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ABSTRACT 

When, in 1977, nurse education in Spain was transferred to universities a more patient-

centred, Anglo-American philosophy of care was introduced into a context in which 

nurses had traditionally prioritised their technical skills. This paper examines the 

characteristics of the nurse’s professional role in Spain, where the model of nursing 

practice has historically placed them in a position akin to that of physician assistants. The 

study design was qualitative and used the method of analytic induction. Participants were 

selected by means of theoretical sampling and then underwent in-depth interviews. The 

resulting material was analysed using an approach based on the principles of grounded 

theory. Strategies were applied to ensure the credibility, transferability, dependability and 

confirmability of the findings. The main conclusion is that nurses in Spain continue to 

work within a disease-focused model of care, making it difficult for them to take 

responsibility for decision making. 

Keywords: Decision making, grounded theory, nurse-patient relationship, nurse-

physician relationship, nurse’s role, professional role,  
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INTRODUCTION 

The origins of modern nursing can be traced back to the work and ideas of Florence 

Nightingale (1820-1910), whose contributions to nursing practice in the Anglo-American 

context marked the beginning of a shift in the nurse’s role, from doctor’s assistant to what 

we now think of as patient-centred care (Bullough & Bullough, 1981). 

In our country, Spain, the first school of nursing was established in 1896 by Dr 

Federico Rubio y Galí with the aim of producing “nurses capable of acquiring all that is 

entailed in the art of tending and caring for others, which is both art and science […] so 

as to earn their living in the service of the sick” (Ortega & Sánchez, 1996, p. 295). The 

model of nursing that developed as a result was very much focused on the application of 

technical procedures, such that the role of Spanish nurses was more akin to what in the 

USA became the responsibility of physician assistants (Domínguez-Alcón, 1986, p. 103; 

Domínguez-Alcón, Rodriguez & Miguel, 1983, p. 92; Hernández & Moral,  1995, p. 103). 

Indeed, not until 1977, when nurse education was transferred to universities (Boletin 

Oficial del Estado [Official Gazette of the Spanish government], 1977b), did a more 

patient-centred philosophy of care, borrowed from the Anglo-American context, begin to 

be introduced in Spain (Miro-Bonet,  2010).  

BACKGROUND 

It is possible to identify two main and — in terms of their associated competences — 

distinct profiles of the professional nurse in Western countries. One profile corresponds 

to countries such as the USA (Cawley, Cawthon & Hooker, 2012), Canada (Jones & St-

Pierre, 2014) and the UK (Drennan et al., 2014), where a distinction is generally made 

between the role of the professional nurse and that of physician assistants or associates. 
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The other profile is more characteristic of countries such as Spain (Domínguez-Alcón, 

1986, p. 103), Germany (Kuilman, Sundar & Cherian, 2013) or Portugal (Mendes & 

Mantovani, 2009), where many of the tasks performed by physician assistants or 

associates in the Anglo-American context are regarded as part of the nurse’s role. 

According to Larson (1977, p. 40), professions are market-oriented organisations 

that seek to establish intellectual control over areas of social interest or concern. Through 

the development of abstract knowledge, professions propose concrete solutions to human 

problems, thereby ensuring their own survival. Professional autonomy, defined as “the 

ability of a professional to act in accordance with a system of principles and rules” 

(Mulero, 2003), has been identified as an important indicator of professionalization 

within nursing (Tapp, Stansfield & Stewart, 2005). In this context, autonomy is regarded 

as a prerequisite for achieving professional status (Ballou, 1998; Holland, 1999) and has 

been related to job satisfaction among nurses, to a positive working environment and to 

the quality of care (Finn, 2001; Tonges, Rothstein & Kikiras, 1998). However, research 

to date has not explored the extent to which the nursing profession in Spain has 

incorporated the new philosophy of patient-centred care into the traditional role of 

physician assistants, and in what ways this has influenced the professional autonomy of 

Spanish nurses.   

METHOD 

Aim 

To describe the characteristics of the nurse’s professional role in Spain, where the model 

of nursing practice has historically placed nurses in a position akin to that of physician 

assistants. 
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Design 

This was a qualitative study using the method of analytic induction, in which the 

formulation of an initial hypothesis was followed by the selection of extreme cases 

(Borobia, 2004; Smelter & Baltes, 2001). The transcripts of interviews with participants 

were analysed using interpretive description (Thorne, Kirkham & MacDonald-Emes, 

1997; Thorne, Kirkham & O'Flynn-Magge, 2008). 

