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Article

‘There should be something gained’:
Carers’ ethical reasoning about using a
common staff approach in psychiatric in-care

Per Enarsson1, Per-Olof Sandman2 and Ove Hellzen3

Abstract

Thirteen carers were interviewed about their ethical reasoning when using a common staff approach to restricting smoking for a

psychiatric in-patient. A constructed case structure and a vignette method were used in the interviews, and manifest content

analysis of the texts exposed five ethical positions adopted by the carers: ‘best for the person’, ‘best for the patient’, ‘best for

others involved with the person/patient’, ‘best for me as a carer’, and ‘best according to rules and regulations’. A second

manifest content analysis of language showed terms that expressed value judgments in regard to the carers’ personal experi-

ences. Some carers argued at first from one ethical position, but when the question was changed, they argued from an opposite

ethical position. Results may be understood in light of dialog philosophy; ethical reasoning during use of a common staff

approach tends to focus either on relations with others or with oneself.
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Introduction

This article is about ethical reasoning among carers when
applying a common staff approach toward patients in psy-
chiatric care. Carers working in psychiatric care may have
different ideas about the social norms a patient should
accept and conform to.1 In Sweden, however, a structured
care program is regarded as important for successful care
episodes and for meeting the patient’s need for security in a
controlled environment.2 Carers try to achieve a stable
milieu through a adopting a similar approach in inter-
actions with the patient. A ‘common staff approach’
should here be understood to include the social process
in which carers in psychiatric in-care or working at com-
munal group dwellings formulate a common approach in
their behavior toward a single patient.3 In this social pro-
cess the carers characteristically negotiate with each other
about how to deal with the situation, while the patient in
focus has little or no knowledge of or influence over the
process. The carers describe their desire to preserve and
restore order by adopting a common staff approach, but
also their difficulties in maintaining the common approach
over time. In an additional study nine carers were inter-
viewed about their experiences in situations that included a
common staff approach towards a single patient in psychi-
atric in-care.4 This study showed that individual carers had
a difficult choice between focusing on their relations with
their colleagues or relations with the patient, who appeared
to suffer when a common approach was used. When a
common staff approach was present the carer became
aware of their own values and those of others, aware of

the patient’s suffering, and more likely to feel judged by
others and by their own consciences. In a related study,
nine patients with psychiatric in-care experiences were
interviewed about their experiences of being cared for
with a common staff approach.5 The main result was
that patients suffered greatly under the common approach,
but they also felt secure when the carers took over their
responsibilities for them.

Background

A number of studies have explicitly aimed to investigate
the ethical and moral standpoints and actions of carers,
most often nurses, in psychiatric care.6–9 Related studies
of carers’ experiences of providing psychiatric nursing
care at communal group dwellings or psychiatric in-care
settings highlight ethics,10–13 empowerment,14 or control
and protection of patients.15 Earlier studies of a common
staff approach in psychiatric care have shown that ethical
questions and conflicts between ethical perspectives arise
when carers have to choose whether to be loyal to
their colleagues or to the patient.3–5 However, although
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nurse-initiated rules in psychiatric care have been investi-
gated16 no study to our knowledge has aimed explicitly
to investigate the common staff approach from an ethical
perspective. Psychiatric patients are in a vulnerable situ-
ation when being cared for; often not being able to control
their personal milieu when admitted to a psychiatric ward.
This makes it of utmost importance to investigate carers’
ethical reasoning when a common staff approach is pre-
sent. How does the carer’s personal standpoint influence
the care received by the patient? The aim of this study
was to describe ethical reasoning among carers when
applying a common staff approach toward patients in psy-
chiatric care.

Method

Participants

A psychiatric clinic in Mid Sweden was contacted and
permission was obtained from the head of the clinic to
conduct the study. The sole criterion for inclusion was
at least two years’ experience caring for psychiatric
in-patients over the last 10 years. A nurse responsible for
staff education at the clinic invited nursing staff to par-
ticipate. Several announcements were made to obtain a
sufficient number of participants. All who agreed to par-
ticipate were contacted by the principal investigator and
then interviewed. The final sample consisted of 13 carers:
five registered nurses and eight nurse aides trained in
mental health care (Table 1). The carers worked at wards
specialized for acute psychiatric care, psychosis care, or
general psychiatric care. All registered nurses had under-
gone specialization in psychiatric care or were studying to
obtain this specialization.

