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ABSTRACT

There are often noted gaps and tensions arise between official government policies and
what is implemented on the ground. The two theories that consistently argue
antagonistically about the policy processes are the rational bureaucratic model also called
the “top-down approach” as opposed to the incremental or bottom-up approach. This
research was inspired by a bottom-up perspective and involves a detailed investigation of
Lipsky’s street level bureaucracy (SLB) theory. Over the years since Lipsky’s research much
international work has be done on the subject of discretion among policy implementers but
in the South the focus has been more on top-down ideas such as increasing state capacity
and monitoring workers and not on the Lipsky problematic. SLBs according to Lipsky, due to
their interface with the public, inevitably exercise critical-discretionary powers in their work,
thus, making policy happen in unexpected ways. They are often seen as the ‘real policy
makers’. On the other hand, the top down approach sees the exercise of discretion in
service delivery as a drawback leading to problems that make the public service less

impersonal, hindering the outcome of public services.

Hence, this study specifically 'focuses on studying the extent, intentions and uses of
discretion. Intentions are looked. at,in a threefold manner: good, bad and conflicting, among
nurses as SLBs in a public hospital in Cape Town, in view of the two conflicting approaches
to policy implementation. | found that the discretion practices among nurses do ‘more good
than harm’ as opposed to the view held by the top down approach. The study further
revealed that discretion is also often conflicted or ambivalent. Moreover, it is often based
on tacit collective understandings and practices among groups of nurses. This is one
element that needs to be explored further in future studies in order to contribute to the
body of knowledge. Notably, there appears to be a gap in South African literature on this

vital subject area.
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CHAPTER 1: INTRODUCTION AND RELEVANCE OF STUDY

The theory of street level bureaucracy was first coined by an American scholar Michael
Lipsky (1980), whose work in this area mainly focused on the key role of font-line workers at
lower levels of public institutions. Against the conventional wisdom, he argued that the
lowest public service officers in the chain of command were the actual policy makers and
policy implementation occurs as an ultimate function of the actions and activities exerted by

those that can be termed “street level bureaucrats”.

Lipsky (1980) captured activities carried out at the point of the interface between the lowest
public service worker whom he named ‘Street level bureaucrats’ (SLBs) and the public
service receiver/ general public. He showed that discretionary action and decision-making
imply that front-line workers hold a privileged position in face to face interactions with the
public. This argument contradicts the Weberian bureaucratic structure (rational top-down)
and strongly advocates a bottom-up, -more democratic approach to effective policy
implementation and service delivery as well as understanding power issues and how SLBs

can both facilitate and even obstruct policy.

This research study is an application of and reflection on Lipsky’s SLB theory that has
inspired much research over the years since 1980s when he first published his famous book
called ‘Street-Level Bureaucracy: Dilemmas of the Individual in Public Services. Lipsky’s SLB

theory curiously is under-researched in Africa.



The study of SLB has been neglected in recent South African policy debates, despite the
state’s rhetoric of inclusive public policy making (Walker and Gilson, 2004; Von Holdt, 2007,
2010). Hence, the aim of this research study is to investigate discretion among nurses in line
with Lipsky’s findings, as well as the context of and how and why discretion is exercised by
nurses in healthcare service delivery. Does the level of this practice enhance their work in
any way, in terms of efficiency or making health service delivery easier on their part or does
it have more to do with personal enhancement and motive? These issues have a lot of
significance in helping us understand and analyze policy implementation and service

delivery, hence, the relevance of this study.

The rationale for testing Lipsky’s SLB theory in this research study was to, probe the nature
and levels of discretion practiced in the nursing profession. The novel element and
uniqueness of this study is that it investigates street level discretion in a threefold manner:
good, bad and conflicting intentions in discretionary situations. The findings from this study
could contribute to a better understanding of the daily practical work of nurse’s divergences
from the stipulated guidelines/policies and possible improvements. Additionally, the study
opens questions for larger scale studies on SLBs in South Africa, considering that there is
limited literature in this field, thereby, adding more knowledge through exploring the use of

discretion in policy implementation and service delivery.



BACKGROUND

South Africa is among many other developing countries faced with challenges in health
service delivery because of several pitfalls to do with public policy and its implementation.
One of the problems, lies in disparities between what government policy states on the one
hand, and what is actually implemented, on the other, as well as who the actual policy
makers are. All these issues if not addressed properly affect the outcome of policy no

matter how well formulated and structured.

Generally, policy implementation and service delivery in South Africa, since the end of
apartheid is said to have suffered from “dysfunctionality and institutional failure’ (Von Holdt,
2010), despite the progression in adopting remarkable and substantive policies. In terms of
health service delivery, “Public haspitals are characterized by dysfunctional management
and poor clinical outcomes” (Von Holdt, 2010:242), also see (Von Holdt & Muserumule,
2005; Atkinson, 2007; Southhall, 2007; Von Holdt & Murphy, 2007). There appears to be a
consensus among many of these scholars that health services have indeed come to a state

of flux and complexity in the country’s bureaucratic system.

A study conducted by Von Holdt and his colleagues, revealed that public hospitals and
health services in South Africa appear to have been experiencing a high degree of
institutional stress (Von Holdt and Maserumule 2005; Von Holdt and Murphy 2007). Among
other factors, over-centralization, fragmentation, low management capacity and
understaffing were seen as causes of institutional stress, which ultimately produce such

dyfunctionality in the hospitals (Von Holdt, 2010). It is also worth noting that Lipsky (1980),
3



has pointed out the effects of such high levels of stress faced by SLBs, lead to the
development of certain coping strategies given resource and organizational constraints that

become daily practices outside the regulated rules.

Von Holdt (2010} study also revealed that public hospitals are ineffective and characterized
by disorder. For example, poor drug supplies, procurement failures-no linen in the
admission wards, unclean wards, staff indiscipline among other things (Von Holdt, 2010).
Consequently, such unpleasant working conditions created by structural defects either in
administration or at the policy-making level, lead to loop holes in the bureaucratic chain.
Clearly, in a bureaucracy, the behavior of all-public service workers is altered by respect for
chain of command and authority, rules and regulations, code of conduct and so on, thus
every employee is expected to uphold these values and conform to the ‘basic rules of the
game’ (Anderson,2006). However, conformity with the rules . is less practical in most
situations, especially when conflicts arise “between ‘the rhetoric and the functional.
According to Lipsky’s line of thought, ensuring public services carry on under difficult
conditions, gives room, power and a certain privilege to the lower level/bottom line workers
(SLBs) to institute their own ‘rules of the game’, thereby becoming policymakers themselves.
This eventually, springs out as a deviation from standard rules, thus, bending of rules and

arriving at discretion.

Nevertheless, nonconformity or lack of compliance to the regulated rules does not only
originate from structural defects in the system, but also lack of policy knowledge or
ignorance as well as deliberate actions directed by personal maotives of individual workers

(Anderson,2006). Thus, nonconformity or bending of rules can either facilitate effective
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policy implementation or not. This is why studying the behavior of SLBs is highly relevant in
understanding effective policy implementation and service delivery. Certainly, the
unresolved dysfunctionality in public hospitals, indeed affects the outcome of health care in
the country, as well as what can be done to ensure that policy is implemented. Determining
positive factors as to what helps in the policy implementation process should be considered
paramount as opposed to mechanically following rules or making alternative choices

depending on need and circumstances, in achieving effective service delivery.

PROBLEM STATEMENT AND ARGUMENT

It is without doubt that the role of nurses or doctors in the health sector is a very critical one
in the provision of quality health care to the public. Von Holdt (2010) argues that the
establishment of rules, routines and procedures, guidelines or protocols is very critical for
particularly effective medical intervention and professional discretion does not reduce the
need for the establishment of these protocols. He points out that both the exercise of
professional discretion and strict rules complement each other in this kind of human service
provision as it is a delicate and highly complex unpredictable phenomenon (Von Holdt,
2010). According to Von Holdt (2010:7), "strict routines must provide both information base
and the space for discretion and judgment based on the skill and experience of health
professionals". Drawing from a practical example of a medical ward which is essentially
structured by the need to follow strict rules and time-bound routines such as checking

patient temperatures, administering drugs on time, reports and recording including other



important medical vitals, in order to be effectively functional, otherwise patient care

becomes compromised, hence poor service delivery (Von Holdt, 2010).

The main argument in this research study is centered on current debates between the top
down and bottom up proponents. | do not argue by taking either of the sides. However, |
agree with scholars that see bureaucratic discretion as inevitable and vital in policy
implementation and highly value the insertion of positive discretionary actions practiced by
SLBs in contributing towards effective service delivery. | do not attach a definition to what is
meant by effective policy implementation and service delivery, as it cuts across a variety of
factors outside the confines of this-study. However, L wish to.refer to it as doing what best
fits the situation in order to get the job done, similar to the beliefs of the bottom up
proponents. Additionally, the ultimate analysis of this study is to generate the profound role

that discretion plays in policy implementation-and service delivery.
DEFINING CONCEPTS

The basic interpretation of bureaucracy is hierarchy in a chain of command, strict rules and
regulations and political neutrality. Max Weber’s ideal type included; formal rules and rigid
procedures, a hierarchical structure, occupation of offices based on expertise and training,

written down records, and permanent employees (Held, 2005).

The concept of discretion in public policy and implementation challenges the rigidity of top-
down rules (Ham and Hill, 1984). Davis (1969) provides a useful definition of discretion, that
many other researchers (Ham and Hill, 1984, Tummers, 2011) have used. Davis (1969:4)
states, “a public officer has discretion whenever the effective limits on his power leave him

free to make a choice among possible courses of action or inaction”. Similarly, Evans (2010:
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11) adds that discretion is the “freedom in exercising one’s work role”. This forms the

central focus of Lipsky’s street level discretion.

In this study, | adopt both Davis’s and Evans’s definition of discretion. However, | will mainly
focus on using the term to describe patient related workplace actions exercised by nurses
outside the established rules or guidelines. Bottom-up theories stress the complexity of
decisions made by implementers and dilemmas they face. Discretionary power is exercised
by implementers since rules cannot cover every situation and because the means to
implement are often in short supply and so implementers must “make do”. But Erasmus and
Gilson (2008:35) add that small “p” power is important: hence “even apparently isolated or

fairly trivial practices can represent exercises of power”.

Elmore (1979) tried to combine the bottom up and top down paradigm but not very
successfully according to Hudson and towe {2010}. Elmore sees authority relations within
organizations as “reciprocal: formal authority runs from top to bottom, but the informal
authority necessary for problem solving runs from bottom to top” (cited in Erasmus and
Gilson, 2008: 39). This speaks to the ideas expressed by Erasmus and Gilson (2008). As
Erasmus and Gilson (2008), who stress power relations, argue “the top-down model of
implementation emphasizes power as the co-ordination and control (of others) by those
with authority located at the upper reaches of the bureaucratic or organizational hierarchy,

in pursuit of pre-determined policy objectives.

The word ‘policy’ has many definitions but the general way of using the concept is to view it

as an enshrined law and legislative directive (Ham and Hill, 1984). On the contrary, the

7



bottom-up approach sees policy more flexibly as a set of goals and as what occurs at the
point of implementation (Hudson and Lowe, 2010). As Pressman angd Wildavsky (1973:14)

point out “3 verp like implement, must have an object like policy”.

“those actions by public or Private individuals (or groups) that are directed at the

achievement of objectives set forth in prior policy decisions” (Van Meter and Van Horn,

1975:445), Policy implementation in this study is defined as actions that lead to successfyj

set of the same units” (O’Sullivan and Rassel, 1995:114). This research was conducted at 3



general mental public hospital, within a reachable locality. Thus, the sample was selected

from the available nursing staff on duty in different clinical wards.

Sampling

The selection of 30 respondents was sampled using the purposive sampling technique,
drawn from non-probability sampling design. The justification for using this type of sampling
is simply based on the nature of investigation and the limited availability of respondents
considering the intensive service the institution offers. Interviewing was conducted over a
three week period in different clinical wards. However, the sampling was not meant to
generate statistics per se but to ensure a spread.of staff in terms of age, gender, experience

and the different departments in‘the hospitat for capturing a wider context of findings.

Description of Research Site

The research site is located in the southern suburbs of Cape Town. It is one of the four
government specialized mental hospitals, that offer tertiary psychiatric services, being the
major referral centre of such cases in the Western Cape Province. Additionally, it also offers
specialized psychiatry training for nurses. Being an old hospital, built in 1891, it has suffered
several challenges in terms of service delivery and almost closed in 1998 (Extracted from

hospital information files).

The hospital offers general mental services and other specialized forensic and acute
admission units. Patients admitted to this hospital are taken in voluntarily or non-voluntary

and also on observation basis owing to behavior disturbances, psychotic illnesses and



several different kinds of mental disorders. The number of usable beds is estimated at 340-

bed capacity.

First, this research site was selected because it is a government institution with nurses as
professional SLBs. The importance of selecting a mental hospital as a research site for this
particular study was based on it been a specialized service as compared to a general hospital
providing diverse services. Additionally, the nature and sensitivity of mental healthcare
demands specific attention from the service providers/nurses as it is a different setting from
general health care. Thus, studying discretion among nurses in such an institutional setting
(specialized service) would produce a narrowed down deeper understanding of how and
why SLBs act the way they do. Ethics clearance-was obtained from the hospital authorities

and through the University processes.

DATA COLLECTION METHOD AND RESEARCH INSTRUMENTS

The data collection method used in this research study was both quantitative and
qualitative. The reason for using both methods was to ensure that the data is more reliable
and contextualized. Both approaches are known to have different strengths and weaknesses
over each other, which were well complemented in this study. Moreover, even though, the
type of question addressed in this research was qualitative in nature, it also had a statistical
element that required measurement. For instance, attaching a number or percentage to
who said what and how strongly they said it, validated the findings well in the analysis even
though the sample might have been small. Because the sample is small, the quantitative

aspects are meant to be suggestive rather than definitive.
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This research study was an analytical study and the main aim of the study was to find out
the level of and intentions behind using discretion among nurses, in terms of good, bad and
conflicting intentions. In order to measure the level, it was imperative to have a scale of
measurement, thus, the quantitative approach made it possible to produce findings to
answer the question more accurately. In order to enhance the value of the statistical

findings, a qualitative approach was employed.

