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1  | INTRODUC TION

For several years, employers have reported difficulties in recruiting 
registered nurses (RNs), and the global shortage of RNs is recognized 
(Drennan & Ross, 2019). Difficulties to recruit and retain RNs relates 
to various aspects of how the work is organized; for example, there is 
role stress and a lack of financial reward (Flinkman et al., 2010). At the 
same time, many RNs stay in the profession despite dissatisfaction 

with the working conditions. In a study by Cowin (2002), experienced 
nurses expressed that they found the profession rewarding and fulfill-
ing, in spite of issues of burnout, excessive stress and the perception 
of a poor public image. Moreover, exhaustion and burnout have fol-
lowed sickness presenteeism (Brborović et al., 2017), indicating that 
commitment may be a health risk in an unhealthy work environment. 
Consequently, it may be necessary to improve nurses’ working con-
ditions, not only in order to attract RNs to remain in the profession, 
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Abstract
Background: The occupational health and safety of registered nurses is unsatisfac-
tory, often including high work demands in combination with insufficient acknowl-
edgement. Implicit expectations influence their working conditions, many of which 
are set by the nurses themselves. Therefore, we aimed to explore how professional 
identity was discursively constructed by Swedish registered nurses in research inter-
views about night shift work.
Design and Methods: Ten semi- structured interviews with registered nurses were 
analysed using a discursive psychology approach. The Standards for reporting quali-
tative research guided the reporting.
Results: The professional identity of registered nurses included a theoretical profes-
sional aspect as well as a unique experience- based competence. With their overview 
and breadth of competence, registered nurses constitute the hub of healthcare ac-
tivities, also mastering tasks in the fields of other health professions. This opacity of 
professional boundaries is associated with boundless expectations of the registered 
nurse. Additionally, the professional identity stipulates always putting the patient's 
best interests first, and one's own needs second.
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but also to protect the health and wellbeing of those who stay, as 
convincingly argued by McNeely (2005) more than a decade ago.

The position of a nurse often entails large responsibility and high 
performance expectations, yet nurses have limited authority and re-
ceive insufficient acknowledgement. This combination is a case in 
point illustrating one of the most well- established models of stress 
at work, the demand– control model (Karasek, 1979). According to 
this model, a combination of high demands and low decision latitude 
constitutes a high- stress work situation. In addition, an increased risk 
of work stress has been recognized in human service occupations, 
i.e. occupations whose purpose is to serve people in their role as 
customers, clients or patients (Aronsson et al., 2019). High emotional 
demands are assumed to play a significant role in the development 
of such work stress. Persons in human service occupations are also 
more likely to experience negative status incongruence, where the 
status of the occupation is low despite the requirements, for exam-
ple the requirement to be university- educated (Nyberg et al., 2020). 
This may partly be explained by the fact that female- gendered occu-
pations, typically involving caring for and developing other people, 
are generally associated with lower status in society.

Nursing is a vocation with roots deep down in history, yet nursing 
science was only fairly recently accepted as an academic subject by 
the academic world, and the precise definition of nursing science is still 
evolving. Consequently, this well- established vocation is at the same 
time a young profession. Raising the status of nursing as a profes-
sion is linked to the development of both nursing science and nursing 
practice (ten Hoeve et al., 2014). But defining nursing and the nursing 
profession also involves struggles with the popular image of what it 
means to be a nurse. More than most other professions, the nurse 
is a symbol in society. From far back in history, when nursing was 
regarded primarily as a calling rather than an occupation, this popular 
image has developed. Although there are a few different nursing ste-
reotypes, one deep- rooted public image typically includes traditional 
“feminine qualities,” such as subordination, modesty and dependence. 
Accordingly, this gendered picture directly interferes with the possi-
bility to express competence and independence (Dahlborg- Lyckhage 
& Pilhammar- Anderson, 2009). This can be illustrated by a paradox 
only too well known to nurses: the epithet of “Florence Nightingale” 
is sometimes used derogatorily to depict a stereotype of a submissive 
and self- sacrificing person— while the real Florence Nightingale was a 
professional who improved nursing and care through systematic and 
evidence- based decisions (McDonald, 2020).

In summary, there is a need for additional efforts to improve RNs’ 
occupational health and safety. In the present study, we raise the 
question whether aspects of the profession itself may provide im-
portant information for this purpose. Explicitly, we focus on the RN’s 
professional identity.

The importance of distinguishing one profession from another 
is not merely an academic matter for profession theorists. It is im-
portant also for the working individual, since professional identity is 
something far beyond a certain level of education, skills and training. 
Several studies have addressed the professional identity of nurses, 
and there are several different approaches to defining the concept, 

as highlighted by Fitzgerald (2020). Despite a lack of consensus 
about the precise definition, researchers seem to agree that profes-
sional identity forms a crucial part of the working individual's entire 
set of identities.

In this paper, our perspective on professional identity draws on 
two partly antagonistic views. On the one hand, we agree with the 
post- structuralist view that identity is no stable trait but, rather, is a dy-
namic process that develops along with the individual's immediate so-
cial environment (Phelan & Kinsella, 2009). On the other hand, we also 
agree with the occupational research notion that entirely individualis-
tic analyses of occupation may miss the target (Gerlach et al., 2018). In 
summary, we see professional identity as something that is shaped in 
and through the individual's social frame of reference, and yet that is 
dependent on structural factors relating to the profession and beyond 
the individual's control. Common structural factors of an occupation 
allow us to see certain features that recur in the professional identity 
of different individuals within the same profession.

