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A B S T R A C T

Background: Nurse managers play an important role in implementing patient safety practices in
hospitals. However, the influence of their professional background on their clinical leadership behaviour
remains unclear. Research has demonstrated that concepts of Bourdieu (dispositions of habitus, capital
and field) help to describe this influence. It revealed various configurations of dispositions of the habitus
in which a caring disposition plays a crucial role.
Objectives: We explore how the caring disposition of nurse middle managers’ habitus influences their
clinical leadership behaviour in patient safety practices.
Design: Our paper reports the findings of a Bourdieusian, multi-site, ethnographic case study.
Settings: Two Dutch and two American acute care, mid-sized, non-profit hospitals.
Participants: A total of 16 nurse middle managers of adult care units.
Methods: Observations were made over 560 h of shadowing nurse middle managers, semi-structured
interviews and member check meetings with the participants.
Results: We observed three distinct configurations of dispositions of the habitus which influenced the
clinical leadership of nurse middle managers in patient safety practices; they all include a caring
disposition: (1) a configuration with a dominant caring disposition that was helpful (via solving urgent
matters) and hindering (via ad hoc and reactive actions, leading to quick fixes and ‘compensatory
modes’); (2) a configuration with an interaction of caring and collegial dispositions that led to an absence
of clinical involvement and discouraged patient safety practices; and (3) a configuration with a dominant
scientific disposition showing an investigative, non-judging, analytic stance, a focus on evidence-based
practice that curbs the ad hoc repertoire of the caring disposition.
Conclusions: The dispositions of the nurse middle managers’ habitus influenced their clinical leadership
in patient safety practices. A dominance of the caring disposition, which meant ‘always’ answering calls
for help and reactive and ad hoc reactions, did not support the clinical leadership role of nurse middle
managers. By perceiving the team of staff nurses as pseudo-patients, patient safety practice was
jeopardized because of erosion of the clinical disposition. The nurse middle managers’ clinical leadership
was enhanced by leadership behaviour based on the clinical and scientific dispositions that was
manifested through an investigative, non-judging, analytic stance, a focus on evidence-based practice
and a curbed caring disposition.

ã 2016 Published by Elsevier Ltd.

What is already known about this topic?
� The clinical leadership of nurse middle managers plays an
important role in realizing patient safety practices in hospitals.

� In the practice of nurse middle managers eight dispositions are
in action, one of them is the caring disposition.

� Caring is seen as central to the nature of the nursing profession
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What this paper adds
� The professional background of nurse middle managers could
hinder patient safety practices in two distinct manners: (1) by
solely focusing on answering the call for help and utilizing ad hoc
quick fixes and (2) by caring for team members as pseudo-
patients, which leads to an erosion of clinical involvement.

� The clinical leadership behaviors of nurse middle managers
require a well-balanced configuration of dispositions. The
combination of caring and scientific dispositions enhances
clinical involvement and supports patient safety practices. A
scientific disposition curbs manifestations of the disposition to
care; it produces a de-escalating, non-judgmental, and inquisi-
tive approach, with an emphasis on evidence-based practice.

� The notions of nurse middle managers’ dispositions of habitus,
field, and capital can be used as a thorough basis for redesigning
(clinical) leadership development programs for improved
patient outcomes.

1. Introduction

Patient safety practices are crucial in hospital care in both
Europe and the United States (Aiken et al., 2012). They can be
defined as “interventions, strategies or approaches intended to
prevent or mitigate unintended consequences of the delivery of
healthcare and to improve the safety of healthcare for patients” (Dy
et al., 2011). The Francis report of what went wrong at Mid
Staffordshire demonstrates that often hospitals have difficulties in
keeping focus on patient safety practices and that they easily
become preoccupied with the business of the system (finance and
targets) rather than the quality of patient care (Allen et al., 2013).
Such difficulties particularly manifest themselves in the work of
nurse middle managers who are positioned between the ward and
higher management with first-line responsibilities regarding the
supervision of care workers, the management of finances and the
quality of care (Hewison, 2006).

Nurse middle managers are held accountable for initiating,
guiding, promoting, facilitating, and sustaining patient safety
practices (Birken et al., 2012). Their clinical leadership is
considered as one of the factors that determine the success of
patient safety practices (Agnew and Flin, 2014; Kaplan et al., 2010;
Mannix et al., 2013; Øvretveit, 2011; Taylor et al., 2011). In a
previous study we explored the presumption that having a
background in clinical nursing practice – which is seen as a driver
or condition for clinical leadership – can potentially help but may
also hinder nurse middle managers in generating authority in daily
work (Lalleman et al., 2015). This study was based on a
Bourdieusian analysis of observations at four hospitals in the
Netherlands and the United States. We derived eight distinct
dispositions of the nurse middle managers’ habitus, which form
various configurations. Some help and other hinder the supportive
role behaviour towards the staff nurses (Lalleman et al., 2015). In
this contribution, we investigate how the disposition to care,
which is perceived by many as the core of the nursing profession,
and is also central to nurse middle managers’ habitus, influences
their clinical leadership in patient safety practices.

2. Background

2.1. Clinical leadership and patient safety practices

In a recent review, Daly et al. (2014) describe common aspects
of clinical leadership in hospitals: “[ . . . ] the ability to influence
peers to act and enable clinical performance; provide peers with
support and motivation; play a role in enacting organizational
strategic direction; challenge processes; and to possess the ability to
drive and implement the vision of delivering safety in healthcare”
(Garrubba et al., 2011). We further argue that for patient safety
practices, the influence of effective clinical leadership must extend
horizontally towards peers (i.e., to other nurse middle managers),
upward (i.e., to higher management), and downward (i.e., to staff
nurses). Moreover, nurse leaders must also influence other hospital
professionals (e.g., physicians, quality improvement staff, and
clinical nurse specialists). In order to influence in all these
directions, nurse middle managers will need other resources than
positional power alone (e.g., authority) (Martin and Waring, 2013;
Oldenhof, 2015). Research has demonstrated that physicians in
managerial positions derive authority from within their own
professional group by exhibiting clinical involvement and interac-
tion with patients (Witman et al., 2011). Inspired by this research,
in order to fully comprehend how nurse middle managers generate
authority in daily practice, we utilize the ‘practice equation’:
[Habitus � Capital] + Field = Practice (Bourdieu, 1984).

2.2. Nurse middle managers’ dispositions of habitus

Bourdieu describes habitus as a system of dispositions
(Bourdieu, 1977). Habitus is an embodied history, internalized as
a second nature (Bourdieu, 1977). Dispositions are defined as
durable, subconscious schemes of perception and appreciation
that activate and guide practice (Bourdieu et al., 1989). Disposi-
tions of habitus generate a limited number of behavioural
strategies. These strategies are manifested in certain visible
patterns of behaviour, manners, and beliefs: in activities within
practices (Bourdieu, 1990). Our previous study regarding the daily
work of nurse middle managers revealed eight dispositions that
shape the nurse middle managers’ habitus (see Table 1) (Lalleman
et al., 2015).

These eight dispositions are simultaneously at play in the
activities of nurse middle managers. Among the participating
nurse middle managers, some dispositions were dominant, others
were absent or interacted with each other, leading to various
configurations that shaped nurse middle managers’ practice. The
genesis of these various configurations of dispositions of habitus
depends on the distribution of capital and the nurse middle
managers feel for the game in the field.

