaken cases. 

The uncritical adoption of her proposals (or some version of them) has resulted in the 

creation of a new "dogma" or doctrine within nursing (Rodgers, 1991 ). This new orthodoxy 

assumes that experience equals expertise, intuition and caring are the norm, and shared 

values and practices are consistently beneficent. 

Caring 

Theoretical Models 

The topic of "caring" is relevant to this project in two ways. First, caring is generally 

considered a necessary (if not sufficient) attribute of quality practice. As Miller writes, 
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"Nursing without caring is not good nursing" (Miller, 1995, p. 32). Not-caring is therefore 

a logical aspect of poor-quality or substandard practice. Secondly, caring has been 

considered as the core, essence, or the central unifying principle of nursing practice (Watson, 

1985; Leininger, 1984). In this sense, quality in nursing is defined by caring; nursing without 

caring is a betrayal of its true nature or mission. Finally, in contrast to the literature on 

standards and management, the literature on "caring" emphasizes more intangible, diffuse 

features of practice. Caring is a feeling, attitude, or perspective, which guides or gives 

meaning to specific practices, and to the overall experience of the patient and the nurse. 

The term caring is used in several overlapping ways. Morse et al. (1990) identified 

five general conceptualizations of "caring" in the nursing literature. These are: caring as (a) 

a human trait; (b) affect; ( c) a moral imperative; ( d) a therapeutic intervention; and ( e) an 

interpersonal interaction. In addition, they identified two categories of outcomes: patients' 

physical responses and subjective experiences. However, they note that many authors use the 

terms care and caring in ways that involve more than one of these categories. 

This framework might also be used to construct parallel categories of not-caring. The 

second through fifth categories could be reformulated to say that "not-caring" is: an affective 

deficiency; a moral error; a therapeutic error or omission; or an interpersonal problem. 

Caring as "a human trait" is more difficult to translate into a category of not-caring. If caring 

is a way of being human, or a way of being in the world, then what is uncaring, or inadequate 

caring? Roach (1987) claims that "when we do not care, we lose our being ... " (p. 15). 
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Empirical Research 

Empirical research on caring has used both qualitative and quantitative approaches. 

Quantitative approaches have tried to measure patients' and nurses' perceptions of caring 

(see, for example, Larsen & Ferketich, 1993; Mayer, 1987; and Valentine, 1991). Kyle's 

(1995) review of research on caring emphasizes the incongruence that is frequently found 

between nurse and patient perceptions of caring behaviors, particularly the different value 

placed on instrumental versus expressive (or affective) behaviors. Kyle notes that much of 

this research depends on what is "taken-for-granted". Do nurses assume technical 

competence? Do patients assume expressive caring? Is there a hierarchy of caring needs or 

expectations? 

There has been relatively little research done on the phenomena of "uncaring or 

careless encounters" (Morse et al., 1990, p.10). No studies were found on the experience of 

non-caring from the perspective of the nurse. Perhaps the most striking work found on non

caring from the perspective of the patient was done by Reimen (1986a, 1986b), who 

explicitly locates her work in the context of "the lack of caring that is evident in the health 

care system today" (Reimen, 1986a, p. 85). Using a phenomenological approach, she 

investigated the experience of caring and non-caring interactions with nurses from the 

patient's point of view. Reimen found that non-caring interactions were vivid, intense 

experiences for her informants. "When asked to describe a caring and a noncaring interaction 

with a nurse, the patients consistently and immediately described the noncaring interaction 

first" (1986b, p. 33). 
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Common themes in the descriptions of a non-caring interaction included: the nurse 

being present briefly or not at all, only to get the job done, appearing too busy and in a hurry, 

failing to recognize the client's individuality, not listening, not responding; the client feeling 

treated roughly, coldly, as a child rather than an adult, and as an object rather than a person; 

feeling scolded, ignored, and as a result feeling frustrated, angry, scared, depressed, and 

upset. Caring was summarized as being existentially present; non-caring was therefore an 

existential absence, avoidance, or withdrawal. 

Drew (1986) also situated her research in the context of a dissatisfaction with "the 

quality of human interaction" in the health care system. "What is wrong with the way we 

provide care?" she asked (p. 39). "Why is clinical competence not enough?" Drew used the 

concepts of "confirmation" and "exclusion" to describe positive and negative experiences of 

caregivers by patients. Her reports of patient descriptions of uncaring encounters echo those 

ofReimen. 

Drew identified caregiver burnout, or the depletion of emotional resources, as 

contributing to the display of uncaring behaviors. Reimen (1986b) suggested the following 

factors may contribute to noncaring behaviors by nurses: the institutional emphasis on 

efficiency; the lack of caring fur nurses; the patients' more general loss of control on entering 

the hospital, which makes it easy for nurses to infantilize them; and the increase in 

technology, resulting in the tendency for nurses to be "monitoring the machines" rather than 

persons. However, Reimen's suggestion for change -- "existential presence" -- relies on 
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individual initiative and choice, and fails to address the social, structural, and institutional 

factors that she identifies as influential. 

Good Patients and Bad Patients 

Several interesting issues related to caring have been raised in connection with a 

specific type of practice error, namely the practice of labeling patients as "bad". Nicksic 

(1981), for example, in an essay about "problem patients", asked whether the problem was 

not really located in "problem nurses." As far back as 1955, Morimoto described a conflict 

between two principles of nursing practice. If we attempt to treat all patients equally, she 

noted, we risk the routinization and impersonalization of care. On the other hand, if we 

"personalize" or individualize care, we risk favoritism and preferential treatment. (In ethics, 

this is known as the conflict between formal and substantive justice.) 

Kelly and May (1982), in a thoughtful review of the literature on "good and bad 

patients", raised several interesting issues. First, they pointed out that most research on the 

phenomenon of good and bad patients adopts a "high moral tone" or prescriptive stance. This 

ignores the functional purposes of labeling. Second, most studies take a reductionistic, 

behaviorist, and an essentially static view of the phenomena, ignoring both social context and 

interaction or dynamic aspects. 

There are clear analogies with caring and uncaring: the high moral tone, the static 

view, the decontextualized descriptions. If, as Kelly and May claimed, "the role of the caring 

nurse is only viable with reference to an appreciative patient" (p. 154 ), then explanations of 

the nature and practice of caring will need to expand to include more interactional 
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perspectives. The phenomenon of caring as an interaction or a dialectic is not well articulated 

within the nursing literature. Parker, Reynolds and Ward (1995) have pointed out the 

tendency of caring enthusiasts to ignore the existing, substantial literature from the fields of 

psychology and psychiatric nursing. 

Carin~ and Education 

In the area of caring and nursing education, Bevis and Watson (1989), Diekelmann 

(1990), and others have developed the idea of a "caring curriculum", in response to 

traditional curricula which are considered both uncaring and ineffective. Halldorsdottir 

( 1991) noted the similarities in descriptions of the experience of uncaring by patients and 

nursing students. Paterson et al. (1995), in a study of how students learn to care, reported that 

"students can learn as much from observing uncaring behavior as they can from caring" (p. 

607). In one of the few articles found that addressed the issue of student incompetence, 

Symanski (1991) focused on the guilt and self-blame that may be experienced by a teacher 

who fails a student, and suggested re-framing the situation to involve a "higher form of 

caring". 

Carin~ in Nursin~ Mana~ement 

Caring in nursing management was described by Brown (1991) as promoting 

empowerment, but also as relying on competence, specifically "trusting and valuing the 

competence of the staff" (p.128). The trust in competence allows the administrator to permit 

greater autonomy and freedom, including the freedom to make mistakes as part of learning. 

However, the tension between allowing tolerable mistakes and trusting in competence is not 
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explored. Ray (1989) developed a theory of "bureaucratic caring" from her study of 

organizational culture and hospital administration, and found that the meaning of caring was 

"markedly influenced by the role and position a person held" (p. 35), and their place within 

the organization. 

Several authors have connected non-caring with external factors such as economic 

forces. Miller (1995) identified hospital downsizing, cost-containment pressures, and work 

redesign as threats to caring practice. Darbyshire (1993) described caring as being opposed 

to purely economic criteria, and caring practices as distorted by "the tendency to force them 

into a framework of effectiveness, efficiency, and commodification" (p. 507). Similarly, 

MacPherson (1989) and Johnson (1986) identified the growing prominence of for-profit 

health-care agencies as threats to nurses' caring. 

Few direct discussions were found of "caring" in relation to the development of 

standards, performance criteria, or competencies. In addition to the general problems 

associated with performance criteria and standards discussed previously, a major obstacle 

seems to be the conflict between the ideas of caring as a set of behaviors (Wolf, Giardino, 

Osborne & Amrose, 1994) and caring as an intention (Gaut, 1986). 

Van Kaam (1959) noted that the nurse's interest in the patient "must be genuine and 

honest; it cannot be feigned" (p. 1710). However, the intention to be caring is not sufficient; 

the desired outcome is not that the nurse feel caring, but that the patient feel cared for. Thus 

Miller (1995) called for caring to be viewed "as a set of skills that can be improved" (p. 32). 
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The risk of this approach, of course, is that "caring" may become reduced to technique -- a 

technique which can then be applied in an impersonal, technical way (Dunlop, 1986). 

Nursing Conceptual Models 

There is a general lack of discourse on the level of nursing conceptual models about 

the phenomenon of "bad practice", and about how to account for it within our theories of 

nursing. There are implied definitions, for whenever particular values or attributes are 

described as features of "good nursing", then (presumably) the absence or lack of those 

values would constitute "bad practice". For example, if Watson (1985) values interpersonal 

~ as a positive aspect of nursing, then the lack of caring should constitute bad nursing. 

However, at this point there is a certain ambiguity, for often these theories or 

conceptual models do not merely say, the good or superior nurse does this, or is this way 

with clients; if you do not do this, you are not being a good nurse. Rather they say, 1h.itis 

what nurses do, this is the essence of nursin~; if you do not do this, you are not being a nurse. 

Oversimplifying somewhat, this formulation implies: nursing is good, bad actions are not 

nursing actions. This places the problem outside nursing. This is, of course, both dishonest 

and dissatisfying. A similar circularity was noted by Morse et al. (1994) in their analysis of 

the concept of "sensing patient needs", discussed previously. 

In addition to the implicit accounts mentioned above, there are a few more explicit 

discussions of the phenomenon of bad practice. Orlando ( 1961) developed her model of 

nursing based on observations of nurse-patient interactions, in which the initial analytic 

distinction made was between good and bad practice (Schmiedling, 1986). Her early text 
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(1961) is filled with closely observed and vividly described examples and counter-examples 

of nurse-patient interactions, in which the patient is either understood or misunderstood, 

comforted or discomforted, helped or not helped. 

Paterson and Zderad's (1988) model of humanistic nursing includes an 

acknowledgment of the nurse as a particular human being, embodied in a situation, and 

therefore as capable of anger, aggression, impatience, envy, and rejection, as tenderness, 

caring, courage, or trust. Paterson ( 1978) discussed how the lack of healing or integration 

within individual nurses is connected with the inability to be therapeutic. 

Summary 

Studies of substandard practice, error, and legal violations suggest that such topics 

contain important information about the nature of nursing work. The "power and 

dangerousness" of nursing, as Hutchinson calls it, and the complexities of nurses' working 

conditions, are revealed when things go wrong. 

The nursing "management process" relies on the idea of explicit rules, values, and 

standards, but nursing work has been difficult to capture in formal, abstract rules. Likewise, 

programs of quality assurance and quality improvement presume that institutions be able to 

identify values that are shared by all providers and congruent with the needs of patients, and 

be able to develop standards that are both measurable and significant. Such values and 

standards have been promised more than delivered. 

Benner's work has been in part a response to such dilemmas, and has sought to 

develop knowledge about expert practitioners. Although compelling on its own terms, both 
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her approach and her findings have tended to obscure certain other features of nursing 

practice. These include: the non-competent practitioner; the phenomena of not knowing, not 

caring about, or misunderstanding the patient; and the perspectives of patients, colleagues 

or other observers, of events described by the nurse. 

The ubiquity of the term "caring" in nursing discourse makes it both important and 

difficult to define, for it is used in significantly different ways by different researchers. The 

ideology of caring declares that safe and competent practice is not enough, and that the 

actions must be performed in a "caring" way, though what that means precisely is 

problematic. Caring as a clinical intervention is crucial to nursing's concept of itself and to 

patients' expectations, although nurses and patients may disagree on how caring is 

demonstrated or effected. Not-caring has been less frequently examined, but shows 

significant congruencies when it is described. 

The literature on "bad patients" (difficult or problem patients) suggests that viewing 

the nurse-patient encounter as an interaction or a process allows for a richer, more complex 

understanding of nurse-patient relationships. Orlando's model of "dynamic nurse-patient 

relationships", and Paterson and Zderad's model of humanistic nursing (nursing as a dialogue 

between embodied persons), both provide useful theoretical frameworks for examining the 

malfunctions of nursing practice. 

A review of the relevant literature confirms the significance of the question of "bad 

practice", and the absence of existing studies of nurses' experiences with incompetent, 

uncaring, or pernicious colleagues. 
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CHAPTERTHREE:METHODOLOGY 

Introduction 

In this chapter, the research approach and the research design will be discussed and 

justified, and the approach to the assessment of rigor will be described. 

Description and Justification of the Research Approach 

The research approach used in this study was phenomenology. The purpose of 

phenomenological research is to discover the meaning of the lived experience, or the 

meaning of the experience as lived by human beings (Oiler, 1982). Phenomenological 

research is grounded in phenomenological philosophy and psychology, in which persons are 

viewed as self-interpreting, purposive beings, existing in particular situations or contexts in 

the world (Ornery, 1983). The meanings of the experience are derived from analysis and 

interpretation of interviews with the individuals who experience the events or situations 

which the researcher seeks to understand. 

Phenomenology is appropriate as a research approach either when little is known 

about a subject (Polit & Hungler, 1995), or when the object of research is the understanding 

or experiencing itself (Carpenter, 1995). The purpose of this study was to uncover the lived 

experience of nurses' encounters with substandard nursing practice. The approach taken was 

an examination of stories that individual nurses told about their experiences with other 

nurses, in which the participant nurse perceived another nurse as delivering inferior or 

substandard care. Therefore, both criteria applied: little is known about nurses' experience 
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with "bad practice", and the object of inquiry is precisely the apprehension and interpretation 

of "bad practice" by nurses. 

Research Design 

Sample and Settin~ 

The purposive sample consisted of five registered nurses. Criteria for inclusion in the 

study included being a registered nurse with at least six months of work experience, 

English-speaking, and willing and able to provide a rich description of an experience relevant 

to the project. Participants were drawn from Tucson-area nurses known to the researcher. 

Although a "representative" sample was neither possible with such a small number, nor 

necessary with a qualitative approach, attempts were made to find participants who had 

worked in diverse health-care settings and nursing roles. 

The actual participants interviewed had worked in both in-patient and out-patient 

settings, and in a variety of clinical areas. Interviews were conducted by the researcher, in 

a setting convenient for each informant, providing privacy and freedom from interruption. 

One interview was conducted in a private meeting room at the library; two took place in 

conference rooms at the College of Nursing, and two were conducted in the offices of the 

participants. One nurse who was invited declined to participate, citing an absence of relevant 

experiences (that is, he did not feel he had encountered significantly substandard nursing 

practice). 
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Protection of Human Subjects 

Approval for this study was obtained from the University of Arizona Human Subjects 

Committee (see Appendix A). A consent form which describes the study was provided to all 

prospective participants, and signed by those consenting to participate (see Appendix B). 

