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ABSTRACT 

 

 

SILENCING SELECTED ADVOCATES AND INNOVATORS:  

THE LIVED EXPERIENCE OF UNJUST DISCIPLINE  

AMONG REGISTERED NURSES 

 

 

Aurora Kim Paradisis 

 

The U.S. health care system of the 21st century is in desperate need of reform. 

Patients are being harmed in the hundreds of thousands attributable to medical errors, 

identified as the third leading cause of death in hospitals. The need for health care reform 

is further validated by the trillions of dollars that are infused into the U.S. health care 

system, where quality of care benchmarks are among the worst in the world.  

The historical evolution of the U.S. health care system was predicated on nurses 

who served as advocates and innovators of safe workplace and patient care practices. The 

Code of Ethics and Nurse Practice Act(s) for registered nurses and the requirements of 

registered nurse licensure in the 21st century, partnered with an ethical barometer in the 

delivery of quality patient care, command that registered nurses maintain their historical 

role as advocates and innovators to promote and maintain safe workplace and patient care 



 
 

 

practices. Registered nurses in the 21st century are being stifled in the fulfillment of what 

is commanded of them professionally. It is the quagmire of fulfilling their advocate, 

innovator role and being penalized with unjust discipline shortly thereafter that is stifling. 

This “coincidence” is silencing registered nurses across the United States.  

The aim of this study was to employ a hermeneutic phenomenological research 

design utilizing Max van Manen’s phenomenology of practice to explore the lived 

experience of unjust discipline among registered nurses. Audio-recorded interviews were 

conducted with the participants of the study. Vivid descriptions of the participants’ lived 

experiences of unjust discipline were communicated. Transcripts were generated from the 

audio recordings. An interpretive analysis utilizing the hermeneutic circle disclosed nine 

essential themes among the participants’ experiences of unjust discipline. Respondent 

feedback augmented validity in the interpretive processes during data collection and 

thematic analysis. 

In the context of the study, it was evident that unjust discipline is a disruptive 

workplace behavior that potentiated physical workplace violence. Further, authentic 

social support may have precluded many of the elements of unjust discipline experienced 

by the participants during the lived experience of unjust discipline. 
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Chapter I 

INTRODUCTION 

 

The search for a scapegoat is the easiest of all hunting expeditions. 

―Dwight D. Eisenhower, Wit and Wisdom of the 

American Presidents: A Book of Quotations  

(Pine, 2012, p. 58) 

 

Daily Reality of Registered Nurses 

Registered nurses (RNs) are health care professionals who have graduated from 

an accredited nursing program and have been licensed by regional public authority to 

practice nursing. Registered nurses may have advanced skills through specialty 

certification, masters or doctoral education completion (Bureau of Labor Statistics [BLS], 

U.S. Department of Labor [US DOL], Occupational Outlook Handbook, Registered 

Nurses, 2017). For many registered nurses, it has been a long 8-, 10-, 12-, or 16-hour 

work shift (BLS, US DOL, 2017; Pendry, 2007) doing what they love, caring for patients. 

During their time comforting patients and their families, they have discounted their own 

needs to do what is best for their patients. For example, an RN has often worked long 

hours without going to the bathroom and on an empty stomach, while enduring high 

levels of stress. Yet they love caring and making a difference in the lives of patients. 

Improving and saving the lives of their patients is what they live for each day (Gordon, 

http://www.goodreads.com/author/show/23920.Dwight_D_Eisenhower
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2010; Whittaker, Falvo, Hoberg, Youngs, & Lowe, 2006). These patients have been 

sicker than in decades past and are more vulnerable (Martini, Garrett, Lindquist, & 

Isham, 2007).   

A registered nurse has been an advocate for patients when they have not been  

able to advocate for themselves. Many registered nurses have been innovators in the 

workplace to improve patient care and workplace practices. This advocacy and 

innovation may have created conflicts with other health care workers, and even among 

registered nurses themselves (Armmer, 2017; Arnetz, Aranyos, Ager, & Upfal, 2013; 

Gordon, 2010; Lipscomb, London, & American Nurses Association (ANA), 2015; 

Moreland, 2016; O’Connor & Kelly, 2005). Most registered nurses have wanted the best 

healing and outcomes for their patients (Philipsen, Murray, Wood, Bell-Hawkins, & 

Setlow, 2013). In the health care system of the United States, registered nurses were 

aware, as they reported to work each day, that reaching that goal was not easy. 

“Stretchers, splints, bandages—all were lacking; and so were the most ordinary drugs” 

(Strachey, 2003, p. 105). Scarce human and material resources continue to be a challenge 

in the present day (Pendry, 2007) as it was for Florence Nightingale, arguably the 

foremother of the nursing profession, in the 19th century (Strachey, 1918). Work shifts 

that were short-staffed of personnel, whereby equipment and care materials had to be 

bartered to deliver quality patient care, have been lived each day by registered nurses 

(Aiken, Clarke, Sloane, Lake, & Cheney, 2008; Simpson, Lyndon, & Ruhl, 2016). 

Unyielding expectations of performance perfection in the care outcomes of patients were 

constant (Anonymous, 2007; Greaves, 1999). Despite the hardships created by the 

climate of the U.S. health care system, millions of registered nurses, according to the 
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American Association of Colleges of Nursing (AACN), 2015 and the National Council of 

State Boards of Nursing (Budden, Moulton, Harper, Brunell, & Smiley, 2016), have 

presumably celebrated achieving their patient care goals each day. Despite the former, 

these registered nurses may have been accused of not achieving patient care goals for 

reasons other than work performance. These reasons have had nothing to do with the 

stellar care they provide each day (Estes, 2013; Hunt, 2003; Gordon, 2010; Vessey, 

Demarco, Gaffney, & Budin, 2009).  

The aforementioned daily reality of the registered nurse health care workforce 

provided insight into the phenomena to be studied: registered nurses providing excellent 

patient care, being unjustly disciplined in the health care workplace of the United States. 

The U.S. health care system has been described as a terribly complex, blatantly unjust, 

outrageously expensive, grossly inefficient, and error-prone system (Yong, Olsen, & 

McGinnis, 2010). The focus on registered nurses in health care organizations was 

inevitable when evaluating the U.S. health care system. There were 3.8 million registered 

nurses with a single active license in the United States in 2015. An estimated 18.9% of 

registered nurses were not actively working in the profession of nursing as a registered 

nurse (Budden et al., 2016). It is disturbing that globally and in the United States, there 

were no universally agreed-upon standards for conducting system reviews (SRs) or 

establishing clinical practice guidelines (CPGs) (Eden, Levit, Berg, & Morton, 2011; 

Yong et al., 2010). Registered nurses endured each day in a health care system plagued 

with exuberant costs and scarce resources, with clinical practice guidelines (CPGs) and 

system reviews (SRs) that are subjectively interpreted (Eden et al., 2011; Martini et. al., 

2007; Yong et al., 2010). These health care system challenges have occurred with 
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projected nurse workforce shortages (Auerbach, Buerhaus, & Staiger, 2015) and failing 

indicators of quality patient care (Andel, Davidow, Hollander, & Moreno, 2012; James, 

2013; Makary & Daniel, 2016; Page, 2008). 

The literature associated with unjust discipline is sparse. The constructs in the 

literature that are connected with unjust discipline appear to converge in agreement as 

depicted in Table 1. The broad motivations for unjust discipline in the workplace are 

gleaned in one or more of categories I-V. The triggers for each motivation category 

support the motivation and give rise to unjust discipline in the workplace.   

Table 1 

Unjust Discipline Motivation Typography 

Unjust Discipline Motivation  Trigger 

I        Elimination of Liability • Manipulation of facts to support an 

untrue narrative 

• Blaming individuals for system 

and process errors and/or 

detrimental workplace conditions  

II       Exertion of Power and Control  • Attacks on personal attributes 

and/or lifestyle choices 

• Retaliation for interpersonal 

conflict 

III      Incongruent Understanding • Alienation for questioning and/or 

doing something differently 

• Refusing to accept a different point 

of view 

IV      Exploitation • Utilization of a known history to 

assign fault 

• Negating competence by spreading 

rumors and/or exposing 

confidential personal matters 

V        Disrespect in Collaboration • Interaction approaches that engage 

disruptive workplace behaviors 

• Evaluating performance and/or 

comprehension superior to another 

without definitive evidence  
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Aim of the Study 

The aim of this study was to utilize a qualitative research design employing 

phenomenological hermeneutic philosophy with Max van Manen’s phenomenology of 

practice. Phenomenology of practice is a reflective inquiry of pre-reflexive experience 

that has the power to develop ethically sensitive understanding and morally proper 

actions (van Manen, 2007). The former was concerned with nurturing and measuring 

with thoughtfulness and tact the professional practices of everyday life. “Hence, the most 

basic of all hermeneutic preconditions remains one’s own fore-understanding, which 

comes from being concerned with the same subject” (Gadamer, Weinsheimer, & 

Marshall, 2013, p. 306). This exploration sought to answer the fundamental question, 

“What is the lived experience of unjust discipline?” (van Manen, 1990a, 1990b, 1997, 

2007, 2014, 2016, 2017a, 2017b). Utilizing van Manen’s (1990b) phenomenological 

practice to explore practice matters of professionals—for example, the lived experience 

of unjust discipline among U.S. registered nurses—was intended to lead to a 

“‘phenomenological nod’…whereby good description was seen as an experience had or 

an experience one could have had…” (p. 27). van Manen’s phenomenology of practice 

was the method that shaped this exploration, related to professional practices of 

registered nurses in the workplace disciplinary process, a practice of everyday life in the 

professional nursing arena (Elbadi, 1996; Estes 2013; van Manen, 1990b, 2014, 2017b). 

The research events of phenomenology of practice aimed to nurture a measure of 

thoughtfulness and tact in the practices of nursing in everyday life (van Manen, 2014).  

A phenomenological question may have presented itself anytime an experience 

initiated pause and reflection (van Manen, 2014). Phenomenology has been an 
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appropriate methodology for observing, recording, and interpreting the lived experience 

of participants through their intense and detailed description (Magrini, 2012). 

Hermeneutic phenomenology or interpretive phenomenology was the philosophical 

underpinnings that were utilized throughout the inquiry in the hermeneutic circle 

(Gadamer et al., 2013). The goal of human science is “meaningful expressions of the 

active inner, cognitive, or spiritual life of the human being in social, historical, or 

practical contexts” (Magrini, 2012, p. 2). van Manen reminded us that human science is 

often used interchangeably with the terms phenomenology or hermeneutics. This usage is 

not inconsistent with the hermeneutic phenomenological tradition found in Germany 

(from about 1900 to 1965) and in the Netherlands (from about 1945 to 1970) (van 

Manen, 1990b, p. 2). 

In the hermeneutic approach, interpretive understanding of the meaning of 

phenomenon is vital. In this study design, interpretive understanding evolved from the 

perceptions of unjust discipline among participants transformed into meaningful texts. 

Meaningful texts in phenomenological inquiry have included human beings, social 

institutions, interview recordings, transcripts of interview recordings, written reflections, 

and/or artistic expression of the phenomena (Gadamer et al., 2013; Gill & Michael, 2014; 

van Manen, 1990b). The hermeneutic circle was employed for interpretation in this study. 

The hermeneutic circle described a circular relationship in the interpretive process where 

the whole of the texts is understood by its parts, and parts of the text were understood by 

its whole (Gadamer et al., 2013; Holroyd-McManus, 2007; Smith, Flowers, & Larkin, 

2009). 
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The frequent occurrence of discipline levied against registered nurses (Cooke, 

2007; Estes, 2013; Gordon, 2010; St. Pierre & Holmes, 2008) has afforded participants a 

perspective rooted in practical, everyday knowledge of the experience. In hermeneutic 

phenomenology, it is this pre-understanding that a person cannot put aside, as it is 

understood as already being with them in the world (Gadamer & Linge, 1976; Gadamer 

et al., 2013). The hermeneutic circle has provided a common lens between participants 

and the researcher that can only be fully understood through a lived experience (Gadamer 

et al., 2013; van Manen, 1990b, 2014, 2017b). 

The hope is that this research will be expounded upon and any objectivity that  

has not been afforded in the procedural discipline process of the health care arena will 

motivate mobilized action toward further investigation of the unjust discipline of 

registered nurses. Further, it is hoped that the impact of injustices within health care 

organizations will be reliably appraised toward evolving healthier workplaces. 

Phenomenon of Interest 

Unjust Discipline 

The phenomenon of interest was the unjust discipline as experienced by registered 

nurses. Disciplinary practices to mold professional nurse actions, according to prescribed 

standardized procedures (St. Pierre & Holmes, 2008), have been traced historically to the 

establishment of the profession of nursing (Baer, D’Antonio, Rinker, & Lynaugh, 2001; 

Robb, 1893, 1913). Thus, the notion of discipline in nursing is not new. However, the 

unjust aspect of workplace discipline in nursing has traditionally been managed as a 
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deceptive whisper within the profession versus an exposed objective public conversation 

(Elbadi, 1996).  

According to Gil (2013), the generic construct of unjust delineated engaging in 

behavior that was not morally right or fair. In addition, the determinants of an unjust 

circumstance indicated a precursor of aggressive behaviors of the consciousness such as 

oppression, coercion, exploitation, power, and control. Further, maintenance and 

validation of unjust behaviors in the real world had been propelled by politics and 

ideological stances of benefactors, victims, and their representatives. Change of unjust 

behaviors had historically occurred employing nonviolent reformers that had the goal of 

revising thoughts of consciousness to more just ways of life (Gil, 2013).  

Discipline in nursing has been suggested as the practice of teaching others to obey 

organizational norms by utilizing punishment to correct subjective views of deviant 

behavior (Estes, 2013; St. Pierre & Holmes, 2008). A subordinate-supervisor dyad has 

been most identified as the workplace relationship precipitating procedural discipline 

injustices within the nursing profession (Estes, 2013; Tepper, Duffy, & Lambert, 2006). 

Procedural disciplinary practices in nursing have carried a connotation of power 

and control to mold individuals beyond professional practices, with impositions on a 

personal level (de Almeida et al., 2017; Joint Commission Sentinel Event Alert Issue 40, 

2008; St. Pierre & Holmes, 2008). St. Pierre and Holmes (2008) postulated that having 

employed the aforementioned broader personal scope in the workplace disciplinary 

process requires a shift from the conventional understanding of workplace violence 

behaviors one may think of as physical assault to include more subtle behaviors, as 

described by the U.S. Department of Labor (US DOL), Occupational Safety Act and 
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Health (OSHA) (1970), and the Federal Bureau of Investigation (FBI) typography of 

workplace violence (Rugala & Isaacs & National Center for the Analysis of Violent 

Crime, 2003). These subtle behaviors have included intimidation, harassment, bullying, 

and other disruptive behaviors identified in the health care literature that may occur at the 

worksite.  

     Workplace bullying often manifests as subtle, easily denied behaviors such as 

attacks on co-workers’ reputations (e.g., spreading rumors, disparaging their attire 

or work habits), socially excluding or ignoring co-workers, and undermining  

co-workers’ abilities to do their jobs effectively through omissions such as 

withholding information. (Johnson, Boutain, Tsai, & de Castro, 2015, p. 452) 

 

While many workplace behaviors have been described in the nursing literature, 

unjust discipline has not been expounded upon. The evident gap in the literature has 

motivated this study. Considering the aforementioned constructs that do exist in the 

literature, unjust discipline may be viewed as procedural injustices in the workplace 

discipline process that have imposed sanction on individuals for subjective motives that 

were personal in nature. The study focused on what it means to experience unjust 

discipline as a registered nurse. Phenomenological inquiry has helped glean how we 

understand the phenomenon of unjust discipline among registered nurses, as well as how 

we become aware of the primal understanding of the phenomenon of unjust discipline 

among registered nurses (van Manen, 2017b). The phenomenon of unjust discipline is 

nebulous and appears to have a subjective oriented perception. It is therefore emphasized 

that the lived experience of a procedural injustice in the workplace discipline process 

among registered nurses has been illuminated by individual participants in the context of 

their own lived experiences.  
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The reality of any study participant has been socially constructed (Berger & 

Luckman, 1967; Burr, 2015) by their own historicity, factual story that is not legend and 

relatedness, connection to common ancestry in the world (Burr, 2015). “The naiveté of 

so-called historicism consists in the fact that it does not undertake this reflection…it 

forgets its own historicity” (Gadamer et al., 2013, p. 310). Understanding about unjust 

discipline in the registered nurse workplace can only be derived from registered nurses 

who have lived the experience. The confluence of individual historicity and unjust 

discipline described among participant registered nurses has intended to reveal the lived 

experience of unjust discipline for this cohort, showing itself to those to whom unjust 

discipline has already been given (Marion, 2002). This social construction of reality—in 

other words, jointly constructed understandings of the world as articulated by social 

constructivism theory—hypothesized that understanding develops out of individual 

interaction in their culture and society (Burr, 2015). Over time, the interaction of 

individuals and groups provide mental representations of concepts within the social 

system and become habitual to members of the social group (Berger & Luckman, 1967). 

The nursing profession in the context of this study is the overarching culture of focus. 

The significance for workplace behaviors such as unjust discipline is that habituation may 

have desensitized both actions and motives of such acts, hence detracting from 

recognition that such behaviors plausibly warrant change or even exist (Estes, 2013; St. 

Pierre & Holmes, 2008). For example, the nursing literature supported that supervisors 

were more likely to engage in disruptive workplace behaviors if they felt unjustly 

mistreated themselves (Tepper et al., 2006). Whether such behavior was conscious or 

unconscious was not clear. The social constructivism of unjust discipline in the 
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workplace has had multiple realities (Berger & Luckmann, 1967); however, a study 

utilizing phenomenology to explore the lived experience of unjust discipline among 

registered nurses in the workplace has intended to expose an everyday reality. 

Understanding has been intended to divulge in a hermeneutic circle the meaning and 

understanding of unjust discipline (Gadamer & Linge, 1976; Gadamer et al., 2013). 

Registered nurses who have engaged in the discipline process as recipients of unjust 

discipline are intended as the participants for this study.  

The Context for the Phenomenon 

The procedural disciplinary process in health care organizations of the United 

States among registered nurses has provided the context for this study. Participants who 

were registered nurses and had participated in an unjust workplace discipline process 

were intended as interviewees to illuminate the meaning and understanding of their 

experience. Approximately 63.2% of registered nurses were actively employed in 

hospitals and accounted for the largest number among health care professionals (Dall, 

Chen, Seifert, Maddox, & Hogan, 2009; Johnson, 2015). A high probability therefore 

existed for registered nurses to be the focus of the disciplinary procedural process in 

health care organizations as the largest segment of all direct care health professionals. As 

an example, investigations associated with the workplace disciplinary process have been 

given context within purported medical errors, adverse events, and hospital acquired 

conditions (HAC) in hospitals. Infused in the disciplinary process were subjective 

perceptions of safety that were endorsed in a culture of blame in health care organizations 

of the United States (Singer, Falwell, Gaba, & Baker, 2008). This encouraged subjective 
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decision making in discipline levied against registered nurses for purported errors in the 

workplace. Efforts to improve the safety culture in hospitals did not succeed if hospital 

managers and front-line workers perceived safety differently (Singer et al., 2008).   

The focus on registered nurses in health care organizations was inevitable when 

evaluating the economics of health care. There were 3.8 million licensed registered 

nurses in the United States in 2015. Approximately 81.1% of registered nurses were 

actively employed in the nursing profession. Thus, an estimated 18.9% of registered 

nurses were not actively working in the profession of nursing as a registered nurse 

(Budden et al., 2016). Among the reasons registered nurses transitioned away from direct 

patient care roles to other positions or leave the profession entirely were a lack of support 

by peers and management as well as an unfriendly workplace (Johnson, 2015; 

MacKusick & Minick, 2010; Moore, Sublett, & Lanig, 2013). Approximately 33.5% of 

new registered nurses transition away from the bedside within the first 2 years of entry 

into practice (Johnson, 2015). The uncertainty about a nursing shortage due to peak in 

some states by 2025 had experts forecasting (Auerbach et al., 2015) about registered 

nurse workforce recruitment and retention barriers (Johnson, 2015; MacKusick & 

Minick, 2010). Unjust discipline in health care organizations plausibly detracted from 

recruiting and retaining health care professionals of high quality, including registered 

nurses (Embree & White, 2010; Joint Commission Sentinel Event Alert Issue 40, 2008; 

Ritter, 2011).  

Disruptive workplace behaviors detracted from a cost-effective healthy workplace 

and positive workplace relationships (Becher & Visovsky, 2012; Johnson, 2009; Moore, 

2013; NCSBN, 2018; Papa & Venella, 2013; Rosenstein, 2002; Townsend, 2016). 
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Rosenstein had used the term disruptive behaviors (Rosenstein, 2002, p. 27) and Johnson 

had used the term behavior problems (Johnson, 2009, p. 6) to describe workplace 

behavior disruptions that included employee-on-employee abuse and trying to get 

someone unjustly disciplined such as being fired in retaliation of an interpersonal 

conflict. According to the US DOL, OSHA (2015), workplace disruptive behaviors 

included any act or threat of harassment, intimidation, or other anxiety-producing 

disruptive behavior that occurs at the work site. These disruptive workplace behaviors 

have involved and affected employees, clients, customers and visitors in the workplace 

(American Nurses Association [ANA], 2013; Namie, Christensen, Phillips, & DWBI, 

2014; Rugala et al., 2003; US DOL, OSHA, 2002, 2015), with higher risk for incidence 

among health care workers (Phillips, 2016). The estimated costs to health care 

organizations were $30,000 to $100,000 per individual involved for each occurrence 

(Becher & Visovsky, 2012).  

According to the Joint Commission on Accreditation of Hospitals and Healthcare 

Organizations (JCAHO),1 anxiety-producing disruptive behaviors in the health care 

workplace contributed to medical errors, preventable adverse outcomes, increases in the 

cost of care, and reduced patient satisfaction, and they prompted qualified health care 

professionals to seek new positions in more professional health care environments (The 

Joint Commission Sentinel Event Alert Issue 40, 2008). Further, disruptive behavior was 

often evident in health care professionals with perceived positions of power (JCAHO, 

                                                           
1 The Joint Commission, founded in 1951, is the nation’s oldest and largest standards-setting and 

accrediting body in health care. Joint Commission accreditation and certification is recognized nationwide 

as a symbol of quality. Health care organizations that achieve accreditation through a JCAHO survey are 

determined to meet or exceed Centers for Medicare & Medicaid reimbursement standards. 

(https://www.jointcommission.org). 

https://www.jointcommission.org/
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2008, p. 1) and such behavior created an unhealthy workplace. A study that surveyed 

6,500 registered nurses revealed that approximately 47% were victims of abusive 

supervision (Estes, 2013). 

More than 2 million Americans experienced workplace disruptive behaviors in the 

form of bullying (US DOL, OSHA, 2013). Approximately 56.9% of registered nurses 

reported that they experienced workplace disruptive behaviors in the form of threatening 

body language and/or verbal abuse. In addition, 53% of student nurses reported being a 

recipient of disruptive workplace behaviors (Longo, 2012).  

Adverse interactions with co-workers labeled behavior problems or disruptive 

behaviors were reported by 97% of 2,124 nurses and physicians responding to a survey 

conducted by the American College of Physician Executives (ACPE)2 (Johnson, 2009; 

Rosenstein, 2002). The ACPE found that, in some instances, nurses and physicians tried 

to undermine each other, often in direct view of patients, families, and other staff 

members. Other commonly reported disruptive behaviors included refusing to speak to 

each other, spreading rumors, trying to get someone unjustly disciplined or fired, 

throwing objects, and sexual harassment (Becher & Visovsky, 2012; Johnson, 2009; 

Rosenstein, 2002). 

Workplace disruptive behaviors and injustices were linked to employee health 

problems (Okechukwu, Souza, Davis, & de Castro, 2014; Sauer & McCoy, 2017). These 

health problems were noted to filter over into the familial relationships of the afflicted 

with a significant impact on mental health (Grissinger, 2014; Okechukwu et al., 2014; 

                                                           
2 The American College of Physician Executives changed their name in September 2014 to the 

American Association for Physician Leadership. The intention was to support physician education, work, 

and products across a continuum from the beginning as students to later career stages. 
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Sauer & McCoy, 2017). Further, patient harm and even death have been associated with 

disruptive behaviors between health care workers (Joint Commission on Accreditation of 

Hospitals and Healthcare Organizations (JCAHO), 2008; Rosenstein & Naylor, 2012; 

Rosenstein & O’Daniel, 2005, 2006, 2008a, 2008b; Rosenstein, Russell, & Lauve, 2002). 

The Equal Employment Opportunity Commission (EEOC) is the agency in the 

United States that investigates and monitors injustices in the workplace that had a 

possible legal remedy for resolution (England, 2015). According to Deborah England, in 

2014, the EEOC received 89,000 charges of harassment and discrimination. While it was 

unclear in the literature how many of those cases involved complaints against health care 

organizations by registered nurses in an unjust discipline process, the economic impact of 

incongruent perceptions between employers and employees in the workplace on 

employers was evident. A reported $120 billion was paid by employers, related to 

workplace disruptive behavior litigation, in the American business arena per year 

inclusive of health care preceding 2013 (Papa & Venella, 2013). Subsequent workplace 

disruptive behavior litigation against employers that failed to proactively protect 

employees had been penalized by juries on average in the amount of $3.1 million per 

person per incident (Papa & Venella, 2013). The aforementioned did not include 

settlements reached before charges were filed with the EEOC (England, 2015; Papa & 

Venella, 2013). The monetary damages workplace disruptive behaviors had on the 

nursing profession specifically were also significant, with direct and indirect costs 

approximating $200,000 per registered nurse (Becher & Visovsky, 2012; Townsend, 

2016). The factored costs included, for example, a decline in productivity related to 

disruptive behaviors in the workplace environment, quantified at $1,400 per nurse. In 
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addition, replacement costs for nurses leaving a workplace due to disruptive behaviors 

was estimated between $64,000 to over $145,000 for a specialty nurse working for 

example in an intensive care unit (Becher & Visovsky, 2013; Townsend, 2016).  

The Federal Bureau of Investigation (FBI) has identified that workplace 

disruptive behavior was recognized as a specific category of crimes (Rugala et al., 2003). 

Publicized homicides represented a very small number of workplace disruption incidents, 

per the FBI. Further, “the majority of incidents that employees/managers have to deal 

with on a daily basis are lesser cases of…stalking, threats, harassment, and physical/ 

emotional abuse that make no headlines” (p. 4).  

There is a gap in the literature about the lived experience of U.S. registered nurses 

in an unjust discipline process. This study was intended to contribute to closing a gap in 

the literature about the lived experience of unjust discipline among registered nurses. The 

hope is that this research will be expounded upon via further investigative inquiries. 

Further, it is hoped that any objectivity that has not been afforded in the procedural 

discipline process of the health care arena will mobilize corrective measures in the unjust 

discipline of registered nurses. The vital hope is that this research contribution will serve 

toward evolving healthier workplaces.  

Rationale for the Study 

Increases in health care expenditures must consider the impact registered nurses 

have had on health care organizations effectiveness in the delivery of cost effective and 

high quality care (Dall et al., 2009; Yong. et al., 2010; Young & Kroth, 2017). If there is 

unjust discipline of registered nurses in health care organizations, it has detracted from 
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selecting nurses with core competencies to achieve health care workplace quality 

benchmarks (Eden et al., 2011; Embree & White, 2010; JCAHO, 2008; Page, 2008). The 

health care system of the US has been described as a terribly complex, blatantly unjust, 

outrageously expensive, grossly inefficient, error prone system (Yong et al., 2010).  

The United States has had the highest per capita expenditure for health care of any 

industrialized nation with the worst outcomes (Centers for Medicare & Medicaid [CMS], 

2016; Chaufan, 2015). The United States has also had average expenditures twice as high 

as Europe in the previous decade (Yong et al., 2010). The CMS forecasted in 2016 that 

health care expenditure in the United States would grow approximately 5.6% through 

2025. Health expenditures were approximately $3.2 trillion, approximating 18% of the 

Gross Domestic Product (GDP) in 2016 (CMS, 2016). Accordingly, the exuberant 

expenditures in health care of the United States and associated initiatives to improve 

health care systems had neither alleviated purported medical errors nor improved the 

overall value of U.S. health care (Chaufan, 2015; Makary & Daniel, 2016; Yong et al., 

2010).  

Health care expenditures were exacerbated by reported medical errors and 

associated liability in the United States. In the hallmark Institute of Medicine (IOM)3 

(1999) report To Err is Human: Building a Safer Health System, as many as 98,000 

people died in U.S. hospitals yearly as a result of medical errors that were preventable 

(Kohn, Corrigan, & Donaldson, 2000). The death estimate was actually much higher than 

                                                           
3 The Institute of Medicine was established in 1970 by the National Academy of Sciences to 

secure the services of eminent members of appropriate professions in the examination of policy matters 

pertaining to the health of the public. The Institute acts under the responsibility given to the National 

Academy of Sciences by its congressional charter to be an adviser to the federal government and, upon its 

own initiative, to identify issues of medical care, research, and education. 
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originally reported (Makary & Daniel, 2016). Five years after the 1999 IOM report, 

Leape and Berwick (2005) found that progress was slow in the overall reduction of 

medical errors in the United States. Daly and Mort concluded, “the quality and safety of 

health care delivery has not improved to the magnitude envisioned by the 1999 Institute 

of Medicine landmark report, To Err Is Human” (p. 50).  