In the present study, we focus on RNs working night shift. 
Working night shifts entails a high degree of autonomy and indepen-
dence for the RN and offers a possibility to display the potential of 
the nursing profession (West et al., 2016). Therefore, we based our 
method on the assumption that narratives focusing on night work 
would provide rich material for an analysis of how nurses construct 
their professional identity.

The overarching purpose of the present study was to extend the 
understanding of RNs’ professional identity, and thereby identify key 
ways to improve their working conditions. Specifically, the aim was 
to explore how professional identity was discursively constructed by 
Swedish registered nurses in research interviews about night shift 
work. Our discourse analysis was guided by a discursive psychology 
(DP) approach (Goodman, 2017; Wiggins & Potter, 2017).

2  | METHOD

The study was carried out as part of a research project entitled 
“Sustainable working life for night- working health care staff,” whose 
overall purpose was to deepen the understanding of what night 
work means for nurses and midwives. For the analyses in the pre-
sent study, a DP approach was used. The discourse analysis applies 
a social constructionist view, which assumes that the concepts we 
use and our way of using language are tools for constructing knowl-
edge. Consequently, a discourse analysis is by definition a product of 
the researcher's own discourse, as is their interpretation of data. For 
this reason, it is particularly important that the textual interpretation 
is structured and mindful. The Standards for Reporting Qualitative 
Research (SRQR) guidelines (O'Brien et al., 2014) were used.

2.1 | Informants

The main project included nurses and midwives in the Stockholm 
Region, Sweden. The inclusion criterion was a minimum of 6 months’ 
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experience of having a working time schedule that included night 
work. The final study group for the main project comprised a total of 
29 informants. For the present study, we made a strategic selection 
of ten interviews with RNs, striving for variation regarding age, years 
working as an RN and place of work. Their experience of being an 
RN ranged from 18 months to 38 years, their age ranged from 25 to 
62 years. Two of the informants were men.

2.2 | Data collection and processing

Informants were invited by an e-mail sent by the principal investiga-
tor (ALN) to all nurses and midwives at a number of departments 
selected to represent different specialties. Those who agreed to par-
ticipate responded by e-mail or telephone.

In autumn 2018 and spring 2019, semi- structured individual in-
terviews were conducted at an undisturbed location at the infor-
mant's workplace or the researcher's office. The interview focused 
on the person's firsthand experience of RN’s night work and the in-
terview guide included exploring social, organizational and practical/
physical aspects as well as expectations from family and/or partner, 
if relevant. The interviews lasted 45– 60 min, were recorded on audio 
file and were transcribed verbatim using running text with punctu-
ation. For part of the data used in the present study, the transcripts 
were supplemented with symbols for non- linguistic behaviours.

2.3 | Data analysis

For the analysis, we have largely followed the recommendations for 
DP by Wiggins and Potter (2017) and Goodman (2017). Discourse 
analysis is not a uniform method, nor is DP and can be done in differ-
ent ways. In general, however, it is concerned with rhetoric strate-
gies used in writing or speech, with a focus on how these strategies 
serve to construct social status and power relationships. A discur-
sive strategy of particular interest is subject positioning, in the sense 
of the term used by that Goodman (2017), which refers to how 
persons— as the subject— construct themselves and their identity in 
relation to others. For an understanding of different specific types 
of linguistic and communicative actions and rhetorical strategies, we 
have also used the works of Whittle et al. (2008) and Ghee (2010), 
although they describe discourse analysis in general and not specifi-
cally DP.

The first author (ALN) conducted the analysis— coding, inter-
pretations, thematization and formulation of the results— discussing 
these with the second author (JS) at each step. In the analysis pro-
cess, we applied the following steps: (a) ALN, who was already fa-
miliar with the material through having performed nine of the ten 
interviews, read all transcripts closely and performed so- called se-
lective coding (Braun & Clarke, 2013). By this is meant a selection 
of sections from the interviews that were relevant to the study aim, 
i.e. where the participants talked, in one way or another, about what 
it is to be an RN. JS performed a parallel coding of one- third of the 

interviews. (b) The next step included coding of the selected sec-
tions, reading the transcripts in parallel while listening to the audio 
recordings. In this step, discursive strategies and elements used 
by the informants to construct professional identity through sub-
ject positioning were coded. The following question was asked of 
the text: How does the informant talk about what it means to be 
an RN? Does the construction of professional identity involve de-
fining the interface to other groups or professions? (c) In the next 
step the actual analysis started, and the intention was to understand 
the function of the various discursive elements and their interplay in 
speech. In steps (b) and (c), the analysis was supported by reflecting 
on “What is actually being said here?”, followed by “Why do I inter-
pret it that way?” (d) The analysis was then extended to a thematiza-
tion of the results. Subject positions and discursive strategies with 
similar meaning regarding the construction of professional identity 
were grouped into themes. The themes’ relevance to the interviews 
in general was examined and confirmed. (e) The last step included 
the formulation of the final results in a comprehensive way, yet with 
the aim to make them easily accessible to the reader, including selec-
tion of text excerpts to exemplify the interpretations.