2.3. Game, capital and field

Bourdieu’s concept of field refers to a social space with an
internal logic (Bourdieu, 1989a). Field and habitus are locked in a
circular relationship: involvement in a field shapes the habitus
that, once activated, reproduces the field. On the other hand,
habitus only operates in relation with the state of the field and on
the basis of the possibilities of action granted by the capital
associated with the position (Nicolini, 2013; p. 60). In a field, there
is always something at stake, i.e., there are struggles for capital
such as positions and other valuable resources. Capital gives
authority within the field (Bourdieu, 1989b, 1986), and may be
inherited through position or be based on knowledge or seniority
(e.g., clinical credibility). Bourdieu’s concept of field can be
compared to a game with the aim of collecting valuable resources,
or ‘capital’ (Bourdieu and Wacquant, 1992). Practices (such as
patient safety practices) are conceived of as “clustered around
social games, played in different social fields, in which agents act
with a feel for the game, a sense of placement in pursuing of
interest” (Lau, 2004).

In a special issue of Theory and Society on ‘Bourdieu and
organizational analysis’ Vaughan (2008) distinguishes between
two specific fields. She explains that an organization-as-field
perspective presents an organization (in our study, a hospital) as a
field nested in a larger professional field (in this study, nursing)



Table 1
eight dispositions of NMMs habitus.

Through a caring disposition, NMMs see patients as individuals who require care and attention.

� The corresponding strategies include answering the call for help of the other in the here and now; ad hoc, reactive reactions; and quick judgment.
� The caring disposition manifests itself by scanning the environment for calls for help.
� Excelling in the caring disposition provides capital that is based on taking care of and paying attention to patients.

Through a clinical disposition, NMMs see individuals as patients.

� The corresponding strategies include the search for the symptoms and causes for the conditions observed.
� The clinical disposition manifests itself by seeing patients, diagnosing their care needs and knowing their conditions.
� Excelling in this disposition provides capital that is based on having and using clinical expertise.

A collegial disposition refers to NMMs ensuring a positive team dynamic.

� The corresponding strategies include being friendly to team members and taking care of other colleagues. This disposition manifests itself by giving attention to
members of the team, encouraging feedback and tacitly knowing other individuals’ needs.

� Excelling in this disposition provides capital that is based on being collegial and preserving a friendly atmosphere.

Through a teaching disposition, NMMs see themselves as tutor or mentor.

� The corresponding strategies include creating moments for coaching, instructing and learning.
� It manifests itself through teaching or instructing both patients and colleagues.
� Excelling in this disposition provides capital is based on sharing knowledge and teaching others.

Through a professional disposition, NMMs perceive themselves as both personally and collectively accountable for good patient care.

� The corresponding strategies include putting the interest of patients first and being accountable and taking responsibility.
� This disposition manifests itself by feelings of responsibility and sharing responsibilities.
� Excelling in this disposition provides capital that is based on being responsible and accountable both personally and collectively for patient care.

A scientific disposition refers to NMMs work as a scientific and reflective practice.

� The corresponding strategies include referring to, gathering and using scientific evidence and asking reflective questions to enhance the quality of patient care.
� This disposition manifests itself through an investigative stance, postponing reactions, refraining from judging, focusing on research/EBP and reflection on action.
� Excelling in this disposition provides capital that is based on using scientific knowledge and asking reflective questions rather than ad-hoc action.

Through an administrative disposition, NMMs view administrative work as legitimization of their activities.

� The corresponding strategies include the use of checklists, guidelines, benchmarks and reports.
� This disposition manifests itself through a focus on writing reports, filling out checklists, addressing administrative issues and performing clerical work.
� Excelling in this disposition provides capital that is based on the correct use of checklists and guidelines and handling administrative procedures.

A control disposition views NMMs’ work as a way to create order and serenity.

� The corresponding strategies include controlling daily situations by tidying up.
� This disposition manifests itself through a focus on controlling (complex) situations, creating order and clarity, cleaning up and clearing up.
� Excelling in this disposition provides capital that is based on being in control of situations.
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(Vaughan, 2008). In our previous study we demonstrated that, in
these two fields, certain behaviours are valued differently, and
some underlying dispositions create more capital (i.e., authority)
than others, thereby leading to the dominance of a disposition, the
absence of a disposition, or a well-balanced configuration of
dispositions (Lalleman et al., 2015). For example, in the profes-
sional field of nursing, caring “for the other” (i.e., for patients) is
highly valued and generates capital, in the organization-as-field
perspective, caring for patients is less valued, whereas having high
patient turnover and/or low levels of sick leave of nursing staff may
generate capital. In order to fully comprehend how nurse middle
managers navigate between what Allen et al. (2013) refer to as “the
business of the system (finance and targets)” (i.e., the organization-
as-field) and “quality of patient care” (i.e., the professional field) a
thorough understanding of the caring disposition is of importance.

2.4. The caring disposition

In this paper, we focus on the caring disposition, a central
disposition for the nursing profession. Nursing’s claim to
professional expertise has been expressed in terms of its caregiving
function as a cornerstone of nursing practice (Allen, 2014a).
However, this framing of caring as central to the nature of nursing,
is under continuous debate and inquiry (Allen, 2014a; Latimer,
2014; Rolfe, 2009; Scott, 2012). Allen (2014a), for example, puts
forward the suggestion that this frame is ideological and hides the
dominant work of nurses—i.e., their organizational work. Although
we support this line of reasoning, in this paper we focus on the
caring disposition because its importance in the practices of nurse
middle managers.

In our previous study, we turned to Levinas to understand the
notion of care. Levinas emphasizes the importance of being there
for the “Other” and immediately responding to needs (Lalleman
et al., 2015; Levinas and Cohen, 1985). Levinas’ philosophy helped
us to understand that being there for the “Other” implies an
indisputable duty of “not letting the Other alone” (Levinas and
Cohen, 1985, p. 119) (i.e., immediate responding to needs driven by
a notion ‘to take care of the other’, in French, ‘s’occuper de l’autre’,
p. 92). We used his philosophy as a “high level frame” to recognize
behaviours that are, prima vista, not visible in nurse middle
managers’ work. The principle of not letting the other alone and
immediately responding to needs, is closely related to the caring
disposition. It is present in various configurations of nurse middle
managers habitus (Lalleman et al., 2015). Interestingly, in the work
of nurse middle managers, we have observed that “the Other” was
not per se a patient but could also be a staff nurse, higher
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management, peers or numerous others working in the organiza-
tion. In order to investigate the impact of the caring disposition on
nurse middle managers’ work the following research question is
formulated: how does the caring disposition in various config-
urations of dispositions within the habitus of nurse middle
managers influence their clinical leadership in patient safety
practices?

3. Methods

3.1. Design

A Bourdieusian (Bourdieu, 1977; Vaughan, 2008) multi-site
ethnographic case study approach was applied (Van Maanen,1979;
Ybema et al., 2009), to gain insight into the role of the caring
disposition in the various configurations of dispositions of the
nurse middle manager habitus. Ethnography was used to assess
and describe the practices and complexity of nurse middle
manager clinical leadership in patient safety practices at a micro
level. The design and execution of our study complied with the
Consolidated Criteria for Reporting Qualitative Studies (COREQ)
checklist (Tong et al., 2007).

3.2. Participants

Sixteen nurse middle managers of adult care units of acute care
hospitals from four non-profit hospitals in the Netherlands and the
United States (U.S.) participated in the study. The inclusion criteria
were: being a registered nurse, supervising a nursing unit of
between 20 and 40 beds, and being positioned between the work
floor staff and higher management. The primary responsibilities of
these nurse middle managers included supervision of direct care
workers, management of budgets, and quality of care.