Sample/Participants 

Participants were selected through a process of theoretical sampling (Smelter & Baltes, 

2001) and according to the following inclusion criterion: having worked as a nurse in 

Spain for at least ten years since 1982 (the year in which the first wave of nurses graduated 

with the new Diploma in Nursing) and in at least two of the following areas: patient care, 

teaching, management, research. This meant that all our participants could be regarded as 

‘expert nurses’ (Benner, 2000). The number of participants to be recruited was established 

according to the criteria of sufficiency, while seeking the maximum variety of experience 

and contexts (Seidman, 2013). Sampling continued until theoretical saturation was 

reached (Strauss & Corbin,  2002, p. 231).  

A total of ten participants were initially interviewed, following which two 

additional extreme cases (in terms of experience and background) were identified. These 

cases were chosen in order to explore the possible influence that their specific experience 

or characteristics might have had on their management of the nursing role. One of these 

cases was a female nurse manager who had worked in the Anglo-American context; we 

considered that her greater experience with this model might have led her to adopt a more 

patient-centred approach. The other extreme case, a male nurse manager, was chosen 

because the literature suggests that male nurses are more inclined to adopt a technical 
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role, and this may have been reflected in his approach to team management. As no new 

information was gained through these two interviews it was concluded that theoretical 

saturation had been reached.  

The final sample therefore comprised twelve nurses, of whom nine (75%) were 

women. Participants came from a wide range of Spanish regions: Andalusia (n=2), 

Catalonia (n=4), Valencia (n=2), Balearic Islands (n=1), Madrid (n=1), Galicia (n=1) and 

the Basque Country (n=1). In terms of the contexts in which they had worked, 25% of 

them had experience of all four of the aforementioned areas, 33% had worked in patient 

care and then as nurse teachers, 33% had experience of both patient care and management, 

and 9% had worked in the areas of nurse management and teaching. Overall, 33% of 

participants had obtained a doctorate, a qualification that had given them recognition in 

the field of research. All the nurses with experience of patient care had worked in both 

the hospital and primary care settings.  

Data collection 

Each of the twelve in-depth interviews lasted between 60 and 90 minutes and followed 

established guidelines for conducting qualitative interviewing (Seidman, 2013). Table 1 

outlines the three topics that were explored sequentially in order to induce the 

participant’s experience (Seidman, 2013, p. 16). All the participants were recruited 

through contacts that the research team had in university nursing schools across Spain. 

The initial contact with potential participants was via email and involved providing them 

with information about the study and requesting their participation. The date and time for 

a face-to-face interview was then agreed, in a place of the participant’s choosing. 

Interviews were conducted by the lead author, who introduced herself to participants as a 

nurse teacher. All the interviews were recorded and subsequently transcribed verbatim. 
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Ethical considerations 

The study was approved by the Research Ethics Committee. All participants were 

informed that participation was voluntary, and they all signed informed consent prior to 

the interviews. The anonymity and confidentiality of all collected data was ensured 

throughout the study. 

Data analysis 

Data were analysed using a grounded theory approach that involved the coding of 

interview transcripts and application of the constant comparative method (Strauss & 

Corbin, 2002, p. 86). The first step involved the open or substantive coding of data, in 

which fragments of discourse were linked to coding labels. This was followed by focused 

coding, in which we sought to identify the most significant and/or frequent codes in order 

to define the emergent categories. Based on the outcome of this focused coding we then 

drew up provisional categories, specifying their properties and dimensions (axial coding). 

The application of a coding paradigm throughout the analytic process facilitated the 

subsequent establishment of relationships between categories and enabled the final 

theoretical narrative to be produced. In addition, a series of memos were generated in 

order to provide support for the entire analytic process (Charmaz,  2006, p. 72). 

Validity and reliability/Rigour 

In order to ensure the credibility of the analysis, the reported findings are supported by 

verbatim quotations (see tables 2 and 3) from the interviews with participants. 