Over 10 years after the IOM reported an astonishing patient death rate of 98,000 

per year in U.S. hospitals related to medical errors, the patient death rate had not 

improved. Approximately 200,000 people per year continued to die in U.S. hospitals 

related to medical errors (Andel et al., 2012), with estimated patient deaths as high as 

400,000 per year (James, 2013). In fact, death related to a medical error had been 

identified as the third leading cause of death in hospitals (Makary & Daniel, 2016).  

The Agency for Healthcare Research and Quality (AHRQ) reported in 2015 that a 

reduction in hospital-acquired infection associated deaths of approximately 87,000 

occurred between 2011and 2014, estimating a monetary savings of $19.5 billion. 

However, it was only deaths associated with infection that had improved (Makary & 

Daniel, 2016). Approximately 113,000 (AHRQ, 2015) to as high as 400,000 patients 

continued to die annually in U.S. hospitals related to hospital acquired conditions (HAC) 

such as medical errors (James, 2013). Andel et al. (2012) conceded that concrete numbers 

to determine HAC harm in U.S. hospitals was a challenge. The authors suggested that it 

could have been 10 times higher than the original IOM report in 1999. It was estimated 

that adverse HAC events ranged in severity from one million adverse events to 

approximately 10 million harm-causing events in 2011 (Andel et al., 2012). Among the 

conclusions provided by the 1999 IOM report was that the majority of medical errors 
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were not the result of individual recklessness, but of faulty systems, processes, or 

working conditions that contributed to the conclusion of error.  

It is disturbing that globally and in the United States, there were no universally 

agreed-upon standards for conducting System Reviews (SRs) or establishing Clinical 

Practice Guidelines (CPGs). Hence, there were no universal systematic approaches to 

reach clinical conclusions that would support consensus about what constitutes evidence-

based practice (EBP) or associated breaches (Eden et al., 2011). Thus subjective 

perceptions of safety were endorsed in a culture of blame in health care organizations of 

the United States (Singer et al., 2008), while high rates of purported medical errors 

(adverse events, HAC) persisted. Subjective perceptions of safety among professional 

health care workers were compounded by a culture of blame, absent of universal SRs and 

CPGs in the United States. 

Each state board of nursing jurisdiction in the United States had its own decision-

making approaches for investigating and reaching conclusion about reported registered 

nurse infractions (Hudspeth, 2009). Evangelista and Sims-Giddens (2007) identified that 

disciplinary actions against registered nurses for less egregious infractions are largely 

unstudied. In addition, disciplinary matters that were contained within the walls of health 

care organizations have been covered in a shroud of secrecy (Elbadi, 1996). Utilization of 

objective and universal tools to reach conclusion about disciplinary actions imposed by 

health care organizations against registered nurses in the United States have not been 

evident in the literature, suggesting that arbitrary personal factors may have influenced 

the workplace disciplinary process.  
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Justification for the Study 

It is important to understand the lived experience of unjust discipline among 

registered nurses in order to be able to understand a potential part of the health care 

system in the United States, where there are in fact many contributory factors which have 

contributed to it being the most expensive in the world (Yong et al., 2010; Young & 

Kroth, 2017). The imprudent management of the problems in health care organizations 

propels explanations of system failures as individual recklessness (IOM, 1999). 

Demonstrating for its astronomical expenditures, the U.S. health care system had some of 

the lowest rankings of performance, considering wealthy economies in measures such as 

equity, access, and quality (Chaufan, 2015). It is of particular interest in the advent of 

exuberant health care expenditures, whereby $19.5 billion accounted for costs associated 

with a nominal reduction in hospital-acquired infections in U.S. hospitals (AHRQ, 2015; 

Andel et al., 2012).   

Recommendations to improve the current state of health care system chaos in the 

United States included the development of universal standard tools to aid decision 

making (Yong et al., 2010). To develop visual representations of the lived experience of 

registered nurses in the U.S. workforce disciplinary process has intended to aid in the 

understanding of a practice that has not contributed to improving overall organizational 

health but instead has hindered optimal health. This starting point is an invitation to 

health care organizations and its members to engage in actions such as the development 

of tools that promote universally objective decisions about workplace discipline. 

The health care expenditures of the U.S. health care system have persisted for 

over a decade without sustained benefit and continued to rise while utilizing discipline of 
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registered nurses as a uniform corrective measure (Chaufan, 2015; Page, 2008; St. Pierre 

& Holmes, 2008). It was difficult to ascertain the exact number of registered nurses that 

were unjustly disciplined in the workplace, given the shroud of secrecy that typically 

surrounded the process. To offer some data to contemplate, the National Council of 

States Board of Nursing (NCSBN) statistics reporting suggested that approximately 

60,000 registered nurses were disciplined per year with the most serious sanction of 

licensure suspension or revocation, across states in the United States preceding 2017 

(Budden et al., 2016; Morelock, 2017). That is a marked increase from approximately 

3,800 registered nurses per year from 1999-2006 reported by the National Council of 

States Board of Nursing (NCSBN, 2009). Episodes of patient harm and death in health 

care organizations remained astronomical for over a decade despite many health care 

initiatives to reverse deleterious trends, while utilizing discipline of registered nurses as a 

uniform corrective measure (Estes, 2013; Makary & Daniel, 2016; Page, 2008). Health 

care policy recommendations over a decade ago did not demonstrate sustained 

improvement, while utilizing discipline of registered nurses as a uniform corrective 

measure (Daly & Mort, 2014; Kohn et al., 2000; Page, 2008). Understanding the lived 

experience of registered nurses in an unjust workplace discipline process will perhaps 

prompt action toward a comprehensive solution to purported system errors within health 

care organizations that are effective. Afforded such a perspective could begin to cure the 

aforementioned persistent challenges of the U.S. health care system and promote overall 

health within organizations.  
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Need for the Study 

There is a gap in the literature about the lived experiences of U.S. registered 

nurses in an unjust discipline process within health care organizations. This study was 

intended to contribute to closing that gap by exploring the lived experience of registered 

nurses in an unjust discipline process within the health care workplace of the United 

States. While the notion of workplace discipline is not new to the nursing profession or 

other professions, workplace disruptive behaviors occurred at a higher rate among health 

care workers (Johnson & Rea, 2009; Phillips, 2016; US DOL, OSHA, 2015). These 

disruptive workplace episodes in the health care arena added to pre-existing exuberant 

health care expenditures (Papa &Venella, 2013; Townsend, 2016; Yong et al., 2010), 

patient harm and death (Andel et al., 2011; Makary & Daniel, 2016), nursing workforce 

shortages (Arnetz et al., 2013; Embree & White, 2010; Ritter, 2011), and an unhealthy 

workplace (JCAHO, 2008; Moore, 2013; USDOL OSHA, 2015).  

There is a gap in the literature related to understanding an unjust discipline 

process in the health care arena. Further, no implemented standardized tools existed in 

the literature to aid universal and cost-effective decision making in the discipline process 

of registered nurses in the U.S. workplace. This exploration is intended to assist in 

closing that gap. Vivid and robust participant description and associated interpretation of 

their unjust discipline has illuminated some understanding of unjust discipline among 

registered nurses that was visually represented in texts. Visual representations in a 

process of conflict may aid in developing standard tools and/or policies for the workplace 

procedural discipline process and perhaps ultimately contribute toward improving overall 

health within health care organizations in the United States.  
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Significance for Nursing 

Manifestations of stringent rules of obedience and hierarchical management of 

nurses to establish an identity as a profession in the America of the 1890s (Baer et al., 

2001) persisted in the nursing profession of the 21st century, with a twist (Estes, 2013;  

St. Pierre & Holmes, 2008). During the workplace discipline of registered nurses of the 

21st century, the rules and their interpretation varied among states, institutions, and 

indeed among individuals (Evangelista & Sims-Giddens, 2008; Hudspeth, 2009; Singer  

et al., 2008). In some instances, the rules were falsified, subjectively interpreted, and 

made up all together for the benefit of individual agendas (Estes, 2013; St. Pierre & 

Holmes, 2008; Tepper et al., 2006). While media-worthy cases of unjust discipline of 

registered nurses may have reached the public for analysis and debate, many more 

occurred behind closed doors. Registered nurses subjected to workplace anxiety-

producing disruptive behaviors invariably engaged in a decision-making process that 

considered fleeing a work environment and the profession of nursing (Armmer, 2017; 

JCAHO, 2008; Ritter, 2011). The influence of workplace disruptive behaviors on 

retention of qualified registered nurses within health care organizations and the nursing 

profession as a whole also influenced projected regional nursing shortages (Armmer, 

2017; Auerbach et al., 2015). A healthier work environment increased retention of 

qualified nurses (Armmer, 2017; Embree & White, 2010; JCAHO, 2008; Moore, 2013; 

Ritter, 2011) and a reduced projection of a nursing shortage (U.S. Department of Health 

and Human Services [US DHHS], Health Resources and Services Administration 

[HRSA], Center for Workforce Analysis [CWA], 2014).  
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Further, absent of standardized SRs and CPGs, scapegoats to system problems or 

personal aggression were used in health care organizations to explain that which is not 

addressed systematically or that which was not understood globally (IOM, 1999; Singer 

et al, 2008; St. Pierre & Holmes, 2008; Yong et al., 2010). Subjective decision making in 

the discipline process of registered nurses arguably increased liability to health care 

organizations and added to the out-of-control health care expenditures in the United 

States (Becher & Visovsky, 2012; England, 2015; Papa &Venella, 2013). The climate of 

the U.S. health care system of the 21st century required inquiry and solutions related to 

unjust discipline to begin to address one plausible segment, with far-reaching 

implications, of a failing U.S. health care system (Eden et al., 2011; Estes, 2013; Yong  

et al., 2010). 

It is the omitted conversation about unjust discipline among registered nurses  

in the United States which this qualitative study has focused on, given its absence from 

the literature. Unjust discipline among registered nurses may have added to the 

aforementioned U.S. health care challenges and hindered overall organizational health.  

Assumptions and Biases 

The literature has consistently used the term bracketing. This describes how a 

researcher utilizing this technique disconnected from presuppositions (Husserl, Moran, & 

Gibson, 2012). In the context of this study utilizing interpretive Heideggerian and 

Gadamerian methodologies, the researcher was as much a part of the inquiry as its 

participants and the ability to interpret data was contingent on prior knowledge. 

Heidegger referred to this prior knowledge as “fore structure” (Heidegger, Schmidt, & 
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Stambaugh, 2010; Johnson, 2000).  Gadamer expressed thoughts on bracketing as not 

only impossible but absurd, as understanding is based in our historicity (Gadamer et al., 

2013; Laverty, 2003). 

In van Manen’s (1990b) phenomenological practice:  

     It is better to make explicit our understandings, beliefs, biases, and 

assumptions, presuppositions, and theories. We try to come to terms with our 

assumptions, not to forget them again, but rather to hold them deliberately at bay 

and even turn this knowledge against itself, as it were, thereby exposing its 

shallow or concealing character. (p. 47) 

 

For the purpose of this study, “bridling” is employed to manage the abeyance as 

described by van Manen (Dahlberg & Dahlberg, 2004). In the literature, bridling 

consisted of the researcher maintaining humility and respectfulness about his or her 

knowledge related to phenomena to avoid domination or violation of undisclosed 

elements of the phenomena (Dahlberg & Dahlberg, 2004). Accordingly, the researcher’s 

assumptions and biases were reflected on as follows. It was assumed that participants 

would engage in this exploration truthfully and authentically from a position of 

professionalism as professional registered nurses. In addition, there were myriad 

assumptions and biases related to the act of unjust discipline that this researcher had 

formulated over more than a 2-decade career in nursing.   

Bias has been defined as “any tendency which prevents unprejudiced 

consideration of a question” (Pannucci & Wilkins, 2010, p. 619). I am biased in that I 

believe we as a nursing profession can do better in providing solutions to challenges in 

the health care arena. My biases have influenced thoughts that unjust discipline does 

occur in nursing. I remained open to the primal understanding of unjust discipline among 

registered nurses and how we become aware of unjust discipline. My biases influenced 
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thoughts that unjust discipline is a disruptive workplace behavior that has had 

implications for workplace violence. I have also been receptive to how we understand 

unjust discipline among registered nurses. I have been aware of thoughts that, absent an 

introspective process, unjust discipline had no meaning at all to a registered nurse. I am 

biased in that I believe unjust discipline exists and the process is a punitive one, which 

appears to be unfair. While organizations must engage in due diligence and conduct 

investigations related to perceived breaches, the process would benefit from an 

atmosphere of respect and objectivity to contribute to overall organizational health, which 

I feel is missing. Health care organizations would also benefit from evidence-based 

medicine and practices that establish CPGs and SRs to validate objectivity in discipline 

decision-making matters, which I believe are not being utilized uniformly.  

The recognition that this researcher’s experiences had augmented a risk, for 

example, interviewer and recall bias (Pannucci & Wilkins, 2010), prompted incorporating 

safeguards in the research study design. Efforts to bridle the manifestations of researcher 

experiences engaged researcher awareness of assumptions and biases and their 

management with tools such as journal maintenance and member checking (Lincoln & 

Guba, 1985) to minimize such risk. Member checking was “the most crucial technique 

for establishing credibility” (p. 314). In addition, member checking afforded the construct 

of belonging as presented by Gadamer, whereby participants and the researcher together 

remained close to the phenomenon under study. Proximity to the phenomenon of unjust 

discipline had also been strengthened with a historicity among participants and the 

researcher related to the phenomenon. The combined belonging was intended to uncover 
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hidden meaning and/or new meaning of unjust discipline in an expanded horizon, as 

articulated by Hans-Georg Gadamer (Gadamer et al., 2013).
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Chapter II 

EVOLUTION OF THE LITERATURE 

Historical Evolution 

This chapter examines the historical evolution of employee health in the 

workplace. It also explores the evolution of injustice and discipline in the workplace.  

As well, the chapter reviews the literature in a historical context as it relates to the 

phenomenon of discipline in the health care workplace and the nursing profession. The 

theoretical context for unjust workplace discipline is also discussed. Lastly, a brief 

experiential context of the researcher’s encounters with unjust discipline is shared to 

create an understanding about the researcher’s continued interest in the phenomenon of 

unjust discipline. 

Employee Health in the Workplace 

Conversations about health and well-being in the workplace were sparked in the 

1990s (Danna & Griffin, 1999). Workplace well-being included physical, emotional, 

psychological, and mental aspects of an individual. Further, it was necessary to evaluate 

health and well-being in the workplace where individuals spent at least one-third of their 

time. This time was extended per Danna and Griffin, when work elements flowed over 

into the personal lives of employees. The concern associated with aspects of individual 

health in the workplace was important for myriad reasons (Danna & Griffin, 1999).  



29 

 

 

 

An increase in workplace aggression, threats (Neuman & Baron, 1997; O’Leary-Kelly, 

Griffin & Glew, 1996), and revenge (Bies, Tripp, & Kramer, 1997) were among the 

concerns as well as workplace violence (O’Donovan, 1997). 

As cited by Danna and Griffin (1999, p. 361) and Misselbrook (2014, p. 1), the 

World Health Organization (WHO) has defined health since 1948 as “not merely the 

absence of disease or infirmity but a state of complete physical, mental and social well-

being.” Adaptation of that definition in the workplace has been an extremely slow 

evolution.  

The beginning of the Industrial Revolution brought little if any regard for worker 

safety (Green, Baker, & Johns Hopkins Conference on Work, Health, and Productivity, 

1991). The Jungle by Sinclair Upton provided some U.S. government influence in the 

passage of the first work safety protection laws by exposing poor hygienic and workplace 

safety hazards of the meat packing industry in his graphic book in 1906 (Sinclair, 2003, 

as cited in Stellman & Snow, 1986). Further propelled by an increase in litigation 

associated with safety hazards in the workplace with support from government 

regulations, employees after the 1900s were able to place a spotlight on work safety 

issues. The emergence of Occupational Safety Health as a recognized field occurred 

during World War I (Green et al., 1991). The permanence of concern for well-being in 

the workplace occurred in the 1970s with the US DOL passage of the Occupational 

Safety and Health Act (OSHA) whereby “Americans would be guaranteed a workplace 

free from recognizable hazard” (as cited by Stellman & Snow, 1986, p. 270). Thereafter 

an increasing focus had been placed on understanding and promoting employee health 

(King, 1995).  

http://www.sciencedirect.com.ezproxy.cul.columbia.edu/science/article/pii/S0149206399000069#BIB10
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The major foci of employee health seemed to revolve around three areas 

beginning in the early 1990s. Smith, Kaminstein, and Makadok (1995) identified these 

focus areas as: (a) hazardous work setting relatedness to illness and disease; (b) stress as 

related to work conditions; and (c) the relatedness of specific illnesses with personality 

uniqueness or different work settings. These areas had applicability in the U.S. workforce 

of the 21st century when we consider registered nurses.  

Registered nurses work in a variety of work place settings that impose hazards. 

For example, nurses are exposed to chemicals, gases, and environmental dangers 

including heavy electrical equipment, and long hours on their feet negating their own 

basic needs such as eating or using the bathroom. Registered nurses employ interventions 

to heal others while neglecting themselves. The exposure to these workplace hazards 

have sparsely been documented in the literature; for example, the impact of working 

rotating night shifts for long periods has been linked to breast and colon cancer among 

night nurses (Schernhammer, Laden, Speizer, Willett, Hunter, Kawachi, Fuchs, & 

Colditz, 2003). There is much more to be learned about registered nurses related to a 

hazardous workplace, inclusive of workplace disruptive behaviors and its influence on 

developing illness. 

The very nature of being a registered nurse accountable for actions that supported 

life or promoted death was stressful (Johansson, Sandahl, & Hasson, 2013). Autonomy 

and support in the workplace diminished stressors felt in nurse leadership and bedside 

nursing roles (Johansson et al., 2013). The third focal point is perhaps most significant. 

Examining illness, inclusive of mental illness related to different work settings among 

registered nurses, would fully address the definition of well-being as envisioned by the 
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WHO. It would also capture episodes of anxiety-producing emotional harm as intended 

by OSHA law, related to workplace disruptive behaviors.  

Historical Evolution of Discipline in Nursing 

The discipline (sanction) of registered nurses in the workplace had a complex 

history, related to creating an identity for nursing within the context of a profession, in 

the United States (Baer et al., 2001). The principles of stringent discipline (code of 

behavior) which were introduced within nursing in the late 1800s to early 1900s in 

America were adapted from military, religious, and nursing orders stemming back to the 

Middle Ages, “with their traditions of obedience, subordination, and self-abnegation”  

(p. 60). The charge of creating a medical training program of “…higher standards…”  

(p. 61) in America in the late 1800s provided an opportunity for nurses to be included in 

the model.  

This movement of hospital reform in America charged nurses, who had in the past 

been recruited as volunteers from student nurse groups to provide nursing service, to shift 

their focus on higher nursing standards alongside reluctant physicians at the newly 

constructed Johns Hopkins Hospital (Baer et al., 2001, p. 72). While Florence 

Nightingale had been successful in non-religious settings with nursing education and 

nurse service needs in British society, utilizing stringent discipline (code of behavior) in 

America had not yet been attempted (Baer et al., 2001). 

Isabel Hampton from Canada became the Superintendent of Nurses and, to 

emphasize the Johns Hopkins nurse training program as an educational institution, also 

assimilated an additional title for herself as Principal of the Training School (Baer et al., 

2001). Hampton wrote the textbook Nursing: Its Principles and Practice in 1893 (Robb, 
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1893).1 The strict code of behavior for cleaning the patient care area or the surgical 

preparation of patients outlined strenuous actions that should take place over the course 

of a nurse’s 12-hour work day to eliminate germs (Baer et al., 2001).  

To follow these guiding principles, nursing students, usually from the middle 

class with some affluence, had been cultivated in social activities related to informal 

personal relationships, but were characterized as needing to be accustomed to 

organization and discipline (code of behavior) to develop intellectual discipline in a 

formal institution (Baer et al., 2001). Hampton’s second textbook Nursing Ethics (Robb, 

1913) was written to address professional relationships and amounted to a code of 

etiquette borrowed from doctors, with the goal of acquiring standards of higher social 

class (Baer et al., 2001). Three specific problem areas were addressed in Hampton’s 

second textbook: manners, work habits, and sex. The rules were meant to “…transform 

the girlish chatterbox into a dignified and discreet nurse able to pick her way in a 

complex world of work where middle-class women were new and conspicuous” (p. 61). 

Adelaide Nutting, one of Hampton’s successors, wrote biographic memories stating of 

Hampton: 

     She also thought discipline essential, for if women were to win acceptance and 

status as nurses, to earn a good living, and as she dreamed, to play part in social 

reform, they must demonstrate their usefulness, and first of all convince their 

superior officers, the doctors. (p. 61) 

 

It is evident that in the training of nurses in America during the period of hospital 

reform in the late 1800s, discipline (code of behavior) also embodied discipline 

(workplace sanction) for perceived breaches in the expected standards of behavior among 

                                                           
1 Isabel Hampton married a doctor with the last name Robb. She changed her name to Isabel Robb 

and her published books were cited with her married name. 
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nurses. Standards for nurses were seemingly simple and clear. Elsie Mildred Lawler was 

the Superintendent of Nurses and Principal of the School of Nursing at Johns Hopkins in 

1915 (Baer et al., 2001). The nursing students were said to be in awe of Lawler, as a 

champion of shorter working hours, better working conditions, and more generalized 

training for nurses. “In addition as the Circular of Information warned, she could 

terminate the connection of a pupil with the school at any time in case of misconduct, 

disobedience, insubordination, inefficiency, or neglect of duty” (p. 91). Additionally, 

Florence Nightingale was said to have insisted on the separation of medical and nursing 

authority, declaring, “The organization of a training school is and must be military, 

…with absolute and unquestioning obedience and a chain of command leading to the 

head of the school” (p. 69). 

The origins of nursing practice, as previously informed, were rooted in the 

military, religious institutions, and nursing orders. Inherent were the core values of duty, 

benevolence, and justice in the delivery of patient-centered care (Sweet, 2012). The 

transition to health care as a business from a calling as it were, in the context of military 

and religious influences, has arguably aided the transition of the foundational motives 

surrounding patient-centered care (Sweet, 2012). The patient care practices bequeathed 

from Godly spirituality seemingly have been replaced with patient care practices that 

would best bolster acquisition of the almighty dollar (Dall, 2009; Sweet, 2012). The 

hierarchy so valued historically in nursing appeared to have a different agenda in the  

21st century.  

In addition, according to Benefiel (2011), the introduction of registered nurse 

licensure into the regulatory arena has become increasingly complex. In the United 
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States, nurse registration began as a state-by-state initiative to streamline the training and 

quality of individuals calling themselves “nurse.” It was an empowering movement as 

nursing was a calling for women at the time and women had not been given voting 

privileges. Thus, to have legislation propelled forward was exciting. The first bill passed 

for nurse registration occurred in North Carolina in 1903. Nurses after specified 

education and passage of a written and practical exam at an approved hospital were 

allowed to register with the specified state where training occurred (Benefiel, 2011). The 

“permissive license” entitled the recipient to use the title registered nurse. Those without 

a permissive license were not able to call themselves registered nurse as it was considered 

a misdemeanor in some states, but were able to provide nursing care (Benefiel, 2011).   

As informed by Benefiel (2011), in 1923 all states—48 at the time—had passed a 

version of nursing license registration. The multitude of variance among states in 

education requirements and practice standards encouraged mandatory licensure for 

registered nurses. Legislation was passed in 1938 but enacted in 1947, given the nurse 

needs during World War II. For the first time, nurses were defined as either a registered 

or a practical nurse, a specific scope of practice was outlined, and it became illegal to 

practice nursing without a license (Benefiel, 2011).  

Arguably, the hierarchical structure put in place historically to propel hospital 

reform and the nursing profession of the 19th century forward has had the opposite effect 

in the 21st century. It appears to have impeded health care reform and the nursing 

profession of the 21st century from progressing forward. The transition from benevolent 

patient care to reimbursed patient care has had its challenges (Holtbrügge, Baron, & 

Friedmann, 2015; Sweet, 2012). “Unethical behavior is a major challenge for 
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organizations, their stakeholders, and society” (Holtbrügge et al., 2015, p. 264). The 

power harnessed for greater good in the 1900s by regulatory and leadership nurses, 

during a time when women were considered less than, appears to have lost its former 

fervor rooted in nurse empowerment (Gillet, Colombat, Michinov, Pronost, & 

Fouquereau, 2013; Oakley, 1998; Singh, Sanzio, & Gialanella, 2016). 

Historical Evolution of Unjust Discipline 

Workplace sanction in the form of discipline has been described in the literature 

as the single most important event to accompany industrialization (Foucault & Sheridan, 

1975; Foucault et al., 2013). Further, Foucault (1975) postulated that discipline was a 

mechanism of “…power to control others…” (p. 129). “Discipline associated with 

workplace sanction objectified individuals, whereby power and knowledge were defined 

by a unitary structure and deviations from that structure were punished” (p. 24). 

Discipline took on a ceremonial quality whereby the social context of discipline involved 

a public spectacle. The public was therefore intricately involved to re-establish or 

maintain power and control among the people (Foucault & Sheridan, 1975). This also 

afforded a quality of alienation of those disciplined as they were objectified not only by a 

political structure but a social structure as well (Foucault et al., 2013). Foucault has 

argued that reform efforts of discipline were not associated with concern for the 

punished, but more of a concern for efficiency in asserting power and control (Foucault 

& Sheridan, 1975). Foucault has also asserted that discipline aimed to both deprive 

individuals of their freedom as well as reform individuals. Arguably, the failure of these 

aims may have been rooted in the reorientation process of a disciplined individual’s 
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newfound circumstances. Adaptation among a labeled group of cohorts, seemingly guilty 

of deviant behavior—politically, socially, and/or psychologically—afforded fulfillment 

of deviant expectations (Foucault & Sheridan, 1975). Hence, whether accusations from 

institutional structures were truthful or not, many of the disciplined ultimately committed 

a deviant infraction, which may have varied in scale. Thus, the innocent was converted to 

a guilty party by way of circumstance, not deliberate deviant actions. According to 

Foucault, it was in this way the institutional structures, for example, the prison system, 

structured and controlled crime. Discipline described simplistically by Foucault was a 

mechanism to control the association and processes of the body in a persistent way 

(Foucault & Sheridan, 1975). Michel Foucault assumed the Bentham Panopticon 

architectural figure as a symbol of the disciplinary societies planned in prisons, but 

applied in an extensive way in different institutions and social practices (de Almeida et 

al., 2017). The Bentham Panopticon was an institutional design and system of control 

whereby all prisoners were watched by one guard. It was not physically possible for one 

guard to watch all the prisoners, but the architectural structure did not allow the prisoners 

to know who was being watched at a given time. Accordingly, prisoners controlled their 

own behaviors because they did not know whether they were being watched or whether 

they were not being watched (Foucault & Sheridan, 1975). 

There has been growing validation that discipline in the health care arena was 

inconsistent, negative in its consequences, and too frequently blamed nurses for system 

deficiencies (Estes, 2013; Rudge, 2012; St. Pierre & Holmes, 2008; Tepper et al., 2006). 

Utilization of nurses as scapegoats was a tactic often observed during poorly managed 

organizational change (Cooke, 2007). The submissive and self-denying attitudes that 
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historically were encouraged within nursing served to assert discipline and power 

resources (de Almeida et al., 2017). In addition, the technical and social division of work 

in nursing resulted in conflict that was both horizontal and hierarchical between 

physicians and nurses, nurses and nurses, nurses and nursing assistants, nursing assistants 

and other ancillary staff, and so on, infusing a sociopolitical confluence (de Almeida et 

al., 2017; St. Pierre & Holmes, 2008). The emergence of disciplinary structures typically 

appeared from the onset of training for the profession of nursing. The manifestation 

accompanied expectations rooted in religious practices of self-control, subservience to a 

superior entity, and morality (de Almeida et al., 2017). The personal attributes of nurses 

were assigned in a feminine construct as submissive, voluntary workers who were viewed 

as angels in society. The attributes in a sociopolitical construct precluded the notion of 

militant demands, related to, for example, wage and other working conditions. The 

former also made nurses more amenable to the notion of discipline for judged infractions 

when sociopolitical expectations were not met (de Almeida et al., 2017). 

…the idea of subject, with a view to Foucauldian thinking, there are three modes 

of objectification that transform human beings into subjects: the first is the mode 

of investigation, which attempts to achieve the status of science. The second is the 

objectification of the subject in the divisive practices, and the third is the manner 

in which a human being becomes a subject. (p. 604) 

Accordingly, surveillance, coercion, and punishment were responses toward 

nurses deviating from the personal attributes imposed by sociopolitical forces outside of 

nursing which were sometimes labeled militant nurses (de Almeida et al., 2017). 