In transcribing, analyzing data, and reporting results, pseudonyms were assigned to 

each participant to assure confidentiality. The tapes were transcribed either by the researcher 

himself, or by another transcriptionist and reviewed by the researcher. The original tapes 

were stored securely in the researcher's home. No one other than the investigator has had 

access to the audiotapes. After identifying information was removed from the transcribed 

tapes, the transcriptions were reviewed by the interviewer and the principal advisor, who is 

an experienced phenomenological investigator. 

Data Collection 

In phenomenology, detailed descriptions of an experience are elicited through a 

minimum number of broad, open-ended, data- generating questions (Colaizzi, 1978). For this 

study, the following question was used to elicit a detailed description: 

"Please tell me about an experience you have had with nursing practice that 

seemed to you particularly "bad" -- i.e. incompetent, uncaring, inappropriate, 

or inferior in some way. This experience could be as a coworker or a student, 

as a patient yourself, or as a family member, friend, or visitor. Please describe 

the experience as fully as you can, including all your thoughts, feelings, and 
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actions. Please keep talking until you feel you have said all you need to about 

the experience." 

The question was provided to the participants at least three days prior to the 

interview, so that the participants had time to remember and reflect on the experience. 

Follow-up questions were used to clarify, enrich, or explore further topics raised by the 

nurse. The investigator refrained from asking leading or closed-end questions, in order to 

avoid imposing judgment or bias on the participant's account. Instead, comments by the 

interviewer functioned as prompts, requests for further detail or clarification. Examples of 

this sort of comment included, "Tell me more about that..." "How did you feel when that 

was going on ... ?" "Are you saying that you felt scared at that time?" Non-directive interview 

approaches are particularly important when gathering information about topics which may 

be viewed as deviant, unethical, or troublesome (Snow, Zurcher, & Sjoberg, 1982). The 

interviews continued until the informant and the interviewer felt that they had obtained a 

complete description of the experience. The interviews were audiotaped, and lasted between 

forty-five minutes and two hours each, with an average time of approximately one hour. The 

tapes of the interviews were transcribed verbatim. 

Data Analysis 

The following steps of analysis were used, following the procedures described by 

Colaizzi (1978) and Hycner (1985): 
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A. tapes were listened to again by the interviewer to gain familiarity with the overall 

description, and to ensure accuracy of the transcriptions; 

1. extraction of significant statements; 

2. restatement of each significant statement into a more general form; 

3. formulation of statements of meaning; 

4. organization of formulated meanings into themes, theme clusters, and theme 

categories; 

5. arrangement of themes, theme clusters, and theme categories into an 

exhaustive description of the experience; 

6. formulation of a description of the essential structure of the lived experience; 

7. validation of the description of the essential structure of the experience with 

participants. 

A crucial step in the process of phenomenological interpretation is the "bracketing" 

of the researcher's preconceived ideas, assumptions, and expectations (Ornery, 1983). 

Through this step, the researcher attempts to become more open to the phenomenon, more 

able to respond to it on its own terms, to "the thing itself' in Husserl's phrase (Streubert, 

1995a). In attempting to bring to consciousness and then set aside one's expectations -- what 

is sometimes called the phenomenological reduction -- one must keep in mind the 

impossibility of a complete reduction (Hycner, 1985). The assumptions of this researcher 

were described in Chapter One. The process of "bracketing" continued throughout all stages 

of data analysis. 
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Following the transcription of the tapes, the researcher listened to the tapes and read 

through the transcripts several times, in order to gain a sense of the whole (Hycner, 1985). 

The next step was the extraction of significant statements, and the translation of them into 

a more general form. Next, the significant statements and restatements were studied to draw 

out the meaning of each. These "formulated meanings" were phrases which made explicit 

the meanings which were contained implicitly in the words ( sounds, gestures, and silences) 

of the interview. This step is thus a crucial interpretive phase in analysis, treacherous but 

unavoidable, in which the researcher must "leap from what his subjects say to what they 

mean." (Colaizzi, 1978, p. 59) 

The formulated meanings were then studied, and themes identified; these themes 

were grouped into theme clusters and theme categories. The theme clusters and theme 

categories represent progressively higher levels of affinity or commonality. The themes, 

theme clusters, and theme categories were arranged into an exhaustive description of the 

experience. Next, the common elements of the experience as represented in the exhaustive 

description were integrated and synthesized into a statement of the essential structure of the 

lived experience. 

The final step in the process was a validation of the essential structure of the 

experience with the research participants. Three of the five participants were contacted, were 

read or given copies of the description of the essential structure, and were asked to confirm 

or correct the description as provided. All of these participants confirmed the description of 
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the essential structure of the experience. Attempts at contacting the other two participants 

were unsuccessful. 

Assessment of Rigor in Qualitative Research 

The criteria for evaluating the adequacy or rigor in qualitative research are necessarily 

different than those used to judge quantitative research (Sandelowski, 1986). Guba and 

Lincoln (1989) have proposed a set of parallel criteria, which they term the "trustworthiness" 

criteria, and which are widely used to evaluate qualitative nursing research (Streubert, 

1995b). 

Credibility is parallel to "internal validity" in quantitative or positivist research, but 

the focus is on establishing a good match between the "constructed realities of the 

respondents ( or stakeholders) and those realities as represented by the evaluator and 

attributed to various stakeholders." (Guba & Lincoln, 1989, p. 237) In other words, has the 

researcher fairly and meaningfully understood and communicated the essence of the 

subjective experience of the participants? 

Techniques used in this research for increasing credibility included the following: 

prolon2ed en2a2ement with the topic, in order to understand the culture and establish rapport 

with the participants, and persistent observation, to provide depth of understanding. The 

researcher's ten years of experience as a staff nurse in acute-care medical and psychiatric 

units, and shorter periods in community-based home care of medical and psychiatric patients, 

have provided ample opportunities for prolonged engagement and persistent observation. 

Pro2ressive subjectivity is inherent in the steps described by Colaizzi. Peer debriefin2 



47 

occurred via a graduate seminar on qualitative research. Member checks, or validation of the 

results with participants, occurred at the end of the data analysis, when the description of the 

essential structure of the lived experience was formulated. 

Transferability is equivalent to external validity or generalizability. The purpose of 

this criterion is to evaluate the usefulness or relevance of the interpretation for the reader (the 

receiver, in Guba & Lincoln, 1989). The major strategy for establishing transferability is 

providing a "thick description", i.e. enough data about setting, context, methods, and results 

so that the reader can meaningfully judge the applicability of those results. 

Dependability is parallel to the conventional criterion of "reliability", in that it is 

concerned with the stability of the data over time (Guba & Lincoln, 1989). Confirmability 

is analogous to "objectivity", and is concerned that the results are "rooted in contexts and 

persons apart from the evaluator and are not simply figments of the evaluator's imagination." 

(Guba & Lincoln, 1989, p. 243) Both confirmability and dependability were supported by 

establishing an "audit trail", a documentation of the processes and methods used, and the 

decisions made, during the inquiry. Data management strategies used to develop an audit 

trail included numbering the significant statements in order to keep track of them, and using 

a computerized word-processing program to follow successive stages of the process. 

Summary 

The research approach used in this study was phenomenology, in which the object 

of inquiry is the meaning of the lived experience of the participants. The procedures for 

protection of human subjects, data collection, data analysis and interpretation have been 
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described. Rigor in qualitative research was assessed in reference to explicit standards 

appropriate to the paradigm, following the criteria proposed by Guba and Lincoln (1989). 
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CHAPTERFOUR: RESULTS 

Introduction 

In this chapter, a summary of the results of the research inquiry will be presented. 

First, the participants who were interviewed will be described, and an overview of the theme 

categories will be presented. Next, each of the theme categories and the major theme clusters 

will be discussed, and examples of common themes will be given, using excerpts from the 

interviews to illustrate key points. Finally, the essential structure of the lived experience of 

encountering "bad practice" in a fellow nurse will be presented, as a summary of the 

common experiences described by the participating nurses in this study. 

Description of Sample 

Five registered nurses were interviewed. All were Caucasian females, ranging in age 

from 35 to 50 years. Years of practice in nursing ranged from 6 to 26 years. Three 

participants had earned a master's degree in nursing, one had earned a bachelor's degree, and 

one had an associate degree. Three of the nurses also possessed a bachelor's degree in an area 

other than nursing. 

Practice areas at the time of the interviews included oncology, maternal/child, 

psychiatry, and nursing education. Practice roles at the time of the interviews included staff 

nurse (1), team leader (2), manager (1), and clinical nurse specialist (1). Three participants 

were working in hospitals at the time of the interviews, and two were working in outpatient 

settings. All names used in this discussion are pseudonyms. 
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The first interview was with "Laura", age 36, who had been a registered nurse for six 

years, with experience in a medical specialty area. She told two stories. The first was about 

a nurse who worked intermittently on her unit, with repeated difficulties in proper care of 

patients with central lines. Her second story concerned a nurse with repeated instances of 

unsafe clinical practice and inappropriate behavior with peers. 

The second interview was with "Rebecca", 41 years of age and an RN for eight years, 

with experience in both community and inpatient mental health nursing. Her story concerned 

an incident in which a fellow nurse displayed poor judgment in responding to a patient crisis. 

She also discussed her struggles with the overall quality of practice on a unit where she 

formerly worked. 

The third interview was with "Miriam", age 50, an RN for 26 years, with experience 

m a variety of medical, surgical, and psychiatric settings. Her story was about her 

experiences during the time her mother was a patient on a medical unit. 

The fourth interview was with "Joanne", age 4 7, an RN for 18 years, with experience 

in medical and ICU nursing, and nursing management. She told numerous interconnected 

stories about her experiences as a manager of a medical unit. 

The fifth interview was with "Karen", age 35, an RN for 11 years with experience in 

maternal/child nursing. She first discussed her experiences with a former colleague who was 

discovered to be stealing narcotics. Her second story concerned a nurse with repeated 

instances of unprofessional behavior, eventually accused of providing inadequate care to her 

patients. 
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Results of Data Analysis 

Overview of Theme Cate~ories 

From the five interviews that were conducted, and following the analysis described 

in Chapter 3, 1874 significant statements were identified. These were eventually sorted into 

nearly 170 themes, which were in turn grouped into 27 theme clusters and six major theme 

categories (see Table 1). The theme categories were Encountering the Problem, Defining the 

Problem, Dealing with the Situation, Relationships with Colleagues, Describing the Work 

of Nursing, and Feelings and Aftershocks. 

Table 1: Theme Categories: (All) 

Encountering the Problem 
Defining the Problem 
Dealing with the Situation 
Relationships with Colleagues 
Describing the Work of Nursing 
Feelings and Aftershocks 

Theme Cate~ozy: Encounterin~ a Problem 

In telling their stories, the participants began by describing the context in which the 

situations of "bad nursing" were encountered. Important elements of this context included 

describing the setting, their relationships with other persons, and their own positions in the 

work-group (see Table 2). 
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Table 2: Theme Category: Encountering the Problem 

Theme Clusters: How It Started 
How I Encountered It 

Problems presented themselves in various ways. Some problems appeared suddenly 

or were discovered by accident, like coming around the comer and finding something amiss, 

while other problems appeared more gradually. Many of the stories were about trends or 

patterns, in which the participant nurse slowly became aware of an emerging problem. 

Another part of the context for some of the narratives had to do with common 

knowledge on the unit -- what others knew or didn't know. For example, Laura began one 

of her stories by describing how "everybody knew it was going on": 

Laura: We had an incident a couple of years back with one of our nurses ... 

He was substandard, everybody knew he was substandard ... But 

nobody would put it on paper. No-one wanted to write it up. 

In contrast, Karen began with what was not known: 

Karen: At first what had happened was narcotics were disappearing 

and all the staff nurses were questioned by hospital security. 

And so at that point no one knew who was involved in it and 

we all kind of became suspicious of each other. And that was 

very difficult ... all of a sudden there's something going on and 

you start suspecting your co-workers. 



53 

For Miriam, whose mother was the patient, it was important to locate the story in the 

context of the realization that her mother was more ill than previously, which affected both 

the duration and meaning of this hospital stay: 

Miriam: Two years ago she starting having urinary tract infections. So she was 

in the hospital maybe a total of 3 times. But it was overnight or 2 

days, put her on antibiotics, send her out... It was very different. This 

was probably the first time that it was more major. 

Theme Cate~ozy; Definin~ the Problem 

This theme category reveals the multi-dimensional aspects of the "bad practice" 

encountered by these nurses. Just as the work of nursing involves a number of 

responsibilities, tasks, and attributes, so also are there numerous ways in which this work can 

go wrong. The descriptions of the problems were sorted into seven clusters (see table 3). 

Table 3: Theme Category: Defining the Problem 

Theme Clusters: Specific Kinds of Deficits in Care 
More General Kinds of Deficits 
Breakdown of the Nursing Process 
Impact on Other Staff 
Standards and Expectations 
Why It's a Big Deal 
Other Aspects of the Situation 

······························································································································································································-
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The first theme cluster included specific types of deficits, such as technical errors, 

or not protecting the patient's dignity. The second cluster described more general kinds of 

deficits, such as a lack of judgement, being too passive, or not taking responsibility. 

An example of a more general kind of problem was Rebecca's description of "having 

to spell it out": 

Rebecca: I guess what I felt was that I shouldn't have to be giving that kind of 

direction. That the people coming on could jump in and realize [ what 

needed to be done next]. I felt kind of frustrated that I had to say, you 

know, this is exactly what happened, so this is what should happen 

next, and make sure that all the other patients aren't awake and having 

trouble with this, and that kind of thing. 

The third theme cluster, and broadest type of problem, concerned what might be 

described as a complete breakdown of the nursing process: i.e., the failure to assess the 

patient, to make a plan of care, to know the plan of care, and to communicate and connect 

with the family. 

Miriam: I didn't get the sense that anybody really read the nursing data base, 

all those individualized things [that I had told them about my 

mother] ... The nurses did not seem to know what the plan of care was, 

what the goals for the shift were, the goals of the day. So that when 

I would come in in the morning and find out if the physicians had 

been there, and [ask] what the plan was or what going to be 
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happening, by and large they never really knew .. People were not 

thinking about what was going on, and putting together all of the 

pieces ... Just the whole lack of communication, not thinking and not 

really knowing what the needs were of this one particular person ... 

I didn't like that at all. 

The fourth cluster described problems in terms of the impact on other staff. Themes 

included being unfair with patient-care assignments, not doing one's share, and 

unprofessional behavior in front of other staff or visitors. 

The fifth cluster in this category involved the basis for making judgements about 

quality of practice. All of the participants described their judgements in reference to some 

set of standards or expectations, though they differed as to whether they used personal 

standards, unit expectations, or professional norms. Often, these nurses described a 

combination of standards (these issues re-appear in the category "describing the work of 

nursing", which is about defining or describing quality). 

For example, Laura emphasized unit protocols, standards of care, and patient needs, 

although in describing those, she acknowledged the element of individual interpretation: 

Laura: I just feel, maybe its because of the way I am, there's some things you 

can let slide a little bit, but there are some things that you need to be 

aware of, that are important, and dangerous, and you need to act 

accordingly. She's been counseled three different times ... about how 

serious the consequences are for the patient when you don't follow the 
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proper protocol...On [this unit], there's a certain competency level that 

everybody has to achieve ... And if she can't meet those, then she 

needs to not [ work for us] anymore. 

Miriam described the deficits in care that she observed as "the basics -- Nursing 101." 

