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ABSTRACT 
 

Patient Advocacy has been a topic of considerable debate in the nursing profession, and it is 

often suggested that advocacy is a fundamental nursing activity at the core of nursing 

practice. Others argue that the nurse is inappropriately placed to be the patient's advocate 

because of role conflicts presented by loyalties to other health care team members and 

employers. This study investigates the status of patient advocacy in current nursing practice 

in the UK. A postal survey method was used to address two research questions: to what 

extent is patient advocacy a part of nursing practice; and what characteristics distinguish 

those nurses who are active advocates from those who are not? A simple random sample of 

190 subjects was selected from a population of qualified nurses at one UK District General 

Hospital, however a poor response rate (n = 86) was achieved. Data was collected using the 

Patient Advocacy Scale (PAS), a 28 item Likert scale based on a development of Hatfield's 

(1991) Nursing Advocacy / Beliefs & Practices scale, and a Personal Data Sheet (PDS) to 

collect data on demographic variables. In addition, 7 informants were interviewed using a 

semi-structured format to provide a between-methods triangulation (Denzin, 1989). 

Quantitative data is presented using descriptive summary statistics, and analysed using 

multiple regression to explore relationships between the independent variables derived from 

the PDS and the dependent variable, the PAS score. Qualitative data from the semi-

structured interviews are also presented. A pilot study was conducted to develop and validate 

the data collection instruments and procedures prior to the main study. The multiple 

regression analysis suggested that educational level and attendance on ethics courses were 

predictive of active advocacy, though the low value of R2 indicates that much of the variance 

is unexplained. The qualitative data suggests that there is a range of views of what 

constitutes patient advocacy. The interview data did suggest some convergence with the 

questionnaire data, as enthusiastic advocates gained higher PAS scores. Recommendations 

are made for further research, practice and education to enhance the nurses advocacy role.  

 

 



 3

 
 
 
 
 
 
 
 
 
 
 
Acknowledgements 
 
 
My thanks are extended to the following people 
who have helped and supported me in many ways: 
 
 
 
Dr Darren Van Laar, my supervisor for his patience 
and support 
 
Kate Dooley, for her help and encouragement 
throughout my studies 
 
My friends and colleagues in the Faculty 
 
Alex Gifford and Will White  

 
 
 



 4

 

1. ABSTRACT 2 

2. STATEMENT OF AIMS 6 

3. INTRODUCTION 7 

4. LITERATURE REVIEW 10 

4.1 Defining Advocacy: 10 

4.2 Models of advocacy: 11 

4.2.1 The advocate as guardian of patients rights: 11 

4.2.2 The advocate as conservator of the patient's best interests: 12 

4.2.3 The advocate as protector of patients autonomy: 13 

4.2.4 The advocate as a champion of social justice: 15 

4.3 Attributes and skills for advocacy 17 

4.4 Nurses as advocates: problems and controversies 17 

4.5 Research Literature: 19 

4.6 Conclusion from the literature review: 25 

4.7 Problem Statement 26 

4.8 Research Questions 26 

5. METHOD 27 

5.1 Design 27 

5.2 Population & Sampling 27 

5.2.1 Eligibility and Exclusion Criteria 27 

5.2.2 Sample Type 29 

5.2.3 Sampling procedure 29 

5.2.4 Sample size 30 

5.2.4.1 Power Analysis 31 

5.2.5 Response Rate and the Non-response Problem: 34 

5.3 Instrumentation 36 

5.3.1 Questionnaires: 36 



 5

5.3.2 Interviews: 40 

5.4 Procedure 41 

5.5 Ethical Issues 42 

6. ANALYSIS AND FINDINGS 45 

6.1 Quantitative Data 45 

6.1.1 Descriptive Statistics 45 

6.1.2 Multiple regression analysis 50 

6.1.2.1 Preliminary exploration of data 50 

6.1.2.2 Collinearity 52 

6.1.2.3 Assumptions of multiple regression analysis 53 

6.1.2.4 Methods for selecting variables 56 

6.1.2.5 The regression equation and it�s significance 59 

6.1.2.6 Validating the results 60 

6.1.2.7 Post-hoc power analysis 62 

6.1.3 Conclusions from Quantitative Data Analysis 64 

6.2 Qualitative Data: 65 

6.2.1 Describing Patient Advocacy 66 

6.2.2 Examples of advocacy: 70 

6.2.2.1 Opinions regarding the nurse as a patient advocate: 70 

6.2.2.2 Problems and limitations 71 

6.2.2.3 Factors that assist with advocacy 72 

6.2.2.4 Skills and qualities for advocacy 72 

6.2.3 Conclusions from qualitative analysis 73 

7. DISCUSSION 74 

7.1 Limitations 77 

8. CONCLUSION 79 

8.1 Recommendations 79 

8.1.1 Research 79 

8.1.2 Education 80 

8.1.3 Practice: 80 

9. REFERENCES 81 



 6

10. APPENDICES 87 

 STATEMENT OF AIMS 
 
This study has the following aims: 

 

To determine the extent to which patient advocacy as a part of day to day nursing practice in 

a UK general hospital 

 

To determine the characteristics that distinguish those nurses who are active as patient 

advocates from those who are not. 

 

To develop an instrument (the Patient Advocacy Scale) to measure patient advocacy amongst 

nurses, based on a development Hatfield's (1991) Nursing Advocacy / Beliefs and Practices 

scale. 

 

In addressing these issues it is hoped that a clearer picture of the status of patient advocacy in 

nursing practice can be established that will put the ethical and professional debate into 

context. Against the background of fundamental changes in the organisation of the NHS, 

Nursing Education and the delivery of nursing care, the findings are likely to have 

implications for nursing practice and nursing education, and will provide a better 

understanding of the nurse-patient relationship and the role of the nurse in health care today. 

 

The study may also serve as a basis for further research to investigate topics such as the 

preparation and education of nurses for their advocacy role, and the organisation of 

formalised advocacy policies, services and standards, as some health-care providers have 

begun to develop. 
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INTRODUCTION 
 

In health care the concept of advocacy has become increasingly important over recent years 

as consumers demand better quality, more responsiveness and easier access to such services. 

The rise of consumerism through every walk of life has had its influence on expectations of 

health care, and there is an increasing demand for user-empowerment and public 

accountability for services. 

 

Advocacy has been defined and implemented in many different ways, the major concepts 

include citizen advocacy; self-advocacy; collective or class advocacy; legal advocacy; and 

the focus of this paper, the nurse at patient-advocate. The advocate may be the person 

themselves (self-advocacy); an appointed official employed by a service organisation; an 

independent person or "befriender"; an "expert" (e.g., legal advocate), or a professional who 

works closely with the person (such as the nurse as advocate). In any of these different forms 

and interpretations of advocacy, the nature of the act, the relationship involved, and the goals 

and outcomes are likely to differ significantly. This proposed is concerned with the nurse 

acting as the patient's advocate within his or her professional role, and other formulations are 

therefore excluded. 

 

Superficially, an advocate may be considered to be one who will always be acting in the 

person's "best interest" whatever that might be, and concerned with doing "good", however 

closer examination of the ethical basis of advocacy suggests that this is a simplistic and 

perhaps inaccurate portrayal of the role. 

 

In nursing, the concept of the nurse as the patient's advocate has been a familiar one for a 

considerable time, it is implied in various nursing codes (e.g., ANA, 1985; UKCC, 1984 & 

1992). There has been a common assumption that advocacy is a major role for the nurse 

(Marks-Maran, 1993) and for some, advocacy is definitive of nursing (e.g., Gadow, 1980, 

1990) or as Murphy (1983) states "the highest order nursing act...". Others, (e.g., Miller et 

al, 1983; Trandel-Korenchuk, 1983) however argue that nurses cannot act effectively as 
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advocates because of their duties and loyalties to their employers, and the medical 

profession.  

 

Some nurses who have taken their advocacy role to its full extent have often found 

themselves in conflict with their employers, other professionals or even their peers when they 

pursue issues on the behalf of their patients. In some instances (for example Graham Pink, 

cited by Snell, 1991) this has ultimately lead to disciplinary action and dismissal, even 

though the nurses professional body had judged that they had not acted outside of their 

professional code of conduct. Support for advocacy and patient advocates may therefore be 

more theoretical than actual, and an appreciation of this situation may well inhibit other 

nurses from full realisation of the patient advocacy role. The dilemmas posed for nurses 

considering this role are therefore significant. It is arguable that for many nurses advocacy is 

acknowledged and implemented only within certain limits and boundaries, and it is 

suggested that nurses often curtail or modify their advocacy activities when conflict with 

powerful authority figures, within or without nursing, appears to be likely.  

 

For the nurse researcher, many questions about patient advocacy seem to be pertinent. Some 

of these questions relate to the experience of advocacy itself, such as what is the nature of 

advocacy? What is it like to be an advocate, or to be the recipient or subject of a nurses' 

advocacy act? What is the ethical basis of patient advocacy? 

 

Other questions relate to how advocacy is implemented: what are the characteristics of the 

advocacy act? What attributes does an effective patient advocate possess or require? To what 

extent do nurses act as advocates? How important do nurses perceive their advocacy role to 

be? How do nurses deal with conflict situations? How do nurses cope with failed attempts at 

advocacy? 

 

Another group of questions relates to advocacy in special situations; such as how does one 

advocate for the non-communicative patient (such as one who is unconscious)? How does 
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the nurse advocate for an infant? How does the nurse advocate for the patient who is deemed 

to be incompetent? 

 

This study relates to the second group of questions, and investigates the characteristics or 

attributes of active advocates. It builds upon previous work investigating the nature of the 

advocacy experience (Ingram, 1993). 

 

. 
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LITERATURE REVIEW 
 

Defining Advocacy: 

 

The term advocacy has most commonly been used in a legalistic sense, describing the act of 

pleading or arguing a case for another in court. The Oxford English Dictionary, for example, 

defines the term advocate thus: 

 

"One whose profession is to plead the cause of any one in a court of justice.....one 

who pleads, intercedes or speaks for, or on behalf of, another... pleads for another;" 

   (OED, 1989, p 194) 

 

Whilst the nurse as an advocate is clearly not acting in court or in this legal context, other 

elements of this basic definition may well apply. A brief review of published definitions 

highlights the contrasting views of this phenomena. 

 

Gates (1994) offers a definition of advocacy for the nursing context, he states, advocacy is: 

 

The process of befriending and .... representing a patient .... in all matters where the 

nurse's help is needed, in order to protect the rights or promote the interests of that 

person .... in a true partnership .... where nurses see these partners as friends and 

therefore afford them the same care and love as they would to any of their own 

friends or relatives. 

(Gates, 1994, pp 2-3). 

 

This definition emphasises the nature of the nurse-patient relationship, and the similarity to 

that of friendship or that of a relative. It is arguable that a patient's friend may not always act 

in keeping with the patient's self-determined best interests, and paternalistic decisions may be 

possible. 
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Kohnke (1982) defines advocacy more concisely, thus: 

 

"The role of the advocate is to inform the client and then to support him in whatever 

decisions he makes...." 

(Kohnke, 1982, p 2) 

Whilst Gadow (1979) described existential advocacy as a philosophical foundation for 

nursing, she states that: 

 

"The concept of existential advocacy ....is based upon the principle that freedom of 

self-determination is the most fundamental and valuable human right." 

(Gadow, 1979, p 82). 

 

Mitty (1988), however, sees advocacy as a "socio-political activity", perhaps indicating a 

broader interpretation of the role beyond the individual nurse-patient relationship. 

 

Each of these views of advocacy can be related to one or more models that emerge from the 

literature.  

 

 

Models of advocacy: 

 

Several models of advocacy are proposed in the literature, some of which have some degree 

of overlap, however there seem to be four distinctive models, each of which is briefly 

introduced below. 

 

 

The advocate as guardian of patients rights: 
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This model of advocacy has some parallel with the legalistic definition given above. It is 

based on the premise that the nurse is able to inform the patient of their rights, and can then 

enable them to exercise those rights, or intervene to ensure that their rights are respected 

(Gillette, 1988). Gates (1994) definition of advocacy could be seen as fitting within this 

model. 

 

Criticisms of this model are that the nurse-patient relationship is not conceived in these terms 

by either party, and the nurse is not the best skilled or equipped to fulfil this role (Fowler, 

1989; Melia, 1987). The legalistic or patient's rights model may be too narrow a conception 

to deal with everyday problems experienced by patients and their nurses, for example, 

treatment and care decisions are rarely as clear-cut as being supported by claiming a right. 

Also this perspective tends to pre-suppose a confrontational stance that may prevent nurses 

from taking an advocacy role. 

 

 

The advocate as conservator of the patient's best interests: 

 

The idea that the advocate should be involved in helping the patient receive care or make 

decisions that are in his or her best interests would at first consideration seem unarguable. 

The great difficulty with this approach is deciding what the patient's best interests are, and by 

whose definition? 

 

Paternalism, described by Gadow (1983) may often be the rationale or motive behind "best 

interest" decisions. Paternalism is defined by Gadow as:  

 

"the use of coercion to provide a good that is not desired by the one whom it is 

intended to benefit" 

      (Gadow, 1983, p 43) 
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An example of this might be the patient who is persuaded to continue with aggressive 

treatment of terminal illness because they have a theoretical chance of survival. In such an 

example "good" provided (i.e. potential cure) is defined according to the nurse's or 

physician's values based on cure (Gadow, 1989), however "good" for the patient may relate 

much more to the care experience in such a situation. In this instance, advocacy as 

paternalism cannot be defended as offering benefit in relation to the patient's values, and it 

also negates the principle of self-determination. The nurse's actions may be guided by 

"beneficence" (to do good) or "utilitarianism" (actions that are judged by their social utility, 

or that offer the greatest good to the greatest number of people (Harman, 1977). The 

outcomes derived may not coincide with the patient's self-determined best interests. 

 

 

The advocate as protector of patients autonomy: 

 

Kohnke (1982) is a proponent of this model of advocacy, and identifies two principle tasks 

for the nurse, informing and supporting. Informing involves providing sufficient information 

for making informed decisions about health care, and the supporting task which is concerned 

with reinforcing and upholding the patients decision.  

 

This model, however offers little assistance for the nurse caring for patients who are unable 

to communicate or make informed decisions, and the justification of action (or non-action) 

based on the client's right to self-determination may often bring the nurse into conflict with 

other ethical and legal considerations. Also, Quinn & Smith (1987) argue that respect for 

autonomy does not presume that the individual will make the best or even safe decisions for 

themselves, and there is much evidence in daily life that individuals do not do so, although it 

possible to make arguments such as that a decision to commit a "dangerous" act, say for 

example misuse of drugs, may be in the persons "best interests" given their own value 

system. Gadow (1979, 1983, 1989) is a significant contributor to the advocacy literature with 

her concept of "Existential Advocacy". She proposes this concept as the philosophical 
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foundation underpinning nursing, and that the nurse is uniquely placed in the health care 

professions to realise this ideal. 

 

Gadow distinguishes existential advocacy from paternalism and consumerism as discussed 

previously. She describes existential advocacy thus: 

 

"It is based upon the principle that freedom of self-determination is the most 

fundamental and valuable human right, and therefore is a greater good than any 

which health care can provide..." 

  

and the ideal of existential advocacy is: 

 

"...that individuals be assisted by nursing to authentically exercise their freedom of 

self-determination" 

      (Gadow, 1983, p 45) 

 

The focus of any act of advocacy is therefore to assist the individual to become clear about 

their own wishes and values through a process of self-examination. Like Kohnke, Gadow 

emphasises the need for nurses to actively avoid the danger of imposing or coercing on the 

basis of nursing values which may then re-emerge as apparently (and falsely) those of the 

patient. 

 

Gadow suggests that contrary to usual professional mores, nurses need to integrate their 

personal, emotional and aesthetic selves with the technical and managerial aspects of the 

nurses role. Only by responding to patients as whole people, can nurses assist patients in 

realising their own "wholeness", which is necessary for true self-determination to take place. 

Gadow recognises that this presents nurses working with other professionals with a conflict, 

as the personal sharing and involvement in the patient's experience is beyond the usual 

boundaries of professionalism, which favour detachment and superficial relationships. 
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Bishop and Scudder (1990) are critical of Gadow's existential advocacy because they say she 

neglects the competencies associated with traditional nursing that can extricate the patient 

from their predicament in which they require advocacy. They also point out that the nurse is 

in an "in-between" position between patients and other health care professionals, making 

them well placed to be advocates for both patients and physicians. It may be argued, however 

that this "in between" status represents no more than a conflict of interest. 

 

In a more recent paper Gadow addresses the problems of advocacy for the "silent patient", 

that is the patient who is unable to communicate their wishes for whatever reason. Gadow 

(1989) argues that the silent patient who's subjective world is inaccessible to the nurse is the 

crucial test for an advocacy position. She states that if there is no way for the advocacy 

position to inform care for all patients, then it just becomes a convenient way of dealing with 

the more articulate.  

 

Gadow identifies three approaches to attempt to reach the goal of advocacy for the silent 

patient. Firstly by gaining information on patient's wishes in advance whilst still able to 

communicate, the "living will" perhaps being the ultimate example of this. Secondly through 

involving others who had known the patient long and well enough to be familiar with their 

values, and asking them to anticipate the patient's wishes. Finally, where neither of the first 

two are possible, the only remaining approach is to use the nurse�s own subjectivity. 