Additionally, an external audit was conducted by an expert in the analysis of qualitative 

data. Regarding transferability, we clearly described the sampling context and considered 

the results as working hypotheses that are not susceptible to generalisation. In order to 

systematise and support the analytic process, work standards were used in conjunction 
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with the ATLAS.ti 7.1 software (for operative support) throughout the research process. 

Finally, data were displayed in the form of conceptual maps and matrices in order to 

optimise the confirmability of results.  

FINDINGS 

Analysis of the twelve interview transcripts led to the identification of three categories 

that described the professional role and competences of nurses in Spain. These categories 

were: ‘collaborative role alongside the physician in treating disease’, ‘collaborative role 

alongside the patient and his/her family in providing care’ and ‘the difficulty for nurses 

of assuming the responsibilities that are now associated with their professional role’. 

Application of the constant comparative method to these categories yielded an 

overarching core category under which the three initial categories could be subsumed: 

‘Lack of professional autonomy in a caring role that is disease-focused rather than patient-

centred’.  

In the following sub-sections we discuss each of the three initial categories and 

the resulting core category, illustrating them through reference to the verbatim quotations 

presented in Table 2 (initial categories) and Table 3 (core category). Thus, for example, 

the label P2:1 in the text indicates that the point being made is supported by quotation 

P2:1 in the corresponding table. 

 

 

Collaborative role alongside the physician in treating disease 

A central aspect of the Spanish nurse’s role is to work alongside the physician in treating 

disease. This role, in which nurses are required to acquire and apply a series of technical 
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procedures, also reflects how the profession is viewed by the general public in Spain 

(Arredondo & Siles, 2009)(P2:1) (P3:2). 

MacMillan (2012) points out that professional nursing care has, since the time of 

Florence Nightingale, evolved on the back of medical specialities. Thus, in order to 

provide care in hospitals that have become increasingly technological (Bartol, 2015), 

nurses have had to develop a body of knowledge similar to that required by doctors 

(MacMillan, 2012). In the Spanish context, the high demands on nurses’ time (Parro et 

al., 2013) is a further factor that has contributed to a greater emphasis being placed on the 

performance of technical tasks rather than on the tailoring of care to patients’ specific 

needs. With regard to the latter issue, Watson (2006) has identified a similar problem in 

the North American context (P3:3). 

Collaborative role alongside the patient and his/her relatives in providing care 

Another key feature of the Spanish nurse’s role is to work together with patients and their 

relatives in the provision of care (P1:1). This kind of collaboration has three 

characteristics: care must be individualised; the nurse should aim to promote patients’ 

personal autonomy (and that of their relatives) in relation to their health condition; and 

part of the nurse’s professional mission should be to defend the rights of patients within 

both the health system and the wider social context.  

Individualised care implies prioritising the perceived needs of patients (and also 

of their relatives) while respecting their identity (P2:2). Thus, patients must be treated as 

unique human beings (P11:3) who find themselves at a specific stage of the life cycle 

(P6:4) and whose care needs reflect their particular cultural background (P2:2)(P6:5). 

The establishment of an adequate nurse/patient — and nurse/relatives — relationship is 
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seen as a crucial component of individualised care (P8:6), and this implies that nurses 

must be capable of empathic communication.  

Promoting patients’ autonomy can be seen as a form of empowerment (P6:7) that 

seeks to enable them to take decisions about and responsibility for their own health 

(P10:8). Interestingly Oliver, Fernandez and Sala (2006) found that in Spain many 

hospitalised patients did not regard this kind of autonomy as necessary; on the contrary, 

they preferred to leave decisions over their health to professionals, especially doctors. 

This may, in part, reflect a lack of awareness among the general public in Spain regarding 

the right to make their own choices or decisions in relation to their health.  

Another key element of the nurse’s role in this regard involves supporting and 

respecting patients’ rights. This implies not only an awareness of what it means for an 

individual to be ill and in a vulnerable state (P11:9) (Watson, 2006), but also, as 

professionals, to seek to ensure that patients are not exposed to poor or even harmful care 

practices (P1:10). In this regard, Oliver et al. (2005) noted that many patients described 

hospitalisation as a depersonalising and stressful experience, as an invasion of personal 

and private space which at times undermined their sense of dignity. On the plus side, 

today’s generation of patients and relatives tend to be more demanding of their rights and 

there is now legislation to support this (P9:11)(P9:12)(P1:13). 