38 

 

 

 

Experiential Context 

A fulfilling nursing career of over 2 decades as a registered nurse had influenced 

many of my assumptions and biases. I have come to realize the introspective and 

reflective process for me had often prompted thoughts of “how can we do better.” As a 

novice nurse, the “we” was often limited to registered nurses. In my own evolution and 

maturity, the “we” had become much more expansive. I had considered my own 

situatedness in the world, personal and professional experiences, and indeed the 

experiences of others when I was not directly involved. It has been an exciting time as all 

of these elements have converged in my life, a phase I have called “awareness,” with the 

hope of an even more exciting prospect of becoming more aware each day.  

Over the course of my career, I have both witnessed and been a part of the 

workplace procedural discipline process. These experiences have often summoned the 

thought we can do better. That “we” has expanded from the beginning of my career, from 

just registered nurses to include much broader driving forces in our society. Many 

experiences enter my recollections from myriad roles I have occupied in my personal and 

professional life. Upon reflection, it is those that collide with the core values accumulated 

from my situatedness in the world that breathe in my consciousness.  

I can recall in my role as an associate vice president for nursing many years ago 

filtering through what I surmised was a personally motivated directive to discipline a 

nursing supervisor for exercising her right to vote. I have often wondered, of all of my 

experiences in the workplace discipline procedural process, why this one occurring over a 

decade ago remains so egregious in my mind. Perhaps it was because in my analysis, the 

nursing supervisor did absolutely nothing wrong. The proposed discipline, I perceived, 
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was unjust. She followed the directions given to all other staff, granting permission to 

vote across the street during their routine unpaid work break. Perhaps it was my 

knowledge of the history of women suffrage in the United States that collided with a core 

value within. Perhaps it was my situatedness in the world as a friend and family member 

of those in the naturalized U.S. citizen journey, and my knowledge that this supervisor 

had a naturalized citizen status—a journey I had observed to be marred with hurdles and 

struggles that could be perceived as inhumane at times. Perhaps it was the injustice in 

serviam (service) of the situation I perceived bequeathed from my Catholic school 

education. A culmination of all of the aforementioned or just the assessment that the 

rationale for the directive was not rooted in the science of leadership provided the 

answers I needed. The directive was something more personal and would have opened an 

entire organization to liability, I concluded. I did not follow the directive blindly, an act 

for which I was initially ridiculed, then thanked many months later. 

In my recollections is also the accountability I have felt to stay current in my 

clinical practice, partly because my professional opportunities in academia and 

administration presented themselves when I was barely a year out of nursing school. It 

has also been a mechanism to assure that within my teaching and leadership roles in 

health care, I had a tangible working knowledge about the many decisions I was being 

called upon to make. To that end, I had maintained a clinical nurse role at the hospital 

where I began my nursing career over 2 decades ago. While I had also been promoted 

several times and celebrated many achievements at this facility, it was the clinical nurse 

within me that felt a sentimentality toward the organization to remain at the bedside 

caring for patients a couple of weekend shifts per month. 
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The transition of a new nurse leadership team in my second decade of service to 

the organization brought into the facility a shift in core values that were perceived as less 

than positive by the nursing staff as a whole. The Magnet Status, achieved initially by a 

team I was a part of in 2002, was not renewed under the new nursing leadership, as it had 

been many times prior to the 2011 transition.2 It appeared that competent, capable nurses 

were being disciplined for issues that were unsupported by hospital policies, health care 

standards of practice, and indeed the state Board of Nursing (BON). It was a more 

personal agenda. I was targeted as well and, for the first time in my career, was subjected 

to workplace discipline. While I had contributed to writing many of the foundational 

policies for my clinical specialty, maternal child health, at the hospital and spearheaded 

many safeguards in place for the patient population during my administrative roles, I did 

my due diligence. I reviewed all policies and procedures in question: There were no 

significant changes from when I contributed to writing them. I resourced credentialing 

organizations in the care specialty and reviewed health care law. I also reported the entire 

matter to the state Board of Nursing without sanction or interruption in licensure. It 

became clear: The nursing administration’s motives were about something other than 

actual breaches during the patient care assignment in question, something more personal. 

The discipline was unjust, opening an entire organization to liability, ignoring the science 

of leadership. The administrators involved were ultimately fired just a few years into their 

new roles. The health care organization, however, for fear of liability refused to provide a 

letter at my request quashing the discipline from my personnel records. Given the 

                                                           
2 Magnet Certification is the hallmark of quality nursing care within health care organizations.  

The achievement is celebrated by approximately 7% of all health care organizations in the United States. 

Criteria for accreditation encompass enculturation of values, standards, vision, commitment, and pride in 

support of nursing staff: autonomy, education, evidence-based practices, and research (Pinkerton, 2016). 
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fraudulent and fabricated nature of the discipline among other egregious practices by the 

administration at the time, such as allegations of sexual harassment and patient billing 

fraud, my journey for judicial relief thereafter began. 

Summary 

The evolution of unjust discipline in nursing was grounded in the nursing 

profession’s attempt to establish an identity within the health care arena. It has also 

evolved from the recognition of employer abuses and employee rights in the 

industrialization of the workplace. The focus on employee health and well-being in the 

1990s required a focus on more subtle acts of aggression and disruption in the workplace, 

whereby government and regulatory bodies redefined workplace disruptive behaviors to 

include anxiety-producing acts of an emotional nature. 

An evolution of the literature related to the theoretical and historical evolution of 

the concepts of injustice and discipline in the workplace was important to provide a 

foundational understanding of this exploration. In addition, the experiential context 

related to the disciplinary procedural process in the workplace as a construct for the 

researcher has provided insight related to the initial interest and subsequent expansion in 

scope of this study. 
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Chapter III  

METHODOLOGY 

 

Selected Research Philosophy 

Phenomenology 

Qualitative research methods enable a researcher to study phenomena within 

cultural and social contexts. Further, qualitative research affords a researcher the ability 

to understand data, often referred to as vivid description or empirical materials in 

qualitative research, rooted in the social and cultural context in which people live (Myers, 

1997; van Manen, 2014). Phenomenology has influences from both psychology and 

philosophy (Polit & Beck, 2017). While phenomenology has been used copiously in 

nursing research as a methodology, it began as a philosophy (Dowling, 2007). The 

philosophical underpinnings of phenomenology were developed by Edmund Husserl and 

Martin Heidegger (Dowling, 2007; Johnson, 2000; Koch, 1995; Magrini, 2012; Polit & 

Beck, 2017; van Manen, 2014). While a range of schools of thought were associated with 

phenomenology, Husserl was considered the father of phenomenology (Gill & Michael, 

2014). As a mathematician, the cornerstone of his principles appeared to surround 

reduction and bracketing or epoché to control the “ego.” The former was knowledge or 

supposition about a thesis. Bracketing like the right-hand side of a mathematical equation 

was necessary, according to Husserl, to transcend or reach pure eidos, or essence of an 
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object. The reduction was linear until the ego prior to inquiry no longer existed. Critics 

such as Crotty (1996) and Paley (2002) appeared to disapprove of nurses utilizing a 

phenomenological method because of purported abandonment of scientific rigor. Rapport 

(2002), however, reminded us that phenomenology is not an empirical analytical science, 

but instead a human science whereby an object can be interpreted via a vehicle of 

phenomenon and associated relationships that are not mutually exclusive.   

Phenomenology has been propelled forward by many philosophers; however, the 

work of Edmund Husserl and Martin Heidegger remains the genesis as it relates to the 

development of phenomenological philosophy (Dowling, 2007; Holroyd-McManus, 

2007; Johnson, 2000; Magrini, 2012). In short, Husserl was identified as the founding 

father of phenomenology (Dowling, 2007; Gill & Michael, 2014; Magrini, 2012). He 

focused on a descriptive, reductive method that described the essence of experiences (Gill 

& Michael, 2014). Husserl’s phenomenological approach required epoché, also known as 

bracketing, which meant that in order to grasp the phenomenon, it had to be maintained 

outside of one’s knowledge about that phenomenon (van Manen, 1990b). A researcher in 

effect had to disconnect from assumptions and presuppositions of the consciousness  

(Gill & Michael, 2014). Husserl referred to this as transcending, leading to observation  

of purified phenomenon, free from everyday assumptions (Husserl et al., 2012). 

Phenomenological reduction led to further reduction to the essence of a phenomenon in 

transcendent phenomenology (Gill & Michael, 2014). 

Phenomenology has been identified as a philosophy and research method (Gill & 

Michael, 2014) as well as a practice (van Manen, 2014). In truth, none of the founding 

phenomenology philosophers—Husserl, Heidegger, Gadamer, Arendt, Levinas, Sarte, 
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Merleau-Ponty, Derrida—had developed research methods, but their philosophies were 

utilized to strengthen modern qualitative research (Dowling, 2007; Moran, 2000). A 

methodology is not a correct method to follow, but it is a creative approach to 

understanding and utilizing whatever approaches are responsive to particular questions 

and subject matter (Polkinghorne, 1983). A method focuses a researcher on exact 

knowledge, whereas methodology uses good judgment and responsible principles instead 

of rules to guide the research process (Madison, 1988). It was important to have 

knowledge about prevailing phenomenological underpinnings to access them as a 

research philosophy in conjunction with methodology or practices of phenomenology.  

Phenomenology in the west had traditionally focused on “being” versus 

phenomenology of the east which had foci on “ethics” (Kafle, 2011). The east and west 

phenomenological principles intersected with a value of “awareness” as the path to all 

forms of reality (Kafle, 2011). This study intended to employ phenomenology of the west 

to understand in awareness unjust discipline of registered nurses. Influences of eastern 

phenomenological underpinnings, however, were perhaps still gleaned, for example, in 

Heidegger’s work Being and Time (Heidegger, Schmidt, & Staumbaugh, 2010). 

Heidegger purportedly evolved the concept of Dasein or being from the work A Book of 

Tea by Okakura Kakuzo, from an eastern philosophical tradition, and a student Heidegger 

tutored. In A Book of Tea, das in-derWelt-sein, to be in the being in the world, was a 

concept. Kakuzo gifted his work to Heidegger in 1919. Being and Time was published in 

1927 (Gadamer, 2014). 
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Heidegger’s Philosophy 

In contrast to the tenets of existential or transcendental phenomenology, Martin 

Heidegger was a student of Husserl, but developed the foundation of interpretive or 

hermeneutic phenomenology (Gil & Michael, 2014; Holroyd-McManus, 2007; Johnson, 

2000). While both Husserl and Heidegger focused on the lived experience, Heidegger 

sought to understand the meaning of phenomenon by interpreting essential structures that 

were not separate from the world of human existence (Dowling, 2007; Heidegger et al., 

2010). Heidegger’s phenomenological philosophy focused on understanding the meaning 

of being in contrast to Husserl’s phenomenology philosophy, which focused on 

description (Dowling, 2007; Gill & Michael, 2014; Heidegger et al., 2010; van Manen, 

1990b). Heidegger introduced Dasein (being), whereby the self and the world belonged 

together in a single entity (Gill & Michael, 2014; Heiddeger et al., 2010; Johnson, 2000). 

In this sense, Heidegger expounded on phenomenological underpinnings to include a 

reciprocal quality in understanding phenomenon and introduced the hermeneutic circle 

conceptually (Koch, 1995). Hermeneutic (interpretive) phenomenology designs often 

employ the hermeneutic circle to achieve the best interpretation. The researcher in deep 

reflection interpreted and gained deeper understanding of the lived experience of unjust 

discipline. This process was in unison with pre-reflexive understanding and the 

understanding among this cohort of participants, considering the part related to the whole, 

thereby encompassing more than just a mere description of the phenomena (Gill & 

Michael, 2014; Polit & Beck, 2017; Smith et al., 2009). Accordingly, the researcher was 

an integral part of understanding an experience, keeping his or her own historical 

experiences present (van Manen, 1990b). Further, the disclosure of understanding 
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phenomena has occurred via meaningful texts which have included human beings, social 

institutions, recordings, transcripts of interview recordings, written reflections, and/or 

artistic expression of the phenomena (Gill & Michael, 2014; Jamshed, 2014). The origins 

of phenomenology included a foundational concept of intentionality. Professedly, 

intentionality has been described as a principle whereby every action of the mind has 

been connected to an object (Moran, 2000). 

Hermeneutic phenomenological philosophy as evolved by Heidegger and 

expanded upon by Hans-Georg Gadamer (Gadamer et al., 2013) was intended to be 

utilized to explore the lived experience of unjust discipline among registered nurses in the 

U.S. workplace. 

The historicality, or being of registered nurses in an unjust discipline process 

among participants, was intended to aid in the understanding of the lived experience of 

unjust discipline. In this context, hermeneutic phenomenology was intended to divulge or 

disclose truthful meaning and understanding of human existence, Dasein (being), that 

were described by abstract, pre-reflexive instances of the everyday unjust discipline of 

registered nurse experiential circumstances (Gadamer & Linge, 1976; Gadamer et al., 

2013; Heidegger et al., 2010; Kiefer, 2013; Magrini, 2012).  

Hans-Georg Gadamer expanded on Heidegger’s work advancing two core 

stances. The first was prejudgment, our preconceptions or prejudices that made 

understanding possible via linguistic experiences. This horizon of meaning as Gadamer 

conceptualized the former, in concert with how we understand, led to true understanding 

expanding our horizon of meaning. In other words, prejudgments by the researcher led to 

understanding in a reciprocal process of interpretation of one’s being in the world 
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(Gadamer et al., 2013). The second stance was universality, whereby those who 

expressed themselves in relation to those who understood had a connectedness of the 

consciousness, making understanding possible (Gadamer et al., 2013). Utilizing 

Gadamer’s hermeneutic philosophy in a research exploration engaged a dialogue 

whereby interpretation was part of every activity and the researcher considered social, 

cultural, and gender associations (Koch, 1995). “Therefore, the hermeneutic process 

became a dialogical methodology whereby the horizon of the interpreter and the 

phenomenon being studied were combined together” (Dowling, 2007, p. 134). 

Historicality and the hermeneutic circle have been viewed as reconsideration of 

phenomenological reduction, as proposed by Husserl, and not necessarily a rebuff 

(Dowling, 2007). In totality, phenomenology pertains to the study of phenomena, and a 

phenomenon is anything appearing in a person’s conscious experience (Moran, 2000). 

According to Grbich (2007), phenomenology is “an approach which attempts to 

understand the hidden meanings and the essence of an experience together with how 

participants’ make sense of these” (p. 84).  

Method 

van Manen’s Phenomenology of Practice 

For the purposes of this study, the Phenomenology of Practice is the method that 

was applied—the method van Manen often wrote about in great admiration of different 

phenomenologists. The pedagogical van Manen wrote to teach about variant schools of 

thought of phenomenology in many phenomenological traditions. van Manen the 

researcher engaged in hermeneutic phenomenology in the Heideggerian tradition of 



48 

 

 

 

interpretation to understand phenomenon. Dr. van Manen (1990b) rejected Husserl’s 

bracketing, explicating, “If we simply try to forget or ignore what we already “know,” we 

might find that the presupposition persistently creep back into our reflections” (p. 47). It 

was also held by van Manen (1990b) that “Composing linguistic transformations is not a 

mechanical procedure. Rather, it is a creative, hermeneutic process” (p. 96), a principle 

rooted in the Gadamerian tradition whereby every word is essential. van Manen outlined 

six research events. The identified six research events have encompassed the 

phenomenology of practice organization planned to guide this exploration (van Manen, 

1990b):  

1. turning to the nature of lived experience;  

2. investigating experience as we live it;  

3. reflecting on essential themes;  

4. the art of writing and re-writing;  

5. maintaining a strong and oriented relation to lived experience;  

6. balancing the research context by considering parts and whole (van Manen, 

1990b).  

Phenomenology of practice referred to research method or application that delved 

into professional practice matters as well as matters of everyday life (van Manen, 2014). 

In the van Manen phenomenological practice, all understanding was thoughtful to 

transform the vivid descriptions of participants to the meaning and understanding, in the 

context of this study, of the lived experience into textual expression (Gill & Michael, 

2014; van Manen, 2014). Thus, awareness and accounting for interpretive influences are 

essential. The focus is toward illuminating details of seemingly obvious aspects within an 
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experience that may be taken for granted in everyday life, with the goal of becoming 

aware of meaning and achieving a sense of understanding (van Manen, 2014, 2017b; 

Wilson & Hutchinson, 1991). van Manen’s phenomenological practice was a lived 

experience for researchers as they became used to themselves near the existence of 

phenomenon. Researchers learned to comprehend pre-reflective and overlooked essential 

understanding through the perspective of their constant presence of precursor meaning 

and prejudices (van Manen, 1990b).  

Max van Manen was born in the Netherlands and educated initially in public 

school that he has described as less than middle class without hope of further education. 

Dr. van Manen expanded on reflective thoughts of early childhood with a great 

admiration and respect for his teachers who he explained aided in the additional 

education he received, and ultimately his great respect for pedagogy (van Manen, 2016). 

Accordingly, van Manen’s inspirational influences in phenomenology practice were from 

academics that often held roles as clinicians and health practitioners. Among them were 

Martinus Langeveld, Jan Hendrik van den Berg, Frederik Buytendijk, Henricus Rümke, 

and Hans Linchoten (van Manen, 2014). The van Manen phenomenology practice, 

however, engaged pedagogy to convey thoughts about all influencers of the 

phenomenological method and their respective contributions, while engaging 

hermeneutic phenomenology in his research (van Manen, 2016). For example, van 

Manen identified a student of Edmund Husserl and Martin Heiddeger, Jan Patočka, with 

his influenced research practices that supported primal elements of phenomenology 

practice needed to “bring out the originary personal experience. The experience of the  
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way we lived situationally, the way we were personal beings in space” (Patočka, Kohák, 

& Dodd 1998, p. 97). 

Phenomenology practice therefore asserted that consciousness is not separate 

from the world, but a formation of historically lived experiences (Laverty, 2003; van 

Manen, 2014). Orientation, an individual’s facticity or background, included what a 

culture gives a person from birth and is handed down (facticity), presenting ways of 

understanding the world. One’s orientation or background provided for understanding 

one’s situatedness or circumstances in the world (Koch, 1995). Koch further offered that 

through this understanding, one determined what is real.   
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Chapter IV 

METHODS 

 

This chapter provides an overview of this phenomenological study’s method 

application. The participant sample, setting, protection of human subjects, and method 

are discussed. Interviews were planned to engage van Manen’s phenomenology of 

practice (Kvale, 1996; van Manen, 2014). Rigor and validity in the process of 

interpretation and analysis were planned to maintain awareness of the researcher’s 

assumptions and biases, for example, member checking (Creswell & Miller, 2000; 

Lincoln & Guba, 1985).  

Implementation of van Manen’s Phenomenological Research Method 

The method applied for the purposes of this study was Max van Manen’s 

phenomenology of practice. Phenomenological research is characterized by opening in 

the life world, which means the normal thoughts of everyday life (van Manen, 1997). 

Phenomenology of practice is a reflective inquiry of pre-reflexive experience that has the 

power to develop ethically sensitive understanding and morally proper actions (van 

Manen, 2007). Vivid description by participants combined with hermeneutic 

(interpretive) phenomenology essentials were articulated; therefore, “phenomenological 

text is descriptive in the sense that it names something and hermeneutic text is 
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interpretative in the sense that it mediates” (van Manen, 1997, p. 26). The method 

involved six research events that are numbered here for organization; however, the 

research events are dynamic in nature (van Manen, 1990b). The research events are as 

follows: 

1. turning to the nature of lived experience;  

2. investigating experience as we live it instead of how we conceptualize it;  

3. reflecting on essential themes which characterize phenomenon;  

4. the art of writing and re-writing on phenomenon;  

5. maintaining a strong and oriented relation to lived experience;  

6. balancing the research context by considering parts and the whole (van 

Manen, 1990b). 

The first research event, according to van Manen, is turning to the nature of lived 

experience by orienting, in other words, moving toward the lived experience. In the 

context of this study, pre-reflexively, the researcher along with the study participants 

initiated a thoughtful process of wonder about their situated life world. This sense of 

wonder may be about ordinary or extraordinary events. The wonderment of a 

phenomenon is motivated by commitment in an attempt to understand some aspect of the 

life world. Questions may arise anytime we have an encounter or experience that initiates 

wonder and reflection. The lived experience of unjust discipline among the registered 

nurse participants was an extraordinary experience. For the purposes of this study, unjust 

discipline in the context of registered nurses was the source of wonder and commitment.  

The second research event, according to van Manen (1990b), investigating 

experience as we live it instead of how we notice the idea of it occurs when we reflect on 
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a lived experience to gain deeper understanding about phenomenon. The mutual 

reflective process during vivid descriptive interviews with participants was a way to 

glean deeper understanding of unjust discipline. Interviews were conducted via telephone 

as mutually agreed-upon with the researcher. It was imperative that measures to preserve 

privacy and confidentiality were in place. Accordingly, codes were assigned to 

participants and utilized throughout the study instead of names. Interviews were 

conducted via telephone in a quiet private setting to increase feelings of safety and  

non-judgment. All identifying information was protected. 

The third research event, according to van Manen’s (1990b) phenomenology of 

practice, was reflecting on essential themes. In the reflective process of phenomenon, we 

attempt to understand what makes, for example, in the context of this study, the unjust 

discipline special or significant. The understanding is not as superficial as an appearance 

but more deeply essence. The intent of this study was to approach more closely the 

essence of unjust discipline among registered nurses.  

The fourth research event, according to van Manen (1990b), is the art of writing 

and re-writing in a symbiosis of thoughtfulness and language. The function of language 

and thoughtfulness to a phenomenon such as unjust discipline was for the phenomenon in 

reflection to show the meaning of unjust discipline—being unjust discipline—in a 

manner which is not unjust discipline. These hidden meanings or understandings are 

essential to the phenomenon of unjust discipline as unjust discipline could not be in the 

world without them. The use of detailed language and vivid descriptions from 

participants’ evolved texts created by the researcher in the form of transcripts and other 

research data that were interpreted into themes elucidating unjust discipline. 
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The fifth research event, according to van Manen (1990b), is maintaining a strong 

and oriented relation to lived experience. The connectedness to the phenomenon of unjust 

discipline was afforded by researcher and participants staying committed to exploring the 

phenomenon in full animation. Member checking to validate interpretation and analysis 

encouraged commitment from participants beyond the initial interview.   

The sixth research event, according to van Manen (1990b), is balancing the 

research context by considering parts and whole. The participants had individual lived 

experiences of unjust discipline that were reflected on to understand the totality of their 

experiences as a nurse cohort. Interpretive data analysis considered the descriptions 

provided by participants that were transformed into whole texts of the lived experience of 

unjust discipline. The words of texts as parts, in turn, constructed whole sentences also as 

parts of the whole texts. The totality of implications of unjust discipline in the health care 

arena also considers part and whole. 

Recruitment Procedures 

Recruitment of participants was planned on a voluntary basis utilizing the 

snowball technique, in addition to other variant techniques such as purposive samplings, 

networking, direct hospital advertisement, social media campaigns, and collective 

bargaining unit advertisement that were planned. Snowball sampling has been used by 

researchers when a participant population is difficult for an outsider to assert themselves 

into a hidden population (Heckathorn, 2011). The shroud of secrecy that typically 

surrounds the workplace discipline process was anticipated to be met with participant 

recruitment challenges. Snowball sampling utilization was planned to align participant 
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recruitment among hidden population challenges, as outlined by Heckathorn (2011). 

However, it was also planned that study recruitment efforts would benefit from other 

variant techniques. Accordingly, researcher study business cards (Appendix E) were 

planned for utilization in networking, direct hospital advertisement, social media 

campaigns, and collective bargaining unit advertisements. Study advertisement flyers 

(Appendix D) and business cards were planned for distribution at a bargaining unit 

conference in New York. Advertisement of the study’s business card and flyer was also 

planned on organized nurse group websites that had justice in health care as an 

underlying agenda. In addition, study flyers were planned for posting on blog threads that 

appeared to have justice for nurses as an underlying agenda.  

Participant Selection 

Planned selection of participants included sampling from volunteers utilizing  

the snowball technique (Heckathorn, 2011) as well as purposive sampling, networking, 

social media campaigns, hospital advertisement, and collective bargaining unit (CBU) 

advertisement. It was also planned that individuals with expressed interest in study 

participation had an inclusion criteria form (Appendix A) completed by the researcher to 

assure four qualifying inclusion criteria were met. The planned inclusion criteria were 

comprised of (a) being a registered nurse, (b) with an active registered nurse license, and 

(c) participation in the workplace discipline process (d) as a recipient of unjust work 

place discipline. Responses to the inclusion criteria form were planned to be member 

checked with participants prior to their scheduled interview. It was also planned that 

quick web links to the research study welcome packet was available for ease of access. 

The welcome packet planned, comprised of research study details (Appendix B, pp. 1-3), 
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demographic questionnaire (Appendix C), and consents (Appendix B, pp. 4-5). A 

confidential email with embedded quick web links was planned for anticipated 

participants once research inclusion criteria were met. The researcher planned to be 

accessible to participants and associated questions ongoing prior to and after interviews 

were conducted as prompted by participants. It was planned that informed consent was 

procured prior to data collection.  

Population Characteristics 

The study participant population characteristics planned included registered 

nurses with an active RN license who had experienced an unjust workplace discipline 

process as a recipient in the health care workplace. A review of inclusion criteria was 

planned via telephone or via email with nurses who expressed interest in the study. This 

plan was intended to allow the researcher to affirm that those participants met study 

criteria as registered nurses with an active license that had a lived experience of unjust 

discipline in the workplace as a recipient. It was planned that participants submit 

demographic descriptive responses that were verified via member check of an auto-

populated email back to the participants containing the participants’ submitted responses. 

Questions were planned for ongoing as prompted by participants related to study details. 

Consents were planned for procurement prior to data collection via email or telephone. It 

was anticipated that participants who did not meet study criteria be thanked for their 

interest via email or telephone. 
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Size of Sample 

The sample size planned was between 8 and 15 participants. It was also planned 

that themes from one participant to the next be identified until patterns of repetition were 

noted. As well, it was planned that for identifiable emergence of themes prior to 

exhausting recruited participants, data collection was continued to saturate themes and 

provide further validity to repeated themes, enhancing data collection rigor.  

Setting 

The anticipated setting was planned in a quiet room, with a location determined at 

Teachers College to maximize privacy, such as a classroom or conference room. It was 

planned that the researcher request specifically assigned rooms at Teachers College to 

conduct face-to-face interviews on a date and at a time that was planned as convenient for 

participants. The plan also provided for a contingency where when face-to-face 

interviews were not possible related to participant convenience, telephone or video 

conferencing interviews were planned to be conducted. It was planned that telephone 

interviews be audio recorded after consent was obtained. Video-conferencing interviews 

were planned to be video recorded if the participant agreed or audio recorded if video 

recording was not consented. It was planned that consenting procedures remained 

consistent for all participants.  

Protection of Human Subjects 

To maintain protection of the human subject participants, it was planned that 

approval be obtained from the Institutional Review Board (IRB) of Teachers College, 

Columbia University for the study. The researcher planned completion of the 
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Collaborative Institutional Training Initiative (CITI) for Protection of Human Subjects 

modules and the Responsible Conduct of Research for Social and Behavioral Research 

(RCR) modules (CITI Program) prior to implementing the study protocol. The planned 

participant recruitment techniques required no other specific institution IRB approval. 

The study’s plan anticipated greater than minimal risks associated with this 

inquiry such as any emotions—for example, embarrassment and distress—that may have 

been caused by reflecting on past unjust workplace discipline experiences. In addition, 

the study’s plan anticipated audio and video recording that posed a greater than minimal 

risk that may have included the ability to identify the participants’ images or unique voice 

features. Video recording utilization to conduct communication analysis during 

interviews of health care providers about real-life situations was planned to provide 

important insights into practice issues. Video-based research has been useful in 

qualitative research studies to focus on qualitative interpretive analysis—for example, the 

content and understanding of individual communication. Researchers using verbal and 

nonverbal communication analysis have gleaned significant knowledge about health care 

communication-enabling effective training and interventions in the health care arena 

(Parry, Pino, Faull, & Feathers, 2016).  

It was planned that recordings were maintained with safeguards to protect 

participant identity, including the use of an alphanumeric code and not the participants’ 

names for identification. The recordings were also planned to be maintained if in hard 

copy within a locked box in a locked filing cabinet at the researcher’s home office. The 

planned safeguard for any digital format of these recordings was password protection. 
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The plan was to delete original recordings after analysis, transcription, and member check 

were complete.  

Full disclosure was planned as a provision to each registered nurse participant 

prior to the start of the data collection. A copy of the consent form was planned to be 

provided via email and reviewed for questions and understanding prior to each interview. 

This review was planned to include the purpose of the study, procedure of the study, risks 

and benefits, and confidentiality questions. It was planned that participants be provided 

information about resources available through the National Alliance on Mental Illness 

(NAMI) in the event of unanticipated stressors that may have emerged during or after 

interviews. The organization provided an organized platform of affiliates across the 

United States and U.S. regions for both emergent and ongoing mental health needs.  