2.4 | Methodological considerations

As DP relies on the researcher's analytical interpretation, it is impor-
tant to maintain transparency and ensure rigour in the methodologi-
cal process. To that end, we applied a certain structure through the 
analysis process, as described under “Data analysis.” The use of text 
excerpts to exemplify the interpretations adds to the transparency. 
Moreover, reflexivity is applicable to all research and highly rele-
vant to discourse analysis (Yardley, 1997). Reflexivity includes the 
researcher's efforts to uncover their pre- understanding of and as-
sumptions related to the research topic, and the possible influence 
these might have on the data and analysis. What the informants 
chose to share and how they chose to tell their stories is not a limi-
tation per se, but it needs to be mentioned that the two interview-
ers were not nurses themselves, nor was the second author. The 
two authors are Associate Professors in Psychology, and the third 
person performing one of the interviews was a Professor in Social 
Work. All three have, as patients and relatives, met RNs as profes-
sionals. They have also, as researchers, come into contact with nurs-
ing researchers. Moreover, ALN was the primary investigator in the 
larger research project from which the data for the present study 
were drawn. In this role, ALN immersed herself in the literature, 
qualitative as well as epidemiological, about night- working nurses 
and midwives. In summary, the researchers’ professional status and 
pre- existing assumptions undoubtedly influenced the interviews 
as well as the analysis, in one way or another. Consequently, the 
two authors, influenced by their psychological training and practice, 
had to put extra effort into the analyses, as the traditional focus 
of psychology is on the essence of phenomena rather than on the 
rhetorical and discursive strategies by which the phenomena are 
presented.
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Credibility of the analysis also concerns whether the study sam-
ple was appropriate to meet the aim of the study. When deciding 
the sample size, we did not primarily aim for saturation, but rather 
we aimed to capture a diversity of relevant experiences among the 
informants.

2.5 | Ethical considerations

The study protocol was approved by the regional research ethics 
committee in Stockholm, Sweden (approval number 2018/1360- 
31/5). Participants provided written informed consent, confirming 
knowledge of voluntariness. The interviewers, one licensed psychol-
ogist and one licensed psychotherapist, during the interviews as-
sessed whether the participants needed occupational health care or 
other support. No such need was detected. All data were kept con-
fidential. Transcriptions were rendered anonymous. The researchers 
involved in interviewing (ALN and an interviewer) and analysis (ALN 
and JS) had all several years’ experience of handling qualitative data. 
Careful consideration was given to the presentation of the results so 
that no individuals could be identified.

Furthermore, discourse analysis with its high degree of inter-
pretation can be unethical if conducted carelessly. The researcher 
may claim that they have identified underlying intentions, of which 
the informants are unaware or with which they do not agree. We 
have handled this ethical dilemma by keeping nurses in general and 
the informants in particular in mind as recipients of the final report, 
throughout this work.

3  | RESULTS

The substance of the professional identity of RNs, as discursively 
staged in the interviews, was structured into four main themes: 
Bearer of experience- based competence; A qualified profession; The 
hub of the health service; and Always the patient first. Two of these 
had two subthemes each, with slightly different discursive strate-
gies supporting the main theme. The themes and subthemes are dis-
cussed in detail below.

3.1 | Bearer of experience- based competence

The informants described a unique clinical– practical competence, 
the clinician's eye, which takes time to develop. It is acquired not 
through education but only through clinical experience. The 
experience- based competence was constructed as a vital part of the 
RN’s professional identity. Practically all interviews contained de-
scriptions of experience as crucial to RNs’ ability to perform their job 
satisfactorily. In addition, narratives revealed that many RNs took 
professional pride in their level of experience. In the excerpt below, 
informant 8 described how the RN’s experience- based competence 
is the link between the patient and the care. Particularly during the 

night shift, the RN needs to make a qualified assessment on which 
the doctor will base their decision.

That’s the thing: you need to be able to make a sen-
sible assessment of the patient on your own. And it 
takes time to get that skill. To get that eye. 

(informant 8)

Experience- based competence was generally constructed in two 
ways, which is further elaborated in the two subthemes below: the po-
sitioning against the inexperienced RN and the positioning against the 
day shift role of the RN.

3.1.1 | It takes experience to manage the night shift

The significance of experience- based competence for the RN’s 
professional identity was in several instances constructed through 
positioning against the day shift role of the RN. At the end of an 
interview, one informant was asked to highlight the most important 
take- home message for a study on night work and emphasized the 
importance of confidence and experience for the independent nurs-
ing work during the night shift:

Well, it’s really important to have good experi-
ence and feel very confident in your role before 
you start working nights … it is very important for 
patient safety … and for the individual worker. I would 
say. 

(informant 6)

The RN was described as having enormous responsibility when 
alone on the ward during the night shift, and the competence needed 
to accomplish the task was described as being inevitably based on 
experience.

… even if they’re not unstable all the time, these are 
patients who are seriously ill, and something can hap-
pen. So you have to be on your toes and pay attention 
to them … like, ‘I feel that this patient … I have to keep 
an eye on this one.’ And that can be a little difficult 
when you’re new and inexperienced, to have that in-
tuition. Because it comes from experience. 