Data collection

Methods for data collection. A vignette method was used to
prompt the interviewees to disclose their ethical reasoning.
A vignette, or short story, describes a situation or episode
with characteristics that the researchers regard as

important and critical to a person’s choice of action in a
specific situation.17,18 This method has been used previ-
ously to explore ethical standpoints held by nursing staff
in relation to forced feeding19 and the use of physical
restraints.20

The vignette, based on knowledge obtained in earlier
studies of the common staff approach,3–5 was constructed
to elicit the interviewees’ personal ethical reasoning in
a hypothetical case of a common approach used to restrict
smoking in a psychiatric in-patient. The interviewees were
aware of the aim of the vignette and of the study. The
vignette consisted of two parts: a situation presented to
the interviewees (Appendix 1), and four scenarios for
respondents to consider depending on the interviewee’s
response to the vignette (Appendix 2: these questions
were asked but not shown to the interviewees).

In the first stage of the interview, the interviewee was
handed the vignette in writing and asked to read it for a
few minutes, after which they were asked to answer three
questions: ‘What is your decision?’ ‘How would you act in
practice?’ and ‘What are your arguments (what is your
reasoning) for your decision and action?’ Depending on
the interviewee’s decision to give or not to give cigarettes,
follow-up questions were asked based on four constructed
scenarios (Appendix 2). Finally, all interviewees were
asked what other condition might influence them to
change their original decision to give or not give cigarettes.

All interviewees spontaneously said they were familiar
with the situation described, and one person said, ‘This is a
classic’. Several interviewees asked for more information in
order to find a practical solution to the situation, but they
were directed back to the information that was given in the
vignette and asked to interpret it based on their own
experiences. Nine of them expressed difficulty articulating
a specific standpoint in relation to the scenarios and said
there was more than one way to act. The researcher
then asked them for the alternative they would be most
likely to use.

All interviews were held in private rooms at the wards
and lasted between 45 and 75 minutes. Interviews were
tape-recorded and transcribed verbatim, and the transcrip-
tions were validated against the tape.

Analysis

Two separate content analyses were performed in order to
describe ethical reasoning among carers. One analysis of
language to grasp ethical language used by the carers; and
another analysis of text in order to describe ethical stand-
points made by the carers. The two analyses can be seen as
supplementary in order to understand more about the phe-
nomenon studied.

Analysis of language

A content analysis of language was performed from a non-
normative perspective,21 seeking the manifest content. The
aim was to present a picture of the carers’ ethical language
in reasoning about a common staff approach towards a

Table 1. Characteristics of the participants.

Data

Nurse

aides

Registered

Nurses

Sample (n¼ 13) 8 5

Age (years) Range 42–60 Range 25–46

Mean 52 Mean 33

Gender 4 F, 4 M 4 F, 1 M

Years in

practice

Range 3–36 Range 4–21

Mean 16 Mean 15

Education Nurse aides with

training in

psychiatric care

Registered

Nursesa,b

aSpecialization in psychiatric care, three nurses.
bOngoing training for specialization in psychiatric care, two nurses.
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single patient. The interviews were read line by line, and
terms expressing values were sorted into three predeter-
mined categories: 1) axiological terms expressing value
(e.g. good, bad, helpful, healthy, ill); 2) deontological
terms concerning rights and obligations (e.g. right,
wrong, permitted, responsibility, duty); 3) anthropological
terms concerning human actions (e.g. aim, motive, will,
feeling, action).22

Analysis of text

Qualitative content analysis,18,23 seeking the manifest con-
tent, was used to describe carers’ ethical reasoning when
using a common staff approach. The interviews were read
line by line and analytic units, expressing arguments for
carers’ actions in relation to the vignette, were identified.
These analytic units were then coded and categorized
(including subcategories when necessary) in order to
describe the carers’ ethical reasoning.