 

 

The advocate as a champion of social justice:  

 

This view of advocacy as Fowler suggests, takes the nurse�s role as an advocate from the 

patient's bedside to beyond the institutional walls (1989, p 98). There may be an element of 

advocacy for individual patients, but the focus is on social and political change to deal with 

inequities and inequalities in provision of care at both macro' and micro-allocation levels.  
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Fowler states that this model encompasses elements of the autonomy and rights models, but 

broadens the nurses concern to the correction of both clinical and social injustices that 

impinge on patients' rights, respect or dignity. 

 

Fowler states: 

 

"Nurses must transmit the values of the nursing profession to society, in order 

that society may change in accord with these values" 

 

(Fowler, 1989, p 98) 

 

It is likely that a nurse may on occasions have to take issues relating to individual patients up 

the institutional hierarchy or even outside the institution to gain a resolution. Graham Pink's 

case (cited by Snell, 1991) may be representative of this model of advocacy. Whilst this type 

of action may reflect an evident need for a group of patients, it cannot be deemed to uphold 

individual autonomy and self determination. 

 

The UKCC Code of Professional Conduct (UKCC 1992) may appear to support this model 

of advocacy as it demands that nurses promote the interests of individual patients and clients, 

and serve the interests of society, though these two demands will not always coincide; it 

could also be criticised as a highly paternalistic approach. 

 

From this brief overview of the four models of advocacy that emerge from the literature it 

seems that the picture of what advocacy is remains controversial and ill-defined. Many acts 

that could be deemed to be advocacy by proponents of one model would be seen as 

undermining patients' autonomy by proponents of others. Nurses who value patient's 

autonomy as paramount may find they have great difficulty persuading others with more 

"common sense" perspectives.  
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Attributes and skills for advocacy 
 

It is argued that patient advocacy is a natural role for nurses, merely a facet of the caring 

relationship with the patient (Miller et al 1983), and as such is common to all and requiring 

no particular training or special skills. Casteldine (1981, cited by Mallik 1997a) argues that if 

nurses are to be advocates they need preparation and education for this role. Whilst technical 

(clinical) knowledge may be necessary in order to deal with the material of the advocacy act, 

it does not confer the skills needed to achieve successful advocacy. For nurses to be effective 

as advocates they will need to have an awareness of ethical decision-making, communication 

and assertiveness skills, and an ability to manage conflict when it (inevitably) arises. Whilst 

some efforts are made to address such issues in current nurse training, the preparation for 

what is arguably a major part of the nurses role, is minimal, and may be inadequate for the 

potential challenges that they are likely to face on even a day to day basis. 

 

 

Nurses as advocates: problems and controversies 

 

There are many who would question the validity of the nurse as an advocate, and the ability 

of nurses to be advocates for patients (for example, Jenny, 1979, Abrams, 1978, Walsh, 

1985). 

 

A principal criticism is that of the nurses lack of independence. Almost invariably the nurse 

will be in the paid employment of the health care provider, and some would argue (e.g. 

Pagana, 1987) this makes true advocacy impossible, and nurses may merely act to support 

the needs of the institution; the Bureaucratic Advocacy, described by Millette (1993). Mallik 

(1997a) cites Ramos (1992) who suggests that even when nurses did act as advocates for 

patients, their actions were based on their own (i.e. the nurses own) values, and decisions 
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would be made unilaterally by the nurse if there was insufficient time or the patient was 

indecisive. A similar view (Becker, 1986 cited by Mallik, 1997a) is that nurses act as passive 

advocates, that is they will take actions to the level permitted by the institution, and to take 

advocacy further nurses have had to use covert rather than confrontational strategies. 

 

The nurse may act as an advocate for the physician, (rather than the patient) perhaps by 

informing the patient certain course of treatment is presented by the nurse as the best for the 

patient, where a patient advocate may have offered more balanced information about the 

options. 

 

Gates (1994) cites several role conflicts that may influence the nurse's ability to advocate, for 

example, the nurse is employment dependent; will frequently find themselves re-deployed, 

thus thwarting continuing advocacy; the nurse is expected to act within professional 

constraints when a patient may require that their advocate is "publicly disobedient". Another 

problem is that of loyalty; to the patient alone, versus loyalty to colleagues and other 

professionals. 

 

There are also instances where the nurse's advocacy for a patient may have a detrimental 

effect on others, for example, arguing for the use of specialist equipment for one patient may 

mean, because of limited supply, that another therefore has to go without. To achieve equity, 

then surely all patients must have advocates. 

 

Some argue that there are legal pitfalls to advocacy. Tingle (1989) suggests that nurses who, 

in an advocacy role, give patients information about treatment may fall foul of the law if the 

information is inaccurate or incomplete, such as in the case of the American nurse Tuma 

(cited by Trandel-Korenchuk & Trandel-Korenchuk, 1983). Mallik (1997a) suggests that 

there is evidence in both the US and the UK that the courts are reluctant to view nurses as 

autonomous professional decision makers, and as such the moral pressure on nurses to act as 

advocates may be great, whilst the authority to do so is weak. Mallik (1997a) concludes, as 

have other writers, that patient advocacy is a risky business for nurses. 
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Research Literature: 

 

Despite the large amount of literature located dealing with nurses as patient advocates, only a 

small proportion is research literature, and as Mallik (1997a) suggests, the models of 

advocacy debated (for example the models proposed by Kohnke, 1982, & Gadow, 1980 and 

1989) these have not yet been developed or tested in empirical studies, and a consequence of 

this is an uncertainty and lack of clarity about the very nature of advocacy. A few studies 

have been conducted, however, and these are discussed briefly below. 

 

Penticuff (1989) conducted a study of nurses' advocacy on behalf of patients in three NICU 

(Newborn Intensive Care Units) in the USA. Interviews from 20 nurses collected over a 

period of six years were analysed, and themes relating to the nurses' views of themselves as 

advocates were identified.  

 

She found that nurses experienced most conflict where potential outcomes for the infants 

were ambiguous. They experienced most distress where they perceived that the infants 

suffered without a clear justification, whereas they were able to accept aggressive treatment 

for the infants where prognosis was good. All nurses felt advocacy obliged them to alleviate 

suffering, but few were able to initiate discussion within the health care team about the value 

of continuation of life-prolonging treatment.  

 

Certain characteristics were identified that influenced advocacy. Penticuff suggests that a 

moderate level of incongruence between the nurse's beliefs and the actions required by the 

health care team may be a trigger for advocacy, but where there is a high degree of 

incongruence may disrupt advocacy. Another important characteristic was the position of 

nursing in the institution; where nursing was highly valued and where nurses were able to 

call meetings of the health care team, advocacy was more likely to occur. Conversely, where 

nursing had a lower status, and / or a higher proportion of nurses were non-permanent or 
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part-time, advocacy was less likely, as cohesiveness and communication within the health 

care team was often impaired. 

 

The Penticuff study offers only a limited insight into the issue of advocacy, the interviews 

took place over a long period (6 years) and one would anticipate considerable turnover in 

staff and other changes in the NICU's concerned. Whilst some depth is achieved with this 

methodology, external validity and generalisability is weak because of the serious problems 

associated with sampling in this manner, the effects of history; and the many sources of bias 

such as �experimenter expectancies� that a prolonged involvement are likely to engender. 

 

Fetsch (1991) interviewed 29 paediatric nurses in one large hospital to investigate the 

experience of advocacy from their perspective. Fetsch used Giorgi's methodology (Giorgi 

1985) for phenomenological analysis. Fetsch argues that Gadow's existential advocacy has 

potential as a philosophical basis in paediatrics given that children often have limited ability 

for self-determination.  

 

The study revealed four essential components of patient advocacy: patient/family 

vulnerability; a sense of professional obligation; nurse and patient and/or family rapport; and 

confidence level. Two forms of advocacy were identified, effective, where the advocate 

achieves the desired goal; and thwarted, where advocacy was frustrated or defeated.  

 

A similar, but smaller scale study (4 informants) by Ingram (1993) investigated the 

experience of advocacy amongst UK oncology nurses. This study suggested that advocacy 

concerned three main interactions or roles; mediating between physicians and patients so that 

they could gain information they wanted; mediating between patient's and their relatives, 

particularly where relatives sought to deny a poor prognosis and / or wished the patient to 

pursue active treatment when the patient did not; and thirdly, in seeking adequate pain 

control for patients, often bringing the nurse into conflict with the physician. 
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Both the Fetsch and the Ingram studies are highly context specific and may have poor 

generalisability, however this is not usually the aim of this type of study. In addition 

Ingram�s 1993 study may not have achieved "saturation" of data (Morse, 1995), with such a 

small sample size, thus new and alternative perspectives may have been missed.  

 

The phenomenological approach offers insights into the lived experience of a phenomenon. 

Whilst such findings are not intended to be generalisable, the reader may identify common 

experiences, or differences, and nursing practice can be more insightful as a result. Such 

research can also support the development of other research initiatives, and can underpin 

instrument development for other studies such as the one presented here. 

 

A similar small scale study was conducted by Nicklin (1994) who used a grounded theory 

approach investigating the meanings of acts of advocacy with six surgical nurses. The core 

category emerging from this study was of the advocate as a �go-between�, who in the context 

of the nurse-patient relationship can choose either to pass on information (presumably in acts 

of advocacy) or take responsibility for action or non-action. This study bears similarities to 

the idea of the mediator described in Ingram�s (1993) study discussed above, however the 

Nicklin study is also likely to have failed to achieve saturation with the sample used. 

 

The study by Case (1991) also involved paediatric nurses but was broader in context. Case 

interviewed nine nurses to describe the experience of moral conflict in paediatric nursing, 

again Giorgi's methodology was used. Case identified six essential features of moral conflict: 

choice, advocacy, autonomy, pain and suffering, values, and relationships. Choice was found 

to be the unifying central feature of the other five. 

 

Cole (1991) attempted to describe the experience of advocacy from the client's perspective, 

and interviews were conducted with ten adults in their own homes who had previously 

received care from registered nurses. Again Giorgi's methodology was used to analyse the 

data. Four essential characteristics of advocacy were identified: The "Competent Knower" 
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was perceived to be knowledgeable about the clients conditions and needs, experienced in 

nursing practice, and capable. 

 

The "Competent Doer" acted on behalf of clients, either by their own initiative or at the 

request of clients', solved problems, acted as an intermediary and followed through on the 

clients' needs and desires. 

 

In relationships with client, family, and professional colleagues, the "Humanizer" was 

perceived as a personable, caring team member who intervened on the clients' behalf, 

supported their decisions, and treated them as valued individuals. They encouraged clients, 

made extra effort for the client, and made themselves available to clients by being there. 

 

The "Communicator" transmitted and exchanged information with client, family, physician, 

and other health care professionals, served as liaison between them, provided explanations 

and education, and kept clients informed by disclosing pertinent information voluntarily and 

by request. 

 

The study also found that not all nurses demonstrated these characteristics, and not all of the 

client's experiences were positive. 

 

In a recent study, Mallik (1997b) used focus group interviews to explore to investigate the 

interpretation of advocacy by practising nurses. From the advocacy stories recounted by the 

respondents, a triadic conflict model of advocacy was proposed (involving the patient, the 

nurse and a third party in potential conflict). This is differentiated from the previously 

proposed dyadic models that focused on information giving and counselling between the 

nurse and the patient, but omitted to account for any other parties involved, yet advocacy 

frequently appears to involve making a case or pleading a cause. This study also echoes the 

ideas of a mediator or a �go-between� identified in Ingram�s (1993) and Nicklin�s (1994) 

studies, though Mallik has gone significantly further in iterating an explanatory model.  
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This study has merit as the use of focus groups means that respondents have a direct role in 

model development and refinement, however this methodology also poses some limitations, 

for example as Mallik suggests, the process of story-telling in such a group can lead to a 

reinterpretation of experiences which are then rationalised and justified in order to make 

sense of their own behaviour. Mallik noted that there was very little critical comment or 

appraisal of group members accounts or their behaviours that were purported to be acts of 

advocacy.  

 

Millette (1989, 1993) used a postal questionnaire to survey a random sample of 500 

registered nurses in one US State. Millette hypothesised that nurses would favour a client 

advocate model over physician or bureaucratic advocacy models (described earlier), that 

those showing a client advocacy preference would be more likely to be older, with more 

education, working in the community and with a management position or greater autonomy. 

 

Using the instrument the "Advocacy Assessment" the subjects were asked to rate their 

agreement or disagreement with statements about three models of advocacy on a Likert scale. 

They were then asked to select and rank their most and least favoured responses to a moral 

dilemma. Demographic data were also collected in the questionnaire.  

 

Although most of the respondents (response rate was 44%) stated a preference for the client 

advocate model, 81% selected it as the worst response to the moral dilemma that had been 

presented. Also those nurses in management positions were more likely to favour 

bureaucratic advocacy rather than client advocacy. The study appeared to be well conducted 

and efforts were made to validate the instrument used. It may be of relevance to the findings 

that the dilemma concerned a mistake by a doctor that was being concealed. Although it 

would be a relevant scenario for advocacy, it is hardly neutral and would elicit conflicts of 

loyalties that may exist. This is not necessarily a flaw, however, but further scenarios could 

have been useful. It is also of note that, as is often the case with postal questionnaires, there 

was a low response rate. One always has to question what characteristics the responders have 

that may differentiate them from the non-responders. 
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The implications of the study are that on a theoretical level nurses favour client advocacy, 

but might be unable or unwilling to carry it out in practice when faced with a dilemma, and 

are likely to fall back on supporting the institution or the physician rather than the patient. 

 

Fahy (1992) surveyed 33 critical care nurses in several critical care units in Australia, who 

were all members of the State Critical Care Nurses Group. The researcher's aim was to 

discover if critical care nurses believed it was part of their role to act as advocates for 

incompetent patients in their care.  

 

The researcher sent each subject a case study with eleven fixed alternative questions 

regarding appropriate care and treatment. Four of these dealt with situations where advocacy 

might be appropriate, the rest were disregarded. Responses were in three categories for each 

situation. No advocacy needed, recognition of advocacy needed, and assertiveness in acting 

as an advocate. 

 

The findings suggested that although almost all saw the need for an advocacy role, almost 

half would not act in that role. The author identified various limitations, such as the small 

sample size, and the potential bias introduced by sampling from a professional interest group. 

The instrument also appeared to be very limited in scope and situations were based on a view 

of advocacy as acting in the best interests of the patient, which in this study may well 

translate as being the values of critical care nurses, the problems of such a definition of 

advocacy having been outlined above. There are consequently serious doubts about the 

construct validity of the instrumentation. 

 

The research literature available is limited, although there have been some promising lines of 

investigation. The studies cited do seem to highlight some discrepancy between advocacy as 

nurses would like it to be, and advocacy as actually practised. Further studies could focus on 

the extent to which nurses actually do fulfil an advocacy role, how they do this, and what 

sorts of outcomes there are for patients. There is also the need for such research in a UK 
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nursing setting. In addition there is a need to develop suitable instruments for use to 

undertake larger scale quantitative studies. Other areas for research could be to investigate 

how nurses can be best prepared for their advocacy role, and how initial and post-basic 

education could respond to these needs. 

 

 

 

Conclusion from the literature review: 

 

From the literature review it appears that the ethical and professional debate about patient 

advocacy has been well developed. Whilst it is a role that is highly valued by many, others 

have indicated conflicts and limitations for the nurse as advocate. Knowledge about how 

nurses define, experience advocacy and be advocates, and indeed how patients experience 

advocacy is extremely limited. The few studies conducted to date have begun to give some 

form and meaning to this phenomenon from an experiential rather than a philosophical 

viewpoint, and this must only serve to improve understanding.  

 

Given the lack of research literature it could be argued that advocacy is predominantly a 

professional and ethical talking point rather than a nursing reality. It could, however reflect 

the fact that such a phenomenon is not easily or even appropriately addressed by traditional 

and more common quantitative methods, and the lack of naturalistic and qualitative research 

mirrors the relative recency of these approaches in nursing research. 

 

This study attempts to integrate and build upon the previous studies cited to investigate the 

status of patient advocacy amongst nurses in one UK hospital. From this it is hoped that the 

extent that advocacy is a part of everyday nursing practice can be determined, and the 

characteristics or predictors of "active" advocates can be identified. 
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Problem Statement 

 

Whilst advocacy is often debated and discussed it is unclear the extent to which nurses 

actually consider advocacy to be a part of day to day nursing practice, and incorporate it in 

their practice. It is also unclear what individual characteristics are likely to be associated with 

"active" advocates. 

 

 

Research Questions 

 

The study is intended to address two research questions: to what extent is patient advocacy a 

part of nursing practice; and what characteristics are predictive of higher levels of 

advocacy practice amongst nurses.  
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METHOD 

Design 
 
The study adopts a descriptive correlational design (Burns & Grove 1993). A sample of 

registered nurses were surveyed and data were collected to investigate how demographic 

variables (the predictor or independent variables in this study) are related to a measure of 

patient advocacy (the criterion or dependent variable). Between-methods triangulation 

(Denzin, 1989) was achieved by gathering qualitative interview data from 7 informants. 

 

 

Population & Sampling  
 

The target population for the study was qualified nurses in UK hospitals. The study 

population comprised all qualified nurses at one UK District General Hospital. 

 

The study (accessible) population was all qualified nurses employed on clinical grades C to I 

at the hospital, which at the time of the study comprised 729 such nurses known to the 

human resources department. The population is distributed so that there are far more subjects 

on C, D & E grades than those on higher grades. Grades C, D & E are likely to account for 

approximately 70% of the population, and H & I approximately 2%.  