(informant 3)

The excerpt above is taken from a lengthy narrative in which the 
RN’s experience- based competence was shown through scene setting, 
with the narrator as the agent. The understatement “that can be a little 
difficult” played down the risk of seeming to belittle any inexperienced 
colleagues.

Moreover, experience- based competence was not only seen as 
crucial for the RN’s professional practice; it may also be the source of 
joy in the work. When asked what might be positive about the night 
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shift, the following answer was given without hesitation by one of 
the informants:

The good thing about working night shift, … what I 
think is fun about working at night, is that the patients 
who need that little bit extra, that I actually may have 
the time to give it … if nothing drastic happens. That 
I’m there for them. Using my clinician’s eye, I see be-
forehand that something will happen, I’m aware of 
the situation and I inform the doctor well in advance 
before anything happens. And to be able to arrange 
my work myself, during the night. Like, I … I do what 
I want when I want and when I … well, in addition to 
this routine stuff, check out patients and drugs … /…/ 
No one sits and tells you what to do and how to do 
it. Instead you do what you do, and you do it in the 
patient’s best interests. That’s what I would say. 

(informant 9)

Thus, the experienced RN is fully capable of working independently, 
if only allowed to do so. In the excerpt, agency was salient and used as a 
discursive device in several instances: “I see,” “I’m aware,” “I inform the 
doctor” and, not least, “I do what I want when I want.” This excerpt also 
reveals frustration at the way the day shift is organized, which does not 
allow the RN to fully use their experience- based competence. When 
unobstructed, on the other hand, RN’s experience- based competence 
is allowed to come into its own.

3.1.2 | A registered nurse is an experienced nurse

Another discursive strategy informants used to construct their own 
experience- based competence was through positioning against in-
experienced colleagues. Such constructions of experience were 
common, although at the same time it appeared problematic to talk 
about inexperience, as if accusing a colleague of not being a real 
RN. Accordingly, although experience- based competence was con-
structed in contrast to those who possessed less of it, the explicit 
word “inexperienced” was rarely, if ever, used by informants to de-
scribe themselves or a colleague. In one interview, the interviewer 
asked whether working with inexperienced colleagues could be 
stressful or demanding, and the interviewee navigated this balanc-
ing act through the answer:

I think it works, I don’t think it is a real problem … I 
don’t feel it is. On the contrary, I can think it’s fun to 
work with … new people who come up with some new 
ideas and, and, as a fresh breeze somehow, so I don’t 
mind it … I can think it’s fun, actually … eh, but in seri-
ous situations I can of course see that here is … it slips 
a little here, this person doesn’t reach all the way and, 
er, and then I feel that I have a responsibility that may 

feel a little stressful … But it is an exception. I have to 
say. Yes … I don’t think it’s a problem 

(informant 1)

At the beginning of the excerpt above, the informant used a num-
ber of discursive strategies to convey the message that working with 
inexperienced colleagues was not a problem. These strategies include 
repetition and making reference to both thinking and feeling about the 
issue. However, at length, the statement becomes more ambivalent, 
uncovering a dilemma. The language is carefully chosen so as not to ex-
press disrespect for a young colleague, while at the same time under-
scoring the significance of experience. In the scene being painted, the 
young colleague is constructed as vaguely positive, “a fresh breeze,” 
but then the interviewee added that when the working task became 
more demanding, the young colleague's inexperience, and in conse-
quence, their inability to rise to the challenges of the situation, became 
noticeable. The experienced informant inevitably had to take over 
their colleague's responsibility. By not describing a specific event but 
a generic situation, the interviewee kept the construction global. This 
can be interpreted as an example of how loyalty towards young RN 
colleagues can conflict with the way experience- based competence is 
constructed as the core of the RN’s professional identity.

One way to solve the dilemma of maintaining respect for inexpe-
rienced colleagues— and, at a higher level, loyalty to the profession— 
was to recall memories of oneself as a novice. One informant with 
several years in the profession looked back in time when talking 
about experience and feeling confident in their role. 

Interviewer: /… / what is it like to work night shift 
being fresh … ? After 6 months one is still quite new

Informant: Of course it affects how confident I feel 
in my role to assess the patient clinically and in how 
to … in decision making in general. Now I think I my-
self had quite poor self- insight, and I thought I was 
very experienced after 6 months … we are all differ-
ent there. So I may never actually have felt insecure, 
but I remember I used to think [laughs], ‘Hope no one 
needs a CPAP [continuous positive airway pressure] 
because I don’t really know if I could handle, how to 
connect it.’

(informant 6)

Sketching such a drastic situation involving a young RN, who 
both is inexperienced and lacks insight, can be done safely by de-
scribing oneself. The addition of “We are all different there” under-
scores that others may think and act less naively. As it seems, the 
younger version of the narrator would have accepted the challenge 
and given it a try without further ado, indicating expectations that 
an RN is by definition experienced enough to complete all tasks at 
hand. One issue that lingers in the background is: if the core of the 
RN’s professional identity includes experience- based competence, 
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then what is the professional identity of the inexperienced RN? The 
answer did not surface in the interviews and this seemed to remain 
an unresolved dilemma.