The study plan emphasized that participation in the study was voluntary, no 

financial or proprietary gain accompanied participation, and withdrawal from the study 

was permissible at any time. It was planned that RN participants be informed that 

interviews were to be audio or videotaped, with the possibility of alphanumeric-coded 

files being sent via email to a certified transcription center to be transcribed or input into 

thematic extrapolation software. American Express (AMEX) gift cards were planned for 

all participants of the study to a maximum value of $25.00 per participant, by a preferred 

method of receipt identified by the participants, for inconveniences associated with 

transportation, parking, and meals on the participant’s interview day.  
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Data Collection 

It was planned that interviews be conducted utilizing van Manen’s 

phenomenology practice, while interpretive phenomenology analysis supported data 

management, and interpretive validation was augmented with member checking. The 

planned participants had a lived experience of being registered nurses with an active 

license and were unjustly disciplined in a health care workplace as a recipient. After the 

planned participant inclusion criteria were met, the date and time of interviews were 

mutually agreed-upon between the researcher and participants via e-mail or telephone. 

The researcher confirmed interview appointments prior to the agreed-upon interview date 

and time. Demographic description was collected prior to the scheduled interviews via a 

web link to the form. Demographics such as the participants’ number of years as a 

registered nurse, education level, number of years in practice prior to being unjustly 

disciplined, age, identified ethnicity, gender, and union membership status during the 

disciplinary process were planned for collection. In addition, brief narratives about the 

lived experience of unjust discipline were intended for interpretation. Each interview was 

recorded with a digital audio recorder.  

It was planned that the term unjust discipline be used interchangeably with 

workplace discipline or discipline during the interviews in an attempt to provide neutral 

terms that did not influence participant responses and preserve their own descriptors of 

the experience. There was a planned sampling of a schematic of questions to initiate 

participant reflection. 
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Confidentiality and Data Storage 

Confidentiality and the privacy protection maintenance of all research 

participants’ data collected during the study were planned. The collected data were stored 

in a locked box within a locked file cabinet in the researcher’s home office if in hard 

copy and within a locked, password-protected computer file if in digital format. The data 

included study materials such as informed consents, demographic information, audio 

recordings, interview transcripts, and researcher notes. 

Participants were to be assigned an alphanumeric code after they completed their 

informed consent. The alphanumeric code was to be used for each participant, for 

example, during the interview process and to place on data unique to the participant 

including consent, interviews, notes, and transcripts. A master file containing the real 

name and assigned alphanumeric code for participants was to be maintained in a separate 

document password-protected computer file within the password-protected computer. 

This planned procedure was employed to preserve privacy and confidentiality. Participant 

information was to be shredded and destroyed after 5 years. 

Data Analysis 

The van Manen phenomenological practice supported by hermeneutic 

phenomenology as a mode of disclosure and the hermeneutic circle for data management 

was planned to illuminate the fundamental question, “What is the lived experience of 

unjust discipline?” This was planned to be a deeper inquiry beyond the simple description 

of “What was your experience of unjust discipline like?” “The essence of the question is 

the opening up and keeping open, of possibilities…” (Gadamer & Linge, 1976, p. 266). 
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Phenomenological research was a lived experience for researchers as they became 

used to themselves near the existence of phenomenon. They learned to understand pre-

reflective and overlooked essential understanding through the perspective of their 

constant precursor understandings and prejudices (van Manen, 1990b). “The purpose  

of phenomenological reflection is to try to grasp the essential meaning of something”  

(van Manen, 1990b, p.77). “Hermeneutic (interpretive) phenomenology…is concerned 

with interpretation of the structures of experience and with how things are understood by 

people who live through these experiences and by those who study them” (Wojnar & 

Swanson, 2007, p. 173). The researcher is a registered nurse, with experiences 

comparable to the intended participants, who had experiential in-the-workplace discipline 

process. The test of phenomenology is to describe what is known to us in direct 

experience without being “…obstructed by pre-conceptions and theoretical notions”  

(van Manen, 1990b, p. 27). The historical context, as well as appearances of the 

workplace discipline process in the researcher’s experiences, has intended to enrich the 

study without impeding the shared meaning and understanding of lived experience in the 

unjust workplace discipline process among this cohort of nurses. There is a distinction 

between the elements of the experience and what silently grounds the elements of the 

experience, in other words, a distinction between appearance and essence (van Manen, 

1990b). Both the appearance and meaning of the lived experience of unjust discipline 

among registered nurse participants had the intention of interpretation into a textual 

expression of meaning, in reflective practice enhanced by intuition. The plan during data 

analysis was to engage the six research events outlined by van Manen.  
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The lived experience of unjust discipline was to be divulged via participant cohort 

interviews. The data were to be analyzed for essential themes that captured understanding 

of the unjust discipline experience in a phenomenological nod (van Manen, 1990b). The 

research events identified in the van Manen phenomenology practice were to be partnered 

in the data analysis and interpretive process using the hermeneutic circle. Member 

checking (Lincoln & Guba, 1985) was planned to enhance validity and rigor. Clarifying 

vivid description with participants and journaling by the researcher was planned to 

maintain present assumptions and biases that minimized pre-reflexive hindrance in 

acquiring new knowledge during the processes of data collection, analysis, and 

interpretation.  

The Hermeneutic Circle 

 

Figure 1. The hermeneutic circle 
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This illustration of the hermeneutic circle (Figure 1) in the context of this 

exploration was planned to begin with an abstract understanding of unjust discipline in 

the world. Hermeneutic phenomenology was the planned encompassing approach to 

disclosure of true understanding (Magrini, 2012). Through a participant’s historicality or 

being, historicity or actual history, and situatedness or life circumstances in the world, the 

abstract understanding of the lived experience of unjust discipline was intended to enter a 

process of deeper reflection between the researcher and participants (Gadamer & Linge, 

1976; Smith et al., 2009). It was anticipated that the interview process would provide 

vivid and robust description for further analysis and interpretation toward the primal 

understanding of unjust discipline (van Manen, 1990b, 2017b). The grounding concern of 

the hermeneutic circle was the dynamic relationship between the part and the whole on 

variant levels (Smith et al., 2009). The dynamic relationship between the researcher and 

participants, as part in relation to a whole, was anticipated to be important for the 

progression and potential disclosure of ultimate truths during the study. It was also 

anticipated that the dynamic relationship between the lived unjust discipline experiences 

participants described and the researcher texts created from those descriptions was 

important to glean a pure and truthful understanding of unjust discipline.  

Summary 

The intention of exploring the lived experience of unjust discipline among 

registered nurses was influenced by researcher curiosity, concern, disbelief, and in some 

instances, outrage—thus, a “turn to the nature of lived experience,” as outlined in  
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van Manen’s (1990b, p. 27) first research event in phenomenology practice organization 

of the exploration, began.   

The lived experience of professional registered nurses related to unjust discipline 

in the U.S. workplace was to be reflected upon. The planned data collection such as 

verbal, written, and visual texts were to be analyzed and interpreted for meaning and 

understanding truths about unjust discipline.  

Unjust discipline was the planned phenomenon of focus, whereby emerged 

themes were to be interpreted. Essential themes were to provide a pure manifestation of 

what unjust discipline meant to these registered nurses who have lived the experience in 

the U.S. workplace and some understanding of the lived unjust discipline experience.   
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Chapter V  

STUDY FINDINGS 

 

Hermeneutic Phenomenology 

The plan for data collection and analysis was implemented. The truths related to 

the meaning and understanding of the phenomenon of unjust discipline among this cohort 

of registered nurses have been divulged, approaching more closely toward essence 

understanding of unjust discipline. The true eidos, or essence of unjust discipline among 

registered nurses, would require additional multiple realities and interpretation from vivid 

description transformed in meaningful texts for essential thematic convergence. 

The phenomenological underpinnings of understanding the phenomena of 

interest, unjust discipline, have been gleaned via detailed description of registered nurses’ 

lived experiences in the unjust workplace discipline process. The synergy of attempting 

to understanding human science phenomena with hermeneutic phenomenology has 

provided the rationale for this study’s utilized approaches of phenomenology in research 

of phenomena manifested in nursing. In the hermeneutic circle, the dynamic relationship 

between the researcher, as part in relation to the participants as a whole, was important to 

evolve trust among them; this was important for understanding and approaching the 

ultimate truths disclosed during the study. In addition, the dynamic relationship between 

the described lived unjust discipline experiences among the participants’ and the 

researcher’s texts that evolved from those descriptions were important to glean a pure and 

truthful understanding of unjust discipline. 
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Actual Recruitment 

The shroud of secrecy that typically surrounded the workplace discipline process 

proved to provide challenges in the participant recruitment process. Selection of 

participants included sampling from volunteers utilizing the snowball technique as well 

as purposive sampling, networking, social media campaigns, hospital advertisement, and 

collective bargaining unit (CBU) advertisement. Accordingly, the researcher’s study 

business cards (Appendix E) were utilized in networking, direct hospital advertisement, 

social media campaigns, and collective bargaining unit advertisements. Study 

advertisement flyers (Appendix D) and business cards were distributed on hospital union 

boards at six tri-state hospitals via union representatives and at a bargaining unit 

conference in New York. The study business card and flyer were also advertised on 

organized nurse group websites that had justice in health care as an underlying agenda. In 

addition, study flyers were posted on blog threads that appeared to have justice for nurses 

as an underlying agenda. The website and blog postings required approval in some 

instances from the internet nurse group administrator. 

Actual Participant Selection 

Individuals with expressed interest in study participation had an inclusion criteria 

form (Appendix A) completed by the researcher to assure four qualifying inclusion 

criteria were met. The planned inclusion criteria comprised of (a) being a registered 

nurse, (b) with an active registered nurse license and (c) participation in the workplace 

discipline process (d) as a recipient of unjust work place discipline. The inclusion 

criterion was expanded, with IRB approval, from active registered nurse license 

volunteers to registered nurse volunteers with an active registered nurse license in the 
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past 10 years. This expanded criterion provided an opportunity for participation among 

interested volunteers who had a Board of Nursing license suspension or revocation 

encumbered with legal action. A review of inclusion criteria was conducted via telephone 

or via email with nurses who expressed interest in the study. This allowed the researcher 

to affirm those participants met study criteria as registered nurses, licensed in the past 10 

years, who had a lived experience of unjust discipline in the workplace as a recipient.  

Actual Population Characteristics 

The participants had a lived experience of being a registered nurse unjustly 

disciplined. Interest seemed to peak the first days of advertising the study on social media 

with 15 volunteers interested on day one. Of those, one volunteer ultimately committed to 

be a participant. The snowball sample began with a participant who was very cautious 

initially. The participant sent written correspondence with a signed consent to the 

researcher’s department at Teachers College to validate the research study was legitimate. 

Thereafter, the participant was more open and trust evolved with the researcher. This 

participant asked permission to disseminate the researcher’s contact information to other 

potential volunteers who might be interested in becoming a research participant in the 

study. The subsequent participants had at least one potential volunteer in mind they were 

comfortable referring to the study. Recruitment challenges included trepidation about 

revisiting the unjust discipline process that appeared to mar potential participants with 

permanent life-altering conditions. These conditions ranged from significant financial 

losses during a legal process to the inability to obtain employment after disclosure of the 

details associated with the unjust discipline experience. There were approximately 50 

inquiries of interest to participate in the study. Ultimately, 11 participants committed to 
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the study after meeting inclusion criteria. One participant chose to drop out of the study 

fearing future employment prospects. The study sample size was ultimately comprised of 

six female and four male committed participants, for a total of 10 participants.  

Actual Setting 

The interview setting in all instances was in the researcher’s home office via 

telephone as face-to-face interviews were not possible with all participants residing in 

other states. The participants who consented to video-conferencing did not have the 

technical resources at their interview locale to conduct a video interview or changed their 

mind to maintain image recognition anonymity. A quiet, private interview session 

ranging from 30 minutes to 1 hour as determined by the participant and their responses 

was conducted. All participants consented to audio recording of their interviews prior to 

their interview session. 

Actual Protection of Human Subjects 

To maintain protection of the human subject participants, approval was obtained 

from the Institutional Review Board (IRB) of Teachers College, Columbia University for 

the study. The researcher completed the Collaborative Institutional Training Initiative 

(CITI) for Protection of Human Subjects modules and the Responsible Conduct of 

Research for Social and Behavioral Research (RCR) modules (CITI Program) prior to  

implementing the study protocol. Given the planned participant recruitment techniques, 

no other specific institution IRB approval requirement was requisite. 

There were greater than minimal risks associated with this study that ranged from 

the recollection of emotions such as humiliation to homicidal ideation when reflecting on 
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past unjust discipline experiences. The latter was filtered through the Teachers College 

IRB for further guidance beyond what was executed by the researcher during the 

interview. Ultimately, the full member IRB board collaborative with the researcher 

yielded no interruption of the study protocol and recommendations from the researcher 

were accepted by the IRB. Specifically, the recommendations were for future study 

participant mental health support in protocols similar to this study, in particular when 

conducted by non-health care professionals.   

The audio recording of participant interviews also posed a greater than minimal 

risk associated with this study, given the possibility to identify the participants’ unique 

voice features. Video recording utilization was an approved component of the IRB 

protocol; however, it was not used in this study. Albeit limited during this study given the 

former, some rudimentary communication analysis during interviews was conducted 

during audio recording analysis. The benefit of such an analysis of health care providers 

about real-life situations can provide important insights into practice issues, such as the 

discipline procedural process. In addition, the rudimentary communication analysis was 

useful in this qualitative research study to focus on qualitative interpretive analysis—for 

example, context, content, and understanding of individual communication.  

The interview recordings were maintained with safeguards to protect participant 

identity, including the use of an alphanumeric code, not the participant’s name for 

identification. The audio recordings were maintained in a digital format and were 

password-protected. The original recordings were deleted after transcription, analysis, 

and member check were complete. 
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Full disclosure was provided to each participant prior to the start of the data 

collection. A copy of the study consent form was reviewed for questions and 

understanding prior to each interview. This review included the purpose of the study, 

procedure of the study, risks and benefits, and confidentiality questions. Participants were 

also provided information about resources available through the National Alliance on 

Mental Illness (NAMI) in the event of unanticipated stressors that emerged during or 

after interviews. The organization provided an organized platform of affiliates across the 

United States and U.S. regions for both emergent and ongoing mental health needs.  

It was emphasized that participation in the study was voluntary, and no financial 

or proprietary gain accompanied participation. It was also emphasized that withdrawal 

from the study was permissible at any time. One participant utilized the withdrawal 

option. The participants were informed that the interview would be audio or videotaped 

depending on their consent, with the possibility of alphanumeric-coded electronic files 

being sent via email to a certified transcription center to be transcribed. A confidentiality 

agreement (Appendix F) was obtained from the transcription service for the transcripts 

they transcribed. VISA gift cards were offered to all participants of the study in the value 

of $25.00 per participant instead of the planned AMEX gift cards. This enabled the 

option of having the gift cards delivered electronically, maintaining participant residence 

addresses confidential. The VISA cards were for inconveniences associated with utilized 

cellular minutes, transportation, parking, and/or meals on the participant’s interview day. 

Actual Data Collection 

The participants received study material welcome packet links via confidential  

e-mail requesting consents and demographic description. A web link for the inclusion 
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criteria was also ultimately provided at the request of a prospective participant to aid in 

the dissemination of the study’s details and snowball technique recruitment. The 

participants submitted demographic text responses that were verified via member check 

with an auto-populated email containing the participants’ submitted responses. Questions 

were addressed ongoing as prompted by participants related to study details. Consents 

were collected prior to data collection via email or telephone. Participants who did not 

meet study criteria were thanked for their interest via email or telephone. 

Alphanumeric codes were assigned to participants who met inclusion criteria. 

Interviews were conducted with participants via telephone. The term unjust discipline 

was used interchangeably with workplace discipline or discipline during the interviews in 

an attempt to provide neutral terms that did not influence participant responses and 

preserved their own descriptors of the experience. The planned sampling of interview 

questions was abandoned for open-ended questioning. The latter approach encouraged 

robust answers full of pre-reflexive knowledge, feeling, and understanding about the 

participants’ lived experience of unjust discipline. Researcher journal entries were 

documented immediately after each interview to expose reflected thoughts and feelings 

associated with the interviews. Audio recordings of participants’ interviews were 

transcribed into transcripts initially by the researcher and the remaining by a transcription 

service. A confidentially agreement was procured from the transcription service 

(Appendix F).  

Actual Confidentiality and Data Storage 

Confidentiality and the privacy protection of research participants were 

maintained with all data collected during the study. The collected data were stored in a 
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locked box within a locked file cabinet in the researcher’s home office if in hard copy and 

within a locked, password-protected computer file if in digital format. The data included 

study materials such as informed consents, demographic information, audio recordings, 

interview transcripts, and researcher notes. 

Participants were assigned an alphanumeric code after they completed their 

informed consent. The alphanumeric code was used for each participant, for example, 

during the interview process, transmitted emails, and to place on data unique to the 

participant including consents, interviews, notes, and transcripts. A master file containing 

the real name and assigned alphanumeric code for participants was maintained in a 

separate document password-protected computer file within the password-protected 

computer. This procedure was employed to preserve privacy and confidentiality. 

Identifiable participant information related to the study will be shredded and destroyed 

after 5 years. 

Actual Data Analysis 

The demographic data form afforded an overview of brief narratives from the 

participants prior to scheduled interviews. Transcripts were interpreted from participant 

interviews by typing words and utterances from the audio recordings of the participants’ 

interviews. This whole text review provided opportunities for ongoing reflection and 

sententious statement formulation. The researcher completed this process for the initial 

five interviews. Member checking was used throughout the study to validate 

interpretation. Transcripts were sent to participants to validate descriptions. It appeared to 

the researcher that meaning unit patterns began to emerge across participant interviews 

during concurrent researcher transcription and reflection of audio-recorded interviews. 
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Lists of meaning unit patterns from the transcripts of the participant interview audio 

recordings were compiled, while simultaneously listening again to participant interviews 

and reading the associated transcribed transcripts. Once the researcher was confident that 

there was familiarity with the data and emerging themes, the remaining transcripts were 

transcribed by a CITI-certified transcriptionist after signage of a confidentiality 

agreement.  

The concurrent line-by-line review of transcripts while listening to interview 

audio recordings continued as transcripts were received from the transcriptionist. 

Sentences were highlighted within the transcripts using a grey background shadow where 

sentences gave rise to meaning unit patterns to add to, delete from, or maintain on the 

preliminary meaning unit list. Second lists of more reflective meaning units were 

numbered. The transcripts were reviewed for a third time, coding them by assigning 

superscript numbers to sentences where meaning units appeared, once again adding to, 

deleting from, or validating the second list of reflective meaning units noting patterns 

among participants.  

The coded transcripts were then read for a fourth time while the respective 

interview audio recording was playing to listen for communication context, content, and 

understanding, while taking notes in a reflective process for patterns. A total of 47 

meaning unit patterns were identified during the preliminary stages of analysis from the 

participants’ descriptions of the lived experience of unjust discipline. An illustration of 

the meaning unit identification process is presented in Figures 2 and 3 below. 
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1 It was four pages long, and at first, they sent me one page, then they sent me two pages after I asked for more  

2 information. Then they sent me the third page, and they kept withholding this fourth page. But I was able to see.  

Figure 2. Line-by-line transcript review with grey shadowing 

1 It was four pages4 long, and at first, they sent me one page43, then they sent me two pages46 after I asked for more  

2 information.17 Then they sent me the third page, 46 and they kept withholding this fourth page.1 But I was able to see. 

Figure 3. Numbered meaning units within transcript 

Participants’ Demographic Information 

The demographic information of participants gleaned from the demographic form 

during participant intake has been included in Table 2. The participant cohort consisted of 

six female registered nurses and four male registered nurses. The participants had a 

collective 318 years of registered nurse experience in specialty areas of the medical-

surgical, sub-acute, post-acute, psychiatric, perioperative, emergency room, operating 

room, and independent patient care practice settings. Individually, participant professional 

registered nurse experience ranged from 14 to 45 years. Overwhelmingly, the participants 

were experienced registered nurses of decades with a nugatory discipline history prior to 

their unjust discipline experience. None of the participants reported having union 

representation during the workplace discipline process. Six participants reported 

workplace discipline escalating to a Board of Nursing complaint with significant sanctions 

and legal expenditures. The participants’ ages ranged between 44 to 70 years. Reported 

ethnicity was eight Caucasian, one African American, and one Hispanic registered nurse. 

Education levels of the participants were: one diploma registered nurse, three associate 

degree registered nurses, three bachelor degree registered nurses, two master degree 

registered nurses, and one doctorate degree registered nurse. These demographics 
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provided a reflexive perspective that the participant sample was a good schematic of the 

nursing workforce, considering available nurse workforce survey statistics.  

Superficial patterns noted in the collected demographic information of the 

participants were the evident longevity of professional registered nurse experience shared 

among the participants. In addition, considering the diversity of an intergenerational 

registered nurse workforce, the participants were from the Baby Boomer and Gen X 

generations (Armmer, 2017; Wieck, Dols, & Landrum, 2010). The significance of these 

demographic patterns was beyond the scope of this study, but were noted for 

consideration in any future study related to the unjust discipline of registered nurses 

(Armmer, 2017; Townsend, 2016; Wieck et al., 2010). 

Table 2 

Participants’ Demographic Data 

Participant 

Years 

as an 

RN 

Years as an 

RN prior 

unjust 

discipline 

Union 

Membership 

Education 

Level 

Age Gender Ethnicity 

MA647 25 19 No Associate 

Degree  

64 F Caucasian 

BP747 40 32 No Diploma  70 M Caucasian 

SC847 41 34 No Associate 

Degree  

64 F Hispanic 

HT447 45 38 No Master 

Degree  

65 F Caucasian 

RD547 20 11 No Master 

Degree  

57 M Caucasian 

MW247 31 13 No Bachelor 

Degree  

60 M African 

American 

KJ147 37 24 No Bachelor 

Degree  

62 M Caucasian 

BM347 40 35 No Associate 

Degree  

66 F Caucasian 

MT457 14 7 No Doctorate 

Degree  

46 F Caucasian 

NS947 25 20 No Bachelor 

Degree 
44 F Caucasian 
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Participants’ Historicity and Relatedness 

The realities of the cohort of study participants have been socially constructed 

(Berger & Luckman, 1967; Burr, 2015) by their own historicity or factual history and 

relatedness in the world (Burr, 2015). In the context of this study, the culture of the 

participants is rooted in the culture of nursing. The understanding of unjust discipline has 

been derived from the participants in the context of their historicity and relatedness to the 

phenomenon. Accordingly, the demographic description and background of the 

participants were important to understand the context from which the understanding of 

unjust discipline was derived (van Manen, 1990b). Each final study participant had a high 

level of commitment to the study phenomenon, with expressed gratitude for the research 

of focus. While the participant interviews began with a planned schematic of questions, 

ultimately an open-ended questioning approach maintained the interest of the 

participants.  

It was evident almost immediately among all participants during their preliminary 

recollections of their lived experience of unjust discipline that a raw element of the lived 

experience was oriented and given living meaning reflexively (van Manen, 2017b).  

Each participant articulated their story about unjust discipline as they experienced it. 

Participants experienced “deception” from employers to validate the unjust discipline 

levied against them early in the unjust discipline process. Meaning unit patterns did 

emerge for the phenomenon of unjust discipline and during thematic analysis related to 

this early reflection of deception. The themes were concealment and corruption. The 

essential theme for these themes emerged to be “misrepresentation of material facts.” The 

early pattern is illustrated in Table 3 below via participant quotes from the participant 
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data collection process. The incongruence between the participants and their respective 

employers related to the root cause of the discipline was striking, as illustrated in Table 3. 

The reported information during participant interviews related to an employer’s stated 

reason for workplace discipline levied was vastly different in all cases than what the 

participants identified as the reason for the workplace discipline. An in-depth thematic 

analysis of other divulged themes and essential themes related to the phenomenon of 

unjust discipline is expanded upon later in the chapter. 

Table 3 

Incongruent Perceptions of Discipline 

Participants’ Reported 

Employer Reason for Being 

Disciplined 

Participants’ Reflected Reason for Actually Being 

Disciplined 

Alleged: filed false protection 

order  

“Retaliation by the hospital.” 

Alleged: unprofessional 

conduct   

“They wanted the problem with me and this physician 

to go away.” 

Alleged: did not follow unit 

practice. 

“She told me that she did not like the fact that I made 

more money than her. She had a BA degree and I did 

not.  

Alleged: administered toxic 

dose of medication  

“Political Pressure/Ageism.” 

Alleged: asked inappropriate 

clinical questions  

“Termination of a phone call when a patient was 

arranging to have Meth delivered to a Psych unit.” 

Alleged: mistreatment of 

patient. 

“Discrimination, I did nothing wrong.” 

Alleged: insecure and anxious 

about clinical performance. 

“Being vocal about workplace policies and practices 

which were unethical and that posed a risk to patients 

and staff.” 

Alleged: documentation 

errors. 

“Reporting a patient to the authorities for assaulting 

me.” 

Alleged: threatened a co-

worker. 

“Retaliation.” 

Alleged: unexcused absence. “She [the Educator] didn’t like me.” 
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The social constructivism of unjust discipline in the workplace has had  

multiple realities for these participants (Berger & Luckmann, 1967); however, a 

phenomenological study of the lived experience of unjust discipline of registered nurses 

in the workplace has exposed an everyday reality. Understanding has been intended to 

illuminate, in a hermeneutic circle, the meaning of unjust discipline among this cohort of 

nurses (Gadamer et al., 2013). Participant registered nurses who have engaged in the 

discipline process as recipients of unjust discipline volunteered to tell their unjust 

discipline story. The participants’ continuous flow of thoughts, referred to by Gadamer et 

al. (2013) as a stream of consciousness, related to their lived experience of unjust 

discipline was gleaned during research interviews.  

Individual Registered Nurse Participant Experiences1 

Participant #1 

BP747 volunteered to participate in the study after responding to a study 

advertisement placed on an active health care worker advocacy Facebook site. The 

participant contacted the researcher via the study’s email address and it was determined 

that inclusion criteria were met after responding to the researcher’s also web-linked 

inclusion criteria. The participant completed the study welcome packet and we scheduled 

a telephone interview. The participant and the researcher were located in different states 

and time zones. Considering the former, we scheduled a mutually agreeable time to 

complete the study interview via telephone at 1 p.m. according to the participant’s stated 

time zone. It was agreed upon that the researcher would initiate the telephone call. After 

                                                           
1 Study participant alphanumeric codes have been used during the study to protect confidentiality. 
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initial introductions and filtering through any questions, we commenced the interview 

with the open-ended prompt, “…in your own words tell me your story…” The 

participant’s initial response consisted of background information leading up to unjust 

discipline, information which he termed “a cover up.”  

Quotes from that portion of the interview were as follows: “medical mal that 

really went bad,” “they tried to cover up,” “they didn’t tell us,” “we were not informed 

and I worked in that department,” “And nobody mentioned it to me that she [spouse] had 

a hole in her esophagus, the physician never said anything,” “I never spoke to him, other 

than the normal everyday stuff that you would have in a surgical department,” “I told her 

story [on social media],” “This set the whole hospital on fire.” 

Participant #2 

MA647 volunteered to participate in the study after receiving information about 

the study from a blog about registered nurse injustices. The participant, in a process of 

ascertaining the study’s validity, sent the welcome packet materials to the researcher’s 

department at Columbia University, Teachers College. The researcher’s receipt of the 

participant’s letter via U.S. mail at the college and associated response was enough to 

garner the trust the participant required to commit to the study. The participant had 

already completed the study welcome packet from available web-linked documents.  

The participant had consented to audio and video recording. The participant and the 

researcher were located in different states and time zones. Considering the former, we 

scheduled a mutually agreeable time to complete the study interview via video 

conference. We scheduled a video conference interview at 1 p.m. according to the 

participant’s stated time zone. It was agreed upon that the researcher would initiate the 
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video call. On the scheduled date and time of the video conference, we experienced 

technical difficulties and had to proceed with the interview via telephone. After filtering 

through any questions, we commenced the interview with the open-ended prompt, “…in 

your own words tell me what happened, what’s going on?” The participant’s initial 

response consisted of background information about a hospital-owned housing complex 

and the circumstances there that gave rise to unjust discipline the participant “did not 

know about until six months after I left the facility,” that was described as “retaliation.”  

Quotes from that portion of the interview were as follows: “there was a man who 

wasn’t working there,” “[He was] staying with another nurse,” “he was always out there, 

always staring, harassing,” “this turned into stalking,” “to running into me physically to 

when I would get off work,” “[I] told the onsite manager,” “the HR person was her boss 

and nothing was done about it,” “So I went up to the hospital to talk to her,” “everything 

escalated.” 

Participant #3 

SC847 volunteered to participate in the study via snowball sampling after 

receiving the study’s contact information from MA647. The participant contacted the 

researcher via the study’s email address and it was determined that the participant met 

inclusion criteria after responding to the researcher’s questions related on the inclusion 

criteria form. The participant completed the study welcome packet and had consented to 

audio and video recording. The participant and the researcher were located in different 

states and time zones. Considering the former, we scheduled a mutually agreeable time to 

complete the study interview via video conference. We scheduled a video conference 

interview at 4 p.m. according to the participant’s stated time zone. It was agreed upon 
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that the researcher would initiate the video call. On the scheduled date and time of the 

video conference, we experienced technical difficulties and had to proceed with the 

interview via telephone. After answering the participant’s study-related questions, the 

interview was commenced with the open-ended prompt, “…okay, just tell me your story 

in your own words.” The participant began by providing a professional trajectory leading 

up to the 34th year history as a registered nurse. The participant’s work history consisted 

of a stable work history at the same facility, beginning as a nursing assistant. The 

participant described the genesis of an uninitiated interpersonal conflict at the workplace 

with a unit administrator. The conflict led to the described unjust discipline when a 

change of administration occurred: “my unit director of 25 years retired, and we had a 

new unit director.”  