 

Eligibility and Exclusion Criteria 

 

Excluded from the population were bank nurses (nurses who are registered on a bank, but 

who work on a casual basis on variable hours and in a variety of wards depending on demand 

and their own chosen work pattern) and agency nurses on any grade. Whilst both of these 
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groups of nurses are likely to act as patient advocates, their work patterns would make it 

impractical to include them in the study, however they do make up an important sub-group of 

the UK nursing workforce, and would merit inclusion in a larger study.  

 

Midwives are also employed on the same clinical grades as nurses, however they are 

excluded from this study as they are considered to be a separate profession, though many 

midwives have originally come from a nursing background. Some nurses may hold 

midwifery qualifications although they are employed in nursing posts, they were not 

excluded unless employed solely as midwives. Also excluded were pre-registration student 

nurses, and post-registration student nurses on placement at the hospital if they were not also 

normally employed there. 

 

Those employed on grades A to C are usually unqualified nursing auxiliaries, however, some 

newly qualified nurses are employed on C grades, depending upon the employment practices 

of the hospital. Those on grades A to C who are not registered nurses are excluded from the 

study. Whilst they may act as patient's advocates, they do not have the professional 

accountability that Registered nurses have, and advocacy would be considered to be beyond 

their sphere of responsibility.  

 

Clinical grades generally equate with particular job titles, so grades C & D might be held by 

Enrolled Nurses and Staff Nurses; E & F, Senior Staff Nurses / Junior sisters; and G, H & I 

grades might equate with Senior Sister / Senior Nurse / Clinical Nurse Specialist / Nurse 

Manger. Clinical grading was introduced in 1987 in order to recognise particular duties and 

responsibilities in nursing work and allow for a more flexible and elaborate career structure 

than the traditional grades of Staff Nurse / Sister / Senior Nurse would allow. Although there 

is often variation (the current tendency seems to be to expect greater responsibilities from 
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those on lower grades as the skill mix is depleted), the grades within each category involve 

broadly similar work, though there is likely to be individual variation depending on the skill 

mix in any ward or department. Often nurses on lower grades have to assume the duties of 

higher grades where staffing levels / skill mix is poor. 

 

"Second level" or Enrolled Nurses, who tend to be restricted to grades C and D will be 

considered as registered nurses and will be included in the study on the basis of their grades, 

as above. 

 

 

Sample Type 
 

In order to make generalisations about the whole population it is necessary to study a 

probability sample, that is one in which each member or case in the population has a known 

probability of being selected (Burns & Grove, 1993). The simplest way of achieving this is a 

simple random sample, whereby subjects are randomly selected from the whole population, 

usually by using random numbers to select informants from a numbered list. This approach 

was used in this study, as described below. 

 

Sampling procedure 

 

To meet the hospital�s obligations under data protection legislation, it was decided that the 

human resources department would select informants and address envelopes and distribute 

them in accordance with a procedure provided by the researcher. This ensured that the 

researcher only learned the identity of informants after they had been sampled, and only then 
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if they responded and had chosen to provide their names on the questionnaire (which was 

optional). Whilst this was acceptable did meet ethical and data protection requirements it did 

prevent specific follow-up of non-responders, which may have been a more effective way of 

increasing response rate, or could have allowed for interviews of non-responders, as a way of 

interpreting non-response bias. 

 

With instructions from the researcher the human resources department at the hospital 

prepared a list from their database of all nurses that met the defined population and exclusion 

criteria outlined above. From this sampling frame, comprising 729 potential informants, 190 

were selected using a list of random numbers provided by the researcher. The random 

numbers were selected using a Microsoft Excel random number generation tool.  

 

 

Sample size 
 

Estimation of an appropriate sample size is a contentious issue and few clear guidelines are 

available. Many adopt a �rule of thumb� approach to sample size determination, though there 

is an increasing demand for the use of statistical approaches to sample size determination. 

These approaches relate mainly to the use of confidence intervals (Knapp, 1996) or power 

analysis, which is the approach that seems to be favoured currently (Polit & Sherman, 1990; 

Cohen, 1992). 

 

Power analysis allows the researcher to determine the sample size necessary to detect 

significant differences or effects of a predetermined magnitude and significance level, thus 

the researcher can clearly quantify the likelihood that a study will yield worthwhile results. 

Samples may then be selected that avoid the waste of inconclusive studies due to inadequate 
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size, or overlarge samples that include unnecessarily large numbers of informants. Power 

analysis is the approach used in this study to determine sample size. 

 

Power Analysis 
 

There is a considerable body of literature discussing the use of power analysis procedures 

(see for example Cohen, 1988, & 1992, and Kraemer & Thiemann, 1987) however it is 

apparent that it has not been embraced by researchers and many �under-powered� studies 

continue to be conducted in many disciplines (Polit & Sherman, 1990). The use of adequate 

sample sizes to achieve statistical power is becoming both a methodological and an ethical 

imperative, and there is an increasing range of resources to assist the researcher. A full 

discussion of power analysis procedures and the range of available software can be found in 

Ingram, 1998. A brief discussion of the power analysis is presented below. 

 

Power analysis concerns the relationship of four factors: the power of a test (a power of 0.8 is 

usually considered the minimum acceptable - this gives a 20% chance of making a type II 

error), the significance level set (alpha, usually 0.05, or 0.01); the number of informants; and 

the effect size (that is differences that are considered significant, commonly 0.5 standard 

deviations, or more). Changes in any of these factors will influence one or more of the other 

three; so for example, larger sample sizes will increase power, or allow the use of the more 

stringent alpha level, or will detect smaller effect sizes, or a combination of these. To use 

power analysis to determine sample size, one determines the desirable power, detectable 

effect size and the alpha level, and computes the necessary sample size to achieve this. 

Different formulae are required for the particular statistical test in use, and many statistical 

software packages and stand-alone programmes exist to assist with this (see Ingram, 1998). 
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Post-hoc power analysis can also be conducted to aid interpretation of studies where the null-

hypothesis has not been rejected. The power calculation will provide a measure of the risk 

that a type II error has been committed (i.e.; failing to reject the null-hypothesis when it is, in 

fact false). For example, if post-hoc analysis suggests that the study has a power of 0.50, the 

implication is that there is a 50% chance that a type II error was committed, which would be 

unacceptably high. The use of post-hoc analysis is no substitution for using power analysis at 

the design stage, as the knowledge that a study was under-powered merely confirms that 

resources have been wasted. 

 

In multiple regression analysis power analysis is relatively simple as the effect size relates to 

R2 coefficient that the researcher deems to be of significance. Cohen (1992) suggests values 

for small medium and large effect sizes for various tests, and for multiple regression suggests 

values of 0.02; 0.15 and 0.35 respectively. With a medium effect size of 0.15 (which will 

detect an R2 of ≥ 0.1304), 8 independent variables, with alpha set at 0.05; and a power of 0.8 

Cohen�s power table (1992, p158) indicates a sample size of 107 is required, and for 7 

independent variables, 102 is indicated. 

 

Alternatively, and more simply, computer software may be used for power analysis. One 

stand alone programme that deals with power analysis in multiple regression is �R2� (Steiger 

and Fouladi, 1992). 
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Figure 1: Sample size calculation; output from R2 software  
 

Figure 1 shows the output of this programme for similar values to those in Cohen�s table. (In 

the R2 programme, K independent variables includes the criterion variable (PAS) so for 8 

IV�s (K = 9). It will be seen that using either method the indicated N is very similar and 

either method of calculation is considered acceptable.  

 

In this study, with 8 IV�s and accepting the effect sizes suggested by the R2 output above, a 

sample of 111 would provide adequate power. Given that a survey such as this is likely to 

suffer from a non-response problem, any sample selected will have to be increased to allow 

for this. Estimates vary regarding likely response rates in studies such as this, ranging from 

45 to 75% (Czaja & Blair, 1995), or as Babbie (1992, p 267) suggests, response rates of 

50%, 60% and 70% may be regarded as �adequate�, �good� and �very good� respectively. 

Given that the instruments used are relatively brief and easy to complete, that a reminder will 

be given, and the population might be expected to be more positive than some to research, it 

is anticipated that a response rate of 60% may be realistic. To achieve an adequately powered 

study in keeping with the parameters outlined above an initial sample of 190 would provide 

114 returned questionnaires given a response rate of 60%, and is therefore the sample size 

selected for this study. 

 

Output from R2 -- Version 1.1 
 
High Accuracy Algorithm is in use. 
------------------------------------------------------------------ 
Sample Size Calculation 
 
K:                9 
Rho Square:  .13040 
Alpha:       .05000 
Needed Power:.80000 
Use an N of at least  111  
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Response Rate and the Non-response Problem: 

 

The use of power analysis, as described above, may provide an adequate sample size, but 

will not address the inevitable problem of response bias caused by the non-response problem, 

however large that may be. 

 

Babbie (1992) suggests that response bias is likely to be inversely proportional to response 

rates, therefore high response rates are likely to result in a lower response bias. Whilst 

response bias cannot be eliminated, approaches to dealing with this problem may be to 

minimise it by maximising response rates, and attempting to discover the characteristics of 

the non-responders, so that the study findings can be reviewed with some idea of the nature 

and direction of the bias that may have been introduced (Oppenheim, 1992). Although steps 

had been taking in the design and administration of the questionnaires (discussed in the 

following sections), the final response rate was poor. 

 

90 returned questionnaires from a sample of 190 were received, giving a response rate of 

47.4%. Of these, 2 were completed by ODA�s (Operating Department Assistants, who are 

not nurses and were therefore excluded). This was an indication of problems with the 

sampling frame used. Another had no responses on the PAS instrument (see appendix 1), and 

a fourth was returned without the Personal Data Sheet (PDS, see appendix 2), so only 86 

were used for analysis, giving a response rate of 45.3%. 

 

Many reasons may account for the poor response rate, which was lower than the 60% 

anticipated. The instrument itself may have contributed to this, although as described below, 

efforts were made to pilot it and make it as acceptable to informants as possible. A 

considerable portion of the non-response problem may be due to inaccuracies with the 
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sampling frame. 9 of the envelopes were returned �not at this address� by the hospital 

internal post or by staff working on the ward in question. Some of these related to staff who 

had already left or had been moved to other wards. It is likely that many more were 

incorrectly addressed and never reached their intended recipients. In addition it is likely that 

some non-nurses, such as the ODA�s mentioned above, were mistakenly sent the 

questionnaires, and may not have bothered to return them. 

 

Because of the need to deny access to the sampling frame by the human resources 

department, there was no means of assessing how accurate or up to date the database was, 

and the assurances of the staff there had to be taken at face value. The actual non-response 

due to these problems as opposed to the �normal� non-response problem is difficult to 

quantify, but it may account for the low rate achieved with what would normally be expected 

to be an interested and research-minded population. 

 

Each returned questionnaire was numbered and dated on receipt and this allows for some 

potential to investigate possible non-response bias. Babbie (1992) suggests that non-

responders will have more characteristics in common with late responders rather than early 

responders, so the indexing of returns as described above allows for tentative projections to 

be made of the likely characteristics of non responders.  

 

Table 1 shows the mean values for variables for the first 20 and final 20 returns. 
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It appears that the greatest differences between the early and late responders were in respect 

of GRADE and PAS (Patient Advocacy Scale) score - the dependent variable in the study. In 

addition to the comparisons in table 1, correlation coefficients were calculated for the same 

variables, and a variable representing the return order (higher values represented later 

returns). Two variables were negatively correlated with the return variable (GRADE: rho = -

.3232, p=.002; PAS: rho = -.3812, p= 0.000). Whilst there is no statistical justification for 

extrapolating from the returns to the non-returns in this way, it may be that non responders 

were likely to have lower PAS scores, and lower grades, thus the sample might be biased in 

favour of higher grade nurses and PAS scores, and this may assist with careful interpretation 

of the findings. 

 

 

Instrumentation 

Questionnaires: 

 

Two instruments were used for quantitative data collection in this study: a Patient Advocacy 

Scale (PAS) based on Hatfield�s The Nursing Advocacy / Beliefs & Practices (NABP) scale, 

 
Table 1: Mean values for first 20 and 
final 20 responses 
 
Variable 

 
1st 20 
X  

 

last 20 
X  

ETHICS          .5 .33 
EDLEVEL       1.05 1.00 
GRADE 3.85 2.90 
INSPECIA       6.3 6.77 
NURSEYRS  12.83 14.01 
AGE  36.05 38.33 
PAS          112.55 105.05 
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which provides an "advocacy score"; and a Personal Data Sheet (PDS) to gain information 

on demographic variables. These demographic variables represent the independent or 

�predictor� variables in the multiple regression analysis, with the PAS score as the 

dependent or �criterion� or dependent. 

 

The Nursing Advocacy / Beliefs & Practices (NABP) scale was devised by Hatfield (1991) 

for her study. This is a 28 item, Likert scale questionnaire, with 5 response modes ranging 

from strongly disagree, to strongly agree, with an undecided category at the midpoint. This 

instrument yields data that can be scored from 1 to 5 for each category. The instrument 

contains items that cover the nurse's beliefs and practice of advocacy, and the organisational 

and educational support required or available to the nurse. The original version is reproduced 

in appendix 3. 

 

Whilst it is generally desirable to utilise an existing instrument that has been validated in 

previous studies, it was apparent that the NABP scale, the only one of it�s kind available, was 

not suitable for use in this study in it�s existing form. Although some of the terminology in 

the items was unsuitable, and would not have been appropriate to a UK sample, the 

problematic scale items could have been modified relatively easily to retain their intended 

coverage whilst being in appropriate language. A more important problem is that some items 

appear to measure variables other than advocacy beliefs and practices of the individual nurse, 

and thus compromise the construct validity of the instrument. For example, item 7 asks about 

the agency�s (employers) support for continuing education, and item 19 asks about agency 

policies. 

 

Hatfield (1991) adopted various strategies to establish construct validity and reliability of the 

instrument. A panel of three experts reviewed the instrument and modified items 
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accordingly. The instrument was then piloted and Spearman-Brown split halves (Burns & 

Grove, 1993) were performed which indicated a good degree of homogeneity amongst items, 

though this is somewhat surprising given the problems identified with some items, as 

discussed above. 

 

In order to modify the instrument the first step was to identify and discard the items that were 

considered to measure variables other than advocacy. Of the remaining items these were 

modified to reflect appropriate UK terminology. Additional items were then developed to 

provide a total item pool of 50 items for pilot testing. The new items were developed to 

reflect the four models of advocacy identified in the literature review. If it is accepted that 

there are different perceptions of patient advocacy as illustrated by these models, then 

inclusion of these in the new scale should contribute to the validity of the instrument. 

 

The 50 item pool for the PAS were piloted with a purposive sample of 20 informants known 

to the researcher, selected because of their expertise as nurses and / or researchers. 19 

responded, though only 17 completed questionnaires were received in time to be 

incorporated in the analysis. The Pilot PAS appears in appendix 4. 

 

Informants were asked to complete the 50 item instrument by responding genuinely to the 

items included. They were then asked to identify any problematic items, such as those that 

were poorly worded or were thought to be poorly related to the construct under investigation. 

They were also asked for comments and suggestions for modifications. Comments were also 

requested for the PDS (Personal Data Sheet). 

 

An item analysis (Oppenheim, 1992) was conducted to determine items to be included in the 

final version of the PAS. From the pilot study data, each item score was correlated with the 
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scores for the pool of items, this identified item-item correlations and item-total correlations. 

The assumption is that if the instrument as a whole serves as a measure of the construct 

under investigation, then those individual items that have stronger correlations have greater 

construct validity, and those with weaker correlations have poorer validity. The items can 

then be arranged in a hierarchy (excluding those already identified as problematic by the pilot 

study informants), and the best 28 are selected for the revised instrument. Further reliability 

data was derived from the main study (see below). 

 

The PAS as used in the main study is presented in Appendix 1. Scores range from 1 for 

strongly disagree, to 5 for strongly agree, thus providing a possible PAS score for each 

subject of between 28 and 140. 7 of the items were �reversed� that is expressed in a way that 

�strongly disagree� response was equivalent to a high advocacy rating, the scoring for these 

items was also reversed accordingly. Reversing items in an instrument such as this can 

combat �response-set bias� where the subject merely ticks an item with little consideration 

(Oppenheim, 1992). The reversed items were numbers 12,13,14,17, 20, 23,24. 

 

Using the 86 returned questionnaires from the main study the homogeneity of the final PAS 

was assessed using Chronbach�s alpha (Burns & Grove, 1993). A coefficient approximating 

0.8 to 0.9 would indicate that the instrument has homogeneity. A coefficient very close to 1.0 

would suggest that fewer items were required as they were measuring the same aspect of the 

variable or construct, whereas a weak coefficient would suggest that some items are 

measuring different variables or constructs. Figure 2 shows the SPSS output with the alpha 

for the final PAS. 
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Figure 2: SPSS Output - Chronbach�s Alpha for PAS 
 

The alpha coefficient (0.8608) demonstrates that the instrument has acceptable homogeneity. 

The Item-Total analysis is presented in appendix 5. The �alpha if item deleted� can assist 

with identifying problematic items, and it is of note that those items that offer greatest 

increase in alpha if deleted that correspond closely with the reversed items on the scale (6 out 

of the 7 reversed items). This could imply that respondents were perhaps confused by the 

wording or there was response-set bias despite these reversed items. Either conclusion 

suggests that the instrument requires further development and testing. 