The first data instrument used to collect data was a self-administered structured
questionnaire with closed ended questions, where respondents had to select their answer
of choice from a set of structured responses. Even though, the questions were structured,
the questionnaire was not biased because it provided room for ‘not applicable/no’ and ‘not
sure’ in order to completely ensure that respondents did not feel. pressured. There was also
a space for ‘add/other’ option on some responses to give' more freedom of expression to
respondents and generate as much information as possible. Additionally, the last question
was open ended, to give room for open comments, opinions or pressing issues of concern.
The reason for using structured questions was to generate specific responses to help answer
the research objectives. The questions in the questionnaire were formulated using the
guidance from the literature review and theoretical approaches, particularly looking at some
perceptions and motivations for practices of discretion considered to be good, bad or

conflicted.

11



The main data instrument used to collect qualitative information was a semi-structured
interview guide with open ended questions designed for in-depth interviews. The questions
addressed interview guide were similar to those in the self administered questionnaire but
presented in a broader context in order to generate more insight, views and opinions from
the respondents. Eight in-depth interviews were conducted, which appears to be a small
sample, nonetheless, the information collected was representative of different categories
starting from nursing assistant to professional registered nurse. However, time was a
limiting factor in using this approach as the research participants (nurses) only had little
time to avail for in-depth interviewing. From the eight respondents, two had an opportunity
to fill in the self-administered questionnaire_while the rest of the interviewees had not
participated in answering the self administered questionnaire. This highlighted issues of
insecurity to answers questions openly and honestly in a face to face interview as compared
to answering questions individually on a paper. This was another limitation presented with

in-depth interviewing; further details are given in chapter 5.

Another, unplanned instrument was informal conversations. it was not known from the
beginning that informal conversations could generate adequate and relevant information
for the study. Lastly, my direct observations in the field proved to be very helpful in cross-
referencing what was said and what was being done. It also provided an opportunity to

connect the theory to practice.

Ethical issues pertaining to research subjects were carefully considered. The data collection

methods used in this research did not cause any harm or disturbances to human subjects.
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The data collection commenced at the research site after a letter of approval and ethical
clearance from the Western Cape Provincial Department of Health, on 22 July 2013. The
interviews were conducted after permission and consent was granted by the research
participants as well as the hospital authorities. Regarding the structuring of questions, it was
incumbent for the researcher to ensure that the questionnaires and interviews were
structured in a way that does not offend, discriminate, intimidate, threaten or cause any
form of discomfort to the interviewee. Additionally, all respondents/interviewees were
given a choice to drop out of the interview if they so wished to, at any point, or not feel

pressured to answer questions that made them feel uncomfortable.

DATA ANALYSIS

The quantitative data was analyzed using the quantitative Statistical Package for Social
Sciences (SPSS), in which the data had to be entered into the program and analyzed. The
scale of measurement used for the quantitative data was mostly nominal and ordinal. Data
from 30 self-administered questionnaires covering 15 variables/questions was coded and
entered into SPSS. The data was then categorized under the appropriate scale of
measurement. The data categorized under the ordinal scale was measured using the Likert
scale by grouping responses according to strength, for example, 'agree, strongly agree;
disagree; strongly disagree; somewhat’ for some specific questions. The Likert scale is
considered a strong and effective scale for this kind of measure (Neumann, 2009). Thus, this
scale was very significant in measuring strong opinion on some of the questions requiring a

clear understanding of strongly felt opinions by respondents.
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The qualitative data collected through in-depth interviews was analyzed manually by
grouping similar responses together according to the objectives. Since the number of
interviews conducted was small, it was easy to group similar responses together manually
without a software program package. The responses were grouped under the following
themes: ‘Discretion and decision making’, ‘establishment of rules’, and ‘discretion good, bad
and/or conflicting’. In this analysis, | linked the findings and the literature presented by both
approaches. | proObed “good/bad/conflicting by asking “How would you view the use of
discretion in your work as a nurse?(for example, working extra hours voluntarily to finish a
task, deciding on your own which patient to attend to without following the queue, skipping

normal routine due to time limitation”.

LIMITATIONS

First and most, this research was only limited to studying nurses at this particular hospital
and only one site was selected due to both time and financial limitations, nonetheless, this
does not undermine the value of the findings produced from the study, instead, it marks a
fundamental opening to large scale studies. Secondly, this research study does not
particularly centre on a specified policy in health service provision, rather on general
bureaucratic guidelines or policies, standard operation procedures in a public hospital
dealing with the work of nurses in terms of what they are allowed/not allowed to do and
the use of discretion. Discretion in this case is considered as an act outside the

rules/guidelines, procedures or job description.

Thirdly, there appears to be limited resource material on nursing and discretion in South

Africa, for example most books on nursing by South African authors referred to in this study,

14



talk about the work environment and job description of different nursing categories with a
minimal mention of discretion. Hence, the study will add to the body of knowledge in the

area of discretion practices among nurses as SLBs in South Africa.

Lastly, there were time constraints in conducting in-depth interviews with the nurses due to
the busy nature of their work and mostly the wards were under-staffed. As observed, the
nursing environment is a busy environment due to the nature of the work and it is well
known that in-depth interview require a good amount of time. Thus, it was not possible to
conduct all 10 in-depth interviews as scheduled. However, despite this limitation, quality
often matters more than quantity, hence; there was adequate information from the few in-
depth interviews that were conducted. Moreover, I-had to catch up with my data collection
timeline as well, having had waited a long time to acquire permission/ethical clearance and

approval from the provincial health department office.
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CHAPTER 2: THEORETICAL BACKGROUND AND LITERATURE CHAPTER 2: THEORY AND

LITERATURE REVIEW

The broad theories of policymaking discussed in this research are the rational top down and
bottom up approaches to policy implementation and service delivery. However, it is
important to briefly look into the debates about public sector reforms in public
administration systems that have affected public services; the Traditional Public
Administration (TPA)/bureaucracy, New Public Management (NPM) and the growth of the
governance/networking perspective. NPM in the 1990s was meant to replace the “outdated
and inefficient” TPA system, leading to the adoption-of business techniques (Hughes, 2003).
This also meant ‘letting the managers-manage’ (Hood,-1994}, hence, allowing room for high-

level decision-making and discretion.

However, NPM critics, raising a strong case for bureaucracy, (Meier and Hill, 2005; Dunleavy
et al, 2006: Pollitt et al., 2007), argued that business techniques cannot be used on non-
profit making public institutions that provide public services. Additionally, NPM showed less
effective impact in changing the culture of street level bureaucrats (SLBs) than was
optimistically projected (Taylor and Kelly, 1998). Letting managers manage carried a strict
condition of meeting performance targets. Thus, it went back to being all about rules and
targets. “The ability to make policy under the rule discretion was significantly reduced by
the increase in rules and accountability that restricted the deviation of formal controls”

(Extracted from Rao, 2009: 176).
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Then governance through multiple stakeholders and networking became a popular view,
aimed at building ‘horizontal steering partnerships’ as opposed to the vertical chain of
command/hierarchy in TPA. Governing with society rather than governing above it (Erik-
Hans Klijn, 2005). In short, implying “less government and more governance” (Cleveland,
1972:13). It meant the involvement and interaction of a spectrum of stakeholders, non-state
actors- private/business sector, civil society groups, Non-Governmental Organizations
(NGOs) and representation from the government/public service. This is similar to Sabatier’s

advocacy coalition framework.

The health sector reform process to.improve service delivery in many African countries has
attracted global attention such that, the policy environment is deeply affected by
crosscutting external relations. Although, these networks are characterized by horizontal
relations, it is argued that, vertical relations also exist in which government representatives
engaged in networks, are held accountable by their superiors. This view is advanced by Hill
and Hupe (2007:295), who conclude that “governance of and by street-level bureaucrats is
practiced in a variety of action situations, while street-level bureaucrats are held
accountable in various relations; bottom-up as well as top-down, but also ‘sideways’ ”. Thus,
in the context of governance, street level bureaucracy is viewed as part of a layer in its
multi-dimensional institutional system characterized by alternative forms of accountability

(Hill and Hupe, 2007).

In summary, the policy process in top down systems involves a vertical line of management

with full political control, and policy implementation is pre-planned. NPM is characterized by
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little discretion for managers with central system control and concentration on performance
targets for effective policy implementation. Governance has minimal political control but
horizontal lines of management and consensual decision-making are meant to yield

effective policy implementation (Peters and Pierre, 1998).

POLICY IMPLEMENTATION: TOP DOWN VERSUS BOTTOM UP APPROACH

The top-down approach is drawn from rational bureaucratic principles developed by Max
Weber. The top-down view assumes a hierarchical “chain of command, a compliant
workforce and objectives that the whole organization accepts” (Hudson and Lowe, 2010:
248). This approach considers the policy process.in.a linear fashion as stipulated by Lasswell
(1956). Lasswell (1956) first constructed the famous four stages in which the policy process
takes its course: agenda setting, formulation, implementation and evaluation, in that
particular order. There is a strong assumption that policy makers/formulators control of the

policy process.

Gunn (1978), additionally, points out that, among other best practices set for effective
policy implementation is “a small and well-defined chain of command in the management
system and a single implementing authority” (Hudson and Lowe, 2009:247). Thus, the chain
of command plays a vital role in subjecting the workforce to bureaucratic authority, in that,
rules, procedures and regulations are not broken to ensure effective policy implementation.
For top down proponents, compliance to prescribed government policy is very crucial.

Noncompliance to the rules implies that workers continue to “act in undesired ways, if they
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do not take desired actions, or if they cease doing what is desired, to that extent policy

becomes ineffective or, at the extreme, a nullity” (Anderson,2006:240).

Therefore, any faults/failures in policy implementation are usually blamed on the failure of
personnel to follow laid down instructions from the top (Dunsire, 1990). The top-down
perspective not only assumes a strict linear policy process but also assumes that personal
views, values, beliefs or judgment presented by bottom line workers/employees should not
interfere. Hence, top-downers argue that successful policy implementation involves “the
elimination of human infirmity and emotional attachment, as they contribute to the
breakdown of service delivery” (Hudson and Lowe, 2010). Similar.to Taylor’s (1911) scientific
management, employees should be viewed as machines in.an organizational system. For top
downers, it is important that employees are controlled and the practice of discretion by
frontline workers is avoided as it compromises the achievement of policy goals. This is why,

strong and tighter bureaucratic enforcement'is considered highly relevant in this model.

Furthermore, referring to the South African context, Von Holdt (2010:241) asserts,
“effective bureaucracy is crucial for the functioning of a modern state”. As already stated in
the previous chapter, he attributes the failures in health delivery to non-conformity with
bureaucratic rules and the use of non- bureaucratic rationales such as affirmative action, as
well as the lack of integration of structured rules and analytical discretion, in its functionality
(Von Holdt, 2010). In short, the bureaucratic system does not entirely function as a typical

bureaucracy, hence, there appears to be neither strong well-organized routines nor
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analytical discretionary and innovative capacity, which are both critical to effective policy
implementation (Von Holdt, 2010). He argues that that policy implementation works well

when using both the top down and bottom up approaches which complement each other.

Others have also concluded in a broader context that an effective state bureaucracy is the
key to a successful developmental state (Von Holdt, 2010; Sandbrook et al, 2007; Southall,
2007). However, in line with Lipsky’s theory, such simplistic views underestimate the crucial
factor in determining what happens at the end point of service delivery as to whether the
implementers/SLBs act or implement the designed polices and if not, why? Thus, policy
implementation and service delivery very much depend on the decisions made by SLBs in

their daily operations and duties than a linearity as purported by the top down view.

Contrary to the top-down perspective, the bottom-up approach rejects the concept of the
‘bureaucratic chain of command’. Dating back from the 1970’s Lipsky (1971, 1980)
formulated the theory that, what is practiced at the bottom of the chain is what forms
policy and the implementers are the policy makers themselves. Implying that instead of
policy streaming down from the top, it can be modified from the bottom. The front-line
workers, who Lipsky (1980) calls ‘street level bureaucrats’ hold a high level of discretion in
understanding and executing policies. How they work is what makes them the “real policy

makers because what they do is the effective expression of the policy” (Peterson, 2007:3).

In light of the above, the bottom-up perspective views policy as action exerted by

implementers. Implementation failure does not result from failure to plan adequately and
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follow instructions. Instead, there is always a gap between policy goals and implementation
(Hill, 1997). Hence, failure to implement policy is caused by the conformity to strict
bureaucratic rules that do not correspond with the nature of real happenings at the grass
root level. According to Lipsky (1980:12) “the decisions of street level bureaucrats, routines
they establish, and the devices they invent to cope with uncertainties and work pressures,
effectively become the public polices they carry out”. He suggests that bending of rules and
recreating policies by SLBs is doing the wrong to achieve the good. Although street level
bureaucrats are any frontline personnel in direct contact with the public, Lipsky (1980)
mainly considers professionals and semi-professionals like teachers, nurses, social workers
and police officers as classic SLBs. Nurses have both administrative and professional

functions and have long been studied as SEB’s in-academic literature.

Thirdly, the bottom-up view opposes strict rules and controls over employees like cogs in an
organizational machine. They believe discretion is inevitable, strict rules cannot apply to
every situation; hence, personnel cannot escape practicing discretion (Elmore, 1978).
“Human agency in reality determines a great deal about how a policy is implemented, how
effective it is and whether or not it achieves what the designers of the policy intended”
(Hudson and Lowe, 2010: 249). Thus, the product of policy is determined by the actions of
street level bureaucrats, who are the key players as opposed to the policy makers. In simple
terms, employees act in accordance with the nature of situations and circumstances. The
other important point made by Lipsky (1980) is that SLBs work under difficulties that require
bending of rules. They feel that, they do their best in providing public services considering

the frustrating working conditions. Thus, SLBs are "coal miners of policy: they do the hard,
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dirty and dangerous work of the state" (Maynard-Moody & Musheno, 2000:157). This also
implies that, they keep services running even when the government defaults on funding
provisions. This may be considered the “good side” of SLB’s. Other scholars advance more
complex views drawing on Lipsky’s work (Walker and Gilson, 2004; Hupe and Hill, 2007;
Evans, 2010). Evans (2010) for example argues that middle-level managers might also be

included with the category of SLB’s.