Quotes from that portion of the interview were as follows: “she told me that she 

did not like the fact that I made more money than her,” “that she had a BA degree and I 

had an AA degree,” “I was very uneasy,” “one day, she called me into her office, she 

said, ‘All the nurses are complaining about you,’” “I said, ‘What nurses? Who are they?  

What are they saying?’” “…she goes, ‘Oh, they’re complaining about your work 

performance.’” “I said, ‘Well, of course, nobody has mentioned that to me,’ and I was 

scared at that point.” “…then she said, ‘Well, the patients are complaining about you 

too.’” “I said, ‘Well, like what?’” “She goes, ‘Well, I follow you, I go in the room after 

you leave, then they complain about you.” “I said, ‘Well, I haven’t gotten any kind of 

written report from anybody, so I don’t understand.’” “…one day I was passing my 

medications, I was in the hall, and she came into my cart and she said, ‘I want to talk to 

you.’” 
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Participant #4 

RD547 volunteered to participate in the study via snowball sampling after 

receiving the study’s contact information from an e-mail chain for an informal registered 

nurses group. The participant contacted the researcher via the study’s email address and it 

was determined the participant met inclusion criteria after responding to the researcher’s 

questions related to inclusion criteria. The participant completed the study welcome 

packet via document web links and had consented to audio recording. We scheduled a 

telephone interview. The participant and the researcher were located in different states 

but the same time zone. Considering the former, we scheduled a mutually agreeable time 

to complete the study interview via telephone at 3 p.m. Eastern standard time. It was 

agreed upon that the researcher would initiate the telephone call. A scheduling conflict 

arose for the participant and we agreed to re-schedule the interview a week later at 11 

a.m. The participant verbalized he had reviewed all materials and did not have any 

questions at the time. The interview commenced with the open-ended prompt, “in your 

own words, why don’t you go ahead and tell me your unjust discipline story.” The 

participant prefaced by intimating that the unjust discipline story was long and arduous 

stating, “There’s a lot to it. It goes back…” The participant further explained that he did 

not become aware of a discipline issue until working for another employer that informed 

about a complaint, described by the participant as “false.” 

Quotes from that portion of the interview were as follows: “I sort of found out 

about an issue with the Board of Nursing (BON) serendipitously from a third party a 

company…,” “I think they said a ding on my nursing license.” “I didn’t know anything 

about that. So I called the Board of Nursing to find out about it.” “It was a total…made 
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up complaint by a former patient placed about a month after I left the place that I worked 

with him.” “…she [BON investigator] asked for an interview “…she didn’t tell us … that 

guy had already withdrawn the complaint.” “…ends up, he [former patient] was a nurse, 

and he ended up turning in his nursing license.” 

Participant #5 

HT447 volunteered to participate in the study via snowball sampling after 

receiving the study’s contact information from MA647. The participant contacted the 

researcher via the study’s email address and it was determined the participant had met 

inclusion criteria after responding to the researcher’s questions related to inclusion 

criteria via web linked document. The participant completed the study welcome packet 

and had consented to audio recording. We scheduled a telephone interview. The 

participant and the researcher were located in different states and time zones. Considering 

the former, we scheduled a mutually agreeable time to complete the study interview via 

telephone at 1 p.m. according to the participant’s stated time zone. It was agreed upon 

that the researcher would initiate the telephone call. The interview commenced with an 

open-ended prompt, “In your own words if you would please offer me your unjust 

discipline story? Be as detailed as you possibly can.” The participant began by informing 

of the research-based work endeavored in advanced nurse private practice with off-label 

prescribing of hormones. The participant further explained that an acute gastroenteritis 

episode of one of the patients on a protocol, and a lack of understanding among 

physicians about off label use of Benicar (olmesartan medoxomil) at the children’s 

hospital where the patient presented for treatment, precipitated an unjust discipline saga, 

described by the participant as “political pressure/ageism.” 
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Quotes from that portion of the interview were as follows: “…because he was 

taking Benicar …which causes immunostimulation…his lab values were a little 

confusing to the ER.” “…the doctors caring for him, being unfamiliar with the treatment, 

kind of set up a situation and then unfortunately the specialist who came in as a 

consultant were not interested at all in entertaining my opinion as a treating nurse 

practitioner.” “I said that he needed to continue his IV fluids and that Benicar was 

protective in the higher dose.” “I told them that stopping Benicar may destabilize this 

young man’s immune system and cause a possible side effect storm.” “I further stated 

that his labs would stabilize after he was rehydrated.” “…in response I was asked what 

medical school I attended.” “…specialist interpreted the lab values as Benicar toxicity 

and acute kidney injury.” “…they proceeded to accuse me of killing this kid’s kidneys 

and liver in front of his stunned parents.” “…the next morning, much to the specialist’s 

chagrin and surprise and embarrassment, this young man—with simple rehydration 

efforts only—completely normalized his electrolytes. It was simple dehydration after all.” 

Participant #6 

BM347 volunteered to participate in the study via snowball sampling after 

receiving the study’s contact information from an informal e-mail chain for registered 

nurses. The participant contacted the researcher via the study’s email address and it was 

determined that inclusion criteria was met. Welcome packet materials were completed. 

The participant and the researcher were located in different states but the same time zone. 

This participant was still engaged in litigation associated with the unjust discipline 

experience. Accordingly, a brief telephone interview was scheduled whereby the 

participant was very cautious divulging information. The participant subsequently 
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referred me to web-linked legal documents with robust contextual detail associated with 

the participant’s unjust discipline lived experience. The interview prompt, “tell me in 

your own words your unjust discipline story,” revealed that the participant had a stable 

work history with the involved employer in multiple registered nurse roles for 11 years. 

The participant intimated that her unjust discipline was retaliatory. 

Quotes from that portion of the interview were as follows: “...I was punched in 

the head by a patient…,” “…pursued charges against the patient...,” “…placed on 

probation about two weeks later for supposed ‘documentation reasons.’” “…ultimately 

fired…five days before the patient’s hearing.”  

Participant #7 

MW247 volunteered to participate in the study via snowball sampling after 

receiving the study’s contact information from an informal e-mail chain for registered 

nurses. The participant contacted the researcher via the study’s email address and it was 

determined that inclusion criteria was met. Welcome packet materials were completed. 

The participant and the researcher were located in different states but the same time zone. 

This participant was still engaged in attempting to clear an encumbered registered nurse 

license issue associated with the unjust discipline experience. Accordingly, a brief 

telephone interview was scheduled whereby the participant was hesitant about divulging 

too much information. The participant subsequently referred me to web-linked 

documents associated with the BON case which provided robust contextual detail 

associated with the participant’s lived experience of unjust discipline. The interview 

prompt, “tell me in your own words your unjust discipline story,” provided insight into a 
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13-year battle with the state board of nursing stemming from a workplace complaint that 

the participant described as “false.” 

Quotes from that portion of the interview were as follows: “I am seeking help.” 

“…the complaint was false.” “…[The complaint] was of a racially motivated issue filed 

by the patient.” “…he [the patient] lied to the detective who came to the hospital to 

interview him…” “…[The BON] is persecuting me for something that never 

occurred…,” “…[The] investigator assigned to my case…stated ‘I don’t like black  

males I have problems with them.‘” 

Participant #8 

MT457 volunteered to participate in the study via snowball sampling after 

receiving the study’s contact information from MA647. The participant contacted the 

researcher via the study’s email address and it was determined that the participant met 

inclusion criteria. Welcome packet materials were completed. The participant and the 

researcher were located in different states and time zones. Considering the former, we 

agreed upon a time to complete the study interview via telephone at 11 a.m. according to 

the participant’s stated time zone. It was agreed upon that the researcher would initiate 

the call. The interview prompt, “…in your own words go ahead and tell me what 

happened,” helped to glean the events leading to the participant’s unjust discipline 

experience, described as “fake.”  

Quotes from that portion of the interview were as follows: “…I did not take it 

seriously. It did not have anything to do with a patient.” “There was a man. He was an 

ex-cop.” “…[He] tried to befriend me casually. He was working as a phlebotomist.” “…a 

month later he came on Facebook looking for me…” “Then he was soliciting sex from 
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me and all this dirty talk.” “…[He] was asking me inappropriate questions about my 

parents,” “…[He] was asking me if I owned my own house.” “It sounded like he was 

trying to get a rise out of me.” “He was just setting me up as a manipulative person to 

respond to him.” “We ended up getting into a fight online…I ended up threatening him.” 

“Then he went and filed all these fake police reports on me and injunction against 

harassment.” “He knew what he was doing.” “He was an ex-cop.” 

Participant #9 

NS947 volunteered to participate in the study after responding to a study 

advertisement placed on an active health care worker recruitment site. The participant 

contacted the researcher via the study’s email address and it was determined that the 

participant met inclusion criteria. Welcome packet materials were completed. The 

participant and the researcher were located in different states but the same time zone. We 

agreed upon 11 a.m. to complete the study interview via telephone. It was agreed upon 

that the researcher would initiate the call. The participant was pressed for time however 

was committed and did not want to re-schedule. The interview prompt, “…tell me in your 

own words your unjust discipline story,” quickly revealed a workplace discipline 

scenario, motivated as surmised by the participant as “I don’t think she liked me.”  

Quotes from that portion of the interview were as follows: “I called the ER Nurse 

Educator…, …[She] was in charge of my orientation.” “I could not come in for my 3-11 

shift because three out of four of my children, as well as myself, all tested positive for 

strep throat that morning at the doctor’s office.”  “She was unhappy with the news,”  

“…she was going to be the one orienting me that day.” “I told her that I was sick with 

fever and throat pain…” “I would never get a babysitter for three out of four sick kids.” 
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Participant #10 

KJ147 volunteered to participate in the study after becoming aware of the study 

via snowball sampling by another participant. The participant contacted the researcher via 

the study’s email address initially inquiring about the anticipated completion of the study. 

In response, the researcher offered a projected timeline and an invitation to participate if 

inclusion criteria were met. The participant expressed participation interest and met 

inclusion criteria. Welcome packet materials were completed. The participant and the 

researcher were located in different states and time zones. Considering the former, we 

agreed upon a time to complete the study interview via telephone at 4 p.m. according to 

the participant’s stated time zone. It was agreed upon that the researcher would initiate 

the telephone call. The participant began reflecting on the lived experience of unjust 

discipline with the researcher prompt, “…have you had an experience of unjust discipline 

in the workplace? Do you want to tell me in your own words that story?” It became 

evident that this participant had experienced several instances of unjust workplace 

discipline for what the participant described as “advocacy behaviors.” 

Quotes from that portion of the interview were as follows: “Pretty much every 

time I had an unjust interaction with managers or at the workplace it had to do with, my 

advocacy behaviors.” “I worked in the OR the last 20 something years.” “…[one instance 

at a] physician owned facility,…[we had] a complicated shoulder reconstruction [case], 

[the] patient was HIV positive, [the] surgeon had refused to use, the technology that 

would enable stable fluid control.” “So you had an HIV positive patient whose fluids 

were basically going all over the floor and literally an inch deep on the floor with electric 

cables and everything submerged,…then everybody having to step on, step through 
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contaminated fluid all over the floor,… And every time you had to break the system to 

hook up new [IV] bags.” “…so you had an infection control issue, contamination, and 

you had the staff endangered by contact with fluid that was in contact with electrical 

cables, and then, the HIV contaminated fluid…,” “…a bad thing for the patient because 

it’s a break in the system, not using the latest technology, so a system that should have 

been closed…[was] broke, every time you changed an [IV] bag that breaks that closed 

system and an increased chance of contamination.” “…then, the electrical safety and then 

the infection control issue during [the procedure] and putting the staff at risk.…” “…the 

housekeeping staff was having to come in, and all they had was just those absorbent 

mats,…so they were just coming in like every ten minutes or so, and it was probably at 

least a two-and-a-half-hour procedure.” “I did bring up [my concerns] with the surgeon 

and could tell right away—this is a physician-owned facility, you don’t cross those guys 

in any way or you’re gone because they own the facility and they’re like gods, you 

know.” “I wrote up what happened and that I thought it was a safety issue.” “…then the 

next day when I came into work I was terminated.” 

Thematic Analysis 

Research Events 

Utilizing van Manen’s (1990b) phenomenological practice as method to the study 

entailed moving beyond pre-reflexive thoughts of unjust discipline and turning toward 

the phenomenon for inquiry. The inquiry of unjust discipline required examining the 

whole of unjust discipline among registered nurse participants and the relationships 

among the whole to parts of the phenomena of unjust discipline as it was lived, 



91 

 

 

 

recognizing that neither the whole nor parts of the whole existed without the other (van 

Manen, 1990a). The remaining progression of research events in the van Manen 

phenomenological practice was natural and often simultaneous. These research events 

engaged the art of writing and re-writing, maintained a strong and oriented relation to the 

lived experience of unjust discipline, and considered the research context in balance 

considering parts and whole, reflecting on the lived experience of unjust discipline, 

divulged understanding, and what unjust discipline could not be without (van Manen, 

1990b, 2014). The fluid nature of these research events has provided a creative approach 

that has not been bound by a step-by-step prescription (van Manen, 2014, 2017b). In 

hermeneutic phenomenology, thematic analysis is comprised more than just the 

identification of patterns in the data. Thematic analysis recovered the structure of 

meanings in texts of the lived experience of unjust discipline (van Manen, 2014). 

Thematic Analysis Approaches 

The review of participant demographic forms afforded an overview of brief 

narrative responses from the participants. This rudimentary application of protocol 

writing as referred to in Max van Manen’s phenomenology of practice was simply the 

generating of original texts by the participants on which the researcher was able to work. 

Two participants provided additional texts that illuminated detailed, robust descriptions 

of their lived experience of unjust discipline, and the incidents were reflected on in the 

three approaches of thematic analysis according to the phenomenology of practice. 

Writing and re-writing enabled distinctions between themes and essential themes 

(Boyatzis, 1998; van Manen, 2014). In the van Manen phenomenological practice, there 

were three primary approaches in uncovering the thematic aspects of phenomenon in text. 
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The first was the holistic approach, also called the sententious approach. The researcher 

attempted to identify sententious or judgmental phrases that provided fundamental 

meaning to the text as a whole. Different readers may differentiate fundamental meaning 

of the text as a whole in an alternative way, as expression of the overall text is a judgment 

call (van Manen, 1990b, 2014). The application of the sententious approach, in this study, 

involved reading over the texts related to the inquiry. It was noted that the participants 

had a novice understanding of the procedural discipline process, having had little to no 

experience engaged in it. Perhaps the knowledge deficit could have appropriately been 

captured with the concept of support. For example, as related to texts of this inquiry, 

employing this approach helped with the sententious formulation, “A registered nurse 

needs support to navigate the discipline process and preserve practice privileges.” 

The second thematic analysis approach in the van Manen phenomenology of 

practice was the selective reading or highlighting approach. Texts were read and/or 

simultaneously read while listening to interview audio recordings several times. The 

researcher’s internal dialogue during this approach consisted of reflecting on the 

statements or phrases that seemed particularly essential about the phenomenon or 

experience of unjust discipline. These statements were highlighted in grey (van Manen, 

1990b, 2014). Meaning unit lists were compiled from these statements. 

Lastly, the third thematic analysis approach in the van Manen phenomenology of 

practice was comprised of the detailed line-by-line approach. Numerical pagination line 

markings were inserted into the interview texts along the left margin. Each line or 

clusters of sentences of the texts were reflected on to ascertain what the lines revealed 

about the phenomenon or experience unjust discipline. The recurrence of experiential 
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themes again and again was deemed essential and highlighted in purple and assigned a 

red number (van Manen, 1990b, 2014).  

Coding and Rigor 

Answering the research question “What is the lived experience of unjust 

discipline?” was accomplished by using Max van Manen’s thematic analysis approaches. 

The organization of the data was accomplished by inductive coding which allowed 

patterns, themes, and essential themes to be interpreted directly from the descriptions 

(data) related to the lived experience of unjust discipline (Boyatzis, 1998; Ho, Chiang, 

Leung, 2017; van Manen, 1990b). An inductive approach engaged a search for patterns 

about the meaning of unjust discipline in the context of this study (Boyatzis, 1998; van 

Manen, 1990b). The coding process was a manner to organize the identified sententious 

statements, highlighted sentence clusters, and essential sentences in the reflective process 

(Ho et al., 2017; van Manen, 1990b, 2014). The identified meaning unit patterns evolved. 

A total of 47 meaning units were reflected on to disclose themes and essential themes of 

unjust discipline, and hence the essential structures of meaning of unjust discipline. 

Capturing the qualitative richness of the understanding of unjust discipline in context 

delineated a “good code” (Boyatzis, 1998, p. 1). The applicability of rigor was rooted in 

goodness (Tobin & Begley, 2004). Goodness was in this interpretive research viewed as 

an essential element of the research process and was a means to identify: situatedness, 

authenticity, and trustworthiness (Tobin & Begley, 2004). Goodness provided shape 

throughout this research inquiry via the six interactive elements of goodness as follows:  

1. a provided philosophical stance that gave context and informed the study,  

2. an approach that provided grounding of the study’s logic and criteria, 
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3. the collection of data that had an explicit data collection and management 

approaches, 

4. represented voices of the researcher and participants rooted in historicity 

whereby the researcher reflected on the relationship with participants and the 

phenomena under exploration,  

5. the process presented new insights through the data and chosen methodology, 

and  

6. intended to provide recommendations for professional practice (Tobin & 

Begley, 2004). 

Encoding the data was not a mathematical exercise, but a mere manner to 

organize data in a manageable way. An encoded theme was “a pattern in the information 

that at minimum describes and organizes the possible observations and at maximum 

interprets aspects of the phenomenon” (Boyatzis, 1998, p. 161). Transitioning from 

dramatic textual descriptions to meaning units and themes helped gain deeper 

understanding of unjust discipline (Ho et al., 2017; van Manen, 2014). 

The lived experience of unjust discipline, pointed to a central methodology of 

interpretive phenomenology that inductively investigated the primal understanding of 

unjust discipline that was passed over in everyday life (van Manen, 1990b, 2014, 2017b). 

This phenomenological feature guarded against the temptation to understand a lived 

experience pre-reflexively (van Manen, 2017b). Interpretive Phenomenological Analysis 

(IPA) had foundational research events that provided shape in the analysis process; 

however, it was not confused with a linear process. The reflection of the data had a back- 

and-forth quality when reflecting about it throughout the process, see tables 4-6 below.   
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Table 4 

Meaning Unit Interpretation 

 

 

Lived Experience Description Meaning Unit Patterns 

they tried to cover up1 

the complaint was false1 

he never told me1  

It was a total made up complaint1 

I asked, Why did you lie?1 

1Cover Up/Deception 

 

 

 I was cold as a stone. I ignored him.2 2Interpersonal Conflict 

He said I threatened him and I didn’t.3  

there were all kind of tales3 

3Hearsay accusation 

I kept on my writing.4* 4Participant Reporting/Exposure of 

Details 

This set the whole hospital on fire.5 

It just totally escalated5 

5Response to Exposure 

I worked there for ten years.6* 6Perceived Experienced RN* 

I was pretty much in shock, initially7 

It was kind of shock, disbelief7 

7Disbelief 

I felt like I was dealing with the Mafia8 8Disappointment with authoritative 

professionalism 

I’m old school… you don’t do something 

stupid with a patient9 

9Assessment of others vs. self-

performance 

…of your corrupt little hole10 10System Corruption 

I was having thoughts of violence.11 

…tell your friend [MA647] that I have 

three bullets with her name on them11 

11Workplace Violence 

It had nothing to do with nursing.12 12Evaluation of Discipline 

it was just a very shabby, low professional 

standard13 

13Perception of aggressor(s)  

I felt like I was at the end of a draconian 

wave14 

14Interview emotions     

He filed a complaint with the municipal 

court.15 

15 Legal Action   

I was able to get a job pretty quickly16* 16 Stable Work History*      

I was on a mission,17 17 Steadfast in convictions   

 tell the truth from the very beginning and 

just get the job done18 

18 Integrity   

I just wasn’t fearful of that. But I know 

many nurses that are19* 

I lost all my nursing friends19 

19 Disappointment with peers    
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Table 4 (continued) 

 

  

Did any co-workers come forward? 

No.20 

20 Lack of support   

I had a lot of exchanges with a lot of the 

physicians that worked there and they 

talked about it21 

21 Workplace Incivility    

I told them to cram it and gave them their 

license22 

22 No longer working as RN   

Both directors stuck up for me23* 23 Received support in process 

that played a huge role in … kinda relaxing 

me24 

24 Positive response to support    

I guess survival mode or something like 

that25 

25 Internal coping 

...I had medical problems that I never had 

before26 

26 Medical issues 

…These are educated people…27 27 Education 

…for just trying to be a patient advocate.28a 

 

…advocating for the safety of the staff and 

myself also.28a 

 

…if I’m in a position to try and do 

something about it, that’s what I’m going 

to do.28d 

 

I know what I’m doing, and I’ve never 

gotten any complaints before.28e 

 

…you were adding fire safety assessment 

to your timeout, and you were making 

them feel uncomfortable because they 

don’t do it.28c 

 

I became very comfortable with off-label 

prescribing of hormones.28c 

 

I was just exploring the various reasons for 

somebody having to do that.28b 

 

28 Seeking Help* 

Advocacya 

Visionaryb 

Innovatorc 

Proactived 

Competente 
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Table 4 (continued) 

 

 

  

if you don’t steal drugs, don’t do 

something stupid with a patient, or have a 

felony you don’t have much to worry 

about…29   

29 Internal infraction barometer 

like it went on for like 4 years30 30 Lengthy process seeking justice 

the attorney was a good guy, but you know 

they all sleep together… I took it to trial 

myself 31 

31 No representation  

High powered attorney…who won 85 

grand in a suit against me an32 

32 Cost Prohibitive Representation 

I never took a deal from the courts…...I did 

40 days in jail for that.33* 

33 Long term consequences 

They put me on trial trying to cover up 

with this felony endangerment.34 

34 Inhumanity 

 we were not informed and I worked in that 

department35 

35 Betrayal 

 

So you know there was a great deal of 

emotional and physical problems going on 

at that time. Umm...and its, they’re not 

there today36 

36 Silver lining 

 

two more months before I can get my 

license reissued37 

37 Limbo 

I had learned… If you’re in a real bind, … 

you know waves coming in, just float38 

38 Equipoise 

he had… just had a whole lot of buried 

stuff in the court up there39 

39 Revelation 

I realized that they didn’t care40 40 Humiliation 

Once they realized that I was immoveable 

is that I noticed that the discipline had 

increased markedly41 

41 Rights Violation/Unfair 

My blood pressure went through the roof42 42 Life Disruption 

 you know it was just weird43 43 Confusion  

He came looking for me on Facebook…44 44 Fear of safety 

I never violated any of those; I don’t care 

what they say.45 

45 Unattainable Justice  

I had like four different investigators46 46 Judicial Hot Potato  

I don’t get mad like I use to…, I’m coming 

in control of that.47 

47 Exerting Control  
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Table 5 

Evolution of Theme Interpretation 

Meaning Unit Theme Essential Theme 
• Reporting/Exposure  

➢ Legal Action  

• Integrity 

➢ Lengthy Process Seeking Justice  

Disclosure 1Duty 

• Evaluation of Discipline  

• Support in Process  

• Education  

• Silver lining  

➢ Lengthy Process Seeking Justice  

• Positive Response to Support  

Evaluation 2Engagement 

➢ Legal Action  [None/cost barrier] 

• No Longer Working as RN  

• Exerting Control  

[Conflict] 

• Interpersonal Conflict  

➢ Disappointment with Peers  

• Discrimination  

• Fear of Safety  

Conflict 

 

 

 

 

 

 

[Discrimination] 

3Conflict 

• Response to Exposure                [Violence] Retaliation   

• Lack of Support  

• Violation of Rights/Unfair  

• Humiliation  

• Inhumanity                    [/Incivility]  

Workplace Violence 4Violence/Incivility 

• Hearsay  

• Confusion  

• Internal Infraction Barometer  

Gossip 5Misrepresentation of 

Material Facts 

• Assessment of Performance vs. Others  

• Stable Work History  

Benchmark  

• Betrayal  

• Surprise  

• Revelation  

• Disbelief  

Shock 6Disbelief/Shock 

• Medical Issues  

• Interview Emotions  

• Internal Coping   

• Limbo  

• Long-term Consequences  

• Equipose  

• Life Disruption  

Altered Health 7Altered State 

• Disappointment with Authority  

• Opinion of Perceived Aggressors  

➢ Disappointment with Peers  

• Unattainable Justice  

• Judicial Hot Potato  

Disappointment 

 

 

 

[Corruption] 

8Lack of Accountability 

• Gatekeeper 

• Seeking Help  

• Advocacy 

• Competent 

• Innovator 

• Visionary 

• Proactive 

Advocate 

Innovator 

9Personal Attributes 
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Table 6 

Interpretation Process 

Meaning Unit Patterns Assigned Number    Themes                         Essential Themes 
Cover Up 1                                          Concealment                           Duty 

Interpersonal Conflict 2                                          Conflict                                   Engagement 
Hearsay 3                                          Gossip                                     Conflict 

Reporting/Exposure 4                                          Disclosure                               Misrepresented Material Facts 

Response to Exposure 5                                          Retaliation                               Violence/Incivility 
Experienced RN 6                                          Competent*                             Disbelief/Shock 

Disbelief/Surprise 7                                          Shock                                       Altered State 

Disappointment with Authority 
Assessment of Performance vs. Others 

System Corruption 

Workplace Violence 
Evaluation of Discipline 

Opinion of perceived aggressors 

Interview Emotions 
Legal Action 

Stable Work History 
Steadfast in Convictions 

Integrity 

Disappointment with Peers 
Lack of Support 

Workplace Incivility 

No longer working as RN 
Support in Process 

Positive response to support 

Internal Coping 
Medical issues 

Education 

Seeking help* 
Infraction Barometer 

Lengthy Judicial Process 

No representation 
Cost prohibitive representation 

Long term consequences 

Inhumanity 
Betrayal 

Silver Lining 

Limbo 
Equipoise 

Revelation 

Humiliation 
Rights violation 

Life Disruption 

Confusion 
Fear 

Unattainable Justice 

Judicial Hot Potato 
Exerting Control 

8                                          Disappointment                       Lack of Accountability 
9                                          Benchmark                              Personal Attribute 

10                                        Corruption 

11                                        Workplace Violence 
12                                        Evaluation 

13                                        Altered Health 

14                                        Discrimination 
15                                        Advocacy* 

16                                        Gatekeeper* 
17                                        Proactive* 

18                                        Visionary* 

19                                        Seeking help* 
20                                        Workplace Incivility 

21 

22 

23                                *Recurring pattern of participant behavior  
24                                 or personal attribute during the unjust discipline process 

25 

26 
27 

28(a-e) 

29 
30 

31 

32 
33 

34 

35  
36 

37 

38 
39 

40 

41 
42 

43 
44 

45 

46 
47 
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This dynamic view of the data was in accord hermeneutic phenomenology tenets 

including the hermeneutic circle (Smith et al., 2009). 

Thus, description interpretation could not end at the discovery of meaning units 

patterns. The openness that received the meaning and understanding of unjust discipline 

in this study was enhanced by bridling, via an abeyance of the pre-reflexive meaning of 

unjust discipline by the researcher and the study participants (Dahlberg & Dahlberg, 

2004; Gadamer & Linge, 1976; van Manen, 2017b). “Its goal is not really to reduce to the 

unity of a principle, but rather to disclose the whole wealth of the self-given phenomenon 

in an unbiased way” (Gadamer & Linge, 1976, p. 146). During this pause, pre-reflexive 

meaning from the lived experience was not put aside but merely diminished to a softened, 

respectful whisper (Dahlberg & Dahlberg, 2004; Gadamer, 2001). It remained loud 

enough to access but silent enough to evolve new understanding about the meaning of the 

lived experience as described by participants, transformed into texts that would otherwise 

be inaccessible (Dahlberg & Dahlberg, 2004; Holroyd-McManus, 2007). The continued 

analysis toward themes required a concurrent reflective dialogue in the hermeneutic 

circle accessing historicity, intuition, and the development of an understanding related the 

phenomenon of unjust discipline. Further analysis evolved greater understanding among 

participants and the researcher in the hermeneutic circle toward essential themes that 

unjust discipline could not be, or be without, for this cohort of participants. “Interpretive 

hermeneutic understanding is rooted in a historical encounter and concerns itself with 

personal experience…” (Holroyd-McManus, 2007, p. 2). The meaning and understanding 

of the unjust discipline of registered nurses has been interpreted from vivid description 

transformed in meaningful texts (van Manen, 2014). The grounding concern of the 
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hermeneutic circle was the dynamic relationship between the part and the whole on 

variant levels (Smith et al., 2009). The individual word understanding of text descriptions 

were illuminated only when viewed in the whole context of formed sentences. 