 

 

Interviews: 

 

Semi-structured interviews were to be conducted with up to 10 volunteers selected from 

those who agree to further participation as indicated on their returned questionnaires. A non-

probability purposive sample was selected from those questionnaires received, with the aim 

of including the range of PAS scores obtained, including extreme scores. 29 of the 86 

informants returning questionnaires volunteered for interview, however given the difficulties 

with locating the volunteers (several were away, either sick or on annual leave or study 

leave) it was only possible to make 7 appointments for interview at mutually acceptable 

 
R E L I A B I L I T Y   A N A L Y S I S   -   S C A L E   (A L P H A) 
 
Reliability Coefficients    28 items 
 
Alpha =   .8608           Standardized item alpha =   .8768 
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times, however the aims of collecting the interview data were still achieved with this slightly 

reduced sample. 

 

The purpose of the interviews was to gather additional data using an alternative technique to 

establish if there was some convergence, so that, for example, high PAS scores should 

equate with evidence of active advocacy or positive attitudes towards advocacy. In addition, 

collecting qualitative data in this way would allow greater understanding of the phenomena 

than the quantitative data provides on its own. The use of qualitative and quantitative data 

collection methods in this study could be considered to be "between-methods triangulation" 

as described by Denzin, (1989) and Kimichi et al (1991) and is seen as an opportunity for 

cross-validation in studies such as this (Robson, 1993). 

 

A semi-structured format allows for elaboration of questions to gain a fuller understanding of 

the informants' perspective, whilst maintaining consistency across interviews. The interview 

schedule was reviewed by four expert nurses and after modification was piloted with one 

informant prior to use in the main study. The interview schedule is presented in appendix 6. 

 

Interviews took place in a private room on the hospital site, but away from the wards. 

Interviews were recorded with audiotape (all informants gave their specific consent to this). 

Interviews lasted between 20 and 45 minutes, and included introductions, consent 

procedures, and the opportunity for the informants to ask questions and discuss related 

matters.  

 

Procedure 
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The two questionnaires (PAS and PDS) were sent with an introductory letter (appendix 7), 

and the information sheet (appendix 8). An envelope was included for return of the 

questionnaires directly to the researcher. The hospital internal post was used so there were no 

postal costs, and informants could easily return questionnaires from their workplace. As 

questionnaires were received they were dated and numbered in ascending order.  

 

Two weeks after the initial distribution a prompt was sent to all informants, including a 

statement thanking those that have already responded, and duplicate questionnaires and 

return envelopes, as suggested by Babbie (1992). Given the sampling procedure used, it was 

is not possible to identify non-responders, so it was appropriate to send out prompts to the 

entire sample. 

 

At the end of four weeks following initial distribution selection of informants for interview 

commenced as discussed above. Interviews were completed within a six week period. 

 

 

Ethical Issues 

 

The study proposal was submitted to the appropriate Local Research Ethics Committees and 

was approved (see appendix 9) with only minor modifications required to the informants 

documentation. 

 

All informants sampled in the two questionnaire mailings received an introductory letter 

(appendix 7) and an information sheet (appendix 8). The information in keeping with the 

type of information required by the Department of Health guidelines (DOH, 1992). The 
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information reflects the attention that has been given to the major ethical principles of self-

determination; privacy; anonymity and confidentiality; and protection from harm (Burns & 

Grove, 1993). 

 

Informants were advised that that they consent to participate by returning the questionnaire. 

As the questionnaires were anonymous unless the informants chose to provide their names 

either to volunteer for an interview or because they wanted further information. In such 

circumstances it is therefore inappropriate and unnecessary to ask for signed consent forms. 

 

Those that were selected for interview (from those who had voluntarily supplied their name 

and work address) were asked to sign a consent form (appendix 10) prior to the interview. 

The format of the consent form is adapted from the DOH (1992) / Royal College of 

Physicians (1990) form for clinical trials. 

 

In this type of study there are unlikely to be any significant risks, and the informants� main 

concerns are likely to be related to issues of confidentiality. Raw data was only be seen by 

the researcher and much of this was anonymous. Tapes, transcripts and questionnaires were 

stored in secure conditions, and no data was linked to any individuals. Any information that 

could lead to individuals being identified will be altered or omitted from this or any other 

reports produced. The involvement of a member of the human resources / personnel staff to 

distribute questionnaires was considered to be acceptable, because they are bound by rules of 

confidentiality because of the nature of their work, and whilst they were aware of the names 

of those sampled they did not know who responded (return envelopes were addressed to the 

researcher) and they did not see any raw data. 
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There was a possibility that recalling traumatic events related to advocacy scenarios could 

prove to be upsetting for informants. The interviewer undertook to offer time and support 

following interviews should any informant request or appear to require this. Part of the 

consent procedures included reminding informants that they could withdraw from the study 

at any time without penalty. 
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Analysis and Findings 

Quantitative Data 

 
The data acquired using the two instruments (PAS and PDS) were analysed using a multiple 

regression procedure. Descriptive statistics for relevant variables, findings from the multiple 

regression analysis, and results from various diagnostic procedures are presented below. 

 

Descriptive Statistics 

 

Table 2, below shows the variable labels and definitions used in this analysis. 

 

 
 

 

Table 3 shows descriptive statistics for EDLEVEL (Education Level) and PAS (Patient 

Advocacy Scale). As the table shows, the majority of informants were qualified to certificate 

level which is in keeping with knowledge of this population. It will be noted that mean PAS 

Table 2: Variable labels and definitions 

Variable Label Definition    
AGE Age in years of informants 
NURSEYR Time spent in nursing in years. 
EDLEVEL Highest education level attained by informants 
ETHICS Whether informants have attended an ethics 

course 
GENDER Gender of informants 
GRADE Nursing grade (from C to I) 
PAS Patient Advocacy Scale score 
INSPEC Time spent in current speciality, in years 
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increases with EDLEVEL, though the three highest levels are represented by very few 

informants (n=4). 

 

 

 

Table 4 shows job title and PAS. The largest proportion of informants were employed as 

staff nurses (n=51), followed by enrolled nurses (n=10).  

 

 
 

Table 3: EDLEVEL and PAS 

Level n % X  PAS SD 
 

< certificate 31 36 104.9032 10.2253 

Certificate 35 40.7 107.1429 8.2965 

Diploma 16 18.6 113.1875 10.8886 

Degree 1 1.2 115.0000  

Post-grad cert / dip 2 2.3 118.0000  

Masters 1 1.2 115.0000  

 

Table 4: Job title and PAS 

Job title 
 

n % X  PAS SD 

enrolled nurse 10 11.6 109.6000 11.0373 

staff nurse 51 59.3 105.3725 8.8203 

senior staff nurse  4   4.7 115.7500 15.4785 

sister  5   5.8 106.6000 11.0589 

ward manager  6   7.0 109.5000 4.8062 

practice 
development 

 2   2.3 121.0000 5.6569 

senior nurse 1   1.2 123.0000  

clinical specialist 6   7.0 114.5000  10.4067 

bed manager 1   1.2 104.0000  
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Table 5 shows ward or department by PAS. It can be seen that most informants worked in 

medical and elderly care wards, which represents a fairly typical picture for a hospital such as 

the used for this study.  

 
 

 

 

 

 

 

 
 
Table 5: Ward or Department and PAS 

Ward./  
Department 

n % X  PAS SD 

A&E 4 4.7 96.5000 3.3166 

private 3 3.5 98.6667 9.0185 

out patients 2 2.3 99.5000 7.7782 

haematology 1 1.2 102.0000  

occupational health 1 1.2 102.0000  

bed management 1 1.2 104.0000  

theatres 7 8.1 105.5714 6.6548 

recovery 3 3.5 106.3333 9.2376 

surgical 9 10.5 107.5556 9.2481 

medical 17 19.8 107.9412 7.2065 

elderly 13 15.1 108.0769 10.2018 

ophthalmology 5 5.8 109.2000 11.8195 

oncology 1 1.2 112.0000  

ENT 1 1.2 113.0000  

orthopaedics/     
trauma

9 10.5 113.4444 14.8754 

coronary care 8 9.3 114.1250 10.4258 

pain management 1 1.2 119.0000  
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The data presented here suggest that most hospital wards or departments were represented in 

the sample, with no significant omissions, perhaps with the exception of ITU (Intensive 

Therapy Unit).  

 

Table 6 shows PAS and post-basic courses informants had undertaken. Most informants had 

undertaken ENB (English National Board) short courses. These short courses are designed to 

prepare nurses for enhanced practice or developing new roles, for example teaching and 

assessing or pain management. They are usually of a few days to a few weeks duration and 

have been until recently, at certificate level. Almost all such courses have been offered at 

diploma or degree level, in modular programmes, since 1995. ENB Clinical Courses tend to 

be of longer duration (often 6 months to 1 year) and they provide nurses with recognised 

qualifications for specialist or advanced practice, such as Coronary Care Nursing, Accident 

and Emergency Nursing, etc. These courses are all at Diploma or Degree level, and may be 

required for employment in certain specialist roles.  

 

The apparent difference between table 3 data (EDLEVEL) for diploma (n=16) and that 

shown below (n=4) is explained in that initial nursing training is now at diploma level, 

though post-basic nursing diploma and degree courses are available. 
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Table 7 shows employment grade by PAS. No informants were on grade C, which is 

theoretically the lowest grade that a qualified nurse can be employed on, and has often been 

used as the starting grade for Enrolled nursed, though some unqualified nurses (auxiliaries) 

do achieve this grade. It has effectively been the norm to employ registered nurses on a 

minimum of grade D, and given current demand for nurses it is unlikely that trusts could 

recruit or retain nurses on grade C. 

 
 

 
 
 

Table 6: Post-basic courses and PAS 

Course type n % X  PAS sd 

none 27 31.4 104.1852 9.8841 

ENB Short course 39 45.3 113.0714 8.6332 

ENB Clinical 14 16.3 108.1282 9.9477 

Diploma 4 4.7 107.5000 5.2599 

Degree 1 1.2 113  

Post Grad 1 1.2 123  

 

Table 7: Employment Grade and PAS 

Grade n % X  PAS sd 

 
C 

 
0 

 
0 

 
0 

 
0 

D 23 26.7 108.2609 11.2622 

E 33 38.4 104.6667 8.0143 

F 14 16.3 110.3571 12.1314 

G 14 16.3 110.7143 7.5593 

H 2 2.3 120.0000 4.2426 
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Multiple regression analysis 

 

Multiple regression analysis was used to analyse the data collected. Multiple regression 

allows the researcher to identify combinations of independent variables that are strongest 

predictors of the dependent variable (the PAS score in this study) so that values for the 

dependent variable can be predicted from values of the independent variables (Hair et al, 

1995). Alternatively multiple regression can be used to develop a model that explains 

variation in the dependent variable.  

 

Multiple regression requires metric data, however non-metric data can be included (as in this 

study) by converting them to dummy variables (Hair et al, 1995). SPSS for Windows, 

version 6.3 was used for all statistical procedures except power analysis, where R2 was used 

as discussed in the previous chapter.  

 

 

Preliminary exploration of data 
 

Prior to the multiple regression analysis, correlations amongst variables were examined to 

identify likely predictor variables and to detect any collinearity that existed, (Collinearity is 

where 2 independent or predictor variables correlate, thus confounding each other in the 

regression equation. Multicollinearity is where 3 or more variables correlate, resulting in the 

same problem). As can be seen from the correlation matrix (table 8) there were significant 

correlations involving the variables NURSEYR, EDLEVEL, ETHICS, GENDER, GRADE, 

INSPEC and PAS, the criterion variable, in different combinations.  
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Most of the correlations were fairly weak, the strongest being between NURSEYR and 

INSPEC (r = 0.4527, p = 0.000). There was a positive relationship between the informants 

time in their current speciality, and their years in nursing, and as many nurses work 

throughout their careers in the same speciality, this is unsurprising. 

 

Of note is the negative correlation between NURSEYR and EDLEVEL (r = −0.3224, p = 

0.002), suggesting that nurses with longer experience have been educated to lower levels. At 

first sight this may appear to be contrary to expectations, however it may reflect the recent 

trend for nurses to qualify with degrees, and the fact that all initial nursing training has been 

to at least diploma level since the early 1990�s. The correlation between ETHICS and 

GENDER is probably best discounted because of the small numbers of males in the sample 

(7 males to 79 females). 

 

Of the other variables the strongest correlations are those between EDLEVEL, and ETHICS 

(r = 0.2945, p = .006), and GRADE (r = 0.3290, p = .002). The weak correlation between 

Table 8: Correlation matrix (n=86) 
 

 
Variable 

 
NURSYR 

 
EDLEVEL 

 

 
ETHICS 

 
GENDER 

 
GRADE 

 
INSPEC 

 
PAS 

 
 
NURSYR  

 
1.00 

 
-.3224** 

 
.1025 

 
.0526 

 
.0467 

 
.4527** 

 
.-.0069 

 
EDLEVEL  

  
1.00 

 
.2945** 

 
.0533 

 
.3290** 

 
-.1909 

 
.3333** 

 
ETHICS 

   
1.00 

 
.3079** 

 
.2423* 

 
-.0881 

 
.2561* 

 
GENDER 

   
 

 
1.00 

 
.1148 

 
-.1303 

 
.1585 

 
GRADE 

     
1.00 

 
.1756 

 
.1908 

 
INSPEC 

      
1.00 

 
-.0450 

 
PAS 

       
1.00 

* P<0.05 
** P<0.01 
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EDLEVEL and ETHICS is indicative of collinearity, discussed below. The relationship with 

GRADE may reflect that higher grade posts tend to be held by nurses who are educated 

beyond their initial nurse training, indeed this may often be a requirement for more senior 

posts, or where there is significant competition for promotion.  

 

 

Collinearity 

 

Only two variables, EDLEVEL (r = 0.3333, p = .002) and ETHICS (r = 0.2561, p = 0.017) 

had significant, though weak, correlations with PAS. These would therefore be likely 

predictors of PAS in the multiple regression analysis, though as described above there was 

also a problem of collinearity.  

 

The collinearity between these two variables (r=0.2945, p=0.006) can be explained in that it 

is likely that those who are educated to higher levels (at least in studies relating to nursing or 

health care), are likely to have covered ethics in some depth as part of their studies. It would 

seem reasonable to expect that those who have studied ethics may be more aware of 

advocacy issues, thus contributing to a higher PAS. 

 

Stevens (1992) suggests collinearity is a problem for 3 reasons: because it severely limits the 

size of R; it masks the relative importance of the predictors because of correlations amongst 

them; and it increases the variances of the regression coefficients, thus reducing the stability 

of the regression equation. Stevens suggests that diagnosis of collinearity is achieved by 

examining the correlation matrix (as above), though warns that subtle forms may not be 

apparent; and / or by examining the variance inflation factors (VIF). Stevens (1992) cites 
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Myers� (1990) �rule of thumb�, that if any VIF exceeds 10 there is cause for concern and 

variable deletion or some other method should be employed to overcome the problem. 

 

Given that the correlations identified in the matrix above were weak, and the VIF values (see 

figure 3 below) are both low (1.095) it was deemed appropriate to include both EDLEVEL 

and ETHICS in the multiple regression analysis. 

 

 
 

Figure 3: Output from SPSS showing VIF (variance inflation factors) values for 
EDLEVEL & ETHICS variables 

 

 

Assumptions of multiple regression analysis 
 
 

One of the principal assumptions with parametric statistical tests is that the dependent 

variable is treated as an interval level measure. In this study the dependent variable is the 

advocacy score derived from the PAS. There has been some debate in the literature 

concerning the treatment of Likert scale items as interval data, when they are technically at 

the ordinal level (see for example Knapp, 1990 & 1993), however this appears to be a widely 

adopted practice, and it does allow for the use of more powerful parametric statistical 

analysis (Burns & Grove, 1993; LoBiondo Wood & Haber, 1994), and as such the researcher 

may be deemed to have failed to �do justice� to the data if it is not treated as such.  

 

 
--------------------------------- Variables in the Equation ------------------------------------ 

 
Variable                 B                  SE B            Beta            Tolerance     VIF           T 

 
EDLEVEL       2.800884         1.057729        .282317        .913279      1.095     2.648 
ETHICS           3.551250        2.188786         .172979        .913279      1.095     1.622 
(Constant)    103.912069        1.482857                                                             70.076 
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Hair et al (1995) argue that it is essential to ensure that the assumptions of multiple 

regression are met so that the results obtained are truly representative of the sample and that 

the best possible results are obtained from the analysis, however it is argued that multiple 

regression analysis is robust to violations of the assumptions of normality (Stevens, 1992, 

Hair et al 1995; Howell, 1977). 

 

The four assumptions that must be met for multiple regression analysis are independence, 

linearity, constant variance, and normality (Hair et al, 1995). Given the nature of sampling 

and data collection in this study (random sampling, informants were unknown to each other), 

it is likely that the independence assumption (that the informants responded independently of 

each other) has been upheld.  

 

Stevens (1992) suggests that residual plots can be utilised to determine whether threats to the 

linearity and constant variance assumptions exist. In particular the Studentized residuals can 

be plotted against the predicted values. If the assumptions are met, then the residual should 

scatter randomly (or in a generally random manner, Hair et al, 1995) about a horizontal line  

defined by ri = 0 (see figure 4, below). Patterns representing curvilinearity or heterogenous 

variance, for example, would indicate violations of the assumptions. 
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Figure 4:  Residual plot of Studentized residuals by predicted values  

 
 
As can be seen in figure 4, the plot shows no evidence of nonlinearity or curvilinearity, 

nonconstant or heterogenous variance.  