First, contact was made with higher management of each
hospital. Further arrangements were made with contact persons in
innovation and performance improvement departments and/or
shared governance councils. We asked each contact person to
recruit eligible nurse middle managers, by inviting them by e-mail
to participate in the study. During this procedure the pattern at
each site was the same; in the week after the first mailing, one or
two managers responded. Then a second invitation was sent in
order to motivate those who did not respond immediately. After
three to four weeks the required number of four nurse middle
managers had been reached. At none of the sites more than four
managers showed interest. Prior to obtaining consent, the first
author met with each potential participant to discuss the aims,
design, and methodology of the study. One potential participant
decided not to participate because a recently diagnosed illness
which would not allow for the expected intensity of being
shadowed. To find another participant we had to send a third
invitation.
Table 2
Design and data sources.

June 2010—May 2012

Country Phase 1: the Netherlands 

Hospital Site 1 Site 2 Member 

site 1/2Approx. hours shadowing 150 140 

Shadowing days Kim: 4 daysa Dana: 4 days 

Pat: 6 daysa Eli: 4 days 

Toni: 5 daysa Sal: 4 days 

Chris: 4 days Sidney: 4 days 

Field notes pages A5 700 670 

Audio in hours 22 21 

a Pilot shadowing to come to an optimum of shadow days.
b Which included one double shift from 7 A.M. until midnight.
3.3. Ethical considerations

Consent differed at the Dutch and U.S. hospitals because of
different national policies and the various means of accessing the
sites. In the Netherlands, formal institutional review approval is
not required for this type of research; the higher management of
both Dutch hospitals approved the study. In the U.S., ethical
approval was obtained from the institutional review boards (IRBs)
of both participating hospitals and consent was obtained from each
participating nurse middle manager.

The participants were asked to inform their colleagues, staff
nurses, and other hospital employees of the study to avoid
confusion regarding the presence of the researcher and to protect
nonparticipants. Participants and nonparticipants in the units
could ask the researcher to leave the room or area at any time. The
researcher did not enter patient rooms, and no identifiable patient
information was recorded. However, on several occasions during
field work the researcher was invited into the patients’ rooms by
the nurse middle managers and asked to ‘check’ a wound or
witness patients rounds. Standing in the door opening and keeping
some distance was not always appreciated and could create some
tension between researcher and nurse managers. These and other
minor tensions (e.g. regarding conflicting audiences, unasked
questions, revealing and concealing or concerns) are not uncom-
mon when sociologist do field work in medical settings, see for
example (Anspach and Mizrachi, 2006).

3.4. Role of the researchers

The first author (PL) can be considered as an ‘insider’ at site one
and two. At site one, he worked as a student nurse between 1996
and 2000 and at site two, he worked as a nurse manager between
2004 and 2005. Although an ‘insider’ at both organizations, PL had
not worked with the eight nurse middle managers that participat-
ed in the study. PL did not have any prior knowledge about the
organizations or the nurse middle managers at sites three and four
in the U.S. The third (ML) and fourth (LS) authors supported PL by
obtaining access to both hospitals, clarifying IRB procedures, and
contributing understanding of local customs and cultures in the U.
S.

3.5. Data collection

Each nurse middle manager was shadowed (Czarniawska-
Joerges, 2007; McDonald, 2005) by the first author (PL) for 4–
6 days. This resulted in a total of approximately 560 observation
hours over a period of 19 months between 2010 and 2012 (Table 2).

During shadowing, the researcher focused on behaviours that
potentially indicated the habitual dispositions of the nurse middle
managers. Examples of such instances are, among many others,
frictions during rounding, meetings with higher management or
Phase 2: the United States
check NM Site 3 Site 4 Member check NM

site 1/2/3/4140 130
Terry: 4 days Alex: 4 days
Tracy: 4 days Jamie: 4 days
Tyler: 4 days Jordan: 3 daysb

Vic: 4 days Shawn: 4 days
640 480
11 7
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while supporting staff nurses double checking medication. The
researcher occasionally asked questions that prompted comments
from the participants. A few of them were asked for clarification,
such as “what was being said on the other end of a phone call?” or
“what was the meaning of this departmental joke?”. Other
questions were intended to reveal the purpose of an action or
communication, such as why a particular line of argument was
pursued in a meeting or what the current operational priorities
were (McDonald, 2005). Some questions led to short semi-
structured interviews about beliefs regarding nurse middle
manager roles and challenges in the hospitals. In semi-structured
introductory interviews, we learned about the previous careers of
the nurse middle managers and their reasons for becoming nurse
managers. A LivescribeTM PulseTM Smartpen was used to digitally
store handwritten field notes and audio fragments from shadow-
ing and interviews. The field notes and audio fragments were
uploaded and stored on a computer on which Nvivo 10 was
installed. Nvivo 10 is a qualitative software analysis program that
was used to manage the large amount of data. Selections from the
audio files were transcribed. This approach provided access to
recordings after the fieldwork was completed. Finally, two
interactive discussion group meetings were organized with the
participating nurse middle managers. Preliminary findings were
discussed, and these discussions helped to assign meaning to the
rich data (Balogun et al., 2003).

3.6. Data analysis

After reading and rereading all field notes and transcripts of
audio files, descriptive codes emerged. Firstly, location codes, such
as nursing stations, offices, or meetings outside the ward. Secondly,
interaction codes, which refer to actors with whom nurse middle
managers frequently spoke, such as nurses, colleagues, patients or
higher management. Thirdly, codes regarding quality improve-
ment, safety issues, mediation errors and reports of concern. These
codes helped navigate the data set.

The first (PL) and second (GS) authors selected characteristic
sample fragments from each hospital that showed the presence of
particular clinical leadership behaviour, as described by Garrubba
et al. (2011), in relation to the patient safety practices defined by Dy
et al. (2011). Levinas’s description of caring (Levinas and Cohen,
1985) and previous findings regarding the configurations of nurse
middle manager habitus dispositions (Lalleman et al., 2015) were
used as sensitizing concepts (Bowen, 2006) to guide the analysis.
For each of the selected fragments, we examined the visible
patterns of behaviour and read them as behavioural strategies (i.e.,
dispositions in action) of nurse middle managers (Bourdieu, 1990).
We determined whether the disposition to care was dominant,
absent, or well-balanced with other dispositions. Finally, we
focused on the influences of these configurations on the clinical
leadership of nurse middle managers in patient safety practice.

4. Findings

We observed three distinct configurations of dispositions with
the care disposition in the centre of the habitus of nurse middle
managers that influenced their clinical leadership in patient safety
practices. Below, we first illustrate how a dominant caring
disposition helps and hinders the patient safety practices of nurse
middle managers. Second, we demonstrate how the interaction
between the caring and collegial dispositions can lead to a minimal
clinical involvement and discourage the patient safety practices of
nurse middle managers. Third, we demonstrate how a dominant
role of the scientific disposition can lead to a well-balanced
configuration of the dispositions in the nurse middle managers’
habitus and positively contribute to their clinical leadership in
patient safety practices.