A study of the perceptions of nurses about South Africa’s free health policy (Walker and
Gilson, 2004), revealed that nurses are left out from the policy process, financial and human
resources are limited and most_importantly, their (nurses) “views and values inform their
implementation of health policy”(2004:1251). This study also presented evidence that
nurses felt disempowered in the palicy process (including clinic coordinators),and felt they
were not rewarded or recognized for the work they do but expected to implement policies
that are unknown to them (Walker and Gilson, 2004)." In their study, Walker and Gilson
(2004), concluded that the top-down systems overlook the values and experiences of SLBs
as well as their influence on policy outcomes. On the other hand, in terms of discretion,
Walker and Gilson (2004), also note that the achievement of policy goals may be limited,
depending on how discretion is exercised by workers at the point of implementation. Hence,

SLBs have the power to determine who gets/receives what, by using their own judgment.

However, a different perspective drawn from organizational development theory perceives
that implementation failure has nothing to do with both beliefs presented by top down and
bottom up approach. Instead, lack of consensus and collaborative working relations

between managers and street level workers leads to implementation failure. According to
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this view, in order to improve service delivery, efforts should be made to prioritize
organizational development, consensus building and commitment among workers at all
levels. But getting employees to agree on a common understanding of policy is also another
challenge in itself. In an organizational setup people have their own conflicting views

(Hudson and Lowe, 2010).

But Sabatier (1986), sees a way of merging both the top down and bottom up approach in
his ‘advocacy coalition framework’ (ACF). He sought to cement the two approaches with the
view of making policy implementation work effectively through the collaboration of the
policy maker, policy implementer-and other relevant external actors to influence policy
outcomes positively. Sabatier (1986) asserts that, all stakeholders-civil society and other
non-state actors, top government officials and SLB profassionals should be part of the policy
process, just in the same way that governance/networks operate. The ACF is based on the
fundamental belief that a coalition of parthers sharing strong core beliefs and values that
they adhere to, is a path to successful policy implementation (Sabatier, 1988). Thus, failure
to implement policy results from lack of consensus, consultation and collective agreement

with all stakeholders.

Sabatier and Mazmanian (1979) synthesizes both top down and bottom up approaches as a
way to gain consensual policy in order to yield successful policy implementation. This
approach also provides an opportunity for SLBs (who feel left out of the policy process) to

participate and contribute to public policy by airing out their views, ideas and experiences,
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instead of receiving/being given instructions and orders to act upon. The idea of
involvement of bottom line workers, is perceived as a motivating factor to implement policy
because of the sense of recognition and belonging (institutionalization).In this case no one
bears a grudge because they feel the value of their contribution (Ostrom,2007). The
synthesis by Sabatier and Mazmanian (1979) was seemingly sound but other scholars argue
that blending top down and bottom up approaches is not an adequate solution to the
tension between these rival approaches. This is because the two approaches run opposite
each other and cannot meet, as each of their core values are in full antagonism. Hierarchy,
compliance and discipline verses discretion, human judgment and strengthened
relationships between workers and clients are aspects of “incommensurable paradigms”

(Hudson and Lowe, 2010; Parsons, 1995).

Moreover, in as much as governance/networking is being promoted as an effective tool for
inclusive public policy and improved public service delivery, much of its criticism is drawn
from its weak accountability systems due to strong horizontal relations. There is a lack of
enforcement and sovereign authority, hence, partners can work at their own pace without
any form of control and are not compelled to perform their tasks as they would be, in the
bureaucratic/top down system. If such features are dominant in the coalitions, they hinder
the implementation of policy and impact negatively on public service delivery. Thus, where
public service provision is concerned, building a strong case for bureaucratic systems may
be appropriate as it ensures sovereign authority, control and accountability of public officers

in carrying out their duties.
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However, Elmore (1979) does not agree with any of the above reasons for policy
implementation failure. He puts forward the view that no ‘one size fits all’ solution can sort
out policy implementation. Implementation failure occurs comparatively. “Different issues
and circumstances require different frames of reference” (cited in Hudson and Lowe, 2010:
251). This is a more contextual view which at the same time trickles down to the specifics.

Thus, policy failure can also be perceived to be issue or sector specific rather than systemic.
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DEBATING STREET LEVEL BUREAUCRACY AND DISCRETION

Much of the concept of discretion has already been discussed above. At the same time,
analyzing how and to what extent the use of discretion may or may not delimit health care
service provision with the focus on nurses as SLBs is very crucial in this study. Although most
of the literature generated from different studies in this area concentrates on how
discretion makes policy implementation possible, as strongly advocated by Lipsky and his
followers. The bottom-up perspective tends to overlook the bad and conflicted side of
discretion. Discretion in policy implementation can discharge negative effects on public
service delivery. It leads to unaccountability, arbitrariness and inconsistency in the pattern
of policy implementation (Rao, 2009; Tummers and-Bekkers, 2012). When discretion is
practiced, it involves personal judgment, values and emaotions that public service workers
mix with their public duties, thereby, going against neutrality and equal service for all

principles.

This study was aimed at analyzing discretion threefold manner: good, bad and/or conflicting,
thus, for the purpose of the discussion, it is more suitable to adopt Davis’s broad definition
of discretion-“a public officer has discretion whenever the effective limits on his power
leave him free to make a choice among possible courses of action or inaction” (1969:4).
Moreover, most scholars (Ham and Hill, 1984; Hupe and Hill, 2007; Tummers and Bekkers,
2012) researching discretion have used this definition in their studies. These choices may be

motivated by “good, bad or even conflicting” intentions and perceived outcomes.
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Lipsky’s (1980), particular concern in terms of discretion and SLBs is the “freedom in
exercising one’s work role” (Extracted from Evans, 2010:11). According to Lipsky (1980),
discretion is inevitable in policy implementation but he also acknowledges that it could
undermine effective policy implementation and organizational accountability (Evans, 2010).
Similarly, Jacques (1969) also agrees that many delegated tasks require a certain degree of
discretion. SLBs are left with no other choice but to make decisions, even if they are
contrary to the rules in order to perform their duties. Lipsky (1980) suggests that it is the
complicated situations and circumstances, such as limited resources or work overload that

cause SLBs to act the way they act.

The other hindering factor is that, top-level decisions-tend to be generic in nature, while
those at the bottom are more issue specific.- Different problems are encountered and
different tasks/activities are performed at the bottom of the chain in order to harmonize
specific situations. Hence, some_policies are too ambiguous and do not fit into the local
situation, since the policy makers are often junaware ‘'of what happens at the grassroots
(Ham and Hill, 1984, Hupe and Hill, 2007). Lipsky (1980) took advantage of this weakness, to
advocate a move away from this sort of rigid formal structures to employ day-to-day

situations and conditions of policy implementation and service delivery.

Top-down thinkers view discretion as eroding policy goals. They argue that giving discretion
to SLBs is what leads to policy failure because employees act in their own best interest by
pursuing their own personal goals, thus, contradicting the stipulated policy (Davis, 1969;
Polsky, 1993). They also believe that human agency leads to unequal provision of services.

When SLBs practice discretion, there are high chances of practicing favoritism and treating
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clients according to the way they personally feel they should be treated, overlooking the
stipulated policy. Hence, the top down perspective opposes the freedom of decision making

at street level, instead a hierarchy is put in place to control the order of activities.

Decision-making is the “process of making a choice among a number of alternatives
(Anderson, 2006: 313). It is also described as a “selection of a preferred course of action
from two or more alternatives” (Robbins, 1976:152). However, in a bureaucratic system,
public service workers (especially those at lower levels) are not allowed to pass personal
decisions or select a preferred course of action in matters pertaining to public service
provision. Naturally, in a hierarchy, the top-level officials in.a bureaucratic structure or any
other institution hold more authority and power in decision making than the lower level

personnel.

However, in a bureaucracy hierarchy serves as a tool for final decision making in cases of
unclear circumstances and conflicts encountered by SLBs. As'Anderson (2006: 221), states
“hierarchy provides a means by which discrete decisions can be coordinated and conflicts
among officials at lower levels can be resolved”. According to the top down theorists,
hierarchy is considered as a solution to any decision-making problems faced by SLBs.
However, the disadvantage is that, the same hierarchy that is meant for control and
compliance, yields non- conformity in decision making at lower level as strongly argued by

the bottom up approach.

Furthermore, Walker and Gilson (2004) point out that some nurses feel that not all patients
deserve free health care; some just abuse it. Similarly, other studies show various

preferences in which clients are served by SLBs. A study by Goodsell (1980/1), revealed that
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service providers give better services/benefits to clients who they perceive, are in greater
need. However, for those clients who appear difficult or troublesome, service providers
tend to engage into tactics that hinder them (clients) from receiving/getting the benefits of
the service (Hasenfeld and Steinmetz, 1981). This shows critical evidence of the imposition
of personal value and judgment in their work, which falls against bureaucratic principles.
While, other cases show that discretion is influenced from the clients’ characteristics. For
example, some clients are more knowledgeable and make their own demands, hence, they
seek attention from service providers by pressurizing them to bend their normal

bureaucratic routines (Tripi, 1984).

Nonetheless, a study by Kelly (1994), found that organizational values supersede the
influence of the level and type of discretion exercised, on the organizational structure and
operations. For example, for fear of losing their jobs, employees, prefer to follow
organizational rules in their operations. Generally, values are believed to have a strong
influence on deciding what is bad, good, desirable, or undesirable (Anderson, 2006). Public
service workers are certainly influenced by the values and principles of the bureaucratic
system in their decision-making. However, this does not mean they are not bound to
applying personal values, as personal and organizational values turn to conflict, thereby
affecting the outcome of decision-making. It is therefore, important to note that the
decisions that SLBs make in their daily activities to either use their discretion in a bad or
good way, may be generated from different sources of influence - personal, professional

and organizational values (Andrews, 1990).
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While Aiken and Hage (1966) argue that increased formalization constrains worker decision-
making, other scholars see such constraints as relevant to enhanced accountability and
protecting clients from individual bias as well as SLBs who usurp authority (Blau and Meyer,
1971; Kaufman, 1977; Burke, 1986). It is for these reasons that top-down proponents
minimize discretionary action and emphasize faceless equal treatment through strict

hierarchical structures and the principle of applying impersonality in public service provision.

The top-down approach strictly considers full supervision of employees very important at
every point and stage of the policy process. If rules are followed and not twisted to suit
circumstances, then, policy goals wili-be well-implemented without any obliteration. In
similar regard, a procedure is described as “a series of interrelated sequential steps
established for the accomplishment of a task (Robbhins, 1976:72). Thus, procedures make up
an important part of the bureaucratic system and must be followed at all times in order to
accomplish service delivery. For example, procedures in a hospital are very important,
particularly, standardized procedures in nursing are put in place to ensure order and
effectiveness of such a delicate service. If procedures are not followed, it simply means
every employee acts in their own way, which maximizes the risk of confusion and chaos.
Additionally, policy makers/elected public officials also feel that, only they have the
legitimate authority to make decisions because they are elected by the citizens, while, SLBs
are not, hence, they do not have a legitimate right to exercise any form of discretion

(Sabatier and Mazmanian, 1979; Lowi, 1993).
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In contrast, Maynard-Moody and Musheno (2003), in their research found that;

[M]oral judgments about citizen-clients infuse all aspects of street-level decision
making. To street-level workers, fairness has little to do with the bureaucratic norm
of treating everyone the same or even fairly implementing laws and regulations. To
our storytellers, fairness and justice mean responding to citizen-clients based on

their perceived worth (93-94).

The debate between the bottom up and top down perspective on the use of discretion
obscures the cultural politics and values of SLBs. Some scholars who have analyzed both
views contend that SLBs should be allowed to practice a certain amount of discretion,
exercised by setting parameters. of control(Simon,-1945; Elmore, 1979; Tummers, 2011;
Tummers and Bekker, 2012). Simon (1945}, in his studies-an Administrative Behavior,

concedes the need for discretion in bureaucratic institutions/arganizations. He asserts;

The behavior of a rational person can be controlled, therefore, if the value and factual
premises upon which he bases his decisions are specified for him. This control can be
complete or partial-all premises can be specified, or some can be left to his discretion.
Influence, then, is exercised through control over the premises of decision (Simon,

1945:223).

Similarly, ElImore (1979) acknowledges that mistakes and blunders are bound to happen by
the use of discretion, thus, raising major issues that demand a requirement for setting of
boundaries in which discretionary action may be granted. He brings out the view that;
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[Pleople lower down the systems have free will but their will needs to be
psychologically attuned to perform in accordance with the central decision
makers’ aims. Failure to implement properly is a failure to identify weaknesses and
lapses in the performance of subordinates (extracted from Hudson and Lowe,

2010:251).

Similarly, Tummers and Bekkers (2012), in defense of discretion, point out in their study on
Discretion and Effects: Analyzing the experiences of street-level bureaucrats during policy
implementation, that discretion is vital for effective policy implementation. It motivates
bottom level workers who willingly feel the need to-implement policy. “We can state that
discretion influences the effectiveness and legitimacy of public policy programs in a positive
way, because discretion stimulates willingness and reduces resistance” (Tummers and

Bekkers, 2012:16).

What Tummers and Bekkers (2012) highlight here, is that, even a limited freedom for
decision-making, makes SLBs feel important and part of the policy process, hence, they
willingly implement policy without any resistance. Human resource management advocates,
also support the view that every employee has a right to exercise decision making
concerning what affects them in the work place (Kantar, 1992; Wagner lIl, 1994; Deci and
Ryan, 2004). Hence, Tummers and Bekkers (2012) recommend that freedom/discretion to
adjust policy programs be granted to implementing bureaucrats/SLBs, at the same time they
also take note of the threats it poses but conclude that, any means of withdrawal from the

use of discretion should involve a clear analysis of the pros and cons in a specified situation.
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With such overwhelming literature in support of discretion, it is obvious that the term can
be broken down in useful ways. Scott (1997), using the term ‘bureaucratic discretion’ points
out that it is “an important topic for the field of public administration because it is linked to
the achievement of objectives such as good government, effectiveness in service delivery,
and citizen satisfaction” (1997:36). Its relevance in public administration research can be
marked by understanding its characteristics and consequences since it is the avenue
through which policy implementation may be achieved (Scott, 1997). However, measuring
how much of it (discretion) is bad or good is lacking in most literature. Most of the research
studies conducted by bottom up proponents’ centers on how much discretion positively
contributes to service delivery despite the bending of rules, and they have showed that at
the end of the day services are provided to-the-public-Thus, in"the eyes of the public, SLBs

are the government (Elmore, 1979).