Miriam: So in looking back it was a lot of the nursing basics, a lack of 

communication, a lack of taking responsibility ... Those things that 

nursing has control over and is responsible for, and taking great pride 

in doing because that's what helps people get better. 

The sixth cluster explained why the participant nurses felt they could not ignore the 

situation -- why "it's a big deal". All of the participants emphasized the distinction between 

an isolated incident or an understandable mistake, on the one hand, and a continuing pattern 

of poor care, on the other. In all of these stories, there were factors that created a situation 

outside of the normal course of events. Reasonable allowances were made, but in the face 

of multiple events, a persistent lack of improvement, and in some cases, patient complaints, 

these nurses felt that they were obliged to take some action. 

Miriam: I don't think there was one particular thing that said, this is it, I've got 

to report this ... But it got to the point that, this was more than just one 

bad hair day. This was day in and day out... Finally it got to be, I said 

no, this is wrong. This is not good nursing care ... and they have to 

know this. 
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So the first time I really wasn't, I mean I was concerned, but I felt we 

had taken care of it. I had counseled her on it, and I thought that we 

were gonna move forward. And the second time I was a little bit more 

concerned, and I said, "we had this problem before, and I thought that 

you understood." And she said she did. The third time I was ... quite 

upset, and that's what's prompted me to write the note to her 

supervisor ... I feel like you have to give people the benefit of the 

doubt, that they do understand the gravity of the situation ... I feel bad 

that it's come to this point, but I also can't ignore it. 

The final theme cluster in this category described the wider circumstances of the 

encounters with "bad nursing" -- for example that it wasn't just the nurses, or it wasn't just 

at the hospital -- as well as counter-examples ( examples of good care). These themes remind 

us that encounters with health care by both patients and nurses are often experienced as 

wholes rather than discrete parts. Nonetheless, these participants were able to identify 

specific problems of nursing care, in relation to their expectations and standards of care. 

Theme Cate"ozy; Dealin" with the Situation 

Although defining or describing the nature of the problem was, in most cases, not that 

difficult for the participants, deciding on the appropriate response was considerably more 

difficult. The participant nurses took a variety of steps to deal with the situation, involving 
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a process of first deciding to do somethin2, and then deciding ~ to do, often through a 

series of steps of escalating seriousness (see Table 4). Some of these steps were focused on 

the immediate clinical situation, such as protecting the patient. Other actions involved 

confronting and counseling the other nurse, going to management, and coping with the fall-

out from those actions. At each point in the process, there were factors that held the 

participants back, or created stress and conflict. As this category is especially tangled and yet 

crucial, the clusters will be discussed in greater detail. 

................................................................................................................................................................................................... 
l Table 4: Theme Category: Dealing with the Situation 

Theme Clusters: Doing What Had to be Done 
Doing What the Nurse Should've Been Doing 
Confronting the Situation 
What Holds Me Back? 
Going to the Management 
What Management Does 
How the Other Nurse Responds 
Dealing with the Other Nurse Afterwards 

................................................................................................................................................................................................... , 

The difficulties the participants describe illustrate the contextual web of relationships 

and expectations, in which nurses considered the interventions perceived as being available. 

The process described by these nurses was not strictly linear, but more circular or spiraling. 

As can be seen in the examples that follow, several actions were often taken 

simultaneously, and the consequences of each step created the conditions for following 

actions or feelings. 
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Doin~ What Had to Be Done, 

This cluster refers to actions taken by the participant to respond to the direct clinical 

needs of the patient. These actions included making suggestions, fixing the problem oneself, 

reminding the other nurse of official standards or protocols, and protecting the patient both 

from clinical errors and from knowledge of staff errors and conflict. 

For example, Laura described the first occasion in which she discovered the other 

nurse failing to take appropriate care of a patient with a central line: 

Laura: I entered the room, and the [intravenous] bag was dry. The patient 

had a portacath, and her pump was shut off ... and the nurse came in 

after me and she said, "I turned it off, because we don't have the right 

hydration bag on the floor." And we went outside and I said, "In the 

future, you can't just turn off a line on a portacath, it will clot off on 

you." So I got it going again, and the patient really didn't know that 

anything had gone awry, which was good... So I had the nurse go 

over the central line protocol again and we talked about it, she 

apologized, said it wouldn't happen again ... 

Doin~ What the Nurse Should've Been Doin~. 

This cluster refers to actions taken by the participant nurse, in which she performed 

tasks that should've been done by the nurse caring for the patient. Examples of these actions 

include physical care, calling attention to salient information, and monitoring quality. The 

feeling that is central to this theme cluster is the realization that "it was up to me." 
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Nobody ever turned her ... I was there for the 12 hours, and knew that 

nobody was coming in to turn her. So if she got turned, either I 

suggested it or I turned her or something like that... She is 

incontinent, so she wears a Depends, and again, people did not come 

in to toilet her or to see if she needed to have a pad change, or see if 

she had gone. The only time it happened was when I turned on the 

light and asked for some help or said, "Do you know the pad needs 

changing? I'll be glad to help you, or could we get some more 

Depends in here?" or something like that. 

This example shows how Miriam's actions included direct helping ( doing tasks 

herself), but also trying to elicit needed care, through suggestions, reminders, and offers to 

help. 

Confrontio2 the Situation, 

This cluster describes the responses at the level of repeated errors or recurring 

patterns of practice. These responses included confronting the other nurse, counseling the 

other nurse, changing arrangements, and protecting oneself. 

"Confronting the nurse" involved pointing out the problem directly to the other nurse. 

For example, when Laura discovered the same nurse repeating the earlier mistake in the care 

of central lines, she confronted her with the pattern, tried to identify the reason, and warned 

her of the seriousness of the issue: 
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I said, "You're having a hard time with this central line protocol, did 

you re-read it?" Yes, I did. "Well, read it again, you need to 

understand that you can't let these lines go dry. If you don't have the 

right solution, flush the line with the proper flushes and call the 

pharmacy, or put a TKO line up and get an order for it. But don't 

leave your lines dry!" I said, "In this patient population, we're gonna 

run into a big problem. You've been lucky already, twice now ... " 

"Counseling the nurse" is similar to confronting, but is more focused on trying to be 

helpful: providing advice and reminders, trying to identify the nature of the problem. Several 

participants emphasized their preference for giving feedback or "constructive criticism", but 

noted that this action presumes a relationship of professional collegiality with their peers, 

which was often not present. (This issue will re-emerge in the context of the category 

Relationships with Colleagues.) 

"Changing arrangements" refers to changes that the participants made in response to 

perceived deficits in the other nurse's practice. This was usually a temporary measure. 

Examples of this include assigning the other nurse less difficult patients, and alerting other 

staff of a need for monitoring the other nurse. For Rebecca, one change that she made was 

a shift in her charting and shift-reports, in order to compensate for another nurse's perceived 

weakness in communicating important information: 

Rebecca: I had a concern about how things might be not understood or not 

communicated to other people ... I always wrote what I thought were 
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adequate notes, but I did shift my charting a little bit, knowing that I 

wouldn't maybe trust her report, so I had to make sure that my 

documentation was probably longer than it needed to be, just so I 

would feel comfortable that [the nurses on following shifts] got~ 

message. 

"Protecting myself' reflects the participant's need to establish some limits on her 

involvement or responsibility in dealing with the situation, so as to avoid feeling 

overwhelmed. For Miriam, for example, this step included a decision that she wasn't going 

to stay at her mother's bedside around the clock. In making this decision, she was aware that 

it was, in some ways, an arbitrary distinction, and reflected her need to establish some limits 

to responsibilities, amid the complicated overlap of roles: daughter, nurse, colleague, self. 

Miriam: And so that was more the reason I stayed [ during the day], was to be 

an advocate, rather than wanting to be this dutiful daughter ... So why 

didn't I stay all night? Well, I was too tired. I mean I'm not crazy. 

And I felt there could be less damage done on night, 'cause they'd 

tuck her in and let her sleep, and if she's sleeping then probably things 

are okay. I would wait every night until the night nurse came on, and 

stay while they did whatever they were going to do, and then I left. 

Goinll to the Manailement. 

When direct actions by the participants were felt to be not effective or not sufficient, 

the next step in the process involved making some kind of report to management. In the 
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accounts of the participants, this was consistently described as a big step, one that involved 

a significant raising of the stakes. Going to the manager with a problem or complaint implied 

a greater severity in the assessment of the problem, and a greater risk for both the reporting 

and reported-on nurses. 

Karen: It took us several months to really get up the nerve to report it 

because we weren't really sure and we didn't want to get someone in 

trouble unless we were really sure ... I mean this is someone's 

livelihood. This is someone's license. I think that what held me back 

is this feeling, this appreciation for what a big deal it was going to be 

-- and not wanting to get someone in trouble unless I was almost 

absolutely sure that there was a problem. 

The participants also described the reluctance of other staff who were aware of 

problematic behavior by a fellow nurse to come forward and document their observations. 

The formal policies of institutions often require such reports to be written and signed (not 

verbal or anonymous), which further highlights the perceived riskiness of the action. 

(However, participants also described incidents in which they provided information verbally 

to a manager, either in formal meetings or informal conversations -- information which was 

accepted and used.) This reluctance by others was attributed at times to a lack of maturity, 

or a lack of taking responsibility. 

Joanne: And that's another issue with people a whole lot... They're willing to 

bitch and gripe behind people's backs, but they're not willing to come 
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forward in a true adult, honest, straightforward way and say, "I've 

worked with this person, this is what I've witnessed. I'll document 

that, I'm willing to have them see that, and yes, I'm willing to have 

that be part of their record." 

The result of the reluctance of staff to report problems with peers, according to these 

accounts, was that it was more difficult for managers to take action. In addition, the 

participants in this study described feeling a greater burden of personal responsibility. When 

others did not take action, these nurses felt a heightened sense of individual obligation, as 

well as a feeling of being isolated in that burden. 

What Holds Me Back? 

This cluster describes the barriers to taking action, and the complicating aspects that 

made actions stressful and confusing. Practical barriers to follow-up included the busyness 

of work, differing work schedules, and the desire to not alarm the patient or family. More 

serious barriers included a reluctance to engage in confrontation, not being certain about the 

facts of the case, not feeling that an intervention would be effective, or feeling that action 

was more of a management responsibility. 

Participants reported hesitating to go to management from feelings of not wanting 

to appear as a "bitch" or a "tattle-tale", and fears of reprisal. Reporting substandard practice 

to a manager also signals a transition from one kind of a relationship with the other nurse to 

another. The overlapping categories of "fellow workers" and "friends" both inhibit going to 

the manager with complaints about a fellow nurse, as this is a betrayal of friendship and 
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worker solidarity. As mentioned before, the requirement of writing a incident report was 

portrayed as a significant hurdle. 

Laura: Other staff nurses when they see that someone's below standard, 

they'll talk about it amongst themselves, or they'll come and tell me, 

but they don't want to be the one to write the paperwork on that 

person. And its a little problem with the system, and I don't know 

how to fix it, to tell you the truth, of how we report incompetency. 

Because it has to be written down, and then its like, ~ tattle-taling 

on ~, and what if I do something wrong, then you'll take revenge 

onme ... 

The sense of not knowing what the consequences of a given action would be was very 

strong in many of these stories. For example, during the interview with Miriam, I had asked 

her about identifying herself as a nurse to the nurses caring for her mother, and it seemed 

initially that her reluctance to do so was related to not wanting to be perceived in a certain 

way, as "one of those bitchy family members, nurses as family members calling the shots." 

However, further questions revealed a more fundamental concern, that of simply run 

knowin~ how one might be perceived, and what the response by the staff might be. 

Interviewer: You didn't want to be that kind of family member, that kind of ... 

Miriam: You know what it was probably more? I didn't mind that. There was 

this irrational fear of, is somebody going to take something out on 

her? Is somebody going to do something because I've pissed them 
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off? Who knows? Being thrown into being a family member ... not 

wanting to be startled ... An unknown, yeah, that I might piss them off, 

and then I didn't know how that would get played out. Would they 

then give her less care than what she was getting, would they go in 

there less often, would they just figure well, she's a piddly old lady 

and her daughter's just a bitch. 

Sometimes follow-up was pending, or was not done for unstated reasons. In these 

cases, the obstacles must be inferred. 

What Mana~ement Does. 

The responses of management to the participants' reports were varied. Some were 

supportive, some were unsupportive, and some were half-hearted. 

Karen: They were thinking about doing a core charge [position], and she was 

one of the candidates, and I just went to the nurse manager and I said, 

"I feel that you need to know that when she's in charge, assignments 

are not fair." I said, "I would not consider her a candidate for core 

charge because there's a little problem with fairness and judgement." 

And [the nurse manager] said thanks. She said, "Actually that's good 

input. You're not the only one who's come to me to say this. This is 

all stuff that's going to help us with our decision." And she ended up 

not being hired as core charge. 
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The point of this story is not that the nurse's complaint of unfairness blocked the other 

nurse's promotion, but that the manager responded with appreciation, conveying that the 

information was useful and important, and even validating the participant's view by noting 

that others had made similar comments. 

On the other hand, Miriam describes a non-committal response by the manager to 

whom she complained: 

Miriam: She went through motions. She went through behaviors that made it 

look as though she was being responsive, by taking a pad of paper 

and sitting at a round table, not at the desk and all these things, that 

I know how to do for God sakes [laughs]... She did what she had 

learned that that's what you do, but there was no real feeling to it or 

no real concern. And I'm not even sure that she thought that there was 

really anything wrong either ... I question how seriously she really 

took it. 

Joanne, in her role as a unit manager, felt that the nursing administrators above her 

were not that concerned with issues of nursing practice, and were unable to be helpful to her. 

Joanne: At the time I took on that position it was a very management 

position ... it was just more of a business manager kind of job than it 

was a clinical manager. And so that was very frustrating ... 

Interviewer: Did you feel like what you were trying to do, the practice issues that 

you were struggling with, were appreciated by your boss? 
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Oh no, no, nobody [in the administration]. No. Because at that point, 

the administration really wasn't looking at clinical practice. That 

wasn't a focus . And I thought that was pretty bizarre. 

Descriptions of managers' responses included the actions that were taken (if any) 

about the issue, but equally significant was the perceived response by the manager to the 

reporting nurse as an individual. For example, after Karen went to her manager to report her 

suspicions that a particular nurse was diverting narcotics, she felt personally unsupported by 

the manager's response, even though actions were taken. 

Karen: She [the manager] said basically, "Yeah. We have the same 

suspicions ... We're talking at this time with the State Board because 

we want to deal with it in the best way and the most sensitive way." 

But she did say, "You know, it's a sensitive issue. So don't go 

spreading it around." 

Later, a series of dramatic events occurred: the suspected nurse was confronted, 

searched, and narcotics were found. After leaving work, the accused nurse drove her car into 

a tree, was brought back to the hospital as a patient, went through a rehab program, and came 

back to work. Eventually, she was caught stealing narcotics again, and was fired. Through 

it all, no support or assistance was offered to the staff nurses who initially came forward with 

their suspicions. 

Karen: I mean we were basically told to keep quiet about it. And one thing 

that really upset me is that we were never really offered counseling 
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or whatever. No one ever really came to us. Our nurse manager never 

came to us and said, "You know, I realize this was difficult for you, 

blah, blah, blah." I mean it was almost like it was swept under the 

carpet and that was it. 

How the Other Nurse Responds, 

This cluster includes the responses of the other nurse, either to the actions of the 

confronting nurse or to the actions of management. Sometimes the other nurse denied the 

problem, denied responsibility, argued about it, sought sympathy, responded with anger, or 

even counter-attacked. At other times the other nurse responded with promises to change, 

but without lasting improvement. In none of these stories did the other nurse respond in a 

fully satisfying way. 