A final point in relation to the nurse-patient relationship concerns the 

responsibility which the nursing profession as a whole has when it comes to shaping 

health policy (P3:14). Nurses need to participate in decision-making processes and 

develop a degree of political competence that enables them to engage more actively with 

the health-related aspects of public life (P6:15). In this respect, Brown, Lindell and 



 

11 
 

Dolansky (2015) noted that nurses tend to see little value in this kind of political activism, 

as compared with the importance they ascribe to the caring role. 

Difficulty for nurses of assuming the responsibilities that are now associated with their 

professional role 

Overall, the nursing profession in Spain has struggled to assume the responsibilities that 

have come to be associated with its professional caring role (P1:1). There are several 

contributing factors here.  

One factor has to do with the fact that prior to the transfer of nurse education to 

universities in 1977 (Boletin Oficial del Estado 1977b), Spanish nurses had not 

traditionally been involved in decision-making, the latter being seen as the responsibility 

of physicians (Domínguez-Alcón et al., 1983, p. 92; Domínguez-Alcón 1986, p.103; 

Hernández & Moral, 1995, p. 103). Although, in theory, the new Diploma in Nursing was 

meant, among other things, to raise the status of nursing as a profession, real power still 

lies with doctors (P3:2). Historically, of course, this has been the case in health care 

systems across the Western world (Bell, Michalec & Arenson, 2014; Lancaster, 

Kolakowsky-Hayner, Kovacich & Greer-Williams, 2015; MacMillan, 2012; Watson, 

2006), and in part it is related to the fact that medicine has successfully legitimised its 

power by integrating the findings and knowledge of other scientific disciplines (P3:3), 

thereby underpinning the superiority of its discourse (Pijl-Zieber,  2013). 

Interestingly, however, the nursing profession in Spain also appears to have found 

it difficult to assume the risks associated with its now accepted status. Thus, there remains 

a tendency among Spanish nurses to leave decision-making and, therefore, responsibility, 

in the hands of doctors (P10:4).  
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A second factor to consider has to do with the fact that the nursing profession in 

Spain continues to be focused on achieving greater visibility within the health care team 

(P2:5), as a way of raising professional status (P5:6), rather than on demonstrating the 

intrinsic value of nursing care in terms of health care outcomes and systems. In this 

context, it is worth noting a point made by Miró-Bonet (2010), namely that the adoption 

of Anglo-American conceptual models was one of the strategies used by Spanish nurses 

in recent decades in an attempt to obtain recognition as an independent profession, distinct 

from medicine. However, it seems that in Spain these models and theories of nursing have 

been applied somewhat mechanically, as a way of highlighting the specific contribution 

that nurses are making to the work of the multidisciplinary team, rather than as a 

demonstration of the independent professional nurse who is capable of reflective practice 

(P4:7)(P8:8).  

A final factor related to the difficulties experienced by Spanish nurses when it 

comes to assuming professional responsibilities has to do with the social demands on 

women, who make up the large majority of the profession. Female nurses are often forced 

to choose between family responsibilities and their professional development, and they 

tend to prioritise the former. Schueller-Weidekamm and Kautzky-Willer (2012) noted 

how female doctors face the same problem, while Bell et al. (2014) point out that 

women’s involvement in the professional workforce continues to be hindered by societal 

expectations, with men being seen as more competent. A related issue here concerns the 

continued importance of the extended family in Spanish society, since women’s 

traditional role as primary caregivers (Brullet, 2010; Schueller-Weidekamm & Kautzky-

Willer, 2012) impacts on their career possibilities (P4:9) (P4:10). 
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Lack of professional autonomy in a caring role that is disease-focused rather than 

patient-centred 

Despite the incorporation of Anglo-American models of nursing into the training that 

Spanish nurses now receive, their role in practice remains more disease-focused than 

patient-centred (P1:1)(P6:2). This role has two distinct but related facets. On the one 

hand, nurses are seen as complementing the work of the physician (Price, Doucet & Hill, 

2014), with the care they provide being seen as integral to the treatment of disease (P2:3). 