Ethical considerations

The Regional Ethics Committee of Umeå, Sweden,
approved the study (permit Dnr 2010-47-31). Contact
with participants joining the study was mediated by an edu-
cation nurse at the clinic. If willing to be interviewed
the career contacted the principal investigator. Written
consent was asked for and obtained from each participant.
Special attention was paid to explaining the purpose of
the study to the interviewees. All participants were
given time to reflect on whether they wanted to join the
study, and all who contacted the investigator chose to be
interviewed.

Results

Analysis of language

In the manifest content analysis of language, 55 axiological
terms were identified, of which 31 were judged to hold a
negative value, for example ‘nagging’, ‘disturbing’, and
‘stupid’; 15 terms were linked to a positive value, for exam-
ple ‘democratic’, ‘participant’, ‘broad-minded’; and the
remaining 9 terms were judged to hold a neutral value,
for example ‘strictly’, ‘harmless’. There were 97 deonto-
logical terms detected, mostly two-words phrases such as

‘common decision’, ‘stay put’, and ‘respect for’. These
terms were mainly about responsibility and restricting
other people’s actions. Anthropological terms formed the
largest group, consisting of 210 terms, mainly linked to
personal experiences, which could also include two-word
phrases such as ‘under pressure’, along with single words
such as ‘failure’, ‘disappointment’, and ‘safety’.

Interestingly, when carers expressed views that were not
in favor of the patient, [AQ1]they often used the pronoun
‘we’, speaking on behalf of the entire staff, but when they
expressed opinions in opposition to their colleagues’, they
would use ‘I’.

Analysis of text: Initial standpoints

The carers were asked to state an initial decision, based on
the vignette, of whether or not to give an extra cigarette,
over an agreed quota, if the patient asked, and then to
argue for their standpoint in view of the four scenarios.
Twelve of the carers initially argued in favor of giving the
extra cigarette and one initially argued against (Table 2).
When scenarios a–d were presented (Appendix 2), several
carers abandoned their earlier argument and adopted a
different angle, sometimes opposite to their previously
stated standpoint. For example, in the first stage, before
exposure to the various scenarios, several carers argued for
the patient’s right to decide how many cigarettes to smoke,
but when the scenario was changed, they argued to restrict
the patient’s smoking based on his inability to make deci-
sions because of his mental illness. Four carers maintained
their original standpoint and argumentation regardless of
scenario. Five carers changed their decisions when a close
colleague or a physician held a different opinion, and only
two said that they would change their standpoint if the
patient’s daughter held a different opinion.

Ethical reasoning

Five categories were formulated to describe the carers’ rea-
soning when using a common staff approach towards
patients in psychiatric care: 1) It is best for the person, 2)
It is best for the patient, 3) It is best for others involved
with the person/patient, 4) It is best for me as a carer, and
5) It is best according to rules and regulations. Categories,
examples of subcategories, and analytic units of the text
are presented schematically in Table 3.

Table 2. Conditions that would make carers change their personal standpoints on giving (G) or denying (D) extra cigarettes.

Interview persons (IP)

Original standpoint

IP

1

IP

2

IP

3

IP

4

IP

5

IP

6

IP

7

IP

8

IP

9

IP

10

IP

11

IP

12

IP

13

(Give/Deny cigarettes) G G D G G G G G G G G G G

Changed standpoint (X)

Colleague X X X X X

Work group X X X X

Daughter X X

Physician X X X X X
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Category: It is best for the person

In this category the carer argues for actions based on how
they will affect the patient as a person and how the carer
thinks the person will perceive the carer’s actions in a given
situation. This means the carer focuses on the person’s
lifestyle and choice of living and not on being a psychiatric
patient.

Give cigarettes. The carers argue for giving cigarettes in
order to preserve the person’s autonomy and to allow
the person, as much as possible in psychiatric in-care, to
make his own decisions, such as whether or not to smoke.