Laura: And I had had several talks to him about how I felt that we had 

enough stress in the rooms, and we didn't need to be fighting with 

each other out in the hall... And he would always apologize, and "Ah, 

you're right, you're right, you're right", and then two, three days later, 

same thing. Things didn't go his way, he'd yell. 

It was important to the participants that the other nurse was seen as having had an 

opportunity to change, to be different. 

Joanne: And then she finally decided to look for other opportunities. But I 

wasn't unfair to her .. .if she had acknowledged what was going on, she 

could've been master of that. She could've been proactive. 
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Acknowledging that she was going to have a similar workload to her 

peers ... She did make choices ... and [finally] she just chose to leave, 

and take another position, which is what she really needed to do. 

Dealin~ with the Other Nurse Afterwards, 

Following the actions taken by the participant nurse, and the responses made by 

management and the other nurse, the participants faced the problem of negotiating the 

relationship afterwards. The complicating factors in this area included the feelings the 

participants had toward the other nurse, the uncertainty of what the other nurse knew or felt, 

and the uncertainty of what might eventually happen. Themes in this cluster included the loss 

of trust, keeping my distance, learning to deal with it, you don't scare me, and worrying 

about what's going to happen. 

Laura: I've learned that usually, it takes care of itself ... eventually they do 

weed themselves out, but while it's happening, you feel like, what's 

gonna happen, is the patient really gonna get compromised, what am 

I gonna do? It's added stress. The [work] is already stressful 

enough ... and it's just added stress when you have someone who isn't 

up to par. 

There were often ambivalent feelings toward the other nurse. This was sometimes due 

to the recognition that the other nurse had the capacity to be a good nurse, or the participant's 

feeling that management's handling of the situation had been inappropriate or unfortunate. 

Often the participants described a mix of feelings: caring for the other nurse "as a person", 
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and yet angry, disappointed, uncertain or fearful. This ambivalence seemed difficult to 

resolve, or at least to describe in a settled way. 

Karen: I had no clue she was coming back. I'd come on the unit and here she 

was. And it was a~ uncomfortable feeling, because I never really 

knew if she was told who had turned her in, and I didn't know if my 

name had ever been mentioned ... So when I just came across her I 

was really, really shocked and surprised ... And I was really kind of 

angry ... She was around then for probably a month or so before she 

was finally terminated. And actually after that initial surprise, I was 

okay with her being back but I always felt, I hope they're keeping a 

good eye on her and someone said, "Well, yeah. They're doing spot 

urine drug tests." And that's what finally got her terminated, that she 

failed one of those. But I was initially very uncomfortable and a little 

angry that she was back, especially because it was a surprise ... And 

it's not that I didn't care about her. I did care about her as a person, 

but I was also very disappointed with her. 

Theme Cate~ozy; Relationships with Collea~ues 

Relationships with colleagues were very important, and were described in 

complicated and varying ways. Some elements of these relationships have been suggested 

already. The common focus of the themes in this category was the significance of the group 

in both defining and responding to issues of practice quality (see table 5). 



Table 5: Theme Category: Relationships with Colleagues 

Theme Clusters: Relationships with Other Staff 
Leadership Issues 
"How We Got Here" 
The Perspective of a Manager 
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· ............................................................................................................................................................................................ . 

All of the situations described by the participants occurred as part of nursing work 

in hospitals, work which is highly collective. While the participants s describe a congruence 

between their own personal and professional values, they often felt a discrepancy between 

their own values and those of their fellow nurses. Each of the participants s discussed the 

staff on their units (the work-group), often at length, in terms of values, quality of care, peer 

relationships, and their own positions. In evaluating the possibilities of action, these nurses 

took into account the expectations and "culture" of the work-group. Themes concerning these 

relationships were sorted into four major clusters: Relationships with Peers, Leadership 

Issues, How We Got Here, and The Perspective of a Manager (see Table 5). 

Relationships with Other Staff. 

This cluster included themes of alienation or closeness, support or lack of support, 

cohesion versus fragmentation. Fragmentation -- the existence of cliques and sub-groups --

is portrayed both as an individual problem (i.e., as a barrier to enjoying one's job), and also 

as a unit problem, as a barrier to the delivery of quality care. Sometimes this fragmentation 
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is revealed as a result of a particular incident, while other times it forms the background for 

on-going frustration. 

Karen: One of the frustrations of myself and several of the other people was 

that when this nurse was around the unit would just feel like a party, 

and we were really upset that the management was letting all that go 

on ... She was very charismatic and so there were several people that 

were like her followers or her clique. She would be in charge quite a 

bit, and she was very unfair with the assignments. Her friends would 

get the 2 and 3 patients and the people who were not really in her 

clique would get the heavy assignments. 

Leadership Issues, 

Most of the talk about leadership concerned the difficulties nurses experienced in that 

role, such as balancing the needs of oneself and others, defining the limits of responsibility, 

and struggling to negotiate those issues with colleagues. Participants spoke of feeling "caught 

in the middle" -- between patients and staff, between management and staff -- and of trying 

to balance different values or principles. 

For each of these participants, there came a point at which they felt obliged to "take 

a stand" in one form or another, an action which was commonly portrayed as painful. For 

example, Laura described a conversation with a colleague, following a particularly dramatic 

example of poor care by another nurse. 
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After that, I still had constant complaints on him, but people wouldn't 

write it up. And I finally said, "I don't want to hear this anymore ... I 

know in my heart, when I lay down in bed at night, that I have always 

reported his substandard care. And when he kills somebody, I will 

know that I did everything in my power to prevent it. You, on the 

other hand, will not have that luxury. Because you helped him. 

Because you saw him do something really WI'Qlli:, and you didn't stop 

him. I've done everything I can to stop him. I mean, I'll feel bad but, 

I'll know in my heart, that I did everything I could have, and you 

won't. You'll know that you helped him." And she looked at me, this 

one nurse [making an expression of shock]. I said, "I'm sorry, that's 

how I feel about it." 

Although each of the participants described an act of "taking a stand" in relation to 

colleagues, what were often more prominent in their accounts were their ambivalent feelings 

about the actions they had taken. "Taking a stand" in the context of a group of nurses was 

described as a risky, difficult, and stressful experience for these participants. There was often 

an unresolved feeling to these stories, as if the participants were continuing to mull over 

these events, still trying to sort out the feelings. 
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How We Got Here, 

Each of the participants, in describing the context of the unit culture or practice 

standards, offered one or more explanations of that unit culture -- of why the staff was the 

way it was. The following are some examples. 

For Rebecca, frustration with the work group was a major thread in her narrative, 

emerging after ( and overshadowing) her initial story about a particular incident of "bad 

practice". Having previously worked in a community setting where she was relatively 

independent as a nurse, she struggled in her hospital job to find a comfortable place within 

the work-group. Ultimately she returned to community work, despite the significant pay 

decrease. While the quality of nursing practice was not the only factor ( echoing the earlier 

theme of "it wasn't just the nurses"), it was a significant element. 

Rebecca: I had that feeling a lot -- feeling like I'm working with really 

incompetent people. I was frustrated a l.o.t of the time ... I connected 

with a small group of individuals, people who I felt were competent 

and had clinical curiosity and interest. There were 3 or 4 people who 

I really felt like I was a part of. So I never felt really a part of things 

as a team ... I felt a part of a sub-group -- us, great clinicians, and 

them, the struggling clinicians [laughs] ... 

As did all the participants in this study, Rebecca offered possible explanations of the 

perceived problems with practice. In her case, she attributed it to the dominance of the 

"medical model", and the lack of clinical supervision, which made it more difficult for staff 
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to learn from and transcend their own issues. Ironically, after leaving the hospital, she found 

herself in her new job missing "the nursing piece" -- missing the common language and 

shared understandings that she identified with nursing peers. Achieving the proper 

combination -- having colleagues with whom to share and collaborate, without being held 

down by substandard group norms, or oppressed by hospital structures -- remained elusive 

for her. 

For Miriam, the deficiencies she observed in her mother's care were explained in part 

by the type of unit she was on, which she described as a "high-tech, high acuity unit, a 

specialty unit". She felt that her mother's case was simply not interesting to the staff: "She 

· wasn't a medical fascinoma, she was just a little old lady who needed basic nursing care." 

However, that explanation did not ultimately satisfy her, and she remained haunted by the 

larger question of "what's happened to nursing?" 

The Perspective of a Mana~er, 

For Joanne, speaking from the perspective of a manager, the issues of unit culture, 

and its impact on quality, were of paramount importance. She offered the most complex and 

organized account of the unit as a unit, and of her own (largely unsuccessful) efforts at 

transforming the unit culture to promote higher quality practice. 

When Joanne began as a new nurse manager, she said, the unit was "pretty 

dysfunctional." By this she meant that there were no standards, no group practice, and 

unsatisfactory peer relations, characterized by "counter-leadership". It was, she said, a 
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"human resources cornucopia", and not a place where new graduates could be nurtured into 

mature professionals. 

Joanne: Another example is [names a nurse], and she wasn't bad practice, but 

she fostered bad practice. She was real controlling, so people had to 

pay homage to her. Otherwise they got black-balled, or they got 

treated badly, and so people didn't really care how they practiced, 

they'd care whether [that nurse] gave them a hard time or not. And 

again, that was very difficult to deal with because nobody would 

come forward and say that that was what really was happening ... 

everybody just kind of knew it. 

In addition, she felt she did not have sufficient clinical experience in that area, and 

even felt personally disliked by some of the staff. New in the role, she did not have the 

managerial skills to transcend those barriers, despite her efforts. 

Joanne: I have to admit that in the year that I was the nurse manager on that 

unit, I didn't deal with it very effectively at all. From the perspective 

I have now I would deal with it differently, much more aggressively, 

as I've learned to do. To bring in someone and say, "You're doing 

this, I have some concerns about your practice. You need to give me 

a plan for how you'd improve your practice." But if you don't have 

a clear practice model it's very difficult to identify, what is [good] 

practice? If you have a cohesive group then you have a sense of what 
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practice is. And everybody has the same idea. On [that unit], there 

was such a discrepancy between -- I mean we had policies and 

procedures, but nobody followed them, nobody knew where they 

were. So then you end up with the night shift fighting with the day 

shift, all that stuff ... [Since that time] I've learned better tools, how to 

define standards and then move forward ... I've now become more 

confident, so I know what I have to offer. Back then, I wasn't sure I 

really had very much to offer. I just wasn't as strong in my self-image, 

so [now] I would handle it very, very differently, 

Although the participants in this study differed in their explanations of why and how 

the unit culture contributed to the problems of quality practice, all of them connected the 

individual problems they observed with the practices of the surrounding group. Peer 

relationships, expectations of practice, and patterns of communication all contributed to the 

context in which problems were discovered, experienced, and handled. 

Theme Cate~or.y; Describin~ the Work of Nursin~ 

This category examines the talk in these interviews about a positive vision of nursing 

-- what the work is like, what quality care is -- and makes explicit the values that ground the 

judgements about poor quality or bad practice. There were two clusters in this category: A 

Vision of Good Nursing and What the Work Is Like (see Table 6). 



r--------------------------------------------------------------------------------, 
Table 6: Theme Category: Describing the Work of Nursing 

Theme Clusters: A Vision of Good Nursing 
What the Work is Like 

--------------------------------------------------------------------------------J 

A Vision of Good Nursin~. 
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The theme "Where I Was Coming From" refers both to prior work experiences and 

the alternative experiences of nursing practice that those provide, and also the larger sense 

of values and meanings, both of which create expectations of practice. 

Miriam: That's a big part of why I have enjoyed nursing, what I like about 

nursing, bein~ there for the patient -- being involved, being aware of 

what's going on, communicating with family, being the liaison -- and 

helping that healing process. And so I think that reaffirmed for me 

that that is important, that I haven't wasted all these years doing that, 

because here was a personal example of how necessary that really 

was ... 

For some of the participants, written protocols and standards are helpful in 

establishing common expectations and directions for practice, while for others, the work is 

too complex, too contextual, or too interpersonal for formal rules to be very helpful. 
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What the Work Is Like. 

This cluster offers descriptions of the nature of nursing as work. For example, the 

theme "work as collective" includes references to the shared nature of the work, references 

which are sometimes direct and explicit, and other times in passing. An example of a 

reference in passing is from Laura, in which she is relating her conversation with the other 

nurse who had trouble with central lines. Notice how she shifts between first person singular, 

first person plural, and second person. 

Laura: And I said, "Well, let's [let YS] get an order from the doctor, and ill 

go in here and try to get this line going. WJ;.'ve had a problem with 

this line, and ~ could possibly have clotted off this line and ~ may 

have to put urokinase in it to get it back going. I said, in the future, 

~ can't just turn off a line on a portacath, it will clot off on ~-.. 

WI;. have a lot of problems with these ... " 

For this nurse, individuals have clear primary responsibility, but responsibility for 

the work is ultimately shared. The boundary is relatively fluid, and can be adjusted to 

respond to different situations. Later, near the end of the interview, she noted, "Nobody is 

perfect, we all make mistakes, and we need to be told when we're doing something." 

For Rebecca, on the other hand, coming from a more autonomous practice model, the 

collectivity of hospital nursing work represented a loss of control and a threat to quality. 

Rebecca: If I felt the colleague I was working with was incompetent, that 

reflected on me or my work or whatever I tried to do. The quality of 
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the work that was generally coming out of that unit meant something 

to me. [And I felt], I have no control over that. So that was 

frustrating... I would often think that I was having unrealistic 

expectations, or putting my own stuff on people. It was hard to figure 

out, I mean it was hard to know really, how objective I was being ... 

Theme Cate2or.y: Feelin2s and Aftershocks 

The final theme category includes the theme clusters Feelings about the Situation, 

Feelings about the Other Nurse, Describing Myself, and Aftershocks (see Table 7). 

r------------------------------------------------------------------------, 
Table 7: Theme Category: 

Theme Clusters: 

Feelings and Aftershocks 

Feelings About the Situation 
Feelings About the Other Nurse 
Describing Myself 
Aftershocks ________________________________________________________________________ J 

Feelings about the situation were mostly negative (see Appendix C). Terms used by 

the participants included feeling angry, uncomfortable, frustrated, exhausted, appalled, and 

surprised. Miriam described it as "a terrible experience." Rebecca described it as 

"overwhelmingly frustrating." Joanne said, "That was one of the most difficult years of my 

life." 

Feelings toward the other nurse were also largely negative, as might be expected, 

though with some ambivalence (see Appendix C). One group of feelings toward the other 
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nurse that was especially noticeable included anger, irritation, and frustration; another such 

group included disappointment and betrayal. Feelings about a particular other nurse, about 

one's colleagues as a group, about being in the situation ("having to deal with this"), and 

about how it all turned out -- these feelings were often intertwined, and difficult to separate. 

While the participants did offer expressions of self-evaluation -- "I could have done 

this better or differently" -- these were not, in general, lengthy or belabored. The major 

exception to this was Joanne, who evaluated her performance as a manager (as discussed 

previously), within the context of what "what I did then" and "what I would do now". 

There were more extensive comments by the participants about what I have called 

"aftershocks", i.e., the effects on oneself or one's practice as a result of these experiences. 