4.1. Configuration 1: a dominant caring disposition

Caring, as being there for the other and immediate responding
to needs, helps nurse middle managers solve urgent issues related
to patient safety practice. Our field notes indicate that nurse
middle managers’ daily work is burdened with numerous issues
(e.g., clinical, organizational, and procedural) that require on-the-
spot attention. Addressing these issues immediately has advan-
tages in terms of patient safety practices. We provide as an
example a fragment with a situation in which nurse middle
manager Kim seizes an opportunity to improve care when she runs
into a few medical residents:

Kim: “Listen, this is what I hear: a patient was disconnected from
telemetry, and a new patient directly took his or her place and was
connected without doing a proper report. Like last Friday, we had a
transfer from ICU connected to a telemetry assigned to a patient
that only minutes before was discharged from our ward . . . ”

Resident: “ . . . and the name in the system was not yet
changed.”
Kim: “So, what do you get? The patient got an AV-block, we directly
call, the cardiologist comes running to the ward and goes directly
to the woman in room 7; but no, she is already discharged. Yes,
what do you do then? Luckily, one of the nurses knew that she gave
that telemetry device to the patient in room 19. This should not
have ever happened; there will be casualties, and we will end up
facing inspection or court. Therefore, as soon as you have a
cancelation, make a report. OK?” [Kim, field notebook 1/page 41]

A root-cause analysis of the safety issue illustrated above was
initiated and granted by Kim. This fragment illustrates Kim
reacting on-the-spot in an ad hoc manner when she runs into
the residents, questioning them and explaining the proper
discharge procedure. Her knowledge and skills were appreciated
by the medical residents; they listened to her and appreciated her
judgment. This behaviour is valued (creates capital) in the hospital
because it directly supports patient safety practice by immediately
solving critical issues and can only be done if the nurse middle
manager is knowledgeable about the procedures and clinical
implications.

We also identified fragments in which the practices of nurse
middle managers were solely focused on fixing immediate issues
without involving others in the organization or without identifying
the root cause of the issue. For example, in the next fragment, Toni
reflects on the dominance of the caring disposition and its
consequence in relation to physician involvement in improving
patient safety:

During a performance improvement meeting with all nurse middle
managers in the internal medicine units and the staff of the quality
improvement department, several hospital-wide quality improve-
ment projects and patient safety issues were discussed. A nurse
middle manager vented her frustration about the lack of physician
involvement in improving patient safety. Nurse middle manager:
“We are not succeeding in getting the physicians involved, which is
strange; it’s their process, too.” Toni: “It is not strange; we spoiled
them by taking care of the process for them.” [Toni 3/120]

This fragment demonstrates that although patient safety is a
concern for both physicians and nurses, nurse middle managers
address the issue on their own. Their practice of taking
responsibility for immediate issues is an essential element of this
configuration with the dominant care disposition. However, this
practice can hinder clinical leadership because it prevents others
from taking action and jeopardizes interdisciplinary quality



184 P.C.B. Lalleman et al. / International Journal of Nursing Studies 63 (2016) 179–188
improvement. Although appreciated by some physicians, this
practice does not contribute toward patient safety because it
undermines multi-disciplinary cooperation, which is an important
aspect of improving patient safety.

As both fragments illustrate, a dominant caring disposition can
both help and hinder the clinical leadership of nurse middle
managers. We conclude with another example, in which nurse
middle manager Kim, unreflectively yields to her caring disposi-
tion to provide help but hinders patient care:

Kim continuously monitors what goes on in her ward by, e.g.
talking with patients, making sure that there are clean bed linens,
and checking patient admissions. This last task is assigned to the
unit coordinator for the day. When we returned after the lunch
break, Kim checked the admission board in the nursing station to
determine whether an agreed transfer of patients between rooms
had taken place. It had not. She rolled her eyes and sighed. Kim did
not hesitate and began to assign various nurses to start moving
patients as agreed during handover that morning. At that moment,
the unit coordinator returned with an acute patient from the ER,
who was announced during Kim’s lunch break. The unit
coordinator deliberately did not move the patients because she
needed one of the single rooms for this acute and very ill patient.
Kim apologized for the interference. When we walked back to her
office, she said, “I got them out of the frying pan and into the fire”
and laughed. The unit coordinator was not amused. [Kim 2/78]

Kim was clearly involved in the daily operations on the ward.
However, this ad hoc reaction and quick judgment regarding the
immediate situation, i.e., “Why hasn’t that patient been moved?
Let’s take care of this right now,” did not contribute to the safety of
the patient in this particular situation.

A caring disposition manifests itself throughout the daily work
of nurse middle managers. It is one of the fundaments that drives
their authority and leadership. However, the fragments above
demonstrate that in the process of acquiring authority, a dominant
caring disposition does not always result in the capital needed to
guide patient safety practices and display clinical leadership
behaviour.

4.2. Configuration 2: the interaction of caring and collegial
dispositions

In the configuration in which the caring and collegial
dispositions interact in such a manner that they become closely
knit, nurse middle managers perceive and approach their nursing
team as quasi-patients. This easily leads to minimal clinical
involvement and a repressed nurse middle manager clinical
disposition. This configuration discourages patient safety practi-
ces. For example, in this configuration, the work routine of a nurse
middle manager consists of monitoring sick leave, discussing the
workload and work-life balance of staff nurses, recruiting nurses,
and adjusting work schedules. This administrative work can still be
framed as ‘caring work’, because it is completely focused on the
satisfaction of the nursing staff, not on the patients. At one site, the
continuous call for attention from the nursing team and the on-
the-spot response of the nurse middle managers to this call,
overshadowed their other work activities. When patient safety
issues were discussed, the conversation had a negative connota-
tion. For example, after a long day of administrative work in her
office, Eli looked out of her window and sighed, “Quality of care is a
disaster here” [Eli 6/105]. Eli was overtly frustrated about the third
lost set of dentures of patients scheduled for surgery that month.
The guidelines were clear: when patients are transferred to
surgery, they are not allowed to wear their dentures and have to
bring with them a small box with a name sticker such that they can
have access to their dentures after surgery in the recovery room.
Despite this relatively simple guideline, dentures were still
regularly lost, leading to complaints and unsafe situations in
which patients had difficulty properly communicating in the
recovery unit. For Eli, this was a clear indication that patient safety
was at risk. “If this simple guideline is not followed, what else goes
wrong?” she asked herself.

The next fragment describes Sidney having a meeting with a
representative from the quality department. This was a rare event:
at this hospital site, this was the only meeting between the quality
department and a nurse middle manager during the entire
shadowing period at that site.

QIS (Quality Improvement Staff): “How are things?” Sidney: “It is
slowly getting better, but the quality keeps simmering; the nurses
are in survival mode.” QIS: “Do you have concerns about the
quality of care in the ward?” Sidney: “Last month, we had a lot of
missing items from patients, complaints, and issues with the
attitudes of nurses toward medication errors. They also stopped
reporting errors. I think that half of the errors were not reported.
My biggest worry is the fact that the nurses appear less alert. It is a
vicious circle. We try to spend as much time on the ward as
possible. Every hour we do rounds on the ward to determine how
the nurses are feeling and to show our faces.” [Sidney 9/90]

This last sentence of the fragment expresses that the nurse
managers were often on the ward, focusing on how the nurses feel;
however they did not discuss patient-related issues, only relational
and personal issues within the team. This demonstrates the
blending of caring and collegial dispositions, i.e., a repression of the
clinical disposition and lack of focus on patient safety practices.
When this configuration manifested itself in the daily work of
nurse middle managers, hardly any fragments of patient safety
issues were found in the field notes and audio transcriptions. This
configuration leads to a modus operandi which hindered the
patient safety practices of nurse middle managers.

This configuration was dominant at site 2 and resulted in nurse
middle managers primarily focusing on their staff. The behaviour
of these nurse middle managers was highly valued by higher
management, who predominantly focused on maintaining low sick
leave numbers and budgetary restraints. However, this configura-
tion resulted in minimal clinical involvement among the nurse
middle managers. Here, a practice in which clinical expertise and
involvement did not generate capital for nurse middle managers
had developed. Furthermore, we did not observe these nurse
middle managers being involved in patient care or patient safety
practices with physicians, other nurses or interdisciplinary teams.