Hence, in order to build a strong case for bureaucratic discretion, it is important to critically
and thoroughly examine conditions and factors that influence discretionary outcomes so as
to find and accentuate the positive use of discretion (Scott, 1997). However, this is one task
that cannot be easily established considering the unexpected occurrences that reality
bestows upon SLBs. Simon (1945); Elmore (1979); Rao (2009), all point out that there
should be a form of control on how discretion is practiced/exercised but do not explain how
it can be done. As has already been clearly pointed out that, situations, circumstances,
manifestations, and activities at the bottom level/point of delivery are distinctive in nature
and cannot be standardized. Hence, it remains questionable on how control can be inserted

in such varying circumstances. This leaves room for more research in this area.
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At this point, it is also important to note that, most of the literature on discretion and
implementation pays little attention to analyzing types of discretion and internal dilemmas
as well as risks experienced by SLBs. Most of traditional literature is negative since it
focuses on deviation from formal/legal policy. In summary, discretion in this study is
classified into positive and negative practices; the top down approach considers discretion
negative/bad while the bottom up advocates say it is positive/good despite the deviation
from formal rules for good of the recipients of public services. However, discretion is also
perceived to be conflicting in that a “negative” practice can lead to good or bad effects to
either the service provider or service recipient for example, making an on-the spot decision
based on need, present situation and circumstance rather than following the formal

required rule/action.

Thus, my focus in this research draws attention to the kinds of discretion exercised by
nurses in terms of good, bad and cenflicting, with the aim of generating information that
can help to analyze advantages and disadvantages of the concept of discretion in policy

implementation in order to determine its relevance and contribution to service delivery.
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CHAPTER 3: THE NURSING PROFESSION IN THE SOUTH AFRICAN CONTEXT

INTRODUCTION

The aim of this chapter is to give a brief overview of some important aspects of nursing
particularly relevant to this study. The issues discussed include; a historical background of
the nursing profession in the South African context, the nursing Act-scope of practice and
nursing categories, nursing rights and code of ethics, mental health nursing in South Africa,

and the crisis in nursing in the post-apartheid period .

“The historical processes which have shaped nursing in South Africa have played, and
continue to play, an important role in defining the interface between patients and healers”
(Marks, 1994: 324). The apartheid epoch largely influenced the way South Africa is
structured today. The development of nursing asyaprofession is no exception from this
influence. According to Marks (1994: 324), the historical roots of nursing are marked by the
“intensity of the dynamic of race, class and gender”. In the early 1900s, nursing was
predominated by the English middle-class females and closely related to the church-
sisterhood. It was also open to mission- educated African women who were accorded a
chance to serve in respectable positions (Marks, 1994). The recruitment of black women
was also accelerated by the nursing shortages experienced as the result of World War Il
However, there were many racial struggles faced by African nurses to get enrolled and
admitted into the profession. Even though some nurses were given better positions, they

still faced racial limitations in their duties, in that, black nurses could not nurse white
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patients nor have white nursing subordinates or even share the same salary scale with the
white nurses, the black nurses salaries were lower (Marks, 1994). The historical racial
struggles experienced by black nurses is said to have a big reflection on the behavior they
exert towards their clientele, as most nurses are generally perceived to be rude to patients

(Jewkes et al, 1998).

The nursing profession in the early days, initiated by the church missions groomed nursing
students to apply ethos and moral living in to their duties. They were taught to go beyond
looking after the sick by encouraging the right way of life drawn from religious principles. In
the olden days, it was also important for.a-nurse to subject him/herself under the authority
of the doctor while assuming predominance and.control over their patients (Marks, 1994).
Hence, it may be possible to assume that discretion among nurses in the olden days might
have been present at a minimal level. If they were able to make independent decisions over
the affairs of their patients, since they were taught to take control of the lives of their

patients.

In the heyday of apartheid, the nursing profession was organised along autocratic and top
down lines of management. Thomas (2008) refers to this type of management style as
“military hierarchy”, implying that there was no room for discretion among nurses. Nurses
had to bow down to authority at all times without questioning. According to Thomas’s

narration of this management style;

Nurses like my mother, literally had to work themselves up from their knees with a

maid’s cap perched on their heads. The ward sister had to be obeyed without
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question as her underlings slowly advanced through the ranks with epaulettes on

their shoulders as a constant reminder of their place (Thomas, 2008:152).

However, the modern democratized nurses seem to have drawn away from the religious
principles and ethos of kindness to patients, instead, there is neglect and negligence in
patient care as well as abuse. These circumstances could have risen due to high levels of
autonomy that nurses hold as front line workers. Nurses in present day, certainly exercise
substantive volumes of discretion that can either enhance policy implementation and
service delivery or derail it. Additionally, present day nurses do not see themselves as
subordinates to doctors as they are able to make decisions independently and are solely

held accountable for their actions (Searle, 2000).

The post-apartheid nursing system differs from the old due to growing realization of the
recognition of nurse’s rights and the value of the use of discretion in patient care. More
professionals today prefer a democratic style of management in which their able to use
their discretion in decision making, as opposed to the so-called ‘military style’. Moreover,
the Nursing Act enables registered professional nurses, to be accountable for their own acts
and omissions (SANC, 2006). The bottom up proponents through their various studies
succeeded in illustrating the power of SLBs as policy makers in facilitating effective policy
implementation. Hence, the democratic style of management takes predominance over the
old military type despite rigid hierarchical structures still in place. Notably, this democratic
style that can also be viewed as a bottom up system is bound to destruct service delivery
according to the top down perspective, for instance when nurses abuse the use of discretion

(using it in a bad or inappropriate manner). In this regard, Thomas (2008:152) states, “an
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autocratic system can certainly ensure the discipline, accountability, diligence and
application which are necessary for good patient care. Unfortunately it is also an open
invitation for tyrannical matrons to exploit abuse and demean their underlings”. Thomas
(2008}, further points out a similar view to Lipsky (1980), that the conditions under which
nurses in South Africa operate in, precipitate actions that led to exorcizing and stamping
over polices that are not practical or aligned to the realities that nurses as SLBs are faced

with.

NURSING ACT

Profoundly, the nursing profession hemmed in many struggles, firstly, for recognition,
professionalization and legitimacy, and secondly for representation of nurses in the medical
council before the establishment of its own independent controlling body (Searle, 1998).
Two significant events mark the development of the nursing profession in South Africa. First
was its first registration as a recognized profession in 1891 and secondly, the passing of the
first Nursing Act in 1944 to control the profession. By 1957, registration for all qualified
practicing nurses was mandatory unlike the first registration when it was voluntary (Searle,
1975). Thereafter several amendments have been made to the Nursing Act concerning the
governance of nursing and different affairs related to it, dating back from the Act of 1944
(45 of 1944) to the most recent Act 2005 (33 of 2005). This Act legislatively enables the
practice of nursing as a profession and makes provision for its regulation by the South
African Nursing Council (SANC).Nurses fought for a breakaway from the medical council to
establish their own regulatory body. Hence, SANC as a statutory body was instituted in the

nursing Act 1978 (50 of 1978), and has since been in-charge of handling matters concerned
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and related to the nursing profession (SANC, 2006). The following are the nursing

categories as defined by the Nursing Act 2005 (33 of 2005).

CATEGORIES OF NURSES

There are different categories of nursing in South Africa and the highest level of practice in
the profession been named as a ‘registered professional nurse’. The categories highlighted
below include; Professional nurse, Enrolled nurse, Staff nurse and Auxiliary nurse. Nurses at
the level of a registered professional nurse are trained and competent to carry out

preventative, curative and rehabilitative health services (SANC, 2006).

Professional nurse: “is qualified and competent to independently practice comprehensive
nursing in the manner and to.the level prescribed and who is capable of assuming
responsibility and accountability for such practice” (SANC: 2006:25). The duties of a
professional nurse include administering medication for treatment, per doctor’s prescription
only, medical diagnosis for referral or emergence treatment in the absence of a medical
doctor, but limited to practice in accordance and within the level of knowledge and
competence (SANC, 2006). In addition to the prescribed duties, a professional nurse carries
out administrative, patient hygiene care, counseling and theoretical support (Searle, 2004).
A professional nurse being registered with SANC is subjected to abide by the professional
ethical code of practice, thus, she/he is accountable for her/his own acts and omissions

(SANC, 2006).

39



Enrolled nurse: an enrolled nurse works under the supervision of a registered nurse.

Staff nurse: “is a person educated to practice basic nursing in the manner and to the level

prescribed” (SANC 2005:25).

Auxiliary nurse “is a person educated to provide elementary nursing care in the manner and

to the level prescribed” (ibid).

All of the above categories register with the SANC and are recognized as registered
practicing professionals. As such only qualified and registered persons as per accepted
standard requirements use the title of ‘registered’ professional nurse or the others

mentioned above (lbid).

This also applies to the scope of practice; only persons-meeting such professional criteria are
permitted to carry out functions in accordance to the profession. Thus, in accordance with
the Act, “an employer must not employ or retain in employment a person to perform the
functions pertaining to the profession of nursing, other than a person who holds the
necessary qualification and who . is. registered” (SANC, 2005:25). The other categories
include; enrolled nurse cutting across different specialty, for example midwifery or
community service nurse. Enrolled nursing assistants and nursing assistants, going by the
term ‘assistant’ provide assistance to all the above mentioned categories. The scope of
practice of all named ‘assistants’ including the enrolled nurse is planned and outlined
through the responsibilities given by the registered nurse, whose supervision they fall under.
This also means that the scope of practice of the enrolled nurse is at the discretion of the
registered nurse. Therefore, the Act makes provision for a registered nurse to be held
accountable for the actions of an enrolled nurse if he/she works beyond their scope for

giving them such functions that are beyond their knowledge and skill (SANC, 2006). For
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example, an enrolled nurse cannot be given the responsibility to head a ward without the
supervision of a registered nurse but this may happen due to different situations in which a
registered nurse may not be available to supervise. Hence, the enrolled nurse may either
choose to use his/her discretion to act according to need or not take up the responsibility in

the ward at all because it is beyond their scope.

NURSING RIGHTS AND PROFESSIONAL CONDUCT

Firstly, all nurses have labour rights as enacted by the South African Constitution just like
any other workers. However, the following are some of the interesting nursing rights” that

relate to this research study:
Practice in accordance with the scope, which is legally permissible for his/her, specific
practice

Safe working environment which is compatible with efficient patient care and which is equipped

with at least the minimum physical,, material and personnel requirements

In the case of a registered person, equal and full participation in such policy determination, planning,

and decision-making as may concern the treatment and care of the patient
Conscientious objection provided that;

The employer has been timeously informed in written

T Source, SANC website www.sanc.co.za/ NURSING RIGHTS. 2004 - 2013 South African Nursing Council

(Under the provisions of the Nursing Act, 2005)
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Does not interfere with the safety of the patient and/or interrupt his treatment and nursing

Refuse to carry out a task reasonably regarded as outside the scope of his/her practice and for which

he/she has insufficient training or for which he/she has insufficient knowledge or skill

Not to participate in unethical or incompetent practice written policy guidelines and prescriptions

concerning the management of his/her working environment

Working environment which is free of threats, intimidation and/or interference

These rights are well defined but it is uncertain if most of the nurses are aware of these
rights. As an observer in the field, | did not see any posted documents that show these rights.
Hence, it may be appropriate to question the actual applicable of these rights by the nurses,
if they are aware of them or not. Moreover, one of the questions from the self-administered
questionnaire addresses the issue of rights, in terms of expressing personal judgment in
their work. It was found that most nurses-feel limited-in-terms of the so called rights they
hold. Along with the rights, nurses are expected to work according to professional conduct
in respect to the ethics guiding the profession. Thus, violation of the professional code can

lead to disciplinary action by the nursing council.

MENTAL HEALTH NURSING IN SOUTH AFRICA

Nursing ethics and discretion

If a nurse does not understand the basic legal, ethical, physical, biological, therapeutic,
social and psychological elements of safe and considerate nursing care, if she [or he] does

not understand her own rights as a registered nurse practitioner vis-a-vis her employer, if
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she [or he] does not understand or comply with the fundamental principles underlying the
professional conduct of a registered nurse.....we cannot call her a professional practitioner,

no matter what the law says (Searle 1988: 63)

The subject of ethics in nursing is very crucial as it plays an important role in determining
the behavior and attitude of nurses as SLBs. Ethics are placed in nursing to do good and
avoid harm, because the power and possibilities of doing harm are fairly high (Bandman and
Bandman, 1985). With ethics comes the code of conduct for nurses in service provision,
which must be followed by every nurse at all times. Without going in to more details of the
entire list of what the code says, there is-one particular-area of interest, | wish to highlight.
One of the internationally accepted code of ethics is that “the nurses’ relation to people is
one in which nursing care is provided in an environment that respects individual values,
spiritual beliefs and customs” (Tate ICN,1977: vii). This implies that nurses may not impose
their personal values on a patient; it however, remains questionable how often this is

practiced.

Noting that professional values add to the different complexities encountered, when one
has to decide how to handle a situation objectively. It is believed that “professions tend to
form distinctive preferences as to how problems should be handled” (Anderson, 2006:129).
The motives behind certain actions by nurses are influenced by professional values and
ideally, nursing professionals are expected to be sensitive to the needs of the public, due to
the nature of their work. Additionally, it is perceived that value judgment in this profession

precedes written down guidelines (Andrews, 1990). On the contrary, the rational choice
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theorists hold the view that bureaucrats purely act out of self-interest and personal
enhancement. Are nurses able to treat patients the same, without any practices of
favoritism, mutual favors and other unethical acts outside their code of practice and
conduct? While the act clearly stipulates the professional code thereby reinforcing legality

into the profession, however, what happens in reality is different.