3.2 | A qualified profession

The profession aspect of nursing entails that it rests on a fundament 
of theoretical knowledge and independent professional responsibil-
ity. The informants displayed professional pride in this, and often 
used technical medical terms from their everyday work in a natural 
and familiar way to describe the RN’s assignments and responsibili-
ties. In the following excerpt, the informant described the night shift 
on the ward. When the interviewer, who had no medical training, 
asked for a clarification, the explanation was simple and straightfor-
ward, but delivered with dignity and professional pride:

/… / it's like the ordinary shift. Like –  you receive, you 
triage, you set a priority
Interviewer: What did you say?
Informant: Triage –  that is, you receive a patient, 
you learn a little about their situation, how long they 
have had the problem, you take some blood samples, 
often some vital parameters: pulse, blood pressure. 
Provide some medicines if needed. You see everyone 
who comes, and go through that procedure. Make a 
plan for who needs to see the doctor first.

(informant 5)

Discursive strategies to construct the professional identity of 
qualified RNs included upwards and downwards positioning. Thus, 
the RN’s identity was constructed by approaching and allying with the 
doctor, and by distancing from the assistant nurse who is not formally 
qualified. In this sense, the RN was seen to possess both competence 
and formal authority, which the assistant nurse does not have, and in 
some ways to be the doctor's deputy when the doctor was absent, 
which often is the case during the night shift. This positioning consti-
tutes the two subthemes The doctor's support and equal and Distancing 
from those who are unqualified.

3.2.1 | The doctor's support and equal

Registered nursing as a qualified profession was constructed in 
relation to the doctors, whom the informants collaborated with. 
Positioning against both young, inexperienced doctors and experi-
enced specialists included agency, typically combined with modesty.

All doctors, but particularly inexperienced ones, were dependent 
on the RNs. Informant 5 described an episode where an inexperi-
enced junior doctor had a patient who became acutely and severely 
ill. The doctor was unable to get in contact with a senior colleague 
and soon found the situation overwhelming. The doctor “just broke 
down and cried because she felt she didn't know what to do, and was 

given no help” (informant 5). However, the informant and her RN col-
league were able to help her.

So then my colleague had to try to comfort her [the 
doctor] and I had to try to figure out something my-
self, like, kind of MacGyver stuff. And I just did, and 
then I asked her to prescribe everything I had given, 
afterwards. Because it’s like that –  often the nurses at 
night are more experienced than the doctors at night, 
so they [the doctors] are very dependent on our skills 
and our help as well … so that you suggest treatments 
or ‘well maybe a little more of that’ or something. 

(informant 5)

In the above quote, the informant rhetorically plays down the RN’s 
contribution, and at the same time describes a qualified and autono-
mous effort that resolved the situation. The humble wording of the 
self- quotation at the end of this excerpt contributes to the construc-
tion of a complex relation between the RN and the doctor as part of 
the RN’s professional identity.

In addition, agency was an important building block when po-
sitioning was done against the more experienced doctor. During 
night shifts when there was no doctor in the ward, the RN from 
time to time needed support in complicated situations, which 
was usually given on the phone. In the interviews, such encoun-
ters were frequently constructed as a talk between equals, where 
the RN discussed the problem rather than simply asking for help: 
“… when some kind of situation arises, something medical, it's the ICU 
[intensive care unit] emergency service I turn to and have a discussion 
with” (informant 1).

3.2.2 | Distancing from those who are unqualified

Registered nursing as a qualified profession was also constructed 
through distancing from the assistant nurse who was not formally 
qualified. The competence and formal authority of the RN, which 
the assistant nurse lacks, means that the RN can be quite alone 
with no one to lean on. In the following description, the informant 
elaborated the burden of being alone with the overall responsibil-
ity for the patients’ wellbeing. At the same time, she described 
competence and authority by positioning against the assistant 
nurse.

As an RN, that's how it is; the assistant nurse is lim-
ited, so most often I have to intervene in almost all 
situations
Interviewer: Mm, what is, what is there that the assis-
tant nurse can do completely on her own?
Informant: Well, basic care. If it is possible for her, 
she can of course change diapers and help patients 
to and from the toilet. And … and get them something 
to eat, and so on. Plus she can also do, take what we 
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call controls, which means blood pressure, saturation, 
heart rate, respiratory rate, and temperature, and 
measure level of consciousness. Plus the assistant 
nurse can also –  on my instructions –  connect the pa-
tients to monitoring … So there’s a lot she can do. But 
as soon as the assistant nurse ends up in a situation 
where there are medical issues or some kind of as-
sessment of [a patient’s] health condition, she must 
come and get me.

(informant 1)

The discursive strategies in this excerpt included emphatically 
expressing that the assistant nurse's sphere of activity is associated 
with basic nutrition and care, while all medical issues are qualified 
and as such the RN’s responsibility. The RN’s professionality is un-
derscored and the dividing line between the RN and the assistant 
nurse is reinforced by pointing out that certain qualified tasks may 
actually be performed by the assistant nurse — provided that the RN 
is supervising.