Miriam, in particular, seemed to feel haunted by the experience, perhaps in part because the 

health status of her mother meant a possible return to the hospital, and thus a possible 

recurrence of the situation. "Is this what nursing is coming to?", she asked herself over and 

over. Other participants described a loss of naivete, and a realization that others have 

substantially different standards than one's own. There were expressions of specific lessons 

learned: for example, Laura and Joanne described learning to negotiate the challenges of 

leadership, and Karen described herself as now more attuned to the problem of substance 

abuse within nursing. However, in the narratives of these participants there was an 

underlying sense of a lack of resolution about the experiences -- a feeling of not being sure 

what they did mean. Perhaps because of the painful but ambivalent feelings that were 
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provoked, and the isolation in which the participants often perceived themselves, the 

implications or "lessons" of their experiences remained incompletely realized. 

Essential Structure of the Lived Experience 

The essential structure of the lived experience is an integration and synthesis of the 

common components of the experience, as identified through the previous steps of analysis. 

For the experience of encountering substandard nursing practice in a colleague, the essential 

structure of the lived experience may be summarized as follows: 

"Bad practice" by a fellow nurse is experienced by these nurses as complex and 

highly contextualized events. The contexts in which these encounters are experienced are 

constructed from a combination of personal and professional values and experiences, unit

level culture, and the interpersonal relationships among the nurses (including nursing 

management). The nature of the problems encountered include technical and procedural 

errors, but also (and more prominently) include issues of roles and responsibilities, fairness 

and reciprocity, and understanding clinical priorities and significance. These deficits of 

practice are seen as serious and troubling. The vision of quality practice -- that which is 

violated by substandard or inferior practice -- is one that is grounded in an understanding of 

the complexities and difficulties of nursing work, and a strong sense of ethical commitment 

and balance, which takes into account the needs of both patients and staff. 

Encounters with substandard practice generate an obligation to respond, to take 

action. The process of taking action is difficult, complicated, and sometimes painful, 

involving a series of decisions and actions, which create a spiral of actions, responses, and 
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re-evaluations. In choosing the steps to be taken, and living out the consequences of those, 

relationships with colleagues are crucial. Often those relationships are characterized by 

ambivalence and conflicts, and constructive dialogue about one another's practice is rare and 

difficult. The reluctance to confront and report colleagues, ambiguities of responsibility 

between staff and management, and the non-technical nature of some practice deficits, all 

contribute to the difficulties of taking action. These same factors contribute to the 

complications of living out the consequences. 

Encounters with "bad nursing" are vivid and anguishing, and generate a cluster of 

feelings, including disappointment, anger, bewilderment, and worry. These feelings persist 

after the incident, and may contribute to a re-examination of the nurse's own values, 

decisions to change work arrangements, or questions about the state of nursing as a 

profession. 

Summary 

In this chapter, a summary of the results of the research inquiry has been presented. 

The participants were described, and an overview of the theme categories was presented. 

Each of the theme categories, and the major theme clusters has been discussed, and examples 

of common themes were given, using excerpts from the interviews to illustrate key points. 

The essential structure of the lived experience of encountering "bad practice" in a fellow 

nurse was presented, as a summary of the common experiences described by the participating 

nurses in this study. 
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CHAPTER FIVE: CONCLUSIONS AND IMPLICATIONS 

Introduction 

The lived experience of encountering "bad nursing" includes many features, of which 

only a few will be discussed here. In this chapter, the results of the study will be reviewed 

in relation to the areas of literature discussed in Chapter Two. These areas include: 

substandard practice, transgression, and error; nursing management and quality 

improvement; the influence of Benner's work; caring; and conceptual models. Two additional 

areas will also be discussed -- the influence of gender, and ethical responsibilities in the 

context of group relationships. Finally, some implications for nursing practice, and for 

further nursing research, will be suggested. 

Discussion of the Results in Relation to the Literature 

Substandard Practice. Trans~ression, and Error 

In comparing the work of Supples (1990, 1993) with the findings of this study, a 

number of consistent elements were found. These include the preference for constructing 

interventions as "helping", the reluctance of nurses to confront colleagues, and the crucial 

(yet conflicted) role of first-line managers in handling substandard practice. In addition, the 

burden of individual responsibility felt by these participants, and the feeling of having to 

overcome significant barriers in order to take action, provide further support to Supples' 

concern that "the social arrangements of nursing may contrive to protect the inept 

practitioner" (Supples, 1993, p. 24). 
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Hutchinson's work on nurses who were involved in formal disciplinary proceedings 

(1992) mirrors the findings of this study, though with some modifications. Hutchinson 

described five phases that the nurses in her study went through: being confronted, assuming 

a stance, going through it, living the consequences, and re-visioning. Differences can be seen 

in the phase of "re-visioning", which is present but appears less definite for the nurses in this 

study, and the relative lack of attention in Hutchinson's study to context and interpersonal 

relationships. These differences may be related to the differences between the experience of 

a formal disciplinary process, and the more informal processes experienced by the nurses in 

this study. 

The studies by Arndt (1994) and Biordi (1993) gave relatively more attention to 

collegial relationships and the conditions of nursing work. Biordi's description of "caring" 

as a central theme in the categorization of error was not reflected in the narratives of this 

study. A theme in the findings of Hutchinson (1992), Biordi (1993), and Arndt (1994) -- the 

ways in which error and transgression reveals to nurses what is otherwise hidden, a 

heightened sense of what is at stake in the practice of nursing -- was present as well in this 

study, as seen in the themes "What is Quality?" and "Aftershocks". 

Nursini: Manai:ement and Quality Improvement 

Quality of nursing care was perceived by these nurses in terms of myriad aspects. 

Although technical errors are included in their descriptions of problematic practices, a much 

more substantial part was concerned with aspects of nursing work that are less easily defined. 

Other significant problem areas included taking responsibility, exercising good judgement, 
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understanding clinical priorities and salience, being fair and appropriate with other staff, and 

providing comprehensive and compassionate care. These kinds of problems might be 

described as "qualitative" or "integrative" issues, to distinguish them from technical or 

procedural issues of practice. Laura used the phrase "connecting the dots", and Miriam used 

the phrase "putting the pieces together", both with a similar meaning: seeing beyond isolated 

facts to a sense of the whole, and grasping the implications. This occurs in several areas: 

understanding the clinical significance of signs and symptoms; seeing the patient as a whole 

person, rather than merely diagnosis or interventions; coordinating the care so as to maintain 

and protect the integrity of the person. The technical errors described in these narratives did 

not stand alone, but were inextricably linked with other kinds of issues, such as not taking 

responsibility or not paying attention. In a sense, it may be the failure to "put the pieces 

together" or to "connect the dots" that distinguishes "bad nursing" from a nursing error. 

The results of this study are not meant to suggest that integrative issues are the most 

common or most important types of deficits. Instead, the prominence of these issues may 

suggest that these kinds of deficits are less easily handled within existing management 

processes. When issues such as fairness to colleagues or communicating with the family are 

involved, it may be more difficult for nurses to feel comfortable making judgements about 

others' performance. 

These aspects of nursing work are less easily defined through performance standards 

and objective measurement. While "patient assessment" can be mandated, for example, and 
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completion of an assessment document can be quantified, making an adeqyate or appropriate 

assessment is both more important and less measurable. 

The Influence ofBenner's Work 

When the nurses in this study fault a fellow nurse for "not recognizing the kind of 

patients we have here" (for example), they are making judgments that are based on 

knowledge of clinical practice in specific settings, with particular groups. This kind of 

knowledge is deeply contextual, i.e., connected to notions of what is important or possible 

in particular situations, as well as practical knowledge of how to accomplish specific ends 

(Benner, 1984). 

Qualitative or integrative evaluations of nursing practice depend at least in part on 

a shared understanding of what is possible, appropriate, and expected -- a localized cultural 

consensus of nursing work. Benner (1991) describes this as expertise that is "embedded in 

the practices of communities" (p.1). This kind of knowledge is not reducible to formal rules 

or generalized principles, but must be learned experientially, through encounters with 

particular persons in particular situations. Naming this kind of embodied knowledge "ethical 

comportment", she writes, "A practice is defined as skilled actions that have a notion of good 

embedded in them because they are lodged concerns lived out in a community with a 

narrative and a tradition" (p.2). 

The findings of this study are consistent with the concept of nursing work as 

grounded in ethical knowledge embedded in localized practices, but also suggest some 

difficulties with this kind of framework. What happens when the community consensus 
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about ethical practice is not shared, or is viewed as inadequate by particular nurses in that 

community? In other words, what happens to ethical comportment when "community" is 

fragmented or distorted? 

The narratives of these nurses suggest that when the prevailing cultural consensus 

does not fit with an individual nurse's own values, expectations or "expertise", then that 

individual is faced with a cluster of moral and practical dilemmas. These dilemmas are 

especially complicated and tangled, because the group ( colleagues, community) can be both 

moral guide and obstacle. Within an ethical framework that values relationships, how does 

one justify or endure taking a stand against the group? I will return to this topic later in this 

chapter. 

Carin2 

The language of caring was not prominent in the narratives of this study. The 

descriptions of non-caring by Reimen (1986a, 1986b) and Drew (1986) are consistent with 

the descriptions in this study of inferior practice toward clients. The descriptions of "unfair 

behavior toward other staff', and the responses of managers, may be considered as 

representing a "non-caring" interaction, but this was generally not the language used in these 

narratives. A more complicated question is whether the concepts of caring are implicit in 

these narratives, taken for granted and therefore unnecessary to mention. 

Nursin~ Theory 

In relation to the conceptual models examined in chapter two, the work of Orlando 

(1961) can be seen as relevant and helpful, especially in terms of emphasizing the 
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transactional nature of nursing relationships with clients, as well as validating the language 

of "good" and "bad" in discussing nursing practice. Similarly, the work of Paterson and 

Zderad (1988) is relevant in situating the nurse as embodied person (human being), bringing 

to the work one's own issues and feelings, in directing attention to the importance of such 

intangible factors as "existential presence", and (as with Orlando) the notion of nursing as 

a transaction or process. Theories of nursing practice need to include a more profound 

acknowledgment that substandard practice is a significant part of the professional world of 

nursing, and constitutes a significant threat to the overall meaning and quality of professional 

nursing. 

There is a complicated problem in the middle of this, which is connected to the 

problems I have raised about Benner's research and the "idea of rules". Management and 

quality-assurance personnel recognize the deficiencies of practice, but rarely acknowledge 

their own ambiguous, conflicted situations. Traditional researchers and academics assume 

that more research, and more comprehensive applications of research, are the solution. 

Benner addresses the deficiencies of formal standards, the dominance of research over 

experience-based knowledge, and the complexity of nursing's real work, but fails to 

substantively engage with the problems of poor practice, or the risks of intuition and 

"expertise". 

None of these approaches really deals with social influences (the position of nurses 

in a historical world) or focuses on empowering the individual staff-level practitioner, or 

includes the patient, family, or community in the process of professional regulation. 
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Ethical Responsibilities in the Context of Groups 

Ethical frameworks and ethical reasoning were not specifically examined in the 

review of the literature, nor were they prominent as explicit themes in these nurses' 

narratives. However, there is a strong ethical subtext to the construction of the research 

question, and to the experiences described by the nurses. In their descriptions of their 

struggles in these situations, these nurses portrayed ethical issues largely as mediated through 

the various kinds of group relationships. 

Nurses in hospitals practice as members of work groups, and work groups have 

informal standards and expectations. Agencies have explicit policies and standards, and an 

administrative structure of staff and managers. Nurses are also members of a professional 

group, with values and standards that transcend the particular agency or work-site, but the 

meaning or significance of these professional standards may vary considerably from nurse 

to nurse. Relationships with fellow nurses are also experienced as interpersonal, especially 

in the context of a predominately female workforce, in which women are socialized to see 

relationships as primary and personal. Relationships with other nurses, and expectations 

about the shared work of nursing, are therefore experienced within several models, which 

may overlap or conflict. 

An individual nurse's relationships with her colleagues is crucial for issues of quality, 

in several overlapping dimensions. First, the work itself is shared in many respects; therefore, 

collaboration is significant both clinically and subjectively. Second, social influences on 

nurses -- the ways that the workforce is socialized, their position within the hierarchy of 
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hospitals and health-care -- reinforce the importance of group relationships: e.g., getting 

along with others, and maintaining group harmony. 

The results of this study also suggest a third aspect of the crucial role of the group in 

promoting quality practice. The nurses in this study described how the actions of promoting 

quality, by way of responding to poor quality -- the actions of confronting, counseling, 

negotiating, reporting, and coping with the repercussions -- primarily occur in the context 

of group relationships. This quality of peer relationships includes, but is not limited to, the 

perception of support or lack of support by one's peers and one's immediate supervisor. 

Beyond this, however, there is a deeper question of whether peer relationships within 

a work-group allow for substantive dialogue and collective reflection on practice. In other 

words, can co-workers (fellow professionals) in a particular setting discuss and decide issues 

of nursing practice -- what and when and how and why? This dimension of group practice -

what might be called "collegiality" -- is largely absent from the narratives of the nurses in 

this study. 

Traditional nursing notions of responsibility have tended to favor a hierarchical 

model, with layers of rising power and accountability. The military "chain of command" 

model supports uniformity and conformity, emphasizes vertical responsibilities, and limits 

lateral responsibility. Quality practice is defined as following orders. 

More recently this has been supplemented by an individualistic, quasi-professional 

model. This model emphasizes primary responsibility for one's own practice. Quality 

practice is defined as adherence to protocols, written standards, and regulations. The result 
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is a legalistic approach that inadvertently protects minimalist practice. While strengthening 

notions of individual accountability, it maintains a primarily vertical system of 

responsibility. 

A more complex notion of professional responsibility would incorporate individual, 

hierarchical, .and lateral dimensions. Responsibilities could be seen as appropriately 

overlapping, balancing and reinforcing, permitting flexibility and subtlety rather than strict 

line-drawing. In this kind of system, an individual would retain primary responsibility for 

her or his own practice, and the layers of management maintain their responsibility. 

However, the work-group is also vested with a degree of responsibility for collective 

practice. The emphasis is placed, not on "turning each other in", but on helping each other 

achieve optimum quality. In this kind of approach, it is understood that all practitioners 

benefit from continuing discussion, feedback, and experiment. Norms of quality are seen as 

neither self-evident (handed down from on high) nor arbitrary (based on tradition, personal 

preference, or whim). Implementing this kind of approach would require changes in 

administrative and organizational structures, as well as encouraging certain interpersonal 

skills that have not traditionally been valued among nurses. 

Influence of Gender on Relationships and Colle~iality 

Nursing is women's work, meaning both that it is overwhelmingly done by women, 

and that it is work assigned to women because it has lower status, connected with alleged 

female "natures". Nursing can thus be seen in the context of the gendered division of labor 

(Reverby, 1989). 
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Gilligan (1982) and others have described an alternative model of ethical judgements, 

allegedly more common among women in this society. In this model, relationships are more 

important than principles, caring is more important than justice, and judgements are made 

in the context of an interconnected web of persons and issues (Millette, 1994). The narratives 

of the nurses in this study reflect a style that is inclusive and contextual, rather than 

simplifying or reductive. Relationships with others, and the feelings of others, are very 

important, and influence the perceptions of what options are available. Millette (1994) has 

linked that narrative style and ethical framework to an orientation to caring rather than 

justice. Limandri and Tilden (1996) noted a similar pattern in their investigation into nurses' 

decision-making about reporting domestic violence, and suggested that the legal system 

represents a more linear, "objective", and perhaps less familiar style ofreasoning for nurses. 