 

Normality may be examined with a normal probability plot (see figure 5). In this instance 

there are no significant departures from the norm indicated by the solid diagonal line. It is 

likely that the small departure visible is not a significant threat to the assumptions of the 

multiple regression equation.  
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Figure 5: Normal P-P plot of regression standardised residuals 

 

 

From the diagnostic data presented above it can be concluded that there are no serious 

violations of the assumptions of multiple regression analysis. 

 

 

Methods for selecting variables 

 

Hair et al (1995) identify three main approaches to variable selection and model building in 

multiple regression analysis: confirmatory specification, whereby the analyst specifies the 

variables for inclusion; sequential search approaches, where the software selectively adds 

and removes variables from the equation in accordance with certain criteria; and 

combinatorial (or all subsets regression) approaches, where all possible combinations of 

variables are used in generating large numbers of possible equations. Each of these general 

approaches offers advantages and disadvantages, and different equations may result 

depending on the method used, however some of these may result in spurious findings 
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because of the ways in which variables are selected or excluded. The decision as to which 

approach to use will inevitably result in some compromises. 

 

Of the three general approaches identified above, the sequential search has an advantage in 

that it offers an objective method for selecting variables, whereas the other approaches 

require that the analyst selects the variables (confirmatory) or selects the most meaningful or 

appropriate equation (combinatorial). Sequential approaches attempt to select variables that 

maximise the predictive power of the equation with the smallest number of variables, and 

consequently upholds the requirement for model parsimony. 

 

There are three main sequential search methods available (backward and forward 

elimination, and stepwise regression), which also offer advantages and disadvantages, 

however stepwise estimation is deemed to be the most popular of these (Hair et al, 1995). 

Despite the popularity of this method, which Howell suggests is the best of the approaches 

he discusses, he also suggests that when the researcher is more interested in theory testing 

(implying that the analyst should use a confirmatory approach, or select theoretically 

proposed variables, to test relationships predicted by theory) rather than prediction, then 

stepwise regression should perhaps be called �unwise regression� and he questions why he 

uses this method at all (Howell, 1997, p541), nevertheless he does.  

 

In this study the focus is on explanation, and perhaps theory generation rather than theory 

testing, and as such it is probably inappropriate for the researcher to select the variables for 

analysis, beyond the selection made by virtue of instrument development, and stepwise 

regression is therefore deemed to be appropriate for use here.  
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With stepwise regression the independent variable with the smallest probability of F is 

entered into the equation, and in subsequent steps, the variable with the next lowest 

probability of F is added, if the probability is sufficiently small, and this proceeds until no 

more variables can be added. Variables that are already in the equation may subsequently be 

removed if the probability for F exceeds a predetermined value. 

 

For this study the criteria for including and excluding variables were initially set at p= 0.1; 

and p= 0.2 respectively. These values are in keeping with Howell�s (1997) recommendations. 

As can be seen in figure 6 this resulted in rejection of all variables with the exception of 

EDLEVEL (educational level). The R2 coefficient this generated (R2 = 0.11106) suggests that 

only a small proportion of the criterion variable (PAS, patient advocacy score) was predicted 

by EDLEVEL 

 

 
 

Figure 6: SPSS output for stepwise multiple regression analysis 

 
* * * *   M U L T I P L E   R E G R E S S I O N   * * * * 

 
 Equation Number 1    Dependent Variable..   PAS   Patient Advocacy Score 
 
 Block Number  1.  Method:  Stepwise     Criteria   PIN  .1000   POUT  .1500 
    EDLEVEL  ETHICS   GENDER   GRADE   NURSEYRS   INSPECIA 
 
 Variable(s) Entered on Step Number 
 1..    EDLEVEL   educational level 
 
 Multiple R                .33326 
 R Square                  .11106 
 Adjusted R Square     .10048 
 Standard Error   9.40367 
 
 Analysis of Variance 
                      DF      Sum of Squares           Mean Square 
 Regression           1           928.02088                928.02088 
 Residual            84          7428.03726                 88.42901 
 
 F =      10.49453       Signif F =  .0017 
 
 ------------------ Variables in the Equation ------------------ 
 
 Variable                 B                 SE B               Beta            T          Sig T 
 
 EDLEVEL      3.306259       1.020600         .333256       3.240     .0017 
 (Constant)   104.704424       1.413670                           74.066     .0000 
 
 End Block Number   1   PIN =     .100 Limits reached. 
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The predictive power of the equation could be marginally improved by including ETHICS 

(completed an ethics course), giving R2 = 0.13839 (see figure 7). It is suggested that the 

adjusted R2 coefficient gives a better comparison between equations with different numbers 

of variables and the adjusted R2�s were 0.10048 and 0.11762 respectively for EDLEVEL 

alone and EDLEVEL and ETHICS, suggesting only a minimal additional contribution to the 

equation. It can be seen from figures 6 and 7 that the F statistic for both equations are 

significant at the p ≤ 0.01 level. 

 

 
 

Figure 7: SPSS Output for EDLEVEL & ETHICS equation 
 
 
 
 

The regression equation and it�s significance 
 

* * * *   M U L T I P L E   R E G R E S S I O N   * * * * 
 

 Equation Number 1    Dependent Variable..   PAS   Patient Advocacy Score 
  
 Block Number  1.  Method:  Enter      EDLEVEL  ETHICS 
 
 Variable(s) Entered on Step Number 
    1..    ETHICS    ethics courses 
    2..    EDLEVEL   educational level 
 
 Multiple R               .37200 
 R Square                 .13839 
 Adjusted R Square    .11762 
 Standard Error  9.31361 
 
 Analysis of Variance 
                           DF      Sum of Squares             Mean Square 
 Regression          2          1156.36614                   578.18307 
 Residual            83          7199.69200                     86.74328 
 
 F =       6.66545       Signif F =  .0021 
 
 ------------------ Variables in the Equation ------------------ 
 
 Variable              B                  SE B           Beta         T           Sig T 
 
 EDLEVEL     2.800884      1.057729    .282317      2.648     .0097 
 ETHICS         3.551250      2.188786    .172979      1.622     .1085 
 (Constant)   103.912069     1.482857                     70.076     .0000 
 
 End Block Number   1   All requested variables entered. 
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With an R2 of such a low value (0.13839), the regression equation will serve as a very poor 

predictor as there is a large proportion of the dependent variable which is unexplained, and 

as such it has little explanatory power for this study, however it is reported here for 

completeness.  

 

 

 

The multiple regression equation from this analysis is derived from the constant 

(103.912069) and the B values (or slope) for the predictor variables (see figure 7), so that: 

PAS = 103.912069 + (EDLEVEL x 2.800884) + (ETHICS x 3.551250) 

 

so for example, for a subject with an EDLEVEL = 3 and ETHICS = 1, the predicted PAS 

would be 

103.912069 + (3 x 2.800884) + (1 x 3.551250) = 113.06509  

or a predicted PAS of 113. 

 

When the regression model has been established, the significance of the overall model is 

tested (that is the null hypothesis that R2 is zero, or that X and Y are not related) using the F 

ratio. Figure 7 above shows that F = 6.66545 p = 0.0021 for this equation, so is deemed to be 

significant at the level set for alpha for this study, p ≤ 0.05. 

 

 

 

Validating the results 
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Hair et al 1995) suggest that ideally the results of the multiple regression analysis can be 

validated for generalisability by taking a second sample from the same population. In the 

absence of this they suggest that the adjusted R2 and the R2 coefficients are compared, with 

large differences representing �overfitting� to the sample, therefore suggesting poor 

generalisability. In this analysis the R2 was 0.13839, and the adjusted R2 was 0.11762 (see 

figure 7), which does not differ greatly. Another method that Hair et al (1995) suggest is to 

randomly split the sample into two and perform the same analysis multiple regression 

analysis on each sub-sample. Again large discrepancies between the two results would 

suggest a threat to generalisability. Results from the analysis of two sub-samples for this 

study are presented in figure 8, below. 

 

 

 
 

Figure 8: SPSS output for multiple regression validation test 
 

 

Results from the analysis of the two sub-samples, which were randomly selected from the 

whole sample using the SPSS select cases procedure, suggest that there are small differences 

in the R2 and adjusted R2 statistics (the adjusted coefficient is recommended for comparison 

by Hair et al 1995). The size of these differences do not suggest a threat to the 

Sub-sample 1     n=43 
 
Multiple R           .41645 
R Square             .17343 
Adjusted R Square    .15327 
Standard Error      9.26560 
 
F =       8.60280       Signif F =  .0055 
 
Sub-sample 2    n=43 
Multiple R           .38600 
R Square             .14899 
Adjusted R Square    .12824 
Standard Error      7.59056 
 
F =       7.17818       Signif F =  .0106 
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generalisability of the findings, however it must be remembered that every random sub-

sample is likely to produce different results. 

 

 

Post-hoc power analysis 
 

As discussed in chapter 5, power analysis was used to determine the desired sample size 

prior to data collection. Post-hoc power analysis is no substitute for this, however it can help 

to explain results obtained given the actual response rate obtained. In this study, the desired 

sample size to obtain a power of 0.8 was 111 with 8 independent variables. The actual 

response rate achieved provided only 86 useable responses (though 90 were received). The 

R2 software was used to calculate the power achieved using the actual sample size (n = 86), 

6 independent variables (therefore K = 7) and the R2 derived from the regression analysis (R2 

= 0.13839), see figure 9, below. 

 

 
 

Figure 9: Output from R2 software showing post-hoc power analysis 
 

 

The power achieved (0.75437) is very close to the threshold of 0.8 desired. This implies that 

the risk of type II error is approximately 0.24, which indicates that the probability of failing 

to detect significant R2�s of values below 0.13839 is p = 0.24. Given the small R2 actually 

 
Output from R2 -- Version 1.1 
High Accuracy Algorithm is in use. 

-------------------------------------------------------------------------------- 
Power Calculation 

 
N:               86 
K:                7 
Rho Square:  .13839 
Alpha:       .05000 
Power:      0.75437 
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detected this would be of little practical significance, and one could conclude that adequate 

power has therefore been achieved for what is a very small effect size. 
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Conclusions from Quantitative Data Analysis 

 

The diagnostic procedures used suggest there are no major violations to the assumptions of 

the multiple regression analysis, and it was therefore an appropriate procedure to use with 

this data set. The analysis using a stepwise procedure suggested a regression equation 

including EDLEVEL as a predictor variable. When the criteria for inclusion were adjusted to 

appropriate levels, ETHICS was included in the equation, which added a small degree to the 

predictive power of the equation, the small difference probably reflecting the collinearity that 

existed between the two.  

 

The small size of the R2 coefficient obtained suggests that although this combination of 

independent variables provided the best prediction of PAS, it still accounts only a very small 

amount of the variance, Other, presumably unmeasured variables have a significant 

explanatory role in determining PAS scores for this sample. 

 

Post-hoc power analysis suggests that the final sample size obtained was just short of the 

threshold required to meet the conventional level of 0.8 normally required. Given the small 

effect size involved, this shortfall is deemed to be of little practical significance. Validation 

of the equation by data-splitting suggests that the findings may be generalisable. 
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Qualitative Data: 
 

Whilst the intention had been to interview 10 informants, given the difficulties involved in 

contacting and agreeing suitable appointments within the time scale available, only 7 

informants were finally interviewed. Although fewer than originally planned, it is evident 

that those interviewed cover a reasonable range of the sample characteristics. As can be seen 

in the data matrix (figure 10a,b &c, appendix 11) informants with PAS scores close to the 

extremes were included (91 to 123) and there was a good spread of values for the 

independent variables EDLEVEL, GRADE, NURSEYR and INSPEC. It is also apparent that 

differing views and perceptions of patient advocacy are represented.  

 

A frequently cited rationale for determining sample size in qualitative studies is the criteria 

of �data saturation� (LoBiondo-Wood & Haber, 1998), this is where no new themes ideas or 

meanings emerge from further sampling, however this approach is beyond the scope for this 

study. The aim of gathering qualitative data in this study was to facilitate some degree of 

triangulation in order to explain, contextualise and validate the quantitative data collected, as 

described previously in Chapter 5. To continue sampling to achieve saturation was not in 

keeping with the aims of this study, and may not have been achieved within the pool of 

volunteers available. 

 

The interview data was transcribed by the researcher and significant statements and meaning 

units were entered in the data matrix. The data matrix is based on a model developed by 

Miles & Huberman, (1994). A data matrix is a method of data display that allows potential 

relationships amongst the data to be visualised in a graphic form. This can serve as a tool for 

analysis itself, or can assist with generating categories for further in depth analysis using 
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other approaches. Its use in this study permits comparisons between informants� descriptions 

of advocacy, at the same time as retaining links with other variables such as PAS score. 

 

The data matrix is presented in tables 10a, 10b and 10c in appendix 11. The informants have 

been given pseudonyms to aid clarity. 

 

 

 

Describing Patient Advocacy 
 

Informants were asked to describe or explain their understanding of patient advocacy, whilst 

there was a great deal of common ground between informants, 5 distinct themes emerged 

(see figure 11, below). 

 

 
 

Figure 11: Patient Advocacy themes  

 

• Acting in patient�s �best interests�  

• Upholding patient�s rights  

• Speaking on behalf of patients 

• Protecting patients from harm 

• Giving advice 
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Best Interests 
 

Two informants (Ann and Dawn) defined advocacy in terms of acting in the patients best 

interests. As identified in the literature review there is a difficulty with this notion �best 

interests�, often being defined in terms of the carers� or professionals� perspectives rather 

than that of the patient themselves, or focusing purely on medical issues rather than the 

patients general well-being. 

 

Dawn seemed to equate �best interests� with carrying out the patient�s wishes, and in her 

example of the patient refusing blood products, Dawn argued that if the patient�s decision 

was made with full information and the patient was competent to decide, then this wish 

should be upheld. 

 

Ann also spoke of �best interests� and she placed safety for the patient as a high priority. 

�Best interests� decisions in this context would appear to be those which maintain physical 

safety rather than complying with patient�s wishes, which may conflict with safety needs. 

This is illustrated in Ann�s example of the patient who wanted to go home, but adequate 

home care was unavailable and Ann perceived her advocacy role was to persuade the patient 

to stay in hospital, though she acknowledges the dilemma she faced, and her difficulty in 

resolving it. 

 

 

Upholding Rights 
 

Ann�s approach contrasts with Carol�s example, where she actually requested that a patient 

should go home, because that was what he really wanted, even though continuing hospital 
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care was necessary in terms of his physical well-being; this different approach may well 

reflect Carol�s view of advocacy as being concerned with upholding rights. 

 

Fiona also focused on protection of patient�s rights. In her example of the patient being 

resuscitated at home, she felt that the patients own wishes were not considered, the patient 

clearly could not express them, yet the continued resuscitation efforts were based on the 

relatives wish that the patient should live, and the attending doctors religious beliefs. This 

situation equates with the �silent patient� scenario as discussed by Gadow (1989). In this 

instance the issue central to an act of advocacy on behalf of the patient is whether the patient 

would want to be resuscitated to endure living for a few days or weeks more in a vegetative 

state with no hope of recovery. Fiona stated that the nurse is the patient�s �ears, eyes and 

voice� and therefore it was important that (the nurse) is there to protect them from harm; 

ignoring a patients (potential) wishes, and overzealous and unwarranted resuscitation 

attempts were such a harm.  

 

Though these informants spoke of patient�s rights, this was in a generalised sense, and no 

clear definitions of what these rights might be were offered.  

 

 

Protection from harm: 
 

Other informants identified protecting patients from harm as a function of patient advocacy. 

Carol cited an example where another nurse had given incorrect advice to a patient�s family, 

and Elizabeth cited an example where a patient was �ill-advised� by a doctor. Georgina�s 

view of advocacy focused particularly on protection from harm for her unconscious patients, 

and described a collective action involving the Rcn (Royal College of Nursing - the nurses 
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professional organisation) in a dispute over the safety of hospital buildings as an act of 

advocacy, as children were being put at risk during their journeys too and from theatres. 

 

 
Giving information and advice, 
 

Several informants spoke about information giving and advice as part of advocacy. A 

frequently cited example was the situation where Doctors would explain, perhaps 

inadequately, the treatment plans or options to patients. Often the patients would appear to 

fail to understand, perhaps as Fiona suggested, because they were intimidated by, or were in 

awe of the doctors, or perhaps because the doctors did not relate well to the patients or use 

language that was familiar to them. It was also suggested that some patients accept what 

Doctors say without question, because, as Elizabeth suggests, of the traditional view that 

�Doctor knows best�. 

 

Several informants would talk to patients after such interactions, and check understanding, 

repeat information, invite questions, describe options, and reinforce the idea that the patient 

actually had a choice. Often, following such interventions informants suggested that they 

may then have to voice the patients views or revised choices and / or arrange further 

meetings with the doctors concerned. 

 

 

Speaking up for patients: 
 

This was identified by some informants in the context of speaking for the �silent patient� as 

described above, and also, as Elizabeth stated, in �interceding on the patients behalf�, with 
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Doctors and relatives, where perhaps the patient was not �silent� but were vulnerable to 

being �bulldozed� by the views of others.  

 

Examples of advocacy: 
 

All but two of the informants (Barbara and Georgina) could readily offer examples of acts of 

patient advocacy that they had been involved in, though they were not all successful in 

achieving their aims. The examples were wide ranging and included challenging 

resuscitation decisions and prescriptions of drugs; empowering patients to decline treatment; 

seeking treatment for post-operative pain; requesting improvements to buildings for safety 

reasons; empowering patients to go home against advice; and persuading patients to remain 

in hospital.  