Concurrently, the individual sentences of description texts depended on collective 

understanding of individual words that made up the sentence (Smith et al., 2009).  

Essential Themes 

Essential Theme I: Duty 

In the context of this inquiry, duty among participants was reflective of their 

accountabilities associated with the covenant between registered nurses and their patient 

relationships as well as licensure as a registered nurse. The understanding of unjust 

discipline for them could not exist without duty. Precursor events in carrying out their 

commanded duty gave rise to the lived experience of unjust discipline.  

SC847 “they would never convince me that I was not safe, ever. I would not sign the  

“has never won a grievance notice.” And of course, they did say that I was going 

to lose, and I knew I was going to lose. But I thought I had to do that.” 
 

BP747 “it reached a point where all these people would say, well you’re obsessed 

with this case, you know. And my answer was, I’m obsessed with patient care, 

patient safety.” 
 

HT447 “Well, first of all, Kim, I wanted to advocate for my patient. So, I wanted to 

support mom and dad because they had asked me to come to the hospital. All I 

was doing was making sure that my patient was going to be safe.” 
 

KJ147 “if I see something that is putting the patient at increased risk I’m going to 

try to address it. I mean, we have a duty to report, and I guess just based on my 

observations and what I’ve read that only ten percent of nurses adhere to that duty 

with any degree to which they’re actually putting their employment at risk. The 

other ninety percent are in self-preservation mode.” 
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Essential Theme II: Engagement 

The participants of this inquiry provided vivid description of their actions and 

associated connectedness to them in the lived experience of unjust discipline. The 

interpretation of unjust discipline among this cohort of registered nurses could not exist 

without engagement. 

MW247 “I have written to the governor and no help evolved, I have written to the 

state Ombudsman no help evolved, I went to the EEOC they said that I could not 

file a claim with them, I forwarded a complaint to the attorney general’s office no 

help evolved.” 
 

HT447 “We went to Governor [       ] office and spoke with [         ], who at that time 

was the Finance Chairman and also [         ] – …anyway, [THEY] encouraged us 

to make an appointment with Senator [     ] and Representative [            ] from my 

district, and also to talk with the Goldwater Institute. I did that and I talked with  

[            ] and what resulted was a bill that I testified in February of 2016 on and 

was able to tell my story in front of 375 healthcare providers in a five-minute time 

period.” “It was voted through at the Senate. The House received it. They added 

an amendment. It went back to the Senate. They approved it. It went back to the 

House, and it was voted through again and then once more back to the Senate. It 

was approved and it went on to Governor [           ] office. He signed it on May 9, 

2016 and it became law August 6, 2016.” “It’s the protection of healthcare 

freedom of speech.” 
 

NS947”…[I] wrote emails to the grievance office.” 
 

MA647 “…at one point I called security and asked, ‘where’s your office I’d like to 

make a report?’” 
 

KJ147 “I write scholars, I write legislatures, I write the media, I write professional 

organizations. Like [    ], I bet when they see an email coming from me, they’re 

going, oh, no.”  

 

Essential Theme III: Conflict 

The study participants provided vivid description of unjust discipline as a 

retaliatory act from aggressors. The retaliation was for actions the participants perceived 

were commanded of them via the rules of their registered nurse licensure and indeed the 
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rules that govern registered nurse professionalism, and accountable citizenship. 

Accordingly, the understanding of unjust discipline could not exist without conflict. 

MA647 “She actually had meetings with the other nurses and personnel at the 

housing complex to ask them if they had any problems with me.” 
 

HT447 “You know in many ways it’s like if I hadn’t shown up there’s a good 

possibility that maybe it would have passed or maybe not. Ultimately, I guess 

they felt like I was challenging them or resisting or bucking them.” 
 

BM347 “I was punched in the head by a patient in late January, 2013, [and] pursued 

charges against the patient.” 

 

BP747 “…so he tried to butter me up to a certain degree by being how can I say it, 

just manly, friendly, you know when he came down. When he came to the 

department. Umm, of course I was cold as a stone. I ignored him. And three days 

later I was fired so…” 
 

Essential Theme IV: Misrepresentation of Material Facts 

A material fact is not an unimportant detail but a deciding detail. Concealing a 

material fact may have changed a decision. The vivid description among all participants 

and subsequent analysis provided an understanding of unjust discipline that could not 

exist without a misrepresentation of material facts.  

BP747 “He filed a complaint with the municipal court. He filed an injunction to, uh 

keep me out of the hospital, ok. He said I threatened him and I didn’t. So he took 

out a protection order in the municipal court and I kept on my writing. So, they 

violated me because I was writing. They said I contacted people at the hospital. I 

was not supposed to contact people at the hospital, but the fact of the matter is, the 

way the law is written, I did not contact them at the hospital. Those people if I 

met them downtown, there was no violation. So when I sent them Christmas 

cards, not depicting this physician as being a very good physician, okay, I did not 

send them to the hospital. I sent them to those people, but they turned it around 

and said I had violated a protection order.” 
 

MA647 “…, they accused me of calling the police on their tenants, and then they 

which I didn’t [scoffs] umm and then they accused me of harassing him, there 

were all kind of tales. And then they said that I totally fabricated umm…a report 

about a rape. What happened was there was on this blog for nurses there was a 

discussion about umm boarder safety and this nurse I use to work with moved 
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down there and she returned her shopping cart, got back in her car and there were 

two Hispanic men they raped her and stole her car. So they said I totally 

fabricated the story and then which every bit of it was true. Umm. What was it 

and oh was it [I was] rude to people down there? Everything that he was doing to 

me they were accusing me of.” 
 

RD547 “I was waiting on the full complaint copy so I could finish the paperwork 

appropriately. And she called me sort of, and it was the end of December that 

same year, so about two months into it. And she said, ‘Look, I need all that 

paperwork back now or you’re going to be in trouble for not cooperating with the 

Board of Nursing.’ And she said, ‘including the medical consent.’ So I signed 

it,… So we go to this interview in April not knowing that the kid had withdrawn 

the complaint, and we go and sit down and meet the investigator. And the first 

question she asked me, she said, ‘You know, we subpoenaed your medical 

records and everything, and what’s this about high-risk sexual behavior?’ And I 

look at her, I’m like, what are you talking about? And she just looked at me and 

waited for an answer, and I wouldn’t respond to the question. I didn’t think it was 

appropriate. But, you know, I’m a [         ], and I’ve been through the AIDS crisis, 

and I’ve been in the gay culture since 1982, and I know where questions like this 

go. So I immediately know that she’s going to attack something. And I never 

answered that question.” 
 

Essential Theme V: Violence/Incivility 

The participants all described emotional harm and/or anxiety produced afflictions 

during the lived experience of unjust discipline, which were acute or persisted several 

years later. Each participant described workplace incivility along a continuum that 

included loss of registered nurse colleagues to exploitation by others who had knowledge 

of their unjust discipline. At least three participants described potential threats of physical 

assault and homicide during the lived experience of unjust discipline. One participant 

described actual physical assault during the lived experience of unjust discipline. These 

participants’ understanding of unjust discipline could not exist without workplace 

incivility and violence. This cohort of registered nurse participants appear to have 

illuminated in the context of understanding their lived experience another disruptive 

workplace behavior—unjust discipline. 
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BP747 “…it was getting deeper in my emotional side, because I can see, three or 

four years had gone by and then he you know. The big deal was the fact that he 

left from the first hospital to the second hospital. You know there were periods of 

time at that particular time; I was having thoughts of violence. It had reached that 

level. You know I was just very, uh, I was having thoughts of violence. I had 

reached a point where I was still very upset, very upset...with all these lies and all 

this trash so here I am deciding where I’m going to get a gun you see what I’m 

saying. And I’d lay there at night and I would pursue it, I would pursue it you 

know. I would talk to people, where can I get a gun. I don’t have a gun and but 

you know you get to that point and I don’t know, that’s bad. Very bad.” 
 

MA647 “…And then that nurse called me up and told me someone named [       ] 

told her, tell your friend [MA647] that I have three bullets with her name on them. 

And I didn’t even know who she was. I made a police report about that.” 
 

MT447 “It sounded like he was trying to get a rise out of me. Like a dummy, I paid 

attention to him. We ended up getting into a fight online and I ended up 

threatening him.” 
 

BM347 “I was punched in the head by a patient. The patient was convicted of felony 

battery on an emergency health care worker during the hearing.” 
 

RD547 “…a nurse there who was a supervisor, and I got along with her. I thought I 

trusted her, and I sort of asked her, you know, how do you deal with the Board of 

Nursing [     ], because I wasn’t from there, and she never spoke to me again after 

that. She walked the other way and wouldn’t even talk to me.” 
 

KJ147 “…there was an eye doctor who literally shouted me out of the room only 

because I moved his foot pedal. I mean, the guy was absolutely insane. And yeah, 

so that’s probably one of the most egregious, crazy episodes of incivility. But I 

mean, there’s just all kinds, from subtle to egregious.” 
 

MW247 “…[I] was expressing to the board that the patient who filed the false 

complaint stated, ‘I don’t want any niggers caring for me, you’re not my kind.’ 

 

Essential Theme VI: Disbelief/Shock 

Imagine the emotions of evaluated untrue accusations leading to discipline. While 

awaiting investigation, “…registered nurses are immediately panicked, horrified, and 

apprehensive, which is manifested by disbelief, shock, an increased blood pressure and 

heart rate, muscle tension, rapid breathing, extreme sadness, appetite disturbances, and 
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difficulty concentrating” (Grissinger, 2014, p. 591). The lived experience of unjust 

discipline cannot be without disbelief and shock. 

NS947 “I have been at a hospital 21 of the past 25 years, as well as, school nursing, 

other ERs, rehab facilities and never experienced anything like this in my past 25 

years of nursing.” 
 

SC847 “Anyway, my clinical coordinator, she said she couldn’t help me because she 

feared to lose her job, and HR would not support me, and when I spoke to HR, 

they just totally dismissed me.” 
 

MA647 “It was kind of shock, disbelief and umm how can other people treat you 

like this when they don’t even know you and the fact that this man who wasn’t 

even working there and was living in there housing, eventually they sided with 

him and turned the tables on me. They didn’t do, act, or anything when I was 

there.” 
 

KJ147 “Well, I mean, it was shocking, but I wasn’t surprised. It’s very humiliating 

and degrading, and of course, the lack of respect and the lack of fairness, those 

kind of things.”  
 

HT447 “Eight [       ] Police officers and two detectives suddenly descended on my 

private practice. I’d been a law-abiding, [      ] veteran nurse practitioner and they 

served this warrant to seize property and they accused me of two counts of Class 

2 felony child abuse. I’m stunned. My staff and my husband were all there and I 

just couldn’t believe it. It just didn’t make sense. I knew I’d never been in trouble. 

I knew I’d never had an issue with my nursing practice.” 

 

Essential Theme VII: Altered State 

All of the participants describe being changed in some way by their lived unjust 

discipline experience. The changes varied from emotional states to physical states. The 

imposition unjust discipline had on the daily lives of the participants included altered 

living arrangements, altered financial security, altered interpersonal relationships, altered 

beliefs about the nursing profession, altered perspective about the American judicial 

system, and altered levels of engagement with spiritual values. The understanding of 

unjust discipline among registered nurse participants cannot exist without an altered state. 
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HT447 “I was shaken. I hadn’t had any medication for 40 hours and I was released 

into the arms of my husband. He was so scared for my safety, but I told him it was 

going to be okay [sobs]. So, undaunted I said, “Okay. The new goal is to prove 

my innocence... the next three years and taking $500,000.00 out of our personal 

retirement plan.” 
 

RD547 “…and I was unable to find employment then from 2013 through this whole 

saga. I ended up losing my house and everything I had [    ]. I ended up moving. I 

had no income for two years. And then, I was lucky enough to catch a plane home 

with me and my dogs because somebody gave me the airfare from a job out here 

which I had for six months.” 
 

BP747 “…like I said my blood pressure went through the roof and I don’t have high 

blood pressure. I take no prescription meds whatsoever. But all of a sudden within 

that period time, I had all types of aches and pains. My back, I popped a disc. 

Which I was laid up for months on and was in so much pain with that…and so I 

had all of these things going on and during that time frame. I really just didn’t 

care until slowly you know, you know, you think you’re going to give up.” 
 

SC847 “And anyway, what I’m doing right now, is I’m taking care of a little lady, 

and I’m not nursing, but I cook and clean, walk her dog, and shopping for her and 

it’s like minimum wage, but I don’t have to lift. But every day, I’m in constant 

fear [sobs]. Every day. I’m in constant fear that her family is going to find out that 

I’m on [nursing] probation. If I do something, they’re going to judge me. I’m 

going to lose my house.” “I’ve had not a date in over...what? Eight years. I have 

no social life, I go nowhere which is not who I was. But I’ve got to go on, because 

I’ve got grandchildren, and I don’t want them to... I don’t want my grandchildren 

to let somebody define them, I want them to fight back.” 

 

Essential Theme VIII: Lack of Accountability 

The incivility that unjustly disciplined registered nurses endure in the process of 

discipline and associated reactions from others about the discipline (Grissinger, 2014) 

affords a distance from societal concern about a phenomenon that many do not even 

acknowledge exists. The participants described in vivid detail the lack of accountability 

in the lived experience of unjust discipline. The participant registered nurses know unjust 

discipline cannot exist without a lack of accountability.  

SC847 “I also feel it’s unjust the [      ] State Board of Nursing, they don’t have to 

follow a code of ethics.” 
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RD547 “So then I submitted a special action to the court saying that the Board of 

Nursing was precluding me from working by putting this thing on their website 

saying that I had a complaint pending, and that I wasn’t getting a hearing in time. 

It had been more than a year, it had been 18 months at that point I guess... the 

court did say that website posting was illegal, and they ordered to remove the 

website posting, but they didn’t do that until eight months later.” 
 

KJ147 “…And where’s the accountability in that? They should have bylaws, 

something, like the Code of Conduct, Code of Ethics, those don’t mean jack shit 

except for if you’re on the frontline. They don’t apply to management and 

leadership.” 
 

HT447 “It was only because I got the ears of an appointed control toxicologist to 

enter an affidavit that brought everything to a head and allowed for negotiating 

the consent agreement with the board of nursing. They were so angry that I was 

going to keep my credential, but I said, you know, I’m going to sue you guys. I’m 

going to sue this state. You’ve accused me of something that isn’t even possible 

let alone thinking that I would do that to a child.” 
 

MT457 “Then I found one [a lawyer] and she was saying that it was going to be 

dismissed. She kept telling me it is going to be dismissed. Then she claims she 

filed a motion for dismissal, which was not true. I asked the Board of Nursing if 

she filed this. They said no, ‘They cannot because you have not had a hearing 

yet.’ Then she tried billing me. She was charging me for things that she did not 

do. I had several billing disputes with her.” 

 

Essential Theme IX: Personal Attribute 

Personal attributes evolved as the ninth essential theme during the study. In 

particular, the participants’ vivid descriptions of action-oriented behavior that seemingly 

had an innate quality were interpreted to glean characteristics of the participants 

individually and as a cohort. These personal attributes did not appear to be hindered by 

perceived organizational norms, perceived peer behaviors, or variant societal institution 

reactions. These registered nurse participants know that unjust discipline could not exist 

without the personal attributes that were disclosed during the lived experience of unjust 

discipline. 
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MA647 “I have been moving on by myself. I have a Federal case right now against 

the Board of Nursing. And I have in the Supreme Court…You know I’m not 

going to quit.” 
 

MT457 “I am busy fixing up things. I was so busy working I did not have time to fix 

things, so I am doing that now. I am trying to figure out what I want to do next.” 
 

MW247 “[they are] violating my civil rights they are evil people and need to be 

investigated by the Federal government.” 
 

BP747 “I would control myself. I never had a hospital snap… I am being very 

honest with you, ok. I’m still that basic type of bedside nurse, where…umm...I am 

very fulfilled at the end of the day no matter how difficult it is…” 
 

KJ147 “…my biggest concern is wrongful termination. And it’s epidemic, and of 

course, there’s defamation that often leads up to that in various forms. The 

mobbing, all that kind of stuff that I’ve been trying to get [     ] to actually put that 

on an agenda at a conference or whatever, and they didn’t… I just continue to be 

astounded that I worked with people who allowed things to go on.” 
 

BM347 “I had never had any disciplinary action taken against me nor had I ever 

been terminated in my then 35-year career as an RN. After I was terminated, I 

opted to sue my prior employer.” 
 

HT447 “The one thing I can say that it’s truly my faith and trust in God and His 

word is what keeps me hopeful and sustained. I have since forgiven my accusers. 

It doesn’t make what they did any less important or problematic, but I have 

forgiven them. I can keep my attitude, my onward and upward hopeful attitude, 

on a daily basis.”  
 

NS947 “Everyone, except, the Nurse Educator, apologized.” 
 

RD547 “And again, I probably could have done probation if you think you can 

actually get off of probation, but you know, that would have been having to admit 

to all these things which I didn’t think were true.” 
 

SC847 “And so I’ve always had in me to be a nurse, and the Board of Nursing is 

trying to tell me that I’m not a good nurse, because for years I let them define me. 

But they’re not going to define who I am; I define who I am. But they’re trying to 

define who I am, saying, “Oh, you can’t be this, you can’t be that.” Well, I can. 

And they have no right to do that to nurses.” 
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Summary 

Chapter V described the phenomenological underpinnings of this research 

exploration. The research events of van Manen’s phenomenological practice shaped the 

exploration process in a dynamic fashion. The hermeneutic phenomenological 

philosophical tenets were utilized to transition from pre-reflexive meaning to essential 

understanding of the lived experience of unjust discipline. How the researcher and the 

participants came to understand unjust discipline was organized by Heidegger’s 

hermeneutic (interpretive) phenomenology expounded upon by Gadamer’s philosophy  

of the historicity or stream of consciousness. The former was not put aside as we 

participated in reflection of unjust discipline in the hermeneutic circle. The thematic 

analysis was organized by three approaches in the van Manen phenomenology of 

practice. They involved sententious sentence formulation, sentence cluster highlighting, 

and line-by-line text reflection. Data analysis using tools such as encoding and the 

hermeneutic circle revealed a dialogue of the consciousness to understand the lived 

experience of unjust discipline. This was not a step-by-step or mathematical process. It 

was a dynamic, overlapping, and shifting back-and-forth to disclose the essential 

structures of meaning in this exploration’s texts. 
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Chapter VI  

REFLECTION ON THE FINDINGS 

 

This research exploration was embarked on to understand the lived experience of 

unjust discipline. This understanding has significant value for the health care arena, the 

profession of nursing, and patient outcomes. It may serve to glean understanding about 

the manifestation of unjust discipline in nursing and the health care arena as a whole. 

The nine essential themes that were disclosed included: duty, engagement, 

conflict, misrepresentation of material facts, violence/incivility, disbelief/shock, altered 

state, lack of accountability, and personal attribute. Member checking was utilized to 

validate interpretation. The researcher member checked the essential theme findings with 

the participants. Responses overall agreed with the thematic findings. Comments varied 

from “spot on” to “I agree.” Some participants felt that based on their lived experience of 

unjust discipline, something was missing. The reflection of the data with participants and 

the researcher led to the emergence of another essential theme, lack of accountability. 

After participant reflection of themes and respondent feedback in further reflection, the 

researcher disclosed personal attribute as an essential theme among the participants’ lived 

experience. The inductive analysis of themes was supported by constructs from the 

literature related to the disclosed essential themes. Limitation, implications, and 

recommendations are discussed. 
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Synthesis of Data 

Essential Theme I: Duty 

Many manifestations of duty were reflected on during this inquiry. Within the 

context of this inquiry, duty among participants was reflective of their understanding of 

accountabilities associated with the covenant between registered nurses and their patient 

relationships. For example, a participant described reporting the proximity of one of the 

surgical rooms at a facility to the garbage collection area, whereby flies often entered the 

sterile environment in the heat, landing in surgical sites. Also gleaned were the perceived 

duties associated with registered nurse licensure, their respective Nurse Practice Act, and 

Nurse Code of Ethics. All of the participants referenced an ethics and/or nurse licensure 

obligation that required them to act in advocacy. For instance, a participant described 

going to a hospital to support a patient and family seen at the office. The meaning of 

unjust discipline for them could not exist without duty. Precursor events in the execution 

of their understanding of their commanded duty gave rise to the lived experience of 

unjust discipline. 

The essential theme of duty was investigated in the nursing literature associated 

with the concept of duty. The literature search quickly provided the reflection that 

registered nurses considered their duty a barrage of assigned tasks to be completed within 

the context of their job function (Jaggi et al., 2017). These duties varied depending on the 

practice level of registered nurses. Bedside staff nurses viewed their duty very differently 

than nurses in leadership roles and distinctive still were the views of regulatory nurses. 

Accordingly, a range of expectations of duty included: following state-specific 

regulations and Nurse Practice Acts as well as judgments of character and fitness to be a 
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nurse. In addition, specific tasks delineated duty related to the direct care of patients such 

as communication, assessments, documentation, and skills maintenance (Armmer, 2017; 

Budden et al., 2016; Flynn, Liang, Dickson, & Suh, 2012; Moreland, 2016; Nicotera  

et al., 2014; Page, 2008; Townsend, 2016).  

The covenant or commitment to the nurse-patient relationship has extended back 

to the inception of nursing practice for nurses (Baer et al., 2001; Robb, 1893, 1913). The 

stability of the nurse-patient covenant has been challenged in the climate of the health 

care system of the United States in the 21st century. Nurses have articulated that 

unsupportive leadership and constraints related to organizational policies and structure 

contribute to: a lack of trust and a diminished sense of both accountability and 

community (Rodwell & Munro, 2013; Wagner & Gregory, 2015). The depleted spirit of 

registered nurses in the workplace has placed a long-standing nurse-patient covenant to 

patient care matters in jeopardy (Rodwell & Munro, 2013; Wagner & Gregory, 2015). 

This cohort of participants, however, attempted to preserve this covenant at great 

personal expense. 

Registered nurse licensure was the process by which permission was granted to an 

applicant after competency attainment had been assessed by the Board of Nursing 

(BON). The specified scope of practice of registered nurses was determined by meeting 

criteria: including graduation from an approved nursing education program, a passing 

score on the registered nurse board examination (NCLEX-RN), and in some states, a 

criminal background check. Regulations that govern nurse licensure were state-specific, 

wide in scope, and decided by the BON. The laws were prescribed to protect the public 

against risk of harm in care matters (Singh et al., 2016). An ongoing duty to fulfill 
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regulatory requirements of registered nurse licensure as understood by participants, 

specifically the protection of the public from harm, has led to the lived experience of 

unjust discipline for many of the study participants.  

“The Nurse Practice Act (“NPA”) in each state or territory defined both the 

practice of nursing and the authority granted to Boards” (Singh, Sanzio, & Gialanella, 

2016, p. 3). Defined elements of the practice of nursing were commanded within the 

NPA for registered nurses in their respective state. These elements encompassed matters 

such as the duty to report. For most of the study’s participants, this duty gave rise to their 

lived experience of unjust discipline.  

The International of Nurses (ICN) has published a Code of Ethics for Nurses (the 

Code) since 1953. Revisions to the Code of Ethics were made periodically in response to 

the needs of the nursing profession. While the Code was not enforceable, it has been 

reaffirmed many times after its inception within the nursing profession, as a guide to 

social values and actions among registered nurses. The four basic responsibilities as 

outlined in the Code were: to promote health, to prevent illness, to restore health, and to 

alleviate suffering. In addition, elements of the code outline accountability and 

responsibility related to nurses and people, nurses and practice, nurses and the profession, 

and nurses and coworkers. It would appear that adherence to the elements of the Code for 

this study cohort propelled a lived experience of unjust discipline (ICN, 2012). 

Essential Theme II: Engagement 

The engagement behaviors of the study participants were evident prior to their 

lived experience of unjust discipline, such as advocating for staff safety by questioning an 

observed practice. A participant described in vivid detail reporting a deliberate omission 
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on the part of a physician of a safety instrument in the operating room, exposing the 

patient and staff to infection and an unsafe workplace. A different participant described  

in vivid detail reporting unsafe threatening behaviors from a tenant’s companion 

experienced while living in a hospital-owned housing complex. Arguably, these 

engagement behaviors made them targets for unjust discipline. The incongruence 

between the literature evidence and the negative outcomes for study participants 

suggested that engagement may be a controlled activity within organizations defined by 

dictated organizational goals without room for inclusive autonomous employee goals. 

A unified perspective related to engagement seemingly evaded the nursing 

profession when reviewing the nursing literature. Questions persist about what nursing 

engagement is. Debates were active about what nursing engagement was not. The basic 

definition of nursing engagement continues to elude many scholarly nursing authors as 

the literature expands (Keyco, Cummings, Yonge, & Wong, 2016). There was a general 

consensus in the nursing literature that engagement required action and some 

connectedness to that action (Keyco et al., 2016). Some scholarly authors have presented 

evidence that engagement occurred within organizations that promoted trust among 

frontline staff and leadership staff and fostered autonomy (Bargagliotti, 2012). It 

appeared that engagement behaviors among the registered nurses that exposed 

organizational imperfections were antecedents to unjust discipline. 

Essential Theme III: Conflict 

Many of the study participants described utilizing a defined hierarchy to report 

workplace concerns. The compliance gatekeepers of the hierarchy, such as human 

resource personnel or immediate supervisors’ responses, varied along a continuum from 
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ignoring the reports to retaliating against participants for initiating a report. Given the 

data, it appeared that the systemic safeguards in place for employee protections in the 

workplace were symbolic facades. Participants described unprovoked conflict with co-

workers, companions of co-workers, physicians, patients, supervisors, their employer, the 

regulatory arena, attorneys, and the court system. 

The concept of conflict in the nursing literature had presented in a tangential 

manner. The range of discussion presented among authors included patient populations, 

registered nurses at the bedside distinguished from other categories of nurses, and even 

technology (Butcher, Bulechek, Dochterman, & Wagner, 2018). Conflict sources 

included cultural differences, disagreement on ethical concerns, and communication 

differences (Gordon, 2010; Nicotera, Mahon, & Wright, 2014). The applicability of 

conflict in the nursing literature most closely related to this inquiry was associated with 

structurational divergence (SD), or the cultural and institutional constraints that gave rise 

to cyclical conflict among nurses (Nicotera et al., 2014). The conflict was embedded in 

the incongruence of nurse actions from rules and norms that were in competition with one 

another, and for which the registered nurse may not have awareness (Holtbrügge et al., 

2015; Nicotera et al., 2014). It appeared that conflict was both an antecedent and a 

persistent element of unjust discipline.  

Essential Theme IV: Misrepresentation of Material Facts 

Inherent in the participants’ interpreted description of the lived experience of 

unjust discipline was a compilation of facts that delineated guilt of some infraction at 

some point in the disciplinary process. One hundred percent of participants described 

lived experiences which divulged presentation of facts that were inaccurate, skewed, 
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and/or totally fabricated. This misrepresentation of material facts included untruths, 

rumors, and total lies. Exploitation of the participants’ sexuality, childhood familial 

conflicts, race, circumstances, clinical knowledge, and history of chronic illness were all 

made to have connectivity to an unjust discipline for which there was no connection. For 

this theme, participants reported misrepresentation of material facts in the form of 

untruths, rumors, lies, and exploitation of details that had no relationship to their unjust 

discipline. This theme reached a deeper understanding than just that of mere fact in the 

participants’ lived experience of unjust discipline to distinguish between a fact and a 

material fact. 

The difference between a fact and a material fact is, according to Black’s Legal 

Dictionary, “A material fact is crucial to the interpretation of a phenomenon or a subject 

matter, or to the determination of an issue at hand.” A material fact was a fact that was 

important in making a decision and, without it, an alternate conclusion may have been 

reached. A fact is simply a trivial truth that may have no bearing on a decision. 

Procedural justice has been intellectualized by the quality of treatment and decision 

making in the judicial process (Murphy, 2017). Streamlined decision making between 

organizations, boards of nursing, and the judicial system in discipline matters of 

registered nurses would aid the perceptions of quality of treatment and decision making 

(Murphy, 2017; Singh et al., 2016). 

Hans Rosling was a Swedish international expert who endeavored to clarify 

misinformation in the health care arena and came into prominence presenting TED Talks 

with statistical visuals (Lee, 2017). Lee postulated that “…for us to succeed as healthcare 

professionals and members of the global community, we need to be open minded and 
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check the facts before we can have informed discussions” (p. 1) and encouraged health 

care professionals to “have facts about our fellow humans” (p. 1). The health care 

community has been seemingly alarmed with the notion of misinformed facts in the era 

of fake news (Lee, 2017). All participants of the study expressed disappointment with 

those in authority that were described as complicit in their lived unjust discipline 

experience by misrepresenting material facts. 