As a male researcher investigating the experience of female nurses ( and within the 

primarily female world of nursing), I am aware of the potential for misunderstanding or 

distorting the experiences of the participants (Porter, 1996). There were a number of times 

during the data analysis when I felt puzzled, confused, and even frustrated with the narratives 

of these nurses. Why were they agonizing so much about relationships? Why was "taking 

a stand" in opposition to the group so difficult? Consultation and debriefing with the research 

advisor, and with other women, was helpful in the effort to avoid imposing a male 

interpretation on these experiences. However, it cannot be assumed that such distortions or 

misunderstandings have not occurred. 
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It is also important not to over-emphasize gender issues in relation to other variables. 

Professional groups that are more dominated by men have hardly solved the problems of 

"bad practice" or self-regulation. Gender-linked issues are not likely to be the cause of these 

problems, but instead, influence how the problems are manifested and experienced. 

Implications for Improving Clinical Practice 

If we accept the concept of self-regulation as an aspect of professionalism, then the 

process of responding to instances or patterns of substandard practice needs to be made less 

difficult and more accessible. The results of this study suggest the potential benefit of 

improvements in the skills of individual nurses and managers in responding to these complex 

situations, as well as a re-examination of the administrative process. 

For staff nurses, training and support programs in how and when to take action could 

be developed. These might include the enhancement of skills in constructive confrontations 

with colleagues, making verbal and written reports to managers, coping with the reactions 

from other staff afterwards, and techniques of self-protection. 

It may be helpful to adopt a "bilingual" approach to this kind of education, one that 

recognizes that for many nurses, a justice/rights orientation represents a less familiar, more 

alien way of thinking and talking (Limandri & Tilden, 1996). Leaming how to operate in 

another conceptual system is akin to learning a foreign language, and translations may not 

always be straightforward or simple, but are not impossible. 

Ethics can also be seen as including a set of skills, which can be learned or improved. 

This might include enhancing skills in ethical problem-solving, and learning about a wider 



96 

variety of ethical frameworks, including those based on relationships and caring as well as 

justice and rights. 

For nursing educators, this study points to a need for increased attention to the 

problems of "bad practice", from several directions. Both entry-level and continuing 

education for nurses and managers might include more substantial preparation for dealing 

with the problem of substandard practice by colleagues. This could include emphasizing the 

importance of professional self-regulation, ethical training on problem-solving and decision

making, information on legal and bureaucratic processes, and practical strategies such as 

assertiveness training and communication skills. 

For managers, the implications of this study include the importance of supporting 

staff who come forward with issues about peer practice, support that should be offered both 

immediately and later. Managers may wish to appear impartial, and so remain distant from 

both accuser and accused, but this may have the effect of helping neither. Particularly in the 

context of an interpersonal style that emphasizes connections and empathy, the "impartial" 

approach may be experienced as cold, uncaring, even hostile. Managers may wish to find 

ways to offer assistance and support to staff in coping with the variety of feelings that 

sometimes accompany the actions of confronting, counseling, or reporting a coworker. 

New approaches to management which emphasize empowerment of staff, nurturing 

professional growth, and promoting lateral dialogue and debate, need further development. 

Managers will need to collaborate with upper management, as well as with their own staffs, 

to create work-place cultures that support collegial dialogue and a culture of excellence. 
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Strengthening the lateral and collective responsibilities for quality practice may mean 

reducing expectations of control by managers, and increasing the decision-making powers 

of staff nurses. One set of alternative models of nursing practice have been developed under 

the broad label of primary nursing (Hegyvary, 1982; Manthey, 1980). 

Increasing the group responsibility for quality of practice will also mean addressing 

the potentially oppressive elements of all groups: e.g., the potential for horizontal violence, 

the pressure for conformity, the resistance to change. Seeking consensus while valuing 

diversity, appreciating experience and tradition while remaining open to new ideas and 

research -- these struggles are difficult and unending, though not impossible. 

Methodological Implications 

The phenomenological approach using Colaizzi's (1978) seven-step method was 

useful and appropriate for studying the experience of nurses' encounters with bad practice. 

The researcher was able to acquire a large amount of data for the description of the 

experience. The stories told by the participants, and their descriptions of their feelings and 

thoughts, were rich, dense with important details, and coherent, though not unconflicted. 

The principle difficulty encountered in the course of data analysis was due to the 

large amount of data collected. One consequence of this was the persistent feeling that only 

the main outlines of the central experience could be described, with many aspects of the topic 

left relatively unexplored. Several major theme categories deserve more extensive 

examination in their own right, and a more detailed discussion than could be accommodated 

within the scope of this project. 
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Another major area of difficulty concerned the issue of commonalities versus 

differences in the experiences of the participants. While the phenomenological method 

emphasizes the identification of common elements of the experience, individual narratives 

often revealed significant differences. The experiences of nurses as family members and as 

managers, in particular, call out for separate, focussed investigations. As this was a relatively 

homogeneous sample -- all middle-aged white females, relatively well-educated, living and 

working in the urban southwest -- it may be presumed that the experiences of a more diverse 

group of nurses might reveal even more significant divergences. 

Limitations to the study include the fairly homogeneous group of participants. As 

with any phenomenological study, the focus of inquiry is the subjectivity of the participants, 

mediated through their language. As causalities were not examined, it is impossible to 

evaluate the significance of such factors as economic and political conditions, social 

structures, gender/class/ethnic influences, and the assumptions made by either participants 

or researcher. All of those factors may have substantial effects on the experience (and 

practice) of "bad nursing". 

Implications for Future Research 

There is a paucity of data available on the problems of substandard practice. As was 

suggested above, there is a need to learn more about how various individuals, in different 

kinds of settings, negotiate these conflicts. Professional and work-place cultures should be 

investigated, to identify facilitating and impeding influences. The actual working conditions 
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of nurses, and the complex social forces that influence behaviors and consciousness, should 

be included in any program of research that seeks to explain and transform these phenomena. 

Further research should be conducted on the gap between formal (official) processes 

of handling errors, deficits, and incompetence, and actual workplace practices. In connection 

with this, however, we need a more complex understanding of the relationship of theory, 

research, and practice, one that does not focus the blame on working nurses for not applying 

the conceptual models, or not complying with the research findings. 

Research on expertise and excellence should be supplemented by research on 

incompetence, error, and mediocrity. Accounts of nursing practice by nurses themselves 

should be supplemented by (and compared with) accounts by patients, families, colleagues 

ad co-workers. More attention should be paid to the difficulties with both rule-based and 

intuition-based descriptions of nursing expertise. 

One major barrier may be the defensive attitude that it is too dangerous to confront 

the problems of substandard practice: that publicly acknowledging problems or difficulties 

will cause the public, non-nursing administrators, or physicians to lose respect for the 

nursing profession. An alternative response would be for nursing to take the lead in 

addressing the problems that all professions face, and to take seriously our responsibility to 

the public by grappling more substantively with the traditions and conditions that allow the 

betrayal of public trust. 
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Summary 

The results of the study were reviewed in relation to the areas of literature discussed 

in Chapter Two. These areas included: substandard practice, transgression, and error; nursing 

management and quality improvement; the influence of Benner's work; caring; and 

conceptual models. Two additional areas were also discussed: the influence of gender, and 

ethical responsibilities in the context of group relationships. Finally, some implications for 

nursing practice, and for further nursing research, were suggested. 
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APPENDIX A: HUMAN SUBJECTS EXEMPTION 



Hum.Ill ~uh,·,t, l , ·mm1th',· 

22 April 1996 

Stephen Padgett, RN 
c/o Joan Haase, Ph.D. 
College of Nursing 
PO BOX 210203 
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THE UNIVERSITY Of 

ARIZONA® 
HEAL TH SOENCES CENTtR 

RE: ENCOUNTERS WITH "BAD NURSING": A PHENOMENOLOGICAL EXPLORATION 
OF NURSES' EXPERIENCES WITH SUBSTANDARD PRACTICE 

Dear Mr. Padgett: 

We have received documents concerning your above cited project. 
Regulations published by the U.S. Department of Health and Human 
Services (45 CFR Part 46.lOl(b) (2)] exempt this type of research 
from review by our Committee. 

Thank you for informing us of your work. If you have any questions 
concerning the above, please contact this office. 

Sincerely yours, 

William F Denny, M.D. 
Chairman 
Human Subjects Committee 

WFD:js 
cc: Departmental/College Review Committee 
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APPENDIXB: CONSENT FORM 



APPENDIX B: CONSENT FORM 

The University of Arizona College of Nursing 
Subject's Consent Form 

Encounters with "Bad Nursing": A Phenomenological Exploration of 

Nurses' Experiences with Substandard Practice 

104 

I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO ENSURE THAT I AM 

INFORMED OF THE NATURE OF nns RESEARCH STUDY AND OF HOW I WILL 

PARTICIPATE IN IT, IF I CONSENT TO DO so. SIGNING nns FORM WILL INDICATE 

THAT I HAVE BEEN SO INFORMED AND THAT I GIVE MY CONSENT. FEDERAL 

REGULATIONS REQUIRE WRITTEN INFORMED CONSENT PRIOR TO PARTICIPATION 

IN THIS RESEARCH STUDY SO THAT I CAN KNOW THE NATURE AND RISKS OF MY 

PARTICIPATION AND CAN DECIDE TO PARTICIPATE OR NOT PARTICIPATE IN A FREE 

AND INFORMED MANNER. 

I am being invited to participate voluntarily in the above-titled research project. The purpose of this 

project is: to describe the experience of encountering poor or substandard practice ( that is, nursing 

care that I considered to be incompetent, uncaring, or below professional standards), as provided by 

another nurse. 

I am being invited to participate because I am a registered nurse with at least six months work 

experience, English speaking, and willing and able to discuss my experiences with this topic. Three 

to five nurses will be enrolled in this study. 

If I agree to participate, I will be asked to tell about an experiences I have had in which I 

encountered substandard nursing care, including . my thoughts and feelings connected with the 

experience, what if anything I did at the time, and how this experience has affected me since it 

occurred. I will talk about my experiences with a nurse researcher in an interview that will last 

approximately one hour. My interview will be audio tape-recorded and will take place in a 

comfortable, private setting of my own choosing. I can make an appointment at a time that is 

convenient to me. During the interview, I can talk about anything I think is important to the topic. 

There are no known~ to participating in this study. I understand that participation requires my 

time and effort to provide a thoughtful description of the experience. 

There are no known direct benefits to participating in the study, and I understand that I will receive 

no direct compensation for my time and effort. 

In reports of this study my name will not be used. No one but Stephen Padgett, RN, and Joan Haase, 

RN, PhD, will be able to know what I have said. A different name (pseudonym) will be used in place 

of my name, and the tapes will be kept locked in a safe place. When the results of the study are 

reported, the information of all the participants will be put together, and identifying information will 
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be omitted so that no one will be able to recognize what I said. The information I provide will 

remain with Stephen Padgett, RN, and may be used in other studies. 

BEFORE GIVING MY CONSENT BY SIGNING TIIlS FORM, THE METHODS, 

INCONVENIENCES, RISKS, AND BENEFITS HA VE BEEN EXPLAINED TO ME AND MY 

QUESTIONS HA VE BEEN ANSWERED. I UNDERSTAND THAT I MAY ASK QUESTIONS 

AT ANY TIME AND THAT I AM FREE TO WITHDRAW FROM THE PROJECT AT ANY 

TIME WITHOUT CAUSING BAD FEELINGS OR AFFECTING MY MEDICAL CARE. MY 

PARTICIPATIONINTIIlSPROJECTMAYBEENDEDBYTHEINVESTIGATORORBYTHE 

SPONSOR FOR REASONS THAT WOULD BE EXPLAINED. NEW INFORMATION 

DEVELOPED DURING THE COURSE OF TIIlS STUDY WlllCH MAY AFFECT MY 

WILLINGNESS TO CONTINUE IN THIS RESEARCH PROJECT WILL BE GIVEN TO ME AS 

IT BECOMES AVAILABLE. I UNDERSTAND THAT THIS CONSENT FORM WILL BE FILED 

IN AN AREA DESIGNATED BY THE HUMAN SUBJECTS COMMITTEE WITH ACCESS 

RESTRICTED TO THE PRINCIPAL INVESTIGATOR, STEPHEN PADGETI, RN, OR AN 

AUTHORIZED REPRESENTATIVE OF THE COLLEGE OF NURSING. I UNDERSTAND 

THAT I DO NOT GIVE UP ANY OF MY LEGAL RIGHTS BY SIGNING THIS FORM. A COPY 

OF TIIlS SIGNED CONSENT FORM WILL BE GIVEN TO ME. 

Signature of Participant date 

INVESTIGATOR'S AFFIDAVIT 

I have carefully explained to the subject the nature of the above project. I hereby certify that to the 

best of my knowledge the person who is signing this consent form understands clearly the nature, 

demands, benefits, and risks involved in his/her participation and his/her signature is legally valid. 

A medical problem or language or educational barrier has not precluded this understanding. 

Signature of Investigator date 

Stephen Padgett, RN, BSN 
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APPENDIX C: THEMES, THEME CLUSTERS, AND THEME CATEGORIES 



APPENDIXC: THEME CATEGORIES, CLUSTERS, AND THEMES 

THEME CATEGORY: ENCOUNTERING A PROBLEM 

CLUSTERS THEMES 

How It Started Setting the Stage 
Anticipating Problems 
Everybody Knew it Was Going on 

No-one Knew What Was Going on 

How I Encountered It Discovering the Problem 
Emerging Problem 
Agreeing to Look into it 
Gathering Information 
Qualified to Judge 

THEME CATEGORY: DEFINING THE PROBLEM 

CLUSTERS THEMES 

Specific Kinds of Deficits in Care Technical Protocol & Medication Errors 

Knowledge Deficit 
What Could Happen to the Patient 

Not Being with Patients 
Not Protecting Patient's Body 
Not Protecting Patient's Dignity 
Lying and Stealing 

More General Kinds of Deficits Missing the Point [Being Task-Oriented] 

Having to Spell it Out 
Lack of Judgement 
Being Too Passive 
Being Lazy, Giving the Minimum 
Not Taking Responsibility 
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APPENDIX C, continued 

CLUSTERS 

Breakdown of the Nursing Process 

Impact on Other Staff 

Standards & Expectations 

Why I Couldn't Ignore It 

Other Aspects of the Situation 

THEMES 

Not Knowing the Patient 
Not Assessing the Patient 
Not Assessing the Patient Adequately 
Not Thinking, Not Paying Attention 

Not Recognizing the Kind of Patients 
We Have Here 

Not Knowing the Plan of Care 
Not Having a Plan 
Not Communicating With Family 

Effect on Other Staff 
Unfair Behavior 
Unprofessional Behavior 
Fostering Bad Practice 
Performance Not Consistent with Status 

"It's a Big Deal" 
These Are the Basics 
These Are My Standards 
Unit Standards or Expectations 

Multiple Events, More than One Time 

Lack of Improvement 
Making Reasonable Allowances 
Unable to Ignore 
You Have to Listen to Patients 

It Wasn't Just the Nurses 
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It Wasn't Just at the Hospital 
Counter-examples [Examples of Good Care] 
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APPENDIX C, continued 

THEME CATEGORY: DEALING WITH THE SITUATION 

CLUSTERS 

Doing What the Nurse Should've 

Been Doing 

Doing What Had to be Done First 

Confronting the Situation 

What Holds Me Back? 