 

 

Opinions regarding the nurse as a patient advocate: 
 

None of the informants offered negative views relating to the concept of nurses acting as 

patient advocates (notwithstanding some of the difficulties they raised, discussed below), 

though some were far more enthusiastic than others. It may be of note that the informants 

that scored the lowest PAS scores (Ann and Barbara), were clearly least enthusiastic about 

patient advocacy. This could demonstrate some convergence between quantitative and 

qualitative data. All of the other informants spoke positively about an advocacy role for 

nurses, though this could to some extent reflect a form of bias (for example, evaluation 

apprehension - informants wishing to be seen in a good light by the researcher; or a selection 

effect; Burns & Grove, 1997). Sources of bias are discussed more fully in Chapter 7, 

�Discussion and Limitations�.  
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None of the informants argued that nurses should, or could not be patient advocates, 

although this is a common argument made in the literature. Four of the informants (Dawn, 

Elizabeth, Fiona and Georgina) held views suggesting that advocacy was a fundamental part 

of nursing, for example Elizabeth described it as �a natural progression� for nurses, and 

others suggested that advocacy was �one of the main parts of the job� (Dawn) and 

�absolutely vital� (Fiona). 

 

 

Problems and limitations 
 

Informants identified factors that could impair their ability to be patient advocates, or 

concerns that would limit their actions as advocates. Several suggested that they might have 

difficulties if they knew the patient personally, though it was not cited as a reason to desist, 

and one informant, (Elizabeth) suggested that this may make her fight even harder. Other 

problems identified were if the nurse had no rapport with the patient (Georgina) or if the 

issue was something very upsetting or �too close to home� (Carol). 

 

Informants differed on how far they were prepared to take an act of advocacy if this brought 

them into conflict. Fiona was very clear that she would �go to the ends of the earth� to fight 

for a patient, and that she did not worry about the consequences to herself. She described an 

example from early in her nursing career when she challenged the clinical judgement of a 

doctor on behalf of a patient, and ultimately was proven correct. She believed this was a 

valuable formative experience that has assisted her to persist in the face of conflict and 

intimidation. Other informants spoke of consequences or repercussions arising from acts of 

advocacy, such as threatening promotion chances, and being unpopular (Carol).  
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Three informants recognised that they might have difficulty if challenged, Carol said she 

�tends to back down� then �felt angry� for keeping quiet. Dawn said she also tends to back 

down, but said �if I knew I was right I would do it�. Elizabeth said she could be �a bit of a 

soft touch� and that she could �buckle under pressure�. 

 

Ann suggested that ultimately neither she nor the patient would have the final word as 

�ultimately the consultant decides�, and she said that if someone put a good argument to her 

she would hope to take it on board, and comply with that view. Barbara said only that �you 

are just powerless in a big organisation�. 

 

 

Factors that assist with advocacy 
 

Several factors were deemed to assist nurses with their advocacy role, including having 

supportive managers (Barbara, Carol and Elizabeth); Support of colleagues and the multi-

disciplinary team (Ann and Elizabeth); having enough time (Ann and Carol) and a calm 

environment; and having adequate information and a good patient care model (Georgina).  

 

 

Skills and qualities for advocacy 
 

Most informants identified communication and relationship skills as being important to be 

effective advocates, such as: listening skills, building rapport and trust, empathy and 

assertiveness skills. In addition Barbara suggested counselling skills and a knowledge of 
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legal issues would help; and Georgina suggested managerial and diplomacy skills were 

necessary. 

 

Conclusions from qualitative analysis 
 

The data from the interviews demonstrates that there are varied perspectives of what patient 

advocacy is and what it involves, and a range of enthusiasm for the role. Some of the models 

of advocacy outlined in the literature review are in evidence in the interview data, and some 

of the problems and conflicts associated with patient advocacy have also been illustrated by 

the informants. To some extent the interview data does offer some convergence with the 

qualitative data, and those who appeared most enthusiastic proponents of patient advocacy 

also scored the highest PAS scores. 
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Discussion 
 

From the questionnaire data it is evident that the vast majority of the informants are at least 

sympathetic to the idea of patient advocacy, and agree that it is a fundamental aspect of 

nursing. It is less clear, however, is how nurses understand advocacy, and as to what 

advocacy actually means and whether they their beliefs are actually converted into actions in 

their day to day practise.  

 

In a statistical sense the multiple regression analysis was successful in identifying a 

combination of variables that could explain some of the variance in PAS scores. The small 

magnitude of the coefficient means that in practice it has little explanatory power. It is likely 

that advocacy beliefs and behaviours (purportedly measured by the PAS) are determined by a 

far more complex range of variables, or possibly, that some significant predictors were not 

included in the study. 

 

The two predictor variables identified, though only contributing a small amount, do 

correspond with the findings in Mallik�s (1997a) literature review, that nurses need 

preparation for patient advocacy in terms of education, particularly in ethical decision-

making, communication skills, and dealing with conflict. It is arguable, therefore, that efforts 

could be made to improve preparation of nurses for their advocacy role through appropriate 

initial and post-basic education initiatives. Even though education may account for only a 

small portion of PAS, it may be the one variable over which there is potential for control. If 

there is a desire to enhance the nurses advocacy role, potentially to the ultimate benefit of 

patients, then educational initiatives may be the most effective strategy.  
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The interview data suggested a considerable variation of opinions concerning the nature of 

advocacy, though the models of advocacy identified in the literature review were in evidence, 

with the exception of the advocate as �champion of social justice�. None of the informants 

interviewed suggested any views that coincided with this model. Given current severe 

difficulties with shortages of staff and other resources at this hospital, this may seem 

surprising, it may not be so when one considers that the nursing profession has never been 

known for political activism. This might also this reflect that nurses construe advocacy in the 

context of the individual nurse-patient relationship. 

 

Some of the informants did describe notions relating to supporting patient autonomy, such as 

recognising the need to provide information on choices, communicating patients own wishes 

and decisions, and also an awareness of avoiding the imposition of the nurses own views. 

These ideas are in keeping with Kohnke�s (1982) principle tasks for the nurse of informing 

and supporting. 

 

Other informants seemed to view advocacy more in terms of upholding rights. This model of 

advocacy may become increasingly significant with initiatives such as the Patient�s Charter 

(DOH 1991) and the rise of consumerism in health care and the associated litigation. Mallik 

(1997a) however, has argued that advocacy as upholding human rights owes much to the 

American origins of patient advocacy, where the concept developed alongside a vigorous 

human rights movement, and she suggests it may not be appropriate to the UK. The UK has 

not had the same tradition or constitutional concern with human rights, and this might 

explain the lack of clarity regarding what these rights might be. 

 

Some informants identified a �best interests� focus for patient advocacy. Best interests were 

by one defined in terms of the patients own wishes, thus equating more with patient 
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autonomy, while another two informants related best interests to the medical needs and 

safety needs of the patient, regardless of their own wishes. This highlights the danger of a 

�best interests� argument, as these nurses saw their role as persuading patients to accept the 

treatment regimes on offer. This is perhaps representative of the paternalism described by 

Gadow (1983), in that the nurse was intent on providing a good (protection from harm, or a 

prolonged in-patient stay) that was unwanted by the recipient. In the context of the medical 

model under which many nurses work, this approach is seen as completely legitimate, and as 

such the potential for reflection or questioning is limited in such a setting. It could be argued 

that conflict between the nurse and the patient is more acceptable than conflict between the 

nurse and members of the health care team, as the nurse was prepared to deny the patient�s 

wishes even though self-discharge was likely. 

 

Mallik�s (1997b) triadic model of advocacy can be related to some of the findings of this 

study. From the interview data it appeared that some informants anticipated, or were better 

prepared for, conflict as part of patient advocacy than others. For some informants it was an 

inevitable, if unpleasant consequence, whilst for others it was not an expectation that they 

would engage in conflict. In the latter case it may be that in taking a passive advocacy role, 

that is acting to the level permitted by the institution, overt conflict is avoided. It is of note 

that those informants who included conflict in their view of advocacy scored most highly on 

the PAS, this could be entirely an artefact of the PAS itself, however, which may be biased 

towards items related to conflict. This is not necessarily a threat to validity however, as the 

PAS is underpinned by certain models of advocacy, and there is still much debate in the 

literature concerning the very nature of advocacy, and there is no definitive answer as to 

which, if any is correct. 
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In addition to the findings discussed previously the study has also contributed to the further 

development of the PAS tool. Whilst some problems with the reversed items have been 

identified, the scale appears to have some validity and reliability, and there was some cross-

validation with the interview data. With further development and testing the PAS could 

provide an easy to administer tool that could have application in further research and as a 

tool for audit and quality control. Some interest has already been shown in the development 

of clinical standards for patient advocacy, and some means of audit and evaluation will be 

necessary. It may also have potential use in pre and post-testing in relation to educational 

initiatives. 

 

 

Limitations 
 

A major limitation in this study was the poor response rate achieved. The possible reasons 

for this have been discussed, and a fair amount of non-response may be due solely to 

inaccuracies with the sampling frame. With such a low response rate the potential for 

sampling bias is greatly increased, and the generalisability of the findings is very limited as a 

result. The problems with the sampling frame are potentially resolvable in any future studies, 

and increased response rats would be anticipated. 

 

In addition to the sampling bias introduced, the small sample also precluded analysis of 

various sub-groups within the sample. For example, analysis of PAS by ward or department 

and other categorical variables was not viable because of the very small numbers involved.  

 

A further problem with the small sample and non-response problem was the lower than 

intended statistical power for the study, however as a small effect size was selected and the 
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power approached the desired level, this is perhaps not as important as the other effects of a 

small sample.  

 

Sampling bias may have been further compounded by the purposive sampling for the 

interviews. It is likely that informants who volunteered for interview were most interested in 

patient advocacy, and although the interview data was not intended to be generaliseable, it 

may be that important views and experiences were excluded from the study as a result. 

 

It is evident from Item-Total analysis of the PAS that there are problems with some items. 

Although the overall alpha was acceptable, these problematic items could represent a 

significant threat to the validity and reliability of the instrument as it stands.  
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Conclusion 
 

This study has assisted with the development of an instrument to measure patient advocacy, 

and some insights into the nature and extent of patient advocacy beliefs and practices 

amongst this population have been gained. There appears to be a wide range of 

understanding of the advocacy role, and differing levels of enthusiasm for undertaking acts 

of patient advocacy. Informants were motivated particularly by protecting patients rights, 

acting in their best interests, and promoting choice and autonomy. The multiple regression 

analysis suggests that educational level and attendance at ethics courses were related patient 

advocacy, though most of the variance is accounted for by other unknown variables. It may 

be that educational initiatives are still the most effective way to enhance the nurses role as a 

patient advocate. 

 

 

 

Recommendations 
 

On the basis of the experience of designing and implementing this study, and in 

consideration of the findings obtained, the following recommendations are made. 

 

Research 
 

• Further development and testing of the PAS instrument should be conducted as it 

has potential as a tool for future research and educational and clinical audit and 

evaluation. 
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• Further research should be conducted with a larger sample and a suitable sampling 

frame to validate the findings of this study and / or identify other predictors of 

patient advocacy. 

 

• Further research should be conducted to investigate Mallick�s triadic model of 

advocacy, and to determine if it does have applicability to nursing practice.  

 

Education 
 

• Consideration should be given to developing further the preparation of nurses for 

their advocacy role in initial nursing training, in particular by focusing on ethics, 

communication and conflict management. 

 

• Consideration should be given to the development of post-qualification courses in 

ethics and advocacy skills. 

 

Practice: 
 

• The nurses role as an advocate should be legitimised in hospital policies and 

practice so that the role is acknowledged and supported by managers. 

 

• Clinical audit should include assessment availability and effectiveness of 

advocacy for patients. 
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Patient Advocacy Scale 
 
 

Instructions:  
 
Please complete all items. 
Please place an � or a �in the box under the column that represents your response to each statement. 
 
 Strongly 

Agree 
Agree Neither 

agree nor 
disagree 

Disagree Strongly 
disagree 

1. Nurses should go against relatives wishes 
if necessary 

     

2. Patients have a right to know their own 
prognosis 

     

3. Nurses should be held accountable for 
their promises to the patient 

     

4. Nurses should assist patients to complain 
where necessary 

     

5. Patients should be able to refuse care      
6. Patients have a right to know their 

diagnosis 
     

7. Nurses should always tell the truth to 
patients 

     

8. The relationship of the nurse and the 
patient is a partnership 

     

9. All persons should have equal access to 
care based on potential benefit or need. 

     

10. The nurse should protect information that 
the patient gives in confidence 

     

11. Patients should be persuaded to take their 
medication 

     

12. The multi-disciplinary team always act in 
the patients best interests 

     

13. Nurses should persuade patients to accept 
treatment when this is best for them 

     

14. Nurses should never talk to the press 
about poor standards of care 

     

15. Nurses should uphold the patient�s right to 
refuse treatment 

     

16. Nurses should strive to end inequalities in 
health care 

     

17. It is sometimes best to withhold 
information from patients 

     

18. The nurse should represent the patients 
wishes even if they conflict with the 
nurses own views 

     

19. Patients should always be consulted on not 
for resuscitation decisions 

     

20. Nurses should only speak up for patients 
where it does not bring them into conflict 
with other professionals 

     

21. Patient advocacy is  fundamental to the 
role of the nurse 
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 Strongly 

Agree 
Agree Neither 

agree nor 
disagree 

Disagree Strongly 
disagree 

22. The patient�s relatives are the best 
advocates 

     

23. Nurses should not break hospital policies 
when acting as patient advocates. 

     

24. Nurses  have a duty to implement all 
decisions about patient care that their 
managers make 

     

25. Nurses should refuse to carry out 
treatment if they think it is against the 
patients wishes 

     

26. Nurses should speak up for patients who 
cannot do so themselves 

     

27. Patients have a right to be told if they are 
going to die 

     

28. Patient�s questions should always be 
answered honestly 

     

 
 
 
 
Thank you,  
 
now please turn the page and complete the remaining questions 
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Personal Data Sheet 
 
Please complete all questions. 
 
1 
Gender 
(tick one box) 

 female  male 

 
 
2 
Age at Last Birthday  

  .............  years  
      (Insert age in years) 
 
3 
How long have you worked 
 as a qualified nurse? 

 
  ..........  years  .........  months 

 
 
4 
Please state your job title:  
 
 
5 
Please state your grade (e.g. D, F etc.)  
 
 
6 
What type of ward / department or  
speciality do you work in? 

 

      (E.g.: Orthopaedics; coronary care, etc.) 
 
7 
How long have you worked  
in this speciality? 

 
  ..........  years  .........  months 

 
 
 

 
 
 
 
 
 
 

please continue overleaf 
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8 
Please list any other specialities you have worked in for more than 1 year, with dates. 
 
Speciality From: To: 
 
 
 
 
 
 

  

 
 
9 
Have you had a break from nursing? 
If so state dates for each break 

From: To: 

   
 
 
 
 
 
 
 

 
 
 
10  
Have you ever had any careers or jobs for more than 1 year, other  
than nursing?  
If so state what and when 
 
Job / career From: To: 
 
 
 
 
 
 
 

  

 
 

please continue overleaf 
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11 
Please state the nursing qualifications that you hold, with the dates you qualified.  
 
E.g.  

Qualification 
 
Date obtained 

 RMN 
RGN 

January 1983 
July 1986 

 
 
  

Qualification 
 
Date obtained 

  
 
 
 
 

 

 
 
12 
Please list below the other nursing or nursing-related qualifications you have, for example, 
ENB clinical courses, Certificate, Diploma or Degree courses. 
 
Course Name Qualification Awarding Body 

(e.g. ENB, University, 
etc.) 

Date 
completed 

 
 
 
 
 
 
 
 
 

   

 
 
13 
Have you ever attended any courses, lectures or study days on ethics or patient 
advocacy? 
 

Yes   No   
(please tick one box) 
 

please continue overleaf 
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Thank you for completing this questionnaire. 
 
To help with our research we are looking for volunteers who are willing to take part in a 30 
minute interview about patient advocacy. 
 
If you are willing to take part please enter your name, work address and phone number 
below and I will be in contact with you to arrange this. Your name and address will be 
treated as confidential. 
 
 
 
Name  
Ward or Department  

 
 

Phone number / extension  
 

 
 
 
 
 
Please return the completed questionnaires in the envelope provided using the hospital 
internal post.  
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Nursing Advocacy / Beliefs & Practices 
Instructions:  Place an X in the box next to the question using the scale below to represent your answer 

 
   1 = Strongly Agree             2 = Agree             3 = Undecided             4 = Disagree             5 = Strongly disagree 
 
   

1 
 

2 
 

3 
 

4 
 

5 
 
1 

 
Patients have the right to make their own choices 

     

 
2 

 
The agency policy supports the concept of patient's rights 

     

 
3 

 
As a professional, I make the decisions about the appropriate 
nursing care 

     

 
4 

 
Patients have a right to know their own prognosis 

     

 
5 

 
Nurses should be held accountable for their promises to the patient 

     

 
6 

 
The nurse has a duty to protect the patient from harm regardless of 
which professional is involved in the care 

     

 
7 

 
The agency encourages and supports my continuing education 
needs 

     

 
8 

 
the nurse is responsible for patient safety 

     

 
9 

 
Teaching self care increases their autonomy 

     

 
10 

 
as a nurse, I am responsible for my actions 

     

 
11 

 
Patients should be able to refuse care 

     

 
12 

 
Patients have a right to information about their diagnosis 

     

 
13 

 
The cultural orientation of the patient should be respected even 
when it conflicts with your own values 

     

 
14 

 
Nurses should tell the truth to patients 

     

 
15 

 
The nursing care plan is the nurses responsibility 
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   1 = Strongly Agree             2 = Agree             3 = Undecided             4 = Disagree             5 = Strongly disagree 
 
   

1 
 
2 

 
3 

 
4 

 
5 

 
16 

 
I have a responsibility to talk with the doctor, when I feel that the 
patient's rights have not been considered 

     

 
17 

 
I know what is best for my patients 

     

 
18 

 
Nurses are autonomous agents, i.e., determine their own actions 

     

 
19 

 
Agency policies regarding the amount of time spent on a visit 
reduces the nurses ability to address the ethical concerns of practice 

     

 
20 

 
The relationship of the nurse and the patient is a partnership 

     

 
21 

 
I am able to try new techniques with patients without getting 
permission from my supervisor 

     

 
22 

 
All persons should have equal access to care based on potential 
benefit or need. 