Constructing the RN’s professional identity in relief against an 
unqualified profession entails that “the other” is presented as some-
how less important. This dilemma was generally addressed through 
the narrator's reassurance that they did not mind assistant nurses as 
persons and that they did their best. In addition, the assistant nurse 
was constructed as a valuable resource for the RN to use when car-
rying out their work. “My assistant nurse” was a frequently used 
term, indicating traditional hierarchical structures as a discursive de-
vice to draw the line between qualified and unqualified.

And then again you might let them do things that they 
may not actually have formal competence to do, just 
to make it all work practically. It has happened that 
I’ve asked them to run with pain relief to a patient be-
cause I was busy elsewhere, although I’m not allowed 
to hand that over to my assistant nurse. But on those 
occasions there was, like, no sensible alternative. 

(informant 8)

Once again, the RN’s independent professional responsibility was 
constructed through a scene displaying a high degree of agency. In this 
passage, the narrator is the one who unambiguously possesses the au-
thority and competence to make a qualified assessment of the situa-
tion. Even when delegating a task to the assistant nurse, the RN keeps 
the overall responsibility.

3.3 | The hub of the health service

Health care includes several different professions, which are all 
essential for the care. The RN, however, often has an overarch-
ing role, connecting the various parts. In the interviews, the RN’s 
professional identity was constructed with the RN as the centre of 
the care machinery, with insight into the variety of activities in the 

department. In addition to this knowledge, the RN actually performs 
tasks, both advanced and simple, within the entire range of patient 
care. This unique overview was constructed through a general posi-
tioning against other professions, which were perceived as lacking 
such broad competence. The different aspects of this knowledge of 
the healthcare spectrum were that it is: a key competence, a central 
part of the action repertoire and a major aspect of others’ expecta-
tions of the RN.

With an overview of the whole comes the duty to make other 
professionals, especially the doctor, aware of matters they ought 
to act on. Particularly during the night shifts, the doctor's work is 
largely based on the RN’s assessments.

… when there is something we worry about that 
maybe the doctor doesn’t think about, and we kind of 
push it, when we want an examination to be done. Or 
we think they should prescribe something, and that’s 
a decision maybe that we can’t make, but that we may 
consult a doctor about.
Interviewer: … and suggest?
Informant: Exactly. And maybe suggest a blood 
gas [test] or an examination or … well, decisions they 
should make.

(informant 2)

In the above quote, the construction of the RN as the pillar of 
health care is unambiguous. Yet there is a slight touch of despair in 
the narrator's tone and in the repeated “we worry about,” “we kind of 
push,” “we think they should prescribe something” as if the responsibil-
ity is about to be overwhelming.

In the care of the patient, the RN serves as a hub connecting 
all the other professional areas, not only administratively but also 
practically. Informant 7 described the consequences of low staffing 
during the night shift, and compared this with the day shift:

During the day there can be a bit more to do, [the pa-
tients] need stimulation, some need to eat … if they’re 
awake they need to be washed during the day. And 
then practice. Exercises. But then you also have the 
help of the physiotherapist when you need to do 
these mobilization exercises. 

(informant 7)

In this example of constructing the RN as the professional on whom 
the main responsibility rests, the narrator is the agent who receives 
help from the physiotherapist even in the physiotherapist's own field.

In addition to defining the RN’s professional identity, the de-
scription of the broad and varied range of knowledge reveals a per-
meability of professional boundaries. Entering and moving freely in 
the fields of other professions is seemingly unproblematic. At the 
same time, it also entails an absence of a clear demarcation line, 
which in turn allows others to demand whatever they want from 
the RN. Thus, the construction is characterized, on the one hand, 
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by certainty and self- efficacy relating to the RN’s competence and 
overall view and control, and on the other hand it reflects ambiv-
alence about being capable of doing anything and being expected 
to do everything. However, this ambivalence was not expressed by 
all informants and it may be of significance that the informant who 
voiced it most explicitly represented a younger generation of RNs.

I mean, working conditions –  that we have to be the 
link between everyone. I mean, I think the doctors 
have quite… they have limits for what they should 
do and not do and that is reasonable. But I feel that 
nurses have to do everything on all levels. /…/ We 
take care of all medical equipment, and then we 
also dela with the communication with the doc-
tors, assistant nurses, physiotherapist, the patient’s 
relatives, care planning with the municipality. Like 
that. It’s pretty … incredibly wide /… / Well, I think 
most professional categories have like, ‘This I must 
do, and this I mustn’t do.’ While we are, like, every-
where. And that’s what I mean, it doesn’t feel like 
we’re valued: like, why should I stand here spreading 
sandwiches? 

(informant 4)

Here again, the RN’s capability of performing all kinds of tasks is 
rather a truism. Discursively, this is confirmed by the informant's in-
dignation at being used for all kinds of tasks, even simple tasks such as 
making sandwiches.

In summary, this doing everything indeed seems to be part of the 
RN’s professional identity. At the same time, this aspect includes a 
dilemma, where a broad knowledge and a large capability can entail 
the risk of being exploited.

3.4 | Always the patient first

In the construction of the RN’s professional identity, the relationship 
with the patient had a particular significance. At the heart of this 
was the RN’s unique, communicative and supportive relationship 
with the patient. More than any other profession, the RN has a ho-
listic approach to the individual patient, including, but not limited to, 
their medical condition. Always minding the patient's best interests 
is therefore crucial not only to the RN’s daily tasks, but also to the 
RN’s professional identity.