The actions of nurses vary according circumstances or situations they face on a daily basis
and sometimes the ethical conduct is breached. For example, Searle (1988: 62) states that
“we all know that some neglect of patients occurs daily and that slovenly, indifferent and
even ignorant practice occurs at times”. This is where the use of discretion comes in and
discretion among nurses is used in different ways via-the bottom up (good way) or top down

(bad way) perspective.

Mental health is one of the basic elements of comprehensive health services for
professional nursing in South Africa (Uys and ‘Middleton, 2004). Mental health nursing
differs from other general health services. Nurses who move to mental health services (from
general practices) suffer culture shock, resulting from the distressing mental environment
yet the pace of work is perceived to be slower (Uys and Middleton, 2004). According to (Uys
and Middleton, 2004), the following components make up the process of mental health;
dealing with interpersonal behavior, counseling, providing support and facilitation for health
living. However, (O’'Toole and Welt, 1989) see counseling as the most crucial role of a nurse

in mental health service.
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Contrary to the view that the work in a mental hospital may be seen as less pressured than
in a general hospital, the role of nurses who provide mental health care includes many other
tasks that may be considered to be outside or beyond their scope of practice. For example,
Uys and Middleton (2004: 16) state that psychiatry nurses “manage the physical facilities,
supervise the domestic and clerical staff, serve meals, hand out medication, respond to
queries from family members, and see that patients get to occupational and other
therapies”. It is also important to note that, these activities are carried out by different
categories of nurses according to qualifications , for example, a nursing assistant bears the
responsibility of serving meals, while a professional nurse take a bigger managerial
responsibility , addressing family queries and all manner of the patients/family related
affairs that are classified as social worker responsibilities. Additionally, the findings in this
study proved many instances that show nurses in mental health service provision taking up
multiple roles, going beyond and outside their scope of practice, as well as those that go

below their scope of practice due to human resource constraints.

All in all, nurses, in this particular case, ideally, a mental health nurse works in a multi-
professional team or environment that consists of a social worker, psychologist,
occupational therapist, pharmacist and doctor, who all have an important part to play in a
mental patient’s wellness, but ultimately, the duties of the others in the chain, are all
relinquished to the burden of a single nurse. The nurse is found in such a position because
of the many hours spent with the patients, the nurse is always by the patients’ side when
not all these other professionals are there. This gives them the ability to often effectively

determine or predict informed decisions over the betterment/ wellbeing of the patient.
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Hence, nurses possess a higher ‘legitimate’ say over patients than any other professional
despite level of knowledge and expertise. This is what ultimately, gives them the confidence

to make their own decisions and exercise discretion over patients.

NURSING CRISIS IN POST-APARTHEID SOUTH AFRICA

The good policies formulated to improve the organization and performance of the health
sector has failed to take off effectively due to a number of factors. Limited human resource
leading to increased levels of stress, poor management system and supervision of staff,
including the HIV/AIDs pandemic -have certainly -affected service delivery and the
implementation of the health policy vision in South Africa. Despite the inception of an
integrated national comprehensive health system, service delivery in the health sector is
troubled by a substantial human resource crisis (Coovadia et al, 2009). The public hospitals
countrywide, especially at district level are highly.hit with shortage of staff in the nursing
profession. “There has been a substantial decrease in the nurse-to-population ratio, from
149 public sector professional (i.e., registered) nurses per 100 000 population in 1998 to 110
per 100 000 population in 2007 (Coovadia et al, 2009:14; Health Systems Trust, 1998:203-

16)”. The nursing staff levels are also unevenly distributed in the provinces.

In 2008, about 40.3% of posts for registered nurses’ were vacant throughout South Africa
(Health Systems Trust, 2008). Many of the provinces recorded high percentages of vacant

posts; the Eastern Cape 53.6%, the Free State 51.6%, Gauteng 34.4%, Kwa-Zulu Natal 39.6%
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and Limpopo 43.7% (ibid., 2008 ). Nurses in the public hospitals complain of severe staff
shortages and massive work overload. Such difficult and stressful working conditions have
led to brain drain of the profession as many nurses leave the country for better conditions
and less workload overseas. These circumstances, have also led nurses as SLBs admitting to
bending the rules and creating shortcuts in order to lessen the burden of work overload
(www.timeslive.co.za, The Times July 29, 2013). Additionally, other contributing factors to
this shortage crisis include migration into private practices, reduced number of graduates;
attrition and retirement. Forty percent of nurses are due for retirement between 5-10 years

period and 16% of nurses count for those affected by HIV/AIDs (Coovadia et al, 2009).

It is unfortunate to note that the human resource challenge in the nursing profession has
been an issue of concern since 1994, yet it increasingly continues to remain a burden on
health service delivery. One of the programmes:initiated as-part.of human resource capacity
building to address the shortages by introducing mid-level health workers was unfortunately
perceived to have produced low grandaunts unable to cover up the nursing deficits as well

as other professions (Wood and Jewkes, 2006).

In spite of the 60% budget allocated to human resource activities, the management of the
human resource systems appears to be weak due to poor managerial capacity. In other
words, the bureaucratic system is not as tight as it used to be during apartheid. Under the
domination of mostly white and male employees at senior management level, the system
was centralized, uneven and more tightened. It is however, perceived by many scholars that

the affirmative action policy introduced to iron out racial and gender disparities may have
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compromised the systems. Due to the focus on increasing the number of black and female
personnel in managerial positions without paying much attention to the skills, experience
and competence required for those positions (Von Holdt, 2010; Coovadia et al, 2009). In this
regard, South Africa’s public administration system as produced public service managers
who are seen to be struggling with the management of the public workforce. The nursing
profession is reported to be characterized by ill-discipline, absenteeism, nurses admitting to
moonlighting, limited support in training, among other things {Coovadia et al, 2009). All
these problems have largely contributed to the unfruitful outcome of good policies that are

not well implemented.

The top down approach emphasis-a strong-bureaucratic system to maintain order and the
organization of public services but once policies are formulated and not implemented as
they ought to be, the system is compremised. This is where the bottom up perspective finds
room (created by the bureaucratic system) in which SLBs take over the running of the public
service. Hence, discretion amongst SLBs becomes the order of the day. Similarly, in the field
of nursing, because the shortage of staff seems not to be receiving the much needed
attention from the government, despite it being a vital crisis, nurses as SLBs as Lipsky(1980)
points outs, develop various forms of their own solutions to dealing with the crisis. Some of

the solutions are evidently highlighted from the findings in this study.

Clearly, it is without doubt that the nursing staff shortage crisis needs serious and urgent
intervention. Some hospitals that have performed well present the following factors as

necessary and effective tools, emphasized by a senior nursing staff; in-service training and
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career development, effective supervision of subordinates and induction of new recruits
(Puoane et al, 2008). In addition to limited human resource, “poor stewardship at the policy
level and weak management and supportive supervision at the implementation level are
major obstacles to improving the health system in South Africa” (Coovadia et al, 2009:15;

Schneider et al, 2007).
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CHAPTER 4: QUANTITATIVE DATA ANALYSIS

This chapter shows the outcome of the findings from the data collected through the 30 self-
administered questionnaires filled in by nurses who participated in this research. The aim of
the chapter is to present the findings to reveal a general overview of the information
generated. Firstly, all the data is summarized in one table, followed by the discussion of

findings.

4.1. STATISTICS OF AGE AND WORK EXPERIENCE

8 10BN 10 W0

Thanss }'&_
|l

Frequency: Mode | Minimum EMean Maximum
AGE 3 UNWWERSITYof 9 67
e U e JIEI ECEWESTERN CAPFE Feoh=a
PROFESSIONAL
3 1 6/25 0 1515 40
EXPERIENCE (years)

The preceding table shows the age difference and work experience of respondents. All 30
respondents disclosed their professional work experience. As it is indicated in the table, the
oldest respondent to participate in this study was 67 years old and the youngest 24, making

the average close to 41. Hence, there was a fair distribution of ages in the group.
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Work Experience

In terms of work experience, three respondents out of the 30 indicated 6 years of work
experience and another three indicated 25 years of work experience. Fifteen years was the

average/mean work experience.

The 30 respondents were equally divided according to male and female. 15 male and 15

female.

Table 4.2 SEX BREAK DOWN OF SAMPLE

Frequency Percent

FEMALE ' 15 50.0

MALE 15 50.0
Total - 30 100.0

UNIVERSITY of the
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The table below shows the different categories of nurses who were interviewed.

Table 4.3 NURSING CATEGORY/PROFESSIONAL QUALIFICATION

Frequency Percent
DEGREE(BCUR) PROFESSIONAL

2 6.7
NURSE
REGISTERED PROFESSIONAL NURSE 16 53.3
ENROLLED NURSE 3 10.0
EN/NURSING ASSISTANT ~ 13.3
AUXILLARY NURSE 1 33
POSTGRAD DIP/SPECIALITY-

2 6.7
PSYCHIATRY
STAFF NURSE 2 6.7
TOTAL 30 100

The extended tables below represent summary findings of each question asked in the self-
administered questionnaire, indicating the frequency and percentage of responses
answered by respondents. Some of the questions (Questions 4, 5 and 9) were set to cover a

period of 6 months preceding the research study.
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TABLES 4.4 SUMMARIES oF QUESTIONNAIRE FINDINGS

FINDINGS Q.2. DO YOU FOLLOW THE INSTRUCTIONS/ORDERS GIVEN TO YOU BY YOUR SUPERVISOR

Frequency Percent
Depending on situation 14 46.7
All the time 8 26.7
Depending on 8 26.7
Instruction/order
Total 30 100.0

The highest and most frequent. response was 47 percent .Indicates that most nurses act

‘depending on the situation’. They do not follow the instructions given to them ‘all the

time’, only few of them do as showed (27 per cent said ‘all the time’), while, another 27 per

cent said ‘depending on the instruction/order’.
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Q.3. HOW OFTEN DO YOU NOT DO WHAT YOU ARE TOLD TO DO BY YOUR SUPERIOR

Frequency Percent
Never/ not applicable 7 8 26.7
Most of the ti;ﬁé 2 i 6.7
notofien, LR N L W o
Tom} el i 27 e bfls 900
: I

Total 30 :‘ 100.0

The highest and most frequent response was ‘not often’ at 57 percent, which is more than
half of the sample. This implies that the majority of nurses do what they are told by the
superior officer. Very few of them (7 per cent) do as they please. Note that the 3 missing
responses could have generated from fear (by nurses) to give or disclose an answer that

might appear to be troublesome.
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Q.4. Frequency Percent

HOMS AN Never 4 13.3

TIMES HAVE YOU |

HAD TO MAKE

e T {countless | 12 40.0

im
DECISIONS times)

Few times (2-

ABOUT PATIENTS

DURING THE ' 14 46.7
3times) '

LAST 6

MONTHS? Total : 30 100.0

The most frequent response - 47 per cent of nurses'made their own decisions about
patients ‘few times’, very few of them (13 per cent) ‘never’ made their own decisions and 40

per cent did ‘many times’ during the last 6 months.
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Q.5. WHEN DO
YOU ACT
ACCORDING TO
YOUR PERSONAL
VALUES AND WHAT
YOU BELIEVE
SHOULD BE DONE
(During the past

6 months)

Do personal

values affect Frequency %
your work?
All the time 3 10.0
When it is

17 56.7
necessary
| do not/never 2 6.7
Most of the'time 8 26.7
Total 30 100.0

More than half (57 per cent) of the nurses indicated that they act according to their

personal values ‘when necessary’. Only 7 per cent said they do not/never while the second

frequent answer was ‘most of the time’ and 10 per cent indicated that they had done it all

the time during the past 1 year
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Q.6.

SHORTCUTS OR

DIVERTING FROM

Frequenc
Percent
INSTITUTIONAL .
RULES IS NECESSARY
Agree INIEG 20.0
iN YOUR SCOPE OF Y e
Strongly ;
WORK | ; i
agree
Disagree 16 53.3
Stroﬁgly —
"N T 133
disagree ,
. Somewh
3 10.0
at
Total 30 100.0

The highest and most frequent response was ‘disagree’ (53 per cent), indicating more than
half of the nurses do not view ‘shortcuts’ and ‘bending of the rules’ necessary. However, the

second frequent response show 20 per cent agreeing that shortcuts are necessary
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Q.7. Frequenc

Percent
WHAT MATTERS MOST y
IN THIS PROFESSION IS Agree 5 16.7
GETTING THE JOB DONE )
Strongly
4 13.3
RATHER THAN
agree
FOLLOWING RIGID i - =
Disagree 10 33.3
RULES/GUIDELINES i)
Strongly _
6 20.0
disagree
Somewhat : 5 16.7
!
Total 30 100.0

A higher number of respondents (33 per cent) ‘disagreed’ to the given statement (Q7). 20

per cent ‘strongly disagreed” while 17 per cent said they ‘agreed’.

58



Q.8. Frequenc

Percent
I WOULDN’T WANT y
TO RISK MY JOB BY Agree 12 40.0
EXERCISING Strongly
6 20.0
DISCRETION EVEN If
agree
IT MEANS PROVIDING e i i
Disagree 6 20.0
EFFECTIVE SERVICES P e
Strongly
£ 10.0
disagree
Somewhat ? — 10.0
Total | 30 100.0

More nurses (60 per cent) ‘agreed’ with the given statement (Q8) than those who answered
‘disagree or strongly disagree’. This means that/maost respondents would not put their jobs

at risk for the sake of effective services.
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*Mutual exchange basis

Q.9 KINDLY HONESTLY
ANSWERS IF YOU HAVE
PRACTICED ANY OF THE
FOLLOWING IN YOUR
LINE OF DUTY (during

the last 6 months)?

to

provide a service in return for a

favor or material items from a |

patient.