On the other hand, and still with the focus on disease, nurses themselves see their caring 

role as being performed in collaboration with patients and their relatives (P1:4). It is here, 

in the relationship with the patient and his or family, that nurses can escape to some extent 

the supervision and authority of physicians and begin to construct their professional 

autonomy as providers of true nursing care (Weiland, 2015).  

When, in 1977, nurse education in Spain was transferred to universities (Boletin 

Oficial del Estado 1977a) this brought legal recognition of a new role for nurses, namely, 

as independent members of the healthcare team whose specific task was to provide what 

was termed “professional nursing care” (Santo-Tomás,  2000, p. 105). According to 

Holden (1991), this kind of autonomous practice, in which the professional has the power 

to make decisions concerning the wellbeing of others, implies not only personal and 

professional responsibility but also accountability. In Spain, it appears that the nursing 

profession has found it difficult to assume the responsibilities associated with this role 

(P1:5)(P4:6). Thus, although Spanish nurses are supposed, in theory, to have acquired 

greater decision-making capacity through their university-based training, this is often not 

reflected in practice (P8:7).  

DISCUSSION 
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The results of this study suggest that nurses in Spain continue to work within a disease-

focused model of care. Their role is fulfilled through the relationships they establish with 

both physicians — with whom a care plan must be defined — and patients, with whom 

an agreement must be reached regarding the treatment to be followed. However, Spanish 

nurses seem to find it difficult to assume responsibility for decision making, suggesting 

that they still lack a degree of professional autonomy.  

Professional role of disease-focused care 

The role performed by nurses in Spain prioritises many of the skills associated with 

physician assistants or associates in the Anglo-American context (Bartol, 2015; Cawley, 

et al., 2012; Drennan et al., 2014). The disease focus of their practice means that Spanish 

nurses are expected to acquire high levels of technical and practical skills, this despite the 

fact that their university training is now based more on a patient-centred model of care 

(Bartol, 2015). Although the nursing profession in Spain has sought explicitly to reject 

the assignment of medically-oriented tasks (Cawley et al., 2012), the high demands on 

nurses’ time in the hospital setting (Warelow, Edward & Vinek, 2008; Parro et al. 2013) 

has favoured the continuation of a more disease-focused practice, with a holistic and 

individualised approach to care remaining more as a theoretical background (Watson, 

2006; Weiland, 2015).  

There are at least two factors that may account for why Spanish nurses, within an 

overall disease-focused model of care that emphasises technical and instrumental 

procedures (Celma & Acuña, 2009), have combined the traditional role of physician 

assistant with the patient-centred model of care they are taught during their university 

training. The first concerns the nature of the health system in Spain, which, since the 

corresponding legislation was passed in 1963 (Boletín Oficial del Estado, 1963), has 
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primarily operated according to a model of medical care (Miró-Bonet, Gastaldo & 

Gallego-Caminero, 2008). The other factor has to do with the fact that Spanish nurses 

developed their technical skills in response to the needs of the health system; it has been 

argued that the resulting social prestige led to consolidation of the profession (Santo-

Tomás, 2000, p. 101; Sellán, 2010, p. 235) and paved the way for the subsequent transfer 

of nurse education to universities (Siles, 2011, p. 451). Together, these factors may have 

led Spanish nurses to focus more on the illness (in line with the traditional role of 

physician assistants) than on the patient. The question that remains is to what extent 

Spanish nurses regard this disease-focused model of care as a specific kind of nursing 

practice.  

These same factors are, of course, present in the Anglo-American context in which 

the patient-centred model of care originated (Bullough & Bullough, 1981). Indeed, some 

authors have suggested that nurses in many countries continue to be seen primarily as 

assistants to the medical profession (Pender & Spilsbury, 2014). In the specific case of 

the USA, an additional factor is that the health system prioritises medical procedures and 

care (Watson, 2006). An interesting line of research would therefore be to investigate 

whether nurses in the Anglo-American context also resort to a disease-focused model in 

practice, despite the overarching philosophy of patient-centred care. This would shed 

light on the extent to which nursing practice in Western societies actually fulfils the 

expressed goals of the patient-centred model. 