Of course if you are in a middle of a psychosis and whole

world is turned upside down you are not able to make

great decision but you should be entitled to make the deci-

sion that is possible to make – as if I want to smoke a

cigarette, have vegetarian food or not – that kind of

simple decisions.

From this perspective, Steve should be involved in deci-
sions about his care, and if he is not involved in the

decision to restrict his smoking, the common approach is
inapplicable. Another argument in this category involves
preserving the person’s accustomed lifestyle. It argues for
decisions that allow for the person’s preferences and
habits. If he is used to smoking much more than the
20 cigarettes he is allowed to smoke per day, and if he
wants to smoke at odd times such as in the middle of the
night, the carers should not interfere with his lifestyle by
trying to restrict his smoking. Carers also argue that
actions in care should contribute to reduce suffering, and
that by giving Steve further cigarettes, they would also be
giving him comfort. In this category the person’s overall
well-being is the priority and if the common staff approach
is perceived to be incompatible with that well-being, for
example if restricting smoking increases the person’s dis-
tress, the carer should not follow it. Finally, giving Steve
cigarettes, thus making it unnecessary for him to search for
butts in ashtrays or beg for cigarettes, is a way for the carer
to try to preserve his dignity as a person.

Deny cigarettes. Carers arguing from this perspective for
denying further cigarettes suggest that it would prevent
problems for Steve in the long term by helping him learn

Table 3. Categories in text analysis.

Text units Example of subcategories Categories

‘Of course, if you are in the middle of a psychosis

and the whole world is turned upside down,

you are not able to make major decisions, but

you should be entitled to make the decisions

that are possible for you to make – like if I

want to smoke a cigarette, have vegetarian

food or not – that kind of simple decision.’

Preserve patient’s dignity It is best for the person

‘This is a psychosis, a schizophrenic patient, they

actually – well we can’t decide he should stop

smoking . . . //. . . because in the brain. . . they

[the patients] don’t think like that. They smoke

a lot because it affects them in a positive way. It

has a certain calming effect for them.’

Medically indicated It is best for the patient

‘Well then I would try to think twice if I already

[had made up my mind on how to act], if there

would be criticism [from colleagues] for sure.

So I would probably, I would think twice first.’

Emphases relationship with

colleagues

It is best for others involved with

the person/patient

‘Yes but there should be something gained that

benefits the carer, that benefits my relation to

the patient allowing me to influence him,

making it possible to be accepted and get

closer in order to perform care . . . // . . . then I

will be happy to do it [giving cigarettes against

the common approach] because it benefits

both the patient and me.’

Improved relationship between

carer and patient

It is best for me as a carer

‘Thus there’s no legal grounds either for com-

pulsive care for the patient. So he is admitted

to voluntary care and he possesses his own

cigarettes, too – on what grounds have you the

right to take a patient’s cigarettes if you do not

have a physicians’ prescription behind you,

anyway?’

Action based on legal grounds It is best according to rules and

regulations

4 Nordic Journal of Nursing Research 0(0)



to make his cigarettes last longer when he is out of hospital:

The patient will not be able to buy new cigarettes when

these ones are gone. So you give a specific number per

day . . . // . . .And it is definitely done out of concern, other-

wise this person will be standing without cigarettes only

three days after he gets his pension.

From this perspective, a common staff approach of denying
Steve extra cigarettes, and thus requiring him to learn to
budget his cigarettes can be seen as away of providing stability
and security that will continue to help him when he leaves care.

Category: It is best for the patient

In this category arguments are based on what is deemed
best for the patient’s physical and/or mental health, and
the patient is assumed to be incapable of taking responsi-
bility for his own situation; therefore, the carers have a
responsibility to act in the patient’s interest. This means
the carer argues from a professional’s medical perspective.
The person is seen primarily as a psychiatric patient.