Going to the Management 

THEMES 

It Was up to Me 
Monitoring Quality 
Providing Information to Staff 

Being There with the Patient 

Helping the Staff with Care 
Trying to Elicit Care 
Going Directly to the Doctor 

Making Suggestions, Offering to Help 

Fixing it Myself 
Directing Attention to a Protocol 

Protecting the Patient [Clinically] 

Protecting the Patient [From Knowledge of 

Mistake or Staff Conflict] 

Confronting the Nurse 
Counselling the Nurse 
Changing Arrangements 
Protecting Myself I Setting Limits 

Not Following up Afterwards 

Not Knowing What to Do 

Not Wanting to Alarm the Patient or Family 

Not Playing the Nurse Card 
Frustration with the System 
Other Barriers or Issues 

How the Process Is Supposed to Go 

Hesitating to Make a Report 
Reluctance of Other Staff 
Relationships/issues with Supervisors 

Making a Report to the Supervisor 

When to Report 
What to Report 



APPENDIX C, continued 

CLUSTERS 

\VhatManagenientDoes 

How the Other Nurse Responds 
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THEMES 

Managenient's Response 
They Told Me to Keep it Quiet 
Worried about Charges of Discriniination 
Actions/ Interventions [by nianagenient] 
\Vhat Happened to the Nurse? 

Not Recognizing the Probleni 
Proniising to Do Better 
It's Not My Fault 
Arguing about it 
She Was Very Angry 
Counter-attack 
There Was Sonie Iniprovenient 
No Lasting Change 
The Other Nurse Quits or Leaves 
She Had a Chance to Be Different 
Other Responses 

Dealing with the Other Nurse Afterwards Reactions to the RN's Response 
Keeping My Distance 
Loss of Trust 
Learning to Deal with it 
You Don't Scare Me 
\\That's Gonna Happen? [Worrying] 
The RN's Right to Privacy 
She Could Be a Good Nurse 
I Don't Know \Vhat it Was 



APPENDIX C, continued 

THEME CATEGORY: RELATIONSHIPS WITH COLLEAGUES 

CLUSTERS 

Relationships with Other Staff 

Leadership Issues 

How We Got Here 

The Perspective of a Manager 

THEMES 

Conflict Is Hard 
Frustrated with Peers 
Keeping My Distance 
A Climate of Suspicion 
Other Staff Were Supportive/ 

I Wasn't Alone 
Other Nurses Were Not Surprised 
Counter-examples ( with Staff) 
Multiple Roles, Complex Relationships 

Difficulties of Leadership 
Rewards of Leadership 
Caught in the Middle 
Negotiating with Colleagues 
Taking a Stand 
Other 

How the Staff Was on That Unit 

There Weren't Any Standards 
There Was No "Group Practice" 
I Didn't Have the Clinical Experience 
They Didn't like Me 
As a New Manager: How I Felt 
As a New Manager: What I Did 
What I Have Learned Since 
The Way I Do it Now 
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APPENDIX C, continued 

THEME CATEGORY: 

CLUSTERS 

A Vision of Good Nursing 

What the Work is Like 

DESCRIBING THE WORK OF NURSING 

THEMES 

What Is Quality? 
Where I Was Coming from 

Ordinary Arrangements of Work 
Nursing's Responsibility 
Work Is Collective 
Work Is Difficult 
Protocols Are Helpful 

THEME CATEGORY: FEELINGS AND AFTERSHOCKS 

CLUSTERS THEMES 

Feelings Toward the Other Nurse It Sounds Terrible but... 
Disappointed, Betrayed, Losing Respect 
Irritated, Frustrated, Angry 
Felt Awful 
Uncomfortable, Worried 
Distant, Alienated 
Confused, Uncertain, Baffled 
Ambivalent 
Felt Caring 
Surprised 
Not Surprised 
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APPENDIX C, continued 

CLUSTERS 

Feelings About the Situation 

Describing Myself 

Aftershocks 

THEMES 

It Was a Terrible Experience 
It Was a Hard Time 
I Was Stressed 
It Bothered Me 
Frustrated, Angry 
Offended, Dismayed, Appalled 
Disappointed, Betrayed 
Alienated 
Surprised 
Not Surprised 
Alarm, Fear, Worrying 
Feeling Trapped 
Self-doubt, Uncertainty 
Feeling Sure, Certain 
Feeling Strongly 
Regret 
Guilt 
Limits to Guilt 
Feeling Numb 
Ambivalent 
Relief 

Describing Myself 
Self-Evaluation 

How it Has Affected Me 
What about Next Time? 
My Sense of Nursing 
What Does this Mean for the Profession? 

113 



114 

REFERENCES 

Alavi, C., & Cattoni, J. (1995). Good nurse, bad nurse ... Journal of Advanced 

Nursin2, 21, 344-349. 

American Nurses Association (1991). Standards of clinical nursin2 practice. Kansas 
City, MO: American Nurses Association. 

American Nurses Association (1995). Scope and standards of 2erontolo2ical clinical 
nursin2 practice. Washington, DC: American Nurses Publishing. 

American Nurses Association Council on Psychiatric and Mental Health Nursing, & 
Coalition of Psychiatric Nursing Organizations (1994). Statement on psychiatric-mental 

health clinical nursin2 practice and Standards of psychiatric-mental health clinical nursin2 
practice. Washington, DC: American Nurses Publishing. 

Arndt, M. (1994). Nurses' medication errors. Journal of Advanced Nursin2, 19, 
519-26. 

Benner, P. (1982). Issues in competency-based testing. Nursin2 Outlook, 30, 303-
309. 

Benner, P. (1984). From novice to expert; Excellence and power in clinical nursin2 
practice. Reading, MA: Addison-Wesley. 

Benner, P. (1985). Quality of life: A phenomenological perspective on explanation, 
prediction, and understanding in nursing science. Advances in Nursin2 Science, 8 (1 ), 1-14. 

Benner, P. (1991). The role of experience, narrative, and community in skilled ethical 
comportment. Advances in Nursin2 Science, 14 (2), 1-21. 

Benner, P ., & Tanner, C. (1987). Clinical judgement: How expert nurses use 
intuition. American Journal of Nursin2, 87, 23-31. 

Benner, P., Tanner, C., & Chesla, C. (1992). From beginner to expert: Gaining a 
differentiated clinical world in critical care nursing. Advances in Nursin2 Science, 14 (3 ), 
13-28. 

Bevis, E.M., & Watson, J. (1989). Toward a carin2 curriculum; A new peda202y for 
nursin2. New York: National League for Nursing Press. 



115 

Billings, C.V. (1994). The new Statement and Standards of Psychiatric-Mental 

Health Clinical Nursing. Perspectives in Psychiatric Care, 30 (3), 3-4. 

Biordi, D.L. (1993). Nursing error and caring in the workplace. Nursin~ 

Administration Quarterly, 17(2), 38-45. 
Bliesmer, M. (1990). Gerontological nursing practice standards: Acheivement and 

importance. Clinical Nurse Specialist, 4 (1), 10-14. 

Brennan, D.T. & American Nephrology Nurses Association. Standards Revision Ad 

Hoc Committee (1988). Standards of clinical practice for nephrolo~y nursin~. Pitman, NJ: 

American Nephrology Nurses Association. 

Brown, C. (1991 ). Caring in nursing administration: Healing through empowering. 

In D. Gaut & M. Leininger (Eds.), Carin~; The compassionate healer (pp. 123-134). New 

York: National League for Nursing Press. 

Carpenter, D.R. (1995). Phenomenological research approach. In H.J. Streubert & 

D.R. Carpenter (Eds.), Qualitative research in nursin~; Advancin~ the humanistic imperative 

(pp. 29-49). Philadelphia: J.B. Lippincott. 

Colaizzi, P.F. (1978). Psychological research as the phenomenologist views it. In R. 

Valle & M. King (Eds.), Existential phenomenolo~ical alternatives for psycholo~y (pp. 48-

71 ). New York: Oxford University Press. 

Crow, G.L. (1994). Is there a newer course of disciplinary action? In T. Porter

O'Grady (Ed.), The nurse mana~er's problem solver (p. 87). St. Louis, MO: Mosby. 

Darbyshire, P. (1993). Preserving nurse caring in a destitute time. Journal of 

Advanced Nursin~. 18, 507-508. 

Darbyshire, P. (1994). Skilled expert practice: Is it "all in the mind'? A response to 

English's critique ofBenner's novice to expert model. Journal of Advanced Nursin~. 19, 755-

761. 

Diekelmann, N. (1990). Nursing education: Caring, dialogue, and practice. Journal 

ofNursin~ Education, 29, 300-305. 

Drew, N. (1986). Exclusion and confirmation: A phenomenology of patients' 

experiences with caregivers. IMAGE; Journal ofNursin~ Scholarship, 18 (2), 39-43. 



116 

Driscoll, P.T. (1995). Legal issues. In K.W. Vestal (Ed.), Nursin~ mana~ement: 

Concepts and issues (2nd ed., pp. 319-335). Philadelphia: J.B. Lippincott. 

Dunlop, M. (1986). Is a science of caring possible? Journal of Advanced Nursin~. 11, 
661-670. 

Eichelberger, K.M. (1987). The performance appraisal system. In E.M. Lewis & J.G. 

Spicer (Eds.), Human resource mana~ement handbook: Contemporary strate~ies for nursin~ 

mana~ers (pp.173-184). Rockville, MD: Aspen Publishers. 

English, I. (1993). Intuition as a function of the expert nurse: A critique of Benner's 

novice to expert model. Journal of Advanced Nursin~. 18, 387-393. 

Ganong, L.H., Bzdek, V., & Manderino, M.A. (1987). Stereotyping by nurses and 

nursing students: A critical review of the literature. Research in Nursin~ and Health, 10, 49-

70. 

Gaut, D. (1986). Evaluating caring competencies in nursing practice. Topics in 

Clinical Nursio~- 8 (2), 77-83. 

Gilligan, C. (1982). In a different voice. Cambridge, MA: Harvard University Press. 

Greene, A., Crismon, C., Waddill, L., & Fitzpatrick, 0. (1995). Are you at risk for 

disciplinary action? American Journal of Nursin~. 95 (7), 36-41. 

Guba, E.G., & Lincoln, Y.S. (1989). Fourth ~eneration evaluation. Newbury Park, 

CA: Sage Publications. 

Guido, G.W. (1995). Legal and ethical issues. In P~s. Yoder Wise, (Ed.), Leadin~ 

and mana~in~ in nursin~ (pp. 37-65). St. Louis, MO: Mosby. 

Halldorsdottir, S. (1991). Five basic modes of being with another. In D. Gaut & M. 

Leininger (Eds.), Carin~; The compassionate healer (pp. 37-50). New York: National League 

for Nursing Press. 

Hegyvary, S.T. (1982). The chan~e to primary nursin~ ; A cross-cultural view of 

professional nursin~ practice. St. Louis : Mosby. 

Hood, J.C. & Duphorne, P.L. (1995). To report or not to report: Nurses' attitudes 

toward reporting co-workers suspected of substance abuse. Journal of Dru~ Issues, 25, 313-

339. 



117 

Hutchinson, S. (1986). Chemically dependent nurses: The trajectory toward self

annihilation. Nursin2 Research, 35, 196-201. 

Hutchinson, S. (1987). Toward self-integration: The recovery process of chemically 

dependent nurses. Nursin2 Research, 36, 339-343. 

Hutchinson, S. (1990) Responsible subversion: A study of rule-bending among 

nurses. Scholarly Inquizy for Nursio2 Practice, 4, 3-17. 

Hutchinson, S.A. (1992). Nurses who violate the Nurse Practice Act: Transformation 

of professional identity. IMAGE: Journal ofNursin2 Scholarship, 24, 133-139. 

Hycner, J. (1985). Some guidelines for the phenomenological analysis of interview 

data. Human Studies, 8, 279-302. 

Jacox, A. (1993) Addressing variations in nursing practice/technology through 

clinical practice guidelines methods. Nursin2 Economics, 11 (3), 170-172. 

Jenkins, J.E. (1994). Is there a normal course of disciplinary action? In T. Porter

O'Grady (Ed.), The nurse mana2er's problem solver (pp. 86-87). St. Louis, MO: Mosby. 

Johnson, R.A. (1986). For-profit health care institutions: nursing implications. 

Nursin2 Administration Quarterly, to (4), 59-67. 

Johnson, S.H. (1991). Practice standards: Are they standards or goals? Dimensions 

of Critical Care Nursin2, 1 o (2), 51-52. 

Katz, J., & Green, E. (1992). Mana2in2 qyality: A 2uide to monitorio2 and evaluatin2 

nursin2 services, St. Louis, MO: Mosby-Year Book. 

Kelly, M.P., & May, D. (1982). Good and bad patients: A review of the literature and 

a theoretical critique. Journal of Advanced Nursin2, 7, 147-156. 

Klassen, C. & Meredith, S. (1989). The Remedial Evaluation Instrument: A new 

approach. Canadian Journal ofNursin2 Administration. 2 (3), 24-29. 

Koch, T. (1992). A review of nursing quality assurance. Journal of Advanced 

Nursin2, 17, 785-794. 

Kyle, T. (1995). The concept of caring: A review of the literature. Journal of 

Advanced Nursin2, 21, 506-514. 



118 

LaDuca, A., Engel, J.D., & Risley, M.E. (1978). Progress toward development of a 

general model for competence definition in health professions. Journal of Allied Health, 7 
(2), 149-156. 

Lang, N.M., & Krejci, J.W. (1991). Standards and holism: A reframing. Holistic 
Nursin~ Practice, 5 (3 ), 14-21. 

Larsen, P., & Ferketich, S. (1993). Patients' satisfaction with nurses' caring during 

hospitalization. Western Journal of Nursin~ Research, 15, 690-707. 

Leininger, M. (1984). Care: The essence of nursing and health. In M. Leininger (Ed.), 

Care; The essence ofnursin~ and health (pp. 3-16). Thorofare, NJ: Slack. 

Limandri, B.J. & Tilden, V.P. (1996). Nurses' reasoning in the assessment of family 

violence. Ima~e; Journal ofNursin~ Scholarship, 28 (3), 247-252. 

Los Meyer, A. (1984). A framework for assessing performance problems. Journal of 
.Nursin~ Administration, 14 (5), 40-43. 

MacPherson, K.I. (1989). A new perspective on nursing and caring in a corporate 

context. Advances in Nursin~ Science, 11 (4), 32-39. 

Mancini, V. (1994). How do I ensure competency? In T. Porter-O'Grady (Ed.),~ 

nurse mana~er's problem solver (p. 59). St. Louis, MO: Mosby. 

Manthey, M. (1980). The practice ofprimazy nursin~. Boston: Blackwell Scientific 

Publications. 

Marriner-Tomey, A. (1988). Guide to nursin~ mana~ement. St. Louis, MO: Mosby. 

Mayer, D.K. (1987). Oncology nurses' versus patients' perceptions of nurses caring 

behaviors: A replication study. Oncolo~y Nurses Forum, 14 (3), 48-52. 

Meerabeau, L. (1992). Tacit nursing knowledge: An untapped resource or a 

methodological headache? Journal of Advanced Nursin~. 17, 108-112. 

Miller, K.L. (1995). Keeping the care in nursing care: Our biggest challenge. Journal 
of Nursin~ Administration, 25 (11 ), 29-32. 

Millette, B.E. (1994). Using Gilligan's framework to analyze nurses' stories of moral 

choices. Western Journal ofNursin~ Research, 16, 660-674. 



119 

Mitchell, N.M. (1987). Disciplinary or corrective action: Management albatross or 

challenge? In E.M. Lewis & J.G. Spicer (Eds.), Human resource mana2ement handbook; 

Contemporary strate2ies for nursio2 mana2ers (pp.197-204). Rockville, MD: Aspen 

Publishers. 