Essential Theme V: Violence/Incivility 

Participants described more pronounced physical illness, emotional harm, 

harassment, intimidation, threats of physical assault, homicidal ideation, discrimination, 

retaliation, and also subtle anxiety-producing aggression, discomfort, and humiliation 

during their lived experience of unjust discipline. Consequently, unjust discipline fits the 

definition of a disruptive workplace behavior. The participants talked about various 

instances of potential and actual violence during their lived experience. A participant was 

punched in the head by a patient during a care assignment. A participant was threatened 

via an acquaintance warning that bullets had the participant’s name on them. Yet, another 

participant described distress so overwhelming that homicidal ideation was experienced. 

Unjust discipline has revealed itself to be workplace violence in this context. 

The health care workplace violence/incivility literature has been presented in a 

disjointed manner. Scholarly authors have focused on a range of manifestations of 

violence and incivility in the workplace. The focus on physical assaults in high-stress 

work areas, such as the emergency department (Gacki-Smith et al., 2009) and the murder 

of health care providers for religious and political reasons (Phillips, 2016), tend to 

overshadow more subtle incivility in the workplace, also with a range of labels. 
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“Violence behaviors are instances of workplace maltreatment that damage individual 

nurses, quality of care, and the ethical climate of the healthcare settings” (Ebrahimi, 

Hassankhani, Negarandeh, Jeffrey, & Azizi, 2016, p. 704). While a more unified and 

structured approach in the literature would be beneficial, it is clear that workplace 

violence/incivility is an issue that plagues the health care arena.  

These behaviors have been given myriad labels in the health care literature. 

Among them are: horizontal violence, lateral violence, bullying, mob behavior, 

harassment, discrimination, retaliation, threats, intimidation, incivility, abuse, physical 

harm, vertical violence, aggression, physical assault, homicide, group violence, among 

other. These labels added to the confusion of identifying what constitutes workplace 

violence/incivility. The U.S.-accepted definition of workplace violence was:  

     Workplace violence is any act or threat of physical violence, harassment, 

intimidation, or other threatening disruptive behavior that occurs at the work site. 

It ranges from threats and verbal abuse to physical assaults and even homicide. It 

can affect and involve employees, clients, customers and visitors. (USDOL, 

OSHA, 2015) 

 

Barring the exercise of statistic maintenance in this area, disruptive workplace 

behavior summarily captures the multitude of labels attached to workplace 

violence/incivility. Considering the former unjust discipline, given the described lived 

experience from participants, is a disruptive workplace behavior. As of December 2016, 

the OSHA proposed a rule that was meant to inform of potential threats in the health care 

workplace inclusive of anxiety-producing verbal and written exchanges as well as 

threatening body language because disruptive behaviors in the workplace were often 

precursors to more violent acts of physical assault and homicide (Rugala et al., 2003).  
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In the context of this study, we gleaned how unjust discipline precipitated a 

potentially fatal event. 

Essential Theme VI: Disbelief/Shock 

The participants all described disbelief and shock in the lived experience of unjust 

discipline, which occurred many years into their careers as a registered professional 

nurse. The study participants all described a lived experience of unjust discipline 

predicated on disingenuous and false claims. The participants’ disbelief and shock were 

connected to not being aware that something like their lived experience of unjust 

discipline was even possible in the United States. One of the participants articulated that 

it is like “those stories you hear about people being snatched in other countries…, no fair 

day in court…, nobody listening to your side…, one day you’re just gone for no logical 

reason.” Many of these experienced nurses also verbalized that armed with the 

knowledge that events—such as the falsity of charges against them absent of evidence 

and the appearance of complicities of the nursing regulatory and public judicial 

systems—in their unjust discipline experience were possible; they would have never 

entered nursing as a profession.  

Registered nurses have an augmented awareness of error risk and error disruption 

(Gaffney, Hatcher, Milligan, & Trickery, 2016). Experienced registered nurses were 

more adept at error identification, interruption, and recovery (Gaffney et al., 2016). In a 

culture of injustice and fear, many registered nurses look the other way instead of 

confronting injustice—for example, refraining from reporting and acting in advocacy of 

patients (Lintern, 2013; Moore, 2013; O’Connor & Kelly, 2005). Hence, for this cohort 

of nurses, it appeared that accusations against them were strategically constructed without 
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evidence or truthful witnesses. Work environments where registered nurses felt supported 

and had collaborative relationships with their supervisors especially involved themselves 

in error interception practices (Flynn et al., 2012). Supportive nursing practice 

environments significantly augmented the registered nurses’ ability to manage medical 

errors (Flynn et al., 2012). Therefore, the disbelief and shock among registered nurses of 

the health care arena about medical error rates and patient deaths in the hundreds of 

thousands are arguably compounded by workplace injustices that appear to be propelled 

by retaliation such as unjust discipline (Estes, 2013; Lintern, 2013; Rosenstein, 2002). 

The incongruence of safety perceptions between frontline staff and managers promoted a 

culture of blame unable to recover medical errors (Singer et al., 2008).  

The response can be devastating in truthful events of practice errors in the 

healthcare workplace, such as the case of Kimberly Hiatt who committed suicide after a 

fatal medical error (Grissinger, 2014). Imagine the disbelief and shock among 

participants when there was no evidence to support the allegations against them. The 

disbelief and shock were compounded when the reality of medical errors, potential 

patient harm, and potential patient deaths did not appear to be addressed. The disbelief 

and shock among participants were augmented for when it appeared, entire organizations, 

regulatory bodies, and court systems supported the evidently false allegations against 

them and infused deceptive details to make the participants guilty of something. The 

literature referred to this as regulatory capture. One may view regulatory capture as the 

sociopolitical structures in society intended to protect the public interest, alternatively 

protecting the interest of special interest groups that lead that industry or sector (Tai, 
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2017). Thus, for these participants, disbelief and shock was an essential structure that 

occurred at variant times during their lived experience of unjust discipline.  

Essential Theme VII: Altered State  

The caveat for the cohort of registered nurse participants of this study, having 

rebuffed any accusation of wrongdoing, is that they experienced the same battery of 

emotional and physical responses such as an elevated blood pressure, anxiety, and sleep 

disturbances during their lived experience of unjust discipline. This was the same as peers 

who actually committed medical errors. Participants described emotional and physical 

ailments that ranged from post-traumatic stress to elevated blood pressure and 

exacerbated thyroid disease. This suggests that even absent of veracity by accusers, 

unjust discipline denotes an altered state that may be irreparable. 

Registered nurses in their daily circumstances experienced variant levels of stress 

associated with patient loss unrelated to practice errors. Increased levels of stress resulted 

when the harm or loss of a patient from a registered nurse error has other significant 

physical and emotional responses (Grissinger, 2014). “Immediately after the error is 

recognized, practitioners typically experience stress-related psychological and physical 

reactions related to sadness, fear, anger, and shame” (p. 591). Physical symptomatology 

has also been experienced by registered nurses closely after an error has been discovered. 

These have included: rapid breathing, an increased heart rate, increased blood pressure, 

difficulty concentrating, insomnia, appetite disturbances, and isolation. “We still tend to 

respond to harmful and fatal medical errors in a manner that punishes and/or isolates 

involved individuals” (p. 591). An altered state has been defined as “the subjective 

feeling and explicit recognition that one’s own subjective experience has changed” 
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(Revonsuo, Kallio & Sikka, 2009, p. 187). “Introspective self-reports of changes in 

subjective experience seem to be central to the definition of any altered state of 

consciousness” (p. 190). All of the participants described life-altering changes that 

ranged from temporary to permanent. Altered state among participants had life-altering 

implications rooted in unjust discipline. 

Essential Theme VIII: Lack of Accountability 

Fear has propelled the silence that permeates acts of unjust discipline. The study’s 

participants described co-workers who alienated them, friends and colleagues who 

abandoned them, witnesses who were untruthful to save their own jobs and many who 

looked the other way during the lived experience of unjust discipline.  

Passage of the Patient Protection and Affordable Care Act (2010) and the advent 

of accountable care organizations where providers were held financially responsible for 

quality measures and care outcomes appeared to usher in a new era of a renewed 

accountability in health care (Young & Kroth, 2017). In addition, as socially accountable 

citizens, we have imposed an expectation of fairness and justice in the machinations of 

society, inclusive of our judicial system (Hayes & Hibbing, 2017). The participants 

described a lack of accountability on both fronts which enabled unjust discipline to occur.  

The lack of accountability within institutions related to unjust discipline has been 

allowed to prosper absent of a public demand for an alternative (Hayes & Hibbing, 2017; 

Lintern, 2013). The unjust discipline of registered nurses has escaped the consciousness 

of society at large in part because of the shroud of secrecy registered nurses themselves 

have maintained related to unjust discipline (Elbadi, 1996; Estes, 2013; St. Pierre & 

Holmes, 2008).  
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In a similar fashion to the #MeToo Movement, it appears the enshrouded 

elements of unjust discipline within the profession of nursing mirrored the circumstances 

that gave rise to the #MeToo Movement, until the former’s recent unveiling. While the 

ailment in society was of a different focus, survivors of sexual harassment and sexual 

violence were encouraged to “stand up” and seek accountability of their aggressors to 

transform a culture. The “Silence Breakers” were those who spoke out against sexual 

harassment and sexual violence, with their predecessors having been described as 

speaking out with devastating consequences. Those who were complicit in the egregious 

acts, for too long affording further victimization, included: ordinary citizens, powerful 

Hollywood moguls, police officers, politicians, those with powerful authority over their 

victims, and, yes, fellow health care colleagues. The #MeToo Movement has been at least 

a decade-old initiative, according to founder Tarana Burke (Brown, 2018; Jagsi, 2018; 

Zaretsky, 2017). How long will it take the profession of nursing to adapt a movement of 

its own, related to unjust discipline, and stand to reverberate something similar to the 

Silence Breakers, #No More! The health care arena, the regulatory bodies, the judicial 

system, and society as a whole have fostered a lack of accountability that has afforded 

unjust discipline to be.  

Essential Theme IX: Personal Attribute 

The study participants described many unimaginable barriers, hurdles, and 

ongoing battles related to their lived experience of unjust discipline. These included: jail 

time, significant financial costs, damage to their reputations and social status, home 

ownership forfeiture, unemployment, and indeed an altered identity from that of 

registered nurse at times. The participants all provided descriptions that were interpreted 
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to mean emotional control when engaged in the lived experience of unjust discipline. 

Two participants described remaining calm when armed guards arrived at their side 

during hearing proceedings, unprovoked. One participant described maintained 

composure during a 4 a.m. police-affiliated process server visit at their place of residence. 

One participant described a dignified public arrest procession toward a caravan of eight 

black Suburbans as family members looked on from the restaurant where they had been 

dining. Another participant described an attempted rationale conversation, in the midst  

of illness that included the participant and three of four children, to explain the 

circumstances. Yet another participant described maintenance of professionalism at the 

workplace that he described as concealing the life-threatening surgical outcome of a 

spouse. The remaining participants had similar interpreted descriptions, for example: 

composure during stalking, sexual harassment, and workplace violence threat events at 

the workplace, self-control after a workplace physical assault, and undeterred 

professional advocacy of safe practices within variant workplaces despite numerous 

episodes of retaliation. The stability of emotion in these trying circumstances suggests 

that these participants had an internal cooperation between emotional labor and their 

authentic emotions, thereby affording personal attributes that employed different 

sustaining strategies during their lived experience of unjust discipline.  

Despite the described extraordinary hindrances, the participants also described an 

unwillingness to give up, a steadfastness in defining themselves, a hopeful outlook for 

change, forgiveness toward aggressors, and faith in a higher power for the experience of 

unjust discipline. Personal attribute accordingly evolved as an essential theme in the lived 
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experience of unjust discipline. A personal attribute or personality trait is a quality or 

characteristic of a person (Mróz & Kaleta, 2016). 

The literature related to personal attribute garnered the concept of emotional labor 

specifically associated with the service professions (Flint-Taylor, Davda, & Cooper, 

2014; Mróz & Kaleta, 2016). According to Mróz and Kaleta (2016), emotional labor 

refers to those emotions expected during an interaction. It delineates an element of 

control and emotional stability. The expected emotions during an interaction may have 

been met with authentic emotions or with what the literature terms surface acting. 

Surface acting elicits incongruence with actual emotions that may have been negative 

even with an outward appearance to the contrary. The importance of an incongruence 

associated emotional labor was that it has served as an emotions regulator, whereby in the 

appearance of incongruence it was considered to be faulty. Conversely, authentic 

emotions in synergy with expected emotions during an interaction have encouraged 

different strategies such as modification of circumstances and cognitive reinterpretation 

of circumstances (Mróz & Kaleta, 2016).  

Thematic Statement Reflection Using a Theoretical Model 

Reflecting on the texts associated with this study and the interpretation of 

essential themes of the lived experience of unjust discipline afforded an opportunity to 

capture an understanding of meaning of the entire study experience. The interpretive 

statement that has best brought together disclosed truths during this study was “Unjust 

discipline is a misrepresentation of material facts that arise when conflict exists between 

engagement and a lack of accountability, resulting in disbelief and shock, violence and 
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incivility, and an altered state that is sustained by duty and personal attribute.” As 

previously informed, the systemic safeguards intended to provide support accessed by the 

participants during their lived experience of unjust discipline appeared to be mere 

symbolic facades. Social support would have perhaps positively changed elements of the 

unjust discipline experience for participants. The construct of social support in the 

literature has been expounded upon copiously from many angles. Hence, the facets of 

social support and approaches to provide social support may vary. In the context of this 

study, given the participants did attempt to access resources to resolve their respective 

challenges often worsening their circumstances, it would appear that authenticity in the 

social support process is what would have been required.  

In the context of this study, social support may have been realized with the 

perception and reality of being part of a caring, assistive social network of people 

(Umberson & Montez, 2010). Social support in the literature was entrenched in social 

relationships that provided resources which may have been exhibited in social support of 

an emotional nature, such as via companions who provided a sense of belonging. In 

addition, social support could have been of an informational nature such as giving advice, 

or of an instrumental nature such as financial (Cohen, 2004). There has also been a 

connectedness in the literature related to social support and the benefits on emotional and 

physical health (Cohen, 2004; Rodwell & Munro, 2013; Umberson & Montez, 2010). 

The main models of social support and associated connectedness to health that have 

dominated the literature were the direct effects hypothesis and the buffering hypothesis 

(Cohen, 2004; Cohen & Wills, 1985). The distinction between the two hypotheses was 

that the buffering model proposed that social support was related primarily to well-being 
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if people experienced stress. Accordingly, a buffer (social support) was necessary during 

such events to prevent the pathological effects that were emotional or physical in nature. 

The opposing direct effects hypothesis, also known as the main-effect model, proposed 

that individuals benefitted from social support, regardless of whether they were under 

stress (Cohen & Wills, 1985). The protective qualities of the models in either instance 

arguably have had limitations in that they were predominantly dependent on the actions 

and commitment of external resources, minimally considering the recipient’s perceived 

support. Consequently, these models were perhaps more conducive to be adjunctive to a 

theory that promoted collaborating social support, considering both the resource and the 

individual being supported. This may serve to equalize power among nurses that have 

been acculturated in a hierarchical power structure (Baer et al., 2001; de Almeida et al., 

2017). In addition, the direct correlation between perceived support and mental health in 

the context of these models was not clear in the literature (Lakey & Orehek, 2011). 

The profession of nursing on the best of days operated under high levels of stress 

(Gordon, 2010; Rodwell & Munro, 2013; Yong et al., 2010). Relational regulation theory 

(RRT) has been applied in the literature related to the daily lived experiences of 

registered nurses (Lakey & Orehek, 2011; Rodwell & Munro, 2013).  

     Relational regulation theory (RRT) hypothesizes that main effects occur when 

people regulate their affect, thought, and action through ordinary yet affectively 

consequential conversations and shared activities, rather than through 

conversations about how to cope with stress. This regulation is primarily 

relational in that the types of people and social interactions that regulate recipients 

are mostly a matter of personal taste. (Lakey & Orehek, 2011, p. 482) 

 

This theory has arguably had a self-motivating equalizing quality. RRT was 

developed over a 30-year period to ascertain more definitively the impact of perceived 

social support on mental health, while ruling out other variables such a personal attributes 
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or social processes (Lakey & Orehek, 2011; Rodwell & Munro, 2013). This has afforded 

that all registered nurses along a continuum of perceived strength or weakness attributes 

were able to be assessed for linkage between perceived social support and mental health 

disturbances, without statistically significant interference of other variables (Lakey & 

Orehek, 2011). 

Working conditions have been noted to have a critical effect on registered nurses 

(Aiken, Clarke, Sloane, Lake, & Cheney, 2008; Rodwell & Munro, 2013). They are 

revealed via: job and organizational dissatisfaction, high turnover, burnout, absenteeism, 

clinical errors, and poor-quality patient outcomes (Andel et al., 2011; Chaufan, 2015; 

Embree & White, 2010; James, 2013; Makary & Daniel, 2016; Rodwell & Munro, 2013). 

Constructing solutions related to the root cause of these retorts to workplace stressors has 

prompted organizational leaders to consider the impact of justice in the registered nurse 

workplace (Rodwell & Munro, 2013). Expansion of leadership’s foci in health care 

organizations to include justice has provided some insight about the totality of registered 

nurse working conditions (Rodwell & Munro, 2013). A comprehensive corrective action, 

inclusive of buffering stressors and supporting RRT in the evaluation of optimal 

wellness, would have benefitted the study’s participants and perhaps prevented elements 

of their lived experience of unjust discipline—for example, altered state.  

The study’s participants did not describe many authentic social support 

interactions during their lived experience of unjust discipline. At least nine of the 

participants described what appeared to be temporary altered mental health during their 

lived experience of unjust discipline. It varied from what was interpreted as humiliation, 

shock, anxiety, and fear along a continuum to post-traumatic stress. Physical symptoms 
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among the participant arose during their lived experience of unjust discipline also 

seemingly temporary based on the interpreted descriptions and ranged from skin ailments 

to hypertension. The lasting effects were interpreted to have remained evident in many of 

participants’ emotions during interviews. They ranged from scoffing in what appeared to 

be disgust in context to voice cracking to sobbing when recollecting the lived experience 

of unjust discipline.  

It was evident that social support resources in all categories—emotional, 

informational, and instrumental—would have benefitted these participants in the context 

of their described lived experience of unjust discipline. Significant monetary 

expenditures were described ranging from $7,500 to $500,000 for legal representation, 

fines, and penalties during a time employment was precluded while being trapped in a 

regulatory and judicial system process for years. In the study’s context, it appeared cruel. 

The forfeiture of home ownership, what most in the United States consider being the 

American dream, during a described lived experience of unjust discipline appeared to be 

the ultimate act of vicious processes. The former in reflection visualized as stripping the 

professional, educated, registered nurse participants of the most basic security and 

survival needs. 

The one significant authentic social support within nursing received by a study 

participant as described in the lived experience of unjust discipline summarily validates 

the proposed interpretive statement. As previously informed, one of the participants 

described in vivid detail homicidal ideation toward a perceived aggressor in their lived 

experience of unjust discipline: 
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…it was getting deeper in my emotional side, because I can see, three or four 

years had gone by and then he, you know. The big deal was the fact that he left 

from the first hospital to the second hospital. I still have a lot of friends at that 

hospital [the first hospital]. They told me that the reason he went to that second 

hospital was because he knew that I was there and he could get me fired, okay. 

 

The participants’ thoughts of homicidal ideation subsided “immediately” with simple 

authentic social support. The gestures from two directors, who will perhaps never know 

how significant their actions and words were, conceivably prevented a critical life-

altering incident.  

…you know the director at the other hospital [second hospital] stuck up for me, 

ok. Both directors stuck up for me and they both said the same thing that…. 

there’s no problem here, okay. We don’t have a problem with [     ] here in the 

clinical area, ok. So, umm...that played a huge role in me, in me uh relaxing me, 

uh kinda relaxing me, relaxing me in the sense that well, at least I really didn’t do 

something stupid, ok and I sensed that immediately. 

 

RRT would have perhaps had a more proactive preventive quality, being able to ascertain 

perceived support ongoing; however, undoubtedly the use of buffering by those directors 

against an evident stressor for the participant was effective. This may suggest another 

practical application for the buffering model, specifically with registered nurses in crisis 

scenarios. 

Limitations of the Study 

This study engaged creative approaches and considered the origins of hermeneutic 

phenomenology to enhance reliability and validity. In the hermeneutic traditions, even 

with the imposed rigor, the study is not without its limitations. The most evident is the 

lack of generalizability. The study has interpreted the lived experience of unjust 

discipline for this cohort of registered nurse participants. The lived experience of unjust 

discipline and its interpretation in this study pertain to this cohort of participants, rooted 
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in their historicity, albeit now with an expanded horizon from their pre-reflexive 

understanding of the lived experience of unjust discipline to a deeper understanding. 

This initial undertaking as a phenomenological researcher was at times 

mysterious, fleeting, and without a foundation. The persistence to engage in a 

phenomenological study has brought the researcher closer to proficiency in employing 

the creative approaches and tools of phenomenology in research; however, their 

application is not perfected. The journey to perfection in this endeavor was abandoned as 

the years it would, in all probability, take was not a luxury that could be entertained. I did 

resource as much as I possibly could to absorb, which included seeking guidance from 

Dr. Max van Manen himself. Dr. van Manen provided additional resources to me with a 

kind communication for which I am eternally grateful. Thus, the novice attempt at “doing 

phenomenology” (van Manen, 2017a) may have infused a limitation in the study that I 

am hopeful will get better with practice and time. 

The phenomenon, unjust discipline, presented some recruitment challenges. The 

far-reaching and severely punishing nature of the lived experience of unjust discipline 

was inherently shrouded in secrecy and ostensibly rooted in fear. In any case, the final 

cohort of participants appeared to represent the registered nurse workforce well. The four 

male and six female registered nurses’ ages ranged between 44 and 70 years. The 

participants’ reported ethnicity was eight Caucasian, one African American, and one 

Hispanic registered nurses. Education levels of the participants were reported as: one 

diploma registered nurse, three associate degree registered nurses, three bachelor degree 

registered nurses, two master degree registered nurses, and one doctorate degree 

registered nurse. Considering this representative nursing workforce diversity, the sample 
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size was still small and comprised of a total of 10 participants, also limiting 

generalizability. 

Lastly, member checking and journaling were engaged to augment validity; 

however, the bulk of interpretation during the study evolved from the researcher. Bridling 

was also a technique utilized that did not diminish personal historicity in an unjust 

discipline process, while at the same time preventing the overshadowing of study 

participants’ lived experience of unjust discipline. In hermeneutic phenomenology, 

interpretations are limitless. Therefore, while not a totally limiting quality as it was 

expected, some limitations are intrinsic in the possibility of blemished interpretation. 

Implications 

There were myriad implications to be gleaned from the lived experience of unjust 

discipline. The first was to acknowledge that unjust discipline exists. The implications of 

unjust discipline itself were uncomfortable, yet those of us within nursing know that it 

not only exists, but it is pervasive (Cooke, 2007; Estes, 2013; St. Pierre & Holmes, 2008, 

Tepper et al., 2006). The elements of unjust discipline have been disclosed as a disruptive 

workplace behavior (Armmer, 2017; Becher & Visovsky, 2012; Gacki-Smith et al., 2009; 

JCAHO, 2008; Okechukwu et al., 2014; Papa & Venella, 2016; Phillips, 2016; 

Townsend, 2016; US DOL, 2015). The implications of unjust discipline should therefore 

be equally as alarming as other workplace disruptive behaviors. All study participants 

described some form of interpreted workplace incivility or violence. There appears to be 

an evolving consideration in the literature associated with examining the impact of justice 

within health care work places. An authentic approach could conceivably begin to 
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manage unjust discipline and other afflictions of the health care workplace (Rodwell & 

Munro, 2013). 

It would appear that what is commanded of the registered nurse in the regulatory 

and ethical realms (ICN, 2012; Singh et al., 2016) of nursing practice are in conflict with 

a chaotic health care workplace expectations and core values (Andel et al., 2011; 

Chaufan, 2015; Embree & White, 2010; Holtbrügge et al., 2015; James, 2013; Makary & 

Daniel, 2016; Rodwell & Munro, 2013). Registered nurse authentic social support has 

been interpreted to be necessary in the climate of the U.S. healthcare system of the 21st 

century (Aiken, Clarke, Sloane, Lake, & Cheney, 2008; Rodwell & Munro, 2013). Each 

of the study participants described interpreted critical incidents during their lived 

experience of unjust discipline that would have benefitted from authentic social support 

(Rodwell & Munro, 2013; Singh, et. al., 2016). The one participant who appeared to 

receive authentic social support was buffered from potentiating a critical incident in 

response to the lived experience of unjust discipline, without the knowledge of the 

administrators involved. They simply provided authentic social support in what has been 

interpreted as a just manner. In the advent of fatal incidents in health care facilities, 

schools, and at leisure events, authentic social support may be considered as a prevention 

tool for anguished individuals. 

Reflection of Researcher’s Experience 

“Hence the horizon of the present cannot be formed without the past” (Gadamer 

et al., 2013, p. 317). A professional registered nurse career that has spanned over 22 years 

has been filled with experiences that have only enriched my evolution as an accountable 
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citizen. I have truly loved my profession and all the opportunity it has provided. The 

beginning of my career formulated many questions as I practiced nursing that encircled 

my thoughts related to the entry-level education of registered nurses. I could not reconcile 

as a novice nurse, with all that was decreed of registered nurses as professionals, that we 

as a group were not at least as educated as our ancillary department colleagues. My 

development made me more aware of the political, socioeconomic, and, indeed, the 

historical landscape within the nursing profession that both hindered and propelled 

forward the questions I had related to entry-level education to the practice of registered 

nurses.  

Transitioning into nursing administration and nursing education within a year and 

2 years, respectively, were welcome but apprehensive experiences. I was chosen in 

retrospect, somewhat unwillingly, to lead and educate within my profession. I did not 

articulate my reservations but again thought about how to reconcile them. I made a pact 

with myself to maintain a clinical role ongoing regardless of the title I held in leadership 

and/or education. I wanted to assure that I had the requisite skill set to educate and lead 

within nursing.  

There were short-lived disappointments along the way, primarily with nursing 

leadership. Collectively, what I envisioned leadership to be was in short supply. 

Furthering my education beyond the bachelor degree I had earned to enter into nursing 

practice, also within a year of becoming a nurse, helped to formulate my disappointments 

related to nursing leadership peers and superiors. My education and experiences were 

offering that the science of leadership escaped most in nursing. I continued to develop 
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simultaneous skill sets in the clinical, administrative, and education nursing specialties, 

working very hard to harness what I believed was expected of me.  

It has served me well personally as I truly have felt fulfilled in my endeavors. The 

more fulfilled and developed I became, it appeared the more my nurse colleagues either 

put me on a pedestal (“we need you to lead this initiative”) or alienated me (“you are too 

professional and use words that are too big”), there did not appear to be a middle ground 

of simple acceptance, regardless of how opened I remained. I decided that I would just 

continue to be me; as such, I was fulfilled and created boundaries when necessary. 

As I climbed the nursing hierarchy, I became more proficient at being supportive, 

seemingly always propelling an education agenda, recognizing collegiality, offsetting 

sabotage and negativity, and achieving hallmarks of success. Magnet status, JCAHO 

certifications, clinical program certifications, hospital turnaround, being among the 11% 

of chief nurses in the United States that have achieved a department of health deficiency-

free survey, and innovation in nursing education have been celebrated in my historicity.  

The wealth of knowledge I possessed, all of the experiences I was fortunate to 

have, the education I committed to, and the achievements I was fortunate to celebrate in 

nursing could have ever prepared me for the descriptions of unjust discipline lived by the 

cohort of registered nurses in the study. The interpretive process of the lived experience 

of unjust discipline has been taxing and, at times, emotionally depleting. It was the 

interpretation of the descriptions the study participants shared, and not the actual work, 

that evoked those feelings. I once again have been brought to a place of attempting to 

reconcile, this time about a disclosed truth related to my beloved nursing profession.  
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The states of affairs are much worse than I thought pre-reflexively. I knew my beloved 

nursing could be unpleasant. I did not know my beloved nursing could be inhumane. 

Artistic Expression 

 

Figure 4. Reflective process of hermeneutic phenomenology 

 

Reflective Process of Hermeneutic Phenomenology 

The mirror symbolizes the reflective process of hermeneutic phenomenology. The 

intricacies of the mirror’s décor around the circle represent the historicity of the study’s 

participants and the historicity of the researcher that cannot be put aside in the reflective 

processes, as the parts make the whole of the mirror. The collective historicity is 

dignified and reserved so as not to disrespect deeper meaning or understanding; it is 

bridled on the frame of the mirror. The mirror receives vivid and robust description from 
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the participants. The descriptions are interpreted around the circle of the mirror, 

respectfully reflecting on what is pre-reflexively known and what is disclosed as essential 

or truth. The ornate ropes on either side of the handle of the mirror are the themes that 

begin to emerge in the reflective process. The nine essential themes are the smaller ornate 

ropes at the tip of the mirror’s handle. The circular stone at the tip of the handle is the 

study’s thematic statement. All of the aforementioned represent part and whole of the 

lived experience of unjust discipline.   