4.3. Configuration 3: a dominant scientific disposition

A dominant scientific disposition curbs and postpones ad hoc
reactions and leads towards a more critical, investigative, and
reflective stance towards patient care quality issues, employee
satisfaction, and performance improvement in general. This
scientific disposition manifests in formal and informal settings.
In the following fragment, a nurse middle manager focuses on an
important patient-related evidence-based performance improve-
ment measure.

During an early morning ‘check in’ at the nursing station between
Shawn and an orthopaedic surgeon before rounds. Shawn: “Hi
boss, what is wrong?” Orthopaedic surgeon: “Nothing is wrong,
everything is wrong.” Shawn: “My worry is that you are going to
knee surgery right away” (instead of doing rounds first).
Orthopaedic surgeon: “Our responsibility is to fix the bone.”
Shawn: “That is the problem, you have more responsibilities. What
do you got for me?” Orthopaedic surgeon: “Nothing . . . I did my
total knee without a urinary catheter!” Shawn and the orthopaedic
surgeon give each other a high five. [Shawn 16/146]
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In this fragment, Shawn was not simply having a polite
conversation with the surgeon. She was checking in on the
orthopaedic surgeon and determining whether he was planning to
walk rounds on the ward or leave early for the operating theatre.
Shawn argued that the surgeon has more responsibilities than only
fixing bones, such as doing rounds and helping out by preventing
urinary tract infections by not putting in urinary catheters before
surgery. Each morning, Shawn monitored urinary catheter use to
decrease usage and thereby lower the prevalence of urinary tract
infections. Shawn was able to convey this practice to the surgeon,
as evidenced by the ‘high five’. Moreover, he did not ‘escape’ to the
operating theatre but did his patients rounds accordingly.

When this configuration manifested, we observed nurse middle
managers consulting their peers (other nurse middle managers),
staff nurses on their units, higher management, clinical nurse
specialists, physicians, and many others to determine possible
causes of undesirable clinical patient outcomes. This practice
prevents nurse middle managers from looking for quick fixes and
ad hoc solutions and stimulates them to strive for more sustainable
and evidence-based interventions that require thorough analysis
and inquiry. This behaviour was developed in a context in which
dialogue between professions and hierarchical roles is common,
and being inquisitive and conducting analyses are valued positive
by all stakeholders (i.e., create capital). The focus on analysis and
evidence-based practice was typically catalysed by the clinical
nurse specialist at this hospital site. In the next brief fragment,
Jamie speaks with a clinical nurse specialist assigned to her ward:

Jamie: “Should we go this way based on the evidence? Compile
literature and research, ethics commission, state laws, intervention
studies, what else have we got?” [Jamie 14/150]

The fragment demonstrates Jamie’s focus on using research and
benchmarking her patient outcomes to the literature. It, as well,
shows a investigative stance which fits the scientific disposition
well. In addition to these larger studies, Jamie maintained an
interest in single-patient cases that required further inquiry:

Jamie: “So you do not think we missed anything? I think it has to do
with her blood alcohol content labs, definitely very interesting for
an obstetrics case study.” [Jamie 15/22]

As demonstrated by these examples, in this configuration, using
research, being consultative, asking questions and doing analyses
is nearly second nature. In the next fragment, Alex advocates an
analytical approach and explicitly refrains from reacting emotion-
ally to an event:

When we walked back to the ward after the medication error
meeting, I asked Alex what she thought the theme of the meeting
was. Alex: “For me, the theme was feeling sorry and regretting,
which should not be the theme.” (During the meeting, a fellow
nurse middle manager told a story that made her staff feel bad
about the error). Alex: “It is not about feeling bad; feeling bad gets
us nowhere. We have to analyse the process.” [Alex 14/52]

The nurse middle managers at the site where this configuration
manifested itself were reflective and aware of their daily actions
and behaviour. A dominance of the scientific disposition seemed to
produce this behaviour. The clinical leadership behaviour that
emerged with this configuration can be framed as consultative,
with a clear focus on clinical outcomes. In the next fragment Jamie
reflects on how she addressed errors and patient safety issues on
her ward:

“Issues needs to be addressed; gentle is not the word. Respectful,
not firmly, but kindly, don’t cover it up.” [Jamie 15/92]

Jamie tried to explain how to be caring without expressing
emotions or resorting to an ad- hoc helping practice. She kept focus
on the issue at hand, in her case, improving the care for a mother
and child in her ward. In the next fragment Alex, who just had a
discussion with one of her staff nurses about a patient who did not
want to be taken care by that particular nurse anymore, puts it
even stronger:

Alex toward staff nurse: “We are escalating and we should not.”
[Alex 14/97]

It does not matter what situation Alex is in, she always curbs
emotions and de-escalates, trying to analyse and listen carefully. It
is almost as if emotions do not play a role and if Alex does not care,
but she does. In the next fragment we pass a patient, lying in bed, in
the corridor of her ward. He is on his way for CT-brain; she looks at
him, sighs, and says:

“That guy is not in good shape, and he is going 43 . . . ”[Alex 14/42]

When Alex discusses processes or concerns with others in the
organizations she stays calm and curbs her emotions but she is not
made from ice, she cares about her patients.

5. Discussion

In this analysis, we investigated how three specific config-
urations of dispositions of habitus of nurse middle managers
interact and influence their clinical leadership in patient safety
practices. These configurations were: (1) a dominant caring
disposition, which helped and hindered; (2) an interaction of
caring and collegial dispositions that led to an erosion of clinical
involvement; and (3) a dominant scientific disposition, which led
to a well-balanced configuration of the clinical and caring
dispositions.

Regarding the literature about patient safety practices and
clinical leadership behaviour (Kaplan et al., 2010; Mannix et al.,
2013; Øvretveit, 2011, 2010; Taylor et al., 2011; Daly et al., 2014;
Bohmer, 2013; Ham, 2003; Parand et al., 2014), our findings
confirm that having technical knowledge of the micro practice of
direct patient care, being clinically involved, and working in an
interdisciplinary manner, increases the capital of nurse middle
managers and enhances their clinical leadership. These practices
are related to the clinical and caring dispositions in nurse middle
managers’ work. However, our findings also demonstrate that a
caring disposition can complicate matters and potentially jeopar-
dize the clinical leadership of nurse middle managers in patient
safety practices. This is a new finding that requires careful
evaluation and discussion.

Two distinct behaviours do not generate the authority required
by nurse middle managers to enhance patient safety and portray
clinical leadership behaviour. The first behaviour indicates a lack of
clinical involvement as a result of the erosion of the clinical
disposition and a caring disposition directed mainly toward the
nursing team. Much of the literature regarding nurse middle
manager leadership supports the need for clinical knowledge and
involvement in maintaining patient safety (Daly et al., 2014;
Bohmer, 2013; Ham, 2003). What makes our findings unique is that
we demonstrate that this lack of clinical involvement was a result
of a caring disposition geared toward caring for the nursing staff
instead of caring for the patients, as shown in configuration 2. This
configuration ultimately erodes the clinical disposition of the
nurse middle manager habitus. Previous studies ascribe this lack of
clinical involvement primarily to a dominant managerial field that
emphasizes, for example, controlling costs (Kieft et al., 2014),
leading to nurse middle managers feeling torn between their
clinical and managerial duties (Orvik et al., 2015; Sorensen et al.,
2008; Taylor et al., 2015). In addition to this external managerial
influence, our findings suggest that the professional background of
the nurse middle managers, especially their caring disposition, also
contributes to the minimisation of clinical involvement. When the
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“being there for the other” behaviour is solely geared towards the
nursing staff, nurse middle managers run the risk of losing sight of
patients. This finding is a refinement on the vast literature from
policy, management and leadership in nursing that promotes
nurse managers being supportive of nursing staff wellbeing and
job satisfaction (de Brouwer et al., 2014; Maben et al., 2012;
Schmalenberg and Kramer, 2009; Upenieks, 2002). We, as well,
underline the importance of staff wellbeing but stipulate there is a
risk of eroding the clinical disposition, which can ultimately lead to
leadership practices in which nurse managers avoid acting
responsively, efficaciously, or decisively to improve patient safety
(Jackson et al., 2013).