60

A. Favoritism and personal preference

Frequency Percent
Once L 4 Tl T EE
Mofé than '

7 23.3
twice
No | 17 ' 56.7
Total el 28 S | 93.3
Missing ' " 2 e i " 67

Total 30 : 100.0

B. Shortcuts or bending the rules to attend to a patient on

mutual exchange-basis
J Frequency Percent

BT 3 | 3.3
Py ‘ = e
AL [ 8 26.7
Lost count e | 3.3
N b i | <o S g 8 LA e | 60.0
RIOIGI TR T w08 | 93.3
T | 3 i ol ==
Total ' 30 100.0

C. Went against normal routine to help a patient in

any way
Frequency Percent
More than
14 46.7
twice
T R | FE
T ——= . 7 a =753

Total | 28 ' 93.3




Total | 30 100.0

D. Expressed reservation to attend to a deviant patient or
someone you felt did not deserve the service

Frequency Percent
More than
e 3 10.0
‘Lost count L= et
= _ — | =
=i T : , =3
Total | 28 93.3
Missing | 2 | 6.7
Total | 30 100.0

E. .-Establishing or inventing other rules that make
your work a lot more easier when under pressure

Frequency Percent
5 ‘ S T
I more then ||| 111 11 ey
/I 9 30.0
Lost count 'E - ' 26.7
No ' 3 26.7
i DR s . o 93.3
Epissing™ B8 INT LAEGE 6.7
Total I a0 100.0
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Q.10.How po
YOU FEEL WHEN
YOUu ACT
OUTSIDE
INSTITUTIONAL
RULES BY
MAKING  YOUR
OWN DECISIONS
OR USING YOUR
OWN JUDGMENT
OVER A
PARTICULAR

SITUATION

Frequency

Percent

cases/situation

! have never acted
outside institutional

rules

1 feel it is my right as
a nurse to use my
clinical  experience
and  intuition in

certain

Satisfied that | have
performed _by-—~dlty

and feel-valuable to

$313

the service

it is hetter|to follow
instincts sometimes

than rules

Mixed |feelings . of
both regret and

satisfaction

BandC

13.3

6.7

16.7

23.3

30.0

Total

30

100.0

The majority of nurses (30 per cent) indicated that they feel it is their right to use their

clinical experience and tuition and feel satisfied and valuable when they act outside

institutional rules (i.e. use of discretion). Even though 23 per cent said they feel “mixed

feelings of both regret and satisfaction. 13 per cent said they had ‘never acted outside
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institutional rules’, while 10 per cent of respondents were in favor of ‘instincts’ rather than

‘rules’.

Q11. WHAT DO YOU CONSIDER THE MOST IMPORTANT THING TO DO WHEN FACED WITH A SITUATION

THAT CONFLICTS THE HOSPITAL RULES

Frequency Percent

Act according to what you
think may be right at that
5 16.7

moment using your

personal judgment

Refer the matter to higher
authority even if it needs

8 26.7
urgent attention

Use your discretion to make
a decision that aims to 7 23.3

satisfy the patient’s needs
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Strictly follow the hospital

rules and regulations 10 33.3
without any compromise
Total 30 100.0

33 per cent was the highest response in this category, representing nurses who choose to

follow the hospital rules strictly without compromise when faced with any situation. While

26 per cent said they would refer the matter to higher authority, and 23 percent indicated

the use of discretion. 17 per cent said they would act according to their personal judgment.
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Q.12.

How wouilbD You
VIEW THE USE OF
DISCRETION IN YOUR
WORK AS A
NURSE?(FOR

EXAMPLE, WORKING
EXTRA HOURS
VOLUNTARILY TO

FINISH A TASK,

Freq
uen %
cy
Does more _
good than 11 36.7
harm
Does more
bad than 4 13.3
good




DECIDING ON YOUR

OWN WHICH PATIENT
TO ATTEND T0
WITHOUT FOLLOWING
THE QUEUE, SKIPPING
NORMAL ROUTINE DUE

TO TIME LIMITATION

Conflicting

(50/50 30.0
situation)

Not sure 20.0
Total 100.0

The highest and most frequent response was in support of discretion at 37per cent,

seconded by it been conflicting and the lowest.score was 23 per cent from those whose

indicated that discretion ‘does more harm than good’. While 20 per cent were not sure

whether it’s bad or good

Q.13.

FRONTLINE 'WORKERS
LIKE YOU SHOULD BE
GIVEN ROOM TO
EXERCISE DISCRETION
IN ORDER TO
ENHANCE
SUCCESSFUL  POLICY
IMPLEMENTATION
AND HEALTH SERVICE

DELIVERY

Frequency Percent

Agree 14 46.7
Strongly

8 26.7
agree
Disagree 3 10.0
Somewhat 5 16.7

Total 30 100.0
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The highest figure (47 per cent) in question 13 is the strong indication that nurses support

the exercise of discretion in successful policy implementation, thus discretion is important to

nurses. Furthermore, 27 per cent strongly agreed to discretion while very few respondents

(10 per cent) showed a contrary view.

Q.14.

THE LEVEL OF INFLUENCE,
ACTION AND SIGNIFICANCE
OF NURSES IN POLICY
IMPLEMENTATION 1S

UNDERMINED

Frequency Percent

Agree 17 56.7
Strongly :

! 8 26.7
agree '
Disagree 2 6.7
Somewhat : 3 10.0
Total 30 100.0

58 per cent of nurses agree that there significance and contribution to policy

implementation is undermined. Presents a strong indication that a most nurses feel their

work is not valued as only 7 per cent felt it is not undermined.
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ANALYSIS OF FINDINGS

In this second part of the chapter, the findings are analyzed with a link to the themes drawn
from the research questions. The main objective of the structured self-administered
questionnaire was to measure the level of discretion. From the findings shown above, it can
be easily shown through the use of Likert scale that levels of discretion vary according to the

kind of different practices exercised.

First and foremost, this research study showed Lipsky’s SLB theory in the practice of
discretion, . Clearly, some of the figures in the findings, show practices that can be described
as discretion, existing in different forms, among SLBs-nurses, as indicated through the

responses; Q2,Q3,Q4,Q9C&E,Q12,Q13.

However, it is important to note that, these findings equally portray strong loyalty to the
tenets of bureaucratic rationality (and personalities) amidst the practices of discretion. The
statistics shown in the table above (refer.to respanses; Q6, Q7, Q8, Q9A, B&C, and Q11),

indicate diminutive practices of discretion.
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TABLE 4.5 ATTITUDES TO SHORTCUTS AND RULE BENDING

Q.8.Shortcuts or diverting from institutiorllal tules is necessary in your scope of
work

B agree

W strongly agree

O disagree

[ strongly disagree
somewhat

As illustrated in the pie chart, there is a larger area covering the response disagree. More
than half respondents at 53.3% said, they do not agree with shortcuts or bending of the
rules in their work. This data seemed contrary to. Lipsky’s theory,and supports the top down
approach. Yet it also may indicate that in the ideal world, frontline workers would prefer a

strong rule.

It is argued by proponents of strong bureaucracy that many decisions and approval of most
government activities are made by top level bureaucrats as well as institutional
heads/officers, because that is what hierarchy entails. Therefore, this may give little room
for decision making by SLBs. This was further proven from the responses generated from

Question 11 (see table 4.4 for figures) as indicated in the bar chart below.
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Table 4.6 ACTIONS CONSIDERED WHEN FACED WITH A DILEMMA

Q.11.%hat do yau consider the most important thing to do when faced with a
_____situation that confilcts the hospitai rules

10 T

&

Frequency

A

g

2} T T T T
Ak GUEOY wrluet  Flefer alinr to Ngher  Use waw shecrebon lin  STcly Tolow 1 taplat
yﬁa&im wﬂﬁﬂﬂ um“a‘;ﬁmuumm g & LApcanion Shok sl Tl s smpARIonR
el BACEVSCE LIBANG) POLN' wEgRng siterion 1o sebaly Nve pabert's Wbt ety £ orgromine:
persorit jEigErees; nends

These statistics imply that, it is correct to assume that hierarchy is followed almost 75% of
the time. In contrast to Lipsky.(1980:15), who states that SLBs ‘work in situations too
complicated to reduce to programmatic formats’ in which, rules, guidelines or instructions
cannot be clearly marked out. There are still strong bureaucratic lower level workers that
strictly follow the rules and regulations. They follow the dictum: ‘I must do as am told....and
follow the rules without compromise’. Merton (1957) adds to this view by arguing that
bureaucratic personalities will ensure that they conform to the rules even when faced with
difficult circumstances and pressures. He further states that “Rules are bound to play a
major part in their working lives” (Extracted from Ham and Hill, 1984:133). However, this

does not overrule the point that discretion is inevitable as illustrated in next section.
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DISCRETION PRACTICES

were specifically derived from the context of examples provided in the literature, in order to
test Lipsky’s arguments. However, even in as much as Lipsky (1980) is pro discretion, he also
acknowledges the negative practice of discretion by SLBs that top bureaucrats condemn, for
example, the use of discretion for personal gain ,0r discretion that may interrupt effective

flow of effective service delivery.

actual figures).
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TABLE 4.7 DIFFERENT FORMS OF DISCRETION

Q9A.MODE/FREQUENT RESPONSE

NOT APPLICATION

Favoritism and personal preference
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T
more than twice
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ot up);ilcabla
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MORE THAN TWICE

Went ageinst normal routine to help a patient in anypwsy

o |
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Q9B.MODE/FREQUENT RESPONSE

NOT APPLICABLE

Shortcuts or be_nding the rulss_ to attend to a patient on mutual exchange basis
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Percent

|
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==

more than twice
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lost courd ot eppiceble

| Q9D.MODE/FREQUENT RESPONDENT

NOT APPLICABLE
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dagerve the service

L

Perceént
£
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Various studies (Goodsell, 1981; Hasenfeld and Steinmetz, 1981; Maynard-Moody and
Musheno, 2003; Gilson and Walker, 2004) have showed the imposition of personal values
and preference practiced by SLBs as a result of the use of discretion. In this study, practices
in terms of favoritism, personal preference on who to attend to and showing reservation to
attend to a deviant/troublesome patient indicated high responses as not applicable.
Meaning that most of the nurses do not often engage in such practices (refer to Table 4.4-

Q9).

Another practice of discretion pointed out by Lipsky (1980) that SLBs are known for is,
bending the rules on mutual exchange basis, showed low levels of such practice in this study
indicated by the majority not applicable responses as showed (Table 4.4-Q9c). Thus, the
high numbers for the ‘not applicable’ response show that ‘bad’ forms of discretion practices
as described by the top down theorists, among nurses as SLBs are uncommon even though
they exist. Moreover, in support of Lipsky’s (1980) assertion, there was a significant
proportion of nurses who said they went beyond normal routine to help a patient ‘more
than twice’, than any other response, which happens to be the most common discretion

practice that SLBs are known for.

ESTABLISHMENT OF RULES

Besides bending the rules or performing shortcuts, the establishment of rules is also known

to be common among SLBs. According to Lipsky (1980:12), “the decisions of street level
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bureaucrats, routines they establish, and the devices they invent to cope with uncertainties
and work pressures, effectively become the public polices they carry out”. Lipsky (1980)
argues that discretion cannot be reduced or eliminated. He further mentions that SLBs make
decisions about other people, which calls for human judgment and this is what makes the
practice of discretion unavoidable. Hence, the establishment of informal rules that suit their
working situations (Lipsky, 1980). This practice was proven true, in this study as showed in

the bar chart below (see table 4.4 for figures).

TABLE 4.8: INVENTING RULES

Q9E.MODE/FREQUENT RESPONSE:

MORE THAN TWICE
Establishing or inventing other rulee that make your work a lot moze easierwhen
under presuare R
204
o W
B i TG T |
{
H
g i
2
¢ o
a
401
H
w T T T | T
onee e than twice oSt Gourt oA wppicatie

The highest bar represents nurses who invented rules more than twice to make their work.

easier. This showed that nurses made their own informal rules that help to ease their work.
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Qualitative data reveals more occurrences of such practices, for example in some in-depth
interviews, inventing of rules also referred to as ‘setting ground rules’ was done on a weekly
basis depending on the nurse in-charge of the shift for the week. On the other hand, other
responses still display loyal bureaucratic personalities implying that, even if SLBs may have

opportunities to make their own rules, they are still constrained to the organizational rules.

DISCRETION GOOD, BAD OR/AND CONFLICTING

Discretion is known to be a double-edged sword. It may also appear confusing for SLBs,
making decision-making even harder, especially-in conflicting situations. However, most
recent studies conducted by bottom up advocates as described in the literature review
chapter (Maynard-Moody & Musheno, 2000, Walker and Gilson, 2004; Hupe and Hill, 2007;
Evans, 2010 Tummers and Bekkers, 2012), have shown that discretion exercised by SLBs
tends to be a necessity for effective policy implementation and service delivery. Thus, in line
with these studies, the findings af this study show the scale weighing more on the good side
of discretion, which enhances effective service delivery rather than self-interested forms of

discretion.

Additionally, the pie chart below (Table 4.9-Q12) shows that more respondents said
discretion does more good than harm at 36.7% of the sampled population, while the lowest
response at 13% said it does more bad than good. Thirty percent of the respondents said it
was conflicting. Moreover, it is proven from this study that SLBs, nurses in this case, aspire

to the exercise of discretion in their work.
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The pie chart below (Table 4.9-Q13) shows the h

table 4.4 for figures).

Table 4.9: Discretion

ighest responses in favor of discretion (see

Q.12. How would you view use of Discretion in

your work as a nurse?

B does more bad tham good
£ conicting 50/50 sifusstion) | i
Mrotsire -

M DoeE more go thar a1

Q.13. Frontline workers like you should be given
room to exercise discretion in order to enhance
successful policy implementation and health

service delivery

As indicated in figure 4.10 below, the quantitative findings conclude that discretion among

nurses ‘does more good than harm’. This implies that when discretion is used, it is intended

to facilitate service delivery by reaching out to different patient needs. It, in fact helps to get

work done under difficult circumstances that leave nurses as SLBs with no choice but to use

their discretion. However, in as much as discretion is used in a good way, the bad practices
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are also exhibited, at the same time, the study further revealed that, it is conflicting. While a
nurse goes out of their way to help a patient, they find themselves in controversy with their
scope of practice and stipulated guidelines/rules that create a dilemma, thus, making them

susceptible to stiff disciplinary action or eventually job loss.