Give cigarettes. Arguments for giving cigarettes in this cat-
egory assume that the patient is unable to take responsi-
bility for his smoking because of his mental illness, and
because of this the carers have to ensure the patient has
cigarettes. The carer reasons that if the patient’s state could
deteriorate as a result of mental stress caused by the
common decision not to give him cigarettes, it will promote
the patient’s health to give him cigarettes, even if it means
going above the limit of 20 per day:

Yes, but then I would say the patient isn’t . . . he is in bad

mental shape due to his illness. He is unable to see, and it

could be a behavioral tic, his nagging [for cigarettes].

Another argument holds that when carers have taken over
responsibility for handling the patient’s cigarettes, it is to
be expected that the patient will try to manipulate the
carers into giving him more cigarettes. Because of his phys-
ical dependency and mental illness, he should be neither
blamed nor left without cigarettes. Further medical argu-
ments against denying cigarettes are that by digging in
ashtrays for butts, the patient may expose himself to infec-
tions, and that the stress of withdrawal coupled with his
mental condition could lead to his becoming violent and a
danger to himself and others. Continuing this line of argu-
ment, giving the patient cigarettes can also prevent major
problems for the patient, who might otherwise leave vol-
untary in-patient care when denied further smoking.

Deny cigarettes. The argument in this category to deny cig-
arettes is that the patient’s bad physical health, coughing,
and breathlessness may make it medically indicated to
deny any further cigarettes at all:

Well, if I knew there was something wrong with his lungs

or something, him coughing blood or not being allowed to

smoke because of . . .well danger for his life to smoke –

then I would not give him a cigarette. But I think this is

the only obstacle.

Category: It is best for others involved with the
person/patient

In this category the reasoning is based on how the carers
think their actions affect people other than themselves or the
patient, such as colleagues, relatives, and fellow patients.

Give cigarettes. Arguments in this category include protect-
ing other patients from the patient who may beg or be
otherwise annoying to people in his environment when
out of cigarettes:

Yes, and fellow patients will be affected if he does not get

his cigarettes. My experience is that it will not turn out well

and it will get grouchy, unpleasant, and tense between

patients when one [patient] walks around and begs. And

there are those who have a hard time saying no, who give

away more cigarettes than they ought to.

Arguments on behalf of others involved are mainly based
on the desire to preserve equability on the ward, to main-
tain a calm and controllable milieu by giving extra cigar-
ettes to calm down the patient. The physician’s role as a
medical expert is important in arguing for this choice of
action; it is difficult to go against the authority of a phys-
ician who recommends giving further cigarettes. It is also
argued that the daughter would know her father better
than carers and therefore her decision to allow Steve
extra cigarettes should be honored.

Deny cigarettes. Initial arguments in this category to deny
the patient further cigarettes are mainly based on the opin-
ion that a patient who harasses the carers, nagging them
and shouting at them, should not be rewarded for such
behavior by getting a cigarette. Carers in this category
against giving cigarettes also argue that if the patient
fails to meet carers’ expectations of behavior, by trying
to manipulate them or lying about how many cigarettes
he has obtained earlier, the common approach of not
giving the patient further cigarettes should remain strictly
in force:

If I tell you – on this specific ward, it would not benefit him

if he got the chance to negotiate. It would not benefit the

staff either . . . // . . . to have to take the fight, so to speak.

No it would only get worse.

In this perspective, the physician’s role as medical expert
is important on both sides. As in arguments for giving
cigarettes above, carers said it would be difficult to go
against the physician’s authority if they were told not to
give further cigarettes. The authority of colleagues, espe-
cially colleagues perceived as more dominant, who are
against giving the patient further cigarettes, is also seen

Enarsson et al. 5



as difficult to oppose. Wanting to preserve good relation-
ships with colleagues is a main ground of reasoning in this
subcategory; carers argue that disagreements between staff
must be avoided, and therefore it would be better to retain
their approval by refusing further cigarettes, even if they
opposed the common approach. Some carers also choose
out of principle, rather than a desire to avoid disagreement,
to act when outnumbered in accordance with the majority
decision. Finally, reciprocal to arguments above, some
carers argue that as the daughter knows her father best,
her wish to deny extra cigarettes should be followed.