The second behaviour that does not generate authority and as a
consequence does not portray clinical leadership, is a dominant
urge to care, with as modus operandi, ‘always’ answering calls for
help and focusing on quick fixes and ad hoc solutions. A recent
article by van Oostveen regarding nurse staffing issues describes
this type of behaviour as “acting in an ad hoc and reactive fashion to
processes over which they have little influence” (van Oostveen et al.,
2015). This behaviour links to what McNamara frames as a
“compensatory mode”. This mode unreflectively leads to constant
compensations for deficiencies and gaps in service and care
provision. According to McNamara, a “compensatory mode” is
largely a by-product of a dysfunctional healthcare system
(McNamara and Fealy, 2010). We take this argument further and
argue that this compensatory mode is also unintendedly internal-
ized in the nursing profession and through that in the behavioural
repertoire of nurse middles managers. The unintended erosion of
clinical involvement leads to erosion of nurse middle managers’
conscientious responsibility and liability for patient safety. This
paradox is produced by the practices of the hospital organization
itself and can be seen as an example in which field and habitus are
locked in a circular relationship.

Hence, a caring disposition – solving ad hoc issues and being
there for the other – is vital for the daily operations of
contemporary, high-paced, and complex healthcare organizations
such as hospitals. In short, nurse middle managers and their
disposition to care, and through that, to compensate, keep the
hospital running. However, our findings demonstrate that when
this caring disposition is dominant in the work of nurse middle
managers, they run the risk of producing short term quick fixes and
non-sustainable solutions, which can jeopardize patient safety
practices. This insight has consequences for those who advocate for
professionals in leading positions. A recent review regarding the
engagement of professionals in hospital management concludes
that hospitals run by professionals perform better. However, the
authors suggest that further research is required to determine the
impact of specific professional backgrounds on hospital perfor-
mance and patient safety (Lega et al., 2013). Here, we demonstrate
how specific behaviours stemming from the professional back-
ground of managers might contribute to but also hinder patient
safety unintentionally.

Our findings are consistent with the literature regarding clinical
leadership and patient safety, which emphasizes the importance of
evidence-based practice to address the root causes of patient
safety issues (Fleiszer et al., 2015, 2016). The reflective and
inquisitive nature of the scientific disposition curbs – when
dominant – the ad hoc reflexes of the caring disposition and gives
way to the clinical disposition. Furthermore, a dominance of the
scientific disposition enhances the positive impact of the caring
disposition with respect to patient safety practices (i.e., a balance is
created between narrow focus on quick fixes and immediately
answering the calls for help on the one hand, and analyses and
evidence-based practice on the other hand).This finding is in
agreement with Allen’s re-conceptualization of the contemporary
nursing mandate, which is “with its exclusive focus on care-giving
( . . . ) no longer serving the profession or the public” (Allen, 2014b). A
broader repertoire that incorporates both caring and scientific
dispositions will enhance the clinical leadership of nurse middle
managers in patient safety practices. Furthermore, this repertoire
counters the pervading “just do it” culture of many performance
improvement programs such as the Nottingham University
Hospitals Trust in the United Kingdom, which encourages
members of staff to quickly champion and action good ideas.
According to Weggelaar these kind of programs, lead to what she
calls ‘the projectification of quality improvement’ in which a focus
on ‘low hanging fruit’ with easy to achieve objectives overshadows
thorough analyses and a focus of evidence-based practice
(Weggelaar-Jansen, 2015, p. 247).

This study has a few limitations that warrant consideration.
First, this study was performed at only four hospitals in the
Netherlands and the United States of America. Although the
findings might be transferable to other Dutch and American
hospitals, they cannot be generalized to all hospitals in these or
hospitals in other countries. Secondly, the material in this study is
much richer then we can present in this paper. It would have been
interesting, for example, to differentiate between the various
forms of capital (e.g., economic capital, cultural capital, social
capital, symbolic capital) (Bourdieu, 1986). However, we do not
believe it would contribute to a deeper understanding of the
empirical material and might complicate analysis unnecessary.

Further studies should elaborate on the various configurations
of dispositions of habitus addressed herein and on other possible
configurations in relation to clinical leadership and patient safety
practices. The impact of other organizational contexts should also
be studied in more detail. Finally, we recommend a thorough study
of the possibilities to develop a well-balanced configuration of the
various dispositions of nurse middle managers. Our experiences in
the member checking sessions indicate that shadowing is a very
promising learning tool.

6. Conclusions

The dispositions of habitus of nurse middle managers influence
their clinical leadership in patient safety practices. The caring
disposition of nurse middle managers has an important role in
maintaining daily operations in the hospital but can also hinder
their clinical leadership, especially when the caring disposition is
primarily focused on ad hoc actions. This potentially leads to short-
term solutions and a “compensatory mode” of quick fixes. When a
caring disposition becomes closely knit with a collegial disposition,
the clinical disposition is suppressed and clinical involvement can
even disappear from the habitus of nurse middle managers. In that
case nurse middle managers do not exhibit clinical leadership or
focus on patient safety practices. When a scientific disposition is
dominant in a nurse middle manager’s habitus, the caring
disposition becomes curbed or “restrained”, creating a balance
between the caring, clinical, and scientific dispositions, leading to
clinical leadership behaviour and focus on patient safety. This
improves the quality of care through the use of a non-judgmental,
inquisitive, analytic, and de-escalating approach based on evi-
dence-based practice.

7. Relevance to clinical practice

This study addressed a critical and difficult topic. By under-
standing the impact of a caring disposition and its consequences
for clinical practice and realizing the significant role that a
scientific disposition plays in nurse middle managers’ habitus, the
insights from this study contribute to improvement of practice in
patient safety and quality of care. In order to realise this
improvement, leadership and management development
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programs should incorporate the notion habitus, capital, field and
game in their curricula and stimulate future nurse manages and
leaders to reflect on their own professional habitus, feel for the
game and field specific capital.

Conflict of interest

None declared.

Funding

This study is part of a PhD dissertation. We gratefully
acknowledge the financial support provided by the Dutch
Department of Education, Culture and Science, which is managed
by the Foundation Innovation Alliance (SIA-RAAK-International,
2010-2-005 INT).

Ethical approval

IRB#: HSM #11-01860 GCO#11-1366 IRB#: BMH-2011-0543.

Acknowledgements

The authors would like to thank the nurse middle managers
who participated in this study and their organizations.

References

Agnew, C., Flin, R., 2014. Senior charge nurses’ leadership behaviours in relation to
hospital ward safety: a mixed method study. Int. J. Nurs. Stud. 51 (5), 768–780.