Figure 4.10

M does more
good than
harm

B does more
bad than
good

.| conflicting
(50/50
L situation)
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CHAPTER 5: QUALITATIVE DATA ANALYSIS

This chapter presents findings and interpretation of data collected from the qualitative in-
depth interviews conducted. The data is presented thematically, arranged according to
frequently emerging issues from the interviews, connected to the research themes. Since
most of the questions used in the interviews were an expansion of the questions used in the
structured questionnaire, the same main research themes are used in this section to match
the information and triangulate the validity of the data in the previous chapter. The findings
and analysis are presented jointly with reference to the literature and debates discussed in
chapter two. Moreover, this section alse includes observations by the researcher while on
the site, as it is well known that participant observation.is considered a powerful factor in

qualitative research (Neuman, 2009).

It is important to note that while 'the quantitative data method was very significant in
determining the measure of the level of discretion practiced, it was not entirely enough to
develop full analysis of this research. Hence, employing qualitative methods of data
collection was needed to construct a solid analysis going deeper and beyond statistical
measures. Qualitative analysts argue that all quantitative data must be cross-referenced
with qualitative findings (Neuman, 2009). Moreover, bearing in mind one of the strengths of
qualitative data, is that, it is more about voices, experiences and expressions of research
subjects emerging, leading to a broader contextual understanding of the topic. Especially in
expanding and exploring unexpected, unpremeditated issues, which might reveal subtle

power relations.
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Thus, with qualitative data collection, more issues were unlocked as respondents were
more expressive. It is very rare that a researcher is able to get free expressions when a
respondent is bound to filling in a structured questionnaire, because they may not be much
to observe. | therefore attach much importance to the one-on-one interactions, | had with
the respondents. While, the structured questionnaire sought to capture a measure, the in-
depth interview questions sought to explore the context and description of discretion

hidden behind the numbers.

A total of eight in-depth interviews were-conducted, divided between five females and
three males, covering two nursing categories; registered professional nurse (RPN) and
nursing assistant(NA). The age range was wide, from 24 to 58 years, while the work

experience was from 8 months to 26 years.

At this point, it is important to note that specific discretionary practices differ according to

nursing categories as it is shown in the summary table below.

The following extended table provides highlights of findings from the interview questions.
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Table 5.1 Extended Scope of Practice Registered Nurse and Assistants

Registered NURSE (RPN)

Order and administer drugs, liaise with doctors and
social workers, administrative work-i.e. reports, patient
care-i.e. hygiene, ward rounds, advocate for patients,
liaise with families over patient treatment, patient

and esco ecordings, monitoring schedule 5

L R N B i B
e —— e ———

urity (for maximum security

ng patients, dietary needs.ie

UNIVE

serving f§)§lt t¥1 pa énts escorts and transfers,
WESTERN CAPE

assisting the RN when giving medication, watching

patients, doing what you are told by the in-charge

Registered Nurse

| take on the job of NA/ stuff nurse or doctor, take on
the role of social worker, police or investigator, dealing

with social issues i.e.-phone relatives to visit patients,
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draw blood from patients when the doctor is not there,

social recreation with patients, i.e.- soccer teams

Nursing Assistants

Playing with patients/outdoor activities, cutting

patient’s nails and hair, giving medication when RN is

not there, security of patients and visitor,

— -
iy

——
e

g - —— - —
I_J_L gt — —

The summaries in the above tabllb_déscﬂhe‘:yairidué_'activiﬂesf‘that nurses find themselves
engaged in while on duty. As poin£ed oulby Isk : 1(198.0); SLI7 take up many roles that go

I
that any’

beyond their scope of practice an SLBs ‘share-llnultl le job characteristics. Along
these lines, this study revealed t[hat\.,a nurse can r.t_:"ake;ug'th_e role of a social worker, police
investigator, security officer, occupational therapist, personal tounselor, mother and other

roles deemed relevant to ensure that patient needs are fulfilled. This increases their

workload and responsibilities, and these pressures make for increased use of discretion.

One nurse said,

When you are working as a nurse, you are everything....you are their [patients]
mother...you cut their hair, give money....I have to call their families to ask

them to come and visit them, then am a social worker.

When asked why nurses had to take up such roles, instead of leaving it to the social worker,

it was mentioned that, social workers are not always available and they may be just one
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available to attend to all the patients in one ward, this make them inefficient. Partly, it also
has to do with the feeling of being responsible for their patients— the ethic of care, as one
nurse stated; “I can’t just watch something not been done...I have to help the patient, as a

nurse you are a patient’s advocate”. Another respondent further stated,

| feel that we are not appreciated or compensated for the work we are doing as
nurses, we are still treated as nurses but we are doing too many things, taking
up more different roles, for example, doctor, social work, physiotherapy and

occupational therapy.

All these are examples of nurses going beyond their scope te ensure effective service
delivery. If they fail to meet the needs of their patients, they appear as the failures (not the
government) before the eyes of the citizens because people view them (SLBs) as ‘the
government’. One particularly interesting view expressed by one nurse described Lipsky’s

exact notions by stating that,

when you are dealing with humans, the scope of practice is not enough, because
human needs are big and complex....you can’t work within the scope, you have
to go an extra mile to meet people’s needs...I was on my way out when you

[referring to me/interviewer] came but | had to come and meet with you.

It is also important to note that nurses in a higher category, like the RPN, may not only go
beyond their scope of practice but also below. They are most of the time pressured into
doing the work of a staff nurse, EN or NA because of staff shortages. One RPN stated “today

I had to run around like a messenger, going to look for some items in the other wards and |
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also haven’t had a staff nurse for some time now”. This creates work overload and
eventually allows SLBs to engage in shortcuts that will help them get on with the work of the

day.

This was observed as | was having a conversation with one of the nurses during my ward

visits. It was a RPN working alone on the ward with only one assistant, she said to me;

what time do you think I will finish attending to all these patients if | follow all
the guidelines by the book, It will take me the whole day and some of these
people are discharged, they need to go home..that’'s why | must do

shortcuts...its due to this shortage that we work like this!

The respondent was quiet outspoken-and spoke with passion-over the matter.

Apart from the practices described in the quantitative findings, there were more practices of
discretion discovered through the. interviews with. the nurses. First and foremost, the
findings continued to reveal that discretion is inevitable. It was viewed by the nurses as an
act that is unavoidable, due to the nature of the service that they provide. What repeatedly
came out from the respondents was that the nature of their work is unpredictable and the
behavior of their patients is also unpredictable, it being a mental hospital. A distinction was
frequently being made between the services they provide and those of a general hospital.
This marked an important element of the genesis of discretion. One nurse said; “the work
we do is the same but the environment is different and situations are different, you can’t
always follow what’s planned....everyday depends on its challenges”. Three nurses during a
conversation collectively said that “yes when a patient is critical, you need to act

immediately, because you use your discretion when a situation arises”.
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This implies that each day is faced as it unfolds and decisions have to be made as the
situation demands. Thus, proving Lipsky’s (1980:15) assertion that SLBs “work in situations

that often require responses to the human dimensions of situations”.

Another important point to note is that due to the nature of the service (human service
provision) most of the decisions made by SLBs when exercising discretion are on-the-spot
decisions (Lipsky, 1980). Nurses in this study were able to testify to this by saying that, the
situations that arise, cause them to act, by using discretion. One of the common examples
used by 5 respondents was a situation where, a psychiatric patient loses control and there is
no doctor to prescribe medication, the RPN would-administer a drug without prescription

(which is not allowed). One nurse justified this action by stating that;

As long as | explain to the doctor what | did, there is no problem....| make my own decisions,
| don’t feel limited, these patients are unpredictable, anything can happen and its us who
stay with them, so | can use my own discretion to work, | have no problem with that, if

anyone asks...| give my answer! And | have never regretted any decision.

A registered professional nurse gave this example;

Family members should come and fetch the patients according to the hospital
policy, [but] when you phone the family and they are not coming, this patient is

ready to go and his fine, | let them go home [on their own]. | just make sure the
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patient is fine to go and | can explain to them [supervisor/in-charge] why | did

such a thing, so then it’s understandable.

The following example was given by a nursing assistant during an interview when asked if

she does any work outside her scope;

“Yah [yes] we do a lot, sometimes we give medication, that’s not in our scope, IF

there is no sister”

Q. Please give an example? “The sister [registered nurse] didn’t come to work one day and

the manager came to me, to ask....she said please-can you give this patient medication...”

Q. Management is aware that you give medication? “Yes...it's the manager who came to
me to ask...the management, they know the situation.....and sometimes when | see a patient
got hurt ,then | will do whatever is necessary, outside my scope but if there is a sister, | will

report it”.

However, there was one distinct interview, in which one nurse said contrary to the majority

on the practice of discretion. She said;

In nursing there is a standard operating procedure which must be followed, you
can’t make your own decisions or decide what to do. Okay.....sometimes, there
are small things that you use your discretion on.....it"s like we have 2-4pm visiting
hour, if visitors come late with a valid reason, you allow them. You can’t run

away from it but | wouldn’t favor it [discretion] over standard procedure.
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This particular nurse was the only respondent who expressed this view, out of all the eight
respondents who were interviewed that supported the use of discretion. Yet again, it is
proven that loyal bureaucratic personalities exist but this does not exactly exempt them
from the practice of discretion even if it is at a minimal level or termed as ‘it’s the small
things’. Even though this respondent showed strong commitment and dedication to
organizational values, the respondent still acknowledged that discretion is unavoidable.
Additionally, one nurse concluded that “sometimes we act the way we act, to bring a
solution to a situation”. Importantly nurses spoke as a “we”. This is a crucial point as Lipsky’s

work does not stress the collective negotiation of coping strategies.
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Table 5.2 Motivations for Work and Coping Strategies

When patients recover from iliness, it's a pleasure
working with my patients, love for patients and
everything | do is for patients, learning more about the
sickness (psychiatry), the field (psychiatry) is interesting
and challenging, am not motivated cause of the
dangerous environment, no too much work pressure in

Psychiatry like general hospitals.

2 are.._unpredictable; the environment s
| dangerous; no challenges with my work; internal

: _ , sometimes no tea or lunch
L — — 1]

: l.\bie{lk;i, ?‘?Q\Kiu‘i' \brokqn and outdated equipment,

0] ine

W\ |Beyser in_qt{w.grki(\g‘qqd not been repaired for a long

time, supplies take long to come, language barriers,
demanding patients; waking up and coming to work
exhausted is a challenge; study leave is a problem;
passive patients; any time you can get killed; Patients
get aggressive and they can attack you but you can’t hit

them back”. Untimely supplies is another issue

Coping strategies
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 “You just have to cope with it, you have no choice, |

deal with it according to my human capabilities, | do the
best | can, | don’t know how | manage to cope but |
cope and | deal with ; be vigilant all the time and not
take anything for granted, protect yourself when
providing maximum security and not be the victim;
sometimes you are alone, can’t follow the who
procedure, that is why you do shortcuts. You have to be
calm and collected, do what you are supposed to do,

find inteepmRtocaor languaee”.
Mﬁ\‘%

T T "E‘T}"

An untimely supply of requested items ip'vyarlQS_Li'sia'q issue fchg},r.epeatedly came out from
the interviews and this is closely linked to ‘coping/making do strategies. Respondents
mentioned repeatedly that items take long to be received after being ordered. Reasons
were attributed to red tape and the unavailability of funds -- classic Lipsky reasons. For
example, in one of the wards, it was disclosed that they had ordered heaters for the
patients at the beginning of the year but had not received them to date. When supplies are
not made available on time, nurses have to go out of their way to ensure that they
improvise. For example, one nurse mentioned that they had to bring items like soap,
toothpaste, hand wash and so on from their homes. Another nurse complained of the

geyser not working in the ward even after been reported to the hospital management
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several times, despite it being winter season, the matter was still not taken as a priority. She
said that nurses had to boil water from the electric kettles for each patient on the ward to

be able to bath hot water and this was extra work for them to do.

Table 5.3: Decision-Making

“Feel limited in decision making, you can’t make you own
decisions without been questioned, the job is frustrating and
draining and patients are unpredictable but have to be
handled professionally, | can make my own decisions | don’t
feel limited as long as | provide an explanation for that

discretion when dealing with

on making when it comes to
hen a patient is critical you

need to act immediately, if a situation arises you need to use

s?chtlox 10049 M A éné’S’\M’\& know and spend time with

WESTERN (dle‘& ' dl’, E

the patients so we can e”.

“Discretion is good, it helps us work. It is conflicting because
sometimes you can get in trouble, patients are unpredictable
and you do not know what to expect. The nature of this
service is different and each day comes different. It is good
at times but bad because policies that are in place are not

followed, discretion is good | don’t think it can be bad in any
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Table 5.4: Feeling Valued

mwe don’t feel valued or appreciated. Our say is not

considered. We have little or no say. | don’t know if they

appreciate or not. There is no feedback”.

. LL_ e —
Table 5.5: Power issues and Pressing Issues —3

UNIVERSITY of the

Vupower! lies in both the employee and employer. Power
lies in understanding patients’ needs. National
government policy level. Its starts with universities and
colleges, because students don’t show interest in the
profession, maybe they are just in it for the money. It
should be from the bottom level. The power always lies up
there but policies are not practical. Up there, they tell us
what we must do and we must do what they say, if

something goes wrong, we risk been persecuted”.
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“Staff sh"orta_nge and wc;r-k over ioad. Shortage of skilled
labor and health service delivery is compromised because
of it. Not working according to the patient ratios. We are
not consulted. Supplies are not on time. Nurses need to be
appreciated and work over load is not considered as we
play multiple roles. Policies are not reviewed and
prioritized. Not happy with retirement policy. Nurses
should be more caring and have an empathetic approgch.

Red tape disturbs work. Burnout and de-motivation due to

services, why should they have contractors for
Y T R L A LIS S SRR

WESTERN CAPE
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ESTABLISHMENT OF RULES

“....yes we have to change rules...things can’t be done the same way...each day is

different and so are the challenges” (Interview with registered nurse).

The establishment of rules from the quantitative findings shows the highest percentage,
indicated as performed more than twice. In the same lines, the qualitative findings attested
to the statistics. In accordance with Lipsky’s (1980) argument over the
establishment/inventing of rules as coping strategies to ease the pressure of work, this
study proved that informal rules/ground rounds are set to help in the organization of work.
It was also revealed that these informal rules vary from ward to ward. Each ward, as a team‘
decides what kind of ground rules to insert depending on the operational manager’s views
or the person/nurse in-charge of a particular shift. Hence, it seems that ground rules are

collectively negotiated and decided informally within teams of health workers.