Category: It is best for me as a carer

In this category arguments are based on how the carers think
the situation affects them and their ability to care for the
person/patient. Carers argue they should not be tied to the
common staff approach when that approach does not benefit
or ease the situation the carer is in with the patient.

Give cigarettes. Initial arguments from this perspective
maintain that the specific situations carers find themselves
in give them the right to act from their own understandings
and interpretations. Carers also argue that if they were not
involved in the common staff agreement, they would have
no obligation towards upholding the decision as they do
not recognize the authority of colleagues on one shift to
make binding decisions about how they should act on their
shift. Carers also expressed the opinion that in the face of
decisions that they feel are not feasible, carers should
express their own personal beliefs in choosing what
action to take and follow their own decisions.

Others argue that common-approach decisions are inef-
fective because the patient will always manage to get
around it somehow, and therefore it is useless to follow
it. Another argument from this perspective is that the
common approach puts the carer’s desire to avoid conflict
and to preserve good relations with the patient by not fol-
lowing the staff approach in opposition to avoiding conflict
and maintaining good relations with colleagues.

Yes but there should be something gained that benefits the

carer, that benefits my relation to the patient allowing me

to influence him, making it possibly be accepted and get

close in order to perform care . . . // . . . then I will be happy

to do it [giving cigarettes against the common approach]

because it benefits both the patient and me.

Deny cigarettes. Carers who argue from the primacy of their
caring relationship with the patient can also argue in favor
of following the staff approach and denying cigarettes
based on their own power, precedence, and better know-
ledge of what is good for the patient:

Then I will override his opinion because of, of . . . I am the

one that is caring for him, in fact harsh . . . // . . . and then

from the perspective of my profession I will take the right

to deny him.

Category: It is best according to rules and regulations

This category includes ethical arguments that rely on rules
and regulations to govern choices of action. These range
from law and government regulations to local policies.

Give cigarettes. In this category, those who would give cig-
arettes to Steve argue that a common staff approach that
overrides the patient’s will to control his own smoking goes
against the intention of the healthcare act, and is thus
prohibited:

If you have a patient who is admitted to in-hospital care

voluntarily you cannot do anything really against the

patient’s will. So the patient is responsible for his own cig-

arettes and we [the staff] can think what we want about it.

Deny cigarettes. On the other hand, the carer can feel
obliged to follow formal and informal local rules at the
ward, even if the carer disagrees with them:

Well I can stand firm in my beliefs but still it can be like:

but no we work in this way at this ward, we will take the

fight [with the] patient. And then I might give in [to the

staff] even if I disagree. But had it been up to me I would

have given him cigarettes.

Discussion

The main results show that ethical arguments for deciding
how to act are personal and based on a variety of perspec-
tives and values that can shift or even reverse in the same
carer, depending upon who is affected by the action in
question. Shifting grounds of ethical reasoning could be
seen in the scenario in which colleagues were in favor of
not restricting smoking; some carers abandoned their ear-
lier arguments for allowing cigarettes, based on promoting
patient autonomy, and began to argue for denying cigar-
ettes on the basis of preserving their good relationships
with colleagues. Furthermore, the same grounds for argu-
ment could be used to support different positions, such as
when advice from a physician as a medical expert overrode
concerns about patient autonomy on one hand and staff
solidarity on the other. Isobel has shown nurses in psychi-
atric care can be frustrated over rules and policies they
have to implement about banning smoking or phone
restrictions, criticizing colleagues for using rules as a way
not to be engaged with the patient.16 Løgstrup asserts that
every person has an ‘ethical compass’ within, guiding the
person to make the right ethical choices in life.24 In this
study this is seen in several statements such as ‘Well I stay
firm in my beliefs but still it can be like: but no we work in
this way at this ward, we will take the fight [with the]
patient . . .’ even if the carer choses to override his/her per-
sonal opinion in the end. This reasoning is diametrically
opposed to Kant who believed that moral laws are the only
moral basis for action, and actions based on feeling never
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can be moral.21 Interestingly the same situation citied
above can also be seen as an example of a Kantian ethic
– promoting rules as being right before personal feelings.
In other words it is a matter of perspective how carers’
ethical reasoning about using a common staff approach
in psychiatric care can be apprehended and understood.