In the interviews, discursive strategies were employed to excuse 
and explain the narrator's own needs, such as the need for taking a 
break. Only once all work tasks were completed did the RNs permit 
themselves to chat with colleagues, for example. Even professional 
needs such as turning up the light when examining a sleeping patient 
were being discursively justified.

Keeping quiet, that’s not difficult, because you can 
talk a little, like, in a low voice. But I think nowadays … 

I notice, like, more in recent years maybe, that I need 
to have light to see what I’m doing. Some colleagues 
can dim the light quite a lot in a room, but I feel, no, I 
have to have a little … some small light on as well so I 
see medicine pumps and … yes. But that comes with 
age, I would say. 

(informant 10)

An act that could possibly be interpreted as egocentric, like turning 
up the light and maybe disturbing the patient, is here being defended 
through emphasizing the informant's own imperfection. The fact that 
this even needs to be defended may be interpreted as a sign that caring 
for the patient is given great importance.

Moreover, the RN’s working assignments during the night shift 
are compared with those during the day shift, underscoring that care 
can be truly patient- centred only when the RN is allowed to work 
undisturbed, as on the night shift.

During the day there are ten other things waiting [to 
be done] so then it’s, like, you just walk in there [to 
the patient] and think, ‘Please stop crying … I don’t 
have time really’ and so you feel, like, unsympathetic. 
And that wasn’t why I wanted to be a nurse, I wanted 
to be one so that I could sit with those who’re crying 
and have time to sort of take care of them. But then it 
becomes like a conflict of interest, during the day, that 
you weigh this patient’s needs against everyone else’s 
… well, against everything else you have to do. So it’s 
a little calmer at night, you simply can do your job bet-
ter. You are a better nurse during the night shift, I feel, 
towards your patients, because you can spend more 
time on them. 

(informant 5)

When the patient's medical needs are met, the responsibility of the 
RN is not over. The RN cares for the entire patient, not only their medi-
cal condition. In this description, the informant used weighty discursive 
strategies in constructing the holistic perspective, for example stating 
“… that wasn't why I wanted to be a nurse.” Supporting a patient in need 
is so essential that where this is not possible, the informant even goes 
so far as to question her choice of profession. During the day shift, 
the continuous demands on and many expectations of RNs— i.e. RNs’ 
working conditions— thus conflict with this central part of their profes-
sional identity.

4  | DISCUSSION

The aim of the present study was to explore how professional iden-
tity was discursively constructed by Swedish registered nurses in 
research interviews about night shift work. In brief summary, the 
results included the following: the professional identity of the RN 
includes a unique experience- based competence, which cannot be 



230  |     LINDAHL NORBERG AND STRAND

obtained through education. In addition to the clinical authority of 
the RN, the RN’s competence rests on a combination of theoretical 
knowledge and independent professional responsibility. Moreover, 
with an incomparable overview of the care and with a breadth of 
competence, the RN is the hub of all healthcare activities, also mas-
tering and performing tasks in other professional fields. This opac-
ity of the professional boundaries entails boundless expectations of, 
and demands on, the RN. Last but not least, the professional identity 
of the RN stipulates always putting the patient's best interests first, 
before one's own comfort and needs. We believe that these results 
provide some valuable clues for the work with RNs’ occupational 
health and safety.

It has been noted that nurses’ professional identity devel-
ops through experience and socialization in the professional role 
(Rasmussen et al., 2018). At best, this process is allowed to take its 
time and includes support from supervisors and experienced col-
leagues. Urbanowicz (2021), for example, argues for a structured 
and supervised role transition for the nursing student to grow into 
the role of the RN— which, however, has not yet been implemented. 
Nevertheless, experience- based competence seems to be a crucial 
aspect of being a nurse. If the expectations, both from within the pro-
fession and from the context, state that all RNs are supposed to pos-
sess solid experience, this may have implications for the occupational 
health and safety of those who are newly graduated. Stress in the face 
of excessive demands may be a consequence of not asking for help, 
when knowledge is taken for granted. Moreover, uncertainty and a 
lack of confidence per se can lead to stress (Rasmussen et al., 2018), 
while stress also causes uncertainty and a lack of confidence 
(Heereman & Walla, 2011). This may develop into a vicious cycle for 
new RNs who are not expected to be in a learning process. At worst, 
the invisibilization of inexperienced RNs encourages the development 
of hierarchy among nurses, with negative consequences both for the 
individual and for the profession. In addition, our results indicate that 
young RNs sometimes take unnecessary risks just because they do 
not want to be seen to be inexperienced. Possibly, high expectations 
of experience may therefore contribute to a higher risk of accidents.