Aiken, L.H., Sermeus, W., Van den Heede, K., Sloane, D.M., Busse, R., McKee, M.,
Bruyneel, L., Rafferty, A.M., Griffiths, P., Moreno-Casbas, M.T., Tishelman, C.,
Scott, A., Brzostek, T., Kinnunen, J., Schwendimann, R., Heinen, M., Zikos, D.,
Sjetne, I.S., Smith, H.L., Kutney-Lee, A., 2012. Patient safety, satisfaction, and
quality of hospital care: cross sectional surveys of nurses and patients in 12
countries in Europe and the United States. BMJ (Clin. Res. Ed.) 344, e1717.

Allen, D., Hughes, D., Dingwall, R., 2013. Introduction: the Francis reports: care
standards, regulation and accountability. Virtual special issue series. Sociol.
Health Illness Available at: http://onlinelibrary.wiley.com/store/10.1111/%
28ISSN%291467-9566/asset/homepages/SHIL_care_standards_VI.pdf?
v=1&s=e203d9790e6892febd79605079571b09b385c8b3&isAguDoi=false
(accessed September 2016).

Allen, D., 2014a. The Invisible Work of Nurses: Hospitals, Organisation and
Healthcare. Routledge.

Allen, D., 2014b. Re-conceptualising holism in the contemporary nursing mandate:
from individual to organisational relationships. Social Sci. Med. 119, 131–138.

Anspach, R.R., Mizrachi, N., 2006. The field worker’s fields: ethics, ethnography and
medical sociology. Sociol. Health Illness 28 (6), 713–731.

Balogun, J., Huff, A.S., Johnson, P., 2003. Three responses to the methodological
challenges of studying strategizing*. J. Manage. Stud. 40 (1), 197–224.

Birken, S., Lee, S., Weiner, B.J., 2012. Uncovering middle managers’ role in healthcare
innovation implementation. Implement Sci. 7 (1), 28.

Bohmer, R.M., 2013. Leading clinicians and clinicians leading. N. Engl. J. Med. 368
(16), 1468–1470.

Bourdieu, P., Wacquant, L.J.D., 1992. An Invitation to Reflexive Sociology. University
of Chicago Press, Chicago.

Bourdieu, P., Pels, D., Hofstede, R., 1989. Opstellen over Smaak, Habitus en het
veldbegrip [Essays on Taste, Habitus and the Concept of Field]. Van Gennep,
Amsterdam.

Bourdieu, P., 1977. Outline of a Theory of Practice. Cambridge University Press,
Cambridge [England]; New York.

Bourdieu, P., 1984. Distinction: A Social Critique of the Judgement of Taste. Harvard
University Press.

Bourdieu, P., 1986. The forms of captial. In: Richardson, J.G. (Ed.), Handbook of
Theory and Research for the Sociology of Education. Greenwood Press, New
York, pp. 241.

Bourdieu, P., 1989a. Economisch kapitaal, cultureel kapitaal, sociaal kapitaal
[economic capital, cultural capital, social capital]. In: Pels, D. (Ed.), Opstellen
over smaak, habitus en het veldbegrip [Essays on taste, habitus and the concept
of field]. Van Gennep, Amsterdam, pp. 120–141.

Bourdieu, P., 1989b. Enkele eigenschappen van velden [some characteristics of
fields]. In: Pels, D. (Ed.), Opstellen over smaak, habitus en het veldbegrip [Essays
on taste, habitus and the concept of field]. Van Gennep, Amsterdam, pp. 171–
178.

Bourdieu, P., 1990. The Logic of Practice. Stanford University Press, Stanford, Calif.
Bowen, G.A., 2006. Grounded theory and sensitizing concepts. Int. J. Qual. Methods

5 (3), 12–23.
Czarniawska-Joerges, B., 2007. Shadowing: and Other Techniques for Doing
Fieldwork in Modern Societies. Liber; Copenhagen Business School Press,
Universitetsforlaget, Malmö, Sweden; Herndon, VA; Oslo.

Daly, J., Jackson, D., Mannix, J., Davidson, P.M., Hutchinson, M., 2014. The importance
of clinical leadership in the hospital setting. J. Healthcare Leadersh. 6, 75–83.

de Brouwer, B.J.M., Kaljouw, M.J., Kramer, M., Schmalenberg, C., van Achterberg, T.,
2014. Measuring the nursing work environment: translation and psychometric
evaluation of the essentials of magnetism. Int. Nurs. Rev. 61 (1), 99–108.

Dy, S.M., Taylor, S.L., Carr, L.H., Foy, R., Pronovost, P.J., Ovretveit, J., Wachter, R.M.,
Rubenstein, L.V., Hempel, S., McDonald, K.M., Shekelle, P.G., 2011. A framework
for classifying patient safety practices: results from an expert consensus
process. BMJ Qual. Saf. 20 (7), 618–624.

Fleiszer, A.R., Semenic, S.E., Ritchie, J.A., Richer, M., Denis, J., 2015. Nursing unit
leaders’ influence on the long-term sustainability of evidence-based practice
improvements. J. Nurs. Manage..

Fleiszer, A.R., Semenic, S.E., Ritchie, J.A., Richer, M., Denis, J., 2016. A unit-level
perspective on the long-term sustainability of a nursing best practice guidelines
program: an embedded multiple case study. Int. J. Nurs. Stud. 53, 204–218.

Garrubba, M., Harris, C., Melder, A., 2011. Clinical leadership. A Literature Review to
Investigate Concepts, Roles and Relationships Related to Clinical Leadership.
Centre for Clinical Effectiveness, Southern Health, Melbourne, Australia.

Ham, C., 2003. Improving the performance of health services: the role of clinical
leadership. Lancet 361 (9373), 1978–1980.

Hewison, A., 2006. Editorial. Middle management and nursing. J. Nurs. Manage. 14
(1), 1–4.

Jackson, D., Hutchinson, M., Peters, K., Luck, L., Saltman, D., 2013. Understanding
avoidant leadership in health care: findings from a secondary analysis of two
qualitative studies. J. Nurs. Manage. 21 (3), 572–580.

Kaplan, H.C., Brady, P.W., Dritz, M.C., Hooper, D.K., Linam, W., Froehle, C.M., Margolis,
P., 2010. The influence of context on quality improvement success in health
care: a systematic review of the literature. Milbank Q. 88 (4), 500–559.

Kieft, R.A., de Brouwer, B.B., Francke, A.L., Delnoij, D.M., 2014. How nurses and their
work environment affect patient experiences of the quality of care: a qualitative
study. BMC Health Serv. Res. 14 (1), 249.

Lalleman, P., Smid, G., Lagerwey, M., Oldenhof, L., Schuurmans, M., 2015. Nurse
middle managers’ dispositions of habitus: a bourdieusian analysis of supporting
role behaviors in Dutch and American hospitals. Adv. Nurs. Sci. 38 (3), E1–E16.

Latimer, J., 2014. Guest editorial: nursing, the politics of organisation and meanings
of care. J. Res. Nurs. 19 (7–8), 537–545.

Lau, R.W., 2004. Habitus and the practical logic of practice an interpretation.
Sociology 38 (2), 369–387.

Lega, F., Prenestini, A., Spurgeon, P., 2013. Is management essential to improving the
performance and sustainability of health care systems and organizations? A
systematic review and a roadmap for future studies. Value Health 16 (1), S46–
S51.

Levinas, E., Cohen, T.R.A., 1985. Ethics and infinity: conversations with Philippe
nemo. 1982. Trans. Richard A. Cohen. Duquesne UP, Pittsburgh.

Maben, J., Peccei, R., Adams, M., Robert, G., Richardson, A., Murrells, T., Morrow, E.,
2012. Exploring the relationship between patients’ experiences of care and the
influence of staff motivation, affect and wellbeing. Final Report. NIHR Service
Delivery and Organization Programme, Southampton.