In this study the results deal with the fact a person can
also be a patient and vice versa. Being a person focuses on
the human being in a humanistic tradition and without
reductionist limitations,25 while being a patient is to be
in a constructed role defined by others,26 for example,
someone bearing pains or trials27 or a person receiving
or registered to receive medical treatment.28

Jansson and Norberg19 found when investigating ethical
reasoning among nurses experienced in dementia care that
the principle of autonomy was prioritized by the nurses;
and Karlsson,20 who investigated restraint use in elderly
care, found the principle of beneficence was the most
common ethical principle. In the present study, the specific
ethical principles used were not investigated; however, no
particular principle seem to be favored. The categories did,
however, take different approaches and adopt different
values: ‘It is best for the person’ respects the other person’s
life-world; ‘It is best for the patient’ takes a more authori-
tative view, with arguments based on the carer’s superior
ability to handle the situation; ‘It is best for others involved
with the person/patient’ is concerned with preserving equi-
librium on the ward and not upsetting colleagues, relatives,
or other patients; ‘It is best for me as a carer’ focuses on
the carer’s individual situation on shift; and ‘It is best
according to rules and regulations’ argues to enforce the
will of a superior, outside authority. This variety of ethical
bases can partly be understood as support for Løgstrup’s
statement about each individual’s own moral position.24

It remains to be explained how the argument changes in
the same individual in the same given situation – to give or
to not give extra cigarettes – based only on the suggestion
of various other people’s opinions; although some carers
did maintain their original opinion and ethical reasoning,
no matter how the scenario was changed.

The results may also be understood in light of dialog
philosophy,29,30 which is inspired by phenomenology,
and can be seen as a part of modern philosophical anthro-
pology that assumes a human’s being is linked to the world
and to other people.26 Friedman writes about the ‘self in
context’, in which ethical reasoning may follow two direc-
tions, as in this study; the first direction is represented in
arguments that focus on interpersonal relationships, I con-
firm You, even if we don’t agree, ‘the confirmation of
otherness’.30 This direction respects the other person’s
life-world and what is created between people. The other
direction does not lead to complete confirmation of other;
the argument doesn’t fully recognize the other person’s
experiences and will not go into an ontological dialog, in
this study represented by arguing ‘this is best for me as a
carer’. An earlier study on carers’ lived experiences of
caring when a common staff approach has been adopted
has shown it is a difficult choice for carers to choose
whether to focus primarily on the patient or their

colleagues, since by they are unable to chose both in that
situation.4 The content analysis of the language shows the
identified words are words used to position people in rela-
tion to others, which may partly support the dualistic
approach of argument focused primarily either on others
and relationships or on the self. Also as mentioned above,
to be a patient, and especially a psychiatric patient, can be
seen as being forced to adopt a constructed role defined by
others.26,31 Even though the analysis of language22 has
been performed in a non-normative perspective21 the
results might indicate there are several ethical norms held
by the interviewees.

An earlier study showed that the use of a common staff
approach towards individual patients can be associated with
increased suffering for the patient.5 The use of a common
staff approach is probably very common in Swedish psychi-
atric care,3 therefore, we need to increase our knowledge
about carers’ ethical reasoning when using this approach
in psychiatric in-care in order to humanize this care.

Methodological considerations

A vignette gives a limited situation, a common frame of
reference for the people interviewed, and it should be easy
to follow and understand, logical, fairly simple, and trust-
worthy.17 Though smoking is banned at many hospital
facilities in Sweden, psychiatric in-patients can often be
heavy smokers. Because of this the vignette used was con-
structed with a topic a carer easily could recognize and
have to cope with on daily basis. The aim of the vignette
can be open or closed to the interviewee.18,32 When using a
vignette technique there are limitations to consider about
the validity of responses; for example in responding to the
hypothetical case, the carers’ interpret the text individually
and fill in any missing information from their own experi-
ences. It is also uncertain how accurately answers reflect
interviewees’ behavior in real situations.17,18 In this vign-
ette study, the questions were constructed to produce
answers that were as in depth as possible and every
answer was followed up with a new question asking for
further details of the carer’s opinion.

