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Editorial
Nurses are not bystanders: A response to Paley
Paley's (2013) editorial in this journal is a welcome contribution to
the discussion around the findings of the Francis report (2013) which
provided a comprehensively damning account of organisational failure
and lack of care in Stafford Hospital and Mid Staffordshire Foundation
Trust which had been at the basis of many preventable deaths in the
hospital between 2005 and 2009. The media response to the events
and the findings of the report has been harsh, especially on nurses:
“Naïvely, we may have expected the public to rally behind their
beloved nurses. Quite the contrary. It was now open season and
former patients and families took to the press and internet in droves
detailing their own nursing horror stories” (Darbyshire and
McKenna, 2013, p:305).

Given this very public criticism and its potential effects on public
confidence it is of particular importance that Paley dares to explore a
defence of healthcare staff.

His analysis of the events leads him to conclude that not a failure of
compassion but a series of contextual factors have led to the incidents in
Stafford Hospital and also that ‘these factors cannot be corrected or
compensated for by teaching ethics, empathy and compassion to stu-
dent nurses’ (Paley, 2013, p. 1452). As part of his argument he invoked
principles of social psychology and social cognition.Wewholeheartedly
agree with this perspective and would like to take the opportunity to
examine it further. Specifically, we will look into the factors highlighted
by Paley and will propose an alternative focus which leads us to a more
nuanced conclusion in regard to the role of education in addressing the
observed ‘compassion deficit’ in Stafford Hospital.

Social Psychology Applied

Paley states that there is an assumption in the Francis report that the
nurses had a “lack of compassionate motivation” (p. 1451), and he is
surprised that there is no attempt to make a distinction between com-
passionatemotivation and compassionate behaviours.While he accepts
that there was evidence of non-compassionate behaviour he disputes
that the motivation behind this was essentially non-compassionate.
While it is admirable to offer a defence in this way, the simple fact is
that systematic investigation revealed evidence of non-compassionate
behaviour and since it is the behaviour that will have impacted the
patients, does it matter how nurses were motivated? In legal cases,
intention often has a bearing on the sentence, so perhaps we should at
least allow an exploration of this issue. So, why may nurses not have
been lacking in compassionate motivation, intentions or values while
exhibiting behaviours lacking in compassion?
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This puzzling inconsistency leads Paley to look for social psycho-
logical explanations citing a well-known experiment on 'bystander
apathy' (Latané and Darley, 1969). In common language, bystander
apathy is a failure to help someone. It is of particular relevance to sit-
uations in which many people could have helped, but nobody did. In
the experiment cited by Paley (Darley and Batson, 1973) seminaries
were enticed to pass by a collapsed person. One group was told that
they had a deadline. Another group was without a deadline. The ones
with the deadline were much less likely to stop and help. No other
characteristics contributed to that decision. The experiment demon-
strates how easy it is to discourage the helping behaviours of people
even if they are likely to have strong compassionate values or
motivation.

Overall, there is significant empirical support for the bystander
phenomenon (Aronson, 2012; see also Cherry, 2014), and it has
been demonstrated consistently in situations in which there is no
personal relationship between the person in need of help and the
passive bystander (Fischer et al., 2011). Diffusion of responsibility
is considered one of the core factors. The more passive bystanders
there are, the less likely it is that someone will take action. Also,
the bystander effect is most likely to occur in unusual situations or
emergencies in which there is a need for an immediate response
and the best response is unclear (Darley and Latané, 1968). Our
problem with the bystander apathy explanation is that we wonder
to what extent it applies to the nurses under consideration and scrutiny
in the Francis report. After all, they were not passers-by, they know the
patients personally, and they were trained, knowledgeable profes-
sionals who were employed and responsible to provide care, often in
situations without many other bystanders present. Furthermore,
whilewemay accept that if a person is rushed theymay have an altered
cognitive processing and “narrowed attention” (Paley, 2013 p. 1451),
there is a significant difference between passing by someone in need
of help in public, and consistent and repeated abuse and neglect in the
work setting. Passers-by have an opt-out clause, after all they are
passers-by, but no health care worker would be excused for simply
passing a patient by (who is in need in some way). We don't believe
that the experimental circumstances of the bystander are comparable
with the health care setting. Nurses are placed into situations where
they are expected (NMC, 2010) (and paid) to care in the long term.
Repeated careless behaviour in such situations is more complex and
therefore requires a more sophisticated analysis in which the dynamic
relationship between cognitive and situational aspects is explored in
more detail.