The nurse-physician and nurse-patient relationships as the primary means through 

which a disease-focused role is fulfilled 

The professional role ascribed to Spanish nurses, namely the provision of disease-

focused care, appears to have two inter-related dimensions. On the one hand, the nurse’s 
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approach to care implies the application of techniques and treatments whose aim is to 

cure disease. At the same time, however, Spanish nurses have the task of ensuring that 

these techniques and treatments are properly applied to — and can be followed by — a 

given individual, and thus the focus switches to the patient. In the former case, the 

emphasis is on the relationship between physician and nurse, whereas in the latter it is the 

nurse-patient relationship that comes to the fore, and it is here that nurses see their true 

role (Weiland, 2015). 

When it comes to understanding the nurse-physician relationship in Spain, it is 

helpful to consider what Stein (1967) referred to as the “doctor-nurse game”, that is, a 

relationship in which medical power is maintained at nurses’ expense, especially in the 

sense of minimising the intellectual contribution that nursing can make to society. As the 

goal of this “game” is to maintain the existing social status of the two disciplines, any 

kind of genuine collaboration is difficult to establish. In this context, Pilj-Zieber (2013) 

points out that the functioning of health care systems continues to be influenced by the 

widely held view that nurses ultimately should follow medical orders. For their part, 

Brown et al. (2015) argue that, despite the unique and specific contribution that nurses 

make to health care systems, the fact that doctors fail to recognise the value of information 

derived from nursing care means that the two professions tend to operate in parallel rather 

than as partners in collaboration. Lancaster et al. (2015) suggest that this lack of 

collaboration can have serious repercussions, including medical errors, which are a major 

cause of mortality in the USA. 

Despite the continued disease focus of nursing in Spain, nurses see the relationship 

with the patient as being the key to their practice. The pivotal role played by this 

interaction has, of course, been highlighted in numerous studies (see, for example, Sieger, 

Fritz & Them, 2011). It is also reflected in Joyce Travelbee’s human-to-human 
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relationship model, in which nursing is defined as the process through which the nurse 

seeks to help the patient cope with illness or suffering, and if necessary to find meaning 

in these experiences (Alligood & Marriner-Tomey, 2010, p. 61). For Travelbee, qualities 

such as empathy, compassion and sympathy are central to the caring role (Alligood & 

Marriner-Tomey, 2010, p. 61), especially in the organisational context of health 

institutions, where a compassionate attitude may otherwise be lacking (Moses, 1994). 

This view of the caring role, consistent with the Christian values of vocation, altruism 

and charity, is reflected in the traditional approach to nursing in Spain (Hernández, 2006; 

Miró-Bonet, Gastaldo & Gallinero-Caminero, 2008), as well as in that of other Western 

societies (Carter, 2014). 

However, when, in 1977, nurse education in Spain was transferred to universities, 

the new generation of nurses were required to adopt a more scientific perspective on care 

(García & Martínez, 2001), one based on theories and models of nursing that were 

borrowed from the Anglo-American context (Miró-Bonet, 2010; Rodrigo, Caïs & 

Monforte-Royo, 2016). What is unclear, however, is the extent to which the specific 

models and theories that were chosen were consistent with the existing epistemological 

tradition in the Spanish context, one based on the nurse-patient relationship. In fact, 

various studies conducted both in Spain (Arreciado & Isla, 2015; López-Parra, Santos-

Ruiz, Varez-Peláez, Abril-Sabater, Rocabert-Luque, Ruiz-Muñoz & Mañe-Buxó, 2006; 

Rodrigo, Caïs & Monforte-Royo, 2017) and in other countries (Holt, Barrett, Clarke & 

Monks, 2000; Warelow et al., 2008; Watson, 2006) have highlighted the gap between the 

theories and models of nursing that are taught in universities and the actual clinical 

practice of nurses. Consequently, it might be interesting to examine the applicability of 

theories such as the ‘theory of moral consciousness and communicative action’ (Sumner, 

2001, 2006) that are more consistent with the ‘disease-focused model’ under which 
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Spanish nurses work. This theory, which as a middle-range theory has proven to be useful 

for demonstrating the evidence base of nursing practice (Sumner & Fisher, 2008), 

considers care to be a two-way communicative action between nurse and patient, the usual 

goal of which is to treat illness (Sumner, 2006). In the context of this relationship, the 

task for the nurse, in terms of reflection, is to reach an understanding of the illness, the 

body’s response and the treatment required. As for the patient, he or she must 

acknowledge the need for nursing care so as to relinquish control over his or her 

health/illness (Sumner, 2010). 