In this study, two methods were combined to better
illuminate data relevant to the research question. A quali-
tative content analysis of the text was performed parallel to
a content analysis of the language. When using content
analysis, one must bear in mind there is no clear specific
scientific ground for the method, even if traces of structur-
alism33 and communication theory34 can be detected.
However, the same strict criteria as when using other sci-
entific methods must be applied. Kvale35,36 writes that
‘truth value’ must be considered the object in all qualitative
research and lists three criteria to obtain it: ‘coherence’ – it
should be possible to follow threads of meaning in the
constructed themes; ‘construct validity’ – there is not a
single universal truth, instead the themes should reflect a
social construction of reality; and ‘trustworthiness’ – when
using qualitative methods credibility, dependability, and
transferability should be ensured.23,37 For example in this
study all steps when constructing the vignette, in collection
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and data analysis were discussed among the authors. The
authors also separately read each text and discussed coher-
ence. It should also be recognized that there is a slight risk
of blur in framework when nurse-researchers conduct
research in the clinical field, mixing scientific research
methods with nursing competencies and their own personal
and moral values, as described in a vignette study by
Wilkes et al.38
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Appendix 1: Vignette presented to the
interviewees

Steve is 46 years old, and he lives in an apartment on his
own, with support from community-based homecare. He
has an adult daughter and a legal guardian appointed to
handle his personal finances. Steve has suffered from psy-
chosis for many years. You have met him on several occa-
sions when he was admitted for psychiatric in-care at the
ward where you work as a carer. He has returned volun-
tarily to the ward and has been admitted two weeks after
his last discharge.

Steve is a heavy smoker. He coughs and easily loses
his breath. You and other staff have often discussed
the seriousness of Steve’s smoking problem, for both his
health and his environment. At a treatment conference
two weeks ago the staff reached a common agreement to
restrict his smoking. Steve is to receive 20 cigarettes a day,
handed over one at a time. He was not involved in the
decision.

Steve has difficulty making his cigarettes last
through the day. When he is out of cigarettes he tries to
borrow from fellow patients, digs in ashtrays for
cigarette butts, and begs staff to support him with more
cigarettes. You have just started your evening shift with
colleagues when Steve comes and asks you for a cigarette.
Steve was given a cigarette less than 30 minutes ago, and
although his quota of 20 should last until the next day, you
see that he has already has been given his whole day’s
ration of 20.

Appendix 2: Four scenarios (a–d)
for respondents to consider in their
decision-making

Give a cigarette Would it

influence your decision if:

Deny a cigarette Would it

influence your decision if:

a) Your colleague on shift tells

you not to give Steve a cigar-

ette because you decided as a

group that he is not allowed

more cigarettes a day?

a) Your colleague on shift tells

you it is pity if Steve can’t have

a cigarette, and that you have

to be a little bit flexible even if

staff have agreed to restrict

his smoking?

b) The next day at the morning

staff meeting you will be cri-

ticized by several colleagues

for breaking the common

agreement on restricting

Steve’s smoking?

b) The next day at the morning

staff meeting you will be cri-

ticized by several colleagues

for applying the common

agreement on restricting

Steve’s smoking too rigidly?

c) Steve’s daughter comes to visit

him on your shift, and she

wonders why you are giving

him more than the maximum

20 cigarettes/day as decided,

and not helping him to restrict

smoking? The daughter

threatens to bring the matter

up with your manager.

c) Steve’s daughter comes to visit

him on your shift, and she

wonders why Steve isn’t

allowed to manage his cigar-

ettes on his own? After all

they are his cigarettes and it is

his right to smoke? The

daughter threatens to bring

the matter up with your

manager.

d) At the treatment conference

the physician states it is of

medical value that Steve does

not smoke more than 20

cigarettes/day?

d) At the treatment conference

the physician states it is of

medical value that Steve’s

smoking is not restricted, due

to his mental condition?
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