     

 
23 

 
The nurse should protect information shared by the patient 

     

 
24 

 
Nurses have an obligation to ensure that their knowledge base is 
current and accurate 

     

 
25 

 
Supervisors in the agency stimulate thinking about dilemmas of 
practice 

     

 
26 

 
Supervisors encourage and support my continuing education needs 

     

 
27 

 
The agency provides help when I am dealing with an ethical 
dilemma in my practice. 

     

 
28 

 
Supervisors encourage my use of new techniques in patient care 
without the need for permission 
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Patient Advocacy Scale 
Pilot Instrument 

 
Instructions:  
 
Please place an X in the box under the column that represents your response to each statement 
 
 Strongly 

Agree 
Agree Neither 

agree nor 
disagree 

Disagree Strongly 
disagree 

1. Patients have the right to make their own 
choices 

     

2. Nurse should go against relatives wishes if 
necessary 

     

3. Patients have a right to know their own 
prognosis 

     

4. Nurses should be held accountable for 
their promises to the patient 

     

5. The nurse has a duty to protect the patient 
from harm regardless of which 
professional is involved in the care 

     

6. Nurses have a duty to campaign for better 
health care for all 

     

7. Nurses should assist patients to complain 
where necessary 

     

8. Patients should be able to refuse care      
9. Patients have a right to know their 

diagnosis 
     

10. Nurses must always uphold patient choice 
even when this puts the patient at risk 

     

11. The cultural orientation of the patient 
should be respected even when it conflicts 
with your own values 

     

12. Nurses should always tell the truth to 
patients 

     

13. Patients should not be told that they are 
going to die if the relatives do not agree 

     

14. The nurse has responsibility to talk with 
the doctor if patient's rights have not been 
considered 

     

15. The relationship of the nurse and the 
patient is a partnership 

     

16. Patients have the right to choose when to 
die 

     

17. All persons should have equal access to 
care based on potential benefit or need. 

     

18. The nurse should protect information that 
the patient gives in confidence 

     

19. Nurses are best placed to make decisions 
for patients who cannot communicate 

     

20. Patients should be persuaded to take their 
medication 
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 Strongly 

Agree 
Agree Neither 

agree nor 
disagree 

Disagree Strongly 
disagree 

21. The multi-disciplinary team always act in 
the patients best interests 

     

22. Nurses must do as their employer requires, 
even when this conflicts with the patients 
wishes. 

     

23. Nurses should persuade patients to accept 
treatment when this is best for them 

     

24. Nurses should never talk to the press 
about poor standards of care 

     

25. Nurses must accept the doctors decisions 
about patient�s treatment 

     

26. Nurses should uphold the patient�s right to 
refuse treatment 

     

27. Nurses know what is best for patients      
28. Nurses should strive to end inequalities in 

health care 
     

29. The nurse is not a suitable person to act as 
a patient advocate 

     

30. It is sometimes best to withhold 
information from patients 

     

31. Patients have the right to eat what they 
want in hospital 

     

32. The nurse should represent the patients 
wishes even if they conflict with the 
nurses own views 

     

33. Patients should always be consulted on not 
for resuscitation decisions 

     

34. Nurses should only speak up for patients 
where it does not bring them into conflict 
with other professionals 

     

35. Nurses should accept the resources they  
are provided with 

     

36. It is the nurses responsibility to uphold 
patients� rights 

     

37. Patient advocacy is  fundamental to the 
role of the nurse 

     

38. Nurses should report poor care even 
where other nurses may face disciplinary 
action 

     

39. Patients need advocates      
40. The patient�s relatives are the best 

advocates 
     

41. Nurses should not break hospital policies 
when acting as patient advocates. 

     

42. Only senior nurses should act as patient 
advocates 

     

43. Nurses  have a duty to implement all 
decisions about patient care that their 
managers make 
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 Strongly 

Agree 
Agree Neither 

agree nor 
disagree 

Disagree Strongly 
disagree 

44. Nurses should refuse to carry out 
treatment if they think it is against the 
patients wishes 

     

45. Nurses should speak up for patients who 
cannot do so themselves 

     

46. Acting as a patient�s advocate is a 
rewarding experience for the nurse 

     

47. Nurses must always inform patients of 
their rights and choices 

     

48. Patients have a right to be told if they are 
going to die 

     

49. Patient�s questions should always be 
answered honestly 

     

50. Nurses should pursue political change to 
improve patient care 

     

 
 
 
 
Thank you for taking the time to complete this questionnaire, please return it to me in the envelope 
provided 
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        N of Cases =        86.0 
 
                                                   N of 
Statistics for       Mean   Variance    Std Dev  Variables 
      Scale      107.5000   103.4529    10.1712         28 
 
 
Item-total Statistics 
 
                         Scale          Scale        Corrected 
                        Mean         Variance    Item-            Squared        Alpha 
                        if Item        if Item       Total            Multiple        if Item 
                        Deleted       Deleted    Correlation   Correlation   Deleted 
 
VAR00001     104.0698        96.5363        .3158         .               .8594 
VAR00002     103.0698        96.9598        .5145         .               .8541 
VAR00003     103.7326        96.6688        .3489         .               .8579 
VAR00004     103.5116        94.3705        .5637         .               .8516 
VAR00005     103.1744        95.8163        .6394         .               .8516 
VAR00006     102.9535        96.5155        .6192         .               .8525 
VAR00007     103.5465        95.1919        .4135         .               .8559 
VAR00008     103.0465        97.2449        .6032         .               .8534 
VAR00009     103.1744        95.3927        .6316         .               .8513 
VAR00010     103.6163        96.4510        .3569         .               .8577 
VAR00011     103.2791        99.1447        .3060         .               .8586 
VAR00012     104.8140       100.8826       .1276         .               .8636 
VAR00013     104.3837        98.8275        .1793         .               .8645 
VAR00014     104.8721        98.0187        .2337         .               .8622 
VAR00015     103.3953        96.0066        .4911         .               .8539 
VAR00016     103.2558        97.2750        .3377         .               .8581 
VAR00017     104.5000        91.7118        .5213         .               .8522 
VAR00018     103.3605        97.7391        .3541         .               .8575 
VAR00019     103.9186        94.2639        .4159         .               .8561 
VAR00020     103.4419        93.3554        .5537         .               .8514 
VAR00021     103.3605        95.9744        .5875         .               .8524 
VAR00022     103.3488        96.3945        .4689         .               .8546 
VAR00023     104.8023       100.1605       .1357         .               .8648 
VAR00024     104.0233        97.2700        .3324         .               .8583 
VAR00025     103.8256        97.5575        .3952         .               .8565 
VAR00026     103.2907        98.3733        .3100         .               .8587 
VAR00027     103.5116        95.9234        .4912         .               .8539 
VAR00028     103.2209        97.3271        .4491         .               .8553 
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Interview Schedule 
 
Introductions 
 
Information and consent procedures 
 
Can you tell me about the work you do here? 
 
How would you describe patient advocacy? 
 

What do you understand by the term? 
 
what sort of activities or actions might it involve? 

 
 
Can you give me an example of a nurse acting as a patient advocate? 
 
 
 
Can you tell me about any examples where you have acted as a patient 
advocate? 
 
 
What are your views or feelings about nurses acting as patient 
advocates? 
 
 
 
Are there any things that interfere your ability to be a patient advocate? 
 
 
What factors are there that enable you to act as a patient advocate? 
 

Professional 
Organisational 
Unit / Ward 
Personal  

 
What do you think are the skills required to be a patient advocate? 
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(Faculty headed paper) 

(Date) 
 
 
 
 
 
 
 
 
 
Dear colleague 
 
I am conducting a study to investigate the topic of patient advocacy in nursing. There has 
been little research undertaken on this topic, and I believe it is an important area for study in 
our profession. 
 
You have been selected at random from all of the nurses working at this hospital, and I 
would like to invite you to volunteer as an informant for this study. 
 
The study will have two stages, the first is a postal questionnaire distributed to 
approximately 180 nurses, one of which is enclosed with this letter. The second stage will 
be brief interviews with approximately 10 of the nurses who have been selected for the 
study, subject to their explicit agreement. 
 
Unless you chose to add your name to the questionnaire, I will not be able to identify you in 
any way, and the information that you provide will be anonymous and confidential. If you 
would be willing to be interviewed or would like to be informed about the findings of the 
study please add your name and work address to the questionnaire. The information sheet 
attached provides full details of what you will be asked to do, and how information will be 
used, but if you have any further queries, please don't hesitate to contact me. 
 
I hope you will be prepared to help me with this study, may I thank you for your 
participation. 
 
Yours faithfully 
 
 
 
 
 
 
 
Richard Ingram 
Nurse Teacher / Senior Lecturer 
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Information Sheet for Research Volunteers 
 
Study Title: 
 
The Nurse as the Patient's Advocate 
 
 
Duration of the study: 
 
Questionnaires being distributed in the Autumn of  1997, and the study will be completed by the 
Summer of 1998. 
 
What is the purpose of the study? 
 
The purpose of the study is to determine the extent to which patient advocacy is a part of day to day 
nursing practice, and to identify any characteristics of nurses that make them more or less likely to 
act as patient advocates. 
 
 
What will I be asked to do? 
 
You will be asked to complete a two part questionnaire and return it via the internal post to the 
researcher. You will also be invited to give your name and work address if you are willing to 
participate in a brief interview. It is perfectly acceptable to complete the questionnaire without 
volunteering for an interview. 
 
The interview will last 15 to 30 minutes and will be conducted in private close to your place of 
work, and as part of your working hours. The exact time and place will be agreed with the 
researcher. The researcher may wish to take notes or use a tape recorder during the interview. 
 
 
Are there any risks, costs or benefits to me? 
 
The main cost to you is the time and effort involved in completing the questionnaire, and attending 
the interview if applicable, though this will be during your paid working hours. No significant risks 
can be identified or are anticipated. 
 
There is no payment for participation in the study, but it is hoped that participating in the study will 
be an interesting and rewarding experience. 
 
 
What about Confidentiality and Anonymity?  
 
The researcher has no way of identifying the people who have completed the questionnaires, unless 
they complete their name and address, which is optional. A member of the human resources / 
personnel department will have selected potential participants at random, and will distribute the 
initial questionnaire, but will not see any of the returned questionnaires or be able to link 
information with participants.  
 
Although a summary of the information collected will be presented in written form, and may be 
published in a nursing journal, individual people will not be linked to the information in any way. 
Only the researcher will know of the identity of those agreeing to be interviewed. 
How do I give my consent? 
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By completing and returning the questionnaire you are consenting to your participation in the 
study. 
 
Agreement to be approached for an interviews is requested specifically at the bottom of the 
questionnaire, and participants will be asked to sign a consent form immediately prior to 
commencing the interview if they wish to proceed. 
 
 
Can I change my mind and withdraw from the study? 
 
At any time until the study is completed, any participant may change their mind and withdraw from 
the study without giving any reason, and with no penalty. If you wish to withdraw, please contact 
the researcher at the address given at the end of this information sheet. Any information already 
collected will be destroyed unless it has been given anonymously, and this will be confirmed in 
writing to the participant. Participants may decline to answer any questions on the questionnaire or 
during the interview without giving a reason, and may withdraw from the interview at any time. 
 
 
Dissemination of the Research Findings: 
 
The study will be presented by the researcher as a dissertation to the University of Portsmouth for 
the award of an MSc in Research Methods. The dissertation will be made available to the library at 
the University of Portsmouth and libraries in the participating Health Authorities and the University 
of the West of England. Abridged reports and articles will be submitted to relevant journals for 
publication, and a report will be submitted to the South & West Regional Health Authority 
Research and Development Directorate, who have partially funded the study. Individual 
participants will not be identifiable in any way in any of the reports presented. 
 
 
How can I find out more about the study? 
 
If you wish to find out more about the study, or wish to ask any questions or make comments, 
please contact the researcher at the address below. If you wish to receive a summary of the study's 
findings this will be sent to you if you forward a written request to the researcher. 
 
 
Researcher: 
 
Richard Ingram 
Nurse Teacher / Senior Lecturer 
Faculty of Health & Social Care 
Education Centre 
Royal United Hospital 
Bath 
BA1 3NG 

Tel:   
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Consent Form 
 

Project Title: 
 
The Nurse as the Patient's Advocate 
 
 Please cross out 

as necessary 
 
Have you read the information sheet? 

 
Yes   /   No 

 
Have you had an opportunity to ask questions and discuss this study? 

 
Yes   /   No 

 
Have you received satisfactory answers to all your questions? 

 
Yes   /   No 

 
Have you received enough information about the study? 

 
Yes   /   No 

 
Do you understand that you are free to withdraw from the study: 
 

• at any time 

 
 
 
Yes   /   No 

 
• without having to give a reason 

 
Yes   /   No 

 
• and without any penalty or displeasure? 

 
Yes   /   No 

 
Do you agree to participate in this study? 

 
Yes   /   No 

  
 
 
Signed  .................................................................            Date  ............................................... 
 
(Name in block letters)  ............................................................................................................ 
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t t
o 

ca
rr

y 
th

at
 o

ut
 w

ith
ou

t 
an

y 
de

tri
m

en
ta

l e
ffe

ct
 

fo
r t

he
m

.  
Y

ou
�v

e 
go

t t
o 

lo
ok

 a
t 

it 
fro

m
 a

ll 
an

gl
es

. 

Lo
ok

in
g 

ou
t f

or
 

pe
op

le
 w

ho
 c

an
�t 

lo
ok

 
ou

t f
or

 th
em

se
lv

es
, 

be
ca

us
e 

th
ey

�r
e 

ol
d 

or
 

co
nf

us
ed

, o
r 

so
m

et
im

es
 il

l-a
dv

is
ed

 
by

 m
ed

ic
al

 
st

af
f.�

th
ey

 sh
ou

ld
n�

t 
be

 b
ul

ld
oz

ed
.  

 I t
hi

nk
 a

ls
o 

to
 h

el
p 

w
ith

 th
ei

r m
or

al
e.

 

Th
e 

pa
tie

nt
s p

ro
te

ct
or

 
 th

e 
nu

rs
e�

s d
ut

y 
is

 to
 

m
ak

e 
su

re
 th

e 
pa

tie
nt

�s
 ri

gh
ts

 a
re

 a
t 

th
e 

to
p 

of
 th

e 
ag

en
da

, 
an

d 
fig

ht
 th

e 
pa

tie
nt

�s
 

ca
se

 a
lo

ng
 w

ith
 th

e 
fa

m
ily

. 

Th
e 

pa
tie

nt
 is

 
vu

ln
er

ab
le

 b
ec

au
se

 
th

ey
 a

re
 u

nc
on

sc
io

us
, 

so
 w

e 
ha

ve
 to

 p
ro

te
ct

 
th

em
 fr

om
 h

ar
m

, a
nd

 
en

su
re

 th
ey

 a
re

 sa
fe

 
an

d 
th

ei
r d

ig
ni

ty
 is

 
pr

es
er

ve
d 

at
 a

ll 
tim

es
. 

A
ct

s o
f a

dv
oc

ac
y 

A
dv

is
in

g 
pa

tie
nt

s w
ha

t 
is

 in
 th

ei
r b

es
t 

in
te

re
st

s, 
lia

is
in

g 
w

ith
 

so
ci

al
 w

or
ke

rs
, d

is
tri

ct
 

nu
rs

es
, c

ar
er

s 

Th
e 

do
ct

or
s d

on
�t 

ex
pl

ai
n 

ve
ry

 w
el

l, 
I 

ha
ve

 a
 li

ttl
e 

ch
at

 
af

te
rw

ar
ds

, m
ak

e 
su

re
 

th
ey

 u
nd

er
st

an
d,

 se
e 

if 
th

ey
 w

an
t t

o 
as

k 
an

yt
hi

ng
, I

 c
an

 e
xp

la
in

 
in

 g
re

at
er

 d
et

ai
l 

If 
th

ei
r r

ig
ht

s a
re

 b
ei

ng
 

us
ur

pe
d 

yo
u 

ha
ve

 to
 

st
ep

 in
 a

nd
 sa

y 
�t

hi
s 

is
n�

t r
ig

ht
� 

 

M
ak

e 
su

re
 th

ei
r 

w
is

he
s a

re
 

do
cu

m
en

te
d�

.su
pp

or
t 

th
e 

pa
tie

nt
 in

 th
ei

r 
de

ci
si

on
 

En
co

ur
ag

in
g 

th
em

 to
 

ha
ve

 h
el

p 
w

he
n 

th
ey

�r
e 

di
sc

ha
rg

ed
, 

In
te

rc
ed

e 
on

 th
ei

r 
be

ha
lf 

w
ith

 d
oc

to
rs

, 
an

d 
m

ay
be

 th
ei

r 
re

la
tiv

es
. 