Morimoto, F.R. (1955). Favoritism m personnel-patient interaction. Nursin2 

Research, 3, 109-112. 

Morse, J., Miles, M.W., Clark, D.A., & Doberneck, B.M. (1994). "Sensing" patient 

needs: Exploring concepts of nursing insight and receptivity used in nursing assessment. 

Scholarly Inquizy for Nursin2 Practice, 8, 233-254. 

Morse, J., Solberg, S., Neander, W., Bottoroff, J., & Johnson, J. (1990). Concepts of 

caring and caring as a concept. Advances in Nursin2 Science, 13 (1), 1-14. 

Munhall, P.L. (1989). Philosophical ponderings on qualitative research methods in 

nursing. Nursio2 Science Quarterly, 2 (1), 20-28. 

Nicksic, E. (1981 ). Problem patients or problem nurses? Nursin2 Outlook, 29, 317-

319. 

Oiler, C. (1982). The phenomenological approach in nursing research. Nursin2 

Research, 31, 178-181. 

Ornery, A. (1983). Phenomenology: A method for nursing research. Advances in 

Nursin2 Science, 5 (2), 49-63. 

Orlando, I.J. (1961). The dynamic nurse-patient relationship: Function, process, and 

principles. New York: G. P. Putnam's Sons. 

Paget, M.A. (1988). The unity of mistakes; A phenomenolo2ical interpretation of 
medical work. Philadelphia: Temple University Press. 

Parker, P.J., Reynolds, W., & Ward, T. (1995). The proper focus of nursing: A 

critique of the "caring" ideology. International Journal ofNursin2 Studies, 32, 386-397. 

Paterson, B., Crawford, M., Saydak, M., Venkatesh, P., Tschikota, S., & Aronowitz, 

T. (1995). How male nursing students learn to care. Journal of Advanced Nursin2, 22, 600-

609. 



120 

Paterson, J.G. (1978). The tortuous way toward nursing theory. In Theozy 

development; What, why, how? (pp 49-65). New York: National League for Nursing. 

Paterson, J.G., & Zderad, L.T. (1988). Humanistic nursin~. New York: National 

League for Nursing. 

Phaneuf, M.C. (1976). The nursin~ audit: Self-re~ulation in nursin~ practice (2nd 

edition). New York: Appleton-Century-Crofts. 

Polit, D.F., & Hungler, B.P. (1995). Nursin~ research; Principles and methods (5th 

edition). Philadelphia: J.B. Lippincott. 

Porter, A.L. (1988). Assuring quality through staff nurse performance. Nursin~ 

Clinics of North America, 23, 649-655. 

Porter, S. (1996). Men researching women working. Nursin~ Outlook. 44 (1), 22-26. 

Proctor, D.A. (1995). Ethical issues. In K.W. Vestal (Ed.), Nursin~ mana~ement: 

Concepts and issues (2nd ed., pp.297-318). Philadelphia: J.B. Lippincott. 

Purkis, M.E. (1994). Entering the field: Intrusions of the social and its exclusion from 

studies of nursing practice. International Journal of Nursin~ Studies, 4, 315-336. 

Ray, M. (1989). The theory of bureaucratic caring for nursing practice in the 

organizational culture. Nursin~ Administration Quarterly, 13 (2), 31-42. 

Redfern, S.J., & Norman, I.J. (1990). Measuring the quality of nursing care: A 

consideration of different approaches. Journal of Advanced Nursin~. 15, 1260-1271. 

Reed, J. (1994). Phenomenology without phenomena: A discussion of the use of 

phenomenology to examine expertise in long-term care of elderly patients. Journal of 

Advanced Nursin~. 19, 336-341. 

Reimen, D. (1986a). The essential structure of a caring interaction: Doing 

phenomenology. In P. Munhall and C. Oiler (Eds.), Nursin~ research: A q_ualitative paradi~m 

(pp. 85-108). Norwalk, CT: Appleton-Century-Crofts. 

Reimen, D. (1986b). Noncaring and caring in the clinical setting: Patients' 

descriptions. Topics in Clinical Nursin~. 8 (2), 30-36. 

Reverby, S. (1989) Ordered to care; The dilemma of American nursin~. 1850-1945, 
Cambridge: Cambridge University Press. 



121 

Roach, C.W. (1995). Managing performance. In P.S. Yoder Wise (Ed.), Leadin2 and 

mana2in2 in nursin2 (pp. 363-373). St. Louis, MO: Mosby. 

Roach, M.S. (1987). The human act ofcarin2: A blu~rint for the health professions. 

Ottawa: Canadian Hospital Association. 

Roach, M.S. (1991). The call to consciousness: Compassion in today's health world. 

In D. Gaut & M. Leininger (Eds.), Carin2: The compassionate healer (pp. 7-18). New York: 

National League for Nursing Press. 

Rodgers, B. (1991). Deconstructing the dogma in nursing knowledge and practice. 

IMAGE; Journal ofNursin2 Scholarship, 23, 177-181. 

Rudge, T. (1992). Reflections on Benner: A critical perspective. Contemporazy 

Nurse, 1, 84-88. 

Sandelowski, M. (1986). The problem of rigor in qualitative research. Advances in 

Nursio2 Science, 8 (3), 27-37. 

Sanford, S.J. & Disch, J.M. (1989). Standards for nursio2 care of the critically ill 
(2nd ed.) East Norwalk, CT: Appleton Lange. 

Schmiedling, N.J. (1986). Orlando's theory. In P. Winstead-Fry (Ed.), Case studies 

in nursin2 theory (pp. 1-36). New York: National League for Nursing. 

Sheridan, D.R. (1995). Becoming a successful employee. In K.W. Vestal (Ed.), 

Nursin2 mana2ement; Concepts and issues (2nd ed., pp.227-233). Philadelphia: J.B. 
Lippincott. 

Schroeder, P. (1988). Directions and dilemmas in nursing quality assurance. Nursin2 

Clinics ofNorth America, 23 (3), 657-664. 

Schroeder, P. (1994). Improvin2 qyality and performance; Concepts, pro2rams, and 

techniques. St. Louis, MO: Mosby. 

Snow, D., Zurcher, L., & Sjoberg, G. (1982). Interviewing by comment: An adjunct 

to the direct question. Qualitative S0ciolo2y, 5 ( 4 ), 285-311. 

Stein, A.P., & Roach, C.W. (1995). Managing personal/personnel problems. In P.S. 

Yoder Wise (Ed.), Leadin2 and mana2in2 in nursin2 (pp.375-389). St. Louis, MO: Mosby. 



122 

Streubert, H.J. (1995a). Philosophical dimensions of qualitative research. In H.J. 

Streubert & D.R. Carpenter (Eds.), Qualitative research in nursin~; Advancin~ the 

humanistic imperative (pp. 1-14). Philadelphia: J.B. Lippincott. 

Streubert, H.J. (1995b). What is nursing knowledge? In H.J. Streubert & D.R. 

Carpenter (Eds.), Qualitative research in nursin~; Advancin~ the humanistic imperative (pp. 
15-25). Philadelphia: J.B. Lippincott. 

Supples, J.M. (1990). "My colleague, my friend": The impaired nurse. Nursin~ 

Mana~ement, 21 (8), 481, 48L, 48N, 48P. 

Supples, J.M. (1993). Self-regulation in the nursing profession: Response to 

substandard practice. Nursin~ Outlook, 41, 20-24. 

Sutton, F.A., & Arbon, P.A. (1994). Australian nursing -- moving forward? 

Competencies and the nursing profession. Nurse Education Today, 14, 388-393. 

Symanski, M.E. (1991). Reducing the effect of faculty demoralization when failing 

students. Nurse Educator, 16, 18-22. 

Tanner, C.A., Benner, P., Chesla, C., & Gordon, D.R. (1993). The phenomenology 

of knowing the patient. IMAGE; Journal ofNursin~ Scholarship, 25, 273-280. 

Valentine, K. (1991). Nurse-patient caring: Challenging our conventional wisdom. 

In D. Gaut & M. Leininger (Eds.), Carin~; The compassionate healer (pp. 99-114). New 
York: National League for Nursing Press. 

van Kaam, A.L. (1959). The nurse in the patient's world. American Journal of 

Nursin~. 59, 1708-1710. 

Watson, J. (1985). Nursin~; Human science and human care. Norwalk, CT: Appleton
Century-Crofts. 

While, A.E. (1994). Competence versus performance: Which is more important? 

Journal of Advanced Nursin~. 20, 525-531. 

Wilson, C.K. (1994). Improving quality and performance: Implications for managers. 

In P. Schroeder (Ed.), Improvin~ qyality and performance: Concepts, pro~rams, and 

techniques (pp. 53-60). St. Louis, MO: Mosby. 



123 

Wolf, Z., Giardino, E., Osborne, P., & Amrose, M. (1994). Dimensions of nurse 

caring. IMAGE: Journal ofNursin~ Scholarship, 26, 107-111. 

Yoder Wise, P.S. (1995). Leadin~ and mana~in~ in nursin~. St. Louis, MO: Mosby. 


	azu_td_w4a_1997_p123e_pg_001
	azu_td_w4a_1997_p123e_pg_002
	azu_td_w4a_1997_p123e_pg_003
	azu_td_w4a_1997_p123e_pg_004
	azu_td_w4a_1997_p123e_pg_005
	azu_td_w4a_1997_p123e_pg_006
	azu_td_w4a_1997_p123e_pg_007
	azu_td_w4a_1997_p123e_pg_008
	azu_td_w4a_1997_p123e_pg_009
	azu_td_w4a_1997_p123e_pg_010
	azu_td_w4a_1997_p123e_pg_011
	azu_td_w4a_1997_p123e_pg_012
	azu_td_w4a_1997_p123e_pg_013
	azu_td_w4a_1997_p123e_pg_014
	azu_td_w4a_1997_p123e_pg_015
	azu_td_w4a_1997_p123e_pg_016
	azu_td_w4a_1997_p123e_pg_017
	azu_td_w4a_1997_p123e_pg_018
	azu_td_w4a_1997_p123e_pg_019
	azu_td_w4a_1997_p123e_pg_020
	azu_td_w4a_1997_p123e_pg_021
	azu_td_w4a_1997_p123e_pg_022
	azu_td_w4a_1997_p123e_pg_023
	azu_td_w4a_1997_p123e_pg_024
	azu_td_w4a_1997_p123e_pg_025
	azu_td_w4a_1997_p123e_pg_026
	azu_td_w4a_1997_p123e_pg_027
	azu_td_w4a_1997_p123e_pg_028
	azu_td_w4a_1997_p123e_pg_029
	azu_td_w4a_1997_p123e_pg_030
	azu_td_w4a_1997_p123e_pg_031
	azu_td_w4a_1997_p123e_pg_032
	azu_td_w4a_1997_p123e_pg_033
	azu_td_w4a_1997_p123e_pg_034
	azu_td_w4a_1997_p123e_pg_035
	azu_td_w4a_1997_p123e_pg_036
	azu_td_w4a_1997_p123e_pg_037
	azu_td_w4a_1997_p123e_pg_038
	azu_td_w4a_1997_p123e_pg_039
	azu_td_w4a_1997_p123e_pg_040
	azu_td_w4a_1997_p123e_pg_041
	azu_td_w4a_1997_p123e_pg_042
	azu_td_w4a_1997_p123e_pg_043
	azu_td_w4a_1997_p123e_pg_044
	azu_td_w4a_1997_p123e_pg_045
	azu_td_w4a_1997_p123e_pg_046
	azu_td_w4a_1997_p123e_pg_047
	azu_td_w4a_1997_p123e_pg_048
	azu_td_w4a_1997_p123e_pg_049
	azu_td_w4a_1997_p123e_pg_050
	azu_td_w4a_1997_p123e_pg_051
	azu_td_w4a_1997_p123e_pg_052
	azu_td_w4a_1997_p123e_pg_053
	azu_td_w4a_1997_p123e_pg_054
	azu_td_w4a_1997_p123e_pg_055
	azu_td_w4a_1997_p123e_pg_056
	azu_td_w4a_1997_p123e_pg_057
	azu_td_w4a_1997_p123e_pg_058
	azu_td_w4a_1997_p123e_pg_059
	azu_td_w4a_1997_p123e_pg_060
	azu_td_w4a_1997_p123e_pg_061
	azu_td_w4a_1997_p123e_pg_062
	azu_td_w4a_1997_p123e_pg_063
	azu_td_w4a_1997_p123e_pg_064
	azu_td_w4a_1997_p123e_pg_065
	azu_td_w4a_1997_p123e_pg_066
	azu_td_w4a_1997_p123e_pg_067
	azu_td_w4a_1997_p123e_pg_068
	azu_td_w4a_1997_p123e_pg_069
	azu_td_w4a_1997_p123e_pg_070
	azu_td_w4a_1997_p123e_pg_071
	azu_td_w4a_1997_p123e_pg_072
	azu_td_w4a_1997_p123e_pg_073
	azu_td_w4a_1997_p123e_pg_074
	azu_td_w4a_1997_p123e_pg_075
	azu_td_w4a_1997_p123e_pg_076
	azu_td_w4a_1997_p123e_pg_077
	azu_td_w4a_1997_p123e_pg_078
	azu_td_w4a_1997_p123e_pg_079
	azu_td_w4a_1997_p123e_pg_080
	azu_td_w4a_1997_p123e_pg_081
	azu_td_w4a_1997_p123e_pg_082
	azu_td_w4a_1997_p123e_pg_083
	azu_td_w4a_1997_p123e_pg_084
	azu_td_w4a_1997_p123e_pg_085
	azu_td_w4a_1997_p123e_pg_086
	azu_td_w4a_1997_p123e_pg_087
	azu_td_w4a_1997_p123e_pg_088
	azu_td_w4a_1997_p123e_pg_089
	azu_td_w4a_1997_p123e_pg_090
	azu_td_w4a_1997_p123e_pg_091
	azu_td_w4a_1997_p123e_pg_092
	azu_td_w4a_1997_p123e_pg_093
	azu_td_w4a_1997_p123e_pg_094
	azu_td_w4a_1997_p123e_pg_095
	azu_td_w4a_1997_p123e_pg_096
	azu_td_w4a_1997_p123e_pg_097
	azu_td_w4a_1997_p123e_pg_098
	azu_td_w4a_1997_p123e_pg_099
	azu_td_w4a_1997_p123e_pg_100
	azu_td_w4a_1997_p123e_pg_101
	azu_td_w4a_1997_p123e_pg_102
	azu_td_w4a_1997_p123e_pg_103
	azu_td_w4a_1997_p123e_pg_104
	azu_td_w4a_1997_p123e_pg_105
	azu_td_w4a_1997_p123e_pg_106
	azu_td_w4a_1997_p123e_pg_107
	azu_td_w4a_1997_p123e_pg_108
	azu_td_w4a_1997_p123e_pg_109
	azu_td_w4a_1997_p123e_pg_110
	azu_td_w4a_1997_p123e_pg_111
	azu_td_w4a_1997_p123e_pg_112
	azu_td_w4a_1997_p123e_pg_113
	azu_td_w4a_1997_p123e_pg_114
	azu_td_w4a_1997_p123e_pg_115
	azu_td_w4a_1997_p123e_pg_116
	azu_td_w4a_1997_p123e_pg_117
	azu_td_w4a_1997_p123e_pg_118
	azu_td_w4a_1997_p123e_pg_119
	azu_td_w4a_1997_p123e_pg_120
	azu_td_w4a_1997_p123e_pg_121
	azu_td_w4a_1997_p123e_pg_122
	azu_td_w4a_1997_p123e_pg_123