Mannix, J., Wilkes, L., Daly, J., 2013. Attributes of clinical leadership in contemporary
nursing: an integrative review. Contemp. Nurse 45 (1), 10–21.

Martin, G.P., Waring, J., 2013. Leading from the middle: constrained realities of
clinical leadership in healthcare organizations. Health (London, England: 1997)
17 (4), 358–374.

McDonald, S., 2005. Studying actions in context: a qualitative shadowing method
for organizational research. Qual. Res. 5 (4), 455–473.

McNamara, M.S., Fealy, G.M., 2010. Guest editorial: lead us not again: clinical
leadership and the disciplinary contribution. J. Clin. Nurs. 19 (23–24), 3257–
3259.

Nicolini, D., 2013. Practice Theory, Work, and Organization. Oxford University Press,
Oxford.

Oldenhof, L., 2015. The Multiple Middle: Managing in Healthcare. Dissertation
Erasmus University, Rotterdam, The Netherlands.

Orvik, A., Vågen, S.R., Axelsson, S.B., Axelsson, R., 2015. Quality, efficiency and
integrity: value squeezes in management of hospital wards. J. Nurs. Manage. 23
(1), 65–74.

Øvretveit, J., 2010. Improvement leaders: what do they and should they do? A
summary of a review of research. Qual. Saf. Health Care 19 (6), 490–492.

Øvretveit, J., 2011. Understanding the conditions for improvement: research to
discover which context influences affect improvement success. BMJ Qual. Saf.
20 (Suppl. 1), i18–23.

Parand, A., Dopson, S., Renz, A., Vincent, C., 2014. The role of hospital managers in
quality and patient safety: a systematic review. BMJ Open 4 (9) .

Rolfe, G., 2009. Some further questions on the nature of caring. Int. J. Nurs. Stud. 46
(1), 143–146.

Schmalenberg, C., Kramer, M., 2009. Nurse manager support: how do staff nurses
define it? Crit. Care 29 (4), 61–69.

Scott, A., 2012. Lack of care in nursing: is character the missing ingredient? Int. J.
Nurs. Stud. 51 (2), 177–180.

Sorensen, R., Iedema, R., Severinsson, E., 2008. Beyond profession: nursing
leadership in contemporary healthcare. J. Nurs. Manage. 16 (5), 535–544.

Taylor, S.L., Dy, S., Foy, R., Hempel, S., McDonald, K.M., Ovretveit, J., Pronovost, P.J.,
Rubenstein, L.V., Wachter, R.M., Shekelle, P.G., 2011. What context features

http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0005
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0005
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0010
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0010
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0010
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0010
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0010
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0010
http://onlinelibrary.wiley.com/store/10.1111/%28ISSN%291467-9566/asset/homepages/SHIL_care_standards_VI.pdf%3Fv=1%26s=e203d9790e6892febd79605079571b09b385c8b3%26isAguDoi=false
http://onlinelibrary.wiley.com/store/10.1111/%28ISSN%291467-9566/asset/homepages/SHIL_care_standards_VI.pdf%3Fv=1%26s=e203d9790e6892febd79605079571b09b385c8b3%26isAguDoi=false
http://onlinelibrary.wiley.com/store/10.1111/%28ISSN%291467-9566/asset/homepages/SHIL_care_standards_VI.pdf%3Fv=1%26s=e203d9790e6892febd79605079571b09b385c8b3%26isAguDoi=false
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0020
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0020
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0025
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0025
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0030
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0030
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0035
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0035
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0040
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0040
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0045
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0045
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0050
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0050
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0055
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0055
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0055
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0060
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0060
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0065
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0065
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0070
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0070
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0070
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0075
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0075
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0075
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0075
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0080
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0080
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0080
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0080
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0085
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0090
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0090
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0095
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0095
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0095
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0100
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0100
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0105
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0105
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0105
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0110
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0110
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0110
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0110
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0115
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0115
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0115
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0120
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0120
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0120
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0125
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0125
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0125
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0130
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0130
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0135
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0135
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0140
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0140
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0140
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0145
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0145
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0145
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0150
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0150
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0150
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0155
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0155
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0155
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0160
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0160
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0165
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0165
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0170
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0170
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0170
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0170
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0175
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0175
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0180
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0180
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0180
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0180
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0185
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0185
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0190
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0190
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0190
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0195
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0195
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0200
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0200
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0200
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0205
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0205
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0210
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0210
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0215
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0215
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0215
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0220
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0220
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0225
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0225
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0225
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0230
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0230
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0235
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0235
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0240
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0240
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0245
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0245
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0250
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0250
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0255
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0255


188 P.C.B. Lalleman et al. / International Journal of Nursing Studies 63 (2016) 179–188
might be important determinants of the effectiveness of patient safety practice
interventions? BMJ Qual. Saf. 20 (7), 611–617.

Taylor, B., Roberts, S., Smyth, T., Tulloch, M., 2015. Nurse managers’ strategies for
feeling less drained by their work: an action research and reflection project for
developing emotional intelligence. J. Nurs. Manage. 23 (7), 879–887.

Tong, A., Sainsbury, P., Craig, J., 2007. Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. Int. J.
Qual. Health Care 19 (6), 349–357.

Upenieks, V.V., 2002. Assessing differences in job satisfaction of nurses in magnet
and nonmagnet hospitals. J. Nurs. Adm. 32 (11), 564–576.

Van Maanen, J., 1979. The fact of fiction in organizational ethnography. Adm. Sci. Q.
539–550.
van Oostveen, C.J., Mathijssen, E., Vermeulen, H., 2015. Nurse staffing issues are just
the tip of the iceberg: a qualitative study about nurses’ perceptions of nurse
staffing. Int. J. Nurs. Stud. 52 (8), 1300–1309.

Vaughan, D., 2008. Bourdieu and organizations: the empirical challenge. Theory
Soc. 37, 65–81.

Weggelaar-Jansen, J., 2015. Learning to Improve Improved Learning. Dissertation,
Erasmus University, Rotterdam, The Netherlands.

Witman, Y., Smid, G.A.C., Meurs, P.L., Willems, D.L., 2011. Doctor in the lead:
balancing between two worlds. Organization 18, 477.

Ybema, S., Yanow, D., Wels, H., Kamsteeg, F.H., 2009. Organizational Ethnography:
Studying the Complexity of Everyday Life. Sage.

http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0255
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0255
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0260
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0260
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0260
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0265
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0265
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0265
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0270
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0270
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0275
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0275
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0280
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0280
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0280
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0285
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0285
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0290
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0290
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0295
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0295
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0300
http://refhub.elsevier.com/S0020-7489(16)30153-5/sbref0300

	Curbing the urge to care: A Bourdieusian analysis of the effect of the caring disposition on nurse middle managers’ clinic...
	1 Introduction
	2 Background
	2.1 Clinical leadership and patient safety practices
	2.2 Nurse middle managers’ dispositions of habitus
	2.3 Game, capital and field
	2.4 The caring disposition

	3 Methods
	3.1 Design
	3.2 Participants
	3.3 Ethical considerations
	3.4 Role of the researchers
	3.5 Data collection
	3.6 Data analysis

	4 Findings
	4.1 Configuration 1: a dominant caring disposition
	4.2 Configuration 2: the interaction of caring and collegial dispositions
	4.3 Configuration 3: a dominant scientific disposition

	5 Discussion
	6 Conclusions
	7 Relevance to clinical practice
	Conflict of interest
	Funding
	Ethical approval
	Acknowledgements
	References