Lack of professional autonomy in a caring role that is disease-focused 

The nursing profession in Spain appears to suffer from a lack of power, and nurses seem 

to experience limited professional autonomy in a context defined by a disease-focused 

model of care. This is illustrated by their difficulties at the level of decision-making and 

in assuming the responsibilities that are now, in theory, an established part of their role. 

One factor contributing to this situation concerns the power relationships that 

operate within the Spanish health care system, such that the greatest decision-making 

capacity is assigned to the medical profession. The imbalance of power that nurses 

perceive has been widely reported across many Western nations (Bell et al., 2014; 

Lancaster et al., 2015; MacMillan, 2012; Watson, 2006), as well as in Asian countries 

such as China and Japan (Tang et al., 2013), and it is regarded as a source of hostile 

relationships between doctors and nurses. Furthermore, it not only serves to render 

invisible the specific contribution made by nurses (Weiland, 2015) but also fosters in 

them a lack of professional autonomy, dissatisfaction and, in some cases, withdrawal 

from the nursing profession (Tang et al., 2013). 
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There is, however, evidence of a progressive shift towards a more collaborative 

relationship between doctors and nurses (Lancaster et al., 2015; Tang et al., 2013), and 

this could help to boost nurses’ confidence in their decision-making abilities. In this 

regard, Tang et al. (2013) suggest that collaboration could be improved through the use 

of strategies such as inter-professional education to improve mutual awareness, or 

interdisciplinary ward rounds based on the model of the ‘conductorless orchestra’, 

whereby the patient is the focus and each discipline offers its specific perspective 

(Khodyakov, 2007; Lancaster et al., 2015). A similar point was made by McLain (1988) 

who argued that greater respect and collegiality between the two professions might result 

were nurses better able to integrate their professional role alongside that of physicians. 

A second factor underpinning nurses’ lack of power derives from the fact that the 

profession has traditionally been a female-dominated one. In both the world of business 

and in health care systems, women encounter a series of hidden barriers that limit their 

decision-making capacity to that associated with the level of middle management, the so-

called glass ceiling (Carnes, Morrissey & Geller, 2008; Crawford, 1993; Schueller-

Weidekamm & Kautzky-Willer, 2012). In addition, the role into which women are 

socialised encourages them to put family commitments ahead of their own professional 

development (Bell et al., 2014; Brullet 2010; Schueller-Weidekamm & Kautzky-Willer, 

2012). 

 

 

LIMITATIONS 

A primary limitation of our analysis concerns the absence of previous studies that have 

specifically examined the professional role of nurses in the Spanish context. In order to 
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given meaning to and enable comparison of our findings we have therefore made 

reference to research conducted in other contexts. A further limitation of our study is that 

two members of the research team are both nurses and women, a fact that may have 

introduced a degree of bias into both the interpretation of qualitative data and the literature 

review on which the theoretical narrative is based. In an attempt to minimise this bias the 

whole research process was subjected to external audit.  

CONCLUSION 

The role of nurses in Spain remains rooted in a disease-focused model of care, this being 

the result of a socio-historical context of professional socialisation that has emphasised 

the acquisition and application of practical and technical skills, similar to those performed 

by physician assistants or associates in the Anglo-American context. This role is enacted 

through two distinct but inter-related relationships: the doctor-nurse relationship, the aim 

of which is to draw up a disease-oriented care plan, and the nurse-patient relationship, 

where the goal is to ensure that the agreed treatment is properly applied to — and followed 

by — the patient. However, it is the establishment of a relationship with the patient that 

Spanish nurses regard as their specific contribution, and it is here that they see the 

possibility of performing what they consider to be their true role.  

It can be concluded that the nursing profession in Spain, and in Western societies 

in general, still finds it difficult to engage in decision-making to assume responsibilities 

that are now, in theory, considered part of the nurse’s professional role. One of the factors 

contributing to this situation is the power that has traditionally been exercised by the 

medical profession, which tends to overlook the specific contribution that nurses make. 

A second and related factor concerns the power relationships to which a predominantly 

female nursing profession is subject in a world that is still male dominated, one in which 
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women continue to experience social pressure to prioritise family responsibilities over a 

professional career.  
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