So while we don't want to give up on Paley's core notion of an
inconsistency between compassion as a value or motivation and non-
compassionate behaviour, we would like to provide an explanation for
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its emergence in enduring situations involving personal relationships,
such as in a hospital, not in passers-by.

In our view, the principle that accounts most convincingly for this
phenomenon is cognitive dissonance, defined by Festinger (1957) as
the discomfort that ensues from holding two psychologically
inconsistent notions at the same time. Revisions of this well
researched paradigm (see Cooper, 2007)1 emphasise that this
includes inconsistency between our behaviour and our values.
Aronson (1999) suggests that dissonance is strongest when really
important values are violated, including the belief in ourselves as
good, smart, correct, etc. In nurses this would include the belief in
themselves as compassionate. Core to the theory is that dissonance
discomfort motivates efforts to reduce it. In the case of nurses who
become aware that their care is inconsistent with their values, we
would first and foremost expect efforts to improve their care. This
would reduce the inconsistency and therefore the discomfort. How-
ever, if the behaviour, the non-compassionate care, has already
taken place and cannot be reversed, it is more likely that
rationalisations (Crigger and Meek, 2007), justifications or excuses
will be formulated to reduce the dissonance. Such arguments will
be affected by the hospital culture. If, as in Stafford Hospital, the
prevailing wind turned in favour of cost cutting, time management
and efficiency, aspects consistent with these values will be used.
Typically, we will hear justifications such as ‘there was just not
enough time’, ‘the next patient was waiting’, or ‘if only we could
afford more personnel, we could do better’.

The insidiousness of this shift is that once these justifications or
excuses have been established by a person, future lapses in care will
not lead to the same level of discomfort. As a result a gradual erosion
of the quality of care is likely and a vicious cycle of increasingly deficient
care may emerge. Once this process has affected a significant group of
nurses, suboptimal care will become the norm and other mechanisms
such as ‘conformity’ (Asch, 1956) will ensure that all involved behave
accordingly. Typically those who can't reduce their dissonance around
violating standards of care with justifications or excuses will leave the
hospital and over the years their place will be taken by others who fit
in better. If the hospital management is mostly concerned with saving
money, they will most likely measure their achievements in financial
terms. Any possible dissonance around care at management level will
most likely be justified along the same lines as by the nurses or by
denial.

While the core mechanisms seem simple, the way in which they are
expressed in the dynamics of a hospital in decline makes them difficult
to be aware of, as the social environment becomes a ‘total reality’
(Zimbardo et al., 2000) in which the participants lose perspective and
where speaking out can be difficult (RCN, 2012). The inclination in
hindsight to apportion blame rather than taking a more systemic view
of matters is a common problem. This is for instance highlighted in in-
vestigations of industrial accidents whereby human error is pitched
against organisational and structural failings. Suggesting that nurses
need to receive better or more training in compassion is like shifting
the blame for the problems arising in Mid Staffordshire away from the
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1 Cognitive Dissonance theory has been supported by an abundance of empirical re-
search since Festinger (1957) introduced it. Cooper's overview (2007) and more recently
Gawronski and Strack (2012) provide excellent background on the rich empirical support
for dissonance theory and related models of cognitive inconsistency, which include stud-
ies on attitude and behavioural change, hypocrisy, moral judgement, and even neurosci-
ence. Applications to health care and nursing are not plentiful. Most prominently,
Totman (1976) applied dissonance theory to the placebo effect, and dissonance has also
been linked with treatment of depression (Tryon & Misurell, 2008) and eating disorders
(Mitchell et al., 2007). Specific to nursing, Taylor and Bentley (2005) coined the term pro-
fessional dissonance to understand conflict between practice and care values in mental
health nursing. Crigger andMeek (2007) studied self-reconciliation after nursingmistakes
with reference to cognitive dissonance. Fontenot et al. (2012) investigated how nursing
educators experience dissonance, while De Vries (2008) applied the theory to the practice
of the ‘slow code’ in cardiac care. A final example (Clark et al., 2004) seeks the application
of dissonance to attitudes around smoking in nursing students.
organisation and on to the nurses. Similar to our suggestion in the
above, Reason's (1997) approach is that industrial accidents occur due
to a multiplicity of factors (including organisational influences, unsafe
supervision, preconditions for unsafe acts, and the unsafe acts them-
selves). It would seem therefore that “When an adverse event occurs,
it is important to determine how and why the defences failed, not
who blundered” (Hinton-Walker et al., 2006 p.8). Dissonance is such a
defence. It alerts nurses to inconsistencies between care standards and
practice and therefore warns against ‘careless care’. Problems occur
when its alarm signals are silenced by dubious justifications and denial.
However, because it plays out within the person as well as within the
hospital organisation, it further complicates the questionwhere respon-
sibility lies when care fails.