M
ak

e 
th

em
 a

w
ar

e 
of

 
ot

he
r c

ho
ic

es
. 

Its
 im

po
rta

nt
 to

 h
av

e 
th

e 
gu

ts
 a

nd
 st

an
d 

up
 

an
d 

sa
y 

th
at

�s
 n

ot
 th

e 
rig

ht
 d

ec
is

io
n 

fo
r t

he
 

pa
tie

nt
, a

nd
 b

ac
k 

th
at

 
up

 w
ith

 lo
gi

ca
l 

ra
tio

na
l d

is
cu

ss
io

n.
 

If 
w

e 
ne

ed
 to

 g
et

 a
 

su
rg

eo
n 

or
 a

na
es

th
et

is
t 

to
 g

iv
e 

so
m

et
hi

ng
 to

 
as

si
st

 w
ith

 p
ai

n,
. 

I�
ve

 a
sk

ed
 th

e 
w

ar
d 

fo
r c

ot
 si

de
s, 

or
 a

 
dr

ug
s c

ha
rt 

(to
 e

ns
ur

e 
sa

fe
ty

). 

 
Fi

gu
re

 1
0a

: D
at

a 
M

at
rix

 s
ho

w
in

g 
qu

al
ita

tiv
e 

da
ta

 fr
om

 in
te

rv
ie

w
s 
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�A

nn
� 

�B
ar

ba
ra

� 
�C

ar
ol

� 
�D

aw
n�

 
�E

liz
ab

et
h�

 
�F

io
na

� 
�G

eo
rg

in
a�

 
Ex

am
pl

es
 o

f 
A

dv
oc

ac
y 

pe
rs

ua
di

ng
 (p

at
ie

nt
) 

an
d 

hi
s w

ife
 th

at
 h

is
 

be
st

 in
te

re
st

s w
er

e 
to

 
st

ay
 in

 h
os

pi
ta

l. 
 �

no
t t

el
lin

g 
hi

m
 w

ha
t 

to
 d

o,
 b

ut
 a

dv
is

in
g 

hi
m

 w
ha

t i
s b

es
t f

or
 

hi
m

 to
 d

o 
its

 n
ot

 m
y 

de
ci

si
on

, a
nd

 it
s n

ot
 

hi
s d

ec
is

io
n 

un
le

ss
 h

e 
se

lf-
di

sc
ha

rg
es

. 
 U

lti
m

at
el

y 
th

e 
co

ns
ul

ta
nt

 d
ec

id
es

 
 I k

no
w

 h
im

 so
 w

el
l, 

I 
kn

ow
 w

ha
t h

e 
w

an
ts

, I
 

kn
ow

 it
�s

 n
ot

 th
e 

rig
ht

 
th

in
g 

no
t r

ea
lly

, I
 c

an
�t 

th
in

k 
of

 a
ny

 
re

fe
rr

in
g 

po
or

 a
dv

ic
e 

(fr
om

 a
no

th
er

 n
ur

se
 to

 
a 

pa
tie

nt
) t

o 
th

e 
m

an
ag

er
 to

 p
ro

te
ct

 
fu

tu
re

 p
at

ie
nt

s. 
 

 In
fo

rm
in

g 
m

an
ag

er
s o

f 
co

nc
er

ns
 a

bo
ut

 
in

ju
rie

s a
n 

el
de

rly
 

pa
tie

nt
 su

st
ai

ne
d 

(p
er

ha
ps

 fr
om

 h
er

 
so

n)
, t

he
y 

bo
th

 n
ee

de
d 

he
lp

. 

la
dy

 w
ho

 re
fu

se
d 

a 
bl

oo
d 

tra
ns

fu
si

on
�

 
sh

e 
kn

ew
 w

ha
t s

he
 

w
an

te
d�

do
ct

or
s c

am
e 

to
 h

er
 sa

yi
ng

 y
ou

�v
e 

go
t t

o 
ha

ve
 th

em
  o

r 
yo

u 
m

ay
 d

ie
 fr

om
 th

e 
su

rg
er

y.
.. 

 th
e 

nu
rs

es
 h

av
e 

to
 st

ep
 

in
 a

nd
 e

xp
la

in
 to

 th
e 

pa
tie

nt
 th

e 
ris

ks
 a

nd
 

th
en

 g
o 

ba
ck

 to
 th

e 
do

ct
or

 a
nd

 e
xp

la
in

 
th

at
 sh

e 
do

es
 

un
de

rs
ta

nd
 a

ll 
th

e 
ris

ks
�

 w
e 

ca
nt

 fo
rc

e 
it 

on
 h

er
. I

f s
he

�s
 o

f 
so

un
d 

m
in

d 
th

en
 it

s u
p 

to
 h

er
 (S

he
 d

id
n�

t h
av

e 
th

em
). 

 

W
e 

ha
d 

a 
ve

ry
 si

ck
 

pa
tie

nt
 w

ho
 w

as
 re

al
ly

 
de

pr
es

se
d�

he
 w

an
te

d 
to

 g
o 

ho
m

e 
fo

r a
 fe

w
 

da
ys

, e
ve

n 
th

ou
gh

 h
e 

ne
ed

ed
 to

 b
e 

in
 

ho
sp

ita
l. 

 
 H

e 
m

is
se

d 
hi

s 
ho

m
e�

.I 
sp

ok
e 

to
 th

e 
do

ct
or

 a
nd

 a
rr

an
ge

d 
it�

.h
e 

w
as

 v
er

y 
gr

at
ef

ul
 a

nd
 c

am
e 

ba
ck

 fe
el

in
g 

be
tte

r. 
 

A
rg

ui
ng

 w
ith

 a
 d

oc
to

r 
to

 st
op

 re
su

sc
ita

tio
n 

w
he

re
 th

e 
pa

tie
nt

 h
ad

 
no

 h
op

e�
. t

o 
st

op
 

da
ys

 o
f l

in
ge

rin
g,

 
th

ou
gh

 th
e 

pa
tie

nt
s 

re
la

tiv
es

 d
id

n�
t w

an
t 

to
 le

t h
im

 d
ie

, I
 w

as
 

try
in

g 
to

 th
in

k 
w

ha
t 

th
e 

pa
tie

nt
 w

ou
ld

 
w

an
t. 

 Q
ue

st
io

ni
ng

 a
 d

oc
to

rs
 

cl
in

ic
al

 ju
dg

em
en

t 
ab

ou
t a

 d
ru

g 
do

se
, 

ca
lli

ng
 in

 th
e 

co
ns

ul
ta

nt
 w

he
n 

he
 

di
sa

gr
ee

d.
 

Th
e 

ch
ild

re
n 

ha
ve

 to
 

go
 th

ro
ug

h 
a 

da
ng

er
ou

s t
un

ne
l t

o 
th

ea
tre

s, 
th

at
�s

 n
ot

 
sa

fe
, t

he
 R

cn
 is

 
in

vo
lv

ed
, t

ha
t�s

 a
n 

ad
vo

ca
cy

 is
su

e.
 

V
ie

w
s o

f n
ur

se
s 

as
 a

dv
oc

at
es

 
pe

op
le

 n
ee

d 
ad

vo
ca

te
s 

to
 fi

gh
t t

he
ir 

ca
us

es
 

I t
hi

nk
 y

ou
 h

av
e 

to
 a

ct
 

on
 th

ei
r b

eh
al

f a
s 

m
uc

h 
as

 y
ou

 c
an

 

It�
s r

ig
ht

 a
nd

 p
ro

pe
r a

s 
lo

ng
 a

s y
ou

 a
re

 n
ot

 
im

po
si

ng
 y

ou
r o

w
n 

vi
ew

s o
r n

ee
ds

 o
n 

pe
op

le
. 

I t
hi

nk
 it

�s
 o

ne
 o

f t
he

 
m

ai
n 

pa
rts

 o
f t

he
 jo

b 
re

al
ly

, I
 th

in
k 

if 
yo

u�
re

 
th

er
e 

to
 li

st
en

 to
 th

ei
r 

op
in

io
ns

, a
nd

 re
sp

ec
t 

th
ei

r o
pi

ni
on

s a
s f

ar
 a

s 
yo

u 
ca

n,
 th

en
 ju

st
 b

e 
th

er
e 

to
 e

xp
la

in
 

re
as

on
s w

hy
 y

ou
 a

re
 

do
in

g 
th

in
gs

. 
   

I t
hi

nk
 w

e 
ar

e 
ad

vo
ca

te
s, 

I t
hi

nk
 

be
ca

us
e 

of
 w

ha
t w

e 
do

 
an

d 
ho

w
 w

e 
ca

re
, i

t�s
 a

 
na

tu
ra

l p
ro

gr
es

si
on

 fo
r 

us
. 

I t
hi

nk
 it

�s
 a

bs
ol

ut
el

y 
vi

ta
l, 

I t
hi

nk
 it

s a
 ro

le
 

th
at

�s
 u

nd
er

va
lu

ed
 a

nd
 

un
de

r-
us

ed
.  

A
s f

ar
 a

s t
he

 U
K

C
C

 is
 

co
nc

er
ne

d,
 th

at
�s

 
(a

dv
oc

ac
y 

is
) p

ar
t o

f 
it�

ge
tti

ng
 

re
gi

st
ra

tio
n�

it 
is

 th
e 

nu
rs

es
 re

sp
on

si
bi

lit
y,

 
sh

e 
is

 re
sp

on
si

bl
e 

fo
r 

he
r p

at
ie

nt
s. 

Fi
gu

re
 1

0b
: D

at
a 

M
at

rix
 s

ho
w

in
g 

qu
al

ita
tiv

e 
da

ta
 fr

om
 in

te
rv

ie
w

s 
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�A
nn

� 
�B

ar
ba

ra
� 

�C
ar

ol
� 

�D
aw

n�
 

�E
liz

ab
et

h�
 

�F
io

na
� 

�G
eo

rg
in

a�
 

Pr
ob

le
m

s a
nd

 
lim

ita
tio

ns
  

Pa
tie

nt
�s

 sa
fe

ty
 is

 
pa

ra
m

ou
nt

.  
 its

 b
al

an
ci

ng
 ri

gh
t a

nd
 

w
ro

ng
, a

nd
 k

no
w

in
g 

w
ha

t t
he

y 
w

an
t; 

I�
m

 
st

ru
gg

lin
g 

to
 k

no
w

 
w

ha
t i

s t
he

 b
es

t t
hi

ng
 

 If 
I w

as
 8

0%
 su

re
, b

ut
 

so
m

eo
ne

 p
ut

 a
n 

ar
gu

m
en

t a
ga

in
st

�
I 

ho
pe

 I 
w

ou
ld

 ta
ke

 th
at

 
on

 b
oa

rd
 a

nd
 c

ha
ng

e 
m

y 
m

in
d 

 

If 
yo

u 
kn

ew
 so

m
eb

od
y 

pe
rs

on
al

ly
 it

 w
ou

ld
 b

e 
di

ffi
cu

lt.
 

 Y
ou

 a
re

 ju
st

 p
ow

er
le

ss
 

in
 a

 b
ig

 o
rg

an
is

at
io

n.
 

Fe
ar

 o
f r

ep
er

cu
ss

io
ns

, 
m

is
si

ng
 p

ro
m

ot
io

n,
 

be
in

g 
un

po
pu

la
r. 

 D
iff

ic
ul

t t
o 

ch
al

le
ng

e 
su

pe
rio

rs
, I

 te
nd

 to
 

ba
ck

 d
ow

n,
 b

ut
 if

 I 
kn

ew
 I 

w
as

 ri
gh

t I
 

w
ou

ld
 d

o 
it.

  
 B

ei
ng

 p
er

so
na

lly
 

in
vo

lv
ed

 w
ith

 
so

m
eo

ne
 (e

.g
. f

rie
nd

 
of

 th
e 

fa
m

ily
). 

So
m

et
hi

ng
 v

er
y 

up
se

tti
ng

, t
oo

 c
lo

se
 to

 
ho

m
e.

 

th
er

e�
s n

ot
hi

ng
 th

at
 

te
lls

 y
ou

 h
ow

 fa
r y

ou
 

ca
n 

pu
sh

 it
.  

 I c
an

 b
e 

a 
bi

t o
f a

 so
ft 

to
uc

h,
 I 

ca
n 

bu
ck

le
 

un
de

r t
he

 p
re

ss
ur

e,
 I 

do
n�

t l
ik

e 
to

 ro
ck

 th
e 

bo
at

. 
 If 

it 
w

as
 so

m
et

hi
ng

 I 
be

lie
ve

d 
in

 m
ys

el
f, 

I 
w

ou
ld

 p
ut

 m
or

e 
fir

e 
in

to
 it

. 

pe
rh

ap
s i

f I
 w

as
 

re
la

te
d 

to
 th

e 
pe

rs
on

, I
 

w
ou

ld
 h

av
e 

m
uc

h 
m

or
e 

of
 a

 d
ile

m
m

a.
 

A
 lo

t o
f n

ur
se

s a
re

 
un

de
r-

co
nf

id
en

t, 
an

d 
if 

th
ey

 st
an

d 
up

 to
 a

 
se

ni
or

 th
at

 m
ay

 g
o 

ag
ai

ns
t t

he
m

, p
er

ha
ps

 
se

en
 a

s 
w

hi
st

le
bl

ow
er

s, 
or

 g
o 

ag
ai

ns
t t

he
m

 fo
r 

pr
om

ot
io

n,
 it

s n
ev

er
 

w
or

rie
d 

m
e.

 
 If 

it�
s i

n 
th

e 
pa

tie
nt

�s
 

be
st

 in
te

re
st

s I
�ll

 g
o 

to
 

th
e 

en
ds

 o
f t

he
 e

ar
th

 to
 

fig
ht

 th
e 

ca
se

, I
 

w
ou

ld
n�

t c
ar

e 
if 

I g
ot

 
tro

d 
on

. 

If 
I k

ne
w

 a
 p

at
ie

nt
 

pe
rs

on
al

ly
, o

r i
f I

 h
ad

 
no

 ra
pp

or
t w

ith
 th

e 
pa

tie
nt

. 

Fa
ct

or
s t

ha
t a

ss
is

t 
w

ith
 a

dv
oc

ac
y 

co
nt

in
ui

ng
 e

du
ca

tio
n,

 
tim

e 
to

 ta
lk

 to
 p

at
ie

nt
s 

(n
ot

 to
o 

bu
sy

) 
W

e 
(th

e 
M

D
T)

 te
nd

 to
 

si
t d

ow
n 

an
d 

th
ra

sh
 

th
in

gs
 o

ut
, w

e 
w

or
k 

w
el

l t
og

et
he

r, 
I k

no
w

 I 
ha

ve
 th

ei
r s

up
po

rt 

yo
u�

ve
 g

ot
 y

ou
r s

en
io

r 
co

lle
ag

ue
s t

o 
ba

ck
 y

ou
 

up
 

pe
rs

on
al

 e
xp

er
ie

nc
e,

 
fe

el
in

g 
su

pp
or

te
d 

fro
m

 
ab

ov
e.

 N
ot

 g
et

tin
g 

ne
ga

tiv
e 

fe
ed

ba
ck

. A
 

ca
lm

 e
nv

iro
nm

en
t, 

no
t 

ru
sh

in
g,

 h
av

in
g 

tim
e.

 

as
 lo

ng
 a

s y
ou

 h
av

e 
al

l 
th

e 
in

fo
rm

at
io

n,
 

ev
er

yo
ne

 is
 a

w
ar

e,
 a

nd
 

it�
s d

oc
um

en
te

d 
 ta

ki
ng

 ti
m

e 
to

 li
st

en
 

w
or

ki
ng

 in
 a

 sm
al

l 
te

am
 h

el
ps

, I
�d

 tr
y 

to
 

ge
t p

eo
pl

e 
on

 m
y 

si
de

, 
ha

vi
ng

 a
 su

pp
or

tiv
e 

m
an

ag
er

,  

Tr
yi

ng
 to

 lo
ok

 a
t t

he
 

pa
tie

nt
 h

ol
is

tic
al

ly
, 

si
tu

at
io

ns
 w

he
re

 th
e 

pa
tie

nt
 g

et
s t

o 
kn

ow
 

yo
u 

on
 a

 m
or

e 
pe

rs
on

al
 b

as
is

. 

M
or

e 
in

fo
rm

at
io

n 
ab

ou
t t

he
 p

at
ie

nt
, a

 
go

od
 p

at
ie

nt
 c

ar
e 

m
od

el
. 

Sk
ill

s a
nd

 
qu

al
iti

es
 fo

r 
ad

vo
ca

cy
 

ex
pe

rie
nc

e,
 e

xp
er

ie
nc

e 
in

 d
ea

lin
g 

w
ith

 p
eo

pl
e 

ta
lk

in
g,

 ra
pp

or
t, 

go
od

 
co

m
m

un
ic

at
io

n,
 tr

us
t, 

bu
ild

in
g 

re
la

tio
ns

hi
ps

, 
kn

ow
le

dg
e 

of
 th

e 
fa

ct
s. 

C
ou

ns
el

lin
g 

sk
ill

s, 
 

be
in

g 
as

se
rti

ve
, 
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