For example, some interview questions with one.nurse working in the maximum security

ward revealed;
Q. Do you go against formal guidelines in your work?

yes, | have gone against formal rules, there are no formal guidelines....here we
have our own rules, our own formal guidelines within these confines... it’s like
our own prison...we deal with these patients [ex-convicts], when they come here
they want to be bosses, bringing the prison attitude here but we have to show

them that here, they are not the bosses.
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Q. What rules exactly have you set? Apart from maximum security we have a seclusion cell,

a holding cell were we put patients who misbehave.

Q.Is that a formal procedure? Yes! It’s a formal procedure that is only recommended by the
doctor, but even if the doctor is not here we just do what we have to do because these
patients are dangerous....you see, those that respect themselves have to be respected and

those that don’t respect them themselves, get it!

Q. Where do these rules come from? The rules come from them [patients]...we go by their
own rules, how they behave on the streets, this place is dangerous, everything is
dangerous...| would rather victimize you-[referring to patients/ and not be the victim...its

how it works...

The following example was given in another ward by a nurse in charge of the shift;

we set ground rules, we have the opportunity of setting.rules, for example,
patients having lighters, we can’t allow that, they are sick people...I know in
some other wards they allow them but here...no one must keep their lighters,

they must be searched when going to sleep.

Additionally, another interviewed with an operational manager of a ward, revealed that
setting ground rules helped to maintain order and organize the work in the wards, in order

to avoid chaos, stating that;

“You see...these patients are unstable, it’s difficult to keep to the guidelines but
you have to make sure that there is a system amongst yourselves that helps you

deal with this daily confusion”.
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MAJOR EMERGING ISSUES FROM IN-DEPTH INTERVIEWS

Staff shortage

In all the interviews conducted, there was a loud mention of staff shortage and it was
pointed out that, it has been a long standing problem. When asked why there is this
shortage, most respondents alluded to government’s failure in recruiting more staff and
opening up more positions. Others questioned why the government has not responded to
this long-term problem when they are fully aware of it. In this regard, one nurse during an
interview when asked what the burning issues were concerning his work, displayed his

frustration by saying,

It's about staff shortage, we are not working according to the ratios, they can’t
even get people to work ‘Gvertime cause they are all tired, | don’t know
government systems, they don’t appoint more people, | don’t know! | don’t

understand how the government works.
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The table below summarizes my own key observations while in the field.

Table 5. 6. Observations and Field notes

Field observations

The problem of staff shortage was not only an issue presented by the
respondents but also an issue observed practically in the wards. Because
there was a very slim chance of getting time to sit for interviewing, |
would have to wait long hours until the nurse was a little bit free,
thereby, giving me an opportunity to observe what is happening in the
ward. While visiting the wards | was able to observe that most wards
were running understaffed. For instance, | found that only one RPN was
working on the ward alone, assisted by a NA, for.that particular shift
instead of having the stipulated three nurses as per normal work
schedule. This kind of pattern was repeatedly observed in almost all the
wards over several weeks. Certainly, these instances made it easy to
appreciate the kind of work pressures and multiple tasks performed by
one person/nurse. Some observed multiple tasks by one RPN were,
answering the phone while writing in patient files, attending to patients
coming in and out for whatever big or little problems {some as little as
asking for a mere piece of paper).The nurse would respond while
gathering papers/files, ordering drugs and preparing medication all at
once but also making remarks like “oh | have put that number here or |
forgot where | put that piece of paper...now where is it? “. My own
interpretation from this situation is that, working in such an
environment, not only causes physical stress but also mental stress ,
which alternately has a negative effect on work because of the mix up of
handling to many issues at once, mistakes are bound to frequently occur.

Unsafe working environment and insecurities

Contrary to what is stipulated in the workers’ rights as highlighted in chapter three, every

nurse has a right to a “safe working environment which is compatible with efficient patient
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care and which is equipped with at least the minimum physical, material and personnel
requirements”(Extracted from SANC Website). It being a mental hospital, there was a
general feeling of insecurity and danger expressed by the nurses, most of them indicating
that, it was a challenge working in such an environment because anything is bound to
happen. As most of these views have already been pointed out and presented in the
summary table. As stated by one of the interviewee’s, “patients are unpredictable...anything
can happen, any time, you have to be alert all the time and not underestimate anyone”.
Another one said, “the patient[s] are unstable and can hit you...and you can’t hit them

back...you know there are sick...so sometimes the environment is not good”.

While another nurse working in the maximum security. ward, expressed that it was de-
motivating to wake up every day and ‘come.to work’ in.an unsafe environment, where, what
to expect for the day is not known. These nurses seem to count, each day of their working
day as a risk. Overtly, the environment certainly appeared to be unsafe, even for me as a
researcher, moving around hospital premises with some of the patients freely walking

around, created a little bit of discomfort before getting used to environment later on.

However, it is interesting to note, as | observed, the patient-nurse interactions did not
indicate any form of fear by the nursing staff. The relations between the nurses and patients
appeared to be usual, just as they would appear in a general hospital or in a case of non-
mental patients. Nurses could freely laugh, chat and joke with patients normally. Even so,
there appeared instances, when noise would break out in the wards (behind), in the mid of
an interview, then the nurse and the security officer would quickly rush there. Implying that,

even although, security may not be their duty as nurses, and they risk getting injured or
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killed (as some stated), they still overcome their fears, by going beyond the call of duty in

service provision.

All the above mentioned emerging issues prove to be directly linked to the practice of
discretion among SLBs as nurses. As stipulated by Lipsky (1980), these findings attest to the
practice of discretion as a result of work overload and limited human resource, thus,
establishment of coping strategies. These coping strategies according to the views of the

nurses are not viewed as bending rules but working beyond the call of duty.

The qualitative findings give a broader picture than what the statistics revealed in the
preceding chapter. As the aim of using this method, was to go beyond statistics and
structured questions in order to explore the practice.of discretion in a wider context.
Certainly, the qualitative approach through-observations and in-depth interviews as well as
conservations with the participants produced more insight and revelations on many issues

on the described practices of discretion.

DISCRETION GOOD, BAD AND CONFLICTING

Quantitative data findings (see previous chapter) revealed a higher percentage for nurses
who said the practice of discretion is good for patients. Similarly qualitative findings
revealed that discretion does more good than harm as expressed throughout the quoted
passages from the interviews. From all the respondents interviewed, when asked if they
have practiced discretion in any other way other than helping a patient, they said “NO”.

However, an important factor that might have limited open and honest answers was the
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sensitivity of the question. Even after being assured that the information generated from
the interviews was strictly confidential, some respondents might have still feared to give an
honest answer if they engaged in negative/bad discretion practices. But these responses
were captured on self-administered structured questionnaires, meaning it was much easier
and more private for the nurses to give honest answers using the questionnaires.
Nonetheless, even in the questionnaire some data was classified as ‘missing’ because they
were still other respondents who opted not to answer the questions on the negative

practices.

The general view gathered from the data was that discretion is good but at the same time
also viewed as conflicting. Most of the practices described point towards good practices that
enhance or at least contribute to meeting diverse patient needs. The conflicting situations
reflected from these findings mostly point towards a situation that requires immediate
action. Actions are performed in accordance with various pressing situations that are
unprogrammed, as pointed out by Lipsky (1980). Many examples are given from the
interviews illustrating how a nurse has to act first and give an explanation later. Most nurses

are usually found in situations that require on-the-spot decision making.

They act in order to achieve good while not following the stipulated guidelines and this puts
them at high risks of professional violations and other offences. This is what creates conflicts

between doing what is required and what needs to be done on the spot. Another revelation

98



from this study is that, if discretion is considered good, it is only good, considered from the
patient’s point of view, because, the patient in the final instance is mostly the beneficiary of
an act that is performed by the provider/nurse who risks his/her job. However, one nurse
pointed out that “it is rare that discretion can put you in any harm but it can happen, but
most of the time its good, cause it’s also for the good of the patient”. Hence, what is good

for the patient can also be good for the health worker.

99



CHAPTER 6: CONCLUSION

This is the concluding and final chapter of this research study. It reflects the outcome of the
study in relation to the research objectives and in the context of Lipsky’s ideas. | make a few
suggestions about areas his theory overlooked as well as identify areas that need further

research.

This study concludes that discretion as a concept needs to be disaggregated so that levels of
discretion become a major concern and focus of research. Discretion may vary according to
the forms or kind of discretion practices as-well as intentions of workers. In this study both
bad and good discretionary practices were tested and it was proved that both good and bad
practices of discretion exist among nurse as SLBs in health service delivery. There is also
evidence of a mixture of public servica personnel most who strongly hold bureaucratic

principles to heart and those who go more with flexibility.

Moreover, a significant addition to the notion of discretion was strongly revealed in this
study, namely that discretion may not only be good or bad, but also conflicting. Conflicting
in that, those that practice discretion, even if it is for a good cause, for example helping a
patient, feel that they are at risk by not following the rules or operating outside the rules.
(Positive discretion) This attracts adverse effects on their work ethics, yet they still go ahead

and do it, because they feel the need to fulfill services to their patients.
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The study, overall, revealed that the use of discretion by nurses as SLBs in health service
delivery does more good than harm and critically that they often refer to the opinions of
peers when using discretion. There is thus a strong group consensus about discretion and
margins thereof. The findings in the study evidently show that many nurses go out of their
way to use whatever possible means to ensure that a service is rendered to a patient
depending on their need and this requires the use of discretion. It is without doubt that the
use of discretion is an unavoidable act especially in this kind of human service, as the
findings depict. It is also evident, as Lipsky (1980) stated that solutions cannot be
programmed when dealing with humans. Different situations occur, that can never be
planned for in advance by written down guidelines or rules. One can never plan enough for

unexpected eventualities.

One of the major significant issues directly linked to the practice of discretion was the
shortage of staff. This strongly came out as a preblem experienced in the institution, thus,
presenting a strong indication of institutional failure.on‘the part of government to employ a
sufficient number of health workers , in order to balance functionality. In this study, it was
revealed that work overload was closely linked to staff shortage which consequently leads
to ‘shortcuts’, bending of rules, establishment of rules-discretion, in order to cope with work
pressures. In line with Lipsky’s assertion, the SLBs who are directly affected- at the bottom
of the chain, create various ways of dealing with the work overload, thereby creating public
policies. Thus, loop holes in the bureaucratic structures pave the way for shortcuts,
bending the rules, establishment of informal rules and so on, and the ultimate result is

discretion.
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The top-downers argue that the use of discretion in policy implementation is bad/ harmful,
as it results in service delivery failure. Top downers as bureaucrats strongly believe in the
practice of impersonality pertaining to service provision, anything other than that disturbs
the flow of service delivery. To them, discretion does more harm because it promotes
unfairness and disorganization, in the way rules are structured in order to maintain a
standard code of practice which every public service worker ought to follow rather than
each person doing as they please. Of course, rules and guidelines are very essential in
maintaining order in an organization, without doubt, there is no organization that operates

without rules.

However, no matter how well a policy-is-designed, it cannot fit in to the realities of dealing
with the diverse needs of a human being. Bottom uppers have argued many times that
policies often do not touch down to reality, because policies are not implemented as they

are designed to be implemented. This is an element that is overlooked by the top downers.

| therefore, argue that the exercise of local discretion brings order to the dysfunctionalities
caused by the bureaucratic structures. Discretionary actions penetrate through the rules to
create a balance and therefore ultimately connect the broken chain to ensure that the
intended outcome is achieved and this is done by SLBs (they typically take the role of the
government). SLBs ensure that the system continues to run smoothly and effectively despite
the poor working conditions and difficulty circumstances of both human and financial

resources.
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The call for a “capable” state is regarded by government and major political parties as the
key to a successful developmental state. However, in line with Lipsky’s theory, simplistic
calls for more political muscle for the central organs of the “capable” state underestimate
the crucial factor of whether the implementers/workers comply and obey the policy or not.
Thus, policy implementation and service delivery very much depends on the decisions made
by SLBs in their daily operations and duties than a linearity as purported by the top downers.
Von Holdt (2010) recommended that South Africa adopts a practical strong bureaucratic
system that meets the needs of the people. He suggests that the needs of frontline workers
both political and professional are subordinate to this goal. He argues “there is a tension at
the heart of the nationalist project, between the aspiration to construct a ‘modern’ state
and the drive to assert African sovereignty-through-dismantling white domination” (Von
Holdt, 2010:244) Certainly, this study along with others, show that SLBs through their
discretion make policy implementation heppen, the bureaucratic structure cannot function
without discretion and that such discretion is most often informed by social and political

values -not a Weberian adherence to rules,

Additionally, bottom up advocates recommend the legitimate practice of discretion, after all,
it is inevitable, why not make it legal for SLBs to have a certain amount of power in making
decisions concerning their work. Although, what does not come out clear is the how?, since
bottom uppers demonstrate that public policies are made at the grassroots, but at this level,
they are not legitimate policies because they fall contrary to what is officially formulated as
policy at the top chain. If at all discretion is to be incorporated in the top down system to

make it legitimate, then, how do the policy makers give freedom of decision making to the
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implementers (frontline workers)? What criterion must be used to define parameters in
which discretion can be exercised by bottom level bureaucrats? This lives more room for
research because it still remains that human service provision is an area that is too

diversified to programme or classify into standard forms of action.

For better or worse, policy implementation and service delivery in the public service
remains in the hands of the frontline workers and the outcome of any policy very much
depends on their input/actions or inactions, attitudes and their overall loyalty to public
values. In conclusion, discretionary action by SLBs is an unavoidable tool for the fulfillment

of public service delivery and remains a fundamentalinstcument in the policy process.
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APPENDIX .1. Research schedule

MONTH ACTIVITY

WEEK 1 - Introductory meeting with the nursing manager at the hospital
- hospital orientation
- preparation of interview timetable

i -commencement of self-administered questionnaires

WEEK 2 - 3 questionnaires per ward
- 6 self-administered questionnaires per day
- make appointments for in-depth interviews in the wards

WEEK 3 -conduct 2-3 interviews per day depending on the time given by
interviewees
-follow up questions

WEEK 4 -closing meeting with hospital nursing manager
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