Nursing is a discipline that covers several different areas. It 
involves knowledge from disciplines such as medicine, chemis-
try, physics, biology and the social and behavioural sciences. A 
breadth of knowledge is crucial to the RN’s professional identity. Yet 
nurses still struggle for the profession to be accepted as a science- 
based profession in its own right, see e.g. Green and John (2020). 
Representatives of the profession have argued that even seemingly 
simple tasks, such as washing and feeding, are parts of the inter-
action with the patient that gives the nurse important information 
when assessing the patient's state (Middleton, 2017). Perhaps this 
very complexity hampers the process of establishing nursing as a 
well- defined discipline. Rasmussen et al. (2018) have noted an asso-
ciation between confidence in a pronounced role and a well- defined 
professional identity. Conversely, unclear professional boundar-
ies can possibly contribute to role stress. In addition, uncertainty 
about what actually are the RN’s tasks and what are not increases 
the RN’s risk of excessive workload. Role ambiguity seems to be 

related to a risk of demands– resources imbalance (Orgambídez & 
Almeida, 2020). Beside excessive workload, the demands also in-
clude large responsibility. In the face of vague profession boundar-
ies, RNs take on responsibility also where they lack authority and 
empowerment, a combination that has been pointed out as a major 
occupational stressor in nursing (Cowin, 2002).

Moreover, expectations to perform all kinds of unqualified tasks 
serve to sanction a negative status incongruence. Being subordinate 
to physicians and yet playing an invaluable role in assisting them can 
be supposed to raise feelings of unfairness regarding the distribution 
of status, economic compensation and other resources. However, 
it is worth mentioning that in the present study the discourse de-
picting the relationship with the doctor was respectful throughout 
the interviews. Indeed, the hierarchy complicates the RNs’ use of 
their multidisciplinary breadth of knowledge. We found that nurses 
seem to face a balancing act when communicating with doctors, on 
the surface conforming with the traditional hierarchy, but essentially 
violating it by guiding doctors in their work, which is in line with pre-
vious findings discussed by Caronia et al. (2020).

Consequently, this breadth of knowledge with its great advan-
tages in combining several different disciplines may paradoxically 
complicate the definition of the profession, leading to negative 
consequences for the RN, such as role vagueness and excessive de-
mands. At the same time, the lack of strict professional boundaries 
may relate to an ambivalence where RNs also benefit from being the 
hub of the health service. It lies in human nature to be attracted to a 
role where you are the one that everyone needs.

According to the present analysis, RNs’ professional identity was 
constructed ambivalently in relation to the popular stereotype of the 
self- sacrificing nurse. There were examples of the RN as a profes-
sional who sees to everyone else's interests before looking after her 
or his own needs. On the other hand, in opposition to this picture, 
some narrations emphasized that the RN is a qualified professional, 
and also expressed frustration at being exploited. It is undoubtedly 
sensitive to construct a professional identity that disconnects from 
the popular image, and yet does not violate the vital norms of the 
profession. It is certainly a balancing act to describe respectful and 
ethical behaviour and at the same time distance oneself from the 
image of being self- sacrificing. ten Hoeve et al. (2014) posit that since 
the essence of nursing still tends to be somewhat unclear, a mutual 
correspondence between the public image and nurses’ own profes-
sional identity potentially involves a vicious circle. Hopkins (2021), 
among others, highlights the difficulty of rejecting an iconic status 
and becoming “just another” profession. As an example, there is the 
extreme situation of the Covid- 19 pandemic when hard- working 
healthcare professionals were assigned the epithet “heroes” much 
more often than other hard- working professionals (Hopkins, 2021).

4.1 | Limitations

Certain limitations of this study need to be recognized. Firstly, with 
regard to the selection of the study group, only RNs with a working 
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schedule including night shift were invited to participate in the 
study. This implies that the study group only included RNs working 
in inpatient care. Hypothetically, the professional identity of RNs at 
health centres and other primary care units may be constructed dif-
ferently. Secondly, the focus of the interviews was primarily on the 
RN’s work during the night shift. The results may have included addi-
tional aspects of the RN’s professional identity if the informants had 
described their tasks and duties during the day shift in greater detail. 
However, since the night shift entails a high degree of autonomy and 
independence, we assume that the results reflect core qualities of 
the RN’s professional identity.

5  | CONCLUSIONS AND RELE VANCE

We believe that the findings may be useful to the clinical nurse as 
well as the nurse in a managerial position. The study of professional 
identity deals with the intersection of three aspects, on which or-
ganizational improvements are based: the individual, the group and 
the organization.

Aspects of the RN’s professional identity may contribute to 
remaining in a position that includes potentially harmful working 
conditions that are taken for granted both within and outside the 
profession. For example, it may be not only highly rewarding but also 
self- evident to accept large responsibility although the authority and 
resources are insufficient, if this is a cornerstone of one's profes-
sional identity. Moreover, a certain ambiguity regarding the bound-
aries for RNs’ tasks and responsibilities seems to relate to the way 
RNs construct their professional identity. In other words, the large 
breadth of knowledge and the solid, experience- based competence, 
which in the present study were constructed as central parts of the 
RN’s professional identity, may have unwelcome consequences.

Therefore, when striving to improve RNs’ occupational health 
and safety it is advisable to observe whether the RNs themselves 
exhibit behaviours and attitudes that contribute to processes that 
preserve a demands– resources imbalance. Such processes may also 
act in the conservation of status incongruence, when large respon-
sibility continues to be combined with a low salary and low profes-
sional status.

In addition, in the endeavours to create and maintain a good 
working environment, it is important not to forget the new gradu-
ates. A maxim that poses that all RNs automatically have solid ex-
perience can make unnecessary demands on those who are yet to 
acquire their experience- based competence.
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