Nurse Education

Notwithstanding the evidence for interactive mechanisms, suggest-
ing a complex dance in which the hospital organisation and health care
staff both play a role, the personal blame culture is alive and well. Its
simplicity makes it a hot favourite also in themedia. Paley can therefore
be forgiven for providing a counterweight and dismissing as misguided
the Francis Report's recommendation for an increased focus on teaching
compassion. However, Paley's conclusion that nurses are already well
motivated to be compassionate and hence teaching compassion may
be fruitless is perhaps a bit rash.

Similar to the prioritisation issues in Stafford Hospital, where cost
cutting becamemore important than compassionate care, nursing edu-
cators face a prioritisation issue in their universities. Fontenot et al.'s
(2012) study suggests that as a result of this they experience dissonance
and they ‘feel torn by expectations of pursuing not one, but two or three
work roles (p. 512).’ In order tomaintain credibility in the academic en-
vironment high quality research and publication output rank more
highly than teaching. Moreover, focus on research grants, publication
and other academic tasks are often at the expense of practice improve-
ment. There are millions of pounds of public funding spent on research
with yet no consistent evidence of improvement in practice. Rolfe
(2012) points out that many scholars and academics have lost their
way in themodern university. The philosophy and thrust of nursing fac-
ulties, schools and departments need to be scrutinised. Nursing staff are
anecdotally already calling this into question (Booth, 2014).While there
is no evidence to suggest that care deficits can be attributed to themove
towards university based education (RCN, 2012) we should examine
whether educational advances and professional progress in nursing
care are at risk of being undermined by insufficient attention to care
values (e.g. compassion, ethical practice, and person centred care).
Perhaps nursing educators need to look at what they currently value
most highly themselves and whether or not this contradicts the
espoused values of the profession

Cognitive dissonance theory would suggest that by strengthening
compassion values in education, the dissonance discomfort arising
from a lapse in compassionate care would be higher. As a result the
urgency to avoid or reduce the discomfort would increase. Within a
supportive hospital this will most likely lead to continuous efforts by
nurses to self-correct lapses in care instead of seeking rationalisations
and justifications that accept non-compassionate care. Another element
to be emphasised in the education would be an understanding of the
mechanismswhereby erosion of care takes place and providing the stu-
dents with the wherewithal to counter such processes. In practice, this
can be achieved through a teaching collaboration between nursing
and psychology lecturers (De Vries and Timmins, 2012) in which:
(a) the dissonance mechanism is explained and applied to nursing
care; (b) the compassion value is addressed and arguments are
presented to strengthen it; (c) examples of nursing practices that
are dissonant with compassion are discussed; and (d) common
justifications for deficient care are explored and critiqued. To ensure
a high impact, it is essential that students are actively contributing.
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Therefore, a scenario or enquiry based learning approach would be
most suitable. This could serve as a virtual ‘inoculation’ against
compassion erosion and reduce the chances that the problems as
occurred in Stafford Hospital would occur elsewhere. While it is im-
proper to single out nurses for blame, it is also improper to suggest
that they (and their educators) are not in a position to influence
the practices in the hospitals in which they work.

Conclusion

While agreeing broadly with Paley that blaming the nurse for the
issues such as occurred in Stafford Hospital is not the answer, our
application of cognitive dissonance theory rather than bystander apathy
to the issues has led to different conclusions. In our view a reorientation
of nursing faculty towards a culture that places compassion and ex-
cellence in care as the priority may play a role in preventing the
emergence of scandals such as in Stafford Hospital. While it is under-
stood that toxic cultures can develop whereby an “institutional
heartlessness” can develop and be spread to others (Wilkinson
cited in Chambers and Ryder, 2009 P.2), nursing students and nurses
are not passers-by and need to take their responsibility seriously.
The core values of nursing need to be re-established and affirmed
at all levels of service and delivery, with mechanisms for honest
reflection on practice integral to service delivery. These need to be
substantiated with a renewed emphasis on professional confidence
and assertion (which is undermined by the current media debate).
There must also be an open, honest and transparent health care
culture where integrity, and sensitivity flourish and nursing students
need to be prepared for this with a good grounding in ethics,
empathy and compassion. In tandem with this, the mechanisms at
the core of compassion erosion as outlined by us should be
recognised and addressed in nursing education and by doing so nursing
students can be much better prepared, and develop the necessary
resilience to remain compassionate.
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