Recommendations for Nursing Leadership 

The conditions that have plagued the health care arena have accumulated over 

time. It has not been a day or a month or even a year; it has been more than 20 years 

(Daly & Mort, 2014; Kohn et al., 2000; Makary & Daniel, 2016). The longevity of the 

multitude of broken systems within health care (Yong et al., 2010) suggests that, 

collectively, nursing leadership has not done its due diligence (Estes, 2013; Chaufan, 

2015). Leading the largest segment of health care providers within a more complex health 

care landscape, evolving registered nurse roles and advanced education in nursing 

requires secure and developed Nurse Executives (Yong et al., 2010; Young & Kroth, 

2017).  

According to Ogbolu, Scrandis, and Fitzpatrick (2018), it is necessary to 

acknowledge the challenges that accompany being a nurse leader. Pressure from above 

the hierarchy, pressure lateral to the hierarchy, and pressure from below the hierarchy 

provide a convergence of dilemmas about the dispensable nature of daily interactions. 

Whether the role was self-directed to fulfill or directed by another, there are regulatory, 
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ethical, and competence accountabilities that are more far-reaching than any misdirected 

notions of power and or control (JCAHO, 2008; Ogbolu, Scrandis, & Fitzpatrick, 2018). 

Nurse Executives have benefitted from ongoing introspection and development 

when pursuing goals. Realistic introspective sessions can help to clarify inspirations, 

drive, role accountabilities, and decision making, particularly when conflicts in values 

present themselves (Glasgow, Weinstock, Lachman, Suplee, & Dreher, 2009). Nurse 

Executives also need to be able to evaluate their strengths and weaknesses concurrently 

with re-evaluating definitive action (Glasgow et al., 2009). There are a multitude of 

settings in which to experience executive-level coaching. The level of the privacy an 

executive desires may ultimately dictate the setting. The options range from executive 

life coaching that is self-directed to group coaching that is employer-directed (Sawyer, 

Laubach, Hudak, Yamamura, & Pocrnich, 2013). 

Beyond maintaining the necessary Nurse Executive development skills and 

ongoing introspection, it is important to manage information, especially as it relates to the 

profession in sanctity. As previously discussed in the era of #FakeNews, misinformation 

is the enemy (Lee, 2017). The most senior Nurse Executive within an organization should 

be well informed in the context of the nursing profession, as that after all is where the 

Nurse Executive’s expertise should be rooted. Regurgitating what is heard at a meeting is 

not demonstrative of expertise or self-reflective introspection (McNally & Cunningham, 

2010).  

Lastly, invoking a culture that is just and supportive would benefit registered 

nurses and, accordingly, quality patient care (Rodwell & Munro, 2013). Perceived failure 

of registered nurses and scapegoating is the hallmark of poor nursing leadership and 
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failing organizations (Cooke, 2007). The principles associated with just culture have been 

available and evolving for over a decade without evident sustaining implementation in 

health care. Nurse Executives are accountable to lead the charge for a just culture within 

organizations and implement how it is done (Dekker, 2012). The inherent issue with just 

culture as presented by Dekker is that it leaves room for interpreting the essential 

question, “what is the right thing to do?” Assistance from the regulatory arena has 

attempted to answer the question with a tool that organizes behavior into three categories 

with associated definitions and predetermined sanctions: human error, at-risk behavior, 

and reckless behavior (Lewis, 2013). All of the registered nurses who participated in the 

study would have benefitted from the recommendations for nursing leadership.  

Recommendations for Nursing Education 

The nursing education arena has a plethora of knowledge to bequeath to a new 

generation of nursing students (Mark, Titler, Latimer, & Krau, 2014; Yong et al., 2010; 

Young & Kroth, 2017). The ongoing problems in health care, however, present 

challenges associated with teaching nursing students, not only the art and science of 

nursing but also real-world skills to survive the complexities of healthcare in the 21st 

century (Caputi & Kavanagh, 2018; Tagliareni, 2013; Yong et al., 2010; Young & Kroth, 

2017). Educating nurses for entry into practice requires the knowledge and skill of those 

familiar with practice matters (Keyco et al., 2016). The criticism of college faculty nurse 

educators for decades has been that there exists disconnectedness between what is taught 

in the classroom and the real world (Flood & Robinia, 2014). 
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It is imperative that candid conversations about curriculum translate into a 

readiness for entry-level practice (Flood & Robinia, 2014). The preparation of nursing 

students regardless of level should prepare them to fulfill that role for which they are 

being educated, from individuals who have current practical knowledge of the nursing 

environment (Aiken et al., 2008; Mark et al., 2014; Sawyer et al., 2013). It is time to 

abandon the notion that students, not educators, are at fault for poor educational 

outcomes because they do not know how to “critically think” (Caputi & Kavanagh, 

2018). Perhaps it is time to examine the incongruence between the classroom simulation 

labs and hands-on care with real patients as experienced among other health care 

providers like physicians (Dekker, 2012; Eden et al., 2011; Flood & Robinia, 2014; Flynn 

et al., 2012). 

Innovation is required to sustain nursing students after they leave the safety of 

nursing schools. Re-evaluating course offerings to provide current practical and nursing 

culture skills is imperative to retain new nurses in the profession (Pendry, 2007; Ritter, 

2011). Integration of current technology with increasingly mobilized teaching 

applications is also prudent. It appears that technology has invaded the work 

environments of nurses (Butcher et al., 2018; Myers, 1997; Young & Kroth, 2017). New 

nurses must be prepared to balance patient care with the demands of multiple technology 

systems that often do not interface (Yong et al., 2010). 

Lastly, emulate the behavior that is demanded of the nursing students one is 

accountable to teach. In other words, “walk the walk” (Brown, 2018; NCSBN, 2018). 

The literature on incivility in organizations such as academia is increasing (Gillet et al., 

2013; Glasgow et al., 2009; Holtbrügge et al., 2015). The stressors associated with 
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faculty shortages, aging faculty, inadequate resources, and depleting budgets may be 

contributory. The former is not a justification for such behavior, especially given the 

propensity for them to be modeled by students in the workplace.   

Recommendations for Future Study 

     Meaning is not something that can just be scooped up from the spoils 

and layers of debris of daily living. Meaning is already implicated in the 

mystery of pre-reflective reflection of seeing, hearing, touching, being 

touched, and being-in-touch with the world, and the enigma of reflecting 

on the phenomenality of all this. (van Manen, 2014, p. 5) 

 

This research exploration unveiled a multitude of truths about the lived 

experience of unjust discipline. A gap in the literature related to unjust discipline among 

registered nurses provides for an overabundance of research opportunities to evolve the 

literature and expound on this research study. The preliminary recommendation is that 

nursing with veracity and as a profession acknowledge that unjust discipline exists. An 

issue cannot be corrected if it does not exist (Zaretsky, 2018). Thus, further investigation 

into the manifestation of unjust discipline in the nursing workplace is of paramount 

importance. In the same vein, further research is needed to ascertain the impact of a 

justice within an organizational culture (Rodlow & Munro, 2013). Unjust discipline as a 

disruptive workplace behavior is also a priority in need of further investigation, given the 

implications of other workplace disruptive behaviors (Becher & Visovsky, 2012; 

JCAHO, 2008; Makary & Daniel, 2016; NCSBN, 2018; Papa & Venella, 2013; 

Rosenstein, 2002; Rugala et al., 2003; US DOL, OSHA, 2002, 2013 2015, 2016). It 

would also behoove health care researchers to explore the antecedents associated with the 

chaos experienced in health care today. Beyond fear factors, what are causal relationships 
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between a resolve to engage in incivility and/or workplace violence? What education 

modalities would be most effective among busy, stressed health care workers?   

Future research is also recommended to investigate authentic social support in an 

unjust discipline process among registered nurses (NCSBN, 2018; Umberson & Montez, 

2010), specifically applications for the utilization of RRT for prevention and buffering in 

an acute crisis respectively (Cohen, 2004; Cohen & Wills, 1985; Lakey & Orehek, 2011; 

Marroquin, 2011; Umberson & Montez, 2010). Further, in the context of registered nurse 

social support, an examination of the impact of such authentic social support on patient 

care and retention of registered nurses is warranted (Umberson & Montez, 2010). 

There is copious opportunity to employ future research on topics associated with 

administrative law courts that manage NCSBN registered nurse discipline matters 

(NCSBN, 2018). Of immediate concern are the statute of limitations associated with 

discipline matters and retained jurisdiction as articulated by the American Association of 

Nurse Attorneys’ position paper (Singh et al., 2016). It is recommended that future 

research hone in on the resource investments of registered nurses to become a registered 

nurse—for example, education costs, time, and personal sacrifices inclusive of their 

families (Singh et al., 2016) and the impact on factors such as wellness (Dana & Griffin, 

1999; King, 1995). 

Recommendations for future research must include investigations associated with 

practitioner responses to justified discipline to expound on connections between 

emotional, physical, and social adjustment after medical and fatal errors (Grissinger, 

2014). In addition, the effect of professional and social responses toward practitioners 
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after such fatal events and outcomes for the practitioner would aid self-harm prevention 

among involved practitioners. 

Lastly, it is recommended that Boards of Nursing across states become more 

transparent about their research and associated findings related to discipline. It appears 

that there is selectivity about what research is released to the public and what research is 

not. Detailed discipline of individual registered nurses is posted on BON websites in 

detail for the public to access and discipline public hearings of individual registered 

nurses are held. The aggregated data associated with these disciplines would help to glean 

further the just or unjust nature of these disciplines in transparency so that the totalities of 

what ails the U.S. health care system might begin to be cured (Aiken et al., 2008; 

Armmer, 2017; Chaufan, 2015; CMS, 2016; Estes, 2013; James, 2013; JCAHO, 2008; 

Kohn et al., 2000; Makary & Daniel, 2016; NCSBN, 2018; Page, 2008; Ritter, 2011; 

Rosenstein & Naylor, 2012; Singh et al., 2016; Yong et. al., 2010; Young & Kroth, 

2017).   

Summary 

It was proposed that unjust discipline was made possible by a chaotic health care 

system without universal evidence-based practice models or objective decision-making 

tools in workplace discipline matters (Estes, 2013; Elbadi, 1996; Yong et al., 2010). The 

literature associated with the unjust discipline was sparse. The constructs in the literature 

that were connected with unjust discipline were captured on the unjust discipline 

motivation typography, developed by the researcher of this study. Considering the 

motivations and triggers associated with unjust discipline, it has conceivably detracted 
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from the recruitment and retention of qualified health care providers (Embree & White, 

2010; JCAHO, 2008; Moore, 2013; Ritter, 2011). Unjust discipline appears to meet the 

definition in the literature of a disruptive workplace behavior (US DOL, OSHA, 2015). 

Consequently, unjust discipline has detracted from a healthy workplace and deterred 

positive workplace relationships (Armmer, 2017; JCAHO, 2008; Johnson, 2009; 

NCSBN, 2018; Rosenstein, 2002, 2009, 2010a, 2010b; Rosenstein & Naylor, 2012; 

Rosenstein & O’Daniel, 2005, 2006, 2008a, 2008b; Rosenstein et al., 2002). In addition, 

unjust discipline has reasonably contributed to the persistent astronomical health care 

expenditures as a disruptive workplace behavior (Becher & Visovsky, 2012; Chaufan, 

2015; CMS, 2016; England, 2015; Papa & Venella, 2013; Townsend, 2016). It appears 

evident that discipline of registered nurses has not been a solution to curtail patient harm 

and death stemming from medical errors (Andel et al., 2011; James, 2013; Makary & 

Daniel, 2016; Page, 2008). Further, discipline of registered nurses has not aided in the 

retention of quality registered nurses in the health care arena, exacerbating the burden of 

nursing workforce shortages (Budden et al., 2016). Among the reasons registered nurses 

transitioned away from direct patient care roles to other positions or left the profession 

entirely was a lack of support by peers and management as well as an unfriendly 

workplace (Embree & White, 2010; Moore, 2013; Ritter, 2011).  

This study has intended to contribute to filling a gap in the literature by exploring 

the lived experience of unjust discipline among registered nurses. The hope is that any 

objectivity that has not been afforded in the procedural discipline process of registered 

nurses will motivate the health care arena to mobilize action toward further investigation 

of unjust discipline as a disruptive workplace behavior. Further, that the impact of  
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injustices within healthcare organizations will be reliably appraised. Lastly, that stride 

 toward evolving healthier workplaces will be realized via this contributed research.  

In totality, it is imperative that we as a health care community “do better” to begin 

to cure the untoward trends the health care arena has attempted to address for decades. 

There have been no gimmicks, no creative spins, nor variation of registered nurse 

discipline that has provided evidence to be corrective for broken systems in the health 

care arena of the United States that have persisted for decades. Let us try authenticity and 

transparency in the engagement of corrective measures; notwithstanding, I am terrified of 

what truths may be disclosed.  
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Appendix A 

 

Inclusion Criteria for Eligible Study Participants 
 

 

Teachers College, Columbia University 

525 West 120th Street   New York NY 10027 

212 678 3000 

www.tc.edu  
 

 

CRITERIA         MET 

 

1. I am a Registered Nurse        

 

2. I have an active Registered Nurse License in the past 10 years  

   

3. I have participated in the workplace discipline process   

 

4. I have been a recipient of unjust work place discipline    

 

Eligibility Criteria Reviewed By: _________________________________ 

  

http://www.tc.edu/
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Appendix B 

Informed Consent 

 

Teachers College, Columbia University 

525 West 120th Street   New York NY 10027 

212 678 3000 

www.tc.edu 

 

Protocol Title: The lived experience of unjust discipline among registered nurses in the 

US workplace. 

 Principal Investigator: Aurora Kim Paradisis, RN EdD(c), Teachers College 

   (914) 562-0952, rn.unjust.discipline.study@gmail.com  

 

INTRODUCTION 

 

You are invited to participate in this research study called of “The lived experience of 

unjust discipline among registered nurses in the US workplace.” You may qualify to take 

part in this research study because you are a registered nurse with and active RN license 

who has had an experience in the workplace discipline process that was unjust. 

Approximately 12 people will participate in the study and it will take 2 hours of your 

time to complete. You will be asked to reserve an hour of your time for an interview and 

an hour of your time to validate interpretation of the data collected. The setting will be a 

quiet, private room at Teachers College on an agreed upon date and time between you 

and the researcher. If you are unable to meet in person, a telephone interview or video 

conference interview will be arranged. Telephone interviews will be audio recorded after 

you consent. Video conferencing interviews may be video recorded if you consent. If you 

do not wish to be video recorded, the interview will be audio recorded after you consent. 

 

WHY IS THIS STUDY BEING DONE?  

 

The study is being done to understand the lived experience of unjust discipline among 

registered nurses in the workplace. 

 

WHAT WILL I BE ASKED TO DO IF I AGREE TO TAKE PART IN THIS 

STUDY?  

 

If you decide to participate, you will be interviewed by the principal investigator. During 

the interview you will be asked to discuss your experience in the workplace discipline 

process. 

 

The interview will be audio-recorded and videotaped if you agree. These files will be 

password protected and audio-recordings will be transcribed by a transcription agency. 

You may not participate if you do not agree to be audio-recorded. You may however still 

participate if you do not agree to be video recorded. You will be given an alpha numeric 

code, for example MS6389, to keep your identity confidential. This alpha numeric code 

http://www.tc.edu/
mailto:rn.unjust.discipline.study@gmail.com
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will be used during the interview process and will be listed on the transcripts. You will be 

able to review all transcription materials and comment on them for validation and/or 

alternate expression, which may take 20 minutes to 1 hour of your time. All participant 

identifying study materials will be destroyed seven years after the study completion. 

All participants will be asked not to discuss what is being spoken about during the 

research study. 

All of these procedures will be done at Teachers College, room to be determined, at a 

time that is convenient for you or via video conferencing should there be barriers to an in 

person interview. 

  

WHAT POSSIBLE RISKS OR DISCOMFORTS CAN I EXPECT FROM TAKING 

PART IN THIS STUDY?  

 

There are greater than minimal risks associated with this study and may include any 

emotions such as embarrassment and distress that may be caused by reflecting on past 

unjust workplace discipline experiences.  However, you do not have to answer any 

questions or divulge anything you don’t want to talk about. You can stop 

participating in the study at any time without penalty. You might feel concerned that 

things you say might get back to your supervisor. 

In addition, audio and video recording pose a greater than minimal risk associated 

with this study that may include the ability to identify your image or unique voice 

features. These recordings will be maintained with safeguards to protect your identity, 

including use of an alphanumeric code not your name to identify you. The recordings will 

also be maintained if in hard copy within a locked box in a locked filing cabinet at the 

researcher’s home office. In digital format these recordings will be password protected. 

Original recordings will be deleted after analysis, transcription and your review (member 

check) are complete. 

Resource information is being provided in the eventuality mental health support is 

needed:  

National Alliance on Mental Illness (NAMI) 

• For Free Support 24/7 in a Crisis Text NAMI to 741-741 

• National Suicide Prevention Lifeline – Call 800-273-TALK (8255) 

The National Suicide Prevention Lifeline connects you with a crisis center in the 

Lifeline network closest to your location. Your call will be answered by a trained 

crisis worker who will listen empathetically and without judgment. The crisis worker 

will work to ensure that you feel safe and help identify options and information about 

mental health services in your area. Your call is confidential and free.  

• Call the NAMI helpline 1-800-950-6264 10 am-6pm M-F eastern standard 

time to discuss 

Symptoms of mental health conditions 

Treatment options 

Local support groups and services 

Education programs 
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Helping family members get treatment 

Programs to help find jobs 

Legal issues (the NAMI Legal Resource Service can connect individuals with 

attorneys in their area but does not have the resources to provide individual 

representation) 

 

The principal investigator is taking precautions to keep your information confidential and 

prevent anyone from discovering or guessing your identity, such as using an 

alphanumeric code instead of your name and keeping all information on a password 

protected computer and locked in a file cabinet drawer.  

WHAT POSSIBLE BENEFITS CAN I EXPECT FROM TAKING PART IN THIS 

STUDY?  

Participation in the research study is voluntary. There are no direct financial or 

proprietary benefits to you. All research study materials and work product are owned by 

the researcher. Participation may benefit the profession of nursing to better understand 

the lived experience of an unjust workplace discipline process among nurses. 

WILL I BE PAID FOR BEING IN THIS STUDY? 

You will not be financially or otherwise compensated for your participation in this study. 

There are no costs to you for taking part in the study. American Express (AMEX) gift 

cards may be provided to all participants of the study to a maximum value of $25.00 per 

participant, by a preferred method of receipt identified by the participants, for 

inconveniences associated with transportation, parking, and meals on the participant’s 

interview day. 

 

WHEN IS THE STUDY OVER? CAN I LEAVE THE STUDY BEFORE IT ENDS?  

The study is over when you have completed the interview and transcript 

validation/expressive process.  However, you can leave the study at any time even if you 

haven’t finished. 

 

PROTECTION OF YOUR CONFIDENTIALITY To maintain confidentiality and 

protect the privacy of the research participants, the investigator will keep all written 

materials stored in a locked file cabinet in my home or password protected computer file. 

This includes audiotapes, video recordings, transcripts, written notes, informed consents 

and demographic information. Participants will be assigned an alpha numeric code, for 

example MS6389, after their informed consent is completed. This alpha numeric code 

will be used during the interview process and will be listed on the transcripts. A locked 

box within the locked file cabinet will contain a hard copy of the participant’s real name 

and alphanumeric code. All participant information will be shredded and destroyed after 

seven years. 
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HOW WILL THE RESULTS BE USED?  

The results of this study will be published in journals and presented at academic 

conferences. Your name or any identifying information about you will not be published. 

This study is being conducted as part of the publications and dissertation of the principal 

investigator.  

CONSENT FOR AUDIO AND OR VIDEO RECORDING  

Audio recording and video recording is part of this research study. You can choose 

whether to give permission to be recorded. If you decide that you don’t wish to be audio 

recorded, you will not be able to participate in this study. If you don’t wish to be video 

recorded you will be able to participate in this research study.  

I [ ] consent to be audio recorded.  I [ ] do NOT consent to be audio recorded. 

Signature: ______________________________________  

I [ ] consent to be video recorded.     I [ ] do NOT consent to be video recorded. 

Signature: ______________________________________ 

 

WHO MAY VIEW MY PARTICIPATION IN THIS STUDY 

 

___I consent to allow written, video and/or audio taped materials viewed at an 

educational  

setting or at a conference outside of Teachers College 

___________________________________________ 

Signature  

 

___I do not consent to allow written, video and/or audio taped materials viewed outside 

of Teachers College Columbia University 

____________________________________________________________ 

Signature  

OPTIONAL CONSENT FOR FUTURE CONTACT 

The investigator may wish to contact you in the future. Please initial the appropriate 

statements to indicate whether or not you give permission for future contact.  

 

I give permission to be contacted in the future for research purposes: 

 

  Yes ________________________   No_______________________ 

           Initial                                                  Initial 

 

I give permission to be contacted in the future for information relating to this study:  

 

Yes ________________________   No_______________________ 

           Initial                                                  Initial 
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WHO CAN ANSWER MY QUESTIONS ABOUT THIS STUDY? 

If you have any questions about taking part in this research study, you should 

contact the principal investigator, Aurora Kim Paradisis, at 914-562-0952 or at 

rn.unjust.discipline.study@gmail.com.   

If you have questions or concerns about your rights as a research subject, you 

should contact the Institutional Review Board (IRB) (the human research ethics 

committee) at 212-678-4105 or email IRB@tc.edu. Or you can write to the IRB at 

Teachers College, Columbia University, 525 W. 120th Street, New York, NY 10027.  

The IRB is the committee that oversees human research protection for Teachers 

College, Columbia University.  

PARTICIPANT’S RIGHTS 

 

• I have read and discussed the informed consent with the researcher. I have had 

ample opportunity to ask questions about the purposes, procedures, risks and 

benefits regarding this research study.  

• I understand that my participation is voluntary. I may refuse to participate or 

withdraw participation at any time without penalty. 

•  The researcher may withdraw me from the research at his or her professional 

discretion for unprofessional behaviors or an assessment of discomfort beyond 

what is experienced in normal everyday life.  

• If, during the course of the study, significant new information that has been 

developed becomes available which may relate to my willingness to continue 

my participation, the investigator will provide this information to me.  

• Any information derived from the research study that personally identifies me 

will not be voluntarily released or disclosed without my separate consent, 

except as specifically required by law.  

• I should receive a copy of the Informed Consent document.  

 

My signature means that I agree to participate in this study 

 

 

Print name: ___________________________________________________________ 

Date: ______________________ 

 

 

Signature: _______________________________________________________ 

  

mailto:rn.unjust.discipline.study@gmail.com
mailto:IRB@tc.edu
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Teachers College, Columbia University 

525 West 120th Street   New York NY 10027 

212 678 3000 

www.tc.edu 

 

Participant Alphanumeric Code: _________ 

Investigator’s Verification of Explanation 

 

I certify that I have carefully explained the purpose and nature of this research to in age-

appropriate language. She/He has had the opportunity to discuss it with me in detail 

questions and concerns. 1 have answered all of her/his questions and she/he has provided 

the affirmative agreement (i.e. assent) to participate in this research. 

 

I have further explained the risks and benefits. There are greater than minimal risks 

associated with this study and include any distress that may be caused by reflecting on 

past unjust workplace discipline experience. In addition, audio and video recording pose 

a greater than minimal risk associated with this study that may include the ability to 

identify participant image or unique voice features.  

 

Resource information has been provided in the eventuality mental health support is 

needed:  

National Alliance on Mental Illness (NAMI) 

• For Free Support 24/7 in a Crisis Text NAMI to 741-741 

• National Suicide Prevention Lifeline – Call 800-273-TALK (8255) 

The National Suicide Prevention Lifeline connects you with a crisis center in the 

Lifeline network closest to your location. Your call will be answered by a trained 

crisis worker who will listen empathetically and without judgment. The crisis worker 

will work to ensure that you feel safe and help identify options and information about 

mental health services in your area. Your call is confidential and free.  

• Call the NAMI helpline 1-800-950-6264 10 am-6pm M-F eastern standard 

time to discuss 

Symptoms of mental health conditions 

Treatment options 

Local support groups and services 

Education programs 

Helping family members get treatment 

Programs to help find jobs 

Legal issues (the NAMI Legal Resource Service can connect individuals with 

attorneys in their area but does not have the resources to provide individual 

representation. 

 
Investigator’s Signature: _____________________________Date: _____________ 

http://www.tc.edu/
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Appendix C 

Demographic Data Form 

 

*For direct form access please use link (Ctrl+click):    

https://docs.google.com/forms/d/1_258LhTI4EK9OaCJ2UYgrGW1RIpMb47kCScfkUz0yEQ/edit 

 

Figure 5 Demographic Form p. 1

 

https://docs.google.com/forms/d/1_258LhTI4EK9OaCJ2UYgrGW1RIpMb47kCScfkUz0yEQ/edit
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Figure 6 Demographic Form p. 2 
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Figure 7 Demographic Form p. 3 
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Figure 8 Demographic Form p. 4 
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Figure 9 Demographic Form p. 5 
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Appendix D 

Research Study Advertisement Flyer 

 

*For direct access to the full-sized advertisement please use link (Ctrl+click): 

https://drive.google.com/file/d/0B0oHrCQzIUF7RFl5aU1QTjd4M2c/view?usp=sharing  

 

Figure 10 Advertisement Flyer 

 

  

https://drive.google.com/file/d/0B0oHrCQzIUF7RFl5aU1QTjd4M2c/view?usp=sharing
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Appendix E 

Research Study Business Card 

 

  

Figure 11 Business Card Design Front 

  

Figure 12 Business Card Design Back 
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Appendix F 

Confidentiality Agreement Transcriptionist 

 

Teachers College, Columbia University 

525 West 120th Street 

New York NY 10027 

212 678 3000 

 

I, ______________________________ transcriptionist, agree to maintain full 

confidentiality in regards to any and all audiotapes, videotapes and documentations 

received from Aurora Kim Paradisis) related to his/her research study on the researcher 

study titled The Lived Experience of Unjust Discipline among US Registered Nurses TC 

IRB protocol 17-336. Furthermore, I agree:  

1. To hold in strictest confidence the identification of any individual that may be 

inadvertently revealed during the transcription of video and audio-taped 

interviews, or in any associated documents.  

2. To not make copies of any audiotapes or computerized titles of the transcribed 

interviews texts, unless specifically requested to do so by the researcher, Aurora 

Kim Paradisis.  

3. To store all study-related audiotapes and materials in a safe, secure location as 

long as they are in my possession.  

4. To return all audiotapes and study-related materials to Aurora Kim Paradisis in a 

complete and timely manner.  

5. To delete all electronic files containing study-related documents from my 

computer hard drive and any back-up devices.  

I am aware that I can be held legally responsible for any breach of this confidentiality 

agreement, and for any harm incurred by individuals if I disclose identifiable information 

contained in the audiotapes and/or files to which I will have access.  

Transcriber’s name (printed) 

__________________________________________________  

Transcriber’s signature 

_______________________________________________________  

Date _______________________________________ 

Researcher signature 

_______________________________________________________  
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Appendix G 

Schematic of Intended Research Study Interview Questions 

 

Teachers College, Columbia University 

525 West 120th Street 

New York NY 10027 

212 678 3000 

 

1. Please describe in your own words and in as much detail as you can remember your 

experience of workplace discipline.  

2. How would you describe how you viewed workplace discipline prior to this 

experience?  

3. How has your view of discipline in the workplace changed?  

4. Can you tell me about how you responded to the experience of being the recipient of 

discipline in the workplace?  

5. Please tell me what you were feeling when you were disciplined in as much detail as 

possible.  6. What details can you remember about how you were treated during the 

workplace discipline process?  

7. What are your memories of being treated fairly or unfairly during the workplace 

discipline process?  

8. What did respect look like during your experience of the workplace discipline process?  

9. With specificity (including where you were, what you were doing, and by whom) 

describe how you were told you were being disciplined.  

10. Describe your initial thoughts when you learned you were being disciplined.  

11. How would describe your thoughts about the discipline itself. 

12. What about the discipline did you agree with or disagree with?  

13. What actions did you take related to the discipline?  

14. Describe any conflicts with coworkers that you experienced in the workplace prior 

the discipline you are describing.  

15. Describe your thoughts about the discipline and the previous conflicts you 

experienced in the workplace.  
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16. Describe in detail your views related to the fairness or unfairness of the discipline.  

17. Describe the resources available to you during the workplace discipline process.  

18. Describe the resources you utilized during and after the workplace discipline process.  

19. What opportunities for input during the workplace discipline process did you have? 

20. What are your thoughts about the person(s) that disciplined you? 

21. How did the workplace discipline process affect your personal life? 

22. Describe in detail the support your employer provided during the discipline process. 

23. What did you believe the reasons were for your discipline? What influenced these 

beliefs? 

24. How did your past prepare you for the workplace discipline experience? 

25. Describe in detail your thoughts about the just or unjust nature of the workplace 

discipline you experienced.   

26. Describe in detail three things that stand out in your memories in your experience of 

workplace discipline. 

27. What is your relationship with the employer where you received the discipline? 

28. How has the experience of workplace discipline changed you? 

29. Describe your thoughts about the nursing profession. 

30. Compare your thoughts about the nursing profession before your discipline and today. 

Describe any changes. 
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Appendix H 

Data Analysis Coding 
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Teachers College, Columbia University Institutional Review Board